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Women’s Attitudes Toward Their Partners’ Involvement
in Antenatal Care and Prevention of Mother-to-Child

Transmission of HIV in Cameroon, Africa
Godlove N. Nkuoh, RN, CMMH, Dorothy J. Meyer, CNM, MPH, Emmanuel M. Nshom, MSc

Introduction: Although the HIV epidemic has stabilized worldwide, it remains a public health challenge in sub-Saharan Africa. The key strategy
to prevention and control of HIV remains voluntary counseling and testing. In sub-Saharan Africa, 76% of pregnant women have at least one
antenatal visit. Therefore, antenatal care is a venue through which women can access HIV testing, and, if infected, obtain care for prevention
of mother-to-child transmission (PMTCT). Public health organizations have promoted increasing HIV testing of men by incorporating partner
testing into antenatal care. Recent studies have shown that African women may not be receptive to their partner’s involvement in obstetric care
secondary to cultural attitudes and traditional beliefs.

Methods: A quality improvement project surveyed women to identify their attitudes and beliefs concerning antenatal care, PMTCT, and partner’s
participation in antenatal care and testing.

Results: Women viewed antenatal care as important to having a positive pregnancy outcome and the primary venue through which they accessed
HIV testing. Most women (83.8%) were receptive to their partners’ involvement in antenatal care and identified increased partner participation
over the past 5 years. Women (98.2%) said men’s primary role was payment for obstetric care. Cultural and gender-based attitudes and beliefs
were identified as barriers to HIV testing of men.

Discussion: Women viewed antenatal care as important to a positive pregnancy outcome with access dependent on their families’ finances and
their partners’ ability and willingness to pay for their care. Although pregnancy has traditionally been viewed as a women’s affair, the majority of
women wanted their partners to participate in their care, including receiving HIV counseling and testing. Women identified men’s involvement as
an individual belief, saying that many in their community were not supportive of male participation in antenatal care. Multiple options, including
couples testing in antenatal clinics, should be available to increase HIV testing in men.
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support this involvement are warranted.

+ This study assessed women’s beliefs about antenatal and HIV care, and their partners involvement in that care.

+ Most women (84%) thought it was good for men to come with them to the antenatal clinic. However, less than half (42%)
had invited their partners and only one-quarter of the women (23%) have had their partner come.

+ Women whose partners had been invited and did not come said the most common reason was because he did not have

4+ These findings suggest women’s attitudes toward men’s involvement in antenatal care is changing, and further efforts to

testing and antenatal care, including acceptance of partner
involvement in their care. Although the intent of this project
was a specific public health program improvement effort for
the involved agencies, some of the findings have implica-
tions for antenatal care and PMTCT programs in Cameroon
and Africa, especially concerning women’s beliefs regarding
antenatal care and their partner’s participation. These atti-
tudes and beliefs impact women’s utilization of antenatal and
PMTCT services.

BACKGROUND

The Cameroon Baptist Convention Health Service (CBCHS)
is a private, faith-based health care system consisting of 5
hospitals, 24 health centers, and 43 primary health centers.
Mbingo Baptist Hospital (MBH) is a referral center in the
northwest region of Cameroon, providing outpatient and in-
patient services. The inpatient care includes 250 surgical,
medical, obstetric, pediatric, orthopedic, and Hansen disease
beds. The obstetric unit has 20 beds, with 650 to 700 births
yearly. The MBH provides outpatient care for a local popula-
tion of approximately 8500 people who live in the Boyo Di-
vision, Fundong Health District. The outpatient care includes
primary care, urgent care, emergency care, and multiple spe-
cialty clinics. Antenatal clinics are held twice a week, with an
average of 250 women registering yearly.

In 2000, the Elizabeth Glaser Pediatric AIDS Foundation
provided a grant to initiate a PMTCT program. This pro-
gram was begun in 2 CBCHS hospitals and has grown to
serve more than 400 government, private/occupational, other
nongovernmental, and additional Baptist Convention facili-
ties in 6 of the 10 regions in Cameroon. The antenatal clinics
have integrated PMTCT into routine care in all facilities. In
2010, 102,179 women received HIV counseling, with 97.8%
of women accepting testing and 5.5% testing positive for HIV.

