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ABSTRACT
Background: Previous literature reports that low male partner support is a barrier to 
women’s adherence and retention in HIV care programs.
Objective: This qualitative study explored the relationships between partners to under
stand what is meant by male partner support in adherence of HIV-positive women in four 
healthcare facilities in Southern Malawi.
Methods: We conducted 8 semi-structured focus group discussions (FGDs) with 73 partici
pants (40 men and 33 women) and 10 in-depth interviews (IDIs) between August 2018 to 
December 2019. Participants were HIV-positive patients, healthcare workers (HCWs), expert 
patients (EPs), and couples attending the clinic. All data were digitally recorded, transcribed 
verbatim, and analysed using a gender-responsive grounded theory approach.
Results: This study confirms previous literature, which suggests male partner support is 
expressed by providing access to transport to the clinic and accompaniment to appoint
ments. However, we found that men can also control access to resources and decision- 
making. Support is more complex than previous literature reported and, in some cases, 
gender norms significantly limit women’s capacity to engage in care independently of male 
support since women need male partner permission to access the resources to attend clinics.
Conclusions: This paper suggests that restrictive male-partner gender norms limit women’s power 
to engage in care. Most importantly, the gender analysis reveals that what previous literature 
describes as male partner support can sometimes hide male partner control in permitting access 
to resources to attend health facilities. For this reason, policies enhancing male support should 
consider the gender power relationship between partners to avoid reinforcing gender inequality.

ARTICLE HISTORY
Received 28 October 2021  
Accepted 4 March 2022 

RESPONSIBLE EDITOR 
Maria Emmelin 

KEYWORDS
gender; HIV/AIDS; sexual 
and reproductive health; 
partner’s support; male 
involvement

Background

Malawi has reported the highest HIV prevalence for men 
and women 25+ years adults in the world [1]. AIDS is 
a major cause of death for adults and children under five 
in Malawi [2] with annual HIV-related deaths of 13,000 
people among a population of 18 million people [3]. 
Keeping patients engaged in long-term therapy is a cri
tical element of HIV care to achieve the suppression of 
Viral Load, prevent treatment failure and avoid the devel
opment of drugs-resistance. In Malawi, 70% of the 29,313 
women who started Prevention of Mother to Child 
Transmission (PMTCT) with antiretroviral therapy 
(ART) under Option B+ were still in care three years 
later [4].

The barriers to adherence to care in sub-Saharan 
Africa are clearly described in several studies where 
male partner support plays an important role in retaining 
women in therapy [5,6], especially in antenatal care [7–9]. 
Evidence suggests that interventions enhancing male 
involvement would improve uptake of maternal ART, 

infant prophylaxis uptake [10,11], HIV testing [12], 
reduction of infant HIV infection [13], as well as changes 
in couple relationships such as increased couple commu
nication, relationship quality and equitable decision- 
making [14,15]. Some interventions in Tanzania and 
Zimbabwe foster love and intimacy in couple relation
ships leading to an enhancement in men’s practical sup
port for maternal and child health and domestic duties 
[16]. Male partner support is also reported to alleviate the 
social and economic difficulties associated with the dis
ease and facilitate adherence [15,17].

The WHO and other public health organizations 
promote male partner involvement as a strategy to 
improve women’s adherence and uptake of PMTCT 
[18]. However, little is known about how women them
selves view and experience male partner support or the 
underlying gendered assumptions about how this sup
port operates. We aim to understand what is meant by 
male partner support from the perspectives of women 
and men partners, expert patients (EPs), and healthcare 
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workers (HCWs) in the adherence of women in HIV 
care in the context of household gender roles and 
norms.

Methods

Study setting and population

This qualitative study was embedded in a larger study 
(WeMen study) investigating the factors affecting 
male partner support among HIV-positive women 
in Malawi including interventions to enhance male 
partner support in care [19,20].

