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‘They went for the test together but came back =

separately”. a constructivist grounded theory
perspective on male engagement in antenatal
HIV testing in Bamenda, Cameroon

Lily Haritu Foglabenchi'?’, Nancy Manigha Nyahkeh?, Heidi Stockl*" and Tanya Marchant?

Abstract

Introduction Male engagement in HIV testing during pregnancy significantly contributes towards the prevention
of maternal seroconversion and paediatric HIV acquisition. Despite this, men especially the male partners of pregnant
women have been consistently missing in the HIV prevention cascade. The factors accounting for sub-optimal levels
in male engagement intersect but reasons for this are poorly understood. Using the combined perspectives of preg-
nant women and their partners, this study aims to expand the evidence on the forces that influence prenatal HIV
testing behaviours among couples in Bamenda, Cameroon.

Methods This qualitative study purposively selected pregnant women receiving prenatal care for semi-structured
interviews (n=38); focus group discussion (n=6) and their male partners (n=30 for semi-structured interviews
and n=6 for focus group discussion) in Nkwen Baptist Hospital—an urban hospital in Bamenda, Cameroon. Nvivo
was used for data management and subsequently we performed a grounded theory analysis through memoing
and constant comparisons.

Results Maternal HIV risk perception was the prominent theme intersecting with couple communication, percep-
tions on HIV testing outcome, and engagement of male partners by facility staff to influence couple prenatal HIV test-
ing behaviours. Although participants recognised the need for couple HIV testing, individual, interspousal, structural
and socio-cultural factors determined uptake of male partner testing. Perceptions on HIV risk were largely inaccurate
and strongly gendered. For example, normative expectations on female fidelity were perceived as a buffer against HIV
acquisition but this was not the norm regarding male partner behaviour. Also, couple communication was rare

or subtle—mostly initiated by women who suspected spousal infidelity. For some men, HIV testing was a conscious
decision to confirm fidelity, for others this was challenged by the fear of sero-discordant results and assumptions

that maternal test results were a representation of their sero-status.

Conclusion Male partner involvement in prenatal HIV testing is largely influenced by gendered perceptions
on HIV risk and couple testing outcomes. Given that these perceptions are moderated by spousal communication
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and the engagement of male partners by health facility staff, we call for gender-transformative interventions and poli-
cies that offer education on prenatal HIV risk, support couple communication and spousal disclosure.

Keywords Cameroon, Male involvement, HIV/AIDS, Gender, Grounded theory, Couple testing

Introduction

Male partners remain an overlooked population in the
global HIV response despite being a key population that
often determine HIV outcomes for women and chil-
dren. In 2022, UNAIDS estimated that 1.3 million people
became infected with HIV—far above the global target
to reduce new HIV infections to below 370,000 annually
by 2025 [1]. Evidence from studies in sub-Saharan Africa
point to the fact that 60% to 94% of new HIV infections
occur within married or co-habiting couples in het-
erosexual parternships [2-4]. Although women have
increased susceptibility to HIV infection, men are dispro-
portionately impacted once infected as they are missing
in the HIV care cascade with approximately 50% of men
less likely to know they are living with HIV and 27% less
likely than women to access HIV treatment [5, 6]. Clos-
ing this gap is vital towards achieving the United Nations’
95-95-95 target for epidemic control by 2030—whereby,
95% of people living with HIV are aware of their serosta-
tus, of whom 95% are on lifesaving antiretroviral treat-
ment (ART) and 95% are virally suppressed [7].

The World Health Organization (WHO) estimates that
perinatal HIV transmission could range between 25%
and 40% in the absence of any intervention [8]. Targeted
intervention to identify women at risk of seroconver-
sion through partner testing has been proposed as a key
strategy in the elimination of maternal HIV transmission
by 2030 [9]. While most countries mandate HIV testing
for all pregnant women during their first antenatal visit
and repeat testing with their male partners in subsequent
visits, male engagement in developing countries has
remained sub-optimal. Women have therefore continu-
ously remained at risk of acquiring HIV from untested
partners and this has been implicated in the growing
number of HIV exposed infants globally [10].

