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ABSTRACT

Background: The prevention of mother-to-child transmission (PMTCT) of HIV/AIDS is an
essential intervention to mitigate new HIV infections among newborns. Male partner involvement
plays a vital role in improving PMTCT outcomes by supporting HIV-positive pregnant women in
adhering to treatment regimens and making informed decisions. This study aimed to assess the level
of male partner involvement in PMTCT services among HIV-positive pregnant women attending
adult HIV care at Nnamdi Azikiwe University Teaching Hospital (NAUTH) in Nnewi, Anambra
State, Nigeria. Material and methods: A cross-sectional study was conducted from October 2019
to March 2020 among 427 HIV-positive pregnant women attending adult HIV care at NAUTH. A
structured questionnaire was used to collect data on socio-demographic characteristics, male partner
involvement, and barriers to involvement. An observational checklist was also used to determine the
factors and effects of male partner involvement in PMTCT in correlation to their female
counterparts’ reports. Descriptive and inferential statistics were used for data analysis. Results: The
findings revealed that 13.8% of the participants reported male partner involvement in PMTCT
services. However, the level of involvement varied significantly across different aspects of PMTCT,
with higher involvement observed in HIV testing and counseling (81.0%) and lower involvement in
the number of times of attendance of more than twice (3.3%). Factors such as distance to the health
facility, higher education level of partners, and having discussed the feeding options for the baby
were positively associated with male partner involvement. Conclusion: The study highlighted the
importance of enhancing male partner involvement in PMTCT services to optimize HIV/AIDS
prevention efforts among infants. Efforts should focus on improving knowledge and awareness of
PMTCT among men and addressing socio-cultural barriers. Integrating strategies to actively engage
male partners within the existing healthcare system can strengthen PMTCT programs and improve
health outcomes for both mothers and infants.

Introduction

control the spread of the virus [1]. Vertical

Human immunodeficiency virus (HIV) Fransmission is the rTlpst common route-of HIV
remains a major global challenge despite decades of infection for HIV-positive children under five years

advocacy and investment in programs to prevent and

[1-4].
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Prevention of mother-to-child transmission
(PMTCT) program comprises a range of
interventions, including improved antenatal
services, pre and post-test HIV counseling, and
testing for pregnant women, use of highly active
antiretroviral drug prophylaxis for HIV-positive
mothers during pregnancy, a short course of
antiretroviral drugs for the baby, counseling on
options for safer infant feeding practices and
continued follow-up and treatment for HIV positive
mothers and their children for the first 18 months of
the child’s life [3]. The new Sustainable
Development Goals (SDGs) heightened emphasis
on the prevention of mother-to-child transmission in
the context of better health for mothers and their
children [5].

Aside from the prevention of mother-to-
child transmission of HIV/AIDS, male involvement
in the PMTCT helps in maintaining family health
and compliance with HIV treatment and prevention
[3, 6]. It has been recognized as a priority focus area
to be strengthened in the prevention of mother-to-
child transmission but, it remains a challenge in
most low- and middle-income countries especially
in sub-Saharan Africa including Nigeria [5].

According to WHO, male partner
participation has been associated with positive
outcomes; greater use of antiretroviral therapy
(ART), higher acceptance of post-test counseling
among pregnant women, and increased spousal
communication about HIV and safe sex [7, 8]. Male
participation also helps with the initiation of ART
and compliance [9, 10], raises the chances of giving
birth at the health facility, and increases the rate of
antenatal care (ANC) attendance [11]. However,
several factors influence male involvement in
PMTCT services, they can be categorized into
health systems, community level, personal and
family factors [12-14].

With a male partner participating in the
prevention of mother-to-child transmission of
HIV/AIDS, the couple has an opportunity to make
informed decisions together on living positively
with HIV, share responsibility for preventing HIV
transmission to the unborn child, discuss safer sex
practices, as well as to make informed decisions to
access care and treatment [15, 16].

Statement of the problem

Globally, more than 70 million people have
been infected with HIV and, have claimed more than
35 million lives so far [1]. According to the World

Health Organization, approximately, 36.7 million
people were living with HIV at the end of 2016, with
1.8 million people becoming newly infected
worldwide. About 76% of pregnant and
breastfeeding women living with HIV are receiving
antiretroviral therapy and about 95% of HIV-
infected children have acquired infection from their
mothers [1]. Without any intervention, the
prevalence of mother-to-child transmission (MTCT)
cumulatively from pregnancy to cessation of
breastfeeding ranges from 25.0% to 48.0% [2, 4,
17].

