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Abstract

Male involvement in PMTCT programs still remains a big problem for the service providers to achieve in Uganda even though it is widely believed to be very important in improving uptake of the PMTCT interventions by women and a means of achieving gender equity and women empowerment in this program. Records from the hospitals and ministry of Health in Uganda indicate that there is low male involvement in PMTCT programs in Uganda and this in turn has led to low uptake of PMTCT services by the women. 
This study therefore tries to examine why there is low male involvement in PMTCT programs from a gender perspective by focusing on how notions and practices of masculinity, femininity, gender hierarchies and reproductive responsibilities affect male involvement thus illustrating the relevance of dominant notions and practices of masculinity for male involvement in the PMTCT programs. 
My findings suggest that male involvement in PMTCT programs is deeply intertwined with hegemonic masculinities and intensified by local socio-cultural influences on what is expected of the man. Hegemonic understandings of masculinity in this cultural context define ‘real men’ as strong, able to withstand some illnesses, tough and fearless, knowledgeable .Men are not only expected to abide by such norms, but also play an active role in constructing such representations so as  continually demonstrate their manhood in the community. Social practices that affect male involvement in PMTCT programs are a means of showing off masculinity and men use them as instruments in the negotiation of social power and status. This coupled with their role as breadwinners, makes it important for many men to reassert their masculinity by not involving themselves in programs that are closely associated with women or feminine characteristics. This study also brings out how notions and practices of hegemonic masculinity and gender hierarchies are reproduced and maintained in the PMTCT program and by practitioners in their actions and processes of service provision thus providing low opportunities for promoting gender equity and women empowerment in the program which are one of the major aims of male involvement in the program.
I conclude that certain practices and assumptions of masculinity and manhood are socially constructed, reproduced and maintained through complex social configurations and men as potential beneficiaries, women, designers of PMTCT policies and medical practitioners as implementers of the program need address the role of men and transform many aspects of men’s behaviour, attitudes and social relations, as well as wider structural forces and relations that create and sustain harmful or oppressive forms of masculinity. They also need to redefine these constructions in order to rip the benefits of development programs such as PMTCT. 

Relevance to Development Studies

Working with men is one of the keys to advancing gender equality, reducing health inequities and improving the health of women and men .But most gender and development work has in most cases offered little scope for men’s involvement. There is usually little focus on men in most gender policy documents and if at all they are included, they are usually portrayed as obstacles to women’s development .However, men are also affected by gender roles and relations just like women and their roles and responsibilities are defined and shaped by society and culture. This research contributes to development literature on how notions and social cultural practices of masculinity, femininity, gender hierarchies and assumptions about reproductive health responsibilities affect men’s involvement in PMTCT programs including how they have been approached in the scholarly, policy and development studies. This would be relevant to the development of not only Soroti as a case district but Uganda at large and the developing world especially in Africa since they seem to share many similarities.
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Chapter 1 
Introduction
Male involvement in Prevention of mother –to- child transmission of HIV (PMTCT) and other reproductive health programs has traditionally been low in Uganda although men play a key role in making important reproductive or fertility decisions such as whether to become pregnant or to terminate pregnancy or women’s access to healthcare services. Most Sexual and reproductive health programs quite often target their activities at women and fail to involve men (Adrio et la. 2003:154) but this has most often resulted in women with limited power in sexual relationships ,who know that they are at risk of infection but having little to do to reduce that risk(ibid). Lack of male involvement in pregnancy and antenatal care and in prevention of mother-to-child transmission (PMTCT) of HIV program have been identified as one of the  major bottlenecks to effective program  implementation in other countries too (Horizons Program Report, 2002). 

This study was therefore conducted to examine why there is low male involvement in PMTCT programs in Uganda but focusing majorly on how dominant notions and social cultural practices of masculinity, femininity, gender hierarchies and reproductive responsibilities based on gender roles affect male involvement in PMTCT programs thus illustrating the relevance of dominant hegemonic notions and practices of masculinity for male involvement in prevention of mother to child transmission of HIV (PMTCT) programs in Uganda using Soroti district as a case study. Social constructional theory in intersectional power relations was used to understand and interpret the influence of these factors on male involvement in the programs.  Qualitative methods were used in collection of primary data and secondary data was also reviewed to supplement the primary.

This paper is organized into five major chapters arranged as follows; Chapter one comprises of the introduction containing the background, statement of the problem, relevance and justification, research objectives and questions and finally research methodology, scope, limitations of the study, research study site and ethical considerations. Chapter two contains the conceptual and theoretical framework while chapter three has the contextualization of PMTCT policy in Uganda. Chapter four includes data presentation, analysis and interpretation and finally chapter five provides my synthesis of the study, final conclusions and recommendations for policy makers and program implementers on how to deal with hegemonic masculinity in PMTCT programs.
1.1 Background
 “Quietly, all women and some men sit on bench patiently waiting for the nurses to start the registration process in the antenatal/ PMTCT clinic in one of the health facilities in Soroti district, Uganda. The nurse comes in and announces that all those who have come with their husbands should sit on the front bench and the women who have come for the first antenatal visit without their male partners should go back home until those men who made them pregnant accept to come with them for HIV counselling and testing otherwise without that they will not be enrolled for other antenatal services. Pleas by a mother to be tested for malaria because she had fever fell on deaf ears. The women who had come for their first antenatal visit without husbands or male sexual partners stood up and left the antenatal clinic quietly……… “A scene in one of the antenatal/PMTCT clinics.
Such an experience is not unique to this health facility alone especially in maternal and child health departments where PMTCT programs have been integrated to. PMTCT program in Uganda is embedded on the numerous global calls that men should be involved in reproductive health programs to encourage uptake of the services by women. However, despite all these efforts, the number of men who come with their wives/partners for antenatal care and HIV testing is still very small in almost all the health facilities throughout the country.
· Why should men be involved in PMTCT programs?

· Why is there low male involvement in these programs? 

· How can male involvement be improved if it is a very important factor in the uptake of PMTCT services?  

This study was conducted to give answers to some of these questions from a gender perspective thus bringing out the relevance of dominant notions and practices of masculinity for male involvement in PMTCT programs. 
1.1.1 Mother to Child Transmission of HIV (MTCT) Situation in Uganda.

Although, Uganda is one of the countries in Sub-Saharan Africa that have registered greater success in their HIV prevention efforts, there is relatively high prevalence of HIV among women of reproductive age in the country and mother-to-child transmission of HIV (MTCT) is still a big problem confronting the population of Uganda. The high HIV infection rate among women of reproductive age  coupled with a high fertility rate implies that without an intervention, the number of children who are likely to be infected with HIV would be very high (MOH 2003:10). MTCT is currently the third major mode of HIV spread in Uganda and main route of transmission from an HIV positive mother to her baby with 24% of the new infections being a result of Mother- to -child transmission of HIV (UNAIDS 2010:30). Transmission normally occurs during pregnancy (15-25%), labour and delivery (50-60%), and in the period of breastfeeding (15-25%) (MOH 2006).This high rate of HIV infections among children affects Uganda’s efforts in achieving millennium development goal 4 of reducing child mortality by 2015 which the country is committed to. 
There have been several international commitments to working with men and boys regarding   issues related to HIV and AIDS and gender equality where policy-makers in countries that are signatory  are required to develop policies and  programs around work with men and  boys, and also provide civil society  with leverage to demand effective  implementation(WHO 2010:29).Thus following WHO directives, the government of Uganda through ministry of health has adopted the WHO strategy(primary prevention, family

Planning, provision of ARV prophylaxis, care and support) and PMTCT policy guidelines and   scaled up   PMTCT provision to all districts where health facilities are providing routine HIV counselling and testing for pregnant women attending antenatal (UNAIDS 2010:29).
1.1.2 Global Calls for Male Involvement in Reproductive Health
The increased global attention for involving men in women’s reproductive health programs was triggered by the International Conference on Population and Development in Cairo in 1994 and the International Conference on Women in Beijing in the mid 1990s after stakeholders realized the influence of men on women’s and their own health, including women’s ability to protect themselves from infection with the human immunodeficiency virus (HIV) as well as building gender equality as seen from the ICPD-POA emphasis below;
"… special efforts should be made to emphasize men's shared responsibility and promote their active involvement in responsible parenthood, sexual and reproductive behaviour including family planning; prenatal, maternal child health; prevention of sexually transmitted diseases, including HIV; prevention of unwanted and high-risk pregnancies; shared control and contribution to family income, children's education, health and nutrition; recognition and promotion of the equal value of children of both sexes. Male responsibilities in family life must be included in the education of children from the earliest ages. Special emphasis should be placed on the prevention of violence against women and children". (ICPD Program for Action Chapter 4, paragraph C). 

The ICPD- POA affirms the need to promote gender equality in all spheres of life, including family and community life, and to encourage and enable men to take responsibility for their sexual and reproductive health behaviour and their social and family roles. Thus it formed part of the paradigm shift from a demographic to a more holistic and rights based approaches to Sexual and reproductive health.  
The Global Symposium on Engaging Men and Boys  on  Achieving Gender Equality (The Rio Declaration 2009:28-29) and the UNAIDS’ Operational Plan (UNAIDS Frame work of Action 2009:16-17)which was released in the same year   to address women, girls, gender  equality and HIV, also bring out  clearly  the critical importance of engaging  men and boys  as well as  cooperating with  organizations working with men and  boys in realizing the rights of women  and preventing infection in the context  of HIV/AIDS.
The United Nations commission on the status of women (UN CSW 2010:10), also made great recognition for the need to challenge gender stereotypes, attitudes and inequalities in relation to HIV/ AIDS through the active involvement of men and boys by calling on governments, entities of the UN system and other stakeholders to intensify efforts to eliminate all forms of discrimination against women and girls in relation to HIV and AIDS. Relevant actors  too were asked to include a gender perspective in the development of HIV and AIDS programs and policies and in the  training of personnel involved  in implementing such programs, by focusing on the role of  men and boys in addressing HIV and  AIDS(ibid :12).  
It’s against the background of these international frameworks that PMTCT policies have included male involvement strategies in many countries Uganda inclusive .However, despite the enormous global advocacy and national awareness campaigns for male involvement in reproductive health programs such as PMTCT, it is still posing a big challenge for the service providers to achieve it many countries including Uganda. This study was therefore conducted to examine why there is a low male involvement PMTCT programs in Uganda using Soroti district as a case study with major focus on how dominant notions and practices of masculinity, femininity, gender hierarchies, and gender based reproductive responsibilities affect males involvement thus bringing out the relevance of dominant notions and practices of masculinity for male involvement in PMTCT programs.
1.2 Statement of the problem

There is low male partner involvement in antenatal care and couple VCT in PMTCT programs in Soroti district and almost all the health facilities throughout the country and this is deemed to be one of the major factors responsible for women’s failure to embrace services offered in PMTCT programs such as HIV testing, using safe infant feeding options, delivery under skilled care and adherence to drugs given to her including ARVs (UNAIDS 2010:30). In Uganda, several studies have reported that pregnant women do not usually accept HIV testing in antenatal health facilities unless they seek consent   from their husbands or partners who have to approve the decision before they can take the HIV test for fear of his reaction, separation or violence associated with disclosing positive HIV results (Orne-Gliemann, and Desgrées-Du-Loû 2008:1, UNAIDS 2010:30).
Ministry of health and PMTCT service providers have been conducting country wide campaigns to promote male involvement in PMTCT programmes through strategies such as mandatory male involvement especially in antenatal HIV counselling and testing, denial of antenatal services to pregnant women who come on the first day of antenatal visit without their partners for HIV counselling and testing .Despite all these efforts to encourage male involvement, the number of men who come with their partners for antenatal couple counselling and testing which is the entry point for PMTCT is still very low. This study therefore aimed at examining why there is low male involvement in PMTCT programs in Uganda from a gender perspective through examining how dominant notions of masculinities, femininities, and gender hierarchies as well as different reproductive responsibilities affect men’s involvement in PMTCT programs thus showing the relevance of masculinities for male involvement in the program. 

1.3 Research Objectives
· To establish why male involvement in PMTCT programmes is low from a gender perspective in Uganda using Soroti as a case study.