Cameroon, a lower-middle-income country on the gulf
of Guinea with a population of over 27 million has one
of the highest HIV epidemics in West Africa and Cen-
tral Africa [11, 12]. The country’s epidemic has been
described as a concentrated epidemic within a general-
ised epidemic due to variations in the distribution of HIV
within regions and sub-population groups [13]. Although
the country is witnessing a progressive decline in its adult
HIV prevalence rate from 5.4% in 2004 to 2.9% in 2022,
glaring disparities have been noted between women and
men [12, 14]. Women of reproductive age account for
over half of adults living with HIV at a prevalence rate

of 4.8%—over two times higher than their male counter-
parts at 2.0% [14]. A key contextual factor that contrib-
utes to high HIV incidence in the antenatal context in
Cameroon and across sub-Saharan Africa is male sexual
behaviours—whereby, relative to women, men are most
likely to engage in multiple concurrent sexual partner-
ships and less likely to test for HIV during pregnancy [4,
15-18]. With respect to its PMTCT profile, Cameroon
registered an increase in the mother-to-child transmis-
sion (MTCT) rate from 13.5% in 2015 to 16.8% in 2021
[12]. Furthermore, while the coverage of routine HIV
testing among pregnant women was estimated at 90% in
2017, only 4.7% of their male partners reported to ante-
natal clinics for HIV testing [19-21].

Several studies have reported barriers to male involve-
ment in antenatal HIV testing. These include but are
not limited to: the fear of testing positive [22, 23], socio-
cultural and gender norms [24, 25], a proxy claim on a
pregnant partner’s negative status [23, 24] and the lack of
time or conflicting work schedules with antenatal clinic
hours [26-28]. These barriers occur in synergy and are
under the influence of multiple realities [29, 30] yet, most
studies and interventions employ an additive approach in
addressing them while failing to account for the perspec-
tives of both pregnant women and their male partners
[31].

This study therefore sought to conceptually analyse
the combined perspectives and experiences of pregnant
couples to elucidate perceptions and behavioural norms
that influence male engagement in prenatal HIV testing
in Bamenda, Cameroon.

Methods

This study was conducted in the context of a larger pro-
ject exploring male involvement in HIV prevention,
maternal, newborn and child health in Bamenda, Cam-
eroon [32]. Field data collection took place between July
and December 2021.

Study design

This qualitative study integrated an interpretivist para-
digm with the constructivist grounded theory approach
through semi-structured interviews (SSIs) and focus
group discussions (FGDs) [33, 34]. This approach was
suitable for generating theoretical insights and a nuanced
understanding on a social phenomenon like male HIV
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testing—given that it is underpinned by overlapping and
multiple realities that need to be deconstructed to under-
stand antenatal HIV testing behaviours and experiences.

Study setting

Our study was conducted in the antenatal unit of Nkwen
Baptist Hospital—a faith-based secondary health facility
run by the Cameroon Baptist Convention Health Ser-
vices [35]. The hospital serves a multi-ethnic population
of about 350,000 residents and is centrally located in
Bamenda—the regional capital of the North West Region
of Cameroon. At the time of this study, the hospital had
a well-established CDC/PEPFAR funded HIV-free pro-
gram for comprehensive HIV interventions, including the
elimination of mother-to-child transmission (eMTCT) of
HIV and policy for routine antenatal HIV testing.

Sampling strategy and participant selection

We employed two sampling techniques to recruit study
participants. Purposive sampling was first used to recruit
pregnant or postpartum participants based on pre-spec-
ified criteria like demographic characteristics (age, mari-
tal status, profession and educational status) and HIV
testing status (a mix of couples who tested for HIV dur-
ing pregnancy and those who did not test). Theoretical
sampling was used to further recruit participants based
on emerging concepts or to further saturate categories
under development [36].

