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ABSTRACT

Mother-to-child transmission of HIV (MTCT) is responsible for 90.0% of new paediatric
infections. Preventon ol mother -to-child transmission of HIV (PMTCT) its a major strategy
targeted at reducing paediatnic HIV infecuons However. sdherence to anti retroviral therapy
(ART) 15 poorer among LIV posttine women who lack social support especially from thewr
male partner: Thus, the success of PMTCT services s largely hinged on male panner
parucipation Male involvement i the unlization of PMTCT services in Kogi State 1s wadely
undocumented. Therclore, this study was carnted out to assess male involvement in' the
utihization of PMTCT services and 1ts intluence on adherence to ants retroviral therapy (ART)
by FILV positive women attending ECWA Hospital, Egbe. Kogi State.

This study was a cross- sccttonal survey which emploved nixed methods of“data collection
from FIIV-positive women attending antenatal and postnatal clinic. A, two-stage random
sampling techmque was used to select three facilittes out of scvenpublic’secondary health
facilities within Kogi West and Central Senatonal distnct. Purposive sampling was used to
serially recruit three hundred and mnety-nine (399) respondents attending PMTCT
programme 10 all selected health lacilities (355 HIV positive pregnant women and 44 positive
women within early postparium period). A pre-tested nterviewer administered questionnaire
was used to obtain information on socilo-demographic, characteristics. male nvolvement,
adherence to ART and factors influcncing male involvement in PMTCT utilization. A [ 2-
point ad-hoc male involvement index was used to“determune overall male nvolvement.

Male involvement scores of O was classified as none, 1-5 as low and >6 as high. Scores ot <2
and =2 werc classified as low and hugh adheréncedte o male involvement respecuvely. Data
were analyzed using descriptive staustics. Chy-square and logistic regression at p=0.05.

Age of respondents was 33 817 6 years and mean age im mamage was 82468 years with
monogamy (82 5%) as the commonest 1ype ol inarrage. About 60.5% had at least secondanry
education and (67.2%) were from urban and seomr-urban arcas. Only 85.2% ot the
respondents were cmiployed while 88.7% of thew miale partners were employed.  Good
knowledge of MTCT and PMTCT was reported by 63,9% of the respondents, and theirr main
source of information was from health workers (79.6%). About 69.2% of male partners had
couple testing for HlVotogether with spouse dunng pregnancy. Concordant couple (28.1%) 1s
currently on antirctroviral therapy whercas <hiscordant couples were 71.9%. Only 84.2% of
the respondents have disclosed their HIV status to thew partners. About 38.9% of male
partners do no accompany spousc o PMTCT climie due to partner not aware of thewr HIV
status. Respondents currently on ART are 95.5%. Most 51..9% of the respondents
commenced ART treatiment during pregnancy whercas only 48.1% had their ART initiation
during Labor/delivery and early post-partum. Only 18.8% of the HIV positive women had
previous PMTCT experience. About 84.2% knew thetr partner HIV status, 83.7% and 84.7%
supported financially on PMTCT clinic and joinuly planned current pregnancy pariners
respectively, 74 7% ol husbands were willing to bought formula milk for their babies, 81.0%
reminded spouse to take ART drug. Male involvement in ART adherence was high (81.0%).
Most (60.2%) respondents attained good ART adherence duc to male partner wnvolvement.
and reasons for missing medication included being away from home and forgetfulness.
Family disharmony 10 8% and pregnancy related problems 10.8% represents mostly reported
reasons male partners restrict themr spouse {rom taking ART drugs. Women who arc
currently marned were lour imes more hkely to have good ART adherence duc to male
partner involvement than the previously married and the single (AOR = 5.3, 95%, Cl: 2.3,
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DEFINITION OF KEY CONCEPT/ TECHNICAL TERMS
The terms and concepts identified as being central to the research topic are defined below:
ROLE: 15 the degree to which male partners are involved in PMTCT program

MALE PARTNER: 15 the respondent. an adult male (of age 18 vears and above) sexual
partner of a woman who 1s currendly or previously enrolled into PMTCT program who may:

or may not be n a spousal relationship with the woman. but is responsible for the index

pregnancy

MALE INVOLVEMENT Is unv man thusband ‘sexual partner) who supporied the HIV
positive wite financially, physically. matcnally. or emonionally .accompanted. her to ANC.
obtain HIV test together, engage 1n status disclosure. partake. in delivery, support in infant

feeding options, encourage ART uptake and adherence by HIV positive women.

ADHERENCE: Is the fixed or strict way in which a HIV positive pregnant woman on

PMTCT program receiving antiretroviral therapy (ART) adhered to the treatment due 1o

involvement of their male partners. Adherence was considered optimum 1f greater than or

equal o 95%

MOTHER-TO —~CHILD TRANSMISSION OF HIV: Also called verucal transnussion of HIV
1s the transmission of IV infection Irom a HIV posiuve pregnant woman to her inlants. This

can occur during pregnancy {intra utcrine), dehvery (intra- partum), or aftenwards (post-

partum) during breast feeding

PREVENTION OFMOTHER -TO-CHILD TRANSNMISSION OF HIV (PMTCT): This s
health program-or intcryvention that is aimed at reducing the transmission of HIV infection
from the mother to the child during pregnancy. dchivery, and i the post-natal period. These

interventions include prunary prevention ol HIV inlectton in women, HIV counseling and

testing for pregnant womecen, provision of anniretroviral drugs for ( the mother and the child),
adherence counseling. and adoption of safe infant feeding method as well as provision

psychological support (WIHO,2010).

HIV INFECTION: Is an infection caused by Human Immune-deficiency Virus as diagnosed
by a positivity ol a rapid HIV antibody test. conlimmed by a sccond HIV rapid antibody test,

rclying on different antigens or of different operating charactenistics (Tshibumbu,2006),

AFRICAN DIGITAL MTH REPOSITORY PROJECT



CHAPTER ONE
INTRODUCTION
1.1 BackZround Information

Globally. over 300 thousand children acquired new HIV infection, more than 90% of these
children live 1n s‘uh-Saharan Atrica with mamn route of transmussion being fromanfected mother
to child (UUNAIDS. 2012). Howcver, in Nigeria. mother-to-child transmission of HIV (MTCT)
accounts for about 10% of new HIV intections annually (NACA. 20]12). Mother-to-child
transmission (MTCT) of HIV 1s described as the transnussion of the HIV virus from a HIV
positive mother to her child during pregnancy. labour, delivery, or after birth during breast-
feeding leading to established HIV infection 1n the child (WHO, 2010). The risk of MTCT has
dropped to as low as 2% 1n devcloped countries since the tntroduction of antirctroviral drugs
(Newell, 2001; Phoolcharocn et al. 2002). Transmission rates of HIV from mothcr to child in the
absencc of prophylactic intervention ranges from 20-45%.but can be reduced to bclow 5% when

eftective PMTCT interventions arc employed (\WHQO 2010).

The prevention of mother —to-child transaission (PMTCT) program i1s an intcrvention designed
to reduce infants mfection through wvertical transmission. without which ahout 23-30% of
children bormn to HIV- infected. mothers will be infected with the virus (Read. 20006). PNMTCT
also tnvolves medication with antirctroviral agents for the mother dunng, and after pregnancy
and cventually for the newv bornito prevent viral transmission or ifection of the child, without
which about 25-30% of children born to HIV- infected nothers will be infected with the virus
(Read, 20006). If well implemented. a comprehensive PMTCT program can potentially decreasc
transmission rate-to less than 5% (Pcltzer et al, 2010. Adelekce. 2013) and theorctically below 2%

(Lindegren, 20006).

Globally, about'53% of HIV-infectcd pregnant women rcceived anti-retroviral (ARV) drugs to
preventumother-to-child transmission (WO 2009, Mscllati 2009). While covcerage 1s increasing
in sub-Saharan Africa, ranging from 8% in some settings to 54% 1n others (Ezcgbue et al, 2012),
PMTCT coverage in sub-Saharan Africa has increased from 45% 1n 2009 to 59% in 2012
UNAIDS, 2012). PMTCT program covcrage 1s still Iimited in Nigeria with only 4.7% ot ANC
facilities 1n Nigcria offer PMTCT scrvices. Currently, there arc over 1,320 PMTCT services

potnt across the country (FMOH, NACA, 201 3). Thc number of pregnant women counscled and

1
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tested for HIV 1n the country has increased from ]18.554 (2004) to 1.733.175 in 2010. Also. the
number of HIV posilive pregnant women receiving complete course of ARV prophylaxis
increascd from 645 (2004) to 45.842 in 2010 (NACA. 2012 W, AD). Over 229.480 prcgnant

women were found to be HIV positive, just as an estimated 57,000 infants are exposed to the
virus ycarly (FMOH, 201 2).

Antirctroviral therapy (ART) are medications that treat HIV. However. when taken in
combination they can prevent the rephcation of the virus and equally slow-down the disease.
Antiretroviral therapy consists ot the combination of antiretroviral (ARV) drugs to maximally
suppress the HIV virus and stop the progression of HIV disease. Some of the effective therapy
agamnst HIV ncludes, the nucleoside reverse transcriptase inhibitors (NRTI) e.g  zidovudine

(AZT),abacavir,lamivudinc,emtricitabinc,and tenofir, the NNRTIs e

ff=

nevirapine,efavirenz,etravirine  gp( rilpivirine, the  ‘protein inhibitors  such  as
lopinavir,atazanavir,and duranavir among others (WHO.2013). However. the combination
anttrctroviral drugs usually consist of three drugs from at'least two different classes. Fixed- dose
combinations are multiple antiretroviral drugs combincd into a single pill which allows several
options that combinc 3 drugs into onc pill takenonce daily. This greatly increasces the case with
which the ARV drugs can be taken. and i turn positively influence the consistency with which
the medication can be taken. Early and complete usc of ART results in better clintcal outcomes

for people living with HiV comparcd to those who delayced treatment (WHO, 2013)

Adherence to an effective PMTCT program thercforc provides the country with an opportunity
to curb the continuingspread of virus, whilc protecting its young and futurc generation from the

rampage. For any antiretroviral roll out trcatment initiative to be successful, thosc affected must

adhere to the‘trcatment regimen with adherence level above 95%. Pregnant mothers undergoing

PMTCT may have issues of poor adhcrence to treatment cven after pre-trecatment nitiation

counseling.

Men are ilnportanl decision makers in utihzation of PMTCT scrvices and adhcrence to
antiretroviral treatinent by HIV positive women. Men play a wital role n acceptance ol
antiretrovira] therapy (ART) by HIV positive women. This m turn promote cilective use ol
facility-based delivery where nmproved obstetric practices are offered. Most men should engage

in proper supervision of ART for mother and newborn. Thts further ensurc adhcrence to “take-
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home” ART ftor mother and newbom when given to HIV positive women at ante-natal clinic
(ANC). Adherence counseling and support i1s an appropnate intervention measures that can
improve overall adherence to antiretroviral PMTCT treatment. Male involvement in adherence

counseling and nfant feeding support can enhance recommended levels of antiretroviral PMTCT

treatment adherence by HIV positive woinen.

This study mvestigated male involvement and influence on adherence to antiretroviral treatment

by HIV positive women, and ascertamned the factors influencing male invelvement in ART

adhcrence by HIV posttive women.

1.2 Statement of the Preblem

Mother-to-child transmission of HIV (MTCT) accounts for about '10% of new HIV infections
annually in Nigeria (NACA, 2010; UNAIDS, 2011). This can be attributed to poor design and
implementation of PMTCT program which does not include male participation which has proved
to be a major gap in achicving the succcss of the program. Lack ot male involvemcnt in antenatal
care and in PMTCT programs have been 1dentilied among others as the major bottlcnecks to
cffcctive program implementation (Fenzoens. 2002: Adcelcke. 2013). Nigeria currently lacks a
coordinated system of reporting the datavrequired to calculate male partner’s gap in PMTCT
services utilization and adherenceto antiretroviral  therapy. However, in Nigeria, male

involvement 1in PMTCT 1sJow and in some casces 1s unknown.

Current evidence suggests that improving malce partner participation tn PMITCT program has the
potential to address-this problem. Male partners™ mmvolvement in PMTCT  interventions has been
associated with anancrease in uptake of PMTCT services by women but no clearly documented
evidence on‘'complete adherence to antirctroviral treatment due to their involvement. However,
various PMTCT sites, including most secondary health facilities continue to experience low level
of . involvement by men. The adherence level to PMTCT program due to male partner
involvement by pregnant women receiving ante-natal care in those hcalth facilities in Egbe and
Kogi State at large was currently unknown. Exploring the rolc of male partners on adherence to

antiretroviral therapy by HIV positive women (s an important factor if appropriate

recommendations are to be made.
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1.3 Justification

Adherence to PMTCT services and antiretroviral therapv has proved to be a major predictor of
the survival of individuals hiving with HIV/AIDS (Mill et al. 2006) and poor adherence to
treatment remaims a mayjor ohstacle n the fight against HIV/AIDS worldwide. Low or incomplete
medication adherence has heen associated with detectable viral load (<300 viral RNA copies/m]
of plasma) (Ruthbun et al. 2003) with the development of cross resistance to other antiretroviral

of the samc class (Tchetgen et al. 2011). In several countries in North Amenca and sub-Saharan

Africa, varying Icvels of adherence have been reported (Mill ct al., 2006)

Different levels of adherence also have been reported 1n carlier studies in Nigena. For instance. a
study i Kano (northern Nigeria) by Mukhtar et al.,2006 revealed 80% ART adherence.
However, studies in Niger Delta and Benin city (South-South ‘Nigeria) by Idigbe et al..2003
revealed 85% whereas that of Erah and Arute, 2008 revealed 38% adherence respectively.
Nwauche et al.,2006 in South East Nigerta reported 49.2% adherence whereas Olowookcre et al.,

2008 and Bello 2011 in Southwest Nigeria reported.70% and 73% adherence rcspectively.

Consequently, significant proportions of HIV unfccted patients do not rcach high levcls of

adhercnce and this can lead to devastating public hcalth problems.

Male partners as decision makers need to be mvolved tn matcrnal health services such as
PMTCT and ART adherence. Low male involvement in PMTCT services results in low
utilization of PMTCT, poor ART uptake, and poor adhecrence to ART leading to incrcased new
HIV infection in children and high maternal and nfant morbidity and mortality (Aluisio ct al.,
2011, Dyogo, 2011). Partner attendance at antenatal clinic has been associated with reduced risk
of infant HIV transmission as well as dccrcase infant mortality, independent of the maternal HIV
viral load (Aluisio et al., 2011). Men accompanying IV positive women to PMTCT clinic
presents an oppoitunity to the health workers to health educate thcm on the PMTCT utilization

and ART adherence empowering men to makc appropriatc decisions and take actions that may

influence the outcome of the prcgnancy (Getu 201 1). Bassett (2002) argues that men need to
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encouraged to care for their families. and therefore to support their partners in getung

comprehensive pregnancy care. including antiretroviral therapy adherence.

The aim of this study was to provide better understanding of the factors that enhance male
mmvolvement 1 VCT. PMTCT. Infant feeding decisions. ART uptake and ART adherence.
Inforrnation generated would guide decision-rnaking by policy rnakers. program planners, care-
providers and further lead to positive actions that would increase male involvement in PMTCT
services and infant feeding choices. Increased male involvement in PMTCT services would
equally lead to increased utilization of PMTC T/inatemnal health. services by the HIV positive
pregnant women and adherence to ART contributing to reduction in matemal and infant

mortality in Egbe, Kogi state and Nigerta at large.

1.4 Rescarch Questions

. What proportion of male partners.arc involved mn VCT, fertility and infant feeding dccisions,
and adherence to antiretroviral therapy?

2. What proportion of HIV positive pregnant women completed over 95% prescribed doses of
antiretroviral drugs-due to the support from their husband/ malc partners?

3. What 1s the association between male partners’ involvement on adhcrence to antiretroviral

-

therapy?
1.5  Studyv Objectives

I.5.1 Broad Objcctives

To assess the role of male partners’ involvement and influence on adherence to antiretroviral
therapy by HIV positive women attending Antenatal clinic 1in secondary health facilities in Kog

State.

1.5.2 Spccific Objecctives

S
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The Nigena prevention of mother-to-child transmission (PMTCT) of HIV program is one of
the national health sector responses to the HIV/AIDS epidemic in the country. The initiative for
the estahlishment of PMTCT program i Nigena started with the inauguration of the PMTCT
National task tcam (NTT) in December 2002. Actual PMTCT services in Nigena commenced as
a pilot project in July 2002 with the support of WHO and UNICEF 1n six tertiary health facilities
including University College Hospital [badan (Agboghoroma et al, 2013). The goal, objectives
and targets of the PMTCT program have undergone some review over time in-Jine with nation
realitics and intemational demands such as the global initiative for the ehimination of MTCT by
the year 2015 (UNAIDS. 2011). The overall goal as documentcd in the 2010-2015 scale-up plan
1s to contribute to improved maternal health and child survival through accelerated provision of

comprehensive and integrated PMTCT services (FMOH, 2010).

The PMTCT services outlets have increased from 67 1n.2004, 670 in 2009, and 6S4 1n2010
(NACA 2011). Currently, thcre arc about 1,320 PMTCT services point across thc country
(FMOF, NACA, 2012). Also, the number of HIV peositive pregnant women rcceiving complete
course of ARV prophylaxis incrcased from_ 645(2004) to <45.842 in 2010 accounting for 17%
ARVs coverage m Nigeria (NACA, 2012 WAD). At the end ot 2011 1 Nigeria, about 229,480
precgnant women were found to be HIV Positive, with MTCT ratc ol 30%., followed by an
cstimated 57,000 new HIV infections among children which is the highest incidence reported 1n

a single country all over the world (FMQOI1,2012, UNAIDS, 2013b).

The fact that ARV drugs arc given frce to all HIV positive patients nationwide through the
support of the President's Emcrgency IMlan tor AIDS Rclief (PEPFAR, a United State
government inittative to fight HIV/AIDS globally, especially in Africa) has largely contributed
to wider coverage of PMTCT services which 1n turn led to increased access and utilization by
those of low socio-cconomic background. A study :n Northern and South-Western Nigeria has

shown increase in awareness of PMTCT services {Moscs ct al, 2009, Owoaje ct af, 2012).