One of the challenges facing the prevention
of mother-to-child transmission of HIV programs in
sub-Saharan Africa includes a lack of male partners’
support as well as domestic violence [1, 18]. These
projects aim to assess the level of male partner
involvement in PMTCT of HIV/AIDS among HIV-
positive pregnant women attending Adult HIV care
in NAUTH, Nnewi.

Study area

The study was carried out at the Adult care
unit of Nnamdi Azikiwe University Teaching
Hospital, Nnewi. Nnamdi Azikiwe University
Teaching Hospital (NAUTH) is a federal university
teaching hospital in Southeast East Nigeria, located
in Nnewi, a town well known for the fabrication and
sale of automobile spare parts [19]. The NAUTH,
Nnewi, is one of the two facilities in Anambra
offering comprehensive HIV/AIDS services in
Anambra state [20]. It has outstations (annexes) at
Ukpo, Umunya, Neni, Onitsha, and Oba

The HIV Clinic has a total of 13,905
enrolled HIV-infected individuals accessing
services. This study was a cross-sectional,
descriptive study involving HIV-positive pregnant
women attending the Adultcare HIV Unit of
Nnamdi Azikiwe University Teaching Hospital
Nnewi.

Sampling technique

A systematic random sampling technique
was used to obtain the minimum number of study
participants. All eligible HIV-positive pregnant and
consenting women attending the PMTCT Unit,
NAUTH from the clinic attendance register served
as the sampling frame. The sampling interval “K”
was calculated by dividing the monthly attendance
(650) at the time of study i.e., the sampling frame
with the minimum sample size (427).
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Data collection

A qualitative method of data collection was
used to elicit information from the respondents
(face-to-face interview and focus group discussion).
A pre-tested, structured questionnaire adopted from
the Nigeria Demographic and Health Survey
(NDHS, 2013) was used to elicit information from
the respondents on socio-demographic profile, level
of partner’s participation, factors affecting male
participation in various PMTCT services as
perceived by the women, effects of male
participation, with the help of research assistants,
who have been trained on the data collection
procedures.

Data analysis and management

Data collected from the questionnaires
were entered, cleaned, coded, and analyzed using
International Business Machine, Statistical Package
for Social Sciences (IBM-SPSS) for Windows
version 22. Bivariate (Pearson’s Chi-square test)
analyses were conducted to ascertain if there is a
statistically ~ significant  association  between
(categorical) independent and dependent variables.

Ethical approval and clearance for this
study were sought and obtained from the Nnamdi
Azikiwe University Teaching Hospital Institutional
Research Ethics Review Committee, before the
commencement of the study (NAUTH/CS/66/
VVOL.12/228/2019/091).

Results

A total of 500 questionnaires were
distributed to assess male partner involvement
among HIV-positive pregnant women attending the
Adultcare HIV Unit of Nnamdi Azikiwe University
Teaching Hospital Nnewi. Only 461 were returned,
giving a response rate of 92.2% the result is
presented as follows: The majority of 256 (60%) of
the respondents were aged between ages 22-25 years
(as of their last birthday), with a mean age of 27.5 +
6.9 (Table 1). The majority of their spouses 266
(62.3%) were aged between 25-40 years (as of their
last birthday). Slightly above half of the respondents
216 (50.6%) attend ANC from their residence in
rural areas while the remaining 211(49.4%) reside in
urban areas. Most of the respondents 415 (97.2%)
were Christians and were mainly of the Igbo tribe
418 (97.9%). Thirty-three (7.7%) of the participants
were unmarried at the time of this study. More than
half of the respondents 296 (69.3%) were currently
employed with only 54 (12.6%) of them having
attained the tertiary level of education, however, 63

(14.8%) of their husbands have attended tertiary
education before this study. The majority of the
respondents 261(61.1%) had a monthly income of
more than 18,000 NGN.

The result showed that only 59(13.8%) of
the respondents had their male partners attend
PMTCT visits with them of which 24(5.6%)
attended such visits only once. However, 236
(55.3%) of the respondents had male partners who
knew their PMTCT appointment dates. The majority
255(59.7%) of the respondents had discussed
PMTCT healthcare with their partners. More than
fifty percent 244(57.1%) and 134 (31.4%) had
discussed the place of delivery and feeding options
for the baby with their partners respectively. While
60 (14.1%) had partners who know what happens in
the PMTCT clinic.