We advertised our study verbally during group ante-
natal and infant welfare clinics. Interested participants
were provided with information sheets detailing the
study objectives and contact information of the research-
ers. All male partners in attendance were approached for
consent while a subgroup of women were approached for
the phone number of their male partners who were not in
attendance.

Data collection

Data collection took place between July and December
2021 in English or Pidgin (Cameroonian creole) through
in-person, semi-structured interviews (SSIs) and focus
group discussions (FGDs). Open-ended SSIs and FGDs
guides (Supporting information 1) with probes were
developed based on the literature and our prior expe-
rience with male partner HIV testing [25, 37]. Topics
included: sources of maternal HIV infection, maternal
HIV risk perception, perspectives on couple communica-
tion and male partner testing.

Both group discussions and semi-structured interviews
were conducted in tandem to allow for conceptual itera-
tion and triangulation [38]. Specifically, concepts that
emerged in one method were further explored or con-
firmed in its counterpart method [38, 39]. For example,
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after conducting the first 21 interviews, preliminary
analysis was conducted and this was used to refine and
explore concepts in group discussions. Emerging con-
cepts in group discussions were similarly explored in sub-
sequent interviews allowing for constant comparisons.
All group discussions took place in a private room within
the health facility while structured interviews either took
place in the facility or community.

Data collection was led by the primary researcher
(LHF) and a team of trained research assistants—a Nurse
Midwife (NMN) assisted in conducting semi-structured
interviews and a Sociologist (MT) who observed group
discussions and took notes. SSIs sessions lasted between
22 and 56 mins while and FGDs sessions lasted between
74 to 120 mins. Participants received snacks and trans-
port reimbursement where applicable. Debriefing ses-
sions during data collection were held between three
authors (LHF, HS and NMN) to review preliminary
concepts and the researcher’s reflective diary (analytic
memo). This informed subsequent participant sampling
and clarified conceptual categories. In total, 93 poten-
tial participants were approached and 80 agreed to par-
ticipate—36 men (n=30 SSIs; #=6, FGD) and 44 women
(n=38 SSIs; n=6, FGD).

Data analysis

Interviews and group discussions were audiotaped
with participant permission and transcribed verbatim.
In keeping with the Constructivist Grounded Theory
approach, data collection and analysis occurred itera-
tively and concurrently—that is concepts that emerged
during initial interviews and group discussions informed
subsequent sampling, data collection, analysis and vice
versa [33].

Through memoing and constant comparison, we coded
data in three phases: initial, focused and theoretical cod-
ing [34, 36]. At the initial phase, two team members (LHF
and NMN) read transcripts line-by-line and generated
over 75 codes and memos while ensuring that they were
grounded in participants’ data [33]. These codes were
discussed with the broader team—further examined for
connections and compared for commonalities and vari-
ations through focused coding—resulting in initial codes
being clustered into 15 focused categories [33, 34]. This
was finalised with theoretical coding and hybrid satura-
tion (data set and theory) [40] whereby we integrated
focused categories into a core category that was under-
pinned by maternal HIV risk perception, testing outcome
and moderated by couple communication, proxy testing
and facility engagement. We further saturated this with
additional interviews resulting in the construction of a
grounded theory on the mechanism and social processes
that influence male partner testing behaviours during
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pregnancy [33, 41]. This approach distilled and transi-
tioned our focused codes from description to conceptu-
alisation [33]. Nvivo Windows (Release 1) © Qualitative
Research Solutions International (QSR) [42] and Micro-
soft programmes were used to manage and analyse data.

Results

The demographic characteristics of study participants
is shown in Table 1. The median age was 30 years for
women and 31 years for men. Almost all were in a couple
(married or cohabiting). Fifty-two percent of women and
75% of men had formal education beyond primary level.
Only seven women (16%) stated that they were not in any
form of employment while all men reported that they
were involved in income-generating activities. Regarding
reports about male testing, only 14% of female respond-
ents said that their male partner had tested for HIV but
25% of male respondents said they had been tested.

