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Abstract

Background HIV partner disclosure rates remain low among pregnant women living with HIV in many African
countries despite potential benefits for women and their families. Partner disclosure can trigger negative responses
like blame, violence, and separation. Women diagnosed with HIV late in pregnancy have limited time to prepare
for partner disclosure. We sought to understand challenges around partner disclosure and non-disclosure faced by
women diagnosed with HIV late in pregnancy in South Africa and Uganda and to explore pathways to safe partner
disclosure.

Methods We conducted in-depth interviews and focus group discussions with pregnant women and lactating
mothers living with HIV (n=109), disaggregated by antenatal care (ANC) initiation before and after 20 weeks of
gestation, male partners (n=87), and health workers (n=>53). All participants were recruited from DolPHIN2 trial sites
in Kampala (Uganda) and Gugulethu (South Africa). Topic guides explored barriers to partner disclosure, effects of
non-disclosure, strategies for safe disclosure. Using the framework analysis approach, we coded and summarised data
based on a socio-ecological model, topic guides, and emerging issues from the data. Data was analysed in NVivo
software.

Results Our findings illustrate pregnant women who initiate ANC late experience many difficulties which are
compounded by the late HIV diagnosis. Various individual, interpersonal, community, and health system factors
complicate partner disclosure among these women. They postpone or decide against partner disclosure mainly

for own and baby’s safety. Women experience stress and poor mental health because of non-disclosure while
demonstrating agency and resilience. We found many similarities and some differences around preferred approaches
to safe partner disclosure among female and male participants across countries. Women and male partners preferred
healthcare workers to assist with disclosure by identifying the right’time to disclose, mentoring women to enhance
their confidence and communication skills, and providing professional mediation for partner disclosure and couple
testing. Increasing the number of counsellors and training them on safe partner disclosure was deemed necessary for
strengthening local health services to improve safe partner disclosure.
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Conclusion HIV diagnosis late in pregnancy amplifies existing difficulties among pregnant women. Late ANC

initiation is an indicator for the likelihood that a pregnant woman is highly vulnerable and needs safeguarding.
Respective health programmes should be prepared to offer women initiating ANC late in pregnancy additional
support and referral to complementary programmes to achieve safe partner disclosure and good health.
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Background

Safe partner disclosure of HIV status may advance the
prevention of perinatal transmission of HIV alongside
progress made through biomedical innovations [1]. Part-
ner disclosure — the process of enlightening HIV status
to a partner — is associated with improved antiretroviral
therapy (ART) initiation, adherence, and retention in care
among pregnant and postpartum women [2] and safe
infant feeding practices [3, 4]. Further, women’s partner
disclosure can boost partner relationships, through male
partner’s involvement in pregnancy [5, 6], social support
[7], HIV testing among male partners, and condom use
among HIV sero-different partners [6, 8, 9] but evidence
is inconsistent across settings [10, 11]. Non-disclosure,
on the other hand, can cause worry and stress among
pregnant women [12] leading to sub-optimal engagement
in antenatal care (ANC) [13] and ART services [12, 14,
15], virologic non-suppression [16, 17] and infant feeding
challenges [3].

Partner disclosure is difficult, more so during preg-
nancy [9, 12]. Rates of partner disclosure among pregnant
women living with HIV range from 30 to 93% (pooled
estimate: 64%) across Africa [18], also being lower for
HIV-seropositive status compared to HIV-negative status
[10, 19]. A smooth relationship, caring partner, and sup-
portive health workers can facilitate partner disclosure
[9, 20, 21], whereas fear of blame, anger, violence, aban-
donment, and/or loss of partner’s financial or emotional
support deters partner disclosure [12, 21-23]. Although
many partners react calmly and are supportive, partner
disclosure can trigger negative outcomes, including anger
and emotional, physical, or sexual intimate partner vio-
lence (IPV) [19, 24, 25].

Partner disclosure is a stated priority of perinatal HIV
prevention programmes in many settings, including
South Africa and Uganda, where data for this study were
collected. In counselling sessions throughout pregnancy
and postpartum periods, women living with HIV are
encouraged to talk with partners about their HIV status.
The World Health Organization (WHO) recommends
assisted partner notification services to enhance safety of
people living with HIV [26]. A facilitated couple counsel-
ling approach, combining couple counselling and coun-
sellor facilitated partner disclosure, yielded high partner
disclosure rates (81%) among sero-different couples in
Uganda [27]. Couple testing and counselling alone can
also increase social support for women living with HIV

as shown in Malawi [28]. Family focused HIV care and
treatment has been reported to facilitate HIV testing of
male partners, men’s involvement in care of the family,
and uptake of ART among men diagnosed with HIV in
Cote d'Ivoire [29].

Research on HIV partner disclosure among women
diagnosed with HIV later in pregnancy is scarce. While
ANC in the first trimester of gestation is recommended,
most pregnant women in sub-Saharan Africa initiate
ANC in the second or third trimester (59%) [30], includ-
ing in South Africa (53%) and Uganda (71%) [31, 32].
Women living with HIV who initiate ANC and ART
late are at increased risk of disengaging from care [33]
and failing to achieve viral suppression by delivery [34].
Women initiating ANC late and receiving HIV diag-
nosis later in pregnancy can be vulnerable (including
due to poverty, relationship problems, and mistimed,
unplanned, or unwanted pregnancies) [35, 36] and are
faced with limited time to prepare for partner disclo-
sure. Understanding the needs of these women could aid
in providing additional support for safe partner disclo-
sure. This study sought to understand challenges around
partner disclosure and non-disclosure faced by women
diagnosed with HIV late in pregnancy in South Africa
and Uganda and to explore pathways to safe partner
disclosure.

Methods

Study design and conceptual framework

This research was part of a qualitative cross-sectional
study conducted alongside DolPHIN2, a randomised
controlled trial (NCT03249181) of dolutegravir (DTG)
use in pregnancy, which found the DTG-based regimen
is safe, well tolerated, and results in rapid viral suppres-
sion when used later in pregnancy [1, 37]. We anticipated
rapid viral suppression offered by DTG would encourage
partner disclosure, and used qualitative methods to pro-
vide an in-depth understanding of the lived experiences
of women living with HIV [38]. We explored a wide range
of topics on prevention of perinatal transmission of HIV
and use of dolutegravir in pregnancy. In this paper, we
focus on data around safe partner disclosure of HIV. We
employed a socio-ecological model [39, 40] to the data
considering complex factors at individual, partner, rela-
tionship, family, community, health system, and societal
levels influencing partner disclosure.
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Study settings, population, and recruitment

The study was conducted in Kampala, the capital city of
Uganda, which accommodates about 1.6 million people,
has an overall HIV prevalence of 7% [41]; and Gugulethu,
a peri-urban township in Cape Town with approximately
100,000 residents, and an estimated female HIV preva-
lence rate of 19% [42]. Participants for the study were
recruited from DolPHIN?2 trial sites, the Infectious Dis-
eases Institute HIV clinic and the Kasangati Health Cen-
tre, located in urban and peri-urban settings respectively
in Kampala. In South Africa, participants were recruited
from the Gugulethu Midwife Obstetric Unit, serving
peri-urban low-income populations.