The MBH PMTCT program staft consists of 9 counselors
and support staff. This staff provides on-site services as well
as support services to 71 additional facilities within 100 km of
MBH. The program has always made HIV testing available to
the pregnant woman’s partner. In 2005, the CBCHS received
funding from the United States Agency for International De-
velopment Action for West African Region (AWARE) Project,
with one of the conditions being to increase male HIV testing
through antenatal care (Men as Partners).?!?> Although mul-
tiple strategies were instituted to increase the number of men
participating in antenatal care and having HIV tests, their in-
volvement did not exceed 20%.
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In 2009, a quality improvement study was done to identify
barriers to male participation in antenatal clinic and HIV test-
ing.?* The published report was presented to the MBH staff
in September 2010. In general, the study findings were con-
firmed and supported by the staff. Yet, many staff suggested
that women themselves may not approve of or accept part-
ner involvement or wish that their partners be involved in
their antenatal care. In this study, cultural and traditional be-
liefs were shown to be barriers to male participation, but the
men did not identify women’s personal attitudes to be bar-
riers. The number of staff who espoused this view and the
passion of their belief was concerning. Their comments are
further supported by recent publications presenting African
women’s cultural attitudes as barriers to HIV testing in preg-
nancy and their partner’s involvement.?*~%” After discussing
the staff's comments, it was thought important to expand the
previous quality improvement initiative to delineate women’s
perceptions and beliefs.

METHODS

This study was conducted in Mbingo Village, consisting of
2300 individuals living within 5 km of MBH. Mbingo Village
inhabitants primarily belong to the Kom kingdom. A king-
dom is ruled by a fon, the head of the traditional government.
Villages are self-governing and presided over by a village head,
who is assisted by a council of elders.

For comparability and consistency, women were surveyed
in the same village areas where the men’s survey was con-
ducted. The men’s survey questionnaire was modified to ad-
dress common women’s health data. A literature search was
done to identify similar studies and review study questions
and questionnaires with additional modifications based on
these references. The study questionnaire was then reviewed
by multiple consultants, staff, and community members for
technical and cultural input. After all input was incorporated,
the questionnaire was evaluated by a focus group of local
women and PMTCT staff. Final modifications were made
with the input of these focus groups. The questionnaire con-
sisted of both closed and open-ended questions, with answers
categorized into probable responses, an “other” answer space,
and a “did not wish to answer” variable.

Three study assistants were trained to obtain informed
consent, administer the survey, and record the responses. The
survey was verbally administered in English and Cameroon
Pidgin English. Although not the official language, Cameroon

Volume 58, No. 1, January/February 2013



Pidgin English is the daily language spoken in the homes, mar-
kets, and churches in the northwest region. Responses were
not prompted, and the participants were not given options
for selection. No PMTCT or obstetric staff participated in the
survey. A convenience methodology was used, with the study
assistants going house to house and farm to farm from Jan-
uary through March 2011. The study was explained, and each
woman was interviewed for eligibility to participate. The eli-
gibility criteria included: 1) being aged 18 years and older and
2) being currently pregnant or previously pregnant.

Women who met the eligibility criteria were invited to
participate. It was explained that no identifying information
would be collected, there would be no penalty for nonpartic-
ipation, and questions could be answered or not answered as
the woman wished. No incentives were given to the partic-
ipants. All participants gave verbal consent, and no woman
declined to participate. Based on village population estimates,
90% of eligible women participated in the survey.

The study proposal was approved by the CBCHS institu-
tional review board. Permission to perform the study also was
sought and received from the CBCHS director, the Fundong
district medical officer, and the village head and elders. Data
were entered into Epi-info software (Centers for Disease Con-
trol and Prevention) and Microsoft Excel for analysis.

RESULTS

A total of 395 women participated (Table 1). The average
age was 33 years, with half having attended or completed
secondary or a higher level school. Twenty-seven of the 32
women with no schooling were aged 40 and older, and all were
farmers.