In terms of the relationship between the
uptake of PMTCT among male partners and socio-
demographic variable, the respondent’s residence,
educational level of the respondent, as well as
husband's educational level showed a statistically
significant relationship with the level of uptake of
PMTCT by male partners (p<0.05). Being educated
(both respondents and their partners) increased the
tendency of male partner involvement.

After analysis using binary logistic
regression those respondents whose spouses reside
close to the healthcare center were 2 times more
likely to be involved in PMTCT of HIV/AIDS
compared to those who live far from the health
facility (AOR: 1.93, ClI: 1.091 — 3.418, p - 0.024).
Those who attended tertiary education were more
likely to participate in PMTCT activities compared
to those who had no formal education (AOR: 204.9,
Cl:54.17 - 777.25, p - <0.001). Also, those who did
not discuss the place of delivery for the baby with
their partners were 98% less likely to be involved in
PMTCT of HIV/AIDS compared to those who did
(AOR: 0.02, CI: 0.002 —0.129, p - <0.001).

Three hundred and eighty-eight (90.9%) of
the respondents had partners who had tested positive
for HIV, and 346(81.0%) of them tested positive. A
large proportion of the respondents (83.1%) were
not using condoms at the time of this study, with 35
(8.2%) admitting to using condoms in their last
sexual intercourse. Less than one-third of the
participants are planning to have more children, with
more than half of the respondents admitting to
having gotten the suggestion from a healthcare
provider. The majority of the respondents 354
(82.9%) claimed that their partners knew PMTCT.



Ekeocha EJ etal./ Microbes and Infectious Diseases 2024; 5(2): 489-500

492

Of the spouses of the respondents,
390(91.3%) were aware of their status and
335(78.5%) of them had partners that encouraged
them. About 15(3.5%) of the respondents had
partners that maltreat or abuse them because of their
status with Neglect being the most common form of

abuse 6(1.4%). Most 302(70.7%) of the respondents
had partners that remained with them after knowing
their status. The most common reasons why their
partners remained with them after knowing their
status were because they were also positive and
because of financial implications 80 (18.7%) and 79
(18.5%) respectively.

Table 1. Baseline socio-demographic and clinical characteristics of the respondents
Variables NO. Percentage (%)
Age (as at last birthday)

less than 22 102 23.9
22-35 256 60.0
more than 35 69 16.2
Mean =27.48, SD = 6.937

Distance

Close 216 50.6
Far 211 494
Religion

Christianity 415 97.2
Islam 7 1.6
Traditionalist 5 1.2
Ethnicity

Igho 418 97.9
Hausa 6 14
Yoruba 3 0.7
Relationship status

Married 394 92.3
Unmarried 33 7.7
Employment status

Currently working 296 69.3
Not working 128 30.0
Retired 3 0.7
Education level

No formal 121 28.3
Primary 141 33.0
Secondary 111 26.0
Tertiary 54 12.6
Number of Children

None 29 6.8
less than 4 271 63.5
4 and above 127 29.7
Co-habitation duration

1-3 220 51.5
4-6 73 17.1
7-9 76 17.8
more than 9 years 58 13.6
Husbands Age

Less than 25 101 23.7
25-40 266 62.3
More than 40 60 14.1
Husband Education level

No formal 119 27.9
Primary 134 314
Secondary 111 26.0
Tertiary 63 14.8
Occupation

Farmer 104 24.4
Trader 98 23.0
Civil servant 100 234
Avrtisan 91 21.3
Unemployed 34 8.0
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Monthly Income

Less than 18,000 166 38.9

18,000 and above 261 61.1

Table 2. Level of male partner involvement (MPI) among the respondents

Variables NO. Percentage (%)
Do you attend PMTCT care visits with your partner?
Yes 59 13.8
No 368 86.2
Number of times of attendance with your partner
Once 24 5.6
Twice 21 4.9
More than twice 14 33
Does your partner know your PMTCT appointment times
Yes 236 55.3
No 191 447
Has your partner been asked to take an HIV test?
Yes 342 80.1
No 85 19.9
Have you discussed PMTCT health care for your baby with your partner?
Yes 255 59.7
No 172 40.3
Have you discussed the place of delivery for the baby with your partner?
Yes 244 57.1
No 183 429
Does your partner support your PMTCT visits financially?
Yes 300 70.3
No 127 29.7
Does your partner know what happens in the PMTCT clinic?
Yes 60 141
No 367 85.9
Did health professionals inform you to use condoms during the time of your
pregnancy?
Yes 345 80.8
No 82 19.2
Have you ever counseled and tested for HIV together with your partner at a PMTCT
clinic?
Yes 346 81.0
No 81 19.0
Has your partner discussed feeding options for the baby with you?
Yes 134 314
No 293 68.6
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Table 3. Association between male partner involvement and socio-demographics