Our analysis revealed that male partner testing is
shaped by five intersecting themes: (1) perceived mater-
nal HIV risk, (2) couple HIV communication, (3) per-
ceived outcome of spousal testing, (4) proxy testing, (5)
limited male partner engagement by health staff. These
concepts are further expanded and interpreted with sup-
porting quotes from participant narratives below.

A. Perceived maternal HIV risk

The core category centred on participants’ perceptions
of maternal HIV risk. Perception was mixed and largely
grounded in assumptions around the sexual behaviours

Table 1 Participant demographics

Characteristic Pregnant/postpartum
couple

Participants

Female Male
N=44 N=36
Age (median) 30 31
Relationship status
Married (%) 33 (75) 25 (69)
Cohabiting (%) 9(21) 11 (31)
Single(%) 24 0(0)
Completed secondary or high school education
Yes (%) 23(52) 27(75)
No (%) 21(48) 9(25)
Employed
Yes (%) 37 (84) 36 (100)
No (%) 7(16) 0(0)
Reported male partner HIV testing
Yes (%) 6 (14) 9(25)
No (%) 38 (86) 27(75)
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of pregnant women and their male partner during
pregnancy.

Pregnant women are stable and men don’t approach them
The presumed fidelity of pregnant women and the nor-
mative perception that links HIV infection to promiscu-
ity largely contributed to how maternal HIV acquisition
was perceived. According to a majority of participants,
pregnancy had a protective effect on maternal risk behav-
iours. Pregnant women were presumed to be stable and
faithful compared to non-pregnant women who were
labelled ‘loose and free’—with a high likelihood of risky
sexual behaviours and HIV acquisition.

“A pregnant woman is steady and does not have time

for outings compared to a non-pregnant woman who
is free to flirt around. So a non-pregnant woman
is more at risk of contracting HIV"—30yr old male
participant

Pregnant women are abandoned sexual projects— men go
out and bring HIV

In the context of male partner behaviour, participants
centred their perception on maternal HIV risk on the
perceived physiological changes that make pregnant
women less appealing and hesitant to respond to sexual
advances from their partners. Consequently, pregnant
women were labelled ‘abandoned sexual projects’ by male
partners who explored extramarital sex to satisfy their
needs—thereby predisposing their pregnant partners to
HIV.

“..It is generally known that a woman is like an
abandoned sexual project from pregnancy through
childbirth and may be about 2-4months after
birth... Coupled with the fact that women don’t give
‘it’ on time [hesitate to have sex], and we have needs
as men. Some men may decide to go out there and
bring the virus to their pregnant wives. So pregnancy
increases a woman’s chance of contracting HIV”
—35 & 21 yr old Male FGD Participants

“When women are pregnant, their partners seize the
opportunity to ‘go out'(have affairs) and bring HIV.
This increases a woman’s risk of having HIV” —34yr
old female participant

B. Perceived outcome of spousal testing

Participants revealed that the outcome of spousal test-
ing was an underlying factor that determined male part-
ner involvement in antenatal testing. This was defined
in terms of perceived benefits and consequences or risk
associated with partner testing. The need to confirm
or reinforce fidelity, for example through safer sexual
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practices, awareness for timely action, fear of discordance
and consequently abandonment or relational dissolu-
tion were frequently cited outcomes that influence part-
ner testing. Sub-categories that emerged in this thematic
area are expanded and supported with participant quotes
below:

Testing together confirms fidelity

Participants associated HIV acquisition with either
promiscuity or extramarital affairs. A partner’s accept-
ance to test was therefore motivated by the need to con-
firm one’s fidelity and reinforce spousal respect.

When couples test together, it is a sign of fidelity. It
shows they have nothing to hide. It strengthens rela-
tionships in the sense that it gives the partner a level
of confidence that I am faithful because if I was not
sure of myself, I wouldn’t have accepted to come”
—41yr old male participant

In my case, when we went through the HIV test dur-
ing pregnancy our joy was different. Even my hus-
band now respects me.—27yr old female partici-
pant.