The mean number of pregnancies was 3.7. All but 2 of the
nonpregnant women had attended antenatal clinic during a
previous pregnancy. Ninety-one percent of the currently preg-
nant women were enrolled in antenatal clinic. The average age
of nonpregnant women was 34.8 years compared to 29.2 years
in the pregnant women (P <.001).

The participants identified the following pregnancy out-
comes: 271 (69.0%) had not had a pregnancy loss, and 113
(28.8%) identified at least one pregnancy loss. Nine (2.3%)
had given birth to twins. There were 1244 live births, with 3
women saying a child had died after being born alive.

Only 5 women gave birth prior to 1990, with none identi-
fying their partner’s involvement in antenatal clinic. The pro-
portions of women identifying their partner’s participation by
the year of last birth are as follows: 1990 to 1999, 16%; 2000 to
2005, 16.9%; 2006 to 2008, 28.6%; 2009 to 2011, 27.9%. Prior
to the Men as Partners initiative, the percentages of men at-
tending antenatal clinic remained stable from 1990 through
2005. Although the women identified that the percentages of
their partners’ participation in antenatal care have increased
since the Men as Partners initiative began, these increases
were not statistically significant.

Table 2 presents the women’s attitudes and beliefs con-
cerning antenatal care. The 2 primary reasons women at-
tended clinic were to identify and treat health problems
(97.5%) and to monitor fetal viability and growth (96.7%).
Almost 98% of women identified liking the lectures (group
health education and drama presentations given by staff
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Table I. Demographic and Obstetric Characteristics of Women
in Cameroon Africa who Participated in a Survey of Attitudes to
Antenatal Care (N = 395)

Demographic and Obstetric Characteristics n (%)
Age,y
18-19 14 (3.5)
20-29 123 (31.1)
30-39 156 (39.5)
40-49 93 (23.5)
50-55 9(2.3)
Education, y*
None 32 (8.1)
6 and less 144 (36.5)
7-11 205 (51.9)
12 and over 14 (3.5)
Religion
Baptist 242 (61.3)
Catholic 95 (24.1)
Presbyterian 38 (9.6)
Other 14 (3.5)
None/traditional 6 (1.5)
Occupation
Farming 188 (47.6)
Health care worker 73 (18.5)
Business 69 (17.5)
House help 21 (5.3)
Student 12 (3)
Teacher 8(2)
Other 24 (6.1)
Marital status
Married 289 (73.2)
Single 76 (19.2)
Widowed 16 (4.1)
Divorced 11 (2.8)
Polygamous 3(0.8)
Number of times pregnant®
Primigravida 3(0.8)
Missed entry 1(0.3)
1 51 (12.9)
24 240 (60.8)
5 and over 100 (25.3)
Year oflast birth
No previous birth/missed entry 4 (1)
1980-1989 5(1.3)
1990-1999 25 (6.3)
2000-2005 77 (19.5)
2006-2008 135 (34.2)
2009-2011 149 (37.7)

2Primary school (class 1-6) is compulsory for children aged 6-13 years, with
government funding. Secondary school and higher are entered after passing
written examination and are funded by families.

