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OPERATIONAL DEFINITIONS 

Mother-to-Child Transmission (MTCT): This is the process of Transmission of human immune 

virus (HIV) from an infected mother to her child during pregnancy, labour, delivery, or 

breastfeeding. In this context, the transmission of HIV to babies from birth to 2 years will be 

considered relevant. 

Disclosure: Sharing the results of the HIV test with the sexual partner.  

Mother-baby care point: The site designated in the Maternal Child Health department to provide 

antiretroviral therapy to the mother and baby up to 6 weeks Postnatal.  

Male Partner: The father of the current baby/ one current sexual partner   
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ABSTRACT 

Introduction: The purpose of this study was to examine the effect of HIV status disclosure to 

male partners on the utilization of Prevention of Mother to Child Transmission of HIV (PMTCT) 

service among mothers at a public health facility in Kampala District with Kiswa health centre 

III. The objectives of this study were (i) to determine the factors associated with the utilisation of 

PMTCT services among breastfeeding mothers and (ii) to determine the influence of HIV-

positive status disclosure to male partners on the utilization of essential PMTCT Services among 

breastfeeding mothers. 

Methodology: A descriptive cross sectional quantitative study was conducted with 123 

breastfeeding women attending early infant diagnosis clinic. Data was collected using 

interviewer-administered questionnaire which consisted of both open-ended and closed-ended 

questions and analysed using quantitative data analysis techniques. 

Results: Overall 61 % (75) of the 123 participants that were interviewed disclosed their HIV+ 

status to their Male Partners. There was so significant relationship between Age, education, 

occupation, marital status, travel time, and distance travelled by the breastfeeding women and the 

frequency of attendance of PMTCT. Status disclosure of HIV+ Status and Male partner 

involvement in PMTCT services showed significant relationship. 

Conclusion: There is a significant relationship between HIV+ Status disclosure and PMTCT 

service utilisation. Therefore we can ably conclude and say, HIV Status disclosure to male 

partners influences PMTCT utilisation both negatively and positively. More than half (57) the 

women of those that never disclosed their HIV+ status to the male partners feared abandonment 

while (47%) of those that disclosed their HIV+ status to their male partners  desired to live 

longer and take care of their children 

Key Words:  

PMTCT, Breastfeeding women, Attendance of PMTCT, Male involvement.  
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CHAPTER ONE 

INTRODUCTION 

1.1.Background of the Study  

In 2018, almost 74.9 million (58.3 million–98.1 million) people were estimated to be infected 

with HIV since the epidemic started, and over 32.0 million people had died from AIDS-related 

illnesses (UNAIDS, 2019). HIV prevalence in Sub-Saharan Africa regions is one of the highest 

where over 67% are infected and 91% of all new infections are among children (Ogbonna et al., 

2016). Pregnant women living with HIV are especially at a high risk of transmitting HIV to their 

children during pregnancy, labour or delivery and postpartum through breastfeeding, by a 

process known as mother-to-child transmission (MTCT) of HIV (WHO, 2010). Although there 

are numerous factors associated with the transmission of HIV/AIDs among children, (World 

Health Organization, (2014) estimated that about 90% of all new HIV infection in children from 

zero to six years comes as a result of Mother to Child Transmission (MTCT).  

While Mother to child transmission has been observed as a major public health concern among 

women of child-bearing age (UNAIDS, 2016), services related to Prevention of Mother-To-

Child Transmission (PMTCT) of HIV has been shown to improve survival of HIV-infected 

mothers and bring a drop to new-born infection to as low as 1%–2% (Lehman et al., 2009; 

Mofenson, 2010). The success of the drop in HIV infection cannot solely depend on use of 

antiretroviral prophylaxis (Elias et al., 2017) as male partner involvement has also been 

considered as a crucial component in the effectiveness of PMTCT program service utilisation. 

HIV status disclosure to males is considered an important component in improving both maternal 

and child health outcomes (Spangler et al. 2014). However, while disclosure of HIV Status to 

males has proved to be beneficial in eliminating MTCT, a  number of potential risks of 

disclosure for HIV to males among women such loss of financial support, blame, abandonment, 

physical and emotional abuse, discrimination and disruption of family relationships have also 

been identified (Medley et al., 2004).  

Naigino et al., (2017) assessed HIV status disclosure and its associated outcomes on women 

enrolment in antiretroviral therapy and found out that eight in ten women with partners, reported 

spousal support irrespective of their disclosure status. A study in Kenya by Spangler and the 
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team also showed that disclosure of HIV status to sexual partners among women resulted in high 

level attendance of PMTCT services (Spangler et al. 2014). Sendo et al., (2013) in a study 

conducted in Ethiopia revealed that seventy eight (73%) of the females who disclosed their HIV 

sero-positive status to their sexual partner were more likely to have decreased HIV associated 

stigmas. Additionally, most (53.8%) of the women who disclosed their HIV status to their 

partners received support and only 15.4% received negative response from their male spouses. 

Other researchers have also argued that disclosure may also reduce stigmatization of pregnant 

and lactating women (Naigino et al., 2017), however there is limited evidence of their 

experiences of disclosure including the positive and negative outcomes in the context of lifelong 

ART.  

 

In as much as there are several positive outcomes presented by scholars in and around East 

Africa, Uganda, a country with so many ethnicity present little or no information pertaining to 

responses associated with HIV care and in particular male partners attitudes towards PMTCT 

services. This study therefore, seeks to assess the effects of HIV status disclosure to male 

partners on women’s utilization of PMTCT services. 

1.2. Statement of the Problem  

Although disclosure of HIV status by women to their Male partner has been seen as one critical 

component to the success of the four pillars of the PMTCT programme, (Rujumba et al., 2012) 

many women in Uganda still see it as a problem. HIV‐ related stigmas associated with 

disclosure still remains as one of the major challenges for women accessing HIV prevention and 

care services (Duff et al., 2010). HIV status disclosure has been found to hinder early initiation 

of antiretroviral therapy (ART) (Muhamadi et al, 2010) hence affecting the global campaign 

against HIV prevention. Additionally, for most of the studies that have been conducted, 

concentration has been given to the literature has largely focused on the barriers and outcomes of 

HIV serostatus disclosure, the experiences of pregnant women after testing HIV+ and Male 

partner antenatal attendance (Medley et al. 2004;  Larsson et al, 2011; and Byamugisha et al, 

2011).This study was therefore, designed to understand how HIV status disclosure to males by 

mothers affects  to the utilization of PMTCT services among breastfeeding mothers in Kampala 

District.  



3 

 

1.3. Objectives of the Study 

1.3.1. General Objective  

To examine the effect of HIV status disclosure to male partners on the utilization of Prevention 

of Mother to Child Transmission of HIV (PMTCT) services at a public health facility in 

Kampala District.  