· To contribute knowledge on the relevance of dominant notions and practices of hegemonic masculinity to male involvement in PMTCT programs in Uganda.

· To give recommendations from findings and views of the beneficiaries on how PMTCT policies and Programs can be improved in order to increase male involvement in Soroti and Uganda at large.

1.4 Major Research Question

· Why is male involvement low in PMTCT programs in Soroti district, Uganda?
1.4.1 Research Sub Questions

1. What are the roles of men in PMTCT programmes as perceived by PMTCT service providers, pregnant women and men themselves in Soroti district, Uganda? What are the differences in those perceptions? What are the differences based on?

2.   What is the importance of male involvement in PMTCT programs?  What are the experiences of couples where men have participated in PMTCT programme compared to the ones where the man has not participated in the programme? 

3.   What are the barriers to male involvement in PMTCT programmes in Soroti district, Uganda? How do specific assumptions and practices about manhood, womanhood and motherhood affect men’s involvement in PMTCT programs?
4.   How can PMTCT policies and programs be improved in order to increase male involvement?

1.5 Relevance and Justification
Men are key stakeholders in sexual and reproductive health and play an important role in influencing both women’s access to, uptake and adherence to reproductive health care services. It’s therefore important to know why their involvement in PMTCT programmes is low and which strategies can be used to improve their involvement. 
Secondly, the unbalanced gender power relations between women and men in sexual relationships also have many consequences on women’s ability to access and utilize the services. These consequences need to be elaborated so as to improve gender equity, and empower women to be able to make use of the available sexual and reproductive health services.
In addition, men themselves have sexual and reproductive health needs though their health seeking behaviour may be poor, they require to be attended to so it is important to find ways of supporting them too to benefit from the available health services.

1.6 Methodology, Scope and Limitations
This study involved the use of qualitative research methods to collect and analyze both primary and secondary data in order to answer the research questions. In this research, two categories of respondents were selected ; The service providers ,beneficiaries who include both the women and the men at the antenatal and maternity clinic .Purposive sampling was used to select the key informants at the district (District HIV focal point person, District director of health services ,district health statistician)and in the hospitals and lower level health units (In-charges  antenatal and maternity and PMTCT clinics, HIV counsellors , midwives in  the maternity and nurses in antenatal clinic). All together, 61 people were interviewed using the different methods. Using convenience sampling, 3 sub-counties out of the 10 in the district were selected for the research .This is because they were nearer considering the time constraint and costs to be incurred. The data collection process took place between Second week of July and third week of August 2011.

 1.6.1 Soroti District as a Research Site

Soroti is one of the district in North-eastern Uganda which is predominantly occupied by the Iteso (82%), Kumam (13%) and the other (5%) other tribes (Soroti statistical abstract 2009).I selected it purposely selected because I have worked in this district for the last 5 years   and through networking and coordination, I had opportunity to work in close collaboration with local government health facilities in the area of HIV/AIDS/STIs where I chose my respondents from. Secondly, the regional hospital for  the four districts in Teso is located in Soroti district thus it gave me an opportunity to have access to the maternity, antenatal and PMTCT clinics as well as meet  other important key informants as well as access some health documents on PMTCT  and male involvement.
Soroti currently has a population 517,300 of which 285,800 are male and 295,800 female (Source: UBOS: 2009). In terms of HIV infections, it is estimated that Soroti district has 21,457 people who are infected with HIV with women having a higher percentage (Soroti district statistical abstract 2009) with a prevalence of 4.3% as per the May 2005 Sero-behavioural survey for the general population .However, the prevalence from antenatal was at 4.1% as per HMIS July 2007 to June 2008 and by July 2008 to June 2009 it standing at 3.8 %( ibid).

1.7.2 Techniques of Data collection

These included use of qualitative research methods with individuals and groups, participant observation and review of documents for secondary data, internet resources like Google scholar and news paper publications as discussed below. 
Secondary Data

For secondary data, I reviewed published journals about the PMTCT and male involvement, government publications such as annual reports, policy guidelines on PMTCT, HIV testing and counseling (HCT) by ministry of health, district director of health services(DDHs) reports on HIV in Soroti district. I also made use of internet Google scholar and other search engines to access relevant articles, journals, reports and documents from WHO, UNAIDS, MOH Uganda etc on the PMTCT and antenatal couple HIV counseling and testing. Newspaper articles were reviewed to collect published information relevant to my questions on PMTCT program in Uganda and why male involvement is low especially the relevance of hegemonic masculinity for male involvement in PMTCT programs.

Primary Data

For primary data, I used key informant interviews, focus group discussions, in-depth interviews and observation as the methods of collecting data. The information was audio recorded and later transcribed. In total, 12 key informants were interviewed, these included 3 in -charges of maternity unit and antenatal clinics, 3 PMTCT coordinators, 4 counselors from three health units and 2 chairpersons of village health team (VHTs) who form health centre I. .These were purposely selected because they are deemed knowledgeable about the PMTCT service provision in the district and the level of male involvement by the nature of the positions they hold. I made appointments with them and some of them, their supervisors made appointments for me.

In terms of focus group discussions, I conducted 8   meetings with a total of 38 people (24) women and (14) men. This involved 1 FGD with the community based health workers/Village health team (VHTs) which was attended by 7 people (3 women and 4 men), 1 FGD with men (10 men) in the community both married and men with sexual partners whose partners have ever been pregnant and visited antenatal and PMTCT clinics irrespective of their HIV  Sero status. I also had 1 FGD with pregnant women (13 women) who come for antenatal services without their men for HIV testing and counselling irrespective of whether they are positive or negative, and lastly 1 FGD with women (11) who are HIV positive in post test clubs and have been enrolled on PMTCT programme to get information of male support in use of ARVs and feeding options for mothers and children.
 For in-depth interviews, I had interviews with men who turned up at the antenatal clinic with their partners and women who came for either antenatal for the first time or PMTCT clinic without their male partners. In total had interviewed 4 men and 7 women who are registered for PMTCT programme .I met them on Wednesdays which is the PMTCT clinic day when they brought their children to the PMTCT clinic for Septrine prophylaxis and general medical check-up. 
Lastly, I also attended antenatal/PMTCT clinics for 3 consecutive Wednesdays to observe how PMTCT services are provided and the procedure of antenatal HIV counselling and testing especially for couples. I had an opportunity to sit in the registration room, counselling room, PMTCT clinic room to observe how the services providers and the clients interacted. 
The atmosphere in the registration room is usually very tense especially if the women have not come with their male partners. The nurses seem to be in a hurry and expect every mother to know the procedures and yet some mothers are coming to the clinic for the first time while others are illiterate and therefore cannot even read the labels indicating the different examination rooms. Mothers who come with partners are however, given priority when it comes to treatment and HIV counselling and testing to emphasize the need for male involvement. In almost all the health facilities I visited, there were a few counsellors and most times they relied on group pre-test counselling and individual counselling for only those whose results were HIV positive. However, this brought out issues of stigma and discrimination. My participation in observing clinic activities thus gave me useful information on some barriers to male involvement in antenatal programs. It also highlighted how human rights issues of informed consent to test, privacy, provider patient confidentiality, and access to antenatal treatment without discrimination are handled and especially not given priority by the medical personnel.

1.7.3 Scope and limitations

Given the short time period allocated for data collection, it was difficult to visit all the 10 sub- counties in the district. Thus I managed to concentrate in 3 sub counties which included Asuret Sub-county, Western division and Northern Division. I collected my data from the regional hospital, one health centre IV and one health centre III and the village health team that constitute health centre 1 and the local communities in these sub-counties. I did not have time to visit health centre II though they also provide antenatal services.

1.7.4 Challenges to the Study

First of all, most people in the community wanted to be paid to be interviewed especially for focus group discussions with the village health team and with men and yet as a student, I didn’t have money to pay them, however I was able to express my appreciation to them verbally for their time .  The VHTs leaders however, insisted that I refund the money they had used to buy airtime for mobilizing their members. However, I bought some refreshments for some of the mothers in the PMTCT clinic that had interviews with me because they looked very hungry and yet they sacrificed their time for me to interview them.

Getting HIV documented information or even accessing the maternity or antenatal clinics for interviews was difficult because HIV is a sensitive issue and the health workers were uncomfortable to give me the information especially since I am not health worker .However, I got permission from the district director of health services (DDHS) and the in -charges of the health facilities and assured them that all the information I will obtain from them will be kept confidential. The letter of introduction provided by the second reader was also very useful because it was very elaborate and promised that all the information would be kept confidential.

I also didn’t have access to electricity to charge my laptop nor internet services in the house I lived for almost one and half month of my field work. I had to write on the book and it took much time. 

1.7.5 Ethical Considerations.

In terms of confidentiality, I assured the respondents especially those living with HIV that all the information I collected from them would be kept as confidential as possible. I also had to attain informed consent from the respondents before I could interview them despite the fact that the nurses in the PMTCT clinic were using their power and authority to force the women who had come for PMTCT clinic day to give me the information I needed.

Secondly, as regards privacy, there was little privacy in the antenatal clinic for me to conduct interviews. I had to device other methods like interviewing respondents under trees where other patients could not hear what we discussed; others gave me appointments to meet them in their homes etc.
Chapter 2 
Conceptual and Theoretical Framework

2.1 Introduction

This chapter presents the key concepts and theoretical perspectives that inform the paper and which were used to analyze male involvement in PMTCT programs in Uganda. The major concepts in this paper include: Gender, Masculinity, femininity, gender hierarchies, sexuality, Reproductive health and rights. For the analysis  of data, I used the social construction theory and intersectional perspective since not all the men are the same and different factors such as race, class, religion, gender etc affect the way they behave and different societies assigned different gender roles to men and women depending on the context in which they live.

2.2 Gender

Gender can simply be defined as the roles, behaviours, activities and attributes, which society considers appropriate and of which men and women are expected to play and the relationships that arise out of those roles  including the social organization of women’s and men’s lives and relations(WHO2010:10). From social constructionist theory, gender is usually achieved through and by people depending on the context in which they are thus gender is not something people are but what they do in the process of social interactions (Khan 2009:152). Therefore what people feel or the way people behave as either a woman or a man is to great extent influenced by different messages they receive from others about what is acceptable or appropriate in that given society(Conrwall1997:10). 

The concept of gender as an analytical tool is very important for this research because gender as a social category as well as social relations associated with it has the potential of loading men and women with different societal, family, peer and even personal norms and expectations on how to conduct themselves and the kinds of responses men and women have towards AIDS epidemic including available services (Varga 2003:161). Thus it is very important in explaining how notions of masculinity, femininity, gender hierarchies and reproductive responsibilities affect men’s involvement in PMTCT programs. The term gender in this study includes both masculinity and femininity since perceptions of gender in terms of femininity and masculinity are deeply rooted in social cultural factors including underlying beliefs about how the society should be.
2.3 Women and Men, Notions of Femininity, Masculinity and the Experiences of Motherhood.
Femininity is what society defines as being a ‘real’ or 'good’ woman basing on the characteristics attached to each gender identity in that particular society. Connell argues that the concept of ‘masculinity ‘does not exist independently except in contrast with ‘femininity’ (Connell 1999:68). To her , ‘in  the modern understanding if one is not masculine, then they are associated  with being peaceable rather than violent, conciliatory rather than dominant, uninterested in sexual conquest, hardly able to kick a football  and therefore feminine in nature etc’.  All forms of femininities in society are constructed in the context of the overall subordination of women to men (Connell 1987:187).For example  in a study conducted in South Africa on how gender roles influence sexual and reproductive health among South African adolescents ,’a good woman should be respectable and this can be manifested in her being sexually available to her partner, allowing him sexual  decision making authority ,exhibiting coyness and resistance to his sexual advances, being sexually faithful , and avoiding pregnancy for the young girls’(Varga2003:163).A woman’s fidelity is thus very much valued and thus a woman having multiple sexual partners comprises her respectability .