Do you attend PMTCT care visits with your partner? X2 p-value

Variables Yes No
Age

less than 22 12(11.8) 90(88.2)

22-35 40(15.6) 216(84.4) 1.845 0.398
more than 35 7(10.1) 62(89.9)

Distance

Close 38(17.6) 178(82.4) 5.23 0.022*
Far 21(10.0) 190(90.0)

Religion

Christianity 58(14.0) 359(86.0)

Islam 1(14.3) 6(85.7) 0.81 0.666
Traditionalist 0(0.0) 5(100.0)

Relationship status

Married 53(13.5) 341(86.5) 0.572 0.449
Unmarried 6(18.2) 27(81.8)

Ethnicity

Igho 58(13.9) 360(86.1)

Hausa 0(0.0) 6(100.0) 1.923 0.382
Yoruba 1(33.3) 2(66.7)

Employment status

Currently working 41(13.9) 255(86.1)

Not working 17(13.3) 111(86.7) 0.991 0.609
Retired 1(33.3) 2(66.7)

Education Level

No formal 2(1.7) 119(98.3)

Primary 6(4.3) 135(95.7) 226.3 <0.001*
Secondary 8(7.2) 103(92.8)

Tertiary 43(79.6) 11(20.4)

Number of Children

None 5(16.7) 25(83.3)

less than 4 37(13.7) 234(86.4) 0.020 0.889
4 and above 18(14.2) 109(85.8)

Co-habitaion duration

1-3 23(10.5) 197(89.5)

4-6 14(19.2) 59(80.8) 4.670 0.198
7-9 12(15.8) 64(84.2)

more than 9 years 10(17.2) 48(82.8)

Husbands Age

Less than 25 12(11.9) 89(88.1)

25-40 41(15.4) 225(84.6) 1.62 0.445
More than 40 6(10.0) 54(90.0)

Husband Education level

No formal 3(2.5) 116(97.5)

Primary 2(1.5) 132(98.5) 306.9 <0.001*
Secondary 1(0.9) 110(99.1)

Tertiary 53(84.1) 10(15.9)

Occupation

Farmer 15(14.4) 89(85.6)

Trader 15(15.3) 83(84.7)

Civil servant 16(16.0) 84(84.0) 2.568 0.633
Avrtisan 8(8.8) 83(91.2)

Unemployed 5(14.7) 29(91.2)

Monthly Income

Less than 18,000 25(15.1) 141(84.9) 0.352 0.553
18,000 and above 34(13.0) 227(87.0)
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Table 4. Association between male partner involvement and u

ptake of PMTCT

Variables

Do you attend PMTCT care
visits with your partner?

Yes

No

XZ

P value

Has your partner been asked to take an HIV test?

Yes

51(14).9

291(85.1)

1.730

0.188

No

8(9.4)

77(90.6)

Have you discussed PMTCT health care for your baby with your
partner

Yes

59(23.)

196(76.9)

46.2

<0.001*

No

0(0.0)

172(100.0)

Have you discussed the place of delivery for the baby with your
partner

Yes

59(24.2)

185(75.8)

513

<0.001*

No

0(0.0)

183(100.)

Does your partner support your PMTCT visits financially

Yes

38(12.7)

262(87.3)

1.121

0.290

No

21(16.5)

106(83.5)

Does your partner know what happens in the PMTCT clinic?

Yes

11(18.3)

49(81.7)

1.196

0.274

No

48(13.1)

319(86.9)

Did health professionals inform you to use condoms during the
time of your pregnancy?

Yes

43(12.5)

302(87.5)

2.764

0.096

No

16(19.5)

66(80.5)

Have you ever counseled and tested for HIV together with your
partner at a PMTCT clinic?

Yes

52(15.0)

294(85.0)

2.248

0.134

No

7(8.6)

74(91.4)

Has your partner discussed feeding options for the baby with you?