1.3.2. Specific Objectives 

i. To assess the relationship between HIV status disclosure to Males and attendance of 

PMTCT services among breastfeeding women at a public health facility in Kampala. 

ii. To determine the effects of HIV-status disclosure to Male Partner on the utilisation of 

PMTCT Services at a public health facility in Kampala. 

1.4.Research Questions  

The study was guided by the following research questions;  

i. How does HIV Status disclosure to male partners affect frequency of Attendance of PMTCT 

services among breast feeding women? 

ii. What is the outcome of disclosure of HIV status to the involvement of male involvements in 

PMTCT services? 

1.5. Significance of the Study  

The study findings may facilitate evidence-based PMTCT programming in increasing utilization 

of PMTCT service and reduction of MTCT services at public health facilities in Uganda.  

The study is also expected to fill the gap in research regarding areas of PMTCT Service delivery 

and propose the developments that can be appreciated. 

1.6.Conceptual Framework 

The conceptual framework shows the interaction between the social economic factors and HIV 

disclosure factors related to PMTCT service usage, it was developed following a review of 

studies by Atwongyeire, (2017) and Asiimwe, (2015). Atwongyeire, (2017) for example 
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documented the factors relate to one another and how it affects PMTCT Service usage and HIV 

disclosure.  

Independent Variables             Dependent variables  

i.  

ii.  

 

 

iii.  

iv.  

 

 

 

 

 

Disclosure  

Figure 1. 1 Conceptual Frame Work 

  

1. Socio-demographic factors 

 Age of the patient 

 Marital Status 

 Educational Background 

 Employment Profile 

(Occupation) 

 

2. Client Related Factors  

 Partners Knowledge on the HIV 

status of the Client  

Influence on PMTCT service 

usage  

 Frequency of attendance of 

PMTCT 

 Male Partner involvement  

 
 

 

 HIV+ Disclosure to Male 

Partners.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.0. Introduction  

This chapter presents evidence of secondary information from different research studies 

conducted on the status of HIV prevention and PMTCT utilisation. It has been divided into five 

major sections which include, a brief background on what PMTCT is, effects of the involvement 

of males in PMTCT services, the factors that affect HIV status disclosure to males, and the 

effects of HIV status disclosure and a conclusive summary of the literature review.  

2.1. Prevention of Mother to Child Transmission of HIV (PMTCT) 

Prevention of Mother-Child Transmission of HIV (PMTCT) involves using antiretroviral drugs 

(ARVs) during and after pregnancy to control the transmission of HIV from mothers to their 

children. The process was found to improve survival of HIV-infected childbearing women and 

reduce the rate of new-born infections to as low as 1% –2% (WHO, 2004). In 2000, World 

Health Organization (WHO) recommended the implementation of prevention of mother-to-child 

transmission of HIV in resource-poor countries as an integrated service in the antenatal care in 

the verge to control HIV transmission (Byamugisha et al., 2010).  

PMTCT acts as a multistep continuum of a care package that can be completed by HIV-positive 

mother-exposed, and it includes maternal HIV testing and treatment, antenatal, delivery care, 

early infant diagnosis, and postnatal services (Stringer et al., 2008).  

2.2. Male Involvement in PMTCT Services 

Male participation is a crucial component in the optimization of Maternal and Child Health 

(MCH) services. This is especially so with prevention strategies to decrease Mother-to-Child 

Transmission (MTCT) of Human Immunodeficiency Virus (HIV). Elias et al., (2017) showed 

that few males were involved in PMTCT. In their study, they observed that only 24.7% of the 

females who tested HIV+ and had disclosed their status had their male partners involved in 

PMTCT. HIV prevalence disclosure to male partners is especially important for both males and 

females in order to prevent HIV transmission to sexual partners and encourage PMTCT, through 

promoting male partner HIV testing, the adoption of safer sex practices and partner support for 

PMTCT service uptake (Brou et al., 2017; Odiachi et al., 2018).  
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Byamugisha et al., (2010) also reported that only 1 in 4 male partners in eastern Uganda were 

engaged in the PMTCT program. This level of involvement is low but higher than what had been 

reported in earlier studies from other parts of East Africa (Byomire 2003; Farquhar et al., 2004). 

For instance, (Byomire 2003) showed that male participation in PMTCT activities was 16% 

which is much lower than 25% that was noted by (Byamugisha et al., 2010). Similarly, a study 

conducted at a Nairobi antenatal clinic in Kenya revealed that male partner participation in 

antenatal visits with their spouses was 15% (Farquhar et al., 2004). They suggested that a 

number of factors are associated with male participation in the PMTCT programme, of which 

socio-economic and cultural factors are inclusive (Byamugisha et al., (2010). Although men are 

willing to go for HIV counselling and testing, time or money is viewed to be the major hindrance 

to their engagement in the ANC/PMTCT activities (Lyatuu et al., 2008; Byamugisha et al., 

2010). Factors like the structural set up of the ANC clinics is also said to be non-user friendly to 

the males hence the low involvement (Mullick et al., 2005). Furthermore, the same study 

indicated that the health-providers in the ANC clinics were perceived men as not being client-

friendly. Reynolds et al.,(2006) noted that rude healthcare staff were a hindrance to male 

participation in PMTCT services. In summary, the major hindrance to male participation can be 

grouped into two major factors; social factors like low education level which hinders access to 

information and cultural factors (Mullick et al., 2005; Tshibumbu, 2006). 

2.3. Factors that affect HIV Status Disclosure to Males on the Utilization of PMTCT 

According to Byamugisha et al., (2010) HIV disclosure rates to partners differ depending on 

whether the woman was recently or previously diagnosed, or whether she is pregnant or has 

delivered. Hodgson et al. (2014) also report that personal knowledge of HIV status, the 

disclosure of such status by people living with HIV to others like family, friends, and sexual 

partners are important for HIV prevention, including the prevention of mother-to-child 

transmission of HIV (PMTCT). A report by World Health Organisation on HIV Status disclosure 

to sexual partners noted that disclosure to sexual partners ranged between 42% to 100% and this 

was dependent on the type of partner to whom the person disclosed their HIV status (WHO, 

2004). The same report also showed that rates of disclosure from developing countries were 

lower than rates reported from the developed world and it ranged from 16.7% to 86% (WHO, 

2004). Odiachi et al., (2018) also noted that overall disclosure to male partners was higher than 

the earlier studies conducted among women in south-west Nigeria on disclosure (Sendo et al., 
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2013; Falnes et al., 2010). They emphasized that with time and encouragement, especially from 

healthcare workers, more women could disclose their HIV status, even in situations where male 

partners were reportedly HIV-negative Odiachi et al. (2018). 

