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Purpose: The study explored the psychosocial profile of women who defaulted Option B+ HIV treatment at Chitungwiza 
Municipality clinics in Zimbabwe. Option B+ is a strategy to prevent mother-to-child transmission (PMTCT) of HIV to reduce 
MTCT rate to less than or equal to 5%.
Methods: An interpretive phenomenological analysis (IPA) design was used. Data were collected from 04 September to 
12 October 2020 on twelve purposively selected HIV-positive breastfeeding women aged 18 to 40 years, who defaulted Option B+ 
HIV treatment. Unstructured individual face-to-face interviews were utilised. Data were analysed thematically using the interpretive 
phenomenological analysis framework for data analysis.
Results: The study findings revealed that participants experienced the following: psychosocial and emotional challenges due to HIV 
positive results, shown emotional distress and suicidal tendencies which affected their mental health. Their relationship was derailed 
due to abuse, infidelity, partner’s high-risk behaviour and to lack of support stemming from their partners and family members.
Conclusion: Strengthening adherence support interventions and effective counselling on HIV-positive status disclosure and male 
partner involvement is important for retaining women in care and for improving their quality of life. Comprehensive, integrated, and 
tailor-made interventions should be adopted. Couple HIV counselling and testing should be encouraged. Psychosocial and mental 
health should be encouraged. Furthermore, community sensitization, risk reduction behaviour, education on purpose and side effects of 
ART as well as the benefits of Option B+ to new enrolments should be intensified and strengthened to minimize defaulting of treatment 
and LTFUP. Vigorous patient tracing and visit reminders help retain women in care.
Keywords: breastfeeding, HIV, Option B+, PMTCT, pregnant, psychosocial, treatment default, women

Introduction
The Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS) remain the major 
causes of maternal and child morbidity and mortality.1 Early antiretroviral therapy (ART) initiation reduces HIV-related 
morbidity, improves early linkage to care, and strengthens the immune system.2 The chances of transmitting HIV from 
mother to child of an HIV-positive pregnant woman who is not on treatment are 15% to 45% globally despite the 
availability of ART and other interventions can reduce this risk to below 5%.3,4 Zimbabwe recently achieved the 2020 
targets of 90% of people with HIV knowing their status, 90% of people diagnosed with HIV infection being on lifelong 
ART and 90% on ART having viral suppression and is now on track to reach the UNAIDS 2025 targets of 95–95–95% 
targets for HIV testing, treatment, and viral suppression by 2025, reports.5 Of recent it has been reported that 
ZIMBABWE has reached the UNAIDS set 95–95–95 HIV targets, securing a place in the list of other Southern 
African countries such as Botswana that have attained the goal.6

In 2002, the WHO introduced the first guidelines on the use of ART for HIV infection in adults and adolescents. In 
2004, the guidelines expanded to cover the use of ART for the prevention of mother–to–child transmission (PMTCT) of 

HIV/AIDS - Research and Palliative Care 2023:15 583–598                                                 583
© 2023 Dhlakama et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/ 
terms.php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing 

the work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. 
For permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

HIV/AIDS - Research and Palliative Care                                              Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 20 March 2023
Accepted: 13 August 2023
Published: 28 September 2023

http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


HIV.7 It has been difficult to achieve in PMTCT programs in sub- Saharan Africa due to weak health systems and 
a variety of individual, interpersonal and cultural factors.8

The World Health Organisation7 emphasised the need for antiretroviral therapy to be initiated urgently to all pregnant 
and breastfeeding women, even if they are identified late in pregnancy or post-partum because the most effective way to 
prevent MTCT of HIV is to reduce maternal viral load. Hence, it was important to understand the psychosocial impact of 
HIV positive pregnant or breastfeeding women who defaulted Option B+ HIV treatment in order to find ways to reduce 
defaulting and enhance adherence to treatment. Option B+ is a strategy to prevent mother-to-child transmission (PMTCT) 
of HIV to reduce MTCT rate to less than or equal to 5%.9

An interpretive phenomenological study conducted in Malawi to understand the experiences of HIV-infected women 
in relation to the utilization of Option B+ services revealed that women experienced several challenges. The challenges 
include sub-optimal counselling in relation to the benefits of ART, side effects of ARV drugs, conflicting religious advice, 
unsupportive spouses, stigma, and geographical, financial accessibility which led women to default or not to adhere to 
treatment10 indicated that people from remote areas defaulted treatment because of lack of transport to the healthcare 
facilities.

A study done to assess early retention among women on Option B+ from antenatal care (ANC) until 6 months post 
ANC booking and at delivery in rural and urban Zimbabwe reports low retention at 3, 6 months and delivery, an 
impediment to elimination of mother-to-child transmission of HIV in Zimbabwe. The study findings highlight the need 
for effective interventions to improve early retention such as post-test counselling, patient tracing and visit reminders.9 

A study conducted in Uganda to assess retention-in-care among women on Option B+ in Uganda suggests that retention 
under Option B+ is suboptimal and is under-estimated at health facility level. Patient unreadiness, inadequate counsel-
ling, HIV-related stigma and unsupportive partners and drug side-effects were the issues highlighted mostly by the 
women that were LTFU. The study recommended on improving tracking of women across facilities, using online 
electronic medical records system to automatically track self-transfers, and improving counselling and support for 
disclosure mostly among young women and those of low education status.11

A higher incidence of LTFU among women on option B+ PMTCT program comparative to previous studies in 
Ethiopia, was indicated in a recent study in northwestern Ethiopia conducted by Geremew et al12 who suggest 
strengthening adherence support interventions and effective counselling on HIV-positive status disclosure and male 
partner involvement as important to retain women in care.