If you don’t know your status, you don’t really know
anything

Irrespective of perceived testing outcome, participants
reported that testing together is motivated by the need
for awareness which could lead to timely intervention
and a deterrent to extramarital affairs. Among female
participants, a concordant negative test result was par-
ticularly perceived as an incentive for male partners to
renew their commitment to marital fidelity.

“Coming to test is a first step because if you don’t
know your status, you don’t really know anything—
If it is negative, it clears the air. If it is positive, it is
positive and the couple can take better actions”.
—27yr old, female participant

“Joining us to test might stop men’s fidgeting and
cheating. If there were things he was doing prior to
the test, once he discovers that he is at least free, he
might be afraid to go out again because something
bad might happen” —39yr old, female participant
The relationship will get burned if the results don’t
match

The relationship will get burned if the results don’t match

The possibility of a sero-discordant HIV test result
emerged as a common determinant of male partners not
engaging in HIV testing. This was mostly perceived as a
deterrent to couple testing and disclosure. Respondents
cited instances where community reports and personal
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experiences of HIV discordancy led to the dissolution of
relationships.

“I have the case of a friend. I don’t know how it hap-
pened, the wife tested positive, and the man at that
time was negative. They went for the test together,
but came back separately and it has since not been
well with them” —41yr old, male participant

“Some partners are hesitant to come and test
together because the relationship would not only be
broken... it will get burned if the results don’t match”
—39yr old, male participant

The consequences of discordance was especially severe
among female participants who did not only report the
potential loss of intimacy but added that for women who
mostly depend on male partners for economic suste-
nance, disclosure of a positive test result led to the loss of
their source of livelihood.

“When I came and did my test and it turned out
positive, my husband was just aloof; he did not want
to be intimate with me. When I requested something,
he did not want to provide” —25yr old, female par-
ticipant

Without the knowledge of HIV, they were living happily

and blindly

The lack of acceptance in the event of a positive test
result was cited as a common phenomenon among dis-
cordant couples. The bliss of blind ignorance was there-
fore preferred over the potential turmoil an awareness of
a partner’s status might bring.

Testing as a couple comes with a risk because most
times when one is positive, it is very difficult to make
the other partner accept the positive partner mean-
while without the knowledge of HIV, they were living
happily and blindly—36yr old, female participant

C. Couple communication

Without the knowledge of HIV, they were living happily

and blindly

Related to maternal HIV risk perception, spousal com-
munication on HIV emerged as a cross-cutting theme
that drives male partner testing. Several participants
reported that communication was rare and when it did
occur, the novelty of the relationship or suspicion for infi-
delity was the stimulus for communicating a request for
HIV testing.

“We used to communicate on HIV more at the
beginning of our relationship when we were dating.
Not anymore. I don’t know why, but maybe we trust
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ourselves enough”—30yr old, female participant

Additionally, couple communication was said to be
mostly initiated by women who used indirect, subtle and
suggestive approaches to either bring up safe sexual prac-
tices or insist on partner testing.

“We don’t discuss HIV directly. She once said: ‘you
travel a lot. Get a condom into your bag because
anything can happen’ I wondered why she did not
come directly to caution me against going after
another woman’” —33yr old, male participant

D. Proxy testing

The misconception that a woman’s HIV test result
reflects her partners’ result was a recurrent theme in our
study. This was especially compounded by presumed
partner fidelity and disclosure of a negative test result by
pregnant partners who are mandated to test during their
first antenatal visit.

You have tested for the two of us—we are one

Participants reported that male HIV risk perception was
relatively low especially when a pregnant partner has pre-
viously tested and disclosed a negative test result. With
the claim of spousal ‘oneness, men therefore sent their
pregnant partners to test in order to gain a proxy indica-
tion of their own status.