Spangler et al., (2014) suggest that social and material inequalities repeatedly have strong effects 

on women’s use of PMTCT and maternal health interventions such as PMTCT. The use of ANC 

and skilled birth attendance are influenced by factors such as age, parity, education, and wealth, 

geographical proximity to care, women’s autonomy, and personal interactions with health 

workers (Spangler and Bloom 2010; Hooseinpoor et al., 2011). In such circumstances, the effect 

of women’s HIV-positive status disclosure on care-seeking behaviour during pregnancy and 

postpartum remains incompletely understood. Decisions about whether to disclose HIV-positive 

status are often influenced by expectations and experiences of HIV-related stigma (Spangler et 

al. 2014).  

Non-disclosure is a predictor of PMTCT cascade dropout, while women who disclose to their 

partners were found to be five times more likely to access and be retained in PMTCT care 

(Baiden et al., 2005). Despite the benefits, disclosure rates in PMTCT are widely disparate, 

particularly in sub-Saharan Africa. Among pregnant and post-partum African women living with 

HIV, disclosure rates to any person range between 5% and 97% (pooled estimate 67%), and to 

male partners, 30 to 93% (pooled estimate 64%) (Tam et al., 2015). The main reasons for none 

disclosures among to male partners were fear of divorce, interpersonal/domestic violence, 

neglect or other forms of psychological abuse which deter women from immediately disclosing 

to their male partners. However, with time and encouragement, especially from healthcare 

workers, women in women surprisingly, largely positive results, as reported elsewhere in Africa 

(Kalembo et al., 2013), even in situations where male partners were reportedly HIV-negative. 

Reasons for male partner disclosure included feelings of obligation and to encourage partner 

HIV testing, as reported from studies in other African countries (Shamu et al., 2014). 

2.4. Effects of HIV Status Disclosure on the Use of ARVs or PMTCT  

According to Spangler et al. (2014), lack of disclosure to male partners limits women’s ability to 

receive HIV care for their own health and increase their risk for sexual transmission of HIV if 

the male partner is serostatus negative. It also increases the likelihood of suboptimal adherence 

to PMTCT interventions (Jasseron et al., 2013). Disclosure to and involvement of a male partner 
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in HIV testing have been associated with higher adherence to PMTCT interventions (Kalembo et 

al., 2013) and improved infant outcomes (Aluisio et al., 2011). Jasseron et al., (2013) also noted 

that lack of disclosure to male partners can limit women's ability to receive HIV care for their 

own health, increase the risk for sexual transmission of HIV if the male partner is serostatus 

negative, and increase the likelihood of suboptimal adherence to PMTCT interventions. 

According to Medley et al., (2004), HIV status disclosure may lead to improved access to HIV 

prevention and treatment programs, increased opportunities for risk reduction and increased 

opportunities to plan for the future. Disclosure of HIV status also expands the awareness of HIV 

risk to untested partners, which can lead to greater uptake of voluntary HIV testing and 

counselling and changes in HIV risk behaviours (Deschamp et al., 1995; Medley et al., 2004). In 

addition, the disclosure of HIV status to sexual partners enables couples to make informed 

reproductive health choices that may ultimately lower the number of unintended pregnancies 

among HIV-positive women (Medley et al., 2004).  

2.5. Summary of the Literature Review 

Review Prevention of Mother-Child Transmission of HIV/AIDs (PMTCT) has been widely 

studied according to the literature review; however, much focus has been placed on the benefits 

and effects of HIV disclosure mainly among pregnant women and women attending ANC. 

However, most studies to date have not examined the effects and barriers of disclosure to male 

partners, but have taken have they considered its impacts on the use of PMTCT services. 

Although different studies have been made, attempts to document the effects of HIV status 

disclosure have been very minimal as such this study seeks to eliminate this gap. 
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CHAPTER THREE 

METHODOLOGY 

3.0. Introduction  

This chapter present the Study design and the approach used to collect, analyse and present the 

research findings.  

3.1. Study design  

The study utilized a cross-sectional design during which 123 women attending PMTCT services 

were interviewed   

3.2. Study Area  

The study was carried out at Kiswa Health Centre III in Nakawa division, Kampala District. 

Kiswa Health Center is one of the ten public health centres under the management of Kampala 

Capital City Authority. The health facility is located 6.4km East of Kampala Central business 

centre along spring road Bugolobi in Nakawa Division, Kampala. Kiswa health centre IV has a 

catchment of 333,840 people and serves the people in the suburbs of Nakawa Division and the 

nearby Makindye Division. The average attendance of the Early Infants Diagnosis clinic is 300 

mother per month as per the health centre records. The facility was selected because of its close 

proximity to the researcher and the excellent collaborative support by the in-charge of Kiswa 

Health center IV. 

3.3. Study Population  

The study population made reference to the population of HIV positive breastfeeding women 

attending Early Infant Diagnostic (EID) clinic at Kiswa Health centre IV. 

3.4 Selection Criteria 

3.4.1. Inclusion Criteria  

HIV positive breastfeeding women attending the Early Infant Diagnostic clinic in Kiswa Health 

centre III. 
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3.4.2. Exclusion criteria  

The study excluded mothers whose children were very sick. As a result they could not find time 

to be part of the study due to the condition of their babies.  

3.5. Sample Size Determination  

The sample size of the study was determined using Krejcie et al., (1970) sampling framework 

using the following formulae; 

S= X
2
NP (1-P) ÷d 

2
(N-1) + X

2
 P (1-P) 

Where; S = required sample size 

X
2
 = the table of the value of chi-square for 1 degree of freedom at the desired level 

(3.841), 

N = the population size, 

P = the population proportion (assumed to be .50 since this would provide the maximum 

sample size), 

D = the degree of accuracy expressed as a proportion (.05). 

This is because Krejcie’s sampling formulae is a simplified approach that can be easily used to 

determine the sample size using guarded table. This was performed to avoid bias and reduced the 

cost of carrying out the entire research. Thus 123 breastfeeding mothers were selected for this 

study.  

3.6. Sampling Procedure  

This study utilised systematic sampling technique with a sampling frame work was a list of 300 

mothers who had been recorded to be the women attending PMTCT services in the Early 

Childhood Diagnostic Centre at Kiswa Health Center IV. Using this list a sampling fraction of 

three (3) was generated by dividing the sampling frame by the expected number of participants 

giving which gave a figure of 100 participants. By randomly selecting the first participant in the 

study, every third mother attending was given questionnaire until the required was obtained. 