Zimbabwe officially launched the Option B+ approach in November 2013 to facilitate the achievement of the 
elimination of mother-to-child HIV transmission (eMTCT) of HIV goals.13 Despite launching Option B+, in 2017, 
Zimbabwe had one of the highest HIV prevalences in SSA at 13.3%, with 14,816 pregnant women and 76,650 children 
(0 to 4 years) living with HIV.14 The 2018 antenatal registers indicated that from 1 January 2018 to 31 December 2018, 
the four clinics under Chitungwiza Municipality enrolled a total of 300 women in Option B+ HIV treatment. Among 
those enrolled, about 117 women defaulted.15 This gave a defaulter rate of 39%. Such a high defaulter rate was a cause 
for concern as it might stall progress towards achieving UNAIDS’s goal of elimination of HIV by the year 2030. This is 
because women may develop resistance to antiretroviral medicine, which will affect viral suppression. When the 
women’s viral load is not suppressed, there is a higher chance of transmitting HIV to the child and even the partner.2 

Defaulting treatment also increases treatment costs as individuals get managed on the expensive second line or third line 
ARV medicine.2 Despite this high defaulter rate and the negative impact of defaulting treatment, there is no documented 
study conducted in Chitungwiza Municipality clinics about the psychosocial experiences of women who defaulted 
Option B+ HIV treatment that showed what might have contributed towards defaulting in this population group. It is 
therefore imperative that this population group be provided with comprehensive psychosocial support. According to 
Lelaka et al16 psychosocial refers to the dynamic relationship between the psychological and social dimension of 
a person and these two influence each other. These also include individual’s thoughts, emotions, behaviours, and 
perceptions, whilst the social aspects address interaction and relationships among the individual, peers, and community. 
In addition, the psychosocial support activities are meant to address the psychological and social stressors associated with 
living with HIV.17 In the study findings reported by Okonji et al,18 the findings demonstrated that communities are 
needed because they play an important role in providing emotional and psychosocial support for people living with HIV. 
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Mukumbang et al19 also reported that family centred services were found to enhance and promote love, family cohesion 
and communication, and such enhances shared responsibility of caring for people living with HIV amongst family 
members. This study explored the psychosocial experiences of women who defaulted Option B+ HIV treatment in 
Chitungwiza Municipality clinics.

Methods
Study Design
The study was phenomenological in nature. Qutoshi20 defines phenomenology as a philosophy that provides a theoretical 
guideline to researchers to understand phenomena at the level of subjective reality with the main purpose of looking very 
carefully at the phenomena under study to explore the complex world of lived experiences from the point of view of 
those individuals who live it. However, the researchers used an interpretive phenomenological analysis (IPA) design, 
which is one type of phenomenology. An interpretive phenomenological analysis design was followed to explore and 
describe the psychosocial experiences of women who defaulted Option B+ HIV treatment at Chitungwiza municipality 
clinics and to provide recommendations to strengthen and enhance services for this population group. For the purpose of 
this study, defaulting is defined as failing to collect treatment for 30 consecutive days or more, as explained to the 
researcher by the Chief Nursing Officer of Chitungwiza Health Department on 08 July 2019. This design is widely used 
in social science research as a method to explore and describe the lived experiences of individuals.21 This design was 
considered the most suitable as it enabled the researchers to engage in dialogue with participants and to gain an 
interpretation of an experience means from the participant’s point of view.22

Study Setting
The study was conducted at two municipality clinics of Chitungwiza town which is the dormitory town of Harare, the 
capital city of Zimbabwe. Chitungwiza is the second largest city of Zimbabwe.23 The Chitungwiza Municipality clinics 
were identified as they had a high defaulter rate of women on Option B+ HIV treatment as seen in patients’ medical 
records referred to as green books and the Electronic Patient Monitoring System – Zimbabwe.24 Chitungwiza’s urban 
population was 356, 840 per 2012 population census.25 In Zimbabwe, Option B+ for pregnant and lactating women has 
two options, namely 1) Preferred Option and 2) Alternative Option. The Preferred Option offers 1st line therapy which 
includes TDF + 3TC+ EFV600 and 2nd line therapy which includes If TDF was used as first line, use AZT plus 3TC plus 
ATV/r or LPV/r or If AZT was used as first line, use TDF plus 3TC plus ATV/r or LPV/r. The Alternative Option 
includes only 1st line which is AZT + 3TC + EFV600 AZT + 3TC + NVP and TDF + 3TC + NVP.