In the context of Soroti, the above values are very much  cherished in addition to  being humble, not loud when speaking, being respectable by not arguing with men and kneeling down when speaking to her husband, less knowledgeable and passive  especially on sexual issues. Therefore a good woman should not initiate or demand or discuss sex issues with men because this would lead to her being labelled a slut or prostitute. 
A good woman in is normally equated   to a good mother who should conduct the reproductive responsibilities expected of the mother with fertility being an important indicator of respectability and womanhood (Datta2011:122). Motherhood is a concrete life experience but also a social construct whose meaning sometimes changes depending on the   time and place (Guendelman 2001:1806).Rich when writing on motherhood gives the differences between motherhood as an experience that includes reproductive capacities of women as well as their relationship to the children and on the other hand motherhood as an institution for women’s social control which is heavily laden with a history and ideology which appears more fundamental than nationalism(Rich1997:13, 37).This ideology helps to explain what is considered ‘ideal’  and approved motherhood depending on the context and society in which it is defined. Usually   in most contemporary societies, motherhood is conceptualized as a gendered division of labour that assigns women primary responsibility for child rearing (Guendelman 2001:1806). The concept of motherhood has been of central importance in the traditions of many people in the world and African continent. Motherhood is  many times understood to be  as an automatic set of feelings and behaviours that are triggered on by pregnancy and the birth of a baby in the family(Akujobi 2011:2) . 
Motherhood in Soroti and many other communities in Uganda is normally appreciated if it happens within the institution of marriage because it is a sign of the enlargement of the clan and blessings from ancestors and God Virginity is very much cherished for women thus women who produce outside marriage or engage in premarital sex or have extra marital affairs are not good marriage ‘material’ and the children they produce are normally referred to as bustards because they don’t have fathers and cannot inherit land from their mother’s home. However, if a man made a woman pregnant outside marriage it is not taken as bad thing because some young men looked at sexual initiation and fatherhood as a sign that they are ‘real men’ thus removing their doubts concerning sexual prowness. Emphasising marriage as the best institution within which motherhood should take place is based on socially constructed differences in gender division of roles for mothers in the from that of fathers (Datta2011:122, Phoenix1991:21,) where women’s major role in the private sphere includes child bearing and care of children, nurturing of the husband and maintenance of the family including the extended family. When one thus speaks of motherhood in this community, then they mean bearing children, taking care of the family members including the extended family and nurturing the growth of children while fatherhood looks at issues such as initiation of sex, provision of finances to cater for family needs such as shelter, education, food, medical treatment(Datta 2011:122,Thorne 1982:11,).Motherhood and the process of parenting do not hold much importance without talking about fatherhood because fathers are very important in all family life especially in relation to child bearing right from conception, birth attendance to child rearing, parenting and grand parenting (Sherr 2010:1).

 Roggman et al(2002)in Datta(2011:122),defined fatherhood as, ‘a role which is socially constructed by men, women and children  in relation to mother hood and childhood , negotiated and played out in relation to particular children, in specific community circumstances and cultures’ . It is a gendered role which is invested with power and authority both in relation to motherhood because fathers who normally operate in the public sphere are expected to provide material, financial support as breadwinners for the family and households while motherhood is associated with child bearing, nurturing and raising up these children (ibid).  Fatherhood in the context of HIV brings out so many issues in the area of HIV prevention, referral for specialist care and support or ARV treatment which is important to avoid or reduce chances of transmission to mothers and the babies (Sherr and Barry 2004:5). Thus there is need for more research, information and services on fathers and fatherhood in the PMTCT and antenatal clinics other than concentrating on men as sexual partners or impregnators only in order to rip the benefits of the program.
2.4 Hegemonic Masculinity 

Hegemonic masculinity will be used as the major conceptual and analytical tool to understand the empirical realities of male involvement in PMTCT programs in Uganda. The concept of masculinity as a central feature in gender relations and borrowing from Connell’s perspective can  simply be understood as;”a place in gender relations, the practices through which men and women engage that place in gender, and the effects of these practices in bodily experiences, personality and culture “(Connell 1999:71). From Connell’s (1999) entire writings, hegemonic masculinity comprises of behaviours, languages and practices existing in specific cultural and organization allocations, which are commonly associated with males and thus culturally defined as not feminine.  Hegemonic masculinity especially in patriarchal social relations of gender inequality is usually seen as the enactment of   idealized form of masculinity (being” real man”) and is also considered a type of masculinity which puts women and other forms of masculinity such as gay masculinity in a subordinate position(Connell 1999:77) Connell argues that many societies subscribe to a dominant definition of masculinity that both reinforces and demonstrates male power in a given place and time and, in the process, subordinates women, as well as the other non-dominant forms of masculinity that will exist in any social setting, for example, homosexual masculinities or masculinities associated with less controlling attitudes to women she  defines hegemonic masculinity as, ‘the configuration of gender practice which embodies the currently accepted answer to the problem of legitimacy of patriarchy, which guarantees the dominant position of men and the subordination of women (ibid). According to Moynihan (1998:1073), masculinities are in most cases influenced by historical and social factors rather than the anatomical factors and are not normally part of a person’s essential true self.  From the social constructionist perspective therefore, male gender is practiced in social interactions and is manifested in different beliefs and behaviours such as being hard, strong.  Hegemonic notions of “a real man” as tough, independent, physically strong, fearless and sexually unstoppable have been identified as key drivers of the AIDS epidemic in many African setting (Lindegger and Quayle 2009) etc. Fathering and fatherhood are very important for the social constructions of hegemonic masculinities because they are greatly associated with sexual prowness.Thus biological fathering of children is one of the signs of male virility and masculinity as well as the ability to provide for the economic needs of the wife, children and other family members at large(Datta2011:122). Kimmel 1987 as quoted by Ougane,L and Morrell ,R (2005:197) points out that sexual performance as one of the important areas in which masculinity is socially constructed and enacted Failure in sexual performance by a man can challenge the essence of masculinity and make some men doubt if they are “real men” (ibid).
In Soroti and many other communities in Uganda, manhood is a social construct which is measured by economic independence, marriage and fatherhood; caring for and being in control of the family and being a responsible and respected member of society. A man who has no children or family does not have inheritance rights because he has no children to pass the land to thus men will do all it take to ensure they have children to prove their manhood.  A real man should be able to make a woman pregnant and produce many children even if he is not able to take care of all of them otherwise he would be referred to as a “woman”, he should also be able to control the woman or wife even if it means through violence, everyman should marry and have an heterosexual relationship and lastly dominance and decision making power in a relationship is regarded as one of a signs of masculinity. Failure to achieve this would make him a laughing stalk among his peers which is a big threat to men’s manhood. In this district like many parts of Africa as noted by Datta (2011:122), the major mode through which HIV is transmitted is through heterosexual sex which is greatly influenced by unbalanced gender power relations in families. The men most often are the ones who determine the frequency and types of sexual encounter. This places the woman at risk because of her limited power to negotiate for safe sex. Men engage in high risk behaviour such not using condoms and yet they have many sexual partners which expose them to HIV/AIDS to show their manhood. The concept of hegemonic masculinities thus seems to privilege men in terms of sexuality but it s very ambiguous about the rights and duties of fatherhood.  Much as most men play more roles in terms of care for the child and mother, the father is usually looked at as sexual partner who should pay the bill and play his role of impregnating women. There is also very little information on HIV,fertility and fatherhood despite the fact that in most societies ,heterosexual  HIV positive men have always indicated a desire for children as the only way to find some meaning in life with their new Sero- status(Sherr and Barry 2004:4). 

2.5  Gender Hierarchies
Gender hierarchies is one of the major concepts that will be used to understand why male involvement is low in PMTCT programs with special .In most communities especially those dominated by patriarchal patterns, there are gender based power dynamics and gender hierarchies which most often result in women having less power than men(Blanc 2001). This  lessens their ability to negotiate for protected sex, including condom use, and have less say over the conditions and timing of sex factors that put them at a disadvantage in terms of HIV/STI risk girls and women usually have less control over what happens to them sexually, for example conditions under which sexual intercourse takes place or what a man wants to do with them sexually(Dixon-Mueller 1993:273).And yet , the ability of a woman to negotiate for safer sex in a sexual relationship helps in defining whether she can have the capacity to protect herself against unwanted pregnancies, unwanted sexual acts or contracting sexually transmitted diseases (Dixion –Mueller 1993:269).
Gender norms which encourage men to have a position of sexual dominance limit women’s ability to control their own sexual and reproductive health (Pulerwitz 2010:283).  Most Men in Africa usually associate with patriarchal gender hierarchies and functional division of labour in which they ensure that they are considered as household heads and important decision makers for the family (Ougzane and Morrell 2005:267).In accessing reproductive health care services, gender hierarchies play a key role in determining decision making for example in Uganda, most women are reported not to accept to test unless they ask permission from the husband who has power over her.
2.6 Sexuality

Sexuality is one of the other concepts that will be used in this paper ,It is a very vital  aspect in development and yet it has been most of the time sidelined and associated with risk or danger instead of love and pleasure (IDS 2011:7).The emergence of the AIDS epidemic broke down the rigid old taboos and traditions and thus creating spaces for sexuality discussions regarding sexual rights as relevant for everyone’s wellbeing since men and women’s relationships normally reflect a culturally constructed systems of gender(ibid).
Sexuality as a concept has different meanings for different people in different contexts. ‘It encompasses the physical capacity for sexual arousal, sex, gender identities  and roles ,sexual orientation ,eroticism, intimacy and pleasure (libido) as well as the personalized and shared social meanings attached both to sexual behaviour and the formation of sexual and gender identities’ (Dixion-Mueller 1993:273). Sexuality according to Machera(2004:167),is ‘a social –political arena constantly reshaped through cultural, economic ,and familial and political relations all of which are conditioned through prevailing social organisations of gender ,race and class relationships at a given point in time.’ It is thus socially constructed as a means by which sexual thoughts, behaviours, and conditions (for instance, virginity) are interpreted and ascribed cultural meaning (Ortner and Whitehead, 1981; Vance, 1991) as sighted by Dixion Mueller 1993:276). 
Machera(2004:167) also explains that in most African settings, male and female sexuality are determined by the cultural definitions of masculinity and femininity thus social constructions of male and female sexuality  dictate individual’s perceptions of their own and other’s sex drives and enjoyment.  Male sexuality is so many times linked to pleasure and to the discovery of his body .A man’s Identity, self confidence and social value are linked to his sexuality therefore in situations of shortfalls in this area, men try to compensate their inadequacy by engaging in extramarital sexual activity often times with just casual partners thus risking contracting HIV (Ouzgane and Morrell (2005:197)). Just like their female counterparts, the imagery of manhood in most societies is "a culturally imposed ideal to which men must conform at a great cost so as not to be ridiculed in Society. Sexual potency is equated with men's authority over women; thus, attacks on potency threaten male power, and vice versa and most often , these  contradictions of male power and sexuality are usually demonstrated in men's efforts to dominate women, which they derive from male physical, material, and ideological advantage, and their anxieties about failure and loss of face(ibid). 
Female sexuality on the other hand is usually looked at as something that should be controlled or contained for example by making much emphasis on virginity as a sign of a good woman while women who have premarital sex or have many sexual partners as whores’ (Machera 2004:167, Tamale 2005:10).Thus female sexuality was equated with evil and danger and a good woman should repress her sexual feelings (Machera2004:168). In majority of African Societies Uganda inclusive, sexuality education and discussions especially between men and women or parents and children is something very rare (Tamale 2005:10).This concept of sexuality will be important in understanding how men as fathers, impregnators, sexual partners can be involved in the PMTCT program to ensure that their babies do not get infected with HIV.
2.7 Sexual and Reproductive Health and Rights

The decades of the 1990s saw issues concerning reproductive and sexual health as well as rights and violence against women became very pronounced  because during this period, the need for male responsibility for gender power relations became one of the central topics of discussions in both global and national debates on human rights and human development (Sen 2006:36).According to the International HIV/AIDs alliance  (2009) ,’Sexual and reproductive health comprises of the “Physical, social, emotional and spiritual wellbeing in those areas of life concerned with sexuality and having children. It includes feelings and desires, sexual relationships and activities, having children and protecting ourselves from getting infections and making choices about our sexual and reproductive lives’
The international conference on population (ICPD) in Cairo recognized the reproductive and sexual needs and rights of individuals, and called for universal access to sexual and reproductive health services by 2015 which was considered a remarkable achievement 

‘It recognizes women’s health as a basic human right …It brings women and adolescents as well as men on centre stage, enabling them to make informed choices rather than passive subjects of state –directed family planning programs. It lifts the taboo on recognizing sexual behaviour as a basis for sexual and reproductive health .It also highlights the obligations of the state in safeguarding the reproductive rights of its citizens, irrespective of gender, age and marital status’.