Overall, 123 breastfeeding mothers attending early infant diagnosis clinic participated in the 

study. 
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3.7. Study Variables  

3.7.1. Independent variable  

The independent variables included demographic indicators such as; Age, educational 

background, employment profile, travel time to the hospital, and the distance travelled to reach 

the hospital and the HIV status disclosure to male partners.  

3.7.2. Dependent variables  

The dependent variable included HIV status disclosure to Male partners, Males involvement in 

PMTC Services and frequency of Attendance of PMTCT services by women. 

3.8. Data Collection Methods 

Data were collected using interviewer-administered questionnaire which consisted of both open-

ended and closed-ended questions. Using clinic attendance register provided by Kiswa Health 

Center IV, participants were selected and subjected to a one on one interview at the health 

facility. The interviews lasted between 30 - 45 minutes. The questionnaire included questions on 

participants’ demographic characteristics, participants interactions with their male partners and 

male involvement defined as attendance to PMTCT service. 

3.9. Data Management and Analysis  

3.9.1. Data Management 

Filled questionnaires were checked for accuracy, consistency and completeness by the researcher 

before data entry into SPPS version 16. 

3.9.2. Data Analysis  

The data analysed using SPSS Version 16 and organised to Excel. Independent variables which 

included sociodemographic factors (Age, Marital status, Occupation and Education level) and 

Male partner awareness on clients HIV Status were tested using Chi-Square test of independence 

against dependent variable such frequency of attendance and male partner involvement to 

determine whether there is an association between the said factors.  
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3.10. Ethical Considerations  

Approval was sought from the Makerere University School of Health Sciences Research Ethics 

Committee (REF 2018-074) and Kampala Capital City Authority (REF: DPHE/KCCA/1301/01). 

In order to ensure compliance with medical standards, a written and informed consent fully 

signed by each participant. The consent form detailed information regarding the purpose of the 

study, procedures of the interview, benefits and any risks associated with participating in the 

study. 
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CHAPTER FOUR 

RESULTS 

4.0. Introduction  

This section presents the findings from the study that was carried out among 123 breast-feeding 

women. Results of the analysis are presented in form of tables and pie charts according to study 

objectives. 

4.1. Respondents Demography 

 A total of 123 breastfeeding women attending PMTCT services at Kiswa health Centre IV were 

interviewed. More than half 64(52%) were between 28 and 37 years. Majority 84(68.3%) were 

married and almost 59(50%) had completed secondary education. Over 53(43%) were sit home 

mothers. (Table 1) 

Table 1: Demographic Characteristics of the study participants  

Demographic Variables  Frequency (N=123 Percentages (%) 

Age Group   

< and 7 1 0.8 

18-27 51 41.5 

28-37 64 52 

38-47 7 5.7 

Education  Level     

Primary 39 31.7 

Secondary 59 48 

Technical/Vocational 12 9.8 

College Diploma 8 6.5 

University Degree 5 4.1 

Occupation Level     

Civil Servant 7 5.7 

Self Employed 42 34.4 

Sit Home Mother 53 43.4 

Employed in Private Sector 21 17.1 

Marital Status      

Single 16 13 

Married 84 68.3 

Divorced 18 14.6 

Widowed 5 4.1 

Total 123 100 

 



14 

 

4.2. Proportion of the Participants that disclosed their HIV Status  

Overall 61 % (75) of the 123 participants that were interviewed disclosed their HIV+ status to 

their Male Partners (Figure 4.1.) 

 

Figure 4.1 Proportion of the Breastfeeding Mothers that disclosed their HIV+ Status 

 

4.3. Factors Affecting the Utilisation of PMTCT Services Among Breastfeeding Women. 

4.3.1. Demographic Factors  

Over all those who frequently attended PMTCT services were 99(80.5%). Majority 52(42.3%) who 

regularly attended PMTCT services are between 28 and 37 years. Forty nine (39.8%) who attended 

PMTCT services had completed secondary education. Forty four (35.8%) of the women were sit home 

mothers. Sixty six (35.7%) of the women who regularly attend their PMTCT services are married. 

However, there was so significant relationship between Age, education, occupation, marital status 

and the frequency of attendance of PMTCT (P>0.05). (Table 2) 
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Table 2: Relationship between demographic factors and Frequency of attendance of PMTCT among 

breastfeeding women 

Demographic Variable  

Frequency Attendance 

of PMTCT Services 

Total    P-Value Rarely Regularly 

Age Group 

   

7.053 0.070 

< and 17 0(0.00%) 1(0.80%) 1(0.80%) 

  18-27 8(6.5%) 43(35.0%) 51(41.5%) 

  28-37 12(9.8%) 52(42.3%) 64(52.0%) 

  38-47 4(3.3%) 3(2.4%) 7(5.7%) 

  Education 

   

3.354 0.500 

Primary 7(5.70%) 32(36.0%) 39(31.7%) 

  Secondary 10(8.1%) 49(39.8%) 59(48.0%) 

  Technical/Vocation. 2(1.6%) 10(8.10%) 12(9.80%) 

  College Diploma 3(2.4%) 5(4.10%) 8(6.5%) 

  University Degree 2(1.60%) 3(2.4%) 5(4.1%) 

  Occupation 

   

1.441 0.696 

Civil Servant 1(0.80%) 6(4.9%) 7(5.7%) 

  Self Employed 8(6.5%) 34(27.6%) 42(34.1%) 

  Sit Home Mother 9(7.3%) 44(35.8%) 53(43.1%) 

  Private Employment 6(4.9%) 15(12.2%) 21(17.1%) 

  Marital Status 

   

1.012 0.798 

Single 3(2.40%) 13(10.6%) 16(13.0%) 

  Married 18(14.6%) 66(35.7%) 84(68.3%) 

 Divorced 2(1.6%) 16(13.0%) 18(14.6%) 

  Widowed 1(0.8%) 4(3.3%) 5(4.10%) 

  Total 24(19.50%) 99(80.5%) 123(100.0%) 

  

4.3.2. Male Partner Knowledge on their female Partners HIV Status 

Ninety two (82.0%) who disclosed their HIV Status to their male sexual partners would regularly 

attend PMTCT. However, there was no significant relationship between HIV status disclosures 

to frequency of attendance of PMTCT(      ). (Table: 3) 

Table 3: Relationship between Disclosure and Frequency of Attendance of PMTCT  

Client Related Variables  

Frequency of Attendance 

of   PMTCT services Total    P-Value 

Rarely Regularly 

Disclosure to Male Partners  
     

Disclosed 20(17.9%) 92(82.0) 112(100%) 2.555 0.11 

Never Disclosed 4(36.4%) 7(63.6%) 11(100% 

  Total 24(19.5%) 99(80.5%) 123(100%)     
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4.3. Effects of HIV+ Status Disclosure on Utilization of PMTCT Services 

 4.3.1. HIV+ Status Disclosure and Male Partners Involvement in PMTCT Services 

Utilisation  

Most 53 (71.6%) of the women who disclosed their HIV status were more likely going to have 

their male partners involved in PMTCT service. There was significant relationship between 

disclosure of HIV+ Status and Male partner involvement in PMTCT services (x
2
(1, N=123, p 

<0.001)=44.635). (Table 4).    