Population and Sampling
The population of the study was HIV-positive pregnant or breastfeeding women who started Option B+ HIV treatment in 
Chitungwiza Municipality clinics between 1 January to 31 December 2019 and who defaulted treatment. At the time of 
the interviews, all the pregnant women who had enrolled in Option B+ during their antenatal period from 
01 January 2019 to 31 December 2019 had delivered and were all breastfeeding. Asiamah et al26 define the target 
population as the group of individuals or participants with the specific attributes of interest and relevance. The sample 
size was determined by data saturation. Data saturation can be reached at the stage where no new data emerge and there 
is redundancy of data that is already collected.27

Inclusion Criteria
All HIV-positive pregnant or breastfeeding women enrolled in Option B+ from 1 January 2019 to 31 December 2019 
who defaulted treatment for 30 consecutive days or more, 18 years and above, diagnosed as HIV-positive at one of 
the clinics at Chitungwiza Municipality clinics, taken Option B + treatment prior to defaulting for at least a month 
and still utilising the clinic for antenatal or post-natal care, physically healthy, able to consent and be audio 
recorded.
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Exclusion Criteria
All HIV-positive pregnant or breastfeeding women who were not enrolled in Option B+ from 1 January 2019 to 
31 December 2019 who defaulted treatment for 30 consecutive days or more, 18 years and below, diagnosed as HIV- 
positive at none of the clinics at Chitungwiza Municipality clinics, not taken Option B + treatment prior to defaulting for 
at least a month, not utilising the clinic for antenatal or post-natal care, women who were physically weak and women 
who were unable to consent and audio recorded.

Data Collection/Research Instrument
A qualitative interview guide was used as a data collection instrument to get an account of an individual’s experiences, 
thoughts, and perspectives.28 The interview questions focused on the phenomenon under study. The interview guide was 
composed of two sections. The first section was for demographic data, while the second section was composed of the 
grand tour question. Before data collection, the interview guide was piloted on two participants from the study site who 
met the study’s inclusion criteria to explore the gaps in the tool so that amendments can be made. The data was received 
from the pilot. The interviews took place in private rooms in the Family Health Services Department of the two 
municipal clinics and were conducted in Shona, which is the main local language in Chitungwiza. The following 
grand tour question was asked: “Kindly share with me your experience on Option B+ treatment at Chitungwiza 
municipality clinics”. To get more detail from participants, the researcher used probes and prompts in addition to having 
short periods of silence to enable the participant to reflect and talk.29 To ensure confidentiality and privacy and protect 
their identity pseudonym names were used. All participants consented to the interviews which were audio recorded, 
lasted between 30 minutes and 45 minutes, were transcribed verbatim and translated from Shona to English within 48 
hours.

Ethical Measures
The study complies with the Declaration of Helsinki ethical concerns/considerations because the study involves human 
participants as part of the study and their data was collected during the interviews. The basic principle of Declaration of 
Helsinki maintains that participants should be respected all the time both before and after the study, participants need to 
be informed about the purpose of study so that they can make informed decisions about their choices by means of 
exercising their rights to self-determination with coercion or interference. For the purpose of this research, the 
researchers adhered to ethical guidelines which involve protecting human rights, right to freedom from discomfort and 
harm, confidentiality and anonymity, privacy, and the right to fair treatment30 obtaining informed consent from 
participants, and protecting institutional rights, which entails submitting a research proposal to institutional review 
boards.31 Ethical clearance to conduct the study was granted by the Department of Health Studies Research Ethics 
Committee of the University of South Africa (Ethics clearance number: HSHDC/952/2020). Permission for conducting 
the study at Seke South and Zengeza clinics in Chitungwiza was obtained from the Chitungwiza Municipality Health 
Department Ethics Committee and the Director of Health Services. Ethical clearance and approval to carry out the study 
was also sought from the Medical Research Council of Zimbabwe (MRCZ) and was granted.

Data Analysis
Data analysis was completed following data collection, all the recorded data was transcribed verbatim. Data is divided 
into demographics as per Table 1 and participants superordinate themes, themes and subthemes as per Table 2. Lewis32 

defines data analysis as the preparation, organization, and reduction of the data into themes and the interpretation of the 
results through a repetitive process that moves in analytic circles rather than a fixed linear approach. Data was analysed 
manually following the Colaizzi’s (1978) seven steps of phenomenological data analysis described by Praveena and 
Sasikumar33 as follows: 1) obtaining a general sense of each Transcript and the researcher read transcripts several times 
while comparing them to the audio recordings and correcting any mistakes; 2) extracting significant statements where the 
researcher did intensive reading to find and highlight the significant statement regarding participants’ experiences from 
the transcripts; 3) formulation of meaning where the researcher critically checked the significant statements in order to 
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come up with relevant meaning related to the experiences. This process allowed further immersion in data by the 
researcher; 4) organization of formulated meanings into clusters of themes and themes and similar meanings were 
grouped together into clusters of themes. The clusters of themes were further grouped into emergent themes; 5) 
exhaustively describing the phenomenon where the researcher went through the emergent themes and are analysed 
again, trying to understand what they are all about. This process led to a description of the exact meaning of the 
experiences of the participants; 6) describing the fundamental structure of the phenomenon: The description of the 
phenomenon was rechecked, and repetition identified. Where there was a similar description, the statements were cut off, 
and the description was then revised to ensure that it was clear and concise in portraying women's experiences; and 
finally 7) returning to the participants to validate the findings from the study participants: The researcher did member 
checking to ensure that the emergent themes were not distorting participants' experiences. This process was facilitated by 
researchers who managed to discuss and compare the list of superordinate theme, themes, and subthemes. The 
researchers finally had consensus discussion and agreed on the final master table that is supported by quotes from 
participants' transcripts.