However, low awareness and poor knowledge of the benefits of the program by the gate-keepers
and some religious leaders was identified as factors responsible for poor acceptance and use of
the program (Arelogun et al, 2009). Meanwhile. no or limited involvement of private health
sector which contributes largely in the provision of hcalth services in Nigeria was a major factor

aftecting the success of the program (Agboghoroma ct al, 2013).
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The Nigeria National guidelines for prevention of mother- to- child transmission of HIV
developed 1n 2010 recommends that the use of the prophylaxis (ART) in an infected pregnant
woman. that 1t will lead to significant reduction in mother- to child transmission of the virus
(FMOH.2010). The chotce of ARV depends on the clinical staging. The use of Anti-retroviral
drugs to treat HIV Positive pregnant women requires stnict comphance to the eligibility criteria

as contained in the national gudeline (FMOH. 2010).
2.3 Knowledge of HIV/AIDs, PMTCT and ART among HIV Positive Pregnant \Women,

According to the Nigena National Demographic Health Survey (2013) report that the knowledge
of HIV 1s umiversal. revealing that almost all Nigerians have heard of AIDS, More than half of
women and about 70% of men know that the risk of getting HIViecan.be reduced by using
condoms and himiting sex to one faithful, uninfected partner. Sixty five percent of women havea

pood knowlcdge that HIV can be transmitted through breastfeeding: whereas about half of women deinonstrated
a good knowledge that the risk of MTCT can be reduced by theunother take specially recommended ART drugs

duning pregnancy- Almost half of women have good knowledge of the key messages about PMTCT of IV, The
Knowledge of HIV prevention methods was found te be higher in urban than rural arcas and
incrcascs with increasc in level of education and ¢conomic status among women with more than

sccondary education and higher ccononue status (NDHS 201 3).

Lamina (2012) observed that ecven though 78% of pregnant womcen kncw that HIV infection
could cocxist with pregnancy and only 40.4% ol the pregnant women in the study identilicd
mother-to-child transmission as a means of transmission ot F'HIV/AIDS infection. This revealed
a low level of knowledge of methods of prevention ot mothcer-to-child transmission of HIV
among prcgnant women booking lor antenatal care in that area. Thus, this calls for the need for
adequate counseling about HIV/AIDS and other specific part of prevention of mother-to-child
transmission.in our antenatal clhinics with the design of more suitable preventive educative
programs for our pregnant women. Moses ct al. (2009) in a survey revealed a high level of
knowledge on modes of transmission. risks behaviors and prevention of 111V and other sexually
transmitted infections among the pregnant women. However, the use of breast milk substitute
(BMS) by HIV positive nursing mothcers and use of condom during sexual intercourse did not
receive very encouraging responses from 42 (24.4%) and 58 (33.7%) of the women respectively.

Those that do not encourage use of BMS indicated “Spousc dislike on the use of BMS and the
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fact that the community places higher premium on breastfeeding than BMS was the major
reasons 1dentified for discouraging the use” Most pregnant women accepted PMTCT as a
ventable means of preventing infants from HIV infection as well as an opportunity to know ones
HIV status through voluntary testing. Majority implored greater involvement of their male
partners and other sigmficant family members during PMTCT counseling sessions to guard

against cjection, stigima and discrumination if tested HIV positive.

2.4 Barricrs to Effective PMTCT Pregram

Service uptake often turned out to be the critical point of PMTCT program. with women
dropping out of the service at various points. It could be during: HIV- counseling, HIV-testing,
post-test counseling ,program enrolment. drug intake of the mother, drug administrating to the

child, adherence to feeding recommendations and follow-up visits (Theuring et al.,2009,

Oladokun,2010).

The acceptability of PMTCT in urban areas i Africa, has becn impcded by disbelict in its
cffectiveness, negative attitudes of lealth workers and lack of male support: economic
affordability constrained by distance and transport costs; and social affordability hampered by

stigma, discrimination and the fcarof abuse and divorce after partner disclosurc (O’Gorman et

al.,2010; Peltzer,2007; Thecuring ct al,2009).

As Theuring et al.. (1 2009) has argued that key dccision makers in questions of sexual and
reproductive health 417 many societies, cspecially male partners are attributed to a high potential
of 1mpact on<pregnant women ‘s behavior and unsupportive partner attitudes which are likely to
create a barpier (o0 women ‘s program participation. Lack of male partncr involvement has been
consistently shown to be onc of the major barriers to the success of PMTCT program in Sub-
Saharan African (Auvinen et al, 2010; Dahl et al. 2008: Pcltzer, and Jones, 2011). As the South
Africa experience has shown. success in preventing PMTCT will not depend solely on
widespread use of antiretroviral prophylaxis, but also on continuing support for the nursing

mother during the postnatal period from key stakcholders in the community, especially their

male partners.
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2.5 Male Partner Involvement

The understanding of the concept of male partner involvement varies with the context in which it
18 used and its defimtion difters trom source in the literature. According to Ntabona (2002), male
involvement 1s dependent on the socio-cultural context and there are yet clearcut guidelines on
how far the partner /husband’s participation: attending women's health education session:
attending counseling session: using condoms; acting as community-based volunteer. For
Rutenburg et al.. (2002). male involvement may mean that men choosc to cometo the clinic
with their partners. be counseled and get tested for HIV. support their partners im.coping with
HIV infection and support them financially or with transport to the cliniciIn this study. the focus
was on male mvolvement and influcnce on adberence to antiretroviral therapy among HIV
positive wornen attending antcnatal/PMTCT clinic in secondary-health facilities. This study
considers malc partners readiness to provide support to-their femalc partners in core PMTCT
interventions which include counseling and testing, use of prophylactic antiretroviral drugs,
participation in fertility dccisions, involvementin delivery and as well as the choice of baby's
feeding options (Dc Cook et al, 2000,). Male partner’s mvolvement according to this study was
defined as the proportion of male partiiers counseled and tested or actually having been
counscled and tested for HIV togedicrwith the lemale patner in a PMTCT setting, male who
accompany their wives to PMTCT clinic. financially support or provide support in dehivery
serve as adhercnce counsclors or treatmient supporter to their temale partners taking ARVs
ensuring complete adherence, and male partners who support their female partners in the
choice of infant fceding options.  The overall ad-hoc male involvement index was constructed
based on 1@ questions and the ad-hoc male involvement index in ART adherence was also based
on 3 quesuons. The survey was complcmented by three focus group discussions and 10 in-depth

IN1erviews.

[nvolvang men 1s a recognized and advocated mceasurc in PMTCT. Reports have shown poor
uptakc of PMTCT services by women with low involvement of men. This lack of male
involvement denies the woman the care and support of her partner in coping with HI1V infection
(Okagbuc. 2010. Karen, 2012), According to a study done in Nigenia by Moses ct al(2009)

observed that for PMTCT to be successful. above optimal levels, involvement of malc partners
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must be recognized as a necessary component. The male partner is to be involved. and educated
together with his spouse. to provide necessary support whenever the need arise. Involving the
partner witll not only provide support and encouragement. but will also improve adherence to

program ethics,

tn the samc study 1t was realized that community awareness on PMTCT programs is paramount
as 1t can assist thc male partner together with the family to successfully fight agamnst stigma and
discrimination for desired results (Moses et al. 2009).Involvement of male partners may increase
adherence to ART and mprove outcomes to prevent mother -to -child 'HIY transnussion
(PMTCT). These known nisks can be the same as in PMTCT programme. In PMTCT. usc of
nevirapinc in pregnancy and the issue of resistance, add to the fear of participation and this

programme rmay be viewed with suspicion (Moses et al, 2009).

Samucl et al., (2006) identified that possible future failures of previously eftective therapies due
to viral evolution or social disorganization can also affect male participation in PMTCT., this can
be so because male fear to be victims of that failure.rate .According to Samucl ct al., (2006) in a
study carmied out to determine the influence of HIV positive parents on the usc of Zidovudine
(AZT) reveal that despite potential benclits of ZAl, parents arec not actively participating 1n
preventing prenatal transmission/ The man may discourage the women. not to accept the

recommended drug therapy.

Taking of ZA'T was greater appreciated to women who believe together with their husbands that
ZAT was elfectivean trecating HIV, ZAT prevents prenatal transmission of HIV and that their
carc provider viewed taking ZAT positively. [t was then concluded that the cvaluation of health
care practitioners’ attitude about the taking ot ZAT. signmticantly intluenced the intent to take
ZAT_ Inthis study, health carc practitioner’s role 1s crucial through the cited perception and their

subsequent participation in PMTCT.

2.6 Lack of Male Involvement in PMTCT in Sub- Saharan Africa

PMTCT programs have locused primarily on women. and there 1s call for the need to exaaminc

mcen’s, and particularly malc spouses’ engagement in PMTCT 1n order to tullill the objective of
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those programs (Reece, Hollub. Nangami, & Lane. 2010). Studies that have examined male

partner involvement in PMTCT in Africa have reported low level of male participation.

Studies 1n Kenya reveal that only 3% pregnant women attending a Nairobi Council Clinic in
Uganda receive HIV counseling with their male partner (Farquhar et al., 2004). Peltzer. Mosala
Dana, and Fomundam (2008) HIV positive women from 35 sites in the OR Tambo distnct of the
Eastcn Cape Province of South Africa. only 14.9% of them reported that their'male partner

accompanied them to theior antenatal care clinic visits.

[n Mbalc district. Uganda. Byamugisha et al. (2010) tound that only 3% of men accompanied
their spouscs to antenatal clinics. Simitarly, despite instituting a program targeted at encouraging
male partner participation in PMTCT and antenatal programs. the observed percentage of men
participating m such activities in a facility in Cameroonw.was 18% Nkuoh. Meyer.
Nkfusai,(2010). Falnes et al also noted that very tew men joined their partners for PMTCT or

antenatal activities 1n five health clhinics studied in northern Tanzania.

Study in Ibadan on Scrvice uptake and perfommance of the prevention of mother -to child
transimission PMTCT programme: a reviciw of antenatal and delivery records of women enrolled
between July 2002 1n Nigecria rcvealed that partners of positive patients who accepted HIV
testing were 361 (16.7%) with 87 (18.6%) testing positive . This accounts for 16.7% tcsting rate
among mcn 1n Ibadan (Oladokun ct al. 2010). A study among Community Gate Keepcrs® on
awareness and pcrception. of Prevention of Mother-to Child-Transmission of HIV Services in
Ibadan. Nigeria icdentificd low knowledge of mother to child transmission, lack of knowledge of
the PMTCT services. inadecquatc communtty sensitization, and imadequate health care facilities

as soimc key. factors which affects PMTCT utihization (Arulogun ct al, 2007).

2.7 Reason for Lack of Male Involvement in PMTCT program

With the increasing recognition of the crucial role of male partners in PMTCT, 1t 1s not
surprising that the quest for the reasons for their participation have becen a subject of interest for
researchers. Byamugisha et al., (2010) identitics three main barriers to male participation in

PMTCT;, poor health system, socio-cconomic factors and cultural beliefs. Findings from other

13

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



studies fit into these categories. These barners to male partner involvement in PMTCT utilization
and antirctroviral therapy (ART) adherence as found in literature shall be briefly discussed

bellow.

2.8 Health Svstem Factors

Gencrally research shows that service related factors are more important than user related factors
in affecting male involvement in matcrnal health care services ( Dyogo. 2011).-Seme of the
health system factors identified by Byamugisha et al.. (2010) in a_cross-sectional study
conducted 1n Eastern Uganda include the fact that health care workers in some instances do not
allow mcn to enter the antenatal chinic with their pregnant partners. The men also complained
about the structure design of antenatal chinics which are often congested, with no space to
accommodate the womcn and their partners. This 1s similar to the situation in Mbeya region of
Tanzania where some of the men who have followed their wives to the antenatal care were in
fact refused access by health care providers (Theuring. ct al., 2009). In Durban. South Africa,
Moodley, and Groves (2011) reported that seme men expressed the vicw that they do not feel
welcomed and comfortable in prenatal clinics, andin some settings, there are policies that restrict
men’s access to chinmcs. The organization of the PMTCT program 1in Moshi district, northern
Tanzania inhibited mcn trom participating. and several fathers did not attend the antenatal clinic
owning to fcar of the reactions of other men and also teeling uncomtfortable about the idea of

heing the only men present (Falnes et al., 2011).

2.9 Socio-Economtc factors: Issues of Waiting Time

In most of the studies, the main socio-economic reasons for failure of male participation in
PMTCT is the fact that most of the men wcre too busy trying to make ends meet and were not
willing to wait for endless hours 1n queucs at the antenatal/ PMTCT Facilities (Byamugisha et
al.,, 2010; Maman ect al., 2011: Nkuoh et al., 2010: Theuring et al, 2009)(Reccc,2010 ). To

accommodate this problem, it has been suggested to offer services after working hours or on

weekends and to reducc waiting timc for mien /couples (Bolu et al., 2007) as cited in Theuring ct

al.(2009).
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2.10 Cultural Beliefs

Cultural belies has been identified and reported in most of the researches conducted on the
mvolvement of male partners in PMTCT as one of the key factors that affect gender role plays
m influencing men  behavior towards antenatal and PMTCT services. Several deep- seated
socio-cultural idcas constitute a lindrance to male involvement in PMTCT. where pregnancy’ is
secn as the sole responsibility ot women, and antenatal clinic was perceived to a female arena
not acceptable for a man to enter (Adeleyc et al 2007. Falnes et al., 2010).In another study,
30.6% of men interviewed in a health facility in Cameroon responded that it was not good to go
the antenatal clinic (ANC) with their partners (Nkuoh et al.. 2010). The pnmarv reason i1dentified
by these mcn was the belief that pregnancy 1s a woman’s affair and that it was not their custom

to participate in ANC. Some of them felt they will be viewed by their community as being over —

protective if they go to the clinic with their wives.

One of the men interviewed in Uganda responded (Byamugisha et al., 2010): “If | accompanicd
my wife to hospital every time she goes for her antenatal check-up. my friends would think 1 am
a wecakling. They would laugh at me”. A study in Nigeria revealed that majority of the
participant perceived it 1s a good idea<to accompany their wife to antenatal care but putting this

into practice is a problem duc to societal nermms and cultural barniers (Adcelclan, 2014).

2.11 Wenmen Attitudes and Perception towards Male Participation in PMTCT

It has becn noted thatawomen’'s pereeptions ol men influence whether they disclose their HIV
status to .their partners during pregnancy or not. Thesc perceptions include the fear of
abandonment, “loss of economic support, being stigmatized, rejections discrimination, and
vielence, upsetting family membcrs, and avoiding accusations of infidchity (Reece ct al., 2010).
In a study conducted in public hecalth centres in Blantyre, Malawi, majority of wemecn reported
that they believed thcir spouse would attend at least one antcnatal clinic visit if invited by the

health workers, but only 5% had ever been accompanied by their husband (Tadesse, Muula, &

Misiri, 2004).

j 15

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Most of thc women interviewed n Tanzania did not feel empowered to request their partners to
undergo HIV test and several of them expressed the wish that their partners be invited by others
(Falnes et al., 2011). It was notcd by Tadesse et al.(2004)as well as Falness et al.. (201 1) that the
majority of the women they interviewed will chose their partner as their primary confidants if
they tested HIV positive. However. other studics have found that there are some women who
will not disclose their status to their partners. Kilewo et al cited in Moodley et al.. (2009) found
that 77.8% of HIV —positive women participating in a prenatal trial had not shared their HIV
results with their partncrs eighteen months after diagnosis. (Reece et al., 2010) reported that most
of thc women participants in a gualitative study conducted in Kenya to assess male spousal
cngagement in PMTCT, described engaging their spouses in HIV care as being partcularly

challenging 1f they were unaware of thcir status. rcfused to be tested, or were in denial about

their HI'V status.

HIV related stigma was also described by some women as being a significant factor preventing
them from being able to sccurc the help of their husbands with basic activitics such as going to
clinics to get formula: subscquently women suggested that thcy werc less likely to adhcre to a
formula- based regimen (Rcccc ct al., 2010). According to Peacock ct al as cited in Recce et
al.(2010),women pcrceive that men’s tack ot involvement in antenatal carc 1s duc to the belief in
tradition gender rolcs, that childbearing 1s a women s atfair, and the tear that their involvement

wolld crcate perception that onc or both werc living with HIV.

A study in Cameroon showed that most women (83.8%) ere receptive to their partners’
involvement in antcnatal carc and 1dentified increased partner participation over the past 5 years
Women (98.2%) said men’s primary role was payment tor obstetric care .Although pregnancy
has traditionally. been viewed as a women's aftair, the majority of women wantced their partner s
to participate in their care, including receiving HIV counscling and testing. Women identitied
men’'s nvolvement as an individual bclief. saying that many in thcir community werc not
supportive of male participation 1n antenatal care. Cultural and gender -based attitudes and

beliefs were identitied as barriers to 11V testing ot men (Nkuoh et al, 2013).
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2.12 Adhecrence to Antiretroviral Therapy

The development and widespread use of antiretroviral therapy ART as the treatment of choice in
HIV has improvced significantly the health condition of HIV positive individuals who could have
untimely death. The ART however. has transformed the perception of HIV /AIDS from a fatal
incurable discase to a manageable chronic illness (Palella ct al.. 1998). The treatment causes
improvement m nmmunologic status and reduction 1n the viral load which consequently reduce
the incidence ot hospitalization and mortality (Paterlla et al., 2000).Howvever, incomplete
mecdication adherence 1s the most important factor in treatment failure and the development of
resistancce. Adherence 1s the tenn use to describe the patient’s behavior of taking drugs correctly
in the right dose, with the nght frequency and at the right time. Antiretroviral treatment success
depends on sustainable high rates of adhcrence to medication regimens of ART (Mill et al.,
2006).0n the other hand, ART regimens are habitually *. complicated with variable dosage
schedules, dietary requirements, and adverse effcct (Ferguson et al.. 2002). Treatment success can

be precarious with missing of fcw doses of antiretroviral medication which lcads to drug resistant

strains of HIV (Bangsberg ct al.. 2000)

An adhercence patient is defined as one who takes 95% of the prescribed doses on time and n the
correct way, cither with or without tood. Adhcrence to PMTCT services and antiretroviral
therapy 1s a major predictor ot the survival of individuals hiving with HIV/AIDS (Mall et al..