Malawi is one of the poorest countries in southern 
Africa, with a low population density and more than 
four-fifths of its people living in rural areas. Nearly 
80% of the population is employed in the agriculture 
sector [21]. The largest ethnic group are Chewa 
(34.4%) followed by Lomwe (18.9%), Yao (13.3%), 
and Ngoni (10.4%); 75% of the population is 
Christian, and 25% of it practice the Muslim religion 
and other beliefs [22]. Systems of kinship vary and 
both matrilineal and patrilineal systems are found in 
different areas of the country [23,24]. For example, in 
the Southern region where our study took place, most 
districts are described as matrilineal [25]. 
Nevertheless, households are mainly headed by men, 
and village political structures are generally led by 
men with a few exceptions [26]. Our study is located 
in an area where there is a recognised gendered divi
sion of labour whereby men are mainly responsible 
for household finances, whilst women are in charge 
of the domestic sphere [27,28]. Recent data suggest 
that there is a high prevalence of gender-based vio
lence [29]

We conducted semi-structured focus group discus
sions (FGDs) and in-depth interviews (IDIs) with 
women and men couples, HIV-positive patients 
attending the clinic, expert patients, and healthcare 
workers. HIV-positive expert patients are trained to 
provide peer counselling, psychosocial support, and 
assistance in accessing and adhering to HIV treat
ment. They aim to create a supportive bridge between 
community and healthcare facilities. The composition 
of FGDs was varied to triangulate design and max
imise perspectives. All the patients were on ART. 
Patients or couples, who attended the clinic the 
same day, were invited to participate in this study 
and were recruited by clinic directors. The clinic 
director invited all the health personnel working in 
the healthcare center to participate in FGDs and IDIs 
including expert patients and healthcare workers. The 
study was conducted at four healthcare facilities 
located in Southern Malawi: Blantyre, an urban 
area, and rural areas of Namandanje, Balaka, and 
Kapire. These health facilities are part of the 

DREAM programme, a public health initiative 
focused on HIV/AIDS, TB and NCDs [30].

Data collection

Data and information were collected between 
August 2018 and December 2019. The first authors, 
CS, and IT designed the protocol. A local researcher 
(SS) moderated discussions and provided contextual 
socio-cultural facilitation and IT facilitated the dis
cussion. Each FGDs lasted between 60 and 90 min
utes, and IDIs between 30 to 60 minutes. The number 
of participants in the FGDs ranged from six to eleven. 
The protocol developed for the study explored 
experiences of HIV as a couple and its impact and 
effect on the household. We investigated the follow
ing areas: 

(1) Meaning of support for women and their part
ners, HCWs, and EPs

(2) Household roles concerning health, access to 
resources, decision making and the division of 
labour, including childcare.

The study integrated a gender perspective in the 
design with the addition of questions aimed at elicit
ing responses to gendered roles, norms, and relations 
at the houselhold level. Some questions were adapted 
from IMAGES survey methodology [31] to the 
Malawian context.

The protocol was validated during the first two 
FGDs. We conducted interviews in the local lan
guage, Chichewa, or in English or both languages 
depending on the participants’ preferences. The inter
views and focus groups were recorded and tran
scribed verbatim and translated into English by 
a local researcher. The interviews were anonymous: 
we assigned a number to each participant, and we 
requested verbal informed consent to proceed with 
the IDIs or FGDs before starting the recording. Data 
collection continued until the research team agreed 
we had achieved saturation.

Data analysis

We adopted an inductive approach derived from 
grounded theory [32]. We reviewed the transcripts to 
become familiar with the text and discussed and 
described emerging themes. Drawing out these open- 
coded themes we developed an initial extensive codebook 
and grouped gender codes to assist with sorting [33]. The 
first round of coding was open-ended in a constant com
parative process [34] after which the codebook was then 
piloted on two transcripts, reviewed, and revised. Data 
were uploaded to RQDA package (R) a qualitative pack
age that supports coding and data management. We 
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reviewed the transcripts line-by-line and systematically 
assigned codes. After finalizing the coding, we reviewed 
all the previous analyses and sorted data to the point of 
saturation under second order themes. The themes and 
their supporting data were iteratively discussed and inter
preted by IT and CS. IT, CS, IP were involved in addres
sing the organizational aspects of the study and the 
process of analysis. IT and CS analysed and interpreted 
the data, held regular meetings during the process of 
analysis to discuss and distill interpretations.

Results

We recruited 73 participants for FGDs and IDIs. 
Tables 1 and 2 describes their characteristics.

Meaning of male support for women

We identified two main activities associated with male 
partner support for women: accompanying women to 
clinics and providing access to transport. Significantly, 
we found two sets of divergences: first, a divergence 
between the type of support women desired, and what 
they received; second, a divergence of views between how 
men reported supporting, and the support women said to 
receive. HCWs and EPs reported that they view male 
partners accompanying women to appointments as an 
act of support. We explored the divergences through the 
two male partner activities identified as support.