Table 1 Demographic Data of the Study Participants

Pseudonym Age/ 
years

Marital 
Status

Employment Education 
Level

Partner 
Status

Default Duration in 
Month

Number of 
Children

Anna 30 Married Vendor Secondary 

school

Negative 9 3

Betty 30 Married Housekeeper Secondary 

school

Negative 1 4

Clara 27 Married Housekeeper Primary 

school

Positive on 

ART

1 3

Delia 34 Married Housekeeper Secondary 

school

Positive on 

ART

2 2

Edina 36 Married Taylor Secondary 

school

Unknown 11 3

Flora 19 Divorced Vendor Secondary 

school

Positive on 

ART

12 1

Getty 40 Married Housekeeper Primary 

school

Unknown 2 3

Helen 27 Divorce Housekeeper Secondary 

school

Unknown 2 2

Idah 27 Married Vendor Secondary 

school

Unknown 2 1

Jane 38 Married Vendor Secondary 

school

Positive on 

ART

3 3

Kate 18 Eloped/ 

Separated

Hairdresser Secondary 

school

Negative 1 1

Leah 36 Married Housekeeper Secondary 

school

Positive on 

ART

3 4

Age distribution: 
n = 12

21–30 3 Mean age 
30.167

11–20 2 31–40 7
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Trustworthiness
The researcher followed the framework for ensuring trustworthiness explained by Lincoln and Guba.34 The framework 
includes credibility, dependability, conformability, transferability, and authenticity. Credibility, which is referred to as the 
truthfulness of data in representing the participant’s accurate view, experience, or belief, giving readers the confidence that the 
interpretations remain faithful to the insider view35 was maintained by the researcher. In this study, the interviews were 
conducted with women who defaulted treatment in the Option B+ programme and used Shona language to ensure clarity and 
understanding. According to Tobin and Begley36 dependability can be demonstrated through an audit trail, where others can 
examine the inquirer’s documentation of data, methods, decisions, and end product. To ensure dependability for this study, the 
researcher provided and maintained a detailed description of the research methodology undertaken throughout the study and 
conducted a pilot study on the interview guide to pick up questions that were misinterpreted or missed out. To ensure 
confirmability which is concerned with confirming that the researcher’s interpretations and findings are clearly obtained from 
the data,36 a record of the digitally recorded interview was transcribed verbatim and then coded. Themes were identified by 
both the researcher and an independent coder separately, compared and agreed on the differences. The direct quotes of the 
participants were used as verification of the presented themes at the time of presentation of the results. Transferability referred 
to as the extent to which qualitative findings can be transferred to or applicable in other settings or groups by Polit37 was 
ensured by the researcher. Authenticity emerges in a report when it conveys the feelings and tone of participants’ lives as they 
lived.38 To ensure authenticity, all audio recordings were transcribed and translated from Shona to English. To further ensure 
authenticity, verbatim quotations were presented as they had been recorded during interviews.

Results
Participants’ Demographic Data
A total of twelve participants were enrolled in Option B+ HIV treatment when pregnant from 01 January 2019 to 
31 December 2019. The participants’ ages ranged from 18 to 40 years. All the participants were beneficials of 

Table 2 Summary of Superordinate, Themes, and Sub-Themes

Superordinate Theme Theme Sub-Theme

Response to HIV positive results Emotional response to HIV results Fear

Disbelief

Denial of HIV results

Impact of HIV positive results Parasuicidal

Emotional distress

Reaction of partner disclosure Abuse Physical abuse

Verbal abuse

Blame

Derailed sexual relationships Infidelity

Partner refusal for protection

Issues relating to support Lack of support Abandonment

Rejection

Non-involvement

Other support challenges Partner support interference

Partner refusal for testing
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Zimbabwe’s recommended ART regimens for pregnant and breast-feeding women as indicated in Table 3. Nine 
participants were married, and two were divorced, while one had eloped and then separated from the partner. One of 
the divorced participants re-married. Three participants had two children each, four participants had three children each, 
two had four children each, and three had one child each. Regarding education, seven participants completed secondary 
school. Three participants did not complete secondary school, and two participants completed only primary school. 
Regarding employment, five participants were housewives. Five were vendors, one was a hairdresser who plaited 
people’s hair, and the last one was a clothes designer and tailor. Table 1 depicts the demographics of the participants.

The superordinate theme, themes, and sub-themes that emerged from the data analysis of the interview transcripts of 
the participants are discussed. The emerging theme is discussed under a separate heading. The participants’ views are 
presented as direct quotations that are indented and italicised to support the identified superordinate theme, themes, and 
sub-themes.

Response to HIV Results
During pregnancy, antenatal care (ANC) routinely provides an opportunity for women to have HIV counselling and 
testing and enrolment into Option B+ HIV treatment for the prevention of mother-to-child transmission of HIV. Pregnant 
women who test negative at the first visit would routinely repeat pregnancy HIV counselling and testing every three 
months throughout. In this study, all participants tested HIV positive at the first ANC visit except for Betty, who initially 
tested negative with her partner. After three months, she tested positive, and her partner negative again. This super-
ordinate theme focuses on the emotional response to HIV positive results and the emotional impact of HIV results on 
participants.