2006) and poor adherence to treatment remains a major obstacle in the fight against HIV/AIDS
worldwide. Low or mcompletec medication adherence has been assoctated with detectable viral
load (<500 viral RNA“copics/ml of plasma) Ruthbun ct al.. 2005) with the development of cross
resistance to.other antirctroviral of the same class (Tchetgen et al.. 2001). Although. more potent
antiretroviral regimens can allow tor eftective viral suppression at moderate levels of adherence

(Knafl et al 2008). none or partial adherence can lead to the deveclopment of drug-resistant strains

of the virus.

Cross-resistance however can potentially interfere with futurc therapeutic regimens for HIV —
infected pattents undergoing treatment and for those who subsequently becomec infected with

resistant strain of HIV (Karl et al., 2010).
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Osterberg and Blaschke (2005) detined adherence to medication generally as the extent to
which patients take medications as prescribed by their healthcare providers. The rates of
adhercnce for individual patients are usually reported as the prescribed doses of the medication
actually takcen by the patient over a specitied period. For successful treatment, an adherence level
of over 95% is usually expccted for optimum viral suppression 1n an HIV infected individual on
antiretroviral therapy (Mannheimer. Friedland. Matts, Child & Chesney. 2002). It therefore
tollows that the importance of adherence to antiretroviral medication cannot be over —
emphasized.There are many barriers to adherence and many reasons why patients do not adhere
to medication. The factors affecting the adherence to antirctroviral therapy has been outline and
ranges from patent variables such as social and demographic factors, psychosocial tactors,
soclo-cultural factors to factors relating to the type of trcatment regimen involved. disease
characteristics, clinic setting, and relationship between patient and health care provider (Edward
ct al., 2005; Ogeny1; Moyo; Ekczie; Moroka, 2006: Olowookere et al.. 2007, Igwegbe. 2010,
Adelckan,2014).

2.13 Mecasurcment of Adherence

The nced to develop adhercnce mcasurcinent and monitoring systcms which should prefcrably
by built into trcatment protocols is/very important becausc the provision of frec medicines do not
guarantec patient adhcrence «to the.drugs provided (Kartikcyan., et al, 2007). Mecasuring
adherence to medication invelves the frank coopcration of the paticnt and the healthcare workcer
or researcher. This 1s becausc obtaming values that describe adhercnce do not observed therapy,

which is often not applicable in most sctting where chronic medication 1s 1nvolved such as

treatment of HIV and ADS.

There have been attempts however, to device workablc adherence measurements and the most
common methods are those outlined by Edward et al (2005). They include the use of
computerized software systems such as the MEMS Caps which involves the use of a computer
chip embedded on the medication cap which records the number of times the medication is
opened to be accessed, use of the pill count system, use of biological markers, and analysis of

pharmacy dispensing records. Other tools for measuring adherence mcludce pill i1dentification
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tests. issuing pill calendars. adherencc partner. using recall questionnaires (Kartikevan et al.

2007). and other sclf reporting systems such as the visual analogue scale.

The pill count and the visual analogue self reporung system have been adopted by studies to
evaluate adhcrénce. The pill count basically compares a patient’s actual drug consumption with
the expected consumption within a given periods or since the medication was last dispensed to
the patient. The records and data obtained from the ptll count have been uscd to calculate the pilil
count adherence measures. Chalker. ct al (2009). However. several studies has-adopted pill count

and the visual analogue scale to measurc adherence to antiretroviral therapy (Ochigbo, 2015:

Bello 201 12 San Lio. ct al.. 2008: Amico. et al.. 2006: Ogenyi. 2006).

The wvisual analogue scale was described by Reips and Funke {(2008) to be a psychometric
recsponse scalc which can be used in questionnaires to measure. subjective charactcristics or
attitudes that cannot be dircctly measured. by utilizing a continuous line between tvo end- points
or scalcs, wherc respondents can specify their level of.agreement to a statement by indicating a
position along the continuous line or analogue'scale. In this research. the participants indicated

self assessed level ot adherence to PMTCT therapy over the past one month.

2.14 Conccptual Framewaork

The conceptual framework which guided the design and analysis of this study is shown in Figure
| below. It combines elcments of another problem analysis diagram addressing coverage,
problem in medicines use, ART adherence and lactors affecting male mvolvement 1n uptake of
the services. The devclopment of this framework is based on applying the available hiterature on
the problem of utilizing PMTCT, adherence to ARVs treatment and 1dentilying scveral factors
which serves as the corc problems of medicine usc as described by Dyogo. 2011. The outcome in

the framework rcveals low utilization of the PMTCT and ART adherence.

The factors that affect male involvement in matcrnal health care services especially PMTCT and
adherence to ART may be categorized into cultural factors, socio-economic, health facility
factors, inter-spouse communication and perceptions most men have on maternal health services

in the study area. Cultural Factors include; Polygamy, this has bcen associated with family
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disharmony which was identified as barrier to male partner parucipation in PMTCT utilization
and ART adherence. Health facility factors included: lack of privacy. comfort and lack of

confidentiahty. Poor attitude of health workers adversely affect men’s capacity to be involved 1n

maternal health services.

[nter spouse communication: absence ot inter-spousal communication and discussion ¢an hinder

male involvement in PMTCT services and ART adherence. This prevents men from taking

appropriate maternal health decisions.

The perceptions men have on maternal health care services offered i the area is poor and that
services could be very expensive and long patient waiting time for both spouses to access
simultaneously. Low male involvement in PMTCT services might lead to low utilization of these
services and poor/non- adherence to ART by the prcgnant women, mothers and their children,

which will in turn lead to high maternal and infant morbidity/mortality due to HIV infection.
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Ftgure 2.14 Conceptual framework on factors affecting male involvement in PMTCT and ART

adherence adapted from Dyogo, 2011.
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CHAPTER THREE

METHODOLOGY

3.1  Description of Study Area

This study was carried out in three major PMTCT sites iocated in three junction towns ( border
towns) in Kogs State (confluence State). These towns includes; Egbe (rural area). Kabba (semi-
urban) and Okene (urban area). Both Egbe and Kabba-Bunnu are located in Kogi West
senatorial zone. where as Okene 1s located in Kogi central senatorial district ‘of Kogi State.
Egbe; a historic town located 1n Yagba West Local Governmemt Arca s hordering Kogt and

| Kwira State. | he population of Egbe is 17,612, which 1s 0.01% of Nigeniapopulation and 0.49%
of 3,595,789 Kog: State populations (NPC, 2006). The major dialect- spoken by Egbe people is
Yagha, they have ancestry root linked to the Yoruba’s in Nigeria as.thev speak Yoruba language.
The family unit 1s an mtegral part of this community. as marriage is encouraged within the
younger populace hy the clderly. T hc existence of the.cxtended tamily s still being practiced.
Egbe 1s located on the lederal road axis. 4t seryves as a central location o access other
communities. There is long history ol commercraland agricultural activities: People come from
far and ncar lor trading purposes. whilc some other inhabiants of the land were eivil servants.
Christianity is the dominant rehigion m the arca. lollowed by Islamic and traditional religion.
ECWA Hospital Egbe, is 1212 bedsseapacity health Tacihty located in rural area of Kogi State.
These hospitals scrve patients=from Kwara. EKiti. Ondo. Osun, Ovo. Benue. Nasarawa, Edo. and
Niger State. The hospitalsthave the lollowing Departments where diflerent healtheare services
are réndered. They includes: Administrative. Account . Accident and Lmergency. Outpatient
Department. Male and lemale Medical ward. Male and l'emalce Surgical Ward., Maternity/
Labour Ward. »Operating Theatre Depariment. Under Five Chimie, Eye Clinic. Medical
lLaboratory’,\’harmacy’. Medical Records. Security . Maintenance and Laundary Department. The
HI Ve treatment program in ECWA Hospital Lgbe started in 2007 with the creation of Spring of
Lile:Department. In addition ECWA Hospital Egbe runs educational and trainimg programs such
as: Residency training in IFamily Mcdicine wilh about six residents™ doctors in training, ECWA
School ol Nursing and Midwilery. The average HIV positive pregnant women attending

PMTCT chinie in this study sites was 158 and the total number ol paticnt on ARVs was 472.
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Kabba 1s ancient town in Kabba-Bunnu local governiment Area of Kogi State. It can be classified
as onc the gateway regions to Federal Capital Territory (Abuja). Kabba serves as a junction of
scven major roads from difterent parts of the country.  The tovwn is largely made up of Okun
pcopl¢. a Yoruba descendant” and a smaller tribe comprising of 18% of Koyl State population:
Their language is generally called Okun, whereas they speak varied dialets: owe. and ‘Bunu.
Their dralets are influenced by several factors which include that Kogi State sharces boundarics
with Kwara. Ondo. Ekitt. Niger.Benue. Nassaravva, Anambra.Enugu.Edo and Abuja. In Kabba s
located an upgraded 130-bed Kabba Specialist Hospital where this research vwis carried out. The
HIV treatment program in Kabba Speciatist Hospital started in 2007. The average HIV positive
pregnant women attending PNMLC T chnie in cach of the stwudy site was 3.4, This hospital shares

similar depariments with the hospital stated above.

Okene is a local government Area and the administrative centre otfi.the Ebira speaking people. a
second to the largest tribe accounting for 34% of KogiStatepepulation. The local government
Area has an area of 328km° and population of 320,260( WPC.2006).0Okene 1s a junction town
located on the A2 highway. There 1s a lot gf commercial activitics in the arca, with many
brothels which harhor commercial sex workers, swhich in can lcad 1o high prevalence of HIV 1n
the arca, The FITV treatment program i Okene General Hospital where this study was carried out
started in 2006. The average HIV positive pregnant and post- partum women attending PNITCT
clinic in this study site was 179, Thisshéspital equally has similar depariments with the hospitals

stated above.
3.2 Study Design

The study was a descriptive cross sectional survey which employed mixed methods (quantitative

and qualitative) methods of data collection.

3.3 Study Population

The target population in this study includes all HIV positive pregnant women attending

ANC/PMTCT and the postnatal positive women recently delivered and within the carly post-

partum period.

3.3.1 Inclusion Criteria
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All the respondents who consented to partake in the study.
HIV positive women attending ANC/PMTCT chnic.
Recently delivered HIV positive women within early post-partum period of six weeks.

All HIV positive women previously enrolled into PMTCT and currently receiving

antirctrovirat therapy.

Exclusion Criteria
All HIV positive pregnant women who were too tll and could not sustain the interview.

3.4 Sample Size Estimation. Formula for estimating single proportion will be used to

calculate sample size.

e N=2Z,Pg/’
Wlere

= “N”1s mmimum sample size

- "2, 1s standard normal deviate corresponding to level of significance (usually 5% at 93%

confidence interval = 1.906)

- “P" s the prevalence of outcome ob interest (59% is the expected proportion of men
involved in matecrnal health/PMTCT utihzation and ART adhcrence. This 1s the proportion of

men 1n Egbe/Kogi expected to accompany or support their partners to ANC/PMTCT clinic or for

delivery (Msuya et al, 2000, Kartz ¢t al, 2009, Larsson et al 2010, WEHO, 2011).
- *q” sl -p(l-0.59=0.41l)
= “*d”1s the level of precision (0.05).
N = (1.96)° * 0.59 *0.41/(0.05)° = 372

Assuming Attrition or a non-response ratc (NR) of 5% of Sample size (372) was added o

increase the sample

100/100-NR *Sample size=100/100-5*372 = 395
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3.5 Sampling Technique

The sampling technique adopted in this study was a non-probability sampling technique. This
was used to purposively select the three secondary health facilities within three main junction
town covering rural. semi-urban and urban areas. which are the major provider of PMTCT
scrvices in Kogi State. The PMTCT sites were (i) ECWA Hospital, Egbe (ii) Kabba Specialist
lHospital, Kabba (111) Okene General Hospital, Okene.

Bearing in mind that HIV positive women constitute a hard to reach group therefore, all eligible
and cansenting women n these facilities were enrolled into the study on clinic days. All HIV
positive pregnant women attending ANC/ PMTCT clinic. and those recently delivered within the
early post-partum period that met the inclusion criteria and consented to participate m the study
were serially recruited until the required sample size was attained.. The questionnaire was used to
generate information from HIV positive women about male mvolvement in adherence to

antiretroviral thecrapy.

3.5.1 Quantitative Data

A total of three hundred and ninety-nine consenting positive pregnant and post —partum positive
women within early wecks of dehvery accessing PMTCT scrvices and who met the inclusion
criteria were enrolled into the study. All the respondents were scrially and consecutively

selectced on the clinic days between 6" June to 30th November, 2014 tll the required sample

size was attained.

3.5.2 Allocation of sampling proportion per tacility
| of HIV
PMTCT sites No of Eligible | No ot | Estimated Proportion Proportion
- IV positive | Eligible proportion | positive pregnant of H1V
pregnant H1V of both HIV | women on ART positive
women on | positive positive allocated per women
ART for 6| women pregnant facility within
months of the | within women and early post
study pcr site garly post | women partum
partum within carly period on
period on | post partum ART
ART per | pcriod on allocated
| facility. | ART ! per
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| allocated facility.
_per facility.

— iy, e—

ECWA Hospital | 158 13 31 121 10
_f._gbc ) 4

iKabba Specialist | 134 20 118 103 15
Hospital, Kabba.

Okcne General | 170 23 150 131 19
ﬂgmital@kcnc. B

Total numher of | 462 58 399 355 44
Ehgible and |

Allocated

participants 1n the
three facihties.

3.5.3 Qualitative Data

Eightcen consenting husbands/male partners of HIV positive women were sclected from a
PMTCT study sites using a convenicnt samphing techmque duc to limited number of male
partners/husbands who accompany_spouse to PMTCT clinic on climie days. Nine participants

from urban and rural PMTCT study site was selected tor cach tocus group discussion.

3.6 Data Collection Technique Employed

3.6.1 Quantitative method

A semt structured interviewer- admimstered questionnaire (Appendix 1) was used to collect
quantitative data from the consenting respondents. The utilization of PMTCT Services and
adherence to antiretroviral therapy questionnaircs used by (Tshibumbu, 2006; Bello 2011;
Ochigho. 2013) was adopted for this study with slight modifications. The semi-structured
iterviewcer adminmistercd questionnairc comprises a scction which captures information on (i)
socto-demographic characteristics, (11) Awareness and knowledge of MTCT and PMTCT

services, (111) male involvement in HCT, status disclosure and PMTCT. (1iv) Adhcrence to ART

26

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



treatment by their spouses. (v) Factors influencing level of male involvement. The questionnaire
was translated to local language “Yoruba™ (Appendix II) and back translated to English. The
questionnaire was prc-tested and administered by trained three female and two male research
assistant under careful supervision and involvement of the researcher. Both versions of the
questionnaire wcrc available for the participants. The nature of the study including consent forms
and the questionnaire was communicated to the participants with the interview conducted in the
language ot their choice. The questionnaire was pre-tested by the mvestigator with two female
nursing students among 50 pregnant women attending antenatal chnic in Cottage Hospital n
Egbe and Odo-Ere. all focated in Yagba-west local government in Kogi State. Both hospital
share sumilar characteristics with ECWA Hospital Egbe. Speciatist Hospital Kabba. and Okene

General Hospital, Okene .Also both institution offers antenatal and-HIV care services.

3.6.2 @ualitative method

Focus-Group Discussion (FGD) and Key. Informants Interview (KII) were used to collect
qualitative data. Two FGD scssions were carricd out in one of the health facilitics due to an
easier access to participants within a.given time. There were ninc participants in cach group that
comprised of the male partners/husband of IV paositive pregnant women assessing PMTCT
services in rural or urban PMTCT study sites. The materals used tor data collcction include: an
FGD guide, note pad and a digital audio recorder were used during the session. The scssion was
carried out in a quiet and discreet location within the hospital ART clinic. Each discussion lasted

for about 45 minutes and was recorded in English language following informed consent. The

following thematicrareas were investigated.

e Knowledge and perception on HIV/AIDS. PMTCT and ART

e Maleinvolvement in PMTCT utilization

e Male partners involvement in ART adhcerence

e Perceived barricrs and facilitators to male involvemcent in ART adhcrence in pregnancy

The FGD was carried out by a trained modcrator using the FGD guidc (Appendix il1) containing

probes bascd on thec objectives of the study, The investigator served as the notc taker. The
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session was audio recorded and later transcribed for analysis. To have a better understanding of
key informant interview from the FGDs, six key informant interviews, two per each PMTCT
facility were conducted with health care providers (a medical officer, two nurses, a monitoring
and evaluation oftficer and two Pharmacist tocal persons) in these facilities using an intervicw
topic gutde. Areas explored included information about antiretroviral therapy (ART) in the
PMTCT programme and ART adherence in pregnancy including barriers and motivating factors

to adherence.

3.6.3 Measures of ART Drug Adherence

Using a self -report from the consenting respondents, the adhecrence to PMTCT therapy over the

past onc month was estimated.
3.6.4 Training of Research Assistants.

Three femalc and two malc research asssistants were recruited and trained in cach study site. The
training focuscd on the objectives and thc importance of the study, the sampling process. how to

administer the study instruments, how to sccure the respondents informed consent and other

general interviewing skills.