Does not include current pregnancy.
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Table 2. Women’s Attitudes and Beliefs Regarding Antenatal Care Table 3. Women’s Beliefs about Male Participation in Antenatal
(N = 395) Care (N = 395)
Women’s Antenatal Care Attitudes n (%) Responses to Questions About Women’s Beliefs n (%)
Women’s reasons for antenatal care attendance Is it good for a man to come to antenatal clinic
Health problems are identified and can be 385 (97.5) with his partner?
treated Yes 331 (83.8)
To help determine if the fetus is alive and 382 (96.7) No 48 (12.2)
growing well Other 3(0.8)
To build up a good body and child 305 (77.2) Did not wish to answer question 13 (3.3)
To have more knowledge on self and type of 291 (73.7) Why is it good for a man to come to antenatal
diet clinic?
Other 13 (3.3) Both can have HIV testing and know status 288 (72.9)
No reason given 3(0.8) together
What do you like best about antenatal care? To increase his knowledge of antenatal 284 (71.9)
Good lectures 386 (97.7) activities
Good check-up 371 (93.9) In case of infection they can be treated together 220 (55.7)
The staff are kind and supportive 154 (39) It shows real love and faithfulness for each 219 (55.4)
Clean environment 93 (23.5) other
Other 8(2) It makes her happy and feel she is supported 198 (50.1)
Being with other pregnant women 7 (1.8) The man will benefit from first hand 166 (42)
Unable to identify anything good 1(0.3) information
What do you like least about antenatal care? Other 12 (3)
Unable to identify anything I don’t like 221 (55.9) No reason 11 (2.8)
Long wait 143 (36.2) Did not wish to answer question 3(0.8)
Other 39 (9.9) Why is it not good for a man to come to
Staff are rude and not helpful 23 (5.8) antenatal clinic?
Dirty toilets 10 (2.5) Many men do not have time to come 20 (5.1)
Men checking women 8(2) Pregnancy is a woman’s affair 16 (4.1)
Did not wish to answer question 2(0.5) It is not our culture 16 (4.1)
Note: Results do not sum to 100% as multiple responses to these questions were Other 9(23)
permitted. No reason 6 (1.5)
The woman may be ashamed and 6 (1.5)
before the obstetric examinations begin) as the best part of uncomfortable
clinic, with having a normal obstetric and fetal evaluation The health workers may not welcome him 5(1.3)
(94%) being equally important. When asked what they liked His other wives will be jealous 1(0.3)
least about antenatal clinic, many women (56.2%) said they ) ) .
could not identify anything they did not like. The primary Did not wish to answer question 7(18)
complaint was a long wait (36.2%). What do most women in your village think
A series of questions was asked regarding men’s involve- about men who come to antenatal clinic?
ment in antenatal care (Table 3). Women were first asked, “Is It is normal 234 (59.2)
it good for a man to go to antenatal clinic with their partner?” It is not normal 92 (23.3)
Almos.t 8{% Sf women responded “yes,” with Only 12% e The man is jealous and overprotective 112 (28.4)
sponding “no” (P < .001). Women were then asked to iden-
tify reasons for their responses. The women responding “yes” Itis an act of responsibility and true love 145 (36.7)
identified having HIV couples testing (72.9%) and increas- It is a sign of weakness in the man 80 (20.3)
ing a man’s knowledge of clinic activities (71.9%). Conflicts Other 42 (10.6)
with men’s work was the reason given by 41.7% of the women Did not wish to answer question 6 (1.5)

responding “no.” One-third of the “no” responding women
identified gender beliefs and cultural conflicts as their reason
men should not come to antenatal clinic.

Those women whose partners had come to clinic with
them were asked how the men’s participation made them
feel. All but one said that this made them happy, because the
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Note: Results do not sum to 100% as multiple responses to these questions were
permitted.




partner’s participation showed true love (88.9%), support in
case of any difficulty (85.6%), and provided HIV informa-
tion and testing to the man (76.7%). The women also were
asked how men in their village commonly supported their
pregnant partners. Responses included provide money for an-
tenatal care, basic necessities, and the birth (98.2%); assist
in cooking and caring for the family (80.0%); and help in
farm work (73.4%). When asked if they thought that this sup-
port was enough, almost 70% said “yes.” However, this ques-
tion had the highest percentage of women selecting not to
respond (9.7%). Those women responding “yes” were asked
why this was enough support. Most women (80.2%) felt that
was all the partner could provide, and 33.0% responded this
is what the hospital staff recommended. Most of the women
responding “no” to this question said that more support was
required in pregnancy (83.8%), with 81.1% saying they had no
explanation.

Table 4. Women’s Perception of Men’s Attendance at Antenatal
Clinic (N = 395)

Responses to Questions About Men’s Attendance

at Antenatal Clinic n (%)

Has your partner ever come with you to
antenatal clinic?
Yes 91 (23)
No 304 (77)
Have you ever asked your partner to come to

antenatal clinic?