Emotional Response to HIV Positive Results
Emotional reactions experienced by participants to the news of being HIV positive were varied. In describing their 
feelings after receiving their positive HIV results, words such as hard, difficult, troubling, stressing, disturbed were often 
present in the participants’ stories. Three sub-themes emerged in exploring the above theme: fear, disbelief, and denial of 
HIV results.

Fear
In some participants, an HIV-positive result aroused fear during pregnancy as they began to think deeply about the truth 
of being HIV-positive. Several types of fear became apparent to them. Throughout pregnancy and after delivery, many 
participants were filled with the fear of dying.

Edina testified about the fear of dying. She explained as follows:

I had some fear that if I die today, what about this baby? At the same time, I am carrying another baby, and I will leave these 
other children in poverty. (Edina, married, 36 years) 

I am mostly afraid of my baby; I fear so much as I want him to remain negative. My baby should not be positive. I pray that God 
keeps me alive until my baby is grown up. (Delia, married, 34 years) 

Table 3 Recommended ART Regimens for Pregnant and Breast-Feeding Women

Pregnant and 
Lactating Women

1st Line Therapy 2nd Line Therapy

Preferred Option TDF + 3TC+ EFV600 If TDF was used as first line, use AZT plus 3TC plus ATV/r or LPV/r
If AZT was used as first line, use TDF plus 3TC plus ATV/r or LPV/r

Alternative Options AZT + 3TC + EFV600 AZT + 3TC + NVP
TDF + 3TC + NVP
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Disbelief
Some participants experienced the news of being HIV-positive with disbelief. They asked themselves as to where the 
infection came from looking at how some were living, she was living and how healthy they were, the following 
experiences illustrate:

It troubled me in my life because I never expected that I am a person who would be told that I am infected with it. What I was, 
and the way I was living, and how healthy I was, until I planned to have another baby, I did not know that I had this infection. 
But when I came to know about it when I got pregnant and went to register the pregnancy, it was something that troubled me 
and could not believe it. (Leah, married, 36 years) 

Denial of HIV Status
Denial in the form of non-acceptance was identified in the study. This sub-theme explains what happens soon after the 
sad news is delivered, and a person is in shock. The person does not believe what has happened and may say: “This can’t 
be true”. Participants expressed it in words such as “hard to accept”; “difficult to accept”; “troubled”. Some participants 
were troubled. They found it difficult to accept their HIV-positive status because they had no symptoms and they felt 
well. This is supported by the following except:

What troubled me was that I was well with no symptoms. I was not sick. Even when I was told that I was HIV positive, it was 
difficult for me to accept as I was well. I was only treated once for a sexually transmitted disease together with my husband. It 
was hard to accept my HIV status as I was not sick. Even if you look at me now, do you see me as a sick person? For me to be 
said I am HIV-positive when my husband is negative and not sick. It is hard for me to understand because he is the only man 
I had. I do not understand where I got this HIV infection. It troubles me. (Anna, married, 30 years) 

Impact of HIV Positive Results
The results of HIV can have a significant impact on individual diagnosed with HIV. This may also disrupt their lives 
including their mental health. Some participants experienced emotional and mental challenges related experiencing 
parasuicidal thoughts including emotional distress.

Parasuicidal
Some participants experienced mental health challenges such as suicidal tendencies after being diagnosed as HIV- 
positive. They were overwhelmed by the desire and feeling to commit suicide due to the depressive event of receiving an 
HIV-positive result, as testified below:

What I experience is that it troubled me so much to disclose to my husband that at one time I thought of killing myself. I was 
stressed. When I tested HIV-positive, I failed to understand it properly. So, I said, it is better for me to die because it is also the 
same with dying. (Flora, divorced, 19 years) 

Emotional Distress
Some participants could not adhere to treatment resulting in defaulting because of the continued distress they suffered in 
their marital relationships.

He never stopped accusing me yet myself. I had never known the door of a beerhall, he found me a virgin after finishing my 
school, and he disturbed me. The way he scolds me was the reason why I stopped taking my treatment up to now. Moreover, the 
way he looks after me, he no longer cares for the children and me. (Leah, married, 36 years) 

Reaction to Partner Disclosure
Not everyone facing challenges respond with ease in issues relating to HIV and disclosure. Women find themselves as 
continuously being victims of abuse in different ways in their own homes. This theme describes the reaction of partner to 
disclosure including the effects this had on their derailed sexual relationships.
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Abuse
Abuse was reported in various ways and has impacted on participants despite status quo in the relationship. Abuse is 
regarded as any behaviours that can harm the next person either physically, psychologically, emotionally, sexually or in 
way that can prove an unacceptable behaviour cruelly. This theme describes the reaction of partner disclosure and its 
effects on participants’ experiences.

Physical Abuse
On disclosure of results by participants, some partners’ reactions were hostile, violent, and physically abusive to 
participants, as illustrated by the narratives below:

On disclosing to the husband, violence erupted in the home. My husband slapped me in the face saying, where did you get this 
from? (Getty married, 40 years). 

Verbal Abuse
Some participants experienced verbal abuse because of disclosure of their HIV results, which pained them.

Yes, being scolded, as he goes on to say, I infected you while you were just seated here, what can you do to me, I made you bore 
children for me, you are here, you will not go anywhere, you wash for me, there is nothing you will do. So, I see as if he takes 
me as a slave, just being used. (Leah, married, 36 years) 

Blame
As a result of participants’ disclosure of their HIV results to partners, some partners blamed the pregnant participants for 
bringing HIV into the relationship. The blame game did not only occur in discordant couples but also in couples who 
were both HIV-positive.