Accompanying women
Women expressed a strong desire for male partner sup
port as an expression of love and, in the main, welcomed 
the opportunity for partners to attend the clinics with 
them. Attending the clinic with their female partner is 
considered by women as a responsibility of husbands and 
a demonstration of their love for partners.

The husband should show us love, like the way my 
husband was doing, although he wasn’t coming, he 
used to encourage me and remind me to come here 
or when he comes to taking drugs, he reminds me. 
Love is important because you feel encouraged.  

(Woman, 39, FGD women) 

For example, this woman expressed such sentiment:

It’s the responsibility of a husband to take us to the 
hospital, that make us feel like our husbands is loving 
us. Even if we might not have anything to eat but if 
husbands are loving us everything seems okay. 

(Woman, 42, FGD women) 

However, we found that only a minority of men 
attended the clinics with their partners: just 3 out of 
9 male FGD participants in Balaka. Barriers to male 
attendance were described by women and HCWs and 
included: stigma and negative partner reaction after 
disclosure, lack of privacy in the clinic, precarious 
conditions and male income generation activities, 
and absence of secure space for a bike. Policy incen
tives have included the use of fines in some villages to 
incentivize men to attend the clinic, although it has 
not been an effective approach since some reported 
they preferred to pay the fee rather than accompany
ing the woman. Some male partners did recall their 
positive role in attending clinics and efforts to sup
port wives in different contexts.

How should we support women? Supporting women 
is not an issue. If the woman is sick, as men we 
should come in to help them by taking the child to 
the hospital.  

(Man, 35, FGD couples) 

We would do everything together or even coming 
here we would come together to receive the drugs.  

(Man, 45, FGD couples) 

Whilst others offered a variety of reasons and expla
nations as to why they did not typically join their 
female partners in the clinic, for example:

Our education level and the way our tradition taught us 
it is something unusual for a man to escort his wife to 
the antenatal service apart from the fact that men are 
usually busy. Traditionally, that is impossible for hus
bands to escort their wives.  

(Man, 43, FGD male) 

Clinic staff encouraged the idea that male partner support 
was provided by the accompaniment to the clinic. This is 
reinforced at the government clinic where a policy to 
prioritize women who are accompanied by partners is 
used to promote the practice. We encountered two policy 

Table 1. Description of FGDs participants.
Participants Number of FGDs Number of participants (F;M) Age range Location

FGDs Couples where both partners are HIV-positive 1 6 (3;3) 27–50 Blantyre
Couples with only one HIV-positive partner 1 6 (3;3) 21–41 Blantyre
Women 1 6 (6;0) 38–54 Blantyre
Men 3 23 (0;23) 29–62 Namandanje, Balaka
Healthcare workers* 1 11 (3;8) 26–45 Blantyre
Expert Patients 1 11 (10;1) 28–45 Blantyre
Total 63

*Two medical Doctor; six nurses; one counselor; one clinic director; one medical assistance 
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initiatives that aimed to encourage male partners to 
accompany women to the clinic as an act of support to 
increase adherence to care.

When the woman is pregnant, we tell the man to be 
escorting the wife to the hospital and that they should 
both go for HIV testing. We insist to them that PMCT is 
not only for women, but both the husband and wife 
should have a shared responsibility. 

(Man Expert patients, 51, IDI) 

Resistance to male attendance at clinics also extended 
to the health care needs of children and in the follow
ing quote, the woman emphasized gender norms 
around care roles affect support.

I think it’s our tradition here even if the woman is 
working and finding a lot of money people take it as 
an abomination for a husband to take a child to the 
hospital. They think that the man is just doing that to 
impress the woman because she has a lot of money.  

(Women, 34, FGD couples) 

From my personal experience I think the first reason is 
most men don’t know how to carry a child. When such 
a thing happen people may stop them and comment on 
how they have carried their child and in so doing men 
think that they have lost their value. The second reason is 
that most men don’t know what to do when a child is 
crying as the woman is at home maybe it could be that 
the child has urinated and men don’t know the change 
the urine on the child. 

(Man, 51, FGD couple) 

Access to healthcare facilities
Distance from healthcare facilities can be a significant 
barrier to female retention in clinics in the rural areas 
where this study was conducted. Partner support was 
expressed by providing transport or financial 
resources to travel. Allocating money to transport 
was not necessarily easy in this context when faced 
with competing financial needs and a recurrent 
theme in our study revolved around gendered deci
sions in the allocation of limited financial resources.