Yes 167 (42.3)
No 228 (57.7)
When you asked, did your partner accept?®
Yes 90 (53.9)
No 77 (46.1)
If he did not accept, what did he say?b
He did not have time 53 (68.8)
He said, “I do not have anything to do there” 20 (26)
He said, “It is not me who is pregnant” 6 (7.8)
He did not wish to answer me 5(6.5)
Other 13 (16.9)
Did not wish to answer question 1(1.3)
Why have you never asked your partner to come
to antenatal clinic?®
I know he will never accept to come 83 (36.4)
He does not have time 55 (24.1)
He is not always around 47 (20.6)
He does not have anything to do there 45 (19.7)
His presence will make me feel uncomfortable 6 (2.6)
Other 63 (27.6)
Did not wish to answer question 5(2.2)

*Number = 167.

"Number = 77. Note: Results do not sum to 100% as multiple responses to this
question were permitted.

“Number = 228. Note: Results do not sum to 100% as multiple responses to this
question were permitted.
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The women were asked what their partners could specifi-
cally do for them during pregnancy; responses included “pro-
vide me with nice food” (86.8%), “help me with house work”
(77.7%), “show me more love” (74.4%), “go with me to the
farm” (58.2%), “give me more money” (58.2%), and “visit
clinic with me” (52.7%).

Table 4 presents the women’s perceptions about men’s
participation in antenatal care. Only 23% of the women re-
ported that their partners had come to clinic with them. But
most women (57.7%) said they had never asked, assuming
that he would not want to come. Among those who asked,
many (53.9%) said that their partners accepted. The primary
reason the man did not come was “he did not have time”
(68.8%).

Finally, a series of questions was asked about HIV
(Table 5). Almost all women (99.5%) had heard of HIV, and
85.0% had been tested at least once in pregnancy. Over half of
women said that their partner had at least one HIV test; how-
ever, 35.4% did not know if their partners had been tested.
Almost 93% of women had HIV counseling during preg-
nancy and were asked how they felt about the counseling; re-
sponses included being happy with the counseling (52.7%) or
being uncomfortable/scared or afraid (33.2%). Other feelings,

Table 5. Women’s Knowledge and Use of HIV Care (N = 395)

Responses to Questions About Women’s

Knowledge and Use of HIV Care n (%)
Have you heard of HIV/AIDS?

Yes 392 (99.2)

No 2(0.5)

Missed entry 1(0.3)
Have you had PMTCT counseling in antenatal

care?

Yes 366 (92.7)

No 22 (5.6)

Did not wish to answer question 7 (1.8)
Have you had an HIV test?

Yes 334 (84.6)

No 61 (15.4)
When did you have the HIV test?*

Only during pregnancy 100 (29.9)

Only when not pregnant 46 (13.8)

When pregnant and when not pregnant 184 (55.1)

Other 3(0.9)

Did not wish to answer question 1(0.3)
Has your partner ever had an HIV test?

Yes 210 (53.2)

No 41 (10.4)

I do not know 140 (35.4)

Did not wish to answer question 4(1)

Abbreviation: PMTCT, prevention of mother-to-child transmission.
*Number = 334. Note: Results do not sum to 100% as multiple responses to this
question were permitted.
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including that the counseling was “normal” and fear of testing
positive, were reported by 18.6% of women.

Almost all women (97.5%) said that they had been told of
ways to avoid HIV and identified the following (multiple re-
sponses accepted): limit sex to one faithful partner (92.4%),
abstain from sex (84.6%), use only sterilized sharps (82.0%),
use condoms (67.4%), and avoid risky places like drinking
spots (19.3%).

DISCUSSION

The primary goal of this study was to identify women’s atti-
tudes and beliefs regarding HIV and their partners’ involve-
ment in antenatal care. The results show that the majority
(83.6%) of women wanted their partners’ participation, with
12% not supportive of their partner’s involvement. This is a re-
cent change in social and cultural attitudes, with the women
identifying increasing numbers of men coming to clinic since
2006 coinciding with the Men as Partners initiative. Many
women giving birth prior to 2000 said they had no knowledge
that this was a role or option for their partner.