Table 4: Relationship between Disclosure and Male partner Involvement in PMTCT Services 

HIV Status Disclosure 

to Male Partners 

Partner Involvement 
Total 

 
X

2
 P 

Not Involved Involved  

Disclosed 21(28.4%) 53(71.6%) 74(100%)  44.625 <0.001* 

Undisclosed 44(89.8%) 5(10.20%) 49(100%)  

  Total 65(52.8%) 58(47.2%) 123(100%)      

 

4.3.2. Reasons for HIV Status Disclosure and Non-Disclosure 

The participants were asked to identify some of the major reasons for disclosure/non-disclosure 

of HIV+ Status to Male partners. Forty-seven per cent (47%) of those that disclosed their HIV+ 

status Desired to live longer and take care of their children. The other reasons for disclosure 

included; engagements and support from the health facility, Support from friends/Relatives, and 

support from the male partner (Figure 4.2).  
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Figure 4. 2 Reasons for Disclosure of HIV+ Status  

About half (57%) of those that never disclosed their HIV+ status to the male partners feared 

abandonment. The other reasons that were identified included fear of intimate partner violence, 

fear of being stigmatized, and fear of divorce. 

 

Figure 4. 3 Reasons for Non-Disclosure of HIV+ Status Centre IV 
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CHAPTER FIVE 

DISCUSSION  

5.1. Factors that Affect the Utilization of PMTCT Services  

Most women attending PMTCT services at Kiswa health Centre IV utilise PMTCT services 

frequently. This could be because they receive health and moral support from such services 

which enables and promotes their wellbeing. Deressa et al. (2014) urges that, women in urban 

setting go to PMTCT clinics to receive ARVs to protect their new born babies from the virus. 

Afe et al., (2018), and Wakgari et al. (2015) also alluded that frequent visits to ANC-Clinics can 

provide an opportunity for teaching mothers about HIV/ARVs. As a result most women attended 

PMTCT services irrespective of their demography. However, all the demographic factors that 

have been studied had do no significantly relate to the frequency of attendance of PMTCT 

services. This is quite different from other studies where some demographic factors were found 

to be associated utilisation of PMTCT services. Most women in the age groups 18-27years, and 

28-37 who are still youthful attended PMTCT services. This may be justified by the fact that 

younger and older women still perceive risk of HIV differently. USAID (2014) study showed 

that the younger women are the most affected category in terms of having inadequate knowledge 

and access to quality health care. 

Women who had completed secondary were most likely to attend PMTC services compared to 

those who had only primary level education. This findings are similar to studies by (Wakgari et 

al. 2015) who found out that mothers who were educated beyond the elementary level were more 

than three times likely to utilize PMTCT. This can be attributed to continuous awareness and 

emphasis on reproductive health education that are normally taught to girls in secondary schools, 

Additionally, with the continuous mass awareness through different media sources more 

educated people can easily access and read information on HIV care and treatments. Through the 

acquisition of such knowledge, it is evident that participants would acquire a higher education 

would seek the attention of health care providers. Sharma (2016) suggested that educated women 

can make sound decisions about their health.  

 

However, there was no association between education and frequency of attendance of PMTCT 

services.  Most women (82.0%) who disclosed their HIV Status to their male sexual partners 
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would regularly attend PMTCT. This is disclosure enables the women to easily receive financial 

support from there partners. This finding is slightly higher than that of (Naigino et al., 2017) who 

found out that three quarters (74.5%) of 353 women reported disclosing their HIV status to at 

least one person. However, there was no significant relationship between HIV status disclosures 

to frequency of attendance of PMTCT. 

5.2. Effects of HIV+ Status Disclosure to the Utilization of PMTCT Services  

Most women who disclosed their HIV status were more likely going to have their male partners 

involved in PMTCT service. Status disclosure to males was significantly associated with Male 

involvement in PMTCT services (Table 4). HIV+ status contributed to 21% Male involvement 

among breastfeeding mothers. The possible reasons for the outcomes of the results may be 

because HIV+ status disclosure among males had been associated with reception of support from 

Male partners. Naigino et al. (2017) for example, noted that HIV+ status disclosure among 

pregnant women to the spouse was associated with increased support, including support from 

regular clinic attendance and ART adherence. Kalembo et al., (2013) also alluded that disclosure 

to and involvement of a male partner in HIV testing is associated higher adherence to PMTCT 

interventions and improved infant outcomes. This finding also corresponds with a qualitative 

study in a similar setting where the fear of disclosure among HIV positive women was 

influenced by their economic dependency on men (Karamagi et al., 2006). According to (Mlay et 

al., 2008) well-informed men are more likely to participate positively in the decision making for 

the well-being of the couple. 

The factors that affected disclosure to male partners among breastfeeding women attending 

PMTCT services included; fear of being abandoned; fear of partner violence, fear of being 

stigmatized, and fear of divorce. Przybyla et al. (2013) noted fears for divorce as one of the 

reasons why women with HIV/AID don’t disclose their status to their male partners. Olagbuji et 

al., (2011) also noted that fear of abandonment resulted in limited disclosure of HIV status to the 

sexual partners. It is also said that disclosure can facilitate treatment uptake, drug adherence and 

retention and care for people living with HIV (Ostermann et al., 2015; Hodgson, et al., 2014). 
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CHAPTER SIX 

CONCLUSIONS AND RECOMMENDATIONS 

6.1. Conclusions  

There is a significant relationship between HIV+ Status disclosure and PMTCT service 

utilisation. Therefore we can ably conclude and say, HIV Status disclosure to male partners 

influences PMTCT utilisation both negatively and positively.  

Most women who disclosed their HIV status were more likely to have their male partners 

involved in PMTCT service. And there was a significant association between HIV status 

disclosure and Male partner involvement in PMTCT services. 

More than half (57%) of those that never disclosed their HIV+ status to the male partners feared 

abandonment while (47%) of those that disclosed their HIV+ status to their male partners  

desired to live longer and take care of their children. 

6.2. Recommendations  

Lack of male involvement undermines the potential benefits of PMTCT services, largely because 

males who should have fronted it seem to show little or no support for the women who attend 

ANC and PMTCT services. Therefore, the community should be encouraged to embrace and 

continuously share information about the importance of involvement in Attendance of ANCs. 