Women should be helped in terms of transport 
money because if your husband leaves you 500 kwa
cha, as a mother, I would prefer my kids to eat before 
I consider coming to the facility  

(Women, 38, FG women) 

Most of the people here in the rural area mostly use 
bicycles or walk. So they just support their wives 
with some money to buy some snacks and so on. 

(Man, Expert Patient, 43, IDI) 

Male partners expressed their support in economic 
terms, as one husband said:

I leave most of the money at home, with her and if 
she tells me that she is sick I tell her to go to the 
hospital using that money. If she falls sick while am 
at home, I escort her to the hospital 

(Man, 46, FGD couple) 

Support varied with the degree of acceptance of 
female partner HIV status and household roles in 
couples. Generally, greater HIV-status acceptance by 
men and more equitable division of household labour 
were associated with increased support.

When my wife was found positive whilst I was found 
negative, I became very supportive to her. I was like 
her guardian reminding her to take her medication 
and follow instructions. And when I was found posi
tive too, I told her that look we go into this together, 
let us be strong.  

(Man, 59, FGD male) 

When we wake up before anything we pray, then we 
start sweeping the compound with my husband after 
that I divide mopping the house and cleaning plates 
between our children. In general, we help each other 
even when am not around and the children are not 
around he cooks nsima for us. Interviewer: I want to 
understand because it is a rare thing, how did this 
happen? Interviewee: it depends with the way you 
love each other, but for everything to work out I just 
trust prayer. On your own, you can’t manage but when 
you are praying God takes all the things you are praying 
for. So if you keep on praying asking God to change 
your husband eventually God answers your prayers. 
Interviewer: So it means if your child is sick your 
husband can take him /her to the hospital? 
Interviewee: yes he does. 

(Woman, 36, IDI) 

Lower levels of acceptance of female HIV status were 
linked to lack of transport support. Extreme and 
sometimes violent responses to the disclosure of 
female partner HIV status can result in the collapse 
of a household with the suggestion that women may 
be chased back to their home village and left without 
any economic support for health.

Another cause is the way these women are being 
treated by the husband when they went back home 
when they have been tested HIV positive. After hav
ing been tested and they are HIV-positive, they have 
to start drugs, they have to bring the new to the clinic. 
Some are being chased away from the house, the 
partner said that he is ok, she has to leave the house 
and go back to home village. Maybe they live in the 

Table 2. Description of interviews participants.
Number of participants Age range Location

IDIs Expert clients 5 38–51 Kapire
Women 2 41 Blantyre
Men 3 48–65 Blantyre
Total 10
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town and they should go to the their village with is 
difficult for them to reach a clinic to take the drugs, so 
they just stop taking the drugs and attending the 
clinic. (Women, Nurse, 43, FGD Healthcare worker) 

The woman is regarded as the one who has con
tracted the virus and so she is regarded as wicked. 
Since she is the one found positive first, the man 
thinks she was promiscuous. So, chasing her is like 
removing the dirt. (Man, 59, FGD male patients) 

Gender barriers in household

We identified two main gendered barriers to 
women’s adherence and retention in HIV care: access 
to resources and decision-making.

Access to resources
Women’s autonomy and status in the household are 
determined by several factors including access to 
education, employment, and resources. Among our 
participants, we found there were many more oppor
tunities for these among men than for women, as 
reported in this quote:

Most women undermine themselves here in Malawi. 
Even when it comes to business, we have the mentality 
that men can do better than us in terms of the amount 
earned per month. As a result, women are the ones 
who remain at home because she finds less money 

(Women, 33, FGD couples) 

Men have priority in economic decision-making and 
expenditure as they are typically the primary or only 
source of income. Very few women generate cash 
income, although they may have access to some cash 
sums given to them by partners for small purchases. 
Participants in this study reported that hiding salary 
and failing to provide enough money to support the 
family was the primary cause of disagreements within 
couples. Men expressed fear that female partners might 
cheat them of money and spend it inappropriately. 
Conversely, women emphasized that men spend 
income in extramarital relationships or drinking alco
hol, as illustrated in this quote.

It becomes a problem for a woman to find something 
to give the sick child whilst the man has gone to the 
bar to drink beer. That’s like the problem we are 
facing here in Malawi in many locations. In addition 
to that only women take part in childcare and it’s as 
if the woman is staying alone whilst she is married. 

(Women, 41, IDI) 

Whilst women have a role in food and clothing 
expenditures, male partners decide on major pur
chases. Husbands may give wives some share of 
their income, but typically we found that women 
can spend it only after obtaining permission.