Social and cultural change in communities is neither
quick nor simple, and time is required for general community
acceptance. The results exhibit cultural and social attitudes
in transition. Although most women were individually sup-
portive of their partners’ involvement, almost one-third iden-
tified community barriers to including men in their care, only
one-fourth of women identified that their partners had come
with them, and not quite half had ever even invited their part-
ners. Many women did not invite their partner because they
assumed he would not accept, but over half of the men did
come when asked. Finally, almost 10% of women declined to
respond to the question regarding men’s support being ade-
quate, which may indicate continued indecision and ambiva-
lence toward men’s participation.

About 70% of the women identified that paying for ante-
natal care and childbirth was adequate partner support and is
all the community expects from the father. This is consistent
with the findings of the study of men’s attitudes and indicates
that the community is not fully supportive of men’s active in-
volvement in antenatal care.

Women did not identify negative attitudes and beliefs re-
garding antenatal care. As with other African populations,?®?
these women considered antenatal care to be important to a
good pregnancy outcome. The belief in antenatal care was so
positive that just over half of women could not identify any-
thing they did not like about clinic. The women’s association
of a “good” clinical examination with a positive pregnancy
outcome is supported by their responses regarding their own
obstetric outcomes. Almost 30% of women had at least one
pregnancy loss, with only 3 women having a child die after
birth. Therefore, a child will probably survive if born alive.
In this community, child survival may be improved because
of the ready access, availability, and use of medical care. The
MBH is within an hour walk, and medical care is available
24 hours per day and 7 days per week. Additionally, patients
will be seen with urgent and emergent conditions without pre-
payment for care.

Education also has been associated with increased use of
antenatal care.’>*! These women’s literacy rate (91.9%) was
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greater than that of women in Cameroon (67.8% for women
aged 15 years and older), with over half having some sec-
ondary and higher education. This higher educational level
certainly contributes to these participant’s use of and positive
attitudes toward antenatal care.

The women expressed satisfaction with the antenatal care
they received. Over 95% of women specifically mentioned lik-
ing the group education sessions, with 40% identifying that
the staff was kind and supportive. Many responses concerned
diet, with 75% viewing antenatal care helping them to “build
up a good body and baby” and gain knowledge on diet. In the
group teaching, there is emphasis on nutrition in pregnancy,
with individual counseling available on an as-needed and re-
quested basis. It is probable that these responses reflect the
success of this education. The women’s concern about an ad-
equate diet also was shown when 86.6% said their partners
could help them by providing “nice food.”

The women’s primary complaint was that the clinic wait
was too long, which they also identified as a barrier to their
partners’ participation in antenatal care. Additionally, the men
identified the long clinic wait as a barrier to their involve-
ment in antenatal clinic. Long waits have been shown to be a
primary complaint of African women.*?>~3* Addressing wait-
ing time will be challenging because of facility constraints
(one small examination room) and the often limited number
of staff available to conduct clinic. Yet, an effort will be made
to encourage the staff to identify creative ways to reduce wait-
ing time without eliminating the provision of any antenatal
care component.

Financial barriers have been shown to impact women’s
access to antenatal care in some African countries.** * In
Cameroon, men control the family’s finances, which can im-
pact a women’s access to medical care. The obstetric care
women receive is often dependent on the man’s ability and
willingness to pay for the care. In both studies, payment for
obstetric care was identified as the primary male role. Yet,
there was a gender difference between men’s and women’s be-
liefs, with women (98.0%) identifying this role as being signif-
icantly higher than men identified it (73.4%) (P = 0.001).

The difficulty in payment for obstetric care is addition-
ally complicated, because many health professionals and facil-
ities require immediate payment for health services. Even with
emergent obstetric conditions, women may not receive care
because of their family’s inability to pay.** The MBH treats all
obstetric patients with urgent/emergent conditions, regardless
of ability to pay. This policy contributes to the high proportion
of women (65%) presenting to MBH for childbirth with no an-
tenatal care at MBH and often with complicated conditions.