3.7 Data Analysis Plan

3.7.1 Quantitative Data

The quantitative data was cleaned. sorted. entered and analyzed using the Statistical Package for
Social Scienees (SPSS) version 19.0. Descriptive statistics was uscd to summarize the socio-
demographic characteristics and knowledge score was computed to determine good knowledge
of HIV. PMTCT and ART. male involvement. ART adhcrence. The knowledge section included
eleven questions with @ and 11 as the attainable lowest and highest scores respectively. A scorc

of one mark was assigned to each correct answer and a score of < 6 indicated poor knowledge.
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The ad-hoc male involvement index used in this studv consists of twelve questions covering role
of men in VCT, PMTCT. Infant feeding choices and ART adherence. A score of £ 6 and > 6
indicated low and high comprehensive male involvement in VCT. PMTCT, Infant feeding
choices and ART adherence. The ad-hoc male involvement index in ART adherence consists of
thrce questions. A score of < 2 and > 2 in the ad-hoc male involvement index was the cutoff for
defining poor and good malc invelvement in ART adherence in pregnancy. Bivanate analvsts
was used to determine the factors associated with male involvement in adherence during
pregnancy. Chi square test was usced to summarize differences in proportion (prevalence of nisk
factors by socio-demographic variables). Binary logistic regression was used 1o adjust for
confounding and determine tactors statistically signiticantly associated with‘male involvement in
ART adherence during pregnancy. Hence, a P-value of less than-0.05 was used to indicate

statistical significance. The data analysis plan was summarized in.the table below:

;
| Objectives Variablcs Statistical test
1. To dctermine the Mode MTCT transmission, Univanatc analysis: frequency
knowledge of HIV ways to.rcduce PMTCT. and percentage
positive women on
PMTCT scrvices. I -
2. To determine male The proportion ot men who - Umvanaie and Bivanate
mvolvement 1n VCT, | discussed and made a fertility | analysis
fertility decision, decision with their partners,
infant feeding accompanicd thewr partners tor
decision. and ANC/PMTCT, delivery and
adherence'to ART. postnatal carc services. assist
them financially and
encourage then to take their
drugs.
3. To determine the Proportion that take the over | Univariate analysis
prevalence of ART 95% ot the prescribed doscs of
adherencce among ART duc to male partner
positive women. cncouragement/support.
4  To determine the Relationships between male Bivanate and multivanate
association between involvement and socio- analysis
malc involvement and | demographic characteristics,
ART adhcrence. couplc charactenistics, and
adherence to ART. 1 1 4
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Table 3.7.1 the quantitative data analysis plan.

1.7.2  Qualitative Data

The qualitative data obtained trom the FGDs were transcribed verbatim. The transcripts were
reviewed using the side note and ideas noted. Also thematic content analvsis was camed out to
categorize participants’ responses into domains that represent common themes. Similanties and
diffcrences among data sets was identified and noted. The qualitative result was in a narrativ'e

form with supporting quotations in line with the categonzed responses.

3.8 Mecasurcs and Study Variables
3.8.1 Dependent Variables: The dependent variables in this study include:
I. Adherencc to ART by pregnant women.

3.8.2 Indcpendent Variables: [n this study, the following independent vanables will be

measurcd:

[.  The socio-demographie characteristics: Age. educational status, residence. marital status

and occupation.

1. Knowledge.and awarcness. of HIV/AIDS and PMTCT.

111 Male involvement in VCT, fertility decision, infant [eeding decision and ART adherence.

3.9 Ethical Issues

1. Ethical consideration/ Ethical Approval

Ethical considerations that was addressed are
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Ethical approval was being obtained from the ECWA Hospitat Egbe Ethical Review
Board (EHEERB) and a verbal permission was obtained in Kabba Specialist Hospital.
Kabba and Okene General Hospital. Okene.

Informed Consent: Informed consent was obtained from participants prior to study.
Verbal or written imfonned consent was obtained from all consented HIV positive

prcgnant wWomen. There was no any form of coercion of participants into the study:.

Confidentiality: All information from the subject was kept confidential; Two Female
Research assistants were trained on adequate data collection procedures and on the
cthical issues. HIV positive women who has never disclosed their status to their male

partner where assured of contfidentiality since they are willing to partictpatc 1n the study.

All the information gathered were strictly for academic purposes.

Beneficence: Male involvement in PMTCT was observed to promote joint decision
making among couples, promote car¢ and support, increase thc uptakc. and reduce
pediatric HIV prevalence therefore it 1s.0f great benefit to the individuals concerned.

Male partner involvement would promotc good relationship and overall ART adherence.

Non-malificence: The study=was in no way a sourcc ot harm to participants. This 1s
because only interviewer administered questionnaire was uscd as the data collection tool.,

and in all cases only the consented women was interviewced.

Voluntariness: The participants were not coerced into the study: decision to take part

was solely that of the participant. Respect for the study subject was observed no matter

the economic status.

Scicentific accountability: Scientific accountability was observed as much as possible

through proper cross- rcferencing and by listing all sources used and authors sited in the

study.
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CHAPTER FOUR

4.0 RESULTS

4.1 Respondents’ Socio-demographic characteristics

A total ot three hundred and ninetv nine HIV positive pregnant women assessing the PMTCT
services were nterviewed from three different facilities. The mean age of respondents-was
33.8+7.6 years. About two thirds of the respondents (67.2%) were from urban and semi-urban
areas. Most respondents (76.9%) were married of which monogamy (82.5%) was the commonest

type ot marriage. About a third (34.1 %) of the rcspondents had becn marnied within four years

prior to this study of which about three quarters (73.2%) of them had at most_three children.

About 340 (85.2%) of the respondents were employed whilte 354 (88.7%) of their male partners
were employed. More than three quarter of the respondents (77.7%) were Chnistians, and 310
(72.2%) were of the Yoruba ethnic affiliation. About three quarters of the respondents (75.9%)

had attained at least secondary levcl education (Table 1)

Most respondents 307 (76.9%) were informed about PMTCT by the health workers while the
community leaders 5 (0.5%) least informed respondents about PMTCT (Figurc 4.1).
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4.1 Respondents socio-demographic information

cleristics N umber (%)
. n =399
n ( years)

"‘ 69 (7.3
$94 18 0 45,1
A 150 395
arital status:

ingle 49 123
‘urrently marned 307 76.9
reviously marnied® 43 10.8
0. of years in marriage
136 34.1
117 203
146 3 6.6
Fypes of marriage
Monogamy 329 82.5
Polygamy 70 (75
Number of children
0-3 300 75. 2
P+ 99 24.8
Wife's occupation
Unemployed 59 14.8
Selfemployed 2 02 50. 6
Civil servants 138 346
Husband’s occupation
Unemployed 45 11.3
Self employed 208 Ja.l
Civil servants 146 36.6
I-thnic groups
Yoruba 288 2
Non-Yorubas* 1] 27.8
Women ¢ducation
No forma!l education 22 5:3
Primary 74 18.5
At least secondary 303 139
Husband education
No education 77 19.3
Primary 105 26.3
At least secondary 217 544
Religion
Chnstianity 310 77.7
Islam 86 21.6
Traditional 3 0.8
Location
Urban (Okene) 150 ::'76
Semi-urban (Kabba) 118 29.6
Rural (Egbe) 131 3238

«Previously married: divorced, widowed and separated.

*Non-Yoruba: Igbo, Hausa, Urhobo, Efik.
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a chil¢ can contac

L 1 sexual ! course. 66 (17.1%) througl s\mn’fﬁg'- sharp obje '

_ \

ough unscreened blood transfusion (Table 4.2.1). -
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ble 4.2.1 Knowledge of MTCT and PMTCT

= 385

ariable Freguency(n)

Percentaee (%)

orrcect Modce of MTCT of HIV*
when the virus is transmissible to infant)

ring pregnancy 315 81.8
uring delivery 321 83 .4
reast fecding 374 84.2

Misconceptions on Mode of MTCT of HIV*
(when the virus is not transmissible to infant)

I During sexual intercourse Sy, 38.2
Sharing sharp objects 66 7.1
Unscrcened blood transfusion 33 8.6
Correct ways of PMTCT of HIV*

Giving antirctroviral drugs 368 903.6
Delivery by caesarean section 299 77.7
Avoiding breast feeding 244 63.4
Formula fceding 256 66.5
Wrong way of PMTCT of HIV* _
Exclusive breast feeding 226 58.7
Knowledge scorc on MTCT and PMTCT

Poor <6/11 ‘I);O ’%?(l)
Good > 6/11 240 63.

*Only correct responses are given
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Figurc 4.3.2 Reasons partners de not accompany spouse to PMTCT clinic
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‘able 4.4.3 Drug counts, adherence counseling and reasons for adherence counseling

‘ariables Number (%)

*harmacist counted your drugs on each visit to the clinic 317 27.0

ver referred for adherence counseling after drugs count 57 14.3

casons for adhercnce counseling

Did not understand how to use the drugs 12 3.0

Missed drugs 6 1.5

Missed clinic appointment 8 2.0
- Non response* 373 93.5

*These arc HIV positive women who have not been referred for adherence counseling
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Prevalence of Adherence to ART by HIV
positive women
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Figurc 4.5.1 Prcvalence of Adherence to ART by HIV positive women
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Figure 4.5.3 How oflen male partners remind spousc to take ART drugs.
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w Family disharmony
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Figure 4.5.5 Reasons malc partners restrict their spousc from taking ART drugs.
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4.6 Levels and Patterns of Comprehensive Male Involvement in HCT. PMTCT utilization,

infant feeding decision and ART adhercence among the respondents

Comprchensive 81.7% ot male partners had high involvement in HCT, PMTCT utilization,
infant feceding decision and ART adherence among the respondents. Eighty four percent 84.2%
respondents pariners knew their spouse HIV status. 83.7% and 84.7% supported financially On
PMTCT clinic and jointly planned current pregnancy partners respectively, 74.7% of husbands
were willing 1o buy formula milk for their babies. 81.0% reminded spouse to take-ART drug and

9.3% stopped spouse from taking ART drugs.
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Table 4.6.1  Levels and Patterns of Comprehensive Male involvement in HCT. PMTCT

utilization, infant feeding decision and ART adherence among the Respondents.

—

N =399 Percentage
Levels and Patterns of male involvement Frequency (n) (%)
Involvement in VCT
Husband knows your HIV status 336 7Y
Ever discussed HCT with partner over last one month 322 0.7
Involvement in PMTCT Utilization
Ever gone together with male partner to a PMTCT clinic 267 66.9
Partner supports you financially on PMTCT clinic visit 334 83.7
Jointly decided on current pregnancy with your partner 338 34.7
Partner likely to accompany to hospital during dehvery 317 79.4
Involvement in Infant feeding decisien
IHusband willing to buy formula milk for the baby 293 747
Involvemient in ART Adhcerence
Husband reminds spouse to takc ART drug 323 31.0
Husband support spousé while taking AR [ drug 37 e
. y ) o ¥ .

Husband encourage taking ot ART in the last three days =0 pu
Overall Male Involvement Score

73 18.3
Low < 6/10

326 81.7

High >06/10

60

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Y Factors associated with knowledge of MTCT and PMTC

7.1 Knowledge of MTCT/PMTCT and some social demo-graphic characteristics of
respondents.

The associanon  between knowledge of MTCT/PMTCT and some social dcmo-graphic
charactenstics of respondents is shown in Table 4.7.1. Statistically significant factors associated
with knowledge of MTCT/PMTCT were marital status (p = 0.003), place of residernice (p =
0.018) and occupation (p = 0.036). Respondents who were currently married (67.9%) had bettcr
knowlcdge than those who were single (58.3%) and those who were previously married. More
respondents whose place of residence is semi-urban had good knowledge of MTCT/PMTCT than
those whose place of residence i1s urban (63.0%) and rural (56.2%) respectively’ Likewise
respondents who were civil servant (72.4%) had better knowledge than those who were

unemployed (62.1%) and self- employed (58.5%). Level of education of respondents (p= 0.082)
and ages of respondents (p =

MTCT/PMTCT.

0.139) were not ‘statistically significant associations with

61

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



1 able 4.7.1 Know

led . s
¢dge of MTCT/PMTCT and seme social demo-graphic characteristics of
ﬁcsp(}ndcnts.

Variables hnowledge of M TCT/PMTC

\~? P-value
> .
PPeor <6 Good >6 Total
Ages group (years)
13-24 23(35.9) 41(64.1) 64
'?-?4 54 (31.2) 119 (68.8) 173 3.904 0139
35-44 62 (41.9) 86 (58.1) 148
Marital Status
Single 20 (41.7) 08 (58.3) 48
Currently marricd 95 (32.1) 201 (67.9) 296 (165 0.003*
Previously married 24 (58.5) 17 (41.5) 4]
Placc of residence
Urban 54 (37.0) 92 (63.0) 146
Semi-urban 29 (26.1) 82 (73.9) 111 $08 0018*
Rural 56 (43.8) 72°(56.2) 128
Occupation
Unemployed 22 (37.9) 36(62.1) 58
Self cmployed SO (41.5) 113 (58.5) 193 667 0.036*
Civil servants 37 (27.6) 97 (72 .49) 134
l.cvel of education .
None }2 (54.5) 10 (45.5) 20 _
Primary 20 (41.4) 41 (38.6) 70 5.00 0.082
Al least sccondary 98 (33:4) 195 (66.6) 293
Lf;ﬁiﬁfaf""c 126 (36.5) 219 (63.5) 345 025 0.616
Post-natal 13 (32.5) 27(6755) .
Number of children -
- [ 107 (37.0) 182 (63.0) (2)(8)9 043 0.514
g 3 32 (33.3) 64 (66.7)
Spousal’s occupation 18 (41.9) 25 (58.1) 43
Unemployed o (36.9) 128 (63.1) 203 .23 0.542
Selfcmployed 1% (33?1 ) 93 (66.9) 139
Cival servants

*Statistically significant at p<0.03
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4.7 Association between Male |

molvement in ART Adherence and some social
dentographic characteristics aMmong respondents

Most respondents who were currently married (69.1%)

had good ART adherence due to their
male partner’s involvement than the single (34

.9%) and those who were previously marred
(25.6%

). This association was statisticafly significant (p< 0.001). Spouse in monogamous ¥pe of
17 ¢ 0 i J g :
marrnagc (61.4%) achieved ¢ood ART adherence due to malc partner participation than those

- "r} = .
polygamous (54.3%). The association was not statistically significant (p=0.0254).

wWomen whose husband was self -employed (64.9%) had pood ART adherence than unemployed
(57.8%) and civil servant (54.1%) respectively. This association was not statistically sigmficant

(p=0.117). Educational qualification of both husbands and wife influenced good ART adherence
in this study. Spouse of male partners with primary education (75.2%) had good ART adherence

than those with at least secondary (53.9%) and no education (57.1%). Howcver, most women

with primary education (73.0%) achieved > 95% optimal adlerence due to malc partner
involvement than those with at least secondary education (58.7%) and no education (36.4%).

Both male partner (p=0.001) and spouse {p=0.005} educational level is statistically significant.

Most spouscs in ART group (62.9%) had good adherence to ART duc to male partner
volvement than women not in ART group (39.1%). IHowever. this rclationship is statistically
significant. Majority (66.4%) of discordant couple’s spouse was revealed to have achieved >
95% optimal adherence due to male partner involvement than the spouse of the concordant

couples. This association is statistically significant (p=0.001)
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characteristics among respondcents

in i i '
ART adherence and some social demographic

Variable Male Envoly enient in ARp Adherence - Paluc
D .
Ethnicity N Good Total
Yoruba |
Non-Yaruha 12 (41.0) 170 (59.0) 288 13.8 0495
| 114(36.9) 93 (83.8) il
Religion
Chrisuann :
Islam Y o “—{ ) 257 (82.9) 310 343 0.064
23 (25.8) 66 (74.2) 89
Marital status
Single 2
Curienlly marrted ;% (65.3) 17(34.9) 49 448 0.001*
Previously married 3?) ((:’;g 2: 21112((76;). ci)) 3;97
- - PUSS < 5
Marriage typc T
m”"f;my 127 (38.6) 202 (83:0) 320 2
ygamy 32 (45.7) 38(34.3) 70
ftushband’s occupation
Unemployed - 19 (42.2) 26/(57.8) 15 1.3 0.117
Scli-employed 73 (35.1) 179 (86.1) 208
Civil servant 67(45.9) 107(73.3) 146
Women’s Edu, Level
None 14 (63.6) S (16.4) 22 0.52  0.005*
Primary 200(27 4)) 54730 74
Al least Sccondary 125 ¢41.3) 178 (58.7) 303
Hushand’s Edu. Level
None 33 (42.9) 44 (37.1) 77 13.8  0.001*
Primary 26(24.8) 79 (75.2) 105
At lcast Secondary 100 (46.1) 117 (53.9) 217
Spousc in ART Group )
Yes 131 (37.1) 22.:2 (62.9) 353 9.6 0.004*
No 28 (60.9) 18(39.1) 40
ellly! bouple 78 (50.3) 155 1021 0.001*
Concordant 77 (49.7) — 7:“ . .
Biscordant 82(33.0) oS i =

*Suatistically significant at p<0.05
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‘.7.3 Com'prehenSI\'e ‘\"lale lnvol\rcmcnt and sonle social demographic characteriStics
among respondents,

\fale partncr aof respondcents who were currently married (89.3%) were more involved
comprehensive (VCT. PMTCT. ART and infant feeding) than male partner of those who were
single (59.2%) and those who were previously married (53.5%). This assoctation. Wwas
statistically significant (p< 0.001). Male partner of respondents who were monogamous (83.9%)
werc morc involved comprehensive (VCT, PMTCT. ART and infant feeding) than male partner
of those who were polygamous (71.4%). This association was statistically significant (p=0.014).
Male partner of rcspondents who were in spouse’s ART group (83.6%). were more involved
comprchensive (VCT., PMTCT, ART and intant feeding) than male partner of those who were
not in their spouse’s ART group (67.4%). This association was statistically sigmficant (p=0.008).
Also type of couple had a statistically significant assoeciation with comprehcnsite malc

involvement in ART adherence (p < 0.001). discordant couples (87.3%) had morc imale

involvement comprehensive (VCT, PMTCT, ART.and Intant Fecding) than concordant couples
(72.9%) (Table 4.7.3)
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Table 4.7.3 Comprehensis

aniong respondcnts.

e Male Inv
olve 3 . ..
ment and some social demographic characteristics

Variable Comprehenyive Male Involvement X* P-value
| L = i

Fthnicity i Hizh Total

Yoruba ,

Non-Yoruha ey 241 (83.7) 288 271 0.100
26(23 4) 85 (76.6) 111

Relizion

Christiamt =

| ol i 258(83.2) 310 215 |.0.142
21 (23.0) 68 (76.4) 89

LLocation

Urban (Ok

S;:nfi-tfrbaenn(e}}(abba) 26 (17.3) 124 (82.7) 150

Rural (Egbc) 21 (17.8) 97 (82.2) 8. 032 085l
26 (19.8) 105 (80.2) 131

Marital status

Single

: 20 (40.8) 29 (59.2) 49

E;g:f;;’sylymn‘:;,fgd 33(10.7) 27489.3) 307 5122 0.001*
20 (46.5) 23 (53.5) 43

Marriage tyvpe

e anly 53 (16.1) 276 (83.9) 329 6.00 0.014*

Polygamy 20 (28.6) 50 (71.4) 70

Husband’s occupation

Enetuplayed 8 (17.8) 37 (82.2) 45

Scll-cmployed 30 (14.4) 178 (85.6) 208 524 0.073

Civil servant 35(24.0) I11(76.0) 146

llushand’s Edu. Lcvel

None 18 (23.4) 59 (76.6) 77 .73 0421

Prumary 17(16.2) 88 (§3.8) 105

Al least Secondary 38 (17.5) 179 (82.5) 217

Spousc in AR Group . Jma U

Yes 58 (16.4) 295 (83.0) i? . .