Participants were purposively selected from the same
facilities and communities, including pregnant women
living with HIV (up to six months postpartum), male
partners, facility healthcare workers (HCWs) and com-
munity-based health workers (CHWs) (Table 1). Within
the study settings, HCWs (e.g. ART case managers, cli-
nicians, nurses, midwives) delivered HIV prevention and
care while the CHWs (e.g. peer mothers, Village Health
Teams) provided health education, referrals, follow-up,
and case management through home visits. However,
our analysis focused mainly on the experiences and views
of women living with HIV participants who had initi-
ated ANC after 20 weeks of gestation (late presenters) as
they are most vulnerable and affected by disclosure chal-
lenges. Many of these had tested positive for HIV at their

Table 1 Characteristics of study participants

IDIs with WLHIV South Africa Uganda
n=20 n=22

Pregnant women 15 9

Recent mothers 5 13

Age

18-24 years 3 2

> 24 years 17 20

Education

Primary 6 10

Secondary or above 14 10

Gestation at first ANC

<20 weeks of gestation (early) 1 11

>20 weeks of gestation (late) 9 1

FGDs n=9 n=6

Women 40 (4 FGDs) 27 (3 FGDs)

Male partners 59 (5 FGDs) 28 (3 FGDs)

Age

18-24 years 18 10

>24 years 81 45

IDIs with health workers n=23 n=30

Healthcare workers (HCWs) 15 15

Community health workers (CHWs) 8 15

Total (n=249) n=142 n=107

Note ANC=antenatal care; FGD=focus group discussion; IDI=in-depth
interview; WLHIV=women living with HIV
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first ANC; most were enrolled in the DolPHIN2 trial.
We utilised the views of the other participants, including
women living with HIV who had initiated ANC within
20 weeks of gestation (early presenters), HCWs, CHWS,
and male partners to triangulate and gain a well-rounded
understanding of the study topic.

Participants’ HIV status and gestational age at ANC
booking were ascertained through self-reports. Trained
research assistants (RAs) through the help of counsel-
lors and ANC nurses identified women living with HIV
from the study sites during their ANC, HIV care, or
trial study visits and invited these women to participate
in the qualitative study. Most male partner participants
were recruited through female participants. Although
not directly asked, it emerged from the focus group dis-
cussions (FGDs) that most male participants knew about
their partners’ HIV-positive status. RAs approached
potential respondents in person or by phone, informed
them about the nature and purpose of the study, and
obtained written informed consent prior to their
participation.

Data collection

Data were collected by RAs between August 2018 and
March 2019 through 97 in-depth interviews (IDIs) and
15 FGDs, including 44 IDIs with women living with HIV
and 8 FGDs with male partners (Table 1). IDIs provided
participants with privacy to talk freely about this sensi-
tive topic, and FGDs captured a wide range of views to
triangulate data [43]. Topics explored included partner
disclosure, effects of partner non-disclosure, strategies
for coping with non-disclosure, and strategies for safe
disclosure. Topic guides were piloted and revised based
on relevant findings before data collection.

IDIs and FGDs were carried out in parallel, and emerg-
ing results from IDIs were explored further in FGDs.
FGDs with 6-12 participants were conducted by two
RAs, a facilitator and a note taker, trained in the study
protocol, research ethics and with extensive local knowl-
edge. Female RAs interviewed women participants. Data
were collected in Xhosa in South Africa and Luganda
in Uganda in safe and private locations within facilities
(IDIs) and community centres (FGDs). IDIs and FGDs,
lasting for approximately one hour, were audio-recorded.

Data analysis

Independent transcriptionists in Uganda and South
Africa transcribed audio recordings verbatim and trans-
lated them into English. We could not perform back-
translation due to resource constraints; however, all
transcripts were complemented by written notes and
checked for accuracy and completeness. Data were ana-
lysed using the framework approach [44], aided by NVivo
software [45]. We read all transcripts for recurrent ideas
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and developed codes inductively from the data. We used
the socio-ecological model and topic guides to organise
codes creating a common coding framework. The cod-
ing framework was reviewed, discussed, and agreed by
the research team. We coded relevant text segments,
and aggregated similar codes into themes, addressing the
research question. A socio-ecological model was adapted
to visualise themes. To ensure rigor and trustworthiness,
we coded, compared, and discussed transcripts indepen-
dently. Participant validation was achieved by presenting
anonymised summary findings to a community advisory
group in Uganda (including some participants) and inte-
grated their feedback into the analysis. Emerging findings
were regularly discussed by authors in meetings.

Results

Participant responses reveal multiple intersecting factors
across individual, interpersonal, healthcare provider, and
community levels that complicate partner disclosure of
HIV status among women diagnosed later in pregnancy.
Important themes of perceived linkage between partner
non-disclosure later in pregnancy and women’s increased
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vulnerability to stigma, financial neglect, and violence
from male partners as well as preferred approaches for
partner disclosure are presented along with illustrative
quotes. Figure 1 depicts the interrelated factors identified
in a socio-ecological model of safe partner disclosure.
We have focused mainly on the experiences of who pre-
sented late for ANC and reported non-disclosure, trian-
gulated with perspectives from other participants (early
ANC presenters, late ANC presenters who disclosed,
male partners, and healthcare workers) to enhance
understanding.

Partner non-disclosure of HIV status in late pregnancy

Amongst the 20 women who were diagnosed with HIV
late in pregnancy, only three said they had disclosed their
HIV status to their partner within three months of diag-
nosis. These women were married, engaged in a viable
income generating activity, and reported no major rela-
tionship issues like violence. Perceived need to adopt
safer sex and to minimize risk of perinatal transmission
motivated them to disclose. Being in a stable relationship
aided partner disclosure. “I was sure it was not me... I
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don’t sleep around so I was not feeling guilty and scared...
to tell him” (Woman, late ANC, disclosed, Uganda).
Women experienced psychological relief, improved part-
ner relationships and support for HIV treatment after
partner disclosure.