The Declaration and platform of Action of the fourth World Conference on Women (FWCW) in Beijing, in 1995 also acknowledged sexual rights as human rights. 

‘The human rights of women include their right to have control over and decide freely and responsibly on matters relating to their sexuality ,including sexual and reproductive health ,free of coercion ,discrimination and violence.(Platform of Action ,para.96)”

  These two international statements made much emphasis for the struggle for reproductive and sexual rights of people however; however, many governments are still having difficulty in translating these ideas into practice. Although Sexual and reproductive wellbeing has gained recognition as a basic right in the international law, there is still need for fundamental shifts in old thinking and practice in order to realize these rights and transform these realities because it calls for fundamental changes in the societal conditions that give rise to the vulnerabilities to infection with HIV and STDs, unwanted pregnancy, sexual abuse, sustaining discrimination, violence and ill-being (Adrio et al. 2003:1-3).
Sexual rights embrace human rights that are already recognized in the national laws, international human rights documents and other consensus statements.  The Lancet (2006:1596)outlines these rights to include ;’the right of all individuals, free of coercion, discrimination and violence to the highest attainable standard and sexual health , including access to sexual and reproductive health care services, Seek, receive and impart information related to sexuality, sex education, respect of bodily integrity ,choose their partner ,deciding whether or not to be sexually active ,consensual sexual relations, consensual marriage ,decide whether or not, and when to have children, Pursue a satisfying, safe and pleasurable sexual life’ .
The concept of reproductive health on the other hand can be understood as t a state of complete physical ,mental and social wellbeing and not merely the absence of disease or infirmity ,in all matters relating to the reproductive  and to its functions and processes(ICDP 1994).It implies that people are able to have satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide if ,when and how often to do so(ibid) .The concept of reproductive health only gained prominence around the 1980s as a symbol of a new perspective on women’s rights and family planning (Dixon –Mueller 1993:269).From this perspective, a every woman has a right to reproductive health which comprises of her fertility, clear understanding and enjoyment of her own sexuality; to remain free of disease, disability or death associated with her sexuality.etc (ibid). 

2.8 Social Construction Theory
The social construction theory was used in understanding the relevance of hegemonic masculinity in male involvement in PMTCT programs in Uganda. According to the social construction perspective, human beings experiences are usually based on the way they interpret the world and themselves thus essentially building realities in which they live(Khan2009:152).Therefore because  human behaviour is frequently influenced by circumstances, time and context which means that different meanings are assigned to different experiences (ibid) consequently , people are required to understand the cultural/historical context that exists when the information is gathered in order to understand the different social relations. 
The concepts of masculinity (and femininity) which are socially constructed and people adopt from their culture and reproduce through their own actions are responsible for the way men (and women) think and act and thus not their role identities or psychological traits, of (Garson and Peiss, 1985). Therefore from this perspective gender is viewed as a dynamic social construct, which is continuously being shaped by cultural concepts and notions of masculinity and femininity. 

2.9 Intersectionality perspective

The social construction theory was supplemented by intersectionality perspective in the analysis and interpretation of data .The theories of intersectionality emerged from the writings of women of colour during the 1960s and 1970s (Samuels and Fariyal 2008:5). Intersectionality  is about interactions between gender, race,ethinicity and other categories of differences in individual lives, social practices, institutional arrangements  and cultural ideologies and the outcomes of these interactions in terms of power(Davis 2008:68).
It is useful in understanding the effects of race ,class, gender on women’s identities  and struggles for empowerment (ibid:71) as well as how these categories affect different men’s behaviour thus accounting for whether they will be involved or not in PMTCT programs. Intersectionality was also useful in examining the relationships between socio-cultural categories and identities, and how processes between gender, religion, class etc are maintained and reproduced in the homes and hospital settings and how they intertwine thus making visible the multiple positioning that constitutes everyday life and production of power as well as power relations in seeking and provision of PMTCT services in Uganda using Soroti as a case study. 
2.10 Conclusion

This chapter looked at the conceptual and theoretical framework adopted and used for analysing and interpreting the data in this study. The major concepts looked at include, gender, femininities, masculinity and their relation to motherhood and fatherhood, gender hierarchies and sexual and reproductive health and rights. Social construction theory and intersectionality perspectives were used to understand the relevance of hegemonic masculinities for male involvement in PMTCT programs.
Chapter 3 Situating PMTCT Policy in Uganda

3.1 Introduction 
This section gives the background of Uganda as country, an overview of PMTCT policy in Uganda and the situational context in which it is implemented using Soroti district PMTCT program as a case study for Uganda.

3.2 Background of Uganda 

Uganda is found in East Africa, along the equator. It is a landlocked country located within the Great lakes region of East and Central Africa .It is boarded by Tanzania in the South, Kenya in the East, Rwanda in the South East, The democratic republic of Congo in the West and Sudan in the North (UBOS 2011:1).The 2002 population census estimated that the population of Uganda would be 32.9 million people by 2011(ibid). 
From the UNAIDs Uganda country report for 2010, the Uganda HIV&AIDS Sero-Behavioral Survey UHSBS (2004/05), indicated that country has a generalized HIV epidemic with a prevalence of 6.4% in adults and 0.7% in children with approximately 1.1 million people in Uganda are HIV-infected in a total country population of 30 million’ (UNAIDS 2010:10) .In this report, women, urban dwellers and residents of the post conflict northern Uganda region are more disproportionately affected. Sexual transmission accounts for 76% of new HIV infections while mother to child transmission contributes 22% (ibid).
3.3 Overview of Uganda PMTCT Policy 
Records from ministry of health show that the Uganda National PMTCT programme started as a pilot intervention in the year 2000 with 5 sites in 3 districts and by the end of 2003, it had expanded to cover 38 sites in 56 districts (MHO, 2006:5). A national PMTCT policy has since been developed which supports the WHO four-prolonged PMTCT strategy (primary prevention, family planning, provision of ARV prophylaxis, care and support) in its PMTCT program. It consists of HCT for mothers and giving ART to the infected ones during labour as well as to the new born baby. It also includes consolidation of services to increase uptake, male involvement, strengthening of family planning services and improvement of comprehensive care for HIV positive women and their spouses and their exposed children through early HIV diagnosis and linkages to care (UNAIDS 2010:29).In Soroti district, PMTCT program was launched in 2001 as part of the pilot districts for safe motherhood in Uganda. The services are provided in maternal and child health (MCH) departments /ANC so as to target women coming for antenatal services and child immunization.

Prevention of mother to child transmission of HIV (PMTCT) refers to preventive interventions aimed at reducing the chances of HIV transmission from an HIV infected mother to her baby (MOH 2003:5). Research studies have shown that provision of anti retroviral drugs to HIV infected pregnant mothers within a context of a comprehensive antenatal, intranasal and postnatal care services can reduce the risk of MTCT by up to half (ibid). It’s upon this background that PMTCT policy was developed to contain the situation and to guide the intervention in this area. 
The major goal of the national PMTCT Program is to achieve a new generation that is free of HIV and AIDS in Uganda by reducing the number of HIV positive children born to HIV positive mothers, providing an opportunity for identification of HIV-infected women and delivery of short course antiretroviral and other interventions to prevent HIV transmission to infants as well as care and support to HIV-infected women, children and their families.   The broad objective is to reduce mother to child transmission of HIV by 50% by the year 2010.

The PMTCT policy addresses major issues related to prevention of HIV transmission from mother to her baby which include, ‘antiretroviral therapy for reduction of MTCT, voluntary counselling and testing, infant feeding support of infants and mothers. Anti retroviral therapy is used in the reduction of MTCT Women with HIV infection who are pregnant should be treated with either: Nevirapine at the onset of labour and Nevirapine syrup to the baby within 72 hours of birth; Zidovudine from 36 weeks of gestation until one week after delivery and syrup to the baby for the first week after birth. In addition, Voluntary Counselling and HIV Testing within the antenatal clinic is recommended for pregnant women, with at least two laboratory tests: one for screening and another for confirmation. A mother who is HIV positive should not breast feed but if she has to as a result of social or economic reasons, then exclusive breast-feeding for about three months is recommended’ (MOH 2003:5).
Lastly, the policy also recommends VCT for the spouse or partner within the antenatal clinics or as conveniently as possible. This policy instruction is very relevant for this study because it brings out clearly the need for male involvement in the program especially in antenatal VCT which is the beginning point for PMTCT enrolment for all pregnant women who are HIV positive. It is operationalised  through concrete ‘demands’ at service provision level to the point that antenatal services for pregnant women are exclusively provided for those that are willing to be tested for HIV and yet this  testing will be done only when the supposed sexual partner/ ‘impregnator’ is ‘involved’. 
3.4 PMTCT Policy Implementation Process in Soroti as case study.
From my observation and interviews with the medical staff in the 3 different PMTCT clinics in Soroti, PMTCT services are provided every week day concurrently with antenatal and other family planning services at referral hospital while other lower health centres provide on particular days of week due to limited manpower and other medical facilities such as drugs, testing kits etc. When the mothers arrive at the antenatal clinic, they undergo health education, HIV counselling and testing.Pre- test counselling is normally done in a group to save time and because the counsellors are very few. Post test counselling is given to individuals as they prepare to receive their results and also to cater for any other questions the patients might want to ask in private. This is important for privacy and confidentiality purposes. Rapid HIV test kits are used in most of the HIV testing sites to enable the patients get their results on that very day thus saving their time and the costs of transport to pick the results.
For those mothers who turn out to be HIV negative, they are usually encouraged to ensure that they test again after a period of three to six months. The doctors assess the level of progress of HIV for the mothers who turn out to be positive using either WHO clinical staging guidelines or using CD4 machine if available. All mothers are given Nevirapine irrespective of how old their pregnancy is while others are given Septrine prophylaxis and treatment for other opportunistic infections. However, for those mothers who don’t come for antenatal and therefore miss counselling and testing, they are tested during labour and delivery and offered counselling on infant feeding as well as Septrine for their babies.

Exposed babies are also given ARV syrup within 72 hours and then their mothers are encouraged to bring them back after six weeks  to be tested after and again after  3 month to a certain if they are HIV positive or not. These patients are then linked to other AIDS service organizations /chronic HIV care clinics for further treatment. Since family planning and treatment of other sexually transmitted diseases like syphilis is included in the maternal and child health care package, HIV patients are also provided with them as per the guidelines from ministry of health. 
Male involvement in the PMTCT service provision is demanded but most especially in antenatal VCT which is almost equated to mean male involvement in some health facilities. Male involvement in PMTCT as a gender and sexual and reproductive health issue has different meanings to different people for example Lee (1999:111) in the study he conducted in the Philippines on men’s involvement in women’s projects attributes, male involvement to include male partners attending women’s education sessions in antenatal clinics, attending counselling and HIV education sessions, using condoms, acting as peer educators, health information distributors etc. Thus the social cultural contexts in which it is used, plays a big role in helping one understand what is meant by the concept male involvement. Male involvement in PMTCT this study  includes male participation in PMTCT core activities such health education sessions , HIV Counselling and testing in antenatal clinics with their partners, support to his wife or sexual partner during pregnancy and after the birth of the baby as well in infant care especially antenatal HIV counselling and testing . It will be discussed details in the next chapter in connection with hegemonic masculinity.