No 15 (32.6) 31(67.4) ’

Type of couple - «

Concordant 42 (27.1) 113 (72.2) l:j 13.13 0001

Discordant 31 (12.7) 213(87.3) 2 .

*Statistically significant at p<0.05
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Binary loogisti¢ regression analvsis of factors associated with the dependents variablcs

d some social demographic variables.

fer adjusting for confounders, marital status, place of residence and occupation had
wtistically sigmbicant association with knowledge of MTCT/PMTCT among respondents.
espondcnts who are currently married were three times more likely to have good knowledge of
MTCT/PMTCT than those who were previously manied (AOR = 3.0, 95% CI: 1.48, 6.04, p=
j 0.002). Respondents whose place of residents is semi-urban were about two times more likely to
have good knowledge of MTCT/PMTCT than those whose place of residence is rural (AOR =
2 1. 95% C1: 1.17. 3.75. p= 0.013). Respondents who are sel £ employed were about two times
more likely to have poor knowledge of MTCT/PMTCT than those who are civil servant (AOR =

25,95% Cl: 1.15, 5.55, p=0.021) (Table 4.8.1).
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able 4.8.1  Binary logistic regresq; ,
, : 2ression . . .
ITCT/PMTCT among respondepts analysis of factors associated with knowledge of

Y5°% C |

'_\’urinhlcs _ OR Lo‘:‘g;mﬁdcncc lntcrr\ al
Ages Eroup L’EPQI' P- value
}éij 1I-3 0.69 255 0.391
- : 6 0.99 03

| 35-44 (Ref) l 2.60 0.057
Marital Status
Single | L9 0.7 4.66 0162
Currently mamicd 30 | 48 6.04 0.000*
Previously marricd (Ref) 1 ' e
Place of residence
Urban 1.2 0.72 2.03 0.475
Semi-urban 2.1 | 17 375 0.013*
Rural (Ref) 1
Occupation
Unemployed 0.7 .36 1.52 0.-414
Self cmployed 0.6 0.35 0.99 0.0-44%
Civil servants (Ref) l
Level of education
Nonc 0.8 0.29 2.50 0.770
Primary 5.9 0.49 1.62 0.893
At least seccondary (Ref) b b os = . .

*Statistically signmihicant atp<0.05
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8.2 Binary logistic regression analysis of factors associated with

Male Involvement in
ART adherence,

Hushand’s level of cducation.

marital status. spouse in ART group. and women'’s level of
.~ education had

statistically stpnif] A% - . |

y stgmlicant associations with male involvement in ART adherence
among réspondents. Respondents whose male partners highest level of education 1s primary.and
none were about two/thrce times more likely to have good ART adherence than those Whose

partners highest level of education 1s at least secondary (AOR = 3.4, 95% Cl: 1.6-32.p= 0.001)-

Most women who are currently married were four times more likely to have good ART

adhcrence duc to male partncr involvement than the previously married and the single (AOR =
5.3,95% CI: 2.4, 11.7, p< 0.000).

Majority of spouse’s in ART group were about three times more likely to be involved in ART
adherence due to male partner participation than those.who are not in their spouse’s group (AOR
= 2.7, 95% CI: 1.30, 5.38 p= 0.004). Discordant couples spouse were about tw'o times more
likely to achieved good ART adhcerence of > 95% optimal adhcrence due to male partner

involvement than those ot concordant couples (AOR = 0.7, 95% Cl: 0.43,
(Tablc 4.8.2).

1.12, p= 0.133).
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ahic 4.8.2 Determinants of Mgle lnvolvement

in ART adherence.

ariables - ok 93% ’Conﬂdence Interval
M —ower Upper P- value

fushand's Level of education
None ¥ 1 6

| : 6.9 0.001 *
e : o 1.3 5.2 0.001*
At Icast secondary (Ret) | 5.2 ,
wamen's Level of education
Nonc 023 .78 0.65 0:006*
Primary 1.2 S 3 65

i 0.59 2.3 0.657

At least sccondary (Ref) l i _
Hushand’s occupation
Unemployed 1.9 0 70 [ 0.871
Self employcd 1.5 0.82 5.82 0.1S0
Ciwvil servants (Ref) ] '
Marital status
Single l.1 0.43 3.0 0.832
Currently married 5.3 2.44 11.7 0.001+
Previously marricd (Ref) [
Spousc in ART Group
Yes 2.7 1.30 5.38 0.004*
No (Rcf) l
Type of couple
Concordant (Ret) ().7 (.43 .12 0.133
Discordant l
Marriage type _ s "
Monogamy 1.49 0.75 2.94 0.254

Polygamy (Ret) ] l - —— -
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3 Binary logistic regression analysis of factors associated with Comprchensive Male
volvement in ART adhcrence.

fler gdjusﬁng for contounders. marital status and spouse in ART group had statistically
";gniﬁcam associations with comprehensive male involvement in ART adherence (VCT.
pMTCT, ART and infant feeding) among respondents. Male partner of respondents who are
currently married were about s1X umes more likely to have high level of comprehensive
involvement in ART adherence (VCT. PMTCT. ART and infant feeding) among respondents
than those who wcere previously married (AOR = 3.8, 93% Cl1: 2.70. 12.48. p<:0:001)- Male
partner of respondents who are 1n spouse’s ART group were about two tmes more likely to
have high level comprehensive involvement in ART adherence (VCT, PMTCT, ART and infant

feeding) among respondents than those who are not in their spouse’s ART group (AOR = 2.34,

05% Cl: 1.07, 5.10, p= 0.032). (Table 4.8.3).
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able 4.8.3 Binary logistic regression :
analy: : : e
ale Involvement in ART ey ¥sts of factors associated with Comprehensive

o ——

00, C
)53% Confidence Interval

\Variables R

i —~ Lower Upper P- valuc

Ethnicity
Non-Yoruba (Ret) ] ' 1.95 0.991

I g]c"ftii(z:\ity | § L

1S - 0. 86 395
[slam (Rcf) 1
Husband’s occupation
Unemployed id 3 0.80 5.76 0.130
Self cmployed 1.0 0.54 ] 93 0.954
Civil servants (Ref) l
Marital status
Single 1.1 0.45 2.61 0.857
Currently marricd 5.8 2.70 12.48 0.001*
Previously mairied (Ref) l
Spousc in ARl Group
Yes 2.34 1.07 5.10 0.032*
No (Ref) 1
Type of couple |
Concordant 0.62 .34 L1 S
Discordant (Ret) |
Marriage type 7 5 %5 0297
Monogamy .44 i3 - |
Polygamy (Rcf) |
2
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e § .
a of sixteen husbands GFFW'MW'E pregna W >n participated in the two
, d from 29 to 44 years with mean of 37.8 and SD 4.3 years. There wer
3 89%) and nine Christians (56.8%): six degree holders (37.5%) and ten N[\

bout nine (56.2%) werc selt-employed while seven (43.8%) were civil SW About thirtcen
R .2%_) had at least two children. There were eleven Concorda@s (61.1%) and seven
iscordant couple (38.9%) (Table 4.9.1). v
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9.2 Knowledge about HIV/AIDS, PAITCT and ART

able 4.9.2 displays the knowledge level of the FGD participants. Most of the participants had.a

ood knowledge of MTCT and PMTCT. Most participants reported that HIV can be transmitted

from mother child-to-child during pregnancy. delivery and breast feeding.

Howevcer, some participants still had poor knowlcdge about mother child-to-child transmission of

HIV as they believed that their HIV positive spouse must breast feed.their children. Thesc are

reflected in the following excerpts:

ft is onlv man that Is not interested in the future of the baby and the woman stop her from
breastfeeding her baby. Most important thing is that ewr culiure promotes breast feeding. ™ (38

years old, civil servant, Higher Natjonal Diploma).

“Culturally, breast feeding is a right thing so men should support it (Concordant. 40 v¢ars

old, lawyer, LLB).

“Yes, Breast [eeding is the best food foi the new born, hence should be given at all cost™

(Discordant, 33 ycars old, Miner, National Diploma).
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u Erm d’cﬁvery

cast fecding

‘orreet ways of PMTCT of H1V

iving antiretroviral drugs .,_+

Delivery by cacsarean section +

Avoiding breast feeding 4+

au_rceti Ficld surv;y by Author, 2016. @

ey
HPPW — Husbands of HI1V Positiv mant Women

++ - Where most of the participants expressed their opiion

+ - Where few participants expresscd their opinion

- - Wherenoo was expressed at all
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: - 9
3 Perception of respondent’s Partncers regarding HIV screening.

le 4.9.3 shows the various perceptions of respondent’s partners regarding HIV screening.
ast of the participants supported that their partners should be tested for HIV. However. few of

hem supported becn tested for HIV at the same time with their wife.

r_ These are described in the excerpts below:

\ “Yes, it will help the couple 1o make a decision on how to.take ART. It will bring
unity and peace in the family even when onlv one'of. them is HIV positive

(Concordant, 39 years old, politician, Higher National Diploma).

“"Yes, because the couple counseling afier tesung-helped I and mv vwife 1o ensure

that our children are not infecied” (Discordant, 42 ycars old. avil servant, Higher

National Diploma).
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: 1% 'ﬁ"if:? Wonman nm&;" the man on time so that he will plan for it. "'(DiscoQ‘ E
 years old, civil servant, Bachelor of Sciences). @

"1 is very good because she will enjoy more support from her pm-Qe iras my
al Dipi

duty as a man "~ (Discordant, 33 years old, Politician, Higher Na oma).

“When attended ANC clinic with my wife, [ became a most of the activities in
the clinic” (Concordant, 42 years old, civil servan National Diploma).
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e: Field survey by Author, 2016 L -

R

ppw- Husbands of HIV Positive Pregnant Women

++ -Where most of the participants expressed their opini nv
+ -Whcre few participants expressed their opiniové
- -Where no opinion was expressed at al @
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195 Male involvement in gdherenc
4.9 rence to ART by v positive women

articipants Urdge |
s paicip encouraged their spouses 10 take the ART drugs. This was shown by the
following gquotations: |

“My wife takes her drugs at convenient (ime

as [ encourage her” ( Discordant. 40 vears-old
driver, School certificate)

“Yes we remind each other. Also, e usually go 1o the clinic together to refill our

ART (Concordant, 38 years. civi] servant, Higher National Diploma).

Most respondents said that their wives have not complained about any side cffect since they

started taking the ART drugs. Nevertheless. very few said theif wives complained of side effects.

This is shown 1n the following excerpts:

“My wife usually suffer depression because of pill burden™ (Discordant. 44 years old. civil

servants, Bachelor ot sciences).

“She complained of rashes and | reported to the clinic” {Concordant, 38 years old. banker,

Higher National Diploma).
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sle 4.9.5 Male involvement in adhercnce to AT 1 HIT
v 7

Positive women.

L A —_———
‘ariubles

s . HHpPW
emind your wife to take her ART drugs ——
Encouraged take ART drugs in the last three s
days
Inquiry if she has complication .
Accompany Your wite to the PMTCT ¢linic e

=

Source: Ficld survey by Author, 2016
Key
HPpW- Husbands of HIV Positive Pregnant Women

++ -Where most of the participants expressed their-opinion
+ -Where few participants expressed their opinion

- -Where no opinion was expressed at.all
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thetr WIVES adhere to the ART. These v | Ing

ere : '
shown in the following excerpts;

“Distance to the clinic and long watlting time |
| s m

: Y greatest challeneoe (Concordant.30 vears
ald. dnver. Senior Secondary School Gt {iete) g 3

% health workers ar
Some ! S arc net male Iriendly and lack of confidentialitv (Discordant, 38 years
civil servants, Higher National Diplomay).

“! lack moncy /Or lransportati E - )
| portatien = {Concordant, 31 years. Artisan..Senior Secondary School

Certificate).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

83



' 4.9.6 Barricrs to male inv
1ah|9 d ¢ "“‘""Qmem in
adhercncc to ARTbH
: Vv

R— _ —
| Barriers

HIV positive women.

e = iy HHPPW
e —_— ,
. Finantes

Poor attitudes of health workers
Long distance to the clinic
Busy at work

It's a weinan aftairs

“Source: Field su—rvc_:y b_y— Author. 2016 L

Key
HPPW- Husbands of HIV Positive Pregnant Women
++ -Where most of the participants expressed their opinion
+ -Where few participants cxpressed thetr opinion

- -Where no opinion was expressed at all
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Kev Informants® [nformat; -
49.7 . alion on A ale '“"Ol\‘ement n ART Adherence in Pregnancy
. in v

This section presents the informatjon given by key

informants involved “ '

, S — 'ed 1n providing services to

the HIV positive women 1n the PMTCT Program. The info " )
‘ maton obt

ained from the intenviewed

was lo gain a better understanding of male Involvement in ART Adher in P
ence 1n Pregnancy.

a. Key Informants’ Information on I
) male INyglven i : '
1ent in ART adherence in pregnancy.

Table 4.9.5 shows the key informants’ responses

Most male would prefer to.assist their wives
financially than accompanying them to visit the PMTCT

chnic to collectitheir drugs. This was
seen 10 the excerpts below:

“Yes, most men see ANC/PMTCT seivices as wonen matier onv" . (Key Infornmant, Phannacist
Focal Person, Kabba)

“Due to cultural barriers, some men are afiaid to be called “\comen rapper ™. some prefer 1o

support their wife financially than physical presencevin the clinie” (Key Informant, Medical
Officcer).

h. Kcy Informants’ Information on barriers to male involvement in ART adherence in

pregnancy.

Barricrs affecting male invofvement in ART adherence in pregnancy are presenied in Table 4.9.7
Barriers to ART adhcrence as teported by most key informants were tire HCslie (0T BT CiREoaNSEy
of stigmatization and-mot svanting to be identitied in HIV support group meetings and negative

e This 1S See > excerpts below:
influences by husbands or partners and lack of finance. This 1sseenn the 1

; iy HIV positive 1o come for their
“Most men finds it difficult 10 accompany  theh /

: y [Fin
appointment al the PMTCT clinic due 1o

ancial and transport challenge. long waiiing

Infonnant. Nurses Focal Person).
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“Some HIV negative men find 1t difrs It
cu

PMTCT for trédtment

Person, Okene) by others (Key Informant. Pharmacist Focal

4.9.7 Key Infor mants’ |nfo i
able ) vnts® Inf rmation gn AR dhe i a
T ART Adherence in Pregnancy

Information on ART Use ang Adherence

“Participation in PMTCT clinic R ik % i
Husbands accompany their spouses N
| iy ++ e
Consigtency in taking the ART drug
- " . -
Attending HIV support group meeting
) + -
Barriers to  male jpvolvement 5 ART
adhercnce
Desirc for secrecy/confidentiality p ++ 4 -
Negatve influences from spouse = : 4 -
Faith in spiritual hcaling . 2 : !
Finances + -+
Long distance to the clinic +-4 ++ ++
Motivating Factors
Desire to protect the unborn baby - 4 e +
Desire Living longer + - + —
Advice from adherence counselors ++ 4 = +
Husband as.treatment supporter ++ ++ ++ :+
Previous PMTCT experiences ++ s ++ -+
Spouse in ART support group ++ L + 4
Living close PMTCT clinic i k2 N
Measures of Promoting Malc Involvement ART
adherence
Letter of invitation ++ i = ++

i
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= -
[ —

source: F

icld survey by 'A_u_tho'r, 016
Key
MDFP - Medical doctor Focal Person

PFP - Pharmacist Focal Person

NFP — Nurses Focal Person
++ - Where most of the key informants cx Emeir opiion

+ - Where few key informants expréssed their opimion

- - Where no opinion was el at all
N
%\
&
l
\
NE

AFRICAN DIGITAL HEALTH RE&ZITORY PROJECT




CHAPTER FIVE

5.0 DISCUSIOQN, CONCLUSION AND RECOMMENDATION

‘.,Jl

DISCUSION

This study was designed to mvestigate male involvement and influence in uptake and adherence

A among HIV | N ; ' ' ' 1tes 1
to ART ong HI'V positive women accessing PMTCT services at three major PMTCT sites

two scnatonal- district of Kog State. Nigeria using mixed methods for data collection.

This study specitically asscssed the knowledge of HIV positive women on the modes of HIV
transimission and PMTCT. prevalence of ART uptake and adherence. prevalence of male
involvement in voluntary counseling and testing (VCT). PMTCT utilization, fertility. delivery
and infant feeding decisions. and ART adhercnee“and ‘the association between barriers and
facilitators to male involvement in ART adherence. The prevalence of high overall Nale
involvement in VCT, PMTCT scrvices, Infant feeding options. and ART adhcerence (defined as a
score of > 6 on the Ad-hoc malc involvement index measurc) was reported by almost cighty-two
percent of the positive women. whereas the prevalence of ligh male involvement in ART
adherence (defincd as a score of =2:0n the Ad-hoc malc mvolvement in ART adherence Index
measurc) was reported by eighty-onc percent ol the HIV positive women. About sixty percent of
the positive women_ attatned good ART adherence duc to male partner mvolvement. Manital
status, marnage type. husband's occupation, husband’s cducation level. spousc in ART group,
and typc of Couple.wvas found 1o be statisticallv associated with male mvolvement in ART
adhcrence However, there 8 no signiticant association between overall male involvement (VCT.

PMTCT. ART and Infant Feeding) and location/place ol residence of the respondents.