Yes

59(44.0)

75(56.0)

149.7

<0.001*

No

0(0.0)

293(100.0)

Table 5. Effects of male partner involvement in PMTCT of HIV/AIDS

Variables

NO

Percentage

Have your husband tested for HIV?

Yes

388

90.9

No

39

9.1

What is his HIV status?

Positive

346

81.0

Negative

81

19.0

Does your husband drink Alcohol?

Yes

168

39.3

No

259

60.7

Avre you currently using condoms for PMTCT?

Yes

72

16.9

No

355

83.1

Did you use a condom in your last sexual intercourse?

Yes

35

8.2

No

392

91.8

Did you discuss future pregnancy with your partner?

Yes

267

62.5

No

160

375

Avre you planning to have more children?

Yes

126

29.5

No

301

705

Did your health care provider advise you whether to have a baby or not

Yes

272

63.7

No

155

36.3

Does your husband know PMTCT of HIV/AIDS?

Yes

354

82.9

No

73

171
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Discussion

The majority 256 (60%) of the respondents
were aged between ages 22-25 years (as of the last
birthday), with a mean age of 27.48 £6.937. The
level of male partner involvement in this study was
poor, as a low proportion (13.8%) of the respondents
had male partners who attended PMTCT visits with
them. Only about 3.3% attended the visits more than
twice. This finding is not harmonious with the study
carried out in Jos which recorded a very high
prevalence (80.5%) of male partner involvement in
activities of PMTCT [21]. Similarly, a study
conducted in South Africa showed higher levels of
male partner involvement where 44.1% of male
partners reported involvement in most or all
specified male partner involvement activities [22].
This could also be attributed to the relatively higher
level of education and awareness as well as lower
levels of HIV stigma in South Africa as compared to
other parts of Africa.

Several factors have been shown to
influence male partner involvement in PMTCT.
Women who knew PMTCT were found to have
more uptake of PMTCT, also the more educated
folks among them were found to have male partners
that were more likely to be involved in PMTCT.
This was not limited to the educational level of the
woman, but the man as well. Other factors including
residence were found to be a predisposing factor
towards male partners’ involvement. Those whose
residences were closer to the facility in Nnewi were
more likely to have their male partners involved in
PMTCT than those who lived in urban areas (outside
the town). The findings of these studies are similar
to the studies conducted by other researchers that
showed that most males do not participate in
PMTCT programs because they do not realize their
importance due to inadequate knowledge about the
programs, while in the community which poses
negative perceptions towards the programs [23, 24,
25].  Well-informed men will be more likely to
participate positively in the decision-making for the
well-being of the couple, and women with
supportive partners will be more motivated to
undergo HIV testing, return for the HIV test result,
and to discuss the HIV results with their partner, and
the well-informed couple may be more likely to
adopt a low-risk behavior and increase mutual
support, regardless of the test result [26]. This
finding is in line with the outcome of this study as
the majority of the respondents had discussed

PMTCT healthcare, place of delivery, and feeding
options for the baby respectively with their partners.
Similarly, in another study; older age, higher
educational attainment, being employed, cohabiting,
and monogamous marriages were found to be
positively associated with male partner involvement
[27]. On the contrary, in this study, age, employment
status, and cohabitation were not statistically related
to male partner involvement.

Male participation in PMTCT may have
several impacts in PMTCT. In this study, the men
being aware of their female counterpart's status
stimulated them to encourage and support their
activities. There was also less incidence of abuse
among respondents whose male partners
participated in PMTCT when compared to those
who did not. This finding is similar to an
interventional and observational study on male
partner involvement in PMTCT conducted in sub-
Saharan Africa that recorded a great association
between reported gender-based violence and male
partner involvement; as data showed that those
mothers whose partners are involved in PMTCT are
98% less likely to be involved in violence than those
whose partners are not involved into PMTCT. This
is most likely due to the sense of belonging,
responsibility, and involvement the male partner
receives during the PMTCT visits [28].

The Prevention of Mother-to-Child
Transmission of HIV (PMTCT) is an essential
health intervention aimed at preventing the
transmission of HIV from an HIV-positive mother
to her child during pregnancy, delivery, or
breastfeeding. Male partner involvement is crucial
in ensuring the success of PMTCT programs.
However, poor male partner participation is a
significant challenge in many PMTCT programs,
especially in low-resource settings. The focus group
discussion carried out in this study was based on the
findings from the observational Checklist used
among male partners of women who accessed
PMTCT care at Nnamdi Azikiwe University
Teaching Hospital and gave their consent. It aimed
to determine the level, factors, and effects of male
partner involvement in PMTCT compared to their
female counterparts’ reports.