It was fine. He also got tested after I told him, and
he was negative.... he was very supportive, reminded

me when to take my medicine (Woman, late ANC,
disclosed, South Africa).

Many of the women who had not informed their partners
about their HIV status said they disclosed to a female
family member for psychological support.

Several male partners, whose women disclosed during
late pregnancy, reported that disclosure was beneficial
and facilitated support for the woman and protected the
health of the rest of the family. Men who were already
positive at the time of their partners diagnosis were more
likely to accept and be sympathetic to their partners’ HIV
status.

It's a lady that brought me here.... saw that I was
infected. So she was able to disclose to me when
they found she was positive. I also told the one
at home that I am infected, and I took her to our
place and they found out she wasn't infected. ... we
remind each other to take our medicine (Male FGD,
Uganda).

However, disclosure also led to relationship breakdowns,
as this male participant noted:

For me they got me a girl and they wanted me to
marry her. ... we met and she got pregnant. ...she got
drunk and she told me, * for me I am HIV positive...
[but]I have been given medicine, and I use it well.
And when you use the medicine well you cannot
infect another person.” That was the end of our rela-
tionship. The person who got her for me called her
and told her “You are stupid, if you go around telling
everyone, they will run away you end up with none.
...(Male FGD, Uganda).

Women’s reluctance to disclose to partners during late
pregnancy was driven by individual, interpersonal, health
facility, and community factors, as described below.

Individual

One of the most frequently mentioned reasons was
denial. Many women who were diagnosed with HIV late
in pregnancy found it difficult to accept their HIV posi-
tive diagnosis because they had not experienced any
signs and symptoms or any major health complications
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throughout their pregnancy. They preferred to wait a bit
longer to ‘confirm’ the diagnosis or see if they could cope
without disclosing, especially close to delivery.

When the doctor said I was positive, I did not believe
it. Because I feel fine, my pregnancy has not given
me any problem. I said let me wait, maybe it is a
mistake (Woman, late ANC, non-disclosed, South
Africa).

Late ANC attendees commonly experienced guilt for
not seeking ANC earlier and thereby increasing peri-
natal HIV transmission risk. Women often believed
that delayed diagnosis automatically meant their baby
would acquire HIV, leading to psychological barriers to
disclosure.

When I consider myself pregnant with HIV condi-
tion, I feel very bad! The baby could be infected. 1
just say, it is better to die with my AIDS-related ill-
ness than disclosing... (Woman, late ANC, non-dis-
closed, Uganda).

Poverty and financial dependency were other frequently
cited reasons. Many women feared relationship problems
and loss of financial support upon HIV disclosure to their
partner, particularly in unstable relationships. This fear
intensified during late pregnancy and early breastfeeding
when women required more financial assistance and had
limited capacity for paid work.

If I tell him, he may refuse to take care of my child....
As soon as he gets to know I am HIV+, he will run
away and leave me (Woman, late ANC, non-dis-
closed, Uganda).

As a result, several late presenters preferred to defer part-
ner disclosure until after childbirth.

So, what pregnant mothers tell us is, ‘Doctor, you
wait for me to deliver because I do not have financial
support, after delivery, I will inform him... (CHW,
Uganda).

Partner disclosure was widely noted to be easier for
women who were gainfully employed and able to sus-
tain themselves financially. In addition, women felt they
lacked essential communication skills.

I do not know how to disclose to my partner, how to
talk to him so he does not get upset. It is something
I am still looking, hoping the doctors will teach me
(Women FGD, Uganda).
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HIV issues were deemed particularly sensitive during
pregnancy and thus require extreme care when engaging
in conversations on such issues.

Interpersonal relationships

Trust played a crucial role in disclosing HIV status to a
partner during late pregnancy. It fostered open commu-
nication, confidentiality, and reassurance against accusa-
tions of infidelity.

It depends on how much we trusted each other.
I was free to talk to my husband because I trusted
him, and he also trusted me. I knew he would keep
it a secret and not talk to anyone about my HIV... or
accuse me (Women FGD, South Africa).

Across both countries, many women who initiated ANC
late did not live with their partner and felt less urgency
to disclose as they could easily keep their status a secret.
Such separate living arrangement undermined commu-
nication and trust between partners which triggered vio-
lence when one of the partners was diagnosed with HIV.

Relationship issues undermined women’s ability to
disclose to their partner during late pregnancy. “Already
we were having issues, always fighting. So, 1 felt it makes
matters worse if I told him” (Woman, late ANC, non-
disclosed, Uganda). Women experiencing relationship
challenges feared their partner’s response to disclo-
sure, especially potential physical, emotional, and sex-
ual abuse. “I am afraid of telling him because maybe he
might beat me up or kill me... judging by his character”
(Women FGD, South Africa). Late pregnancy HIV diag-
nosis heightened vulnerability to partner violence due to
increased concerns of perinatal transmission and doubts
about paternity, as illustrated by this male partner,

... Six months into the pregnancy you will have spent
a lot. Then you are told, ‘she is positive! You start to
have doubts that the baby might not be yours, you
feel cheated... (Men’s FGD, South Africa).

Pregnant women in South Africa reported partners’ alco-
hol use triggered aggression and impatience, which hin-
dered disclosure. “.. I don’t have the guts... it is not easy...
especially because he is always drunk..” (Women FGD,
South Africa). Women felt increased vulnerability to the
consequences of violence for themselves and the unborn
baby later in pregnancy, and often chose to not disclose
to protect the unborn baby.

Community

With HIV widely associated with promiscuity and infi-
delity, most women adopted non-disclosure as a strat-
egy to mitigate stigma. Men’s response to their partner’s
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HIV diagnosis during pregnancy was influenced by fear
of community gossip and stigma. When HIV diagnosis
occurred later in pregnancy, couples are presented with
limited option to deal with and avert the stigma, includ-
ing potential termination of the pregnancy. In Uganda,
couples were further constrained by the illegality of abor-
tion in the country.

You feel people ... will laugh at you, they will say
“look his wife is positive but he is not, maybe she
has been cheating” ... it is not a good feeling. If she
[tested positive] when they pregnancy is still small
you can terminate but after 20 weeks it is too late...
(Men’s FGD, Uganda).

Moreover, limited community understanding of ART
effectiveness, including newer drugs like dolutegravir,
undermined partner disclosure.