What happened is, he is suspecting that I got the infection from somewhere, while he says he, himself, is not infected. But the 
way I see it, he has not been tested. So, he is harassing me every day because of saying, where did you get the infection from?. 
(Getty, married, 40 years) 

Below, a partner who had not been tested blamed the participant for the HIV infection and threatened her about going to 
look for another woman who is not infected with HIV. However, later when he was tested, he was found HIV positive. 
Leah described the experience below:

When I told my husband after registering for the pregnancy of this child I have, for a moment, he remained quiet. So, I was 
troubled about why he is not answering me. I repeated telling him until he ended up telling me, saying, that is your own 
problem. I am going to look for another woman who does not have that infection. He never stopped accusing me, yet I have 
never known the door of a beerhall, he found me a virgin after finishing my school, and he disturbed me. This troubles me. In 
my mind, I wish if he had left me alone and let me carry on with my life. (Leah, married, 36 years) 

Derailed Sexual Relationships
While sexual relationships are meant to be enjoyed by many couples to strengthen their relationships. This is not always 
for those living and are affected by HIV status of their partners. Derailed sexual relationship among couples was reported 
to have had a negative impact on participants and impacted on their quality of their lives. This theme will be discussed 
under the following: infidelity, lack of support, partner interference and partner refusal for testing.

Infidelity
In the study, it was found that being diagnosed with HIV and the disclosure of the HIV status to partners negatively 
impacted on the marital relationships of the participants. In addition to the previously mentioned physical abuse, 
abandonment, blame and verbal abuse, other issues that negatively impacted marital relationships due to the disclosure 
of HIV results include partner’s infidelity. The following are the participants’ narratives of their experiences:
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Participant testifies how, after disclosure of status, refusal to use condoms by the partner and his infidelity disrupted 
their marriage.

I am going to look for another woman who does not have that infection. At times he does not sleep at home for one week, he is 
not at home, and coming back may be after two months, leaving me all by myself and the children. When he comes, he will lie 
to me that he had gone there and there, but I now knew that this man, it is his behaviour of infidelity. (Leah, married, 36 years) 

Partner Refusal for Protection
It is important to use protection when one partner is infected with HIV. Risk reduction behaviour contributes positively to 
the reduction of new HIV incident cases. Below participants narrated their experiences on the refusal of partners to use 
protection in the form of condoms.

When we were tested, were advised to use condoms and me to continue taking my tablets so as not to infect him. During the 
first days, he agreed to use condoms, but later, he refused and said he could not continue to use condoms. (Anna married, 30 
years) 

Issues Relating to Support
Many couples in relationships value support for each other since this not only proves care and love for each other but can 
provide a holistic emotional relief especially during challenging times to reduce stress and improve the quality of life. 
The issue of lack of support was reported as a concern by participants.

Lack of Support
Issues relating to support were indeed reported to be challenging and contributed negatively to participants’ lives. This 
theme will be discussed under lack of support and will be supported by the following sub-themes, namely, abandonment, 
rejection, and non-involvement.

Abandonment
In the study, it was found that some partners threatened the participants with abandonment, while others abandoned them 
or rejected them when they disclosed their HIV results to them, as illustrated below:

First, I had no one to support me. Then, my husband started rejecting, neglecting, and abandoning me for another woman. From 
the time I tested positive, he was coming home every day but late. Now he is coming three days a week at midnight or early in 
the morning. So, I cannot say he is at home. I heard that he has another woman. When I asked him about it, he said, there was no 
point of living with a person who will infect him with HIV. (Anna, married, 30 years) 

The participant below narrates how the owner of the pregnancy abandoned her for good when she went to register the 
pregnancy which revealed that she was HIV-positive. However, she later married another man who had his own children.

Yes, my partner, the owner of the pregnancy had refused saying, I thought we would end up in only having a good time, now the 
issue of the baby is your own responsibility. (Edina) 

Rejection
This abandonment was not only limited to partners but also some family members also contributed to the negative 
rejected of participants due to being pregnant. This is supported by the below except:

When I became pregnant, the people who were looking after me, my grandfather and grandmother refused to take me back after 
I had come back from my husband and his parents’ home where I was staying when I eloped. My grandfather refused to take me 
back and stay with him as his granddaughter saying he was not able to look after a granddaughter’s child. Maybe considering 
my HIV status, he thought the baby that was going to be born was also going to be HIV positive such that the burden was going 
to be heavy for him. (Kate) 
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Non-Involvement
Some participants shared that they stopped treatment because of a lack of non-involvement support from partners. The 
support could have been in any form as described by participants in the following narratives:

Support for food in order to take tablets was lacking. I had not enough food to take tablets and to continue with breastfeeding. 
The tablets made me vomit and weak. With the advice of exclusive breastfeeding, it was hard to get good food. All this made 
me stop taking my tablets. (Annah, married, 36 years) 

Other Support Challenges
Partner Support Interference
The following narratives explain participants’ experiences from Sero-discordant and HIV-positive partners after dis-
closure of the HIV-positive results:

When I started treatment when I was pregnant, it was a problem for me to take my tablets when he was around. He would 
become violent, saying, ‘in my house no one takes tablets, if you do that, you will go back to your parents.’ There was a time 
when I would not take the tablets because he was around. At times I would skip taking the tablets. When he was not there, 
I would take. (Flora) 

Partner Refusal for Testing
About four out of twelve participants complained about their partners’ refusal to be tested for HIV. Idah’s stress due to 
her HIV-positive status was made was worse by her partner’s refusal to test for HIV.