5.1.1 Knowledge of the Modes of HIV Transmission, MTCT and PMTCT.

The respondent’s knowledge of modes of Mother —to-Child transmission of H1V was gencrally
high. However. almost all the respondents knew that MTCT of HIV can occur during pregnancy,

delivery and breastfeeding. This suggests a high level of MTCT awarencss among pregnant

AFRICAN DIGITAL HEALTH REF%&ORY PROJECT



women attending antennal clinic 1n the study area. The ev

tdence is consistent with the findings

m S R
outhwest Nigeria among women attending antenatal/ PMTCT clinic
(Olugbenga-Bello et al, 2013: {amina M.A. 2012)

from Previous studies

Even though the awareness of MTCT

repofted in this study 1s high. cerain nusconceptions about MTCT of HIV were also identified

S ' o
such as sexual intercourse. unscreened blood transmission and use of unstenlizéd. sharp

instrtuments.  This finding reveals inadequate knowledge of MTCT among the respondents. A

study by Owoade et al. 2012 in Ibadan supported this finding. Almost all the respondents know
that ART can reduce the risk of HIV infection in positive women and theit'children as consistent
with previous studies (Abiodun et al 2007.Adelekan et al. 2013, Boateng et al,2013, Ochigbo et
al, 2014, Balogun et al.2013). About two-third of the respondents knew that vertical transmission

of HIV can be prevented duning delivery through caesarean-section (CS). The findings in this
study are comparable to the finding reported by Moses etal, 2009, NDHS, 2013. Adelekan et al.
2014). Studies have reported a poor knowledge of caesarean scction C/S as a means of
preventing MTCT. However ,Caesarean section.{ CS) could be recommended as an option for
PMTCT in resource limited settings, HIVapositive women must be awarc of tlus as elective
caesarean dclivery before labour and rupture ofithe membrancs reduces the transmission risk by
approximately half (Lamina M.A, 2012 Boateng ct al, 2013). Avoiding breastfecding and use of
formula fecding has been reported by majority of the respondents in thus study as a way of
preventtng MTCT, but in several poapulations where breastfceding 1s a cultural réquirement and
sometimes continues anto the sccond year, the risk of tra ansmissionthrough breastfeeding
increases by an additional 15% to 20% (Boateng ct al. 2013). The risk of transmission may hkely
continue as long=as breastfeeding continues at the rate of approximately 1% per month of
breastfeedsiig (WHO, 2010b). The knowledge regarding PMTCT 1s lugh in this study and
increased with increasmg in age. cducation, occupation and in different place of residence. This
1s consistent with NDHS, 2013 finding. Although. a fifth of the réspondents and fourth of their
male partners in this study had no formal cducation or with primary cducation as the highest
level of education attained. both the illitcrate and literate populations are aware of MTCT and
PMTCT indicating that national and health workers efforts to raise awarencss through various

means has been effective (Lamina M.A2012. lgwegbe ct al.2005). A study has identilicd

knowledge as an important determinant in decision making and change of behavior 11 most

Africa setting. Thercfore, the success of PMTCT services is largely hinged on quality HiV
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prevention education through quality HV

counselling ( Alusio et al. 2011-
1010; Moses et al. 2009). :

Byamugisha et al

5.1.2 Prevalence ol M

ale involvement in VCT. PMTCT. Infant fceding

- decisions and ART
adhcrence

“.s V( A} > '_‘ ] .
Mite partner’s involvement in this study entails the proportion of male partners/husbands

counseled and tested or actually having been counseled and tested for HLV

together with the
female partner 1n a PMTCT sctting.

male who accomnpany their wives to PMTCT clinic.

financially support or provide support in delivery . serve as adherence counselors or treatment

supporter to their female partners taking AR Vs ensuring complete adherence, and male partners
who support their female partners in the choice of infant feeding options. An overall male
involvement index was constructed based on 10 questions. whereas male involvement index tor
ART adherence was constructed using 3 questions. The'survey was complcmented by two focus
group discussions and six key informant interviews. This study revcaled low (28.1%) concordant
couple ratc and a high discordant couple rate (71.9%0) with a 84.2% HIV status disclosure rate.
The overall prevalence of malc involvement in VCT, PMTCT. Infant teeding dccisions and ART

adherence in this study is high (81.7%). Hence, male partner ART tmitiation rate reported n

this study 1s low (28.1%).
S.1.3 Male involvementin Voluntary Counseling and Testing

Malc partners® mvolvement in VCT 1s a major entry point in the uptake ot the services by their
spouses, this is becuuse men arc mnmportant in the decision making rcgarding thesr partners’
access to and wutilization ol hcalth carc services.  Even though a high (76.9%) level of male
mvolvement m VCT were reported. a lourth male partner of the respondents were not involved
in VCT. However, majority of the respondents admitted that the easiest way get their husband
mvelved in HCT and PMTCT is to discuss about HIV counseling and testing (VCT) with them.
A study in Nigeria by Okonkwo ct al.. (2007) rcvealed that the acccptance of voluntary
counseling and testing (VCT) by pregnant women will increasc if they are tested simultancously
with therr partners  Male partners/ husbands perception of VCT can influence male involvement
in uptake of HIV services by their spouses (Msuya et al, 2008). This 1s consistent with the

findings m this study where most (69.2%) of the respondents reportcd that their male partners
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want couple testing after pnor discussion about VCT. Encouraging

"y ’ | factors that that will increase
qen willingness to involve in

VCT | ‘
» such as simultaneous testing of male partners; perceived

Aling of the ;
willinizness husband to accompany his wife to the antenatal clinic; increased ease of being

tested as a couplel having a partner who had been tested for HIV:

and improve the woman's
perception that her husband would approv

¢ of her testing for HIV will promote male
involvement {Shah et al. 2007)

5.1.4 Nalc involvement in PMTCT uptake and utilization

Adcquate male partner invalvement in VCT can positively promote PMTCT uptake by their
spouses: With low male partner involvement in VCT, the positive women enrolled into PMTCT.
are left to carry the burden of their HIV status and the new. lifestyles proposed to them by the
programme and are obviously denied the very important-psycho-social support by their partners

and families. Hence. these women tend to shy away from the programme thercfore promoting

MTCT of HIV (Tshibumbu, 20006). In this study, the prevalence of malc involvement in PMTCT

utilization is high. A fourth of the malc partacrs accompany their wife to a PMTCT clinic.

meanwhile a sixth of male partner hinancially support spousc during PNITCT chinic Visit and

jointly planned current pregnancy with spouse.

llowever, the prevalence of male pastner who accompany spousc to hospital during delivery is

high (79.4%). The rcasans.most male partners’ do not accompany their spouse to a PMTCT

chimic includes; male” partner not aware ol HIV status . husband busy at work. tear of

stigmatization. health workers not male friendly, and lack of money. This reveals that 111V

status disclosure rate among couples is still a challenge. Even though the disclosure rate (84.2%)
reported vt this study is high but still need to be improved. Financial dependence on the part of
HIV positive avomicn meant male partners were an indispensable source of income. However,
lack of financial indepcndence on the part ot women was a major facilitator of malc involvément

i this study with 83 7% of the respondents rcceived financial support from their male partners.

A study in South Atrica by Brittain. (2014) revcaled high ratcs of malc partners involvement,
with most (85%) of the participants cnjoyed partners financial support for their antenatal visits:
knew when their antenatal vistts were (95%): discussed with them what happens during the vVisits

(96%); and had discussed with them ways to prevent MTCT (89%). Fcwer parl;cipants reported
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that their partners accompany them to antenata)/ PMTCT clinic v

Isits (35%) and this is about two
imes lower than the proportion (67%,) reported in our studv

Male participation n

ntant tceding options can be attected by tinancal constraint. The
prevalence of male partners’

involvement in infant feading options 1s high with about 74.7% of
the respondent’s male partners were readv

to buy fornmula milk for their babv. The above finding

is higher than the 64.5% of male partners of pregnant womenwho are willing and ready to buy
fomula milk for their new born babies as revealed by (Tshibumbu. 2006) in“Zambia. Also

reported in this study is a ligh level of male partner involvement in fertility decision and delivery

in the study sitcs wherc PMTCT services are provided.

5.1.5 Prevalence of Male invelvemcent in adherence to ART bv HIV positive women

A high (81.0%) prevalencc of male involvement in adherence to ART was reported in this study.

Majority (60.2%) of respondents had good ART adherence due to male partner involyemnent

whereas only 39.8% had poor ART adherence duc to male partner participation.

Somc other studics conducted in different countries i Sub Saharan Atrica have shown that
women who arc supportced by unbiased partners are most likely to aceept HIV testing serices
and adhere to advice from health persannel if they are diagnosed HIV poasitive (Akarro, DCOIIisia
& Sichona, 2010). Ths finding s contrary to that reported by Tshibumbu, 2006 in Zambia with

modcrate level of malcunvolvement among respondents and that know'ledge had a positive

mflucnce on male mvolvement. while socio-cultural factors had a negativé mflucnce. A similar
study has rcvealed that when male partners are mvolved. 1t provides moral and tinancial support
to their spouscs to utilize and adhere to antenatal care and PMTCT guidelines (Mortaw et al,
2012). A recent study conducted in Mpumalanga South Africa found that 61% of pregnant
women and 85 9% of postpartum women reported complet¢ adherence to AZT n the four days
before they were intery,icwed or in the four days beforc delivery, and that only 26% of antenatal
women had never misscd a dose of AZT during their pregnancy (Villar-Loubcl et al,2013). The
major reasons for missing ART mcdication by respondents were away trom homc and

forgetfulness. followed by lack of food, too busy, high pill burden and fcar of medication sidc

ndi ok 2.
effects and this consistent with the finding by (Olowokerc e al,2007).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



5.1.6 Factors Influencing Male inv

olvement in adherence to ART by their HIV

positive
women.

Several factors as identified 1 this study

' wWere barriers and facilitators to male parner
involvement m ART adherence bv H|V

positive women. The bamers t0 male involvenient (

most mal ‘ -
reasons ¢ partners do not accompany their spouse to a PMTCT clinic) as reported 1n

this study ncludes: male partner not aware of HIV status (problem of non-disclosure). husband

tear of stigmatization. health workers not male friendly. and complained about

lack ot mancey, tamily disharmony. pregnancy related problems.

busy at wark.

a. Barriers to male involvement in ART adherence

Non-Disclosure of Status:  The disclosure of HIV sero-status to-a partner is always sccn as the

main gate to progress in PMTCT uptake and that<t has pose a grcat challenge among the
respondents becausc most of them express lack confidence. due to the fear of ncgative reactions
thcy will face from their husbands and relatians (Mvadiba. et al.2013). Study has shown that HIV-
positive pregnant women who disclosed thewr FIV status to their partners were more likely to
adhere to antiretroviral regimens in PMTCT scrvices {(Salanu et al. 2010). Studies has shown that
women were morc likely to be accepted and supported by their male partners after couple
counseling and testing, lcading “to" improved access to care and adhercnee to treatment
IHowcver, 38.9% respondents. reported that not spouse HiV status as the reason male partners do
not accompany spousc to a PMTCT clinic and this was identificd in this study as one of the
tactors which may negatively attect acherence ta ART. A recent study by Bnthan. (2014)
supported this finding which further revealed that 74% ot the respondents had disclosed their
status to'theiwr partner. Mcanwhile, disclosure was significantly more likely among participants

who knew, their partner’s status and those who reported higher levels of HIV related discussion

wiath their partner.

Husband Busy Work Schedule: Scveral barriers to male partner involvement in PMTCT

utibization and ART adherence have been identified at various levels, ranging from individual to
societal and structural factors. A study in Kenya has identified difficulties in attending

antenatal/PMTCT clinic appointments due to work commitments and lack of understanding

among men regarding the smportance of participating i PMTCT programmes (Reece ct al
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2010). This tinding is consistent with that reported by the respondents in

this study in which
male partners advocate for reduction

I Waiting time during clinic visit.

" Stigmatization: ' " st . .
Fear of SUg The fear of stigmatization, fear of knowing ones HIV status and socio-

cultural factors were amongy the perceived obstacles to male partners’ involvement reported by

Adeleke. (2013) in South Africa and this result is similar to the report in this study. HIV<Trelated

stigma with traditional cultural norms and gender roles was reported as the reason most'men are
reluctant to share HIV status with sgxual partner. A study by Gombingo.:2012 in Zimbabwe
reported lack of male participation and stigma as one of the major reasons for.poor adherence to
ART. Other studies has shown that some women who tested HIV positive do not retum to
ANC/PMTCT clinic for tollow up wvisits or fail to takc their ART drugswhich they have received

due to fear that their husband/ partner might see them with the'drugs and may want to know

what they are for (Skovdal. Campbell, Nyamukapa & Gregson. 2011).

Health Workers Not Male Friendly: Factors-relating to hcalth care systems as rcportcd by
Adeleke, (2013) in South Africa and studies from sther countries has been 1dentiticd as onc the
major bartier to male partner involvement in PMTCT and adherence to ART and this tinding
was found to be consistent with this.results from this study (Theuring ct al.2009). Study has
also revealed that perceived negative attitudes of clinic staft were identiticd as the barrier to male

involvement in PMTCT and ART adherence and this is similar to that reported in this study

(Reecc ct al, 2010).

Family Dishanmony: Siudies has identilied fanuly type and the naturc of :'cla.tionships as thc
predictors of malc partner’s involvement. Women who are in stable relationships appear to bc
more likely to disclose their HIV status and to receive support from thetr partilcrs (}\al‘cmbo ct
al, 2012). The nature of relationships between man and woman has been Iotmd to improve
communication within couple who serve as trcatment supporter to their spouse (Koo et al. 2013).
Studics also revealed that unstable relationships may lead to family disharmony and la.ck of male
partner involvement (Holbom ct al, 2011. [Kalembo ct al, 2012). Howcver. women in u'nstublc
type of relationship often do not inform their partners of antenatal care or PMTCT services, or

‘wht choose to not volve their partners in these activities. often from fcar of their partner's
migh i _ :

on (Morfaw et al, 2013) As reporicd in this study, family disharmony is as a result of
reaction po ‘

| i ' ers’ artner involvement.
' | .d as onc ol the barriers’ to malc partn

and has been identificd as

unstable relationship
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TDesire to protect the unborn child or newly delivered child is one of the sreatest motivations of
HIv positive women for adhering to ART as also revealed by focused grovup discussion and key
informant interview in this study. However. medication side-effect has been reported by srudic:s
ART adherence as most male partners tends to restrict their spouse from taking

ART pills leading to non —adherence to medication (Wast et al. 2012). The

side-cffcct in pregnancy and pills burden w

as a barrier to

fear of medication

as reported in this to be a reason male partners restrict
their spousc from adhering to ART.

In this study, the qualitative data from focused group discussion among husbands/ male partner
of positive pregnant women and Key Intormant Interview among health/workers in the study
sites rcvealed several barriers to male partner involvement in ART adhcrence. These include:
fear of stigmatization and discrimination, lack of knowledge of partners HIV status. Financial
constrains to accompany spouse PMTCT/ART clinic, High transport cost due to far distance to
the clinic affect drug re-fill, forgetfulness. travclled/away from home. male partners not allow'ed

to refill ART for their spousc, family disharinony. side-cffects. male partner not on ART. and

long waiting time in the ANC/PMTCT clinic:’ This observation is consistént with ﬁnding

reported by other studies ( Olowokere et al.2007, Nkuoh.G.N- ¢t al. (2010), Byamugisha.R. ct
al(2010), Auvinen. J ct al (2010). Ochigbo. B. 2013 Adelcke O.A L2013).

h. Motivating factors to Male Involvement in ART adherence

Thesc factors includes male partners/maternal charactenstics. ART support group status. and

knowledgce level

Marital status; place of residence and occupation has been associated with good knowlcdgc

which s the facilitator of malc involvement in adherence to ART in this study (Boateng ct al.

2013, Adclekan ct al. 2013. Ochigbo ¢t al. 2013, Falnes ¢t al. 2010. Moses et al. 2009).
Positive women who arc currently marricd demonstrated good knowledge of MTCT/PMTCT
than thosc prevyously married.  Cwirently maimied were three times more likely to have good
know ledge of MTCT,PMTCT than those who were previously marricd wlhich facilitates male

partner involvement in adherence to ART and this is similar to finding by Owoaje, 2012, Ekama

et al. 201 2. Tshibumbu, 2000.
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n this study. semi-urban area posifve women w

€r€ two times more likely to have good
knowledge of MTCT /PMTCT than positiv

¢ women whose place of residence is rural and urban
areas. Occupation has been reported to have influenced the

knowledge of MTCT/PMTCT. This
study revealed that those self- employed were about two times

more hkely to haveé poor
knowledge of MTCT/PMTCT than those

who are civil servant. Good knowledge ‘of
MTCT/PMTCT wvas associated with counselling before commencement of ART/ This is.a clear

indication that knowiedye about HIV/AIDS has grown over the years/due. to, continuous

awarcness campaign by several stakeholders in communities.

Overall male partner involvement 1s staustically associated with marital status, spouse i ART
eroup and type of couple. Husbands of married women were.four tuimes more likely to be
mmvolved than the male partner of singles. Meanwhile, men in.monogamous type of relationship

were two times more likely to be involved than those in polygamaus type of marriage (Ochigbo
et al, 2013).

One of the motivating factors for overall male partner involvement in this study 1s spousc on
ART group Male partners who arc on”ART group were eight times mor¢ likely to be involved
in VCT,PMTCT.ART adherence anduintant leeding choices than the spouse not ART group. The
LIV status of the couple has beenidentilied in this study as a tacihitator of male mvolvement m
this study The finding sevenled that most discordant couple has morce overall male partner

nvolvement than the concordant couple.

The factors mflucneng male mvolvement 1 ART adhcerence as reported in this study were
husband's leve) offeducatron, husband’s occupation. mantal status. spousc 11 ART group, type of

couplc and. marriage. llusbands with no/primary education are live timés less likely to be

imolved i ART adhcrence when compared to husband’s who had at I¢ast sccondary education.
Married men currently living w,ith their spouse are cight ttimes more likely to be mnvolved in ART

adherence than the malc partners of women whao are previously marricd and the single women.