When someone sees you giving birth when you are
HIV positive, they think you are stupid... because
you will give birth to a child having HIV... (Women
FGD, Uganday).

Stigma towards pregnant women living with HIV and
blame for perinatal transmission further hampered dis-
closure, causing anxiety and affecting confidence in
informing partners.

Health facility level

Women found health care providers’ support toward
partner disclosure after HIV diagnosis insufficient, espe-
cially when diagnosed late in pregnancy. Women, who
initiated ANC late in pregnancy, were rushed through
pre- and post-test counselling for ART initiation and felt
overwhelmed with information. Time with and informa-
tion from counsellors were inadequate.

Counsellors did not give us enough information
because of lack of time, the clients were many yet
they [counsellors] were few (Women FGD, Uganda).

Women needed time to process the information, evaluate
potential effects of partner disclosure and therefore felt
ill-prepared for partner disclosure.

I need time to think about how to discuss HIV topic
with my partner. When am ready I can ask him...
Basing on his response I may be able to disclose or
give it time (Woman, late ANC, non-disclosed,
Uganda).

Shortage of counsellors and insufficient skills restrained
providers from effectively engaging with pregnant
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women living with HIV for disclosure readiness. HC'Ws,
responsible for ANC and HIV services, required extra
time for late first ANC visits due to numerous tests and
checks within a limited timeframe. “Some counsellors
rush through the session with pregnant mothers due to
lack of time..” (HCW, Uganda). Further, some HCWs’
lack of compassion and negative attitude towards late
ANC seekers hindered education and support for partner
disclosure.

I fear being shouted at the clinic. In fact, when I
booked late, I got shouted at, it is hard to learn any-
thing so that you can disclose (Woman, late ANC,
non-disclosed, South Africa).

Lack of trust in HCWs impeded disclosure, as pregnant
women living with HIV feared their personal informa-
tion wouldn’t be kept confidential. In Uganda, this lack
of trust undermined assisted partner notification due to
concerns about disclosing information about multiple
partners.

Sometimes women fear disclosing to us (health work-
ers) right away when they present for ANC, because
they fear we may disclose to their partners... (HCW,
Uganda).

Effects of partner non-disclosure in late pregnancy

Many women concealed their medication due to non-
disclosure, which could lead to disengagement and sub-
optimal adherence.

The time I decided to swallow the drugs can
approach when my husband is still at home, so I
hide it from him and wait for him to leave... at times
I find myself going past the time (Late ANC, non-
disclosed, Uganda).

Dolutegravir, with its small size and low pill burden,
allowed discreet concealment of HIV status and treat-
ment until disclosure readiness. Women reported expe-
riencing cognitive dissonance from the need to inform
their partner to protect them and the baby on the one
hand, and a feeling of unpreparedness and concern about
their safety if they disclosed to their partner on the other.
Many others reported experiencing anxiety, despair,
anger, confusion, regret, guilt, and a negative outlook on
life. Such negative psychological effects often compli-
cated pill taking and clinic attendance among the women.
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Perceptions of approaches for safe partner disclosure

We found disclosure preferences among female and male
participants overlapped overall, with some country-spe-
cific differences.

Timing of disclosure

The timing of partner disclosure was important to both
women and men. Similar to women’s reports (shown
above), men felt their partner’s disclosure of HIV during
late pregnancy would be stressful.

It will be difficult when she is pregnant and she says
she is HIV positive... that is something else... that
would be hard for me (Men FGD, South Africa).

Men’s expectations placed the responsibility on women to
determine the timing and manner of disclosure, increas-
ing women’s stress. Men emphasised the importance of
polite communication about HIV to prevent anger and
foster understanding. In South Africa, most men pre-
ferred immediate disclosure upon HIV diagnosis.

1 think the sooner the better. I think you should dis-
close it immediately... so he can also go test. You
need to handle the situation before it gets worse. You
might be hiding it from him and maybe he too has it
(HIV) (Men FGD, South Africa).

Other men, mainly from Uganda, did not want women
to disclose during a stressful situation like financial
problems.

When someone is stressed and there is a lot of pov-
erty and then one brings such news; you can see as
though you are both going to die tomorrow from
AIDS-related illness; but it needs to be built on
slowly (Men FGD, Uganda).

Some men and women preferred women diagnosed with
HIV late in pregnancy to defer disclosure until after giv-
ing birth. “It’s good to wait and tell him after delivery...
you can manage if he leaves you or stop giving you money”
(Woman, late ANC, non-disclosed, South Africa).
However, participants recognized that prolonged non-
disclosure could foster mistrust and complicate future
disclosure.

The longer you leave it the harder it gets. When you
leave it too late, he will suspect that you are the
source... (Women FGD, South Africa).

Participants acknowledged that the optimal situation
for safe disclosure varied among families, and suggested
HCWs assist couples in identifying the ‘right’ moment
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and provide ongoing guidance to women diagnosed late
in pregnancy. Stepwise disclosure and collaborative prep-
aration with HCWs were preferred by most women.

Professional assisted disclosure and couple testing
Women and men in South Africa and Uganda preferred
health worker-initiated or mediated disclosure over self-
disclosure. HCW involvement provided counselling sup-
port and reduced blame and conflict.

If am scared to tell him myself, I bring him to the
hospital then the basawo (healthcare workers) coun-
sel him ... so he can understand (Woman, early
ANCG, disclosed, Uganda).

Some women preferred couple testing and receiving test
results simultaneously with their partners, along with
couple counselling.

The easiest way is to get everyone to test, it becomes
easy when couples go together to the testing stations
and test together (Woman, late ANC, non-disclosed,
South Africa).

However, men’s reluctance to visit ANC posed a chal-
lenge for this approach, although some men welcomed
couple counselling.

When she is tested...the government should provide
her with a letter stating that I should come to the
clinic with her... so that we are both tested by a pro-
fessional who can provide us with advice (Men FGD,
South Africa).

A key challenge noted with HCW-mediated disclosure
was the lack of trust between HCWs and individuals not
ready to disclose. Moreover, limited capacity in terms of
time and skills undermined HCWSs’ ability to intervene,
with some facilities lacking professional counsellors.
Insufficient services for addressing IPV and mental health
were also reported as barriers to professional-mediated
disclosure in both settings.

Some women proposed home visits for testing and
counselling, but concerns about unintended disclosure
and stigma arose, particularly in extended or polygamous
families lacking privacy for confidential testing. Prior
notification and integrating home testing into general
health promotion community outreaches could mitigate
stigma.