 In an effort to reach sexual partners of HIV positive women and persuading them to receive HIV counselling and testing and getting them involved in PMTCT services, the medical personnel at the antenatal clinics in most health facilities in Soroti and other parts of Uganda demand that every pregnant woman comes with her partner for HIV testing in antenatal clinic to the extent that it’s becoming a mandatory condition for accessing other antenatal health care services. However, the number of men who come with their wives/partners for antenatal care and HIV testing is very small and some women report not being able to convince their partners to come with them. Thus as a coping mechanism, some women who are not able to convince their partners to come with them to the antenatal clinic are forced   to dodge attending antenatal care services, or if they do, attend in the last trimester of pregnancy. Secondly, most of these pregnant women opt to go to be delivered by traditional birth attendants or relatives at home instead of seeking safe delivery at the health facilities which have skilled medical workers who can minimize the level of HIV transmission from mother to child. Others go to the extent of ‘hiring’ other men for example the bicycle riders who ride them to the clinics or some other male relatives to pose as their husbands so that they can be tested thus enabling them to access other antenatal medical services.
Chapter 4 Male Involvement and Notions Masculinity in the Experiences and practices of PMTCT programs.
4.1 Introduction
This chapter presents  findings  and analysis of data collected from the field from the field and secondary data collected through desk review of documents along thematic areas corresponding to the research questions .The connections between the theoretical, analytical and methodological tools are utilized to examine different issues surrounding gender and social constructions of masculinity, femininity, gender hierarchies and how they affect male involvement in PMTCT programs from the perspective of the policy makers, service providers and the beneficiaries are clearly highlighted here. The findings help in the making of conclusions on how dominant notions and practices affect male involvement in PMTCT programs.
4.2 Men and Hegemonic Masculinity in the PMTCT Programs: Experiences and Views of Users.
Interviews with the respondents indicated that hegemonic notions and practices of masculinity portrayed by men’s actions and expected roles of men create both barriers and opportunities to male involvement in PMTCT programs. Thus much priority in this research was given to finding out how dominant notions or assumptions and different practices about manhood, womanhood, and motherhood as well as different understandings of reproductive responsibilities and gender hierarchies affected men’s involvement in these core  program activities.

4.2.1 Dominant notions of masculinity as barriers to male involvement in PMTCT programs.
Hegemonic masculinity dominated people’s accounts of their social reality and their explanations of why men were not involved in PMTCT services in Soroti district. The following is an in-depth analysis of how dominant notions and practices of hegemonic masculinity affect male involvement in different aspects of PMTCT programs;
In terms of   attending health educations sessions in the health facilities, the masculinity notion of men being naturally knowledgeable including knowledge on reproductive health issues clearly affected men’s attendance. 
“It is difficult for a man to sit with women in antenatal clinic for those education sessions .How can I face my woman and other women sitting next to me if I failed to answer any question. This would be showing her that I also don’t know some things especially concerning sex….One of the men an FGD meeting. 

This therefore shows that to the men ,the process of being taught by female nurses , asking or being asked for answers they didn’t know  makes them  feel uncomfortable because it portrayed them as not knowing anything and yet by admitting that they also don’t know some things implies lack of power which would force them in to the position of a ‘learner’, a subservient and unmanly trait they would not like to be associated  .In line with this, Skovdal in his researches on masculinity in Zimbabwe also says that, ‘similar views of men and their behaviours as well as hegemonic notion of masculinity that requires men to be and act in control, to have know how, be strong, resilient, disease free, highly sexual and economically productive prevented men from being involved or making use of HIV services and other reproductive health services’ (Skovdal 2011:3). 
Secondly in terms of condom use, the men complained that it affected their ability to perform well or enjoy the pleasure of sex and associated using condoms to eating sweets with its paper which is done by little children.

 ”Using condoms is like eating a sweet with its paper; you cannot enjoy the sweetness...” a young man in the village FGD.

Thus  to him,  skin to skin sexual intercourse proves that he is having sex and secondly shows his level of control over the woman thus asserting his masculinity. This  relates to what Kimmel (1987) as quoted by Ouzgane  and Morrell  (2005:197) pointed out that, ‘sexual performance is one of the important areas in which masculinity is socially constructed and enacted and  failure in sexual performance by a man can challenge the essence of masculinity and make some men doubt if they are “real men’. Therefore, the need to show sexual prowess as assign of male identity (Datta2011:123) and the desire to be in control especially being able to dominate the women explained why most men did not want to use condoms even if it was the only method to avoid re infection and reduce amounts of virus in the mother’s body for HIV positive couples (Tamale2005).
With regard to attending HIV counselling and testing with their female partners which is the requirement for enrolment for PMTCT program. Some men refused to be tested because they felt they were not vulnerable to HIV infection since men are ‘naturally’ strong compared to women. For example, in one of the focus group discussions it was pointed out that men had blood group ‘O’ which was resistant to HIV unlike the women whose blood was weak while others in highly Muslim dominated communities  especially in the rural areas felt that by being circumcised, they were not vulnerable to HIV infection. 
“I am circumcised so I cannot easily get HIV like those men that are not circumcised...”A Muslim man in an FGD meeting. 
However, while it was evident that men did not want to go for couple counselling and testing with their female partners because of the hegemonic notion that men are naturally stronger, less vulnerable to HIV infection or HIV disease free etc, fear and stigma of positive HIV status results was also one reasons for their low involvement .Interviews with the men, women and the service providers indicated that men have a lot of fear for HIV and therefore this prevents them from coming to test with their sexual partners. As noted by Skovdal et al.  (2011:6 ) ,the idea that being tested and found HIV positive and later developing AIDS would be big a threat to  a man’s sense of masculinity while the mere fact of being ill was seen belittling a man’s sense of manhood and role as head of household and  a sign of a man being unable to control his sexuality. Thus many men either ignored going for HIV test especially with their wives or sexual partners, or if they tested, hid  their HIV status from their wives and do not seek treatment as result, while  some  would then rather not test and wait for the time they are bedridden to be brought on a ‘wheelbarrow’ to be tested. It therefore means that the dominant notion is to only care after birth as breadwinner but not during pregnancy which is seen as a woman’s affair.
The  perception that men  are sexually unable to control their sexual desires which makes them have many sexual partners or wives was reported to be one of the major obstacles to men’s attendance of antenatal care services with these women because it brought wrangles based on favouritism.
“Men are like dogs, they can’t control their sexual desires. Once his wife is pregnant, he has to get other women .Some can’t just see any ‘skirt’ pass by them. So how can they come with different women every week for antenatal, when they fear that their wives will know and it will bring family problems...”An HIV positive woman at the PMTCT clinic.

 This therefore brings out the hegemonic notion that men are sexually promiscuous, can’t control their sexual desires and want a lot of sexual pleasure. Related to this, another important reason for men avoiding PMTCT clinics indicated by both men and women including service providers was the fact that, some men impregnate very young girls and because they fear being arrested for defiling a child under 18 years of age, they will either deny responsibility for the pregnancy or stealthily support the girl. They do not dare escort her to the health facility lest they are arrested. 
“How can you sit on the bench as a husband to an under aged girl. You will face 10 years in prison......” A man in an in-depth interview.

In addition, the perception that hospitals are women’s spaces since most of the women participate in maternal, infant and child health and related visits to the hospital from pregnancy and until the children are grown up and it’s the woman who carries the pregnancy and not the man explained why there was low male involvement.

“How can my friends see me sit with women every month in the antenatal clinic. A woman should go to the hospital because that is her work. and she is the one pregnant.”A special hire bicycle rider.
This was also seen from their responses about in infant care as part of men’s involvement. Even though most men are happy at the arrival of a new baby in the family, gender roles influenced the level of support men could give their wives. The provider role assigned to men based on gender division of roles and responsibilities left them with little time for coming to the hospital for PMTCT and antenatal care with their partners. The men interviewed reported that they have a lot of other duties to attend to such as looking for money to provide for their family’s needs.
“A ‘real man’ should not do things for women  such as sitting in antenatal clinics, take instructions from women instead of looking for food for his family”, one old man in an FGD.

Most men felt that their work was to buy food, clothes and ensure that there is shelter for the baby and mother, in contrast, most of them normally assigned going to the hospital as a woman’s work because the caring role was the responsibility of the woman while the man concentrated on the provider role. This is supported by literature on gender division of roles and responsibilities in families (Datta2011:122, Phoenix 1991:21, Thorne 1982:11) where men in the public sphere are expected to provide financial and material support in their capacity as husbands or fathers in the home while women in the private sphere provide the care and nurturing roles for the family members who include the children and the father.
However, it should be noted that not all men were able to live according to the normative or expected standards of hegemonic masculinity. This was demonstrated by few young men I interacted with in the antenatal and HIV testing rooms, the men came for HIV testing with their wives not as result of coercion from the medical practitioners but from their own initiative. Interviews with them indicated that they had enough information on the usefulness of PMTCT to their unborn baby and for the health of the mother and themselves although their major complaint was the long waiting hours in the clinic. This correlates with what other authors have written on men and hegemonic masculinities (Connell 1999:79-80, Cornwall 1997:11, Courtenay 2000:1389) share the view that although hegemonic masculinity is considered normative, only a few men are able to enact it and abide by the expected values and because they are not able to live up to those expectations they normally find themselves disadvantaged or discriminated in society with such names as a ‘sissy’, ‘weakling’ etc. Instead of viewing going to hospital as threat to masculinity, they saw it as a sign of responsible fatherhood. This is thus an example of reconstruction of dominant notions of masculinity.
 Lastly, apart from dominant notions and practices of masculinity, femininity etc. there were other barriers to  male involvement  that were mentioned by the respondents which deserve to be mentioned here such as rudeness of nurses to the  patients in both antenatal and maternity wards ,denial of husbands to enter the delivery room with their partners while she goes to give birth or during antenatal check up, distances to and from the hospital ,long waiting hours at the clinic because the manpower was small and could not handle a big number of patients and finally demand for many requirements especially money for  payment of medical bills. This too discouraged male involvement but emphasis in this research was how masculinity notions and practices affected men’s involvement thus the reason a lot was written about how it affected male involvement in the program as seen above.. 

Paradoxically, hegemonic notions of masculinity, next to creating barriers to male involvement, may also provide an impetus for men to get involved. This involvement can be seen from the responses of both men and women from their confirmation of men performing their expected role as bread winner, decision maker etc. which are all the prerogatives of the dominant notions of ‘proper manhood’. This involvement has many different forms that are discussed in the next section of this chapter. 

4.2.2 Performing ‘Proper Masculinity’ in PMTCT programs.
This sub-section includes the views and perceptions of men and women and service providers on the roles of men in PMTCT programs which are prerogatives of the dominant notions of ‘proper manhood’. It also highlights basis for assigning those roles and the differences in their perceptions thus showing how hegemonic masculinity provides an impetus for men to be involved in PMTCT programs. 
An interview with the PMTCT co-coordinator in the main hospital for her perceptions on the roles expected of men in the PMTCT program, brought out the following;

  ‘Men are expected to play important roles of supporting and escorting HIV positive pregnant  women  to the antenatal clinics for proper check-up, treatment of opportunistic infections and later safe delivery from skilled medical birth attendants . They should also attend counselling on infant feeding options and support their partners in making a choice towards which feeding option to adopt as well as buying formula or cow milk for the baby. Lastly supporting women who are using formula feeding to gain support from other family members or community who are rigid towards breastfeeding because of our culture..........’PMTCT coordinator.
Furthermore, because most women often refuse to take an HIV test without a man’s permission, thus as the father and therefore a  head of family ,the service providers expected him to give permission or consent to their female partners to take an HIV test when she goes for antenatal checkups as well as provide requirements needed for delivery of the baby such as gloves, plastic sheets, baby clothes and money for paying hospital bills and transporting the wife to hospital as well as discuss sexual and reproductive health issues with their partners. 
‘These men need to be involved in the PMTCT program if it is to succeed. This is because in this community, a man has much power over decisions in the house for example where the woman will deliver from, transport to hospital and even just taking an HIV test, or swallowing ARVs by women etc irrespective of whether the couple is married or cohabiting.....Most women don’t accept to take any decision before they have consulted the father of the baby to be born .However, this delays the time to enrol them on the program...’Midwife in antenatal clinic.
To the service providers therefore, male partner involvement comprised of participating in every stage of the PMTCT program which includes attending health education sessions to acquire better understanding of pregnancy needs of their partners, attending couple counseling HIV testing and mutual disclosure of the results making important PMTCT decisions such as choice of infant feeding option, condom use to control reinfection etc and supporting the female partner to successfully implement these decisions.
Interviews with the men and women, who are the beneficiaries of the program, showed that they also shared the above views and perceptions especially the women. In addition to the above, the women also expected the men to support their spouses with other household chores and buying nutritious foods especially if she was on ARV treatment as well as offering psychosocial support. Both men and women interviewed recognized that pregnancy was a special period, where women required extra attention and support because she was usually more tired, more stressed and emotional and expected husbands to play an important role. 
“A good man should support his wife with some house work if there is no house girl because when I am  sick and swallowing those drugs(ARVs), I usually become weak and without support for me and the baby, I become weaker very fast...”A woman enrolled on ARVs in PMTCT clinic.