For the time I have stayed with him, I heard some relatives who were saying, the wife who was here passed on and the way she 
died we heard that she was taking her pills from next door. I, myself, had disclosed to him not knowing if he is still or was 
taking pills because if you say, ‘let us go and be tested,’ he refuses. (Edina, married, 36 years) 

Discussions
The study found that after testing for HIV participants experienced different emotional responses such as fear, disbelief, 
and denial of HIV results. The impact of HIV positive results further resulted in participants experiencing parasuicidal 
and emotional stress on receiving their HIV-positive results when they first registered their pregnancy at the antenatal 
clinic. This finding is affirmed by Kotzé et al,39 who state that receiving HIV-positive results during pregnancy is 
a distressing experience for women who are made vulnerable to various emotions as they must deal with pregnancy, fear 
of transmission of HIV to the baby, disclosure of HIV status, and the decision to start lifelong ART. In relation to fear, 
participants expressed the fear of infecting the unborn baby with HIV. This is similar to the findings by Tagutanazvo 
et al,40 where it was shown that women experienced fear of infecting the unborn baby when they become aware of their 
HIV-positive status. In Malawi, the fear of disclosing an HIV status to avoid potential stigma and discrimination was the 
main reason for defaulting from ART. In central Thailand, some participants feared disclosing to parents because they 
feared that parents would not be able to deal with the shocking news, which is similar to the current study’s findings. In 
receiving their HIV-positive results, participants in this study experienced disbelief as they never expected it.

The findings of this study are also consistent with the findings of Minnaar and Bodkin41 in their study on the 
mourning process of HIV-positive pregnant women where the women reacted with shock and disbelief when they were 
informed that they were HIV positive. Masquillier et al42 acknowledges that in their study, PLWHA reacted with 
disbelief to their HIV-positive test results and some household members reacted in a similar manner when a patient 
disclosed her status to them. Masquillier et al42 further assert that disbelief driven by lack of knowledge or understanding 
about the infection and misconceptions about HIV transmission in the family can cause HIV stigma and stop preventive 
measures such as using protection like condoms. This was also reported in a study conducted by Lelaka et al16 that HIV 
positive participants and their partners found themselves in disbelief after receiving their results. Some went to the extent 
of insisting on having retests.
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In relation to denial, the sentiments expressed by women in this study are a clear indication of the difficulty they 
experienced in accepting the HIV-positive diagnosis. They did not expect it because they were asymptomatic, and some 
had partners who tested negative. It is common to most people diagnosed with HIV to experience different emotional 
results including shock, denial and disbelief. This is similar to the study conducted16 that some participants reported that 
their partners reacted with denial to their HIV status results. A study conducted in Cameron further confirmed that the 
participants defaulted from treatment due to denial of their HIV status.43 This was also supported by Mavhandu-Mudzusi 
et al44 that though some participants expressed denial, the results brought intense fear and panic which was based on the 
assumptions that being diagnosed as HIV positive is a one-way ticket to the grave, while other participants verbalised 
that their fear was related to knowledge of a relative or someone who died of HIV and AIDS-related conditions. In Cape 
Town, South Africa, women experienced denial on learning their status at antenatal clinics (ANC). These findings are 
consistent with the findings of this study. In relation mental health as being parasuicidal, women’s experiences of 
thoughts of wanting to kill themselves and feeling that it was better for them to die as they reflected in a study similar to 
that found in Connecticut by Simpson and Forsyth.45 The pregnant women in Connecticut experienced suicidal thoughts 
after receiving an HIV-positive result. Participants in a study conducted by Ahmed et al46 experienced thoughts of dying 
with loss of hope which hindered them from seeking or continuing with treatment as they held the belief that they will 
soon die after all. In another study conducted in Ethiopia by Lifson et al,47 most participants believed that HIV diagnosis 
was a death sentence. Emotional distress, leading to the stopping of treatment, was experienced by participants in this 
study from continually being blamed for bringing HIV into the family and being scolded and harassed when seen taking 
medication by partners. In a study conducted by Sariah et al,48 emotional stress, leading to the stopping of treatment, was 
also experienced by participants, findings which are comparable to the findings of this study.