Empowerment for safe disclosure

Women in both countries highlighted the importance of
individual and economic empowerment alongside safe
partner disclosure interventions. They urgently needed
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skills in communication, timing, and strategies for disclo-
sure, and sought mentoring and coaching.

I request you that you bring us those trainings, if you
face such a situation then you know how to go about
it (Woman, late ANC, non-disclosed, Uganda).

In Uganda, women identified the potential role of peers;
other mothers living with HIV could support women,
who were newly diagnosed, to identify the right time and
approach to disclose. Income-generating activities were
also desired to enhance financial independence.

I suggest women have their own source of income to
take care of self in case man leaves after disclosure
(Women FGD, Uganda).

Discussion

Our findings indicate HIV diagnosis late in pregnancy
complicates partner disclosure as it exacerbates women’s
vulnerabilities that contribute to delayed ANC initiation.
Whilst physical, mental, economic, and social wellbe-
ing of pregnant women living with HIV, her partner, and
their child are mutually connected, wider community
and health system factors influence individual and inter-
personal issues, all of which affect partner disclosure in
late pregnancy. Denial of HIV, poverty, and poor mental
health at the individual level are often accompanied by
mistrust, conflict, lack of communication within partner-
ships. Guilt over late ANC initiation and worries about
vertical HIV transmission during late diagnosis and being
‘the source of HIV’ create psychological barriers to part-
ner disclosure. Common HIV misconceptions and stigma
as well as HCWs attitude, priority, and lack of time fur-
ther discouraged women from partner disclosure. Our
findings resonate with evidence highlighting the complex
and vast challenges that people living with HIV must
navigate within their lives, relationships, and the health
system to initiate and maintain ART [46].

The findings echo previous studies in South Africa
and Uganda stressing fear of IPV as a driver of pregnant
women’s reluctance to disclose own HIV status to their
partner [12, 21-23]. Fear of IPV following partner dis-
closure is common among women who have previously
experienced partnership conflicts and IPV [12, 22], some-
times in the context of partner’s alcohol use, financial
dependency and poverty [12, 21], especially late in preg-
nancy. The nexus of late ANC booking, HIV and IPV is
often underpinned by a clustering of social and economic
vulnerabilities, discouraging partner disclosure [12, 21],
complicating engagement in care, and potentially imped-
ing the health of the woman and the baby.
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Women who are diagnosed with HIV late in pregnancy
need increased support around IPV within routine ANC
and ART counselling processes. Counselling is an inte-
gral part of the ART initiation process in Uganda and
South Africa, benefits can be limited when reduced to
providing women with treatment and adherence infor-
mation [47]. IPV screening in healthcare settings is likely
to increase identification of women undergoing IPV [48].
Various screening tools like the violence against women
tool [49] and conflict-tactics scales [50] have been vali-
dated. However, IPV screening, counselling, and safety
planning as standalone without additional advocacy or
therapeutic interventions are ineffective in reducing
IPV [48, 51]. Interventions engaging multiple stakehold-
ers and addressing multiple drivers at different levels are
more likely to be effective [51].

Voices of women and men in this research highlight
expectations, pressure and stress are high during the
late stages of pregnancy. An HIV diagnosis late in preg-
nancy exacerbates the mental challenges, partly due to
perceived high chances of perinatal transmission. HCWss,
often prioritising physical health like HIV viral load, need
to recognise mental health challenges affecting pregnant
women living with HIV to inform counselling and other
support plans. Dolutegravir, with its benefits of rapid
viral reduction, has the potential to provide reassurance
[52] and improve the mental health resilience of women
when diagnosed with HIV late in pregnancy [53]. This
could in turn encourage women to disclose HIV-positive

Differentiated
care

Economic &
social
empowerment

Additional
counselling

Safe partner
disclosure of
HIV late in
pregnancy

Professional
assisted
disclosure &
couple testing

IPV screening,
counselling,
and referral

services

Peer support

Fig. 2 Recommended care and support for women diagnosed with HIV
late in pregnancy
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status to their partner. HCWs should raise awareness on
the drug’s effectiveness during counselling with women
who are diagnosed late in pregnancy to maximise poten-
tial positive impact on women’s mental health and dis-
closure benefits for HIV care and prevention of HIV
transmission.

Women in our study proposed a gradual approach to
partner disclosure and additional support from counsel-
lors to identify the right time and approach to disclose
safely. This preference may run counter to the HIV Pre-
vention and Control Act 2014 in Uganda providing for
mandatory HIV testing and permitting medical provid-
ers to disclose a client’s HIV status to their partner [54].
While this legislation may have increased partner disclo-
sure [55], its effects on the safety and dignity of women
would merit systematic examination. A gradual approach
to disclosure might result in procrastination and delayed
disclosure, which is not ideal for improving health out-
comes. However, it may be necessary in contexts where
HIV is highly stigmatised, with women often blamed as
the source of infection. As the data in this study revealed,
inappropriate disclosure could heighten the risk of IPV
for women and socioeconomic vulnerability. The gradual
approach to disclosure prioritizes the safety and well-
being of pregnant women while also ensuring men’s
protection and their right to know. This approach is
grounded in a human rights perspective.

In both countries, community misperceptions linking
women’s HIV diagnosis during pregnancy with women’s
promiscuity on one hand and automatic perinatal trans-
mission on the other hand were particularly pertinent in
promoting stigma and discouraging partner disclosure.
Despite interventions to reduce HIV stigma in Uganda
and South Africa [56, 57], greater emphasis needs to
be placed on the benefits of ART in reducing perina-
tal transmission to improve the situation of pregnant
women living with HIV. Health information and services
should be accompanied by strategies for social empower-
ment, including improved partner communication [58],
and economic empowerment like participation in income
generation activities to address the structural barriers
underpinning both late ANC engagement and HIV non-
disclosure in pregnancy [59-61].

In summary, women who seek ANC late in pregnancy
need a differentiated approach that recognises their
unique, often difficult, circumstances, which make them
delay ANC. Women who are diagnosed with HIV late in
pregnancy need extra time, counselling and compassion.
Figure 2 illustrates the recommended care and support
packages that women diagnosed with HIV late in preg-
nancy for safe partner disclosure and, moreover, for her
own health and well-being.
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Limitations

Our study had several limitations. Data were collected in
two peri urban settings and was cross sectional, which
limited disclosure perspectives over time. Neverthe-
less, we obtained relevant information about barriers to
disclosure, effect of non-disclosure and mechanisms to
facilitate partner disclosure. The study is based on self-
reports and asked about women’s experiences of disclo-
sure to their partners and therefore may be subject to
recall bias. There is also a potential for social desirability
bias and under-reporting of barriers to disclosure among
respondents hesitant to share their true beliefs within
group settings. Male participants found it challenging to
discuss issues of disclosure in the group setting and indi-
vidual IDIs may be well suited for exploring this in future.
Further, our facility-based recruitment strategy meant
we did not include the perspective of women living with
HIV who were less engaged with care who might be faced
with unique barriers to partner disclosure not covered by
our data.