To me this is HIV epidemic is call for questioning of the traditional gender division of roles and responsibilities through social reconstruction of the concepts of masculinity and femininity and the roles that are assigned to each. This is also seen from what Datta says , ‘The coming of HIV epidemic has created a situation where fatherhood needs to be reconstructed  especially in African settings so that men can adopt new gender parenting roles of caring for the sick and the dying as well as children in cases where their mothers have died due to the epidemic .These roles where traditionally associated with women and mothers but now men as fathers, brothers or sons are also expected to take up this care roles for their family members, wives, children or siblings (Datta2011: 123).
Both the service providers and the beneficiaries assigned the men these roles based on the men’s traditional gender division of roles and responsibilities where a father or husband is expected to provide the financial and material support while the mother does the care and nurturing role for the children, fathers and maybe other family members Phoenix (1991:21).Men are thus not only expected to abide by such assigned roles, but also play an active role in constructing such representations so as continually demonstrate their manhood. They struggle to ensure that they fulfil this role of provider by engaging in long working hours and most times even in poor working conditions as way of protecting their masculinity and avoid being regarded “not man enough “or an irresponsible father. This is confirmed from the men’s stories of how some of them  especially those who had no jobs or have low income feel a lot of pressure to ensure that the family income is secure especially during pregnancy and in preparation for child birth expenses. This construction of masculinity is supported by Barker and Ricardo (2005) who conducted studies on young men and masculinities in Sub-Saharan Africa which showed that in order to be regarded a real man; ‘one had to achieve financial independence, employment and income before starting a family so as to fulfil the bread winner role’.
Interestingly, these same notions and practices of masculinity used by the women and men who are the beneficiaries of the services are also being utilised by the medical practitioners and PMTCT policy designers .Thus there are few chances that persistent gender hierarchies and hegemonic masculinities that are encouraging gender inequity and low women empowerment can be challenged since the design of PMTCT policy and the practice of medical workers seems to rely on this for the successful implementation of the program. This will be discussed further in the next section which looks at hegemonic masculinity in the PMTCT program and practice bringing out the experiences and views of the service providers.

4.3 Hegemonic Masculinity in the PMTCT program and practice: Experiences and Views of Service providers.

This section focuses more on the service provision and design of PMTCT programs in Uganda using Soroti as a case study .It highlights the importance of male involvement in PMTCT programs from the experiences and views of service providers sighting  differences in experiences among couples where men have participated in PMTCT programme compared to the ones where they have not  .It will also show how similar notions and practices of masculinity which are used by men and women as beneficiaries are being reproduced and maintained by the medical practice and by the practitioners in an effort to make the program successful .
According to the service providers interviewed, based on their experiences in their course of work, male involvement is very important in PMTCT programs especially as far as encouraging gender equity and women empowerment to utilize the available services is concerned, mutual disclosure of HIV positive results, promoting adherence to treatment etc.It also encourages couples to adopt and maintain positive health practices like reduction of sexual partners, use of condoms and adherence to treatment, including risk reduction strategies and good health seeking behaviours. 
Most couples were men have been involved both as fathers or sexual partners etc there has been greater adherence to ARV and septrin treatment by the women, and HIV exposed children and for the men theselves.There is increased condom use, reduced cases of violence due to HIV positive results and reduced mother dropout from the program as well as increased hospital deliveries 

‘From our records, there are reduced cases of violence, increased reported condom use, adherence to treatment for both the couple and the baby and even few malnourished mothers when men are counselled and are actively participating in the program........’In-charge antenatal clinic.

This is therefore the reason why many strategies are employed by the medical personnel irrespective of their effects to ensure that men get involved in the program as seen below;
First and foremost, the PMTCT policy makers and the service providers expect women living with HIV to make use  of services such as antiretroviral, septrin prophylaxis, condoms to avoid reinfection, delivery in hospital where they can get skilled and specialized support as well as exclusive breastfeeding as per the policy guideline like one below;
“Women with HIV infection who are pregnant should be treated with either: Nevirapine at the onset of labour and Nevirapine syrup to the baby within 72 hours of birth; Zidovudine from 36 weeks of gestation until one week after delivery and syrup to the baby for the first week after birth”. Uganda PMTCT policy (2003:5)

Much as this is good for the safety of the baby, most women find it difficult to adhere to all this rules for example delivery in the hospital in order to protect their babies especially if the men are not aware of their HIV status or if they deliberately refuse to support the women. Policy makers assume that gender dynamics in the home are such that all parties can make independent decisions to accept treatment but because of the existing power gender relations ,this is not so. Some women reported failure to negotiate for condom use with their partners as well using the ARVs freely especially if they have not disclosed the results to their male partners. According to Blanc (2001:186),’men tend to have power over women in sexual relationships which hinder their ability to make independent decisions over their bodies or access to health care services’. In this community, this is reinforced by men’s higher economic and political status as well as cultural believes that tend to favour men.
Secondly, male involvement especially in antenatal provider initiated HIV counselling and testing has been made mandatory in antenatal/PMTCT programs in Soroti and other government health facilities throughout the country. The medical practitioners justified their demand for men to be available for couple counselling and testing and sometimes to give permission to women before they are tested or can access other services such as family planning because most women don’t accept to test without the consent of the man. If a woman does not come with her husband or sexual partner on her   first antenatal visit, they will not attend to the woman unless she has a convincing reason such as death of the man. 
“If a woman doesn’t come with her husband for HIV testing, no one attends to her because it will encourage other women too... ”HIV counsellor in one of the health facilities.
Most men seemed to approve of this because giving her orders or permission to his wife indicated that he was the man in the house thus one way of expressing his masculinity.

“ I am the one who marries the woman ,so she has to show me due respect by asking for permission before she can take a test or even leave home for hospital....”A young man  in an FGD with men. 
Women especially in the rural areas seemed to have resigned to this belief as seen from this response;
“ My husband is the one to allow me to test otherwise if I do it without his consent , he can easily beat me or send me away from his home ...”Female respondent .
 Although permission giving is seen as good by the service providers for the success of the program, compulsory  male involvement and  mandatory provider initiated HIV testing and counselling for pregnant women  does not allow these women an opportunity  to exercise their agency in decision making on whether they should take the test or not, or whether they should take this test with their husband or not  because  woman’s consent is not sought for on whether she is comfortable with being tested with her partner as a couple .
This strategy also reinforces male  dominance and power  over women’s decision making capabilities or agency including the actions and decisions taken by women in sexual relationships (Blanc 2001,Kishor and Gupta 2009:5). 
Secondly, some women reported that although being escorted by the man to hospital was  good especially when financial support and quick decision making is required, but sometimes they couldn’t ask the nurse or their female friends some ‘women’s issues’ and in most cases, men dominated the discussions by answering almost all the questions. Thus it infringes on women’s spaces and only chance to talk freely outside her home.

 “I can’t be free to ask nurse some small questions (women’s issues) when my man is there and yet this is the only time I get out of home to interact with other women and nurses.....”A woman in antenatal clinic.
Furthermore, in an effort to ensure that men are involved, the medical practitioners order the pregnant women to invite their partners for couple HIV counselling and testing and other services. The services providers assume that as a couple; there are clear communication channels between wife and husband. In an FGD with men however, the elders reported that in this community, women don’t give men orders on what to do because they are ‘under’ the man.

“A woman cannot order the man to go with her to hospital because naturally a man was born ‘KING’ and a woman is one of his subjects especially if he has paid bride price for her. “An elder in FGD

So for the  women who may have very little power and ability to negotiate with their spouses and therefore fail, they decide to drop out of the PMTCT program in fear of coming to hospital without male partner and others even opt to be delivered by traditional birth attendants or other family members. Related to this, in cases where the woman is tested without her partner’s presence, the service providers require her to disclose her HIV results to her partner and thereafter come with him in the next visit so that he can be tested too. But interviews with women indicated that many women feared being stigmatized, abandoned, and going through the experience of violence if they test positive for HIV and disclosed the results.

“I feared to tell papa Junior that I am HIV positive because I was not sure of how he would react to me...I told my mother instead...”One of the young women in the PMTCT clinic day.
However, HIV testing strategies and counselling in antenatal/PMTCT clinics rarely address issues related to gender inequity including coercive testing, the risk of discrimination and violence after disclosure.
Furthermore, the service providers expect the women to discuss sexual issues with their male partners, majority of the respondents confessed that they usually don’t discuss much about sex related issues and even take some condoms for them to use to avoid reinfection. Culturally in this community, talking about sex has always been looked at a taboo and a good woman should not talk about sex or be very knowledgeable about sexual issues or even ask her partner questions about sex. This is supported by different writers (Blanc 2001, Machera 2004:168, Tamale 2005:10,) on sexuality in Africa.  To them, ‘majority of African Societies, sexuality education and discussions especially between men and women or parents and children is something very rare’. For example a woman seen carrying condoms in her hand bag is seen as a prostitute and yet if a man has condoms in his pocket, it is seen as a sign of a responsible man who is interested in protecting his family from contracting STIs and HIV when he engages in extra marital affairs. Most of the men reported that they talked to their peers or doctors about these sexual issues such as STIs, sexual performance disorders while women did the same and because men feel they cannot talk to women including female nurses about their sexual issues since it would be little them. This belief was however common among the traditionally rigid men with less education while the educated couples didn’t find it difficult to talk about sex since they can always watch on TV, internet etc .Thus , gender dynamics and cultural issues are not taken into consideration when making this policies and regulations .
In addition, PMTCT policy is design and implementation seems to be biased so much towards meeting the medical needs of the child and the mother unlike the man. Some men complained  that even when they go to the health centre with their partners, little or no medical attention is given to them too in case they  are also  sick thus this demotivated them . Related to this, once the couple  are tested positive, instead of enrolling both of them in the antenatal clinic for ART treatment, only the woman is given septrine or ARVs for prophylaxis and the man is referred somewhere else instead of offering them treatment as a couple. Prevention of mother to child transmission of HIV virus as a title of the program also stereotypes the women as the ones responsible for the spread of the virus and not their men unfortunately; this fails to recognize the shared responsibility the men hold too in the transmission of HIV (USAID &IGWG 2004:14). 
” That program is for women because just as you hear the title, its women who give the virus to our children and not men ….” man in the FGD meeting.
Other men reported that policies in hospital do not allow men   to enter the delivery room when their wives are giving birth instead its only the female attendants such as mother -in- law or sisters to take of patient instead of her husband. This makes them feel their presence is irrelevant and not appreciated thus affecting the level of their involvement.

“Some of us would like to support our women especially when they go to give birth but the nurses don’t allow us into the delivery room. If you enter that room, they can shout at you to go out as if you are a child…..” one man in a community FGD meeting.
This is based on gender division of roles and responsibilities where women are the ones to do the care jobs while the men hold responsibility over financial and provision of other material support (Phoenix1991:21) and yet the HIV/AIDS epidemic calls for reconstruction of these roles because of reduced or weakened manpower especially women who traditionally provide the care role (Datta2011:122-123).
Lastly, the gender and attitude of medical service providers are also important factors in preventing men’s involvement in PMTCT. In Soroti district referral hospital, the gender of employees such as nurses, counsellors, midwives in the PMTCT clinic was predominantly females except for the laboratory technician. According to some men interviewed, female nurses tended to bias the services towards women’s related needs and services with little to cater for the men. The men also reported being uncomfortable to ask women (female nurses and counsellors) for support and to reveal their fears to women because these they felt would be little them. The attitude and behaviour of some this medical practitioner especially the female nurses has been reported to be preventing most men from being involved in PMTCT programs. 

“The nurses are very rude to our wives. Sometimes they also shout at us the men when we escort our women. This is why I don’t want to go to be shouted at…….”one man in an interview.