Finally, the man’s responsibility to pay for obstetric care is
viewed within the context of marriage. Therefore, the woman
or her family must pay for care when there is not a commit-
ted relationship. In this community, over one-fourth (26.4%)
of women were single, widowed, or divorced. If pregnant,
there is not only this financial burden but a greater risk of
HIV exposure because of often unstable relationships. Yet, al-
though most families must struggle to settle these pregnancy-
related bills, each child is welcomed, with their birth
considered a joyous occasion. The CBCHS can continue to
promote abstinence unless married, to encourage men to as-
sume responsibility for the children they father, and to provide
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nonjudgmental care for those women, their families, and the
children born in these circumstances.

Gender barriers in communications have been identified
in African studies.?**! Many women spoke of love and emo-
tional support from their partners. Almost 75% said that men
should show women more love when they are pregnant, and
over 50% of women thought that men’s attendance at ante-
natal clinic exhibited their partners’ care and concern. These
responses reflect the women’s wish for improved communica-
tion with their partners, which is consistent with the findings
of the men’s study. Changes in communication patterns can
come only with community discussions, acceptance, and en-
couragement of a changing role of men and women.

The women’s responses identified that they consider HIV
counseling and testing to be an important component of ante-
natal care. When the PMTCT program was begun, HIV coun-
seling and testing was integrated as a routine and expected
part of antenatal activities.*> This decision was supported by
most women, responding that counseling and testing was an
expected part of antenatal care. Antenatal clinic was the pri-
mary venue through which most women accessed HIV coun-
seling and testing. The women also extended this expecta-
tion to couples counseling, with 72.8% saying that the couple
should have HIV counseling and testing as part of antenatal
care. Yet, gender barriers also were evident in the women’s
responses about men’s testing. Many women did not know
if their partner had had an HIV test. This was also a find-
ing in the men’s study, with men saying they need to know
their partners’ test results, but that the woman does not have a
right to know the man’s HIV status. An emphasis on couples
counseling began with the Men as Partners initiative, and it
is hoped that the couples counseling will assist in promoting
communication between partners, including the sharing of
HIV test results.

Antenatal HIV counseling is provided in group sessions
and individually. An important component of this counseling
includes providing information on avoiding HIV infection.
The impact and acceptance of this counseling is supported by
96% of women able to identify one or more ways to avoid HIV
infection.

Study Limitations

The traditional and cultural barriers identified by study
participants probably would be identified in all Cameroon
communities. But, these attitudes and beliefs may be more
prevalent in rural versus urban communities. Although this
community would commonly be considered a rural area, the
women’s responses are more consistent with an urban popula-
tion. The study findings may or may not be representative of
other Cameroon communities because the women surveyed
are mostly of one tribal group, Christian, and have been ed-
ucated with accessible, available, and acceptable medical ser-
vices. Finally, this study addressed antenatal care, and it can-
not be assumed that these attitudes extend to giving birth.
There have been recent African studies showing that men’s
participation in antenatal care is acceptable but involvement
in labor and birth is not.?>437%
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SUMMARY

This study showed that women view antenatal care posi-
tively and are supportive of their partners’ involvement. Preg-
nancy and antenatal care have traditionally been viewed as a
woman’s affair, but with education and encouragement this at-
titude is changing. Although the women identified that their
individual beliefs were supportive of men’s involvement in
their antenatal care, many believed that their community did
not support this change in men’s role.

As in the men’s study, gender barriers in communication
were identified by the women. Although 83% of women sup-
ported their partners coming to clinic with them, only 42%
had ever invited their partners. Almost 85% of women had
HIV testing, yet 35% of women did not know if their partners
had had an HIV test. Similar gender patterns in communica-
tion were identified in a recent Tanzania study.*®

This study displays the positive impact of the PMTCT
program and obstetric staff in providing HIV counseling and
testing. Antenatal clinic is the primary venue these women use
to access HIV testing. The PMTCT and obstetric staff must be
encouraged to continue their efforts to provide quality, accept-
able, and integrated antenatal and PMTCT care.

The effort to support men’s involvement in antenatal care
should continue. The women identified the acceptability and
positive aspects of men’s participation and couples counsel-
ing. Yet, as found in recent studies,”’-*® providing HIV testing
to men through antenatal care is only one venue, and addi-
tional options must be made available to men to increase the
numbers having HIV testing.
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