The focus group discussion comprised 20
participants drawn from PMTCT visits who are
male partners of HIV-positive women attending
PMTCT at Nnamdi Azikiwe University Teaching
Hospital, Nnewi. Out of 59 women who attended
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PMTCT with their male partners, only 20 (33.90%)
agreed and gave consent to participate in the focused
group discussion. Of the 20 participants who
completed the questionnaire, 5 (25%) reported that
they always attend PMTCT care visits with their
female partners, while 6 (30%) reported that they
sometimes attend. The remaining 9 (45%) reported
that they never attended. These findings are in
harmony with the outcome of Nkhoma et al. [29].
It also corresponds with their female partners’
reports. It also showed that male partner
participation in PMTCT care visits was relatively
low among the participants.

In terms of factors that may influence male
partner involvement in PMTCT, the Findings from
this study showed that a significant number of male
participants (6 out of 20, or 30%) reported that they
did not know their partner's PMTCT appointment
time, while 6 (30%) also stated that did not know
what happens in the PMTCT clinic. This suggests
that a lack of knowledge about PMTCT may be a
barrier to male partner involvement in this study,
and it is in tandem with other work carried out [26].

In terms of communication; a significant
number of participants (9 out of 20, or 45%)
reported that they had not discussed PMTCT
healthcare services for their baby with their partner,
while 8 (40%) had not discussed feeding options for
the baby. This suggests that a lack of
communication between partners may be a barrier to
male partner involvement and corresponds to the
findings of other works [25].

Concerning stigma and fear of HIV testing;
although all participants had been asked to take an
HIV test before, 2 (10%) reported that they had
never been tested. This suggests that stigma and fear
of HIV testing may discourage some male partners
from getting tested and becoming involved in
PMTCT.

Substance abuse was also one of the factors
highlighted. It was observed that a significant
number of participants (8 out of 20, or 40%)
reported drinking alcohol, and 6 (30%) reported not
using condoms. One of the participants went further
to state that there is no need to use condoms since
my wife and | are already infected with HIV. This
suggests that substance abuse may be a barrier to
male partner involvement in PMTCT.

Poor male partner involvement in PMTCT
can have several negative effects; which may lead to
poor health outcomes, increased risk of HIV
transmission, and gender-based violence. In this

study, several participants (7 out of 20, or 35%)
reported that they had not discussed the place of
delivery for the baby with their partner. This implies
that poor male partner involvement in PMTCT may
lead to poor health outcomes for the baby.

Several participants (4 out of 20, or 20%)
reported that they did not use condoms in their last
sexual intercourse. This indicates that poor male
partner involvement in PMTCT may increase the
risk of HIV transmission between partners. One
participant reported that they maltreated or abused
their partner at home because of her HIV status, with
the most common form of abuse being neglect. This
suggests that poor male partner involvement in
PMTCT may increase the risk of gender-based
violence against women.

Male partner involvement in PMTCT is
critical for the success of PMTCT programs, yet it
remains a challenge in many settings. This study has
identified several factors that influence male partner
involvement in PMTCT, including poor health
outcomes for the baby, increased risk of HIV
transmission, and gender-based violence. These
findings suggest the need for interventions that
address these barriers and promote male partner
involvement in PMTCT to improve the quality of
care and support for pregnant women living with
HIV/AIDS.

Conclusion

In a society that strives to reduce the
incidence of HIV, PMTCT plays a key role. PMTCT
is better achieved when there is cooperation between
both male and female partners. This study shows
that the level of male partner involvement and
uptake of PMTCT is still on the low side. This could
be attributed to the level of education of both parties
involved, the proximity to the health center,
relationship status, and other salient factors.

The outcome of this study also highlighted
that male participation in PMTCT of HIVV/AIDS will
increase the uptake of PMTCT, as partners will be
more involved in decision-making processes
regarding their children; such as place of birth,
feeding options, and use of condoms. Participation
in PMTCT will also lower the incidence of abuse
faced by HIV-positive women.

It is recommended that continuing health
education to the public on the importance of male
participation and cooperation in PMTCT of
HIV/AIDS should be made a priority.
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