Shouting at patients to me is one way the nurses want to show  their power over the patients and yet men usually don’t want to be shouted at in front of people especially women because this belittles them thus most of them would rather avoid such environments where their masculinity is questioned. The nurses express a lot of power over the patients’ especially vulnerable women from the rural areas. This power over patients has  considerable effect on their  capability  to assert themselves as far as decision making is concerned because they cannot exercise their agency freely in opposition to the nurses orders since the nurses have the authority to either give them the services or not(Blanc 2001:189,Kabeer 2001).
4.4 Improving Male involvement PMTCT programs:    Views and opinions of Beneficiaries and Service Providers.

In this section, I will present the views and opinions of the beneficiaries   and service providers interviewed on strategies that could help PMTCT policies and programs thus improving male involvement in PMTCT programs in Soroti district, Uganda. 
Beneficiaries
Views and suggestions from both men and women ranged from ensuring gender balance among employees in the PMTCT program through increasing the number of male employees such as male nurses, counsellor’s etc to giving first priority to women who have come with male sexual partners and denying antenatal services to women who have not come with partners so as to encourage more men to escort their partners.
“The women who come without husbands are encouraging the men to be reluctant. If the nurses become very hard on the women; the number of men will increase......”A couple in antenatal clinic. 
With regard to inviting the men to come for HIV counselling and testing as well as other PMTCT services,  both men and women  strongly objected the medical practice of using women to pass the messages to the men but instead requested that invitation letters be designed  with the husband’s name and purpose of the visit. 
“The nurses should give us letters to take to our men and not order us to invite the men because they sometimes don’t like it ...”A young woman respondent

 Related to this, men’s participation should be encouraged in all areas including letting them do the care role in the delivery room instead of confining it to the women such as mother- in -law, aunts only etc.
Furthermore, the beneficiaries suggested that male opinion leaders such as clan chairmen, local council leaders and radio talk shows should be used to educate the communities especially the men on the importance of couple counselling and testing and this should be accompanied with community based HIV counselling and testing outreaches by the health teams. This would encourage many men to test since they don’t have to come and sit with women in antenatal clinic.
“We have men whom many people respect in our villages or communities, if they use them to give radio talk shows, most men will be interested in listening to them....”A respondent in an in-depth interview.

Lastly, the men suggested that the policy makers should revise the PMTCT policy to clearly show how men benefit from it and the roles they expect from men because the current policy seems to be biased towards meeting the needs of women only and seems to narrow male involvement to mean antenatal couple HIV counselling and testing. To them however, all the support they offer their partners and babies either as fathers, boyfriends, brothers or sexual partners during pregnancy, delivery and after birth, means that they are being involved.
Service Providers.

The nurses defended their practice of denying women without male partner’s services as a strategy for increasing male involvement. They   based this on their experience that this practice had helped to increase the number of men’s attendance because the women gave them a lot of pressure to escort them lest they are denied services.

They also suggested that more funding should be allocated on education of communities on the importance of male involvement in sexual and reproductive health and also start up men’s clubs in the health centres with facilities such as TVs that men can watch as they wait for the women to get the services. Others however, requested for the policy makers and the medical practitioners who implement the program to be trained on gender issues and how this gender dynamics operate in the community to create and reinforce harmful and oppressive forms of masculinities and gender hierarchies in the health care system.
“We need funding to get men friendly programs in the health unit with possibly more entertainment to keep them busy. Secondly, training the medical staff on this gender issues would also help....”A health unit in-charge.

Medical practitioners also pointed out that more employees should be recruited because the load of work for the existing staff was so much which explained the rudeness of some nurses to patients because of being over stressed and stretched with the load of work.

“Imagine we have only one midwife in this health centre and she has to work from morning up to night in case there are night deliveries.....”In –charge health centre.

However, in my view the above suggestions given by men, women and service providers about how to increase male involvement in PMTCT programs are to a greater extent bent towards reinforcing male dominance and control over the women and giving less opportunity for changing gender hierarchies and hegemonic masculinities in PMTCT programs. According to From Mensch et al (2000:7), ‘ social constructions of gender roles in which males are seen as authoritarian in their relations with women, by being  controlling or dominating  fertility decisions in   a family and also maintaining distance from their wives and children as a sign of a ‘real man’ . Women are expected to be submissive and conform to social norms that confine them to roles within the family have their roots in the traditional gender division of roles’ .This also supported by Dixon-Mueller (1993:273) who says that, ’In most communities especially those dominated by patriarchal patterns, there are gender based power dynamics and gender hierarchies which most often result in women having less power than men. This lessens women’s ability to negotiate for protected sex, including condom use, and less say over the conditions and timing of sex factors that put them at a disadvantage in terms of HIV/STI risk girls and women usually have less control over what happens to them sexually, for example conditions under which sexual intercourse takes place or what a man wants to do them sexually or even accessing health services’. Thus as noted by Chege (2005:116),it’s important to address gender norms, masculinities and these unequal gender relations by altering the socialised paradigms and deconstructing this masculinities in order to improve the health and wellbeing of women, children and men including access of health care services.

4.5 Conclusion

This chapter aimed at analysing and interpreting male involvement and notions of masculinity in PMTCT programs in Soroti, Uganda .Male involvement in PMTCT programs highly influenced by hegemonic masculinities, intensified by local socio-cultural influences on what is expected of the man. Hegemonic understandings of masculinity in this cultural context define ‘real men’ as strong, emotionally independent, tough and fearless, sexually promiscuous capable of withstanding ‘little illnesses such as HIV’.This, coupled with their role as breadwinners, makes it important for many men to reassert their  masculinity by  not wanting to be involved in issues that showed that they are weak and vulnerable like the women who are the weaker sex thus demonstrating themselves as strong and resilient to disease. 
However, though notions and practices of hegemonic masculinity are regarded as barriers to male involvement, in some way they also provide an impetus for men to participate through their traditional role of decision making thus have to give permission, bread winner e.t.cs.Thus by giving these women permission to go testing, escorting her or ensuring that all the family necessities are available etc which are examples of men asserting their masculinity in the program. The PMTCT programs which would be in a better position to challenge the hegemonic masculinities and gender hierarchies thus promoting gender equity and women empowerment are also reproducing and maintaining the same notions  used by the men and women  in order to make the program successful.

.
Chapter 5 Dealing with Hegemonic Masculinity in PMTCT Programs.
5.1 Introduction

This is the final chapter which provides a synthesis of the findings of the study and conclusive final remarks with much focus on answering the research question .It also provides recommendations for policy makers on how to deal with hegemonic masculinity in PMTCT programs and policies so as to increase male involvement.
5.2 Synthesis

This research aimed at finding out why there is low male involvement in PMTCT programs in Soroti district Uganda with major focus on the relevance of masculinity in male involvement in PMTC T programs.  Social construction theory was used for analyzing hegemonic masculinity in PMTCT programs from an intersectional perspective and qualitative methods of data collection and analysis were used for data collection. The major concepts used in this study include, gender, femininity and masculinity, gender hierarchies, sexuality and reproductive health.
Findings showed that there are many barriers to male involvement in PMTCT programs such as rudeness of nurses, distances to the health facilities, long waiting hours, limited time due to other roles they have as men etc but dominant notions and practices of hegemonic masculinity stood out as very important barriers to male involvement. Men’s health beliefs, practices and health seeking behaviours in this cultural context are to large extent controlled by socially constructed definitions of a “real man” which include; being strong, emotionally independent, tough and fearless and disease free and able to withstand small illnesses etc. Men deliberately enact them to show their “manhood” .Secondly, due to women’s maternal health role, hospitals were perceived as predominantly female spaces, and not a place for men to be thus discouraging the men from being involved in PMTCT programs in hospital settings. 
With regard to roles of men in the program, the study revealed  that both the service providers and the beneficiaries expect men to play some roles in the PMTCT program such as supporting and escorting HIV positive pregnant women  to the antenatal clinics for proper check-up, giving permission to the female partners to access services in antenatal unit, attend counselling on infant feeding options and support their partners in making a choice towards which feeding option to adopt as well as buying formula or cow milk for the baby . They are also expected to provide both material and economic support for the family members as well as meet the hospital financial bills etc as a sign of a responsible father and for the success of the program. Although men sometimes find it hard to fulfil all these jobs especially if they don’t have a source of income, they are forced to in order to protect their manhood. These roles are given based on gender division of roles and responsibilities where the men’s roles are socially constructed as a breadwinner and gatekeeper to decision making etc. 
In terms of importance of male involvement in the program ,the findings showed that, male involvement in the program is important because it encouraged, adherence to ARV treatment, quick access  and utilisation of the program services by women etc.Couples where men were involved were reported to be reaping the benefits as opposed to those where the fathers are not involved .However, although it should also bring about gender equity and women empowerment, little was seen in this direction because of the high levels of gender hierarchies and hegemonic masculinities which are socially constructed in the community .
5.3  Conclusions
 I conclude that male involvement in PMTCT programs is heavily influenced by dominant notions and practices of hegemonic masculinity which were used as a yardstick to measure the level male involvement in the program. Hegemonic masculinity acts as a strong barrier to male involvement in the program but also provides opportunities for men to be involved because they have to fulfil their roles such as decision makers, breadwinners as signs of responsible fatherhood or husbands or men.

Secondly, the hegemonic notions and practices of masculinity which are being used by the men and women as beneficiaries are being reproduced and maintained in PMTCT policies guidelines, programs and practitioners in the course of implementing the program through promotion of male dominance in decision making, etc .This is offering very little chance for challenging hegemonic masculinities   and gender hierarchies in the health care system. This therefore offers low opportunities for achieving gender equity and women empowerment in PMTCT programs. 
Lastly, although most often , sexual and reproductive health (SHR) services that include PMTCT have focused mostly on women in their implementation processes .The knowledge, attitudes, behaviours and health of men often play a critical role in determining the reproductive health of women. Thus excluding men in reproductive health programs increases vulnerability of women to HIV and also compromises the effectiveness of HIV prevention strategies as well as creating barriers to effective HIV treatment.
5.4  Policy Recommendations 
This section gives recommendations based on the study findings on how to PMTCT policies and programs could be improved in order to consequently   improve the level of male involvement in these programs in Soroti and Uganda at large.

Since men’s involvement in PMTCT programs seems to be highly dependent on the social constructions of hegemonic masculinity in that society,  PMTCT programs also need to provide opportunities for men to deconstruct hegemonic notions of masculinity and create spaces where masculinities can be renegotiated and transformed for example through promoting  and strengthening positive masculine gender norms that support health-promoting behaviours and gender equity and  encourage men to seek health care services and information for their own health and wellbeing  or by creating therapeutic environments that are friendlier and aligned to local masculinities such as the community instead of hospital based settings which are  traditionally women’s departments. 
Policy makers  need to address the role of men and transform many aspects of men’s behaviour, attitudes and social relations, as well as wider structural forces and relations that create and sustain harmful or oppressive forms of masculinity .For example, involving men in all aspects of the program across the range of prevention, testing, care, and support programs as avenues for encouraging men to actively get involved in the program instead of concentrating on antenatal  HIV counselling and testing only. This is because men play very many roles as fathers, husbands, brothers and male relatives etc that could lead to gender equity and women empowerment.
PMTCT policy makers and practitioners should gain good should   evaluate gender relations and the impact of such involvement .This helps to ensure that the strategies do not cause unintended harm for example mandatory requirement for man’s presence for woman to get tested for HIV and get other antenatal care services can reinforce men’s control over decision making of women and deny women a chance to exercise their agency in decision making. 
Lastly, PMTCT programs should also venture using community outreaches when conducting HIV counselling and testing. This would encourage many men to test since they don’t want to come to the antenatal clinic for testing. 
References