The findings of this study also suggested that women experienced negative reactions that impacted their sexual 
relationships on disclosing their HIV-positive results to their partners. The findings also suggested that women felt that 
being HIV positive strained relationships within their marriages. Women faced a dilemma in disclosing to their partners 
and feared divorce and violence following disclosure. They experienced physical abuse, abandonment and rejection, 
blame, verbal abuse, infidelity of partners, lack of partner support, partner interference, partner refusal for testing and 
partner refusal for protection which disrupted the family in this study. These experiences were reported among pregnant 
women in other studies. In Uganda, LTFU women described experiencing physical, verbal, and psychological abuse by 
their husbands or other family members as a result of their disclosure of HIV-positive results and participation in the 
PMTCT programme and this led to the stopping of treatment.8

Other issues relating to the lack of support included abandonment, rejection and non-involvement of partner were 
identified in a study conducted by Njunga and Blysta49 in rural Malawi where all of the nine mothers in the in-depth 
interviews reported that their families were disrupted after they had disclosed their HIV-positive status to their partners. 
Their partners abandoned them. In another study conducted by Atuyambe et al,50 disclosure led to rejection or outbursts, 
leading to instances of couples separating beds. In this study, some participants reported that it was difficult to continue 
taking their treatment due to the non-involvement and they lacked support from their partners after disclosure of their 
results. Others reported that their partners were no longer providing them with basic needs like food, which enabled them 
to take their treatment. Consequently, they stopped taking treatment. Similar findings were revealed in a study conducted 
by Chadambuka et al,13 where non-involvement or poor partner support or lack of it was found as a constraint to ART 
adherence. In a study conducted by Lelaka et al,16 participants reported the importance of emotional support being 
a crucial link in the treatment process of an HIV-positive individual as this helps to create peace of mind and a sense of 
belonging. These findings were also identified in a study conducted in Malawi by Cataldo et al,51 where it was reported 
that loss to follow-up (LTFU) mothers verbalised treatment defaulting due to lack of male partner support. Infidelity of 
partners following disclosure of HIV-positive results in this study was observed, this was also reported in a study in 
Malawi and Uganda where it was shown to be a major barrier to HIV status disclosure and uptake of HIV testing services 
within couples partly because a positive test result signifies infidelity.52 In a study conducted by Conroy et al,53 the 
findings revealed that some spouses would prefer not to know their HIV status, or do so secretly, to prevent conflict and 
possibly loss of benefits of marriage. Further, in other studies, it was observed that disclosure of HIV results caused 
partner refusal for HIV testing, lack of of partner support, partner interference, partner refusal for HIV testing and partner 
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refusal for protection similar to this study. However, the goal of disclosure of one’s HIV status is to share one’s 
challenges and get the support that enhances access to care.54

Other support challenges reported included partner interference which hindered women from adhering to treatment. 
Participants stated that they were forbidden from taking their treatment, and if seen doing so, violence erupted. This 
was similar to studies conducted on pregnant and breastfeeding women in Option B+ in sub-Saharan Africa by 
McLean et al,55 where women defaulted treatment due to partners not allowing them to take their medication or to visit 
the clinic. This agrees with a study that was conducted in Zimbabwe by Scott et al56 in that men stopped their partners 
from going to the hospital to collect treatment or stole their ARVs for their use secretly or prevented them from 
attending clinics or support groups. Similar findings were reported in an early study conducted in Zimbabwe by 
Skovdal et al57 in that it was revealed that men threatened divorce to their partners if they took ARVs. In relation to 
partner refusal for HIV testing and protection after disclosure of HIV results observed in this study, these findings were 
also observed in other studies. In Papua, Indonesia, partners refused to go for HIV testing and resorted to violence and 
prevented women from taking their treatment.58 In an early study conducted in Zimbabwe by Skovdal et al,57 it was 
identified that men refused to use condoms threatening their partners with the risk of reinfection. These disagreements 
brought disharmony in the family.

Limitations of the Study
The study was limited to two Chitungwiza Municipality clinics, and the study findings cannot be generalized to other 
municipal clinics as well as other health facilities in Chitungwiza town. Since all participants had delivered by the time of 
the interviews and were breastfeeding, interruptions due to babies’ crying occurred, affecting one or two participants’ 
concentration. The study was conducted in an urban area, and rural women were excluded.

Conclusion and Recommendations
This study’s findings revealed the emotional and psychosocial profile of women who defaulted Option B+ HIV treatment 
in Chitungwiza municipality clinics. The psychosocial emotional experiences reported included fear, disbelief, denial, 
emotional stress, and suicidal ideation on receiving HIV-positive results when they were pregnant. On disclosure of 
results to partners, they further experienced physical abuse, verbal abuse, and shame. Due to disclosure of HIV, they 
further faced abandonment, rejection, and non-involvement of the partner. Partner interference contributed negatively to 
participants' quality of life because they were not able to adhere and comply to their HIV treatment. Partner refusal for 
protection from partners also destabilized marriages and hindered the participants from taking responsibility to adhere to 
treatment leading them to default from treatment. Interventions to reduce defaulting among women on Option B+ HIV 
treatment to enhance treatment adherence should focus more on strengthening and promoting comprehensive and 
integrated couple HIV counselling and testing, enhancing and promoting mental health services, male partner support 
through community sensitization and involvement of male partners in the PMTCT of HIV programmes to encourage 
disclosure of HIV results and acceptance and adherence to ART as identified by Chadambuka et al.13 Encouraging and 
enforcing couple HIV counselling and testing will reduce gender-based violence, encourage acceptance of HIV status and 
promote risk reduction behaviour which will improve the quality of life of pregnant or breastfeeding mothers as this will 
reduce the psychological effects resulting from a new unexpected HIV-positive result as shown in a Malawian study 
conducted by Wesevich et al.59 Addressing stigma and discrimination through community sensitisation and education 
involving community leaders on the updated information and the benefits of Option B+ HIV treatment.
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