Conclusions

Being diagnosed with HIV late in pregnancy increases
women’s vulnerability and challenges, which make part-
ner disclosure more difficult. Late ANC booking is an
indicator for the likelihood that a pregnant woman may
be highly vulnerable, needs additional support, and may
require safeguarding. Differentiated care may help HCWs
provide additional support to pregnant women who are
diagnosed with HIV late in pregnancy, including ‘right’
timing and approach to assisted partner disclosure.
Respective health programmes should be prepared to
offer women initiating ANC late in pregnancy additional
support and referral to complementary programmes to
achieve safe partner disclosure and good health.

Abbreviations

ANC  Antenatal care

ART Antiretroviral therapy

CHW  Community Health Workers
FGD Focus group discussion

HCW  Healthcare workers

HIV Human immunodeficiency virus
DI In-depth interview

PV Intimate partner violence

RA Research assistant

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512981-024-00600-z.

[ Supplementary Material 1 ]

Acknowledgements

We wish to thank all the respondents who took part in the study. We would
like to thank the research assistants who assisted with the data collection,
including Patience Nantume, Kenneth Mulungu, and Norah Nabudduwa in

Page 10 of 12

Uganda, and Dineo Molestane, Lindelwa Dube, Snowy Mocha, Zanele Rini,
Yolanda Gomba in South Africa.

Author contributions

All authors contributed to the study. YA, MT, HR, ML, AK, CW, SK, TM
conceptualised and designed the study. YA, AT, BR conducted literature review.
YA, AT, TM supervised data collection, coded and analysed the data which

was interpreted by MT, CW, ML, BR, HR, and SK. AT, YA and BR drafted the
manuscript and all authors critically reviewed the draft. All authors read and
approved the final manuscript.

Funding

The study forms part of the DolPHIN-2 project funded by Unitaid (Award
number: 2016-08-UoL). The funder did not take part in the design and
execution of the study or the writing of the manuscript.

Data availability
Data are available from the corresponding author on request.

Declarations

Ethics approval and consent to participate

The study was conducted in compliance with the World Medical Association
Helsinki Declaration on ethical conduct of research involving human
subjects. All participants were informed about the purpose, risks, benefits and
procedures of the study and written informed consent was obtained prior to
data collection. Ethical approval was obtained from the Liverpool School of
Tropical Medicine (LSTM REC 17-087), the University of Cape Town Faculty of
Health Sciences Human Research Ethics Committee (HREC REF: 280/2018),
and in Uganda the Joint Clinical Research Centre (JC0818) and the Uganda
National Council for Science and Technology (HS216ES).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Infectious Diseases Institute, College of Health Sciences, Makerere
University, Kampala, Uganda

’Department of International Public Health, Liverpool School of Tropical
Medicine, Pembroke Place, Liverpool L3 5QA, UK

3Department of Clinical Sciences, Liverpool School of Tropical Medicine,
Liverpool, UK

“Division of Epidemiology and Biostatistics, School of Public Health,
University of Cape Town, Cape Town, South Africa

*Institute of Systems, Molecular and Integrative Biology, University of
Liverpool, Liverpool, UK

STropical Infectious Disease Unit, Liverpool University Hospital Foundation
Trust, Liverpool, UK

Received: 30 January 2023 / Accepted: 28 February 2024
Published online: 13 March 2024

References

1. Kintu K, Malaba TR, Nakibuka J, Papamichael C, Colbers A, Byrne K et
al. Dolutegravir versus Efavirenz in women starting HIV therapy in late
pregnancy (DolPHIN-2): an open-label, randomised controlled trial.
2020;7(5):332-€9.

2. Hodgson |, Plummer ML, Konopka SN, Colvin CJ, Jonas E, Albertini J, et al. A
systematic review of individual and contextual factors affecting ART initia-
tion, adherence, and retention for HIV-infected pregnant and postpartum
women. PLoS ONE. 2014;9(11):e111421.

3. Madiba s, Letsoalo R. HIV disclosure to partners and family among women
enrolled in prevention of mother to child transmission of HIV program: impli-
cations for infant feeding in poor resourced communities in South Africa.
Global J Health Sci. 2013;5(4):1-13.


https://doi.org/10.1186/s12981-024-00600-z
https://doi.org/10.1186/s12981-024-00600-z

Twimukye et al. AIDS Research and Therapy

20.

21

22.

23.

24,

(2024) 21:14

Onono MA, Cohen CR, Jerop M, Bukusi EA, Turan JM. HIV serostatus and dis-
closure: implications for infant feeding practice in rural south Nyanza, Kenya.
BMC Public Health. 2014;14(1):390.

Brittain K, Giddy J, Myer L, Cooper D, Harries J, Stinson K. Pregnant women's
experiences of male partner involvement in the context of prevention

of mother-to-child transmission in Khayelitsha, South Africa. AIDS Care.
2015;27(8):1020-4.

Ramlagan S, Matseke G, Rodriguez VJ, Jones DL, Peltzer K, Ruiter RAC, et al.
Determinants of disclosure and non-disclosure of HIV-positive status, by
pregnant women in rural South Africa. SAHARA J: J Social Aspects HIV/AIDS
Res Alliance. 2018;15(1):155-63.

Smith R, Rossetto K, Peterson BL. A meta-analysis of disclosure of one's HIV-
positive status, stigma and social support. AIDS Care. 2008;20(10):1266-75.
Loubiere S, Peretti-Watel P, Boyer S, Blanche J, Abega S-C, Spire B. HIV disclo-
sure and unsafe sex among HIV-infected women in Cameroon: results from
the ANRS-EVAL study. Soc Sci Med. 2009;69(6):885-91.

Mkandawire AK, Jumbe V, Nyondo-Mipando AL. To disclose or not: experi-
ences of HIV infected pregnant women in disclosing their HIV status to their
male sexual partners in Blantyre, Malawi. BMC Public Health. 2022,22(1):1552.
Obermeyer CM, Baijal P, Pegurri E. Facilitating HIV Disclosure Across Diverse
settings: a review. Am J Public Health. 2011;101(6):1011-23.