“Men wonder how they can first of all have HIV.
They say, first of all go and test, when you test, you
have tested for the two of us. We are one”26yr old,
female participant

“If my wife tested negative, automatically mine will
be negative also...It has not been long since I did my
HIV testing and she just did hers and it was nega-
tive so, it means I'm also negative”—39yr old, male
participant

I am also testing for my husband

Iam also testing for my husband

In the context of presumed partner fidelity, risk percep-
tion and claims on proxy testing were mixed. Some preg-
nant women declined the need for partner testing due to
the perceived absence of HIV risk—suspected infidelity
or a sexually transmitted infection. In the event of sus-
pected infidelity, women used their test results as an
approximation of their partner’s status.

“The past couple of years I have been testing regu-
larly and since he has never given me any issues to
think that he is cheating on me and I have not had
any funny STDs apart from yeast cell, it just makes
me think he is clean’ and does not need to come for
the test”—34yr old, female participant
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“Generally, when a woman starts asking the hus-
band for an HIV test, it means someone is being sus-
pected. As a result, a woman might decide to remain
silent or go for her test saying as I am doing this test,
I am also testing for my husband’” —39yr old, male
participant

He too should be testing

A subset of female participants however rejected the
notion of gauging their partner’s status by proxy testing.
They therefore expressed the need for partner testing
because they could not fully vouch for the fidelity of their
male partners.

“If I am testing, he too should be testing. I can-
not consider my own test as my husband or fiancé’s
own...[sigh] you know the nature of our men nowa-
days, they cheat... he will need to do it’— 31 & 34
years old female participants

Limited male partner engagement by health staff

No one asked him to do the test

The limited engagement of male partners for HIV test-
ing by facility staff also emerged as a theme. Despite
attending antenatal clinics as a couple, some participants
reported that providers did not initiate HIV counselling
and testing for their male partners.

“.no one asked. He was just there with me, we
moved together from one stage of the antenatal con-
sultation to the next but no one asked him to do the
test”—25yr old, female male participant

Discussion
Our study sought to expand understanding on the factors
that influence male involvement in antenatal HIV test-
ing. As seen on Fig. 1 below, our analysis of participant
perspectives offers a novel grounded theory that identi-
fies maternal HIV risk perception as a prominent theme
(core category) that intersects with perception on HIV
testing outcome, couple communication and engagement
of male partner by facility staff to influence couple pre-
natal HIV testing. This finding expands previous studies
that offered inconclusive evidence on how these factors
intertwine and compound to influence couple HIV test-
ing in Cameroon and sub-Saharan Africa [24, 25, 43, 44].
Our data uncovered the interplay between maternal
HIV risk perception and the motivation for male part-
ner testing. As a primary factor, it overlapped with the
presumed behaviours of pregnant women and their
male partners to influence the decision to engage or not
engage in couple antenatal testing. Across all participant
groups, respondents reported that pregnancy offered a
protective effect on maternal HIV acquisition because
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Couple
communication

Core category

1

Perceived
outcome of testing

1

Engagement by
health facility staff

Moderating factors

Male engagement
in prenatal couple
HIV testing

Perceived
maternal risk

Fig. 1 A grounded theory on factors that influence male partner engagement in prenatal HIV testing in Cameroon

pregnant women were perceived as stable and less likely
to engage in risky sexual behaviours compared to their
non-pregnant counterparts. With such views, most men
thought they were less at risk of contracting HIV from
their pregnant partners and therefore saw no need to
engage in antenatal HIV testing. Paradoxically, contrary
perspectives emerged when maternal HIV risk depended
on the behaviours of male partners. While female preg-
nancy status was perceived to be a buffer for both women
and their partners, this was not the case when the per-
ception on male behaviours during pregnancy was taken
into account. We also found that other mediating factors
not directly linked to actual HIV risk undermined the
uptake of couple testing, including a previously nega-
tive maternal HIV test result (proxy testing), absence of
a sexually transmitted infection and estimated confidence
in a partner’s faithfulness. This finding corroborates pre-
vious research on the psycho-social and cultural framing
of HIV risk perception and the uptake of HIV prevention
strategies [45—47]. It also feeds into the backdrop of the
gendered dimension of HIV and sexual behaviours where
the moral agency on HIV prevention is unfairly situated
on the behaviours of women who are also expected to be
HIV testing representatives for male partners despite the
high prevalence of extramarital affairs in the latter [16—
18, 48, 49]. Thus, improving male engagement in ante-
natal HIV testing context will require counselling and
behaviour change communication strategies that chal-
lenge inaccurate risk perceptions, deconstruct negative
masculine sexual ideals and situate the dual responsibility