6.3. Future Research Areas 

Since this study was only limited to females, it is important to involve males, and the health care 

providers to ensure that information regarding the influence of disclosure is captured. This will 

omit potential biases and generate better relevant information to advise future explanations.  

6.4. Limitations of the Study  

The sample size was small therefore the findings could not be generalizable to the Ugandan 

population without further research.  

This study did not also explore healthcare providers' and male partners perspectives on factors 

that affect PMTCT service utilisation, which could have expose more in-depth information 

regarding  PMTCT service utilisation.  
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APPENDICES  

Appendix 1: Questionnaire English Version 

Study Questionnaire for mothers Attending PMTCT Services 

EFFECTS OF HIV STATUS  DISCLOSURE TO MALE PARTNERS ON WOMEN’S 

UTILIZATION OF  PREVENTION OF MOTHER TO CHILD TRANSMISSION OF HIV 

(PMTCT) SERVICE UTILISATION AT A PUBLIC HEALTH FACILITY IN KAMPALA 

DISTRICT 

Introduction 

Dear respondent, 

My name is AMANYA BONIETOR, a student of a Bachelor of Science in Nursing of Makerere 

University.  I am conducting a study at the early childhood and infant diagnostic centre of 

Kiiswa health centre III. The information will help me understand how HIV status disclosure to 

Male partners affects the use of prevention of Mother to child transmission of HIV services at  

Kiiswa as one of the public health facilities in Kampala District.  

You have been selected to be one of our respondents in this study. All the information you 

provide in this study is subject to data privacy and will be treated with maximum confidentiality. 

The findings of this study will strictly be used for academic purposes, therefore, any information 

you provide will be vital to my academic prospects. The questionnaire is divided into two 

sections. Section A seeks responses providing general information about the respondents’ 

background. Section B is designed for male involvement and influence of HIV status disclosure 

on the Use of PMTCT. 

Do you have any questions or concerns about the study?  

May I start the interview? 

Section 1: Interview Information 

1. Questionnaire ID Number  ………………….. 

2. Record Patients health facility number ………..…………………………………… 
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3. Date of Interview  ………………… 

 

 

Section 2: Patient Profile 

No Question and filters  

1 How old are you? 
 

2 
Where do you reside (Village, Parish) 

 

3 
How far in km is the hospital from where 

you reside? 

-  

4 
How long does it take for you to reach the 

healthcare facility? 

-

 

5 
What is your marital status? 

 

 

 

 

6 
What is the highest level of education you 

have completed? 

 

 

 

 

 

 

7 
What is your Occupation? 

 

Self-employed  
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Section 3: Influence  and Effects of HIV Status Disclosure to the Use of PMTCT 

No Question and filters Coding category 

1.  Does your partner know your HIV Status? 
 

2.  If yes, How did he find about your HIV 

Status? 

 

 

3.  What was his attitude upon been realizing 

your HIV Status? 

 

 

 

Unsupportive  

 

4.  If you said No to Q1, Why haven’t you 

disclosed to your partner? 

 

 

 

 

 

Please specify ………………………..  

 

5.  If yes to Q1, what motivated you to 

disclose your status to your partner? 
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6.  Does your husband know that you are 

coming for PMTCT services every time 

you are coming? 

 

7.  Would you say you are very 

knowledgeable about PMTCT Services  

 

8.  
How often have you been attending the 

PMTCT services at Kiswa health centre 

since you got to know your HIV Status  

 

9.  
How relevant is the PMTCT Services to 

your health and the health of your entire 

family  

 

 

 

 

 

10.  
When did you find out that you were HIV 

positive? 

 

Section 4: Male Involvement in PMTCT Services   

No Question and filters Coding category 

1.  Do you come with your partner when 

coming to attend the PMTCT program? 

 

2.  If, yes how many times have you come 

with him since you got to know you are 

HIV positive  

 

3.  What is the attitude of your partner 

whenever you tell him you are coming for  
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PMTCT 

4.  In a Scale of 1 to 5 Would you say your 

husband has been involved in the whole 

process of PMTCT 

1 2 3 4 5 

     
 

5.  
What has enabled you to adhere to 

treatment? 

 

6.  
What makes it difficult for you to attend 

PMTCT/adhere to treatment? 

 

END 

THANK YOU VERY MUCH FOR YOUR TIME AND PARTICIPATION 
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Appendix 2: Consent Form for Research participants at Kiswa Health Centre  

Title of proposed study:  

Effects of HIV status disclosure to males on the utilization of PMTCT services among women at 

Kiswa health centre, Kampala district. 

Investigators: 

This study is being carried out by Ms Amanya Bonietor who can be contacted on +256 

780164866/ +256 750444946 amanyabonietor@gmail.com.  

It is being supervised by Dr Muwanguzi Patience who can be contacted at 

nursing@chs.mak.ac.ug  

Background and rationale of the study 

Sub-Saharan Africa is one of the regions with the highest prevalence of HIV/AIDs. Mother to 

child transmission stands as the major public health concern in sub-Saharan African countries 

with a high prevalence of HIV infections among women of child-bearing age. Disclosure to male 

partners is therefore looked to influence the promotion and utilization of PMTCT services. 

Therefore this study seeks to assess the influence of HIV status disclosure on the utilization of 

PMTCT services and to find out how HIV disclosure to male partners affects the participation of 

breastfeeding mothers in seeking treatment for their children 

Purpose 

The purpose of this study is to assess how HIV status disclosure to male partners affects the 

utilization of PMTCT services. 

Procedure 

In this study, you will be required to answer a few questions about yourself, your partner and 

your child’s health as well.  This will take less than 30 minutes of your time.  

Who will participate in the study? 

We expect to assess about 132 breastfeeding women attending an early infant diagnosis clinic of 

Kiswa Health centre IV. 
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Risks/discomforts 

Generally, there are no risks associated with this study buy you may experience some 

psychological discomfort arising from the questions we shall be asking you. We shall also take 

some of the time you would have used for some other important things. 

Benefits 

There will be no direct benefits to you for participating in this study but the findings arising from 

this work may be used to improve on the way services are delivered to the people in the same 

situation. 

Alternatives: 

Participation in the study is not mandatory. Therefore, you are free to choose to take part in the 

study or not to participate.  

Cost 

Your participation in this study will not lead you to incur any cost since all the procedures 

associated with the study will be done here at the health centre when you have brought your 

child for treatment and checkups. 

Compensation for participation in the study: 

Your participation in this study will not attract any compensation since we do not think that you 

will encounter any injury during participation in this study. 