Medley A, Garcia-Moreno C, McGill S, Maman S. Rates, barriers and outcomes
of HIV serostatus disclosure among women in developing countries: implica-
tions for prevention of mother-to-child transmission programmes. Bull World
Health Organ. 2004;82:299-307.

Watt MH, Knippler ET, Knettel BA, Sikkema KJ, Ciya N, Myer L, et al. HIV Dis-
closure among pregnant women initiating ART in Cape Town, South Africa:
qualitative perspectives during the pregnancy and Postpartum Periods. AIDS
Behav. 2018;22(12):3945-56.

Spangler SA, Onono M, Bukusi EA, Cohen CR, Turan JM. HIV-positive status
disclosure and use of essential PMTCT and maternal health services in rural
Kenya. Journal of acquired immune deficiency syndromes (1999). 2014;67
Suppl 4(Suppl 4):5235-42.

Ekama SO, Herbertson EC, Addeh EJ, Gab-Okafor CV, Onwujekwe DI, Tayo

F, et al. Pattern and determinants of antiretroviral drug adherence among
Nigerian pregnant women. J Pregnancy. 2012;2012:851810.

Kinuthia J, Singa B, McGrath CJ, Odeny B, Langat A, Katana A et al. Prevalence
and correlates of non-disclosure of maternal HIV status to male partners: a
national survey in Kenya. 2018;18(1):1-10.

Chohan BH, Ronen K, Khasimwa B, Matemo D, Osborn L, Unger JA, et al. Food
insecurity, drug resistance and non-disclosure are associated with virologic
non-suppression among HIV pregnant women on antiretroviral treatment.
PLoS ONE. 2021;16(8):20256249.

Gabagaya G, Rukundo G, Amone A, Wavamunno P, Namale-Matovu J, Lubega
I, et al. Prevalence of undetectable and suppressed viral load in HIV-infected
pregnant women initiating option B+in Uganda: an observational study
nested within a randomized controlled trial. BMC Infect Dis. 2021,21(1):907.
Tam M, Amzel A, Phelps BR. Disclosure of HIV Serostatus among pregnant
and postpartum women in sub-saharan Africa: a systematic review. AIDS
Care. 2015;27(4):436-50.

Shamu S, Zarowsky C, Shefer T, Temmerman M, Abrahams N. Intimate Partner
Violence after Disclosure of HIV Test results among pregnant women in
Harare, Zimbabwe. PLoS ONE. 2014;9(10):109447.

Mosisa G, Mulisa D, Oluma A, Bayisa L, Merdassa E, Bayisa D et al. HIV sero-
status disclosure and associated factors among HIV positive women in East
Africa: systematic review and meta-analysis. Implications for prevention of
mother-to-child HIV transmission. Front Public Health. 2022;10.

Ngonzi J, Mugyenyi G, Kivunike M, Mugisha J, Salongo W, Masembe S, et al.
Frequency of HIV status disclosure, associated factors and outcomes among
HIV positive pregnant women at Mbarara Regional Referral Hospital, south-
western Uganda. Pan Afr Med J. 2019;32:200.

Adeniyi OV, Nwogwugwu C, Ajayi Al, Lambert J. Barriers to and facilitators

of HIV serostatus disclosure to sexual partners among postpartum women
living with HIV in South Africa. BMC Public Health. 2021;21(1):915.

Rujumba J, Neema S, Byamugisha R, Tylleskar T, Tumwine JK, Heggenhougen
HK. Telling my husband | have HIV is too heavy to come out of my mouth:
pregnant women's disclosure experiences and support needs following
antenatal HIV testing in eastern Uganda. J Int AIDS Soc. 2012;15(2):17429.
Mulrenan C, Colombini M, Howard N, Kikuvi J, Mayhew, Integra Initiative.
Exploring risk of experiencing intimate partner violence after HIV infection:

a qualitative study among women with HIV attending postnatal services in
Swaziland. 2015;5(5):¢006907.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

Page 11 of 12

Colombini M, James C, Ndwiga C, Integra t, Mayhew SH. The risks of partner
violence following HIV status disclosure, and health service responses: nar-
ratives of women attending reproductive health services in Kenya. J Int AIDS
Soc. 2016;19(1):20766.

World Health Organization [WHO]. WHO recommends assistance for people
with HIV to notify their partners. Geneva: WHO; 2016. Contract No.: 12/01/.
Kairania R, Gray RH, Kiwanuka N, Makumbi F, Sewankambo NK, Serwadda D
et al. Disclosure of HIV results among discordant couples in Rakai, Uganda: a
facilitated couple counselling approach. 2010,22(9):1041-51.

Bhushan NL, Golin CE, McGrath N, Maman S, Tsidya M, Chimndozi L, et al.
The impact of HIV couple testing and counseling on social support among
pregnant women and their partners in Lilongwe, Malawi: an observational
study. AIDS Care. 2019;31(2):199-206.

Tonwe-Gold B, Ekouevi DK, Bosse C, Toure S, Koné M, Becquet R, et al. Imple-
menting family-focused HIV care and treatment: the first 2 years'experience
of the mother-to-child transmission-plus program in Abidjan. Céte d'Ivoire.
2009;14(2):204-12.

Jiwani SS, Amouzou-Aguirre A, Carvajal L, Chou D, Keita Y, Moran AC, et al.
Timing and number of antenatal care contacts in low and middle-income
countries: analysis in the countdown to 2030 priority countries. J Global
Health. 2020;10(1):010502.

National Department of Health [NDoH],, Statistics South Africa [Stats

SA], South African Medical Research Council [SAMRC], ICF. South Africa
Demographic and Health Survey 2016. Pretoria, South Africa, and Rockville,
Maryland, USA: NDoH, Stats SA, SAMRC, and ICF; 2019. Contract No.: 12/01/.
Uganda Bureau of Statistics [UBOS], ICF. Uganda Demographic and Health
Survey 2016. Kampala, Uganda and Rockville. Maryland, USA: UBOS and ICF;
2018. Contract No.: 12/01/.

Phillips T, Thebus E, Bekker LG, Mcintyre J, Abrams EJ. Myer. Disengagement
of HIV-positive pregnant and postpartum women from antiretroviral therapy
services: a cohort study. 2014;17(1):19242.

Woldesenbet SA, Kufa T, Barron P, Chirombo BC, Cheyip M, Ayalew K, Viral
suppression and factors associated with failure to achieve viral suppression
among pregnant women in South Africa. AIDS (, London et al. England).
2020;34(4):589-97.