She is afraid that if she goes alone, she will be 
shouted at because she went without his permission. 
The problem goes on until it worsens and if the 
neighbours ask her, she says I can’t go without my 
husband’s permission or I can’t take money in the 
house without his permission  

(Man, Expert Patient, 27, FGD) 

Ignorance I mean, some of people in communities they 
are illiterate, if they went to school may be majority, 
they just attended class one to three, so it is very hard 
for them to understand. . . . Yes, so that’s among the 
reasons. Sometimes could be culturalism, whenever 
there is gathering in the community you will find that 
men are just sending their women to attend even if the 
chief called for a meeting. I feel like it’s a perception, 
even going to hospital with a child, always is a woman 
who goes.  

(Men, Expert Patient, 33, IDI) 

Participation in decision-making
Women and men reported that men were the primary 
decision-makers in the family, derived in part from 
their role in income generation as breadwinner.

If you are positive, but you have a job and you have 
money, things are fine. But if you don’t have a job 
and it turns out that you are positive, things may 
change. You lose your respect in the family because 
you are taken as inferior in the family. People are 
waiting for you to provide for them because a man is 
a provider, if you don’t provide you cease being 
a breadwinner. 

(Man, 25, FGD male) 

The quote, among many others we collected, illu
strated how social pressure and gender norms con
struct masculinities that can challenge the provision 
of support to female partners. Households are typi
cally male-headed and decision-making power 
accompanies this role. In the case of disagreement 
within the couple, one woman reported that her 
‘husband stops buying food and things become diffi
cult’ (Female, 23, IDI). Male partner gender roles and 
decision-making power can impact access to health.

I am the one who makes the decision. I make sure 
that kids should go to school, I feed them and clothe 
them as well. When any of us is sick I have to make 
a decision to go to the hospital. She tells me how she 
is feeling in her body and when am told I have to 
make a decision for her to go to the hospital before 
the condition continues. 

(Man, 49, IDI) 

In most cases, women had little control over their treat
ment decisions and access to the clinic because this was 
a male partner’s decision. With few exceptions, women 
in this study sought permission or at least informed their 
partners before deciding to access health facilities. For 
this reason, the meaning of male support of women’s 
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access to health facilities can be as much about permis
sion as it is about support.

Sometimes you may find that the child is sick, but the 
woman is failing to take her to the hospital because the 
husband is not around. She is afraid that if she goes 
alone she will be shouted because she went without his 
permission. So, when the husband comes back he might 
find the child playing and if the wife tries to tell him that 
the child is sick he thinks that his wife wants to steal 
money from him. The problem goes on until it worsens 
and if the neighbours ask her she says: “I can’t go with
out my husband’s permission or I can’t take money in 
the house without his permission”. (Men, 32, FGD 
couples) 

A woman reported that when her child was sick, she 
failed to go to the hospital because her husband was 
not around to inform. This highlights the gendered 
nature of decision-making in couples as shown in the 
following quotes.

Some women do not understand how families go like 
and how to handle men. I think a good wife has to 
inform her family that she is not feeling okay and she 
should get a permission from the husband. She is 
free to go to the hospital even without the permis
sion, but she has to use all means necessary to 
inform the husband.  

(Man, 51, FGD couples) 

In families people have different characters some are 
humble, some are not and they don’t understand how 
families should go like. Some women are rude if the 
child is sick she will just take him to the hospital without 
even informing the husband and when you ask the 
reason why they answer rudely. Sometimes it happens 
that you haven’t gone for work if she falls sick you can 
just inform your boss that you will there late you want to 
take your wife to the hospital. In families there are 
different protocols in some the wife can phone the 
husband if he is at work to inform him that she is 
going to the hospital and the husbands agrees with the 
idea and tells her that if the sickness worsens tell me to 
come and take care of you. There are different kind of 
families some understand each other, some don’t. 

(Man, 36, FGD couples) 

Male decision making extended also to access to 
contraception and family planning services as illu
strated by this HIV-positive woman:

In families people have challenges, more especially 
women. They fail to have transport money and some 
basic needs. Some families hardly greet one another. 
Men don’t care bearing a lot of children even though 
they know the status of the wife or even if the woman 
doesn’t want to have a child (Woman, 41, IDI). 

Further still, gender-based violence in the home was 
frequently reported by women during informal dis
cussions with the author, further undermining any 
limited decision-making power.