Reimbursement: 

We are unable to give any monetary compensation since we are going to talk to you at the clinic. 

Questions 

For any questions concerning this study, please feel free to contact me on +256 780164866/ 

+256 750444946. 

Questions about participants’ rights  

If you have any questions concerning your rights or welfare during participation in this study, 

you can be answered through the chairperson of the school of health sciences institutional review 

board Dr Paul Kutyabami who can be contacted at +256 772404970 or +256 0200903786 
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Feedback on study findings and progress of the study 

The study findings will be submitted to Makerere university department of nursing in the form of 

a dissertation. 

Statement of voluntariness: 

Participants are free to take part in the study at their own will. They are also free to withdraw 

from the study at any stage they feel uncomfortable without any penalty. 

1.5.Confidentiality: 

The results of this study will be kept strictly confidential and used only for research purposes. 

My identity will be concealed in as far as the law allows. My name will not appear anywhere on 

the coded forms with the information. Paper and computer records will be kept under lock and 

key and with password protection respectively. 

The interviewer has discussed this information with me and offered to answer my questions. For 

any further questions, I may contact the Chairperson of the School of Health Sciences Research 

and Ethics Committee (MakSHSREC) on (+256) 772-404970 / (+256) 0200903786 / or Uganda 

National Council of Sciences and Technology. Tel: (+256)-041-4705500). 

 

STATEMENT OF CONSENT 

........................................................................... has described to me what is going to be done, the 

risks, the benefits involved and my rights regarding this study. I understand that my decision to 

participate in this study will not alter my usual medical care. In the use of this information, my 

identity will be concealed. I am aware that I may withdraw at any time. I understand that by 

signing this form, I do not waive any of my legal rights but merely indicate that I have been 

informed about the research study in which I am voluntarily agreeing to participate. A copy of 

this form will be provided to me. 

Name………………………. Signature of participant/thumbprint……………………. 

Age...……………  

Date (DD/MM/YY) …………………………… 

Name of witness………………………Signature of witness/thumbprint …………….……. 

Date(DD/MM/YY) ………………… 
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Name………………………………The signature/thumbprint of parent or guardian for 

minors……………………………. Date (DD/MM/YY) 
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Appendix 3: Questionnaire Luganda Version 

EBIBUUZO 

Okunoonyereza okukwata ku bakyala abafuna obuwereza obuziyizza abakyala okusiiga abaana 

abawere akawuka akaleeta mukenenya 

Ennyanjula: 

Mwami/Omukyala 

 

Erinya nze AMANYA BONIETOR, omuyizi mu setendekero e Makerere nga nsoma busawo. 

Nkola okunoonyerezza kuno nga nva mu kitongole ekivunanyizibwa ku nkula y’abaana abawere 

awamu n’okubekeneenya ku Kiiswa health center III. Obubaka bwowayo mukunonyereza kuno 

kugenda kunyamba okutegeera engeri enkozesa y’okuyizza akawuka okuva ku bakyala okutuuka 

ku baana gyekosebwamu singa babulira abaami babwe engeri gyebayimiriddemu ku byakawuka. 

 

N’olwekyo olondwedda okubeera omu kw’abo abadda mu ebibuuzo bino mu kunonyereza kuno. 

Obubaka bwona bwotuwa bugenda kukumibwa nga bwakyaama era nga bwekusiffu.  Ebinava 

mu kunonyereza kuno byakukozesebwa mu byanjjigirizza byokka era tebijja kufulumizibwa mu 

ngeri yona eri abantu. Ebibuuzo bino byawuddwamu ebittundu bibiri. Ebikwatako ebyabulijjo 

gamba nga gyosibuka oba gyobera byebyetagibwa mu kitundu A. Ate ekitundu B kikoledwa 

kufuna bubaka ku ngeri abaami gye benyigira mu mpereza eyo wagulu. 

Olina ebibuuzo byonna ebikwatta ku kunonyereza kuno? 

Tutandike okunoonyereza? 

 

Ekitundu A: Ebikwata ku kunonyereza kuno 

 

1. Questionnaire ID Number 

2. Record Patients health facility number 

3. Ennaku z’omwezi. 
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Ekitundu B:  Ebikwata Ku mulwadde. 

No Ebibuuzo  

1 Olina Emyaka emekka  

2 Obeera wa (ekyalo, Omuluka)  

3 Buwanvu ki obuliwo mu 

mayiro okuva wosula 

okutuuka ku ddwaliro? 

-  

4 Kikutwalira bbanga lyenkana 

ki okutuuka ku ddwaliro? 

-

 

5 Oli mufumbo?  

 

 

 

1.  Wasoma kutuuka kuddala ki? 

 

 

 

 

 

 

2.  Okola mulimu ki?  

Nekozzesa  

 

 

 

 

 

Section 3:  

No Ebibuuzo Ekyokuddamu 
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1 Omwagalwawo amanyi nga 

bw’oyimiridde ku byakawuka akaleeta 

mukenenya? 

 

2 Obanga amanyi, yakizuula atya 
 

 

3 Yafuna ndowooza ki nga amaze 

okutegeera nga bwoyimiridde? 

 

 

 

Teyanyamba  

 

4 Obanga tamanyi, lwaki tonamugamba??  

 

 

 

 

Ziwandiike ………………………..  

5 Obanga amanyi, nsonga ki 

eyakuwaliriza okumubuliira? 

 

6 Omwamwo alina omumanyirivu nti ogenda 

ku dwaliro okufuna daagala buli wo jaa 

kudwaliro ? 

 

7 Ososbola okugamba nti otegeera 

bulungi enkola y’okuziyizza abazadde 

okusiiga abaana abawere akawuka 

akaleeta mukenenya  

 

8 
Okuva lwe wamanya nga 

bw’oyimiridde ku byakawuka enkola 

eno ey’okuyiiza bamaama okusiiga 
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abaana akawuka , wakagifuna mu bungi 

bwenkanawa okuva ku Kiswa health 

centre  

9 
Enkola ey’okuziyiza ba maama okusiiga 

abaana abawere akawuka kamukenenya 

ekkuyambye etyakubukamu bwo 

awamu n’obw’amakaago  

 

 

Simanyi bulungi  

 

 

10 Wategeradi nti orina 

akawukakamukenenya? 