Alhassan Y, Twimukye A, Malaba T, Myer L, Waitt C, Lamorde M, et al. | fear my
partner will abandon me': the intersection of late initiation of antenatal care
in pregnancy and poor ART adherence among women living with HIV in
South Africa and Uganda. BMC Pregnancy Childbirth. 2022,22(1):566.
Okedo-Alex IN, Akamike IC, Ezeanosike OB, Uneke CJ. Determinants of ante-
natal care utilisation in sub-saharan Africa: a systematic review. BMJ Open.
2019;9(10):e031890.

Malaba TR, Nakatudde |, Kintu K, Colbers A, Chen T, Reynolds H, et al. 72
weeks post-partum follow-up of dolutegravir versus efavirenz initiated in late
pregnancy (DolPHIN-2): an open-label, randomised controlled study. Lancet
HIV. 2022,9(8).e534-e43.

Creswell JW, Poth CN. Qualitative inquiry and research design: choosing
among five approaches. Sage; 2016.

Heise L. What works to prevent partner violence? An evidence overview.
2011.

Hatcher A, Stockl H, Christofides N, Woollett N, Pallitto C, Garcia-Moreno

C et al. Mechanisms linking intimate partner violence and prevention of
mother-to-child transmission of HIV: a qualitative study in South Africa.
2016;168:130-9.

Ministry of Health. Uganda Population-based HIV Impact Assessment (UPHIA)
2016-2017: final report. Kampala: Ministry of Health; 2019.

National Department of Health. The National Antenatal Sentinel HIV and
Syphilis Prevalence Survey, South Africa, 2010. Pretoria: National Department
of Health; 2011.

Mason J. Mixing methods in a qualitatively driven way. Qualitative Res.
2006;6(1):9-25.

Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health
research. 2013;13(1):1-8.

QSR International Pty Ltd. NVivo (version 12) 2020 [Available from: https://
www.gsrinternational.com/nvivo-qualitative-data-analysis-software/home.
Eshun-Wilson I, Rohwer A, Hendricks L, Oliver S, Garner P. Being HIV positive
and staying on antiretroviral therapy in Africa: a qualitative systematic review
and theoretical model. 2019;14(1):e0210408.

Loeliger KB, Niccolai LM, Mtungwa LN, Moll A, Shenoi S. Antiretroviral therapy
initiation and adherence in rural South Africa: community health workers’
perspectives on barriers and facilitators. 2016;28(8):982-93.


https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home

Twimukye et al. AIDS Research and Therapy

48.

49.

50.

51

52.

53.

54.

55.

(2024) 21:14

O'Doherty LJ, Taft A, Hegarty K, Ramsay J, Davidson LL, Feder G. Screen-

ing women for intimate partner violence in healthcare settings:

abridged Cochrane systematic review and meta-analysis. BMJ: Br Med J.
2014,348:92913.

Ellsberg M, Heise L. Researching violence against women: a practical guide
for researchers and activists. Geneva: WHO; 2005.

Straus MA, Hamby SL, Boney-McCoy S, Sugarman DB. The revised conflict
tactics scales (CTS2) development and preliminary Psychometric Data. J Fam
Issues [Internet]. 1996;17(3):283-316. pp..

Kerr-Wilson A, Gibbs A, McAslan Fraser E, Ramsoomar L, Parke A, Khuwaja H,
et al. A rigorous global evidence review of interventions to prevent violence
against women and girls. Pretoria, South Africa: What Works to prevent
violence among women and girls global Programme; 2020.

Salzman S. March. Dolutegravir More Effective Than Efavirenz at Achieving
Viral Suppression During Late-Term Pregnancy, New Study Shows. Confer-
ence on Retroviruses and Opportunistic Infections, CROI; 7th 2019; Seatle,
WA, USA2019.

Moseholm E, Aho |, Mellgren A, Pedersen G, Katzenstein TL, Johansen IS et
al. Psychosocial health in pregnancy and postpartum among women living
with-and without HIV and non-pregnant women living with HIV living in the
nordic countries—results from a longitudinal survey study. 2022;22(1):1-14.
MOH. The HIV and AIDS Prevention and Control Act 2014. Kampala: MoH;
2014.

Stella Mukasa AG. HIV/AIDS, Human Rights, and Legal Services in Uganda, A
Country Assessement. 2008.

56.

57.

58.

59.

60.

61.

Page 12 of 12

Mburu G, Ram M, Skovdal M, Bitira D, Hodgson |, Mwai GW et al. Resisting and
challenging stigma in Uganda: the role of support groups of people living
with HIV. 2013;16:18636.

Pretorius JB, Greeff M, Freeks FE, Kruger, sAJhsg. A HIV stigma reduction
intervention for people living with HIV and their families. 2016;21:187-95.
Jeremiah RD, Patel DR, Chirwa E, Kapito E, Mei X, McCreary LL, et al. A ran-
domized group antenatal care pilot showed increased partner communica-
tion and partner HIV testing during pregnancy in Malawi and Tanzania. BMC
Pregnancy Childbirth. 2021;21(1):1-9.

Hailu A, Ali AJEJHD. Provider initiated HIV testing and counseling, acceptance
and disclosure of HIV status and factors related to them among outpatients
in Debre Berhan Referral Hospital. Ethiop J Health Dev. 2012;26(3):176-85.
Hailu A, Ali A. Provider initiated HIV testing and counseling, acceptance and
disclosure of HIV status and factors related to them among outpatients in
Debre Berhan. Ref Hosp. 2012;26(3):176-85.

Abramsky T, Lees S, Stockl H, Harvey S, Kapinga |, Ranganathan M, et al.
Women'’s income and risk of intimate partner violence: secondary findings
from the MAISHA Cluster randomised trial in North-Western Tanzania. BMC
Public Health. 2019;19(1108):1-15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Support, not blame: safe partner disclosure among women diagnosed with HIV late in pregnancy in South Africa and Uganda
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design and conceptual framework
	﻿Study settings, population, and recruitment
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Partner non-disclosure of HIV status in late pregnancy
	﻿Individual
	﻿Interpersonal relationships
	﻿Community
	﻿Health facility level
	﻿Effects of partner non-disclosure in late pregnancy
	﻿Perceptions of approaches for safe partner disclosure
	﻿Timing of disclosure
	﻿Professional assisted disclosure and couple testing
	﻿Empowerment for safe disclosure

	﻿Discussion
	﻿Limitations
	﻿Conclusions
	﻿References