Male partners on ART and spouse on ART support group have been associated with adhercnce

to ART by pregnant women Spousc who were on ART group are six times morc likely to adhere

to ART.
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s/ male partners knowle ,- IS vi
ysbands/ pariners knowledge of HIV status is vital in order that pregnant women access

themselves and thetr unbom infants (Mkwanazi M. B et
al. (2008). Partners not knowing one's HIV

the appropnate treatment and care for

status act as a barrier to PMTCT services. A study

testing and counselling and couple testing was widely accepted among
women alrcady attending antenatal clinics (95%) hut low

(Urban. M et al (2004). The knowledge ot

found that voluntary HIV

among those who were not (3 /%)

HIV status of couples 1s also identitied as

facilitator/motivator of malc partner involvement in ART adherence (WHO..2016). 'In this study.

male partners who were concordant couples are three tumes more likely totbetinvolved in ART

adhercnce than the discordant couples.

The quahtative data in this study also revealed some tacilitators of male imvolvement in ART

adhercnce which include; educational qualification, knowledge of spouse HIV status. couple

testing, couple on ART , couple living together, good couple communication. partners that
jointly planned current pregnancy. protection to unborn baby. partners who are treatment
supporters, home visits by ART support ‘group members and good health workers-clients

relationship ( Blatt C.R.ct al,2009, Olugben-Bello A.ct al 2013, Mortaw, F.etal .2015).

5.18 Limitations

Some limitations arc peculiaf in this'study. The larger sample size was ditTicult to attain because

i 3 . i & . T 7 1t i ; a
current low HIV incidefice rate in Kogt State. henee tewer HIV positive pregnant and postna tal

women were studied.

The ad-hoc piale invelvement index might not include all the variables or questions necessary to

test the actual malc involvement in VO, PMTCT. ART adherence and Infants feeding options

which could attect the classilication into low and high malc partner involvement in VCT.

PMTCT. Intant feeding decisions. and ART adherence by the respondents.

There are chanccs that overall male partner involveiment may be over-estimated duc to sclt-

orting and social desirable responsc bias. Howcever, positive women who knew that high male
rep

artner involvement 1s recommended and good ART adherence 1s important in pregnancy may
par

falsely report high male partner involvement and good ART adhcrence when it is not rcal. Also

| of self- report 10 measure adhercnce and male involvement 1n ART adherence s not a
the use 5

Id standard. There could be limitation of recall hias ol male involvement in adherence 1o ART.
gold stan ;
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Although the CASE adherence index tool has been reported to be sufficient

| | In clinical settings as
.n altemative method where pill

counting and electronic devices for ARV

| | blood measurement
are not feasible (Mannheimer et gl 2806, hence ad-hoc male nv

olvement in ART adherence
index tool are yet to established by studies.

lumtations of knowledge indox \ . o _ _
The dge index.  The knowledge index used in this study might noet include

all the variables or questions necessary to test the knowledge of MTCT/PMTCT which could be

classified nto true poor and good knowledge by the respondents. The knowledge level of

respondents can also be influenced by adherence counselling.

3.2 CONCLUSION

Vcrtical transmission of HIV (mother-to-child transmission” of HIV) can prevented through
effcctive PMTCT program implementations. particularly by male involvement in achicving 95%
optimal adherence to ART among pregnant women. The knowledge level of positive women on
the modes of HIV transmission, PMTCT and ART was high in this study. Good knowledge was
an important facilitator of ART adhcrence and male partner involvement in ART adherence.
lHlowever, the knowledge of the respondénts 1s inadequate duc to some misconceptions indicating

the necd to continuously educate and improve the understanding of the peoplec on HIV/AIDS.

The prevalence of male mvalvement in VCT, PMTCT and ART adherence reported i this study
was high with most male partners daily remind spousce to take their drugs: Male mvolvement in
PMTCT utilization 1s. ligh However, male partner who linancially support spouse on PMTCT
chinic visit and=jointly planned current pregnancy with spousc are higher than those who
accompany. spouse to hospital during dclivery. Effost to increase male partner participation
duning PMTCT climic visit and hospital delivery where PMTCT scrvices are obtained should be

itensified by the stakeholders involved so as achicve the goals of the program.

Over sixty percent of the respondents achieved good ART adhercnce of = 95% optimal
adherence due to male partner tnvolvement. Reasons for missing ART medication were away

from home, forgetfulness, lack of food, busy work schedule, high pill burden and fear of
medication side effects. The identified tactors influencing non-adherence to ART n pregnancy
were more of individual, cultural and e¢conomic related. The common barmer to malc

mvolvement in ART adherence is family disharmony (unstable relationship) whereas advice
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from adherence counselors, pregnancy rclated problems facilitate male inv

| olvement with aim to
protect the unbom child from medication side

-etfects.

Factors tntluencing male parner

imvolvement in ART adherence include: husband level of
education. husband’s occupation. marital status

type of couple and spouse in ART group.
Thereft)re achieving ()50/0 opumal

ART adherence and reducing new HIV infections among

children requires 1n-depth understanding of these factors which will guide effective.integration of
male partner participation into PMTCT program.

3.3 RECOMMENDATIONS

Duc to the sensitivity of this study and based on the findings. the following recommendations

wil} be helpful 1n promoting male involvement in ART adherence in pregnancy.

). Malc partners should be involved as treatment supporters.and adherence counselors by health
workers. This would improve male partner knowledgc on the health status of their spouse.

prevent fear of stigmatization, reduce non- disclosure of status and promote optimal ART

adherence in pregnancy.

2. Male partner/spouses of clients/targeted health promotion mcssages aimed at increasing male
ihvolvement and community. awareness, thus cducating community members as to reduce

discrimination and stigma.

5 Regular Communtty health education and male involvement campaign targeted at promoting
male involvement.in ANC/PMTCT scrvices utilizzaton and hospital dclivery by their spouse
should be carricd-out by health workers. non- governmental orgamizations and govérnment
agencies ivolyed. This would address the cultural barriers of wrong attitudes men and change
thewr culture influeneed perception that ANC/PMTCT scrvices 1s *Women's Affair”.

Thcre is
necd for further studies to cxplore ecttective stratcgies that would enhance more male

involvement in PMTCT and adherence to ART.

4. Health care providers should provide malc partner notification slip/invitation lctter to spouse
whereas the adherence counselors should give adequate information to male partners during
PMTCT clinic visit on treatment support on ARV drug use and timing, as well as correcting

common misconceptions. This would improve the knowledge and undcrstanding of male
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AP[YENDIXI

MALE INVOLVEMENT AND INFLUENCE O
AMONG HIV POSHTIVE WONMEN AT
NIGERILA.

N ADHERENCE TO ANTIRETROVIRAL THREAPY

FENDING ANTENATAL CLINIC [N EGBE. KOGI STATE.

Dear Respondeni.

Facult ' :
y of Public Health, University of Ibadan. | want to leam from vou about the issues

related to prevent -10- . :
p 1on of mother-1o-child transinission of HIV senvices. This intenview is important because 1t will

help us to understand the role of male involvement

and Medical Siatistics.

in acceptance. utilization of PMTCT senvices. and adherence 10
anuretroviral therapy treatment by HIV Positive women in Nigena.

Kindly answer the questions as honest as possible. The questionnaire will 1ake about 30 minutes and vou are
free 10 withdraw from the interview at any point you wish 1o without any repercussion_ Whatever is learnt froin this
study wyll be used for research purpose only. Your name is not required: SO DO NOT WRITE YOUR NAME ON
QUESTIONNAIRE and be assured that your responséx will be kept confidential. For your information. necessary

ethical approval has been obtained from ECWA lospital Egbe Ethical Review Comnutice.

Detailed Contact Information

il you have any questions about your parucipation m this research, you can contict the principal investigator.
NWERI CHUKWUMA HY ACINT H. atheDepmrtment ot Eprdenmology and Medical Stansuces, Faculty ot Public
Health. University College Hospual, 1badan. The phone and eniul are; 090588821 10 and chukanwenii@vahoo.com,
You can also contact the supervisor ol this project at the Departmient of Epideimiclogy and Medical Statistics on
08094988108 and adeoveikealal'yvahoo.con

Statement of STUDY PARTICIPANT giving informed consent:

The study has been thoroughly explinned to ine and | fully undersiand the content of the study, | hereby agree 10

participate’in the study.

Signature/Thumb Print: Date: /

Statement of research assistant obtaining infornied consent

I have fully explained this research to the respondent and have given suflicient information including about risk and
benetits to make an informed decision,

Name: Signature: Date: /[
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estionnaire No: “acility T
0 Facility/PMTCT centre.

SECTION 1: Socin deI‘IIOgraphic 'nforma(ion

PrvViewdr: - 8
Interviewer: Please Tick () the apProprate answers in the hoxes [ ] provided

|. Age ot respondent as at 1ast birthday in

e o
........................
-

7. Mantal status: a. Single [ ] b. Married [ ]

¢c.Dinvorced [ ] d. Widowed [ ] e
Separated [ )

3. Number of years in marriage........

4. Type ot marriage 2. monogamy [ | b Polysamy [ ]  Other (Specify)

........................

5. Number of children you have

6. Occupation a. Trading[ ] b. Arisan [.] ¢ . Farming [ ] d. Student[ ]e. Cwvil
servant [ ] f. Uncmployed [ ] g Other(specify)

......................................

7. Husband's occupation

....................................................................

8. Religion a. Christamity [ ) b Aslam [ ] c. Tradition [ ]

9. Ethnic group a. Yeruba { ] b. lgbo [ ] c Hausa [ ] d. Others
(specify).....coovvo il iien. ...

10. Education Leével: a. No formal cducaton [ ] b. Primary [ ] ¢ Seccondary [ ] d.

Tertiary [ Jie Other (specity)........ooooa

11. Husband/Male partners Education Level: a. No tormal Education [ ] b. Primary [

| e
Secondary [ ] d. Tertiary [ ] e. Others (specity)

ooooooooooooooooooooooooooooooooooo

SECTION 2: Awarcness of PMTCT among IV Positive Women

Interviewer® Please Tick ( ) the appropriate answers in the boxes [ ] provided.
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2 Ever heard of Mother g Child transmission of H[\- a.yes[ ]b. N
. d.\ - -0[

)

~ Ever heard ahout
g > @ program called Prevention of Mother 1o Child Tranc e
(PMTCT). a. Yes b.No[ | ansmission of HIV

14. Where did you hear ahout (he MTCT and PMTCT?

a. Relauve [ ] b.Friends [ 7e
} d. Health workers [ e, Radio (

J £. Television [ ) g Poster [+] h.

School teachers |

Newspaper | ]i.lmcrnet[ ] ¢. others (specify)

.....................
oooooooooooooooooooooooo

SECTI®N 3: Knowledge of PMTCT among HIV positive women.

Intervicwer: Please Tick ( ) the appropriate answers in the boxes [ ] “proytded

15. In what ways can HIV be transmitted from mother to child through the following?

a. During Pregnancy yes N O] No[ ]

b. During delivery [ ] [ ]
c. Breast teeding [ ] [ ]
d. During sexual intercourse [ ] [ ]
c. Sharing sharp objects [ ) [ ]
f.  Unscreencd blood transfusion [ ] [r]

16. In what ways can HIV transmission trom mother to child be reduced?

a. Giving antiretroviral drugs Agree[ ]  Disagree| ]
b. Delivery” by caesarcan section [ ] [ ]
c... Avoiding breast feeding [ ] [ ]
d. Exclusive breast feeding EE L )
e. Formula feeding [ ] [ ]

f. Others (specify)

ooooooooooooooooooooooooooooooooo
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SECTION 4. Level of Male SUPPOrt to HIV positive women utilizing pPMTCT

SECTION4.1: Men in Counseling, Testing_ Delivery and infant feeding options
O

17. Does your husband/pantner know your HIV status? a. Yes [ 1b. No[ Jc. Don't know |
2 | |

18. Have you ever discussed witl
de - < N e y 1 : 'Ir = ' -
your husband partner about HlV counseling _and testing n

the last one month? a. Yes [ ] b, Na [ ]

c. Don't know [ )

. Wh : .
19 at 1s the view of the your husband/partner regarding HIV screening +?a. Want couple

] b. Want mc to tested alone { ]c. Does not want me to be tested |
't know [ lwne:

testing | ]d. Don

Felt not important | ] f. Frownstatsuch idea [ ] g. Others

20. Have you ever gone together with your husband /partner to a PMTCT clinic? a. Yes [ ]

b. No [ ] c Don’t know [ ] IFYESTO®20.SKIP TO 22.

21. It No to Q20, what was your husband’/partners rcasons tor not

PMTCT clinic ? a. Husband busy atavork [ ]

accompanying you (o

b. Lack of money [ ] c. Fearof discrimination

and Stigmatization | ] dv. lealth worker not male frendly | ] ¢. Others
(specify).......... S —
22. Does your husband /partner otien support yau financially whenever you visit PMTCT

clinic? a. Yes [ ] b. No[ |

23 Did you and-your partner jointiv - planned tor the current pregnancy? a. Yes | ] HS.
No [+ ]
24

Did“your husband/partner likely to accompany you to the hospital for delivery? a. Yes [
Job No [ ] c. Don’tknow [ ]

25. If you choose not to breast feed, will your husband /partners buy fornmula milk for the baby?

a.Yes [ ] b. No [ ] c Don'tknow[ ]
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26. How would you grade your husband.‘parmers level of <y

g Verypoor [ 1 b Poor [
Excellent [ )

PPOT in utlizing PMTCT services?

) c Fair| 1 d. Good | | e Very good [ ] €

SECTION 5: ART adherence among HIV Positive women.

27. Are you currently on antiretroviral therapy (ART)? 3. Ves [ ]. b.No[ ] c. Don't know
[ ]

28. Were you counseled on how to use ART drugs? a. Yes [ ] b. No [ ]

know [

c. Don't

29. [s your husband/partner currently on any Anti-retroviral therapy (ART)?a. Yes [ ] b
No [ ] c Don'tknow [ ]

30. How long havc you becn on ART treaument? a. Less than 3 months [ ] b, Less than

6 months [ ] c. 6months to | _ycar [ ] Greater than § year [ ] e Other (spccfy )

....................

31. Do you have a specities time  tor taking ART? 4. Yes [ ]b. No [ ]

32. if Yes 1o Q3. whatts your most convenient time tor taking ART? a. Morning [ ] b.

Aflemoon [ ] ¢. Evening [ ] d. Night [ ] e Others (specafy

33. ‘Do'you always take thc ART drugs at your chosen time daily? a. Yes [ ] b No [ ]

c. Don't know [ ]

34. Docs your doctor count your drugs on cach visitto theclinic?a. Yes { ] b. No [ ] c.

Don't know

35. Has docior ever referred you back for another counseling scssion after counting your

drugs®a. Yes [ ] b. No [ ] c Don ‘tknow [ ]JIFNO TO Q35,SKIP TO 37.
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6. What a
3 was the reason for the another counseling after drugs

. count? Tick more than one
options

a. Dd not understand how 1o usc the drugs [ ] b. Missed drugs[ ] c. Missed clinic

¢ appointment? a. Two weekly [ ] b. Three weekly

[ ] c. One monthly [ ]1d. Two monthly

[ ]e. Threce months [ ] f Others (specifv)

‘.""'.'."00--..,.
® o 0o+ o0

SECTION 6 Role of Men in adhercnce to Antiretroviral Therapy Treatment

38. Does your husband/partner remind you to take your drugs? a. Yes= [ ] b. No Don't know |

J

39. How often docs he remind you to take your drugs 2. a.- Every dav [ ] b. Weekly [ ] ¢

Monthly [ ] d. Others (specify )

ooooooooooooooooooooo

40). Have your husband /partner ever stopped. you from taking ART drugs? a. Yes [ ] b. No

[ ]

[ NO TO Q40, SKIP TO 42.

41. [F YES to Q40, what are the reasons tor hus restiiction? a. - Side effects of the drugs { ] b,

Drug resistance [ ] Prcgnancy related problems [ ] d. Fanmuly dishammony [ ]
42. Have you evermissed taking drugs? a. Yes [ ] b. No [ ] c¢. Don't know [ ]

43. Hawve you missed taking drugs in the last three days? a. Yes [ ] b. No [ ] c Don't

know [ ]

44.. Has your husband/malc partner encouraged you to take your drugs in last three days? A

Yes[ ] b No[ ] ¢ Dontknow[ ]

4S. What was the reason for missing medications? a. Away fromhome { ] b. Too busy [ ]

c. Forgetfulness [ | d. Lost/ Misplaced the drugs [ ] ¢. Thgh pill burden [ ] 1
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T1 OMO OKUN
IPA UNRIN NKO NINU IMULO OGUN ANTI RETROVIRAL L'AARIN AWON OMO OBINRIN
TO NI KOKORO AISAN KOGBOOGUN Hiv

Tl WON TUN JO ABOYUN TI WON LO FUN ITOJU
ANTENATAL NIILE (WOSAN NI ILU EGBE NI IPINLE KOG

Oludahun my, Nioot,

Oruko mi s Nwer, Clyukwuma

Hyacinth. Mo je omo akeko agba ti ile eko Giga Faasiti to n"keko
l[ort ontruru atsan 1"awujo au [siro

lon Imo leyun labee eka u tlera swon Awuyjo, ni Fasiti Ilu [badan. Mo te gba
imo [atr odo re lori 1se 10 je o ki a ma

de onma aisan kokoro kogboogun (HIV) au koja lati.6do 1va s1 onio.

llorowanilenuwa wo yi se pataki nitoripe vi o fun wa ni oye nipa tpa ti awwon omo okunnngn ko ninu tmulo 1se

'PMTCT" ab ogun * Anu Retrovyyal lgZrin 3won oo obirin to ni kokoro aisan HIV ni onilede WNigeria.