 

Section 4: Okw’enyigira kw’abaami mu nkola eno   

No Ebibuuzo Eky’okuddamu 

1 Omwami wo akuwerekerako nga 

ogenda ku ddwaliro okuffuna empereza 

eno 

Amperekera       

       2 Obanga akuwerekera, yakikola emirundi 

emeka okuva lwewategera nti olina 

akawuka akaleeta mukenenya  

 

3 Owagalwawo funa ndowooza ki buli 

lwakitegeera nti ojja kufuna mpereza 

eno 

 

4 Omwamiwo yenyigidde kyenkanawa 

mu kuyomba ofuna enkola eno nga 

okozesa ekipimo wakati wa 1 ne 5 
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5 
Omwamiwo anjja nawe mukasera ngo 

ze okwe kebeza mukisera kya PMTCT/ 

ANC?  

 

6 
Ensonga ki ekusobozesa okugumira 

kunkola eno 

 

7 
Ensonga ki esobola okukuretera okuva 

kunkora eno? 

 

 

BIKOMYE WANO. 

WEBALE NNYO OLW’OBUDDE BW’OTUWADDE 
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Appendix 4: Consent Form-Luganda Version  

Omulamwa Gw’okunonyereza 

 

Engeri abakyala  gyebasobola okutegeza abaami babwe ku nyimirira yabwe eya sirimu awamu 

nengeri bamama gyebasobola okukuuma abaana babwe nebatabasiiga sirimu malwaliro ge  

Kampala.  

 Abanonyereza 

Okunonyereza kuno kukolebwa Amanya Bonietor osobola okumufuna ku +256 780164866/ 

+256 750444946 amanyabonietor@gmail.com.  

Ensonga Lwaki tunonyereza: 

Ettundutundu eryetolodde eddungu Sahara byebimu ku butundi ebisinga okuba n’abantu abalina 

akawuka akaleeta obulwadde bwamukenenya. Okusiiga abaana abawere akawuka okuva ku ba 

maama babwe byebimu kubisoomooza ebisinga mukitundu kino ekiviriddeko akawuka 

okweyongera mu baana awamu nabakyala abatuuse okuzaala. N’olwensonga eyo, okubulira 

omwaglwa wo nga bw’oyimiridde kyekimu kunkola ze tutunuliidde okuyamba okutaasa 

abakyala okusiiga abaana akawuka.  

Omugaso gwe misomo guno  

Ekigendererwa kyokunonyereza kuno kwe kuzuula engeri abakyala okutegeza gwe begatta naye 

ku nyimirira yabwe eya sirimu gyekiyinza okuba nakakwatte ku ntekateka ezitekedwawo 

okukuuma bamama abayina akawuka ka mukeneya nga bayonsa. 

 Emitendera gwe misomo guno 

Mukunonyereza kuno ojakwetagisibwa okudamu ebibuzo ebitonotono ebikukwatako , gowegatta 

naye, nobulamu bwomwana wo.Tekijja twala nedakika 30 ezobudde bwo. 

 Bani abaneenyigila mu musomo guno?  

 Tusuubira okunonyereza mu bamaama abayosa nga 132 abagenda okwetaba mu kwekebejjebwa 

kwa baana abato e Kiswa Health Centre I V. 

 

 Ebyokwagendaereza 

Okutwaliza awamu, temuli bulabe mu ssomo guno, naye oyinza okufunamu okutataganyizibwa 

mu bwongo olw’ebibuuzo byetugenda okkubuuza. Tujja kutwala ku budde bwo 

bwewandikozesezza mubintu byo ebikulu. 
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 Emiganyuro 

Tugenda kufuna miganyuro buterevu olwokwetaba mu musomo guno, naye ebinava mu mulimu 

guno biyinza okozesebwa okwongera okutereza kungeli obuwereza jebutusibwa mu kitundu 

kino. 

 

Okusalawookwo  

Sikyatteka okwetaba mu musomo guno. N’olwekyo oliwaddembe okwetaba oba obutetaba mu 

musomo guno.  

 

Miwendo kyi egyinasasulwa 

Okwetabaako mu musomo guno tegukuletele kutola sente zonna kubanga ebyokugobelela 

byonna ebyekusa ku musomo guno binakolebwa wano ku ddwaliro bwonaleeta omwana 

okkolebwa no kujjanjabwa.  

 

 Ensasula eyokwenyila mu musomo guno  

Tewabelewo kusasula kwona olwekwenyigira mu musomo guno kubanga tetukusubila 

kusisinkana bizibu bwona nga ogenda mu maso n’okwenyigra mu musomo guno. 

Okuddizibwa sente 

Tetujjakusobola kuwa sente zonna kubanga tugenda kwogela nawe kuddwaliro. 

Ebibuuzo 

Ebibbuzo byonna ebyekusa kussomo lino, beera wa ddembe okunkubira kussimu zino 

wammmanga: +256780164866/+256750444946. 

Ekiwandiko kyobwanakyeewa 

Abataebyeemu baddembe okwenyigira mu musomo guno nga besaliddewo. Ela baddembe okuva 

mu musomo guno singa bafunamu enkenyela nga tewali kusasula ngassi. 

Obwesimbu 

Ebinaava mu musomo guno binakumibwa n’obwesimbu ela binakozesebwa mu kunonyereza 

kwokka. Okumanyikibwa kwange kunasazibwamu nga amateeka bwegalagira. Elinnya lyange 

telilabikeko wonna ku biwandiko. Ebitelekeddwa mu kompyuta nemumpapula bigenda 

kkumibwa bulungi. Omubuliliza okubaganyizza ebilowoozo bino nange ela nakkiriza okuddamu 

ebibuuzo byange. Kulw’ebibuuzo ebilala byonna oyinza okutukirira ssentebe w’essomero lya 

Health Sciences Research and Ethics Committee…………………. 

Ekikwandiko kyokukkilizibwa……………….anyonyodde ekigendaokkolebwa,  

ebyokwegendereza, emiganyulo egikirimu ne ddembe lyange elikwata ku ssomo lino. 

Nkyitegeela nti Okusalaw’kwange tekukose bujjanjabi bwange. Mu kkozesa obubaka bino, 

okumanyibwa kwange kujja kusazibwamu. Nkimanyi nti nsobola okuvaamu essawa yonna.  
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Ntegeela nti okussa omukono gwange kukiwandiko kino simenye tteka lyona olwokwetaba mu 

musomo guno lwakuba besaliddewo kyeyagalire. Ekiwandiko kyekimu ekyobubaka kigenda 

kumpeebwa.  

 

Elinnya… ……………………..     Omukono gwe’yetabyeemu/Ekigalo… ……………… 

Age… ……………… 

Ennaku z’omwezi……………………… 

Elinnya ly’omujulizi. ……………………………    Omukono gw’omujulizi. 

………………………. 

Ennaku z’omwezi. ………………………….. 

Elinnya… …………………………. Omukono gw’omuzadde. …………………………. 

Ennaku z’omwezi. …………………… 
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Appendix 5: Copies of the Research Approval by SHREC and KCC 
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