Discussion

This study provides insight into male partner support in 
the adherence of women in HIV care. Previous literature 
reported that men have a significant role in supporting 
women remain in treatment [7,15,35,36]. Our findings 
confirm the literature reporting that male support is 
promoted by HCWs and understood as providing trans
port access and accompanying women to the clinic.

Previous studies in Kenya, South Africa, and 
Malawi suggest a range of different types of interven
tions to encourage male partner support can increase 
women’s attendance at clinics and adherence to 
therapies [15,37,38]. Our finding confirms that male 
support entails accompaniment and enabling access 
to the health facility as previously reported by various 
studies in Sub-Saharan Africa (Kenya, Uganda, 
Malawi) [36–41] [42, 43–55].

Our gender analysis challenges some of the assump
tions in the literature around the meanings behind acts 
of male partner support. We highlight that underlying 
gender norms significantly limit women’s ability to 
engage independently of male support, and that 
women’s access to health is complicated by gender 
relations where women need to ask for support in 
terms of transport resources to attend the clinic. This 
departs from the literature in that what has been 
understood as acts of support given by male partners 
is also about women seeking permission from male 
partners. It is less that women need male support, but 
perhaps more that without it, they do not have the 
decision-making power or resources to attend clinics. 
Male support masks the need for male partner permis
sion reflecting unequal and gendered relations of 
power in couples. The act of support, from a male 
partner, may be an act of permission from a female 
partner perspective. Male partner support acts as 
a gatekeeper to women’s health access, and for some 
women, it is experienced as a form of male control. 
For this reason, interventions to increase male partner 
support of women may produce unintended and 
harmful consequences. Interventions to encourage 
male partner support should consider whether they 
reinforce male power over women’s health as part of 
a gender analysis [46,47].

However, gender relations are not fixed and are con
stantly changing. Conroy A et al. showed that young 
people are challenging some gender norms in Malawi, 
and creating space for transformative gender agendas 
that challenge gender norms [48]. Furthermore, Schatz 
E (2005) has challenged the prevailing discourses on 
female vulnerability in Malawi showing that married 
women have some agency in preserving their health 
[49], and gender analyses should be cognisant of changes 
in local contexts.

Engaging men as HCWs and EPs may play 
a crucial role if gender-specific training is provided 
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to raise awareness on the importance of considering 
these underlying gender roles and norms. A recent 
study conducted in South Africa suggested that 
meaningfully involving more men in care, such as 
HCWs, has the potential to improve men’s clinical 
outcomes, discuss and shift masculine norms related 
to care [50].

Evidence shows that programs discussing and ques
tioning gender norms and the social construction of 
masculinity (gender-transformative) positively influence 
relationship quality and promote gender-equitable rela
tionships [51,52], that effect health outcomes [53,54]. 
Previous interventions rarely considered power dynamic 
as decision-making and how men and women get in 
relationships, rather they adopted a reductionist 
approach without addressing the underlying gender 
norms [56].

Strength and limitation
We note several limitations of this study. Participants 

were selected from willing men, women, and couples 
contacted at the healthcare facilities by the clinical coor
dinators. There were challenges in recruiting couples 
with only one HIV-positive partner since some partners 
were not available to take part in the FGDs. Finally, since 
recruitment occurred at the facilities there may be some 
context-specific bias in recruitment. To mitigate against 
clinic-context bias and create a safe research environ
ment, the facilitator and moderator were not involved in 
clinical practices.

The strengths of the study stem in part from its 
interdisciplinary team and multiple data sources. 
Researchers are from different disciplines such as 
medical anthropology and gender (CS), public health 
and qualitatitave method (SS), natural science and 
qualitative method (IT). Local language knowledge 
was important to the study. The data collection was 
carried out in four different periods of time within 
this study enabling an iterative research process of 
analysis, data collection and interpretation. This gave 
us the time to examine the data collected, read and 
reread them, revise the codes and concepts accord
ingly, and reach a depth of insight.

Conclusion

This gender analysis suggests that male partner sup
port of HIV-positive female partners can also be 
understood in some cases as male partner permission 
to access resources to attend clinic facilities. 
Interventions to encourage male-partner support of 
HIV-positive women may have the unintended effect 
of reinforcing harmful gender norms in which male 
partners are gatekeepers to health facility access. 
Enhancing male support without considering the 
gender power relationship between partners may 
reinforce gender inequality and generate unintended 
consequences. Gender analysis can bring into light 

the gender norms that affect women’s retention to 
care.
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