of HIV prevention equally on pregnant women and their
male partners.

Regarding the acceptability of male partner testing,
multilevel perceptions on the benefits and consequences
of couple testing was shown to be a driver of couple test-
ing. Previous research has shown the fear of testing pos-
itive to be a deterrent to couple testing [23, 28]. In our
study however, fears extended beyond a positive test
result to the possibility of HIV sero-discordancy which
were reported to bring about relational dissolution and
the loss of livelihood especially among female partici-
pants. Among male participants, the decision to test or
not test was informed by the need to confirm fidelity,
build trust and promote risk-reduction behaviours. This
finding might be underpinned by HIV related stigma
and the normative perception that it is solely transmit-
ted through a sexual route, thereby casting doubts on the
moral credibility of the HIV positive partner [50]. Hence,
the need to upscale and deploy HIV prevention interven-
tion aimed at limiting stigma and fears associated with
being tested for HIV.

In our study, we found that couple communication was
rare, indirect and subtle because bringing up the subject
of HIV testing implied there was distrust or suspected
infidelity. However, the possibility of an extra-marital
affair or perceived maternal risk prompted female partic-
ipants to indirectly suggest risk-reduction behaviours or
the uptake of male-partner testing. This is in agreement
with previous research suggesting that interspousal com-
munication on HIV is a key determinant of male partner
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testing and is associated with risk-reduction behaviours
[44, 51]. Additionally, while earlier literature on HIV is
gendered and portrays men as dominant determinants
of women’s HIV risk [15, 16], our findings present a
nuanced understanding on the potential shifts in female
assertiveness and autonomy regarding their sexual and
reproductive health.

Our study had a number of limitations: it relied on
self-reported data from participants, which can be influ-
enced by social desirability bias or recall bias. Partici-
pants might underreport or over-report certain behaviors
or perceptions. Additionally, the interpretivist paradigm
and constructivist grounded theory approach rely heavily
on the researchers’ interpretations, which can introduce
subjectivity and potential bias in data analysis and theme
identification. This was however mitigated by the diverse
nature of our participant base and methodological trian-
gulation of study findings. Also, the acceptability of cou-
ple testing were explored hypothetically. Future research
on the feasibility and lived experience of HIV testing is
needed to establish real-world evidence on how couples
navigate HIV testing decisions in the antenatal context.
Additionally, the perspectives of men and extent of sexual
relationships outside their primary union will need to be
explored.

Conclusion

Our study explored the combined perspectives of preg-
nant women and their male partners and generated a
novel model that expands understanding on the driv-
ers of male partner HIV testing in the prenatal context.
Importantly, we identified maternal HIV risk perception
compounded by the intersection of couple communica-
tion and possibility of HIV testing outcome influence
the decision to engage in or decline couple HIV test-
ing. Finally, in order to bridge the gap in the first 95% of
UNAIDS 95-95-95 goals, we propose two areas where
interventions and policies could support male engage-
ment in prenatal HIV testing: (1) couple education on
accurate HIV risk perception including gender trans-
formative approaches in HIV risk-reduction behaviours;
(2) strategies to improve couple communication. Particu-
larly, further research is needed to establish how the shift
in gender dynamics and female empowerment may influ-
ence couple communication and shared decision-making
on the uptake of HIV testing during pregnancy.
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