Adrio, K.L.Lyra, J. Medrado B. and P.Nascimento (2002) ‘Working with Men on Health and Sexual and Reproductive Rights from a Gender Perspective: Experiences from Northeast Brazil,’ in Cornwall, Andrea and Alice Welbourn (eds) (2002) Realizing rights: transforming approaches to sexual and reproductive well-being Zed books, London, New York, 199-208.
Akujobi,R. (2011)’Motherhood in African Literature and Culture’ American College Health, Vol .13, issue 1, article 2:279-290.
Barker, G. and C.Ricardo (2005) Young Men and the Construction of Masculinity in Sub-Saharan Africa: Implications for HIV/AIDS, Conflict and Violence.
Blanc, A. K. (2001) ‘The Effect of Power in Sexual Relationships on Sexual and Reproductive Health: An Examination of the Evidence’ in Studies in Family Planning, 32(3).
Chege, J. (2005) ‘Interventions Linking Gender Relations and Violence with Reproductive Health and HIV: Rationale, effectives and Gaps’, Agenda Special Focus, Populationcouncil.net.
  Connell, R. (1987) Gender and Power, Society, the person and Sexual Politics .Cambridge: Polity Press.
  Connell, R.W. (1999) ‘The Social Organisation of Masculinity’ (chapter 3) in Masculinities, London: Polity Press, 67-86.
  Cornwall, A. (1997) ‘Men, Masculinity, and “gender in development”’, in Gender and 
development, (5)2: 8-13.
Courtenay, W.H. (2000) 'Constructions of Masculinity and their Influence on Men's Well-being: A Theory of Gender and Health', Social Science & Medicine (1982) 50(10): 1385. 
Datta, K.(2011)’In The Eyes Of A Child, A Father Is Everything :‘Changing Constructions Of Fatherhood In Urban Botswana, in Nalini ,V. L,Duggan.N, Wiegarsma and L.Nissonoff (eds)(20011)  The Women, Gender and Development Reader Fernhood publishing ,Zed books ,London New York 2nd (ed):121-135.
Davis, K. (2008) ‘Intersectionality as a Buzzword: A Sociology of science perspective on what makes a femininity theory successful’. Sage Publications 9: 67.
Declaration of Commitment on HIV/AIDS (2001) Global Crisis – Global Action, adopted by the UN General Assembly Special Session on HIV/AIDS, New York, 25–27 June.
Dixon-Mueller, R. (1993) 'The Sexuality Connection in Reproductive Health', Studies in family planning 24(5): 269.
Gerson, J.M. & Peiss, K., 1985. Boundaries, negotiation & consciousness: Reconceptualising gender relations. Social Problems 32 4: 317–331.
Guendelman, S.C.Malin &B.Herr-Harthon (2001) Orientations to Motherhood and Male Partner Support Among the Women in Mexico and Mexican in Origin Women in the United States; Social Science and Medicine (52) 12:1805-1813.

Institute of Development Studies IDS (2011) Practice paper, Vol 2011, No 6.
International HIV/AIDS Alliance (2009) ‘Linkages and Integration of Sexual and Reproductive Health, Rights and HIV; Seizing Opportunities for Universal Accesses: Good practice update.
Kabeer, N. (1999) ‘Resources, Agency and Achievement: Reflections on the measurements of women’s Empowerment’ Development and Change, 30(4):435-469.
 Kahn, S. J. (2009) An Introduction to Masculinities. Wiley-Blackwell, Oxford, UK.
 Kishor, S. and K. Gupta (2009) Gender Equality and Women‘s Empowerment in India, A National Family Health Survey (NFHS-3), India, 2005-06, Mumbai: International Institute for Population Sciences; Calverton, Maryland, USA: ICF Macro.
Lindegger .G and M.Qualye (2009) HIV/AIDS in South Africa 25 years on: DOI.
Machera, M. (2004) Opening a Can of Worms: A debate on Female Sexuality in the Lecture Theatre in Signe, A (2004) Rethinking Sexualities in Africa;Almqvist and Wiksell Tryckeri AB printing press:157-170.

Mensch, B. S., B. L. Ibrahim, S. M. Lee and O. El-Gibaly (2000) Socialization to Gender Roles and Marriage among Egyptian Adolescents, No. 140.
Ministry of Health (MOH) Uganda (2003) Policy for Reduction of the Mother- to- child Transmission of HIV in Uganda.
Ministry of Health (MOH) Uganda (2006) Policy Guidelines for the Prevention of Mother to child Transmission of HIV in Uganda.
Moynihan, C. (1998). Theories of masculinity. British Medical Journal. 317:1072- 1075.
Orne-Gliemann, J. and A. Desgrées-Du-Loû (2008) 'The Involvement of Men within Prenatal HIV Counselling and Testing. Facts, Constraints and Hopes', correspondence Volume 22(Issue 18): 2555-57.
Ouzgane, L and R.Morrell (eds) (2005) ‘African Masculinities’: Men in Africa from the late Nineteenth Century to the present. University of KwaZulu-Natal press.
Phoenix, A. (1991) Young Mothers? Cambridge MA: Polity press in association with Basil Blackwell.
Pulerwitz, J. (2010) 'Addressing Gender Dynamics and Engaging Men in HIV Programs: Lessons Learned from Horizons Research', Public health reports (1974) 125(2): 282.
Rich, A (1997) Of woman Born: Motherhood as an experience and an institution, New York: Norton.
Samuels G.M and F. Ross-Sheriff (2008) ‘Identity, oppression and power; Feminism and intersectionality theory;’ Sage publications 23:5.
Sen,G(2006) ‘Reproductive rights and gender justice in the Neo-conservative shadow’ in T.D.Troug,S.Weringa and A.Chachhi  (eds)Engendering human Security;Femininst perspectives New Delhi :36-55.
Sherr, L. (2010) Fathers and HIV: Considerations for families; Journal for International Aids Society, vol.13, supplements 2.
Sherr.L and N.Barry (2004) ‘and HIV –Positive Hetero Sexual Men’, British HIV association HIV medicine Vol .5: 258-263.
Skovdal .M C. Campbell, C.Nyamukapa, and S.Gregson (2011) ‘When Masculinity Interferes with Women’s Treatment of HIV Infection: A qualitative study about adherence to antiretroviral therapy in Zimbabwe’; Journal of the International AIDS Society, 14:29.
Skovdal, M.M. (2011) 'Masculinity as a Barrier to Men's use of HIV Services in Zimbabwe', Globalization and health 7(1): 13.
Soroti district (2009) Statistical Abstract.
Tamale, S (2005) “Eroticism, Sensuality and ‘Women’s Secrets’ Among the Baganda: A Critical Analysis”, Feminist Africa, Issue 5: 9-36.
The Lancet (2006) Vol .368 Dec. 2:1596; Accessed from www.thlancent.com.
The Rio Declaration (2009) Global Symposium on Engaging Men and Boys on Achieving Gender Equality. Rio de Janeiro, 29 March–3 April.
 Thorne, B . (1982) Feminist Rethinking of the family: an overview in Thorne, B and M. Yalom (eds) Rethinking the Family; Some Feminist Questions, 1-21.New York and London: Longman.
Uganda Bureau of Statistics UBOS (2009) Statistical Abstract.

Uganda Bureau of statistics UBOS (2011) Statistical Abstract.
UNAIDS (2010): Uganda UNGASS Progress Report, Jan 2008-Dec 2009. www.unaids.org/en/.../uganda 2010 country progress report en.pd; Accessed 14th November 2011.
United Nations Commission on the Status of Women (UNCW) (2010) ‘Report on the fifty-fourth session, Economic and Social Council Official Records,’ 2010, Supplement No. 7: 10.
United States Agency for International Development (USAID) and Inter Agency Working Group (IGWG) (2004) ‘How to Integrate Gender in HIV/AIDS Programs; using lessons learned from USAID and Partner Organisations’.
Varga .A. C (2003) How gender roles influence sexual and reproductive health among South African Adolescents; (34)3.

World Health Organisation (WHO) (2010) ‘Policy Approaches to Engaging Men and Bin Achieving Gender Equality and Health Equity’; WHO Press, Geneva, Switzerland.
World Health Organisation (WHO) (2010) ‘PMTCT strategic vision 2010-2015, Preventing Mother –to- Child Transmission of HIV to Reach UGASS and Millennium Development Goals.

UNAIDS (2009) ‘Operational Plan for UNAIDS Action Frame Work: Addressing Women, Girls, Gender equality and HIV’. www.unfpa.org/hiv/docs/unaids operationalplan.pdf Accessed on 14 September 2011.
Appendices 1: Interview Guides

KEY INFORMANT INTERVIEW 
1) How long have you worked in the PMTCT program?

2) What do you do (task) in the PMTCT Program (explain)?

3) What do you think is expected of men (role) in the PMTCT programmes?

4) How do people react when you tell them about male involvement in PMTCT programmes 

5) What are some of the problems you experience in an effort to involvement men in the program?

6) What do you think could be the reasons why few men participate in the program especially in antenatal/PMTCT clinic attendance?

7) What do you do to encourage male involvement in PMTCT programs in Soroti District?

8) From your assessment, do you think they are helping in improving male involvement?
PARTICIPANT OBSERVATION GUIDE

1) Procedures of service provision for pregnant mothers

2) How the medical personnel attend to mothers who have come with their male partners and those without?

3) Sitting arrangement in the ANC/PMTCT clinic.
4) Response of men in the ANC/PMTCT clinic.

5) Gender of service providers in ANC/PMTCT clinics.
6) Time patients spend while waiting to be attended to. 

7) IEC materials available in the waiting rooms for patients and their messages.

8) Gendered spaces in the health education waiting rooms and education sessions and how it affects men’s presence.

9) The interaction between men and women as partners, clients.

10) Interaction between staff and clients (clients with partners and those without partners), among clients themselves (women and women, women with partners and women without partners, men and women.

11) Interaction between staff themselves(male and female staff, all the staff in general)

12)  The number of clients who turn up everyday,men,women, couples

13) Places to visit and conduct interviews in ( Counselors room to see the process of counseling , privileges for couples ,confidentiality etc),Health education and family visits by the village health team in the community, Antenatal waiting rooms,PMTCT/ART waiting rooms, HIV clinic with NGOs(TASO and Uganda Cares, AIC)

Document analysis

1) Information about PMTCT in Uganda, Soroti in particular

2) What the mission of the PMTCT program is.
3) Who the target groups for this program are.
4) How PMTCT program is designed and conducted?

5) The number of clients who turn up every day, men, women, couples

6) Achievements so far and Challenges faced in implementing the program especially in relation to male involvement.

7) Strategies being used to encourage male involvement 

FOCUS GROUP DISCUSSION GUIDE (men and women clients, both HIV positive and HIV negative)
1) Have you ever heard of PMTCT program?

2) How do you think HIV can be transmitted from an HIV positive mother to her baby

3) How do you think HIV transmission from an infected mother to her baby can be prevented?

4) Do you think men and women should discuss about HIV during pregnancy? 

5) In your opinion, do you think married couples should use condoms to reduce chances of mother to child transmission during pregnancy?

6) What is your view about ANC/PMTCT clinics, do you think it is designed for women and children only?

7) In your opinions, do you think a woman can test for HIV during pregnancy without her husband’s permission?

8) In case the woman is tested HIV positive, do you think it means that she has been unfaithful in her marriage?

9) Should the woman who has been tested HIV positive in pregnancy be divorced or abandoned by her partner?

10) Do you think it’s important for men to attend ANC/PMTCT clinics get HIV counseling and testing together with their partners/wives? 

11) How do men feel about attending ANC/PMTCT clinics with their partners for HIV counseling and testing?

12) How are men who accompany their partners to the ANC clinic regarded in your community?

13) How are men who do not accompany their partners to the ANC clinic regarded in your community?

14) How do men react when a woman is tested HIV positive and enrolled on PMTCT during pregnancy?

15) How do men react when a woman who is HIV positive does not breast feed her baby so as to avoid MTCT?

16) What do you think could be the benefits of male participation in PMTCT programs?

17) What do you think men should do in the PMTCT programs?

18) How do men feel about their involvement in the PMTCT programs (VCT, ART and choice and provision of infant feeding options?

19) Why do you think women want to go with their partners to ANC/PMTCT clinic? 

20) What do you think are the reasons for low men’s attendance of ANC/PMTCT clinics and general participation in PMTCT programs? 

21) How do men feel about women being sent from the hospital to invite them for couple counseling and testing in ANC/PMTCT clinic?

22) In what ways do you think men could be encouraged to attend PMTCT/ANC clinics and become actively involved in PMTCT programs?
Appendix II: Map of Uganda Showing Soroti District.
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Source: Uganda Bureau of Statistics (UBOS) (2011).
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