Ejowo,e se 1dahun si1 gbogbo ibeere inu nve yi pelu otito okan au ododo. .l\we 1beere y1 ma gba

ogbon i1seju lati se 1dahun re o s1 m anfaan: lati dekun au dahun awon ibeere wonyi fai s1 wahala rara Eko ti a ba ko

lat1 awon 1dahun iwe 1beere yi, a maa lo funse lwaadi nikan. A ko nt’ lo oruko re. niton na ma se ko oruko re st inu

iwe ibeere y1, ki o si mo daju pe gbogbo tdahun re m a o toju b asiri ti ko gbodo,tu

Awon ona idani mo

Ti o ba ni awon ibeere ati ohun ti oruwa loju nipa awon ise swadt y1,a le pe eni ti oni 1se twadi yi

Ogbent NWER] CiHUKWUMA HYACINTI) akeko 11.cka ajakale aarun an akosile isegun {Department of

Epidemiology and Medical statistics.faculty of public Health Unmiversity College Hospital 1badan). Nunbaero ilewo-

090558882 I1, adrest ayelujara: chuksnweri@yahoo.com. e sinia le pe alabojulo 1se twach 1inle akom ni ni

ekakEpidemiology and medical statisiics, nunba cro ilewo: 0809-1988108. adrest ayelujara. Mww

Gholohun wipce akopa ninuidahun awon ibeere fun ise iwadi ijinle:

Alaye eko y1 ye n yekcycke.be sini o ni oye oun 1iwadi naa duro le lors, fun wdi evi mo gba lati kopa ninu idahun

st awon tbecre lort 18e yi

Dalge, . amde
Signature /thumb/prnt alc

Gbolohun wipe a gha awon imoran ti oye fun ise iwadivi:

Mot se alaye tse 1wadi jjunte yt fun awon oludahun nu yekevekc. mo s 0 fun won ni awon alaye 1 oye ki won

mo lati se ipinnu ti oye.

Signature .. .. ............Date ...../...... ...
INAITIC s conennsnns s aasonnanmistlss ok
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Questionnaire No: ili
Facility/PMTCT centre:

Section 1 Socio-dcmographic Information

Olutorowa m le ' 0. h ]
lenu wo' Jow 0. h amu si idahun 11 0 to. st awon alafo ti g pese.

}. Ojo on oluda’hun

........
.....
..................
.............

2_ ! ' T 10 :
po rc nipa igbeyawo: a. Apon b. Motigbeyawo ¢. Mo 1 gbeyawo rn d. Mo t gbeyawo

sugbon ati pin ya.

3. lye odun re ninu igbeyawo

.........
....................................

4. Iruigheyawo a. Onmiayakansoso b, Oni aya repete c. Awon miran (se alaye)...

5. lye omo t1 oni

4 @ o b
...............................................

6. Iruisetionse. a. ka’tak’ara b. Onise owo c.lIse Agbe d. Akeeko e. Oniscijoba g.

Awon miraan (se alaye).

7. IstiBaaleilense .oue.oeivviiiiineiins . Koo cvvnennns

8. Esin a. Kristent b. Musulumi c. lhile

9. Eya a. Yoruba b. Ibo c. Hausa d. Awon mnran (sc alaye).

10, Ipo re ninu cko giga A. mi ko kawe rara  B. Eko ibere pipec . D- Eko girama E. Awon

miiran (sc alaye).
11. Ipo oko nmu cko kika a. ko kaiwe rara b, cko 1bere pipe

SECTION.2:. Imo ogun PMTCT laarmn awon obinrin to n1 kokoro arun kogbogun HIV

(Awarcness’ of PMTCT among HIV positive women.
Oluforowani lenu wo: Jowo. fiami s1 1da’hun ti o to si awon alafo ti a pese.

2. Se o t1 gbo pe atsan ko gbo'ogun HIV la ti odo iya ko)a st ara omo n? a. Beeni [ ] b.Beeko |

]
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13. Se o ti gbo nipa eto ti a

| gbekale ati dena kokoro kogho'ogun HIV ati lati odo Iva s omo. ti a
pcni PMTCT? a. Beeni [ ] b Beeko[ ]

14. Niba lo ti ghe nipa ogun MTCT ati PMTCT?

a. Araebi[ ] b. Awon Onisegun| ] c Ero
asoro magbes: | ]

Section 3: Tmo PMTCT larin awon obinrin to ni kororo aisan koghogun H1V.

15. Awo ona wo n1 aarun kokoro HIV lee gba lati odo lya bosi ori omo ninu awon wonyi?

a. Nigba Oyun Beenmi[]  Beekof ]

b. Nigba Irubi  Beeni{ ] Beckol ]

¢. Nigbati afun Omo L’oyan Becni [ ] Beeko [ ]

d. Nigba ibalopo tokotaya Beeni[ ] Bcecko [ ]

c. Nigba ti anlo ohun ’omu b abeere Beeni [ ). Beeko[ ]
f. Nigba ti a’ngba cje ti a ko sc ayewo rc Beeni [+] Beeko[ ]

16. Ni awon ona wo ni alce din_aarui kokoro kogbo'ogun ku HIV ati lee koja lats odo 1ya st

®iN0.

a. Kr ama mulo ogun Antiretroviral (ART) Beem[] Beceko[ ]

b. Omo bibi nipalscabe = Beeni [ ] Beeko | )

c. Ki a ma s¢ fun amo ni oyan mu Beeni [ ] Becko [ ]

d. Ki a maa fun Omo ni oyan nikan soso Beemi [ ] Beeko [ ]

f. .Kr.a ma sc cto Pataki si1 bi a ti fun Omo lounje Beeni { ] Beeko [ ]

SECTION 4: Ipa awon Omo okunrin n se iranlowo fun awon obinrin lati lo’ogun PNITCT.

SECTION 4.1: Awon Okurin ninu Ighani nimorun, Idanwo,Omobibi ati niun k a bo awon

Oje wewe.
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13. Se o ti gho nipa eto ti a gbekale gt dena kokoro kogbo’ogun HIV

. ati lati odo 1va si omo. t1 a
peni PMTCT? a. Beeni [ Jb. Beeko | ]

14. Nibo lo 11 gbe nipa ogun MTCT ati PMTCT® 2 Arg ebi [ ] b. Awon Onisegun[ } c. Ero
asoro magbest [ ]

Section 3: Imo PMTCT larin awon obinrin to ni kororo aisan Koghbogun HI1V.

I'S. Awo ona wo ni aarun kokoro HIV lee gba lati odo lya bost ori omo ninu awon wonyi?

a. Nigba Oyun Beeni[ | Beeko| |

b. Nigba [rubi  Beeni[ ] Beckol ]

c. Nigbati afun Omo L’oyan Beeni [ ] Beeko [ ]

d. Nigba ibalopo tokotaya Beeni{ ] Becko [ |

e. Nigba ti anlo ohun t’omu bii abcerc Beeni { ). Beeko[ ]
f. Nigba ti a’ngba ¢jc ti a ko se aycwo re Beent [] Beeko[ ]

16. Nt awon ona wo ni alee din_aarui kokoro kogho'ogun ku HIV ati lee koja lats odo 1ya si

Omao.

a. Ki ama mulo ogun Antiretroviral (ART)  Beemi[ ]  Becko[ ]

b. Omo bibinipalscabe = Beent [ ] Becko []

c. Kia ma s¢ fun emo ni oyan mu Beeni [ ] Becko [ ]

d. Ki a.maa fun Omo nioyan nikan soso Becnt [ ] Becko [ ]

f. .Kr.a ma sc eto Pataki st bi ati fun Omo lounje Beeni [ ] Becko [ ]

SECTION 4: Ipa awon Ome okunrin n sc iranlowo fun awon obinrin lati lo’ogun PMNTCT.

SECTION 4.1: Awon Okurin ninu Igbani nimorun, Idanwo,Omobibi ati niun k a bo awon

Oje wewe.
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17 Seoko re mo i 1pa kok
¢ © ™0 1po re nipa kokoro grun kogbo'ogun HIV? a. Beeni b, Beeko c. Emi ko mo.

8. Nje oti le ni iliroro ri ne , :
| | J- fl pelu oko re tabi afesona niparun kokoro kogbo'ogun HIV Igbani
fimoran ali ayewo ni osu kan seyin? a Beeni b Beeko c. Miomo

19. Kimi ero ' ' -
rongba oko tabi afesona FC mipa ayewo arun kokoro kogbo'ogun (HIV)? a. Mo fe

a aye - - '
Papo ayewo b. Mo fe ayewo adanikanse . Ko fe kinse ayewo d. Mio mo e. Moro pe ko se

Pataki f. Mokoro ojusi cruggbbee g, Omiran (Je ki mo)

.....

20. Nje 1wo ati oko tabi afesona re jumo lo siile iwosan PMTCT? a.Beeni. “b.Beeko d.Mi o mo
¢.To ba je beeni 1o dahun sc ibere mejilelogun.

21.Tiidahun re si ibeere to wa ni ogun ba je beeko,kini iditi oko tabiatesona re ko se tele o si ilc

Iwosan PMTCTP? a. Oko koraye nibi ise b. Ko si Owo d.Ibeeru atako tabi ifini seleva e.lyooku
(je ki mo).........

22.Njc oko tabi afesona re ma n di gba ranolwo nipa-eto isuna owo nigba kugba ti oba fe yojust

ile iwosan nipa PMTCT? a. Beeni b, Beeko.

23 Nje  iwo ati oko re ti le ma. n gbaradi fun oyun miran? a.Beeni

b. Becko.

24. Nje oko tahi afesona rc ma digbate Ic o lo st ile 1wosan fun ibimo?u.Beeni b.Beeko d.Mi o

IMo.

25 Ti o ba ko lati ma ft omu fun omo.nje oko re tabi alesonua le ra Miliki fun omo na bi?a.Beeni

b.Beecko c¢. Miomo.

26.Gbedeke ortyin wo lo le fun oko tabi afesona re nipa atileyin lilo ilana PMTCT a.Oburu jai

b.Oburu.c. Ose few cme d. Odara ¢, Odara gan-an-ni £.0Okun oju osuwo.
SECTION 5: Haramo ART laarin awon obinrin ti oni Arun kogho'’ogun(HiV).
27 Nje o t1 le wa ni lori ogun lowolowo? a. Becni b. Beeko c¢. Mi o mo.

28.Nje a gba o ni 1imoran ati le lo ogun (ART)? a. Beent b. Beeko d.Mio mo.

29 Nje oko re t1 le wa lori ogun lowolowo? a. Beent b, Becko ¢.Mi o mo.
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30. [gbaWO lo wa |lon itoju ART')

| a.0dinni osu meta b, Odinniosu mefa c. Osu mefa s1 odun
kan d.Oju odun kan lo e. Omiran (ie ka mo)

31.Njeontasiko u ayasoto tun lilo ART? 3. Beent b. Becko.

32. To ba je heem ni ida: i | .
= m idaahun re si ibeere pokan-le-logbon.igbawo gaa-an ni o ro run fun o lati

ma lo ART? a4.0wuro b, Qosan c. lrole d. Ale.

33. Nje oti leman lo ogun ART nj jgba t oyan ni1 ojojumo? a.Beeni b.Beeko d.Mi o mo:

34. Nje dokita digha ka awon ogun re ni gbakugba to ba vojusi ile iwosan?a.Beeni.b.Beeko d.Mi
0 mo.

35- Nje ama tun n1 ko lo s1 odo oludamoran miran lehin igbati o-ba ka awon ogun re?a.Beeni

b.Beeko c¢. Mio mo d. Ti idahun si ibeere aarundin logoji baje beeko nje fo 1o s1 iketadinlogoj.

36.Kini id1 omiran lehin kika ogun?Mu 1dahun t1 ju eyokanlo. A.Mi o mo b1 mo sele lo ogu na

b.Mo ma n gbagbe d.Mo ma n ye adchun ti won funminiile iwosan e.Onuran(je ka mo).

37.Kini alaato to wa larin 1ghati ada fun o nile 1wosan? a.0jo me laann os¢ b.Ojo meta larin osa

d. Ekan loosu e, Emgji loosu . Ecmceta loosu g. Omiran(jc ka mo).

SECTIONG: Ojuse awon Okunrin nipa Haramo o ART.
38.Nje oko re tabi afesona.ma n ran lee t1 ati lo ogun re?a.Becent b.Becko d.Mi o mo.

39.Ba wo ntigha tt eama niran o leti ab lo ogun re se sun mora s1?7a.0joojumo b.Osese c¢. Osoosu

c.Onmiran(je ka mo):.
40.Nje oko re tabiafesona ti digba da o duro ati lo ogun ART reé? a.Beceni b, Beeko.
B1 beeko niidahun re si1 ibeetc ogoji.to lo s1 Eej le logoji.

4].To ba te beeni ni idaahun re si ibere to wa ni 0joji.ki ni awon idi si idaduro re?a.ogun na ama

se ni nijjamba b.laduro ogun d. Wahala to rom o oyun e.Aisi Alafia niiinu cbi.

42 Nje digba ma lo ogun rc?a.Beeni b.Bcen d.Mi 0 mo.

43. Nje otr digba malo ogun re fun b1 jjo meta? a.Beenm h. Bécko ¢ Mi 0 mo.
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pelu awon ART ni adugbo r

Adupe fun akoko re.
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APPENDIX 11l

FOCUS GROUP DISCUSSION (FGD) GUIDE

FGD ldentitication Number:
-—-'_—‘_—_—_._____-

Facihty/PMTCT centre

e —————
—_— e

Date: May 23, 2016

MALE INVNOLVENMENT AND INFLUENCE ON . ADIIERENCETO

ANTIRETROV IRAL THERAPY . MONG HIV POSITIVE WOMEN ATTENDING
CLINIC IN KOGI STATE. NIGERIA,

This study is aimed to investigate male involvement and influence on adherence to antiretroviral

therapy among HIV positive women attending clinic in Kogi State, Nigeria. All the information
you give will be confidential and you will not be associated withuany information given during the
discussion® We would also like to record your responses so'that we can correctly capture your thoughts

and 1deas. You may refuse to respond to any question or withdraw from the discussion at any time, Please
sign/thumb print below 1f you agree to be part of this locus group:

Signaturc/Thumb Print:

I  Conduct a warm up scssion of the discussion

e Introduction of the facilitator. note taker. recorder and principal investigator

e Introduction ol ¥GD by-facilitator — objectives, timing, purpose of tape rccording, devclop
rapport and scl ground rulcs agreed by all

e Need forscassurance on confidentiality and obtaining consent [rom the group.
2 Knowledge about HIV/AIDS, PMTCTY, and ART

e Do you know about HIV/AIDS?
e _.Is mother- to- child transmission ot HIV (MTCT) possiblc?
e _What do you know about antiretroviral drugs?
Probe: Modes of transmission and prevention. Uses and iinportance of ART

3 Malc involvement in PMTCT and ART adherence in pregnancy

. What do you know about male involvcinent in PMTCT and ART adherence by HIV positive
women?
Probe: Roles ol male partners in uptake ot HCT, PMTCT and ART. Pattern and levcls of malc
partners support in ART adherence in pregnancy (financial. accompany to the clinic, emnotional).
3 Barriers and facilitators of male involvement in ART adherence ih pregnancy

e What are the factors that can influence/promote or serve as barniers to male ivolvemnent in ART
| TR Thank vou for vour time...
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e APPENDIX V
e KEYINFORMANT INTERVIE\V

(KII) TOPIC GUIDF
* Kll ldentification Number-:
Faality: |
Datc: .luﬁ:_ﬁfﬂ'f’jmg_
’\\I\[\ILIFI: |1§\ OLP\' E.\-IE:\ET .-t\l\sl) INFLUENCE ON ADHERENCE TO
i \I.EI“RO\ IRANL THERAPY AMONG HIV POSITIVE WOMEN
ATTENDING CLINIC IN KOG STATE. NIGERI] A,

The p}erose of this study is 10 investigate male involvement and influence in.adherence
10 antiretroviral therapy among HIV positive women attending antenatal clinic in Kogi
State. The information you give shall be confidential and you will'not be associated with
any information gijven during the discussion. We would also like 1o record your responses
so that we can correctly capture your thoughts and ideas..You may refuse to respond to

any question or withdraw from the discussion at any time. Please sign/thumb print below
1If you agree to be part of this focus group: Signature/Fhumb Print:

] Conduct a warm up scssion hefore the interview

* [ntroduction of the intervicwer. note takernand princepal investigator

 [ntroduction by the interviewer: the research and 11s objectives.reasons for tape recording elc.

« Reassurance on conlidentiality and obtaining consent from the nerviewce

2 Information about male partners perceptions and involvement in HCT, PMITCT and ART

uptake

e« What arc the male partner’s views about HCT i pregnancy?
e What are their perception about accompany spouse 1o ANC/PMTCT climic?
e Do they support pregnant partners to uptake and adhere to ART?

Prompts: Male in HCT. PMTCT. infant leeding choices. ART uptalke and adherence.
3 [actors influencing nuile involvement in ART adherence in pregnancy.

e * What is the ART adherence rates among pregnant women? Docs it exceed 95% optimal
adherence? What are the motivation/challenges reported by the women about their male
partners involvement in this PMTCT programme? \What can be done to promotc male
participation?

Prompts: Default rate, Reasons for missing medications, male partners as adherence
counselors, male partners in A RT support group, meeling days and average attendance. Any
neans of inviting male partners to Pi ITCT chice.

Thank you {or your time
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ECWA HOSPITAL EGBE

PM.B 202,
EGBE,
KOGI STATE.
NIGERIA.

5™ Tune 2014

Mr. Nweri Chukuma Hyacinth
edical Laboratory Department
ECWA Hospital Egbe
.M B 202
gbe, Kogi State,

ARANCE\APPROVAL

our letter dated 12" May 2014 to this committee on the above subject refer: after due consideration
by the Institution Ethical Review Committee ; your research proposal Titled “ MALE
INVOLVEMENT AND INFLUENCE ON ADHERENCE TO ANTIRETROVIRAL THERAPY
AMONG HIV POSTIVE WOMEN ATTENDING ANTENATAL CLINIC IN EGBE KOGI

STATE NIGERIA™: has been cleared ethically.

You are however required to seek extension of time if this work is not commenced within the next six
month of this approval.

You are also required to submit a copy of completed work to this comtmittee for the Hospital Library.

On behalf of the committee | wish you success in this worthy academic exercise.

g

Yours sincerely

- ]
<4 - =3
&' =% v [ A - e

Dﬁﬁedare, Amos Olufemi mb; bs (abu), m.com.h (0au), fwacp (fm)

s ¥ S

. ﬂ-r*,;""" X "'m”fa—‘
'J"':Jt Il:'j‘-.; 1

Chairman Ethical Review Committee

i.l'.i.,l-"ll'l Ill.li-"-l" it

A‘Ff fE&H REPOSITOR LFLL‘ -
.;.ﬂr-





