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Abstract

Low rates of antenatal care (ANC) service uptake limit the potential impact of mother-to-child 

HIV-prevention strategies. Zambézia province, Mozambique, has one of the lowest proportions of 

ANC uptake among pregnant women in the country, despite the availability of free services. We 

sought to identify factors influencing ANC service uptake (including HIV counseling and testing) 

through qualitative methods. Additionally, we encouraged discussion about strategies to improve 

uptake of services. We conducted 14 focus groups to explore community views on these topics. 

Based on thematic coding of discourse, two main themes emerged; (1) gender inequality in 

decision making and responsibility for pregnancy and (2) community beliefs that uptake of ANC 

services, particularly if supported by a male partner, reflects a woman’s HIV-positive status. 

Interventions to promote ANC uptake must work to shift cultural norms through male partner 

participation. Potential strategies to promote male engagement in ANC services are discussed.
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Uptake of antenatal care (ANC) services during pregnancy and delivery via a skilled 

attendant is associated with reductions in maternal-child morbidity and mortality (Brown, 

Sohani, Khan, Lilford, & Mukhwana, 2008; Campbell, Graham, & Lancet Maternal Survival 

Series steering, 2006). The World Health Organization (WHO) recommends that pregnant 

women attend a minimum of four ANC visits during pregnancy to receive health services, 

but only 36% of women in low-income countries completed the four recommended visits in 

2010. Approximately four in ten women underwent HIV counseling and testing during 

routine ANC in sub-Saharan Africa, a missed window for the majority of these at-risk 

women (World Health Organization, 2011). Thus while antenatal care provides the potential 

for identification and treatment multiple issues (anemia and malnutrition, malaria 

prevention, diagnosis and treatment of sexually transmitted infections (STIs)), HIV 

counseling and testing, as well as the provision of combination antiretroviral therapy (ART) 

for the prevention of mother-to-child HIV transmission (PMTCT), the overall impact relies 

on wide-scale uptake.

In Mozambique, ANC uptake is improving. Nationwide, 91% of all pregnant women 

attended at least one antenatal visit during their most recent pregnancy and 51% completed 

the WHO recommended four or more visits (Ministerio da Saude (MISAU), Instituto 

Nacional de Estatística (INE), & ICF International (ICFI), 2013). Despite high levels of 

ANC service uptake in every other province (>90%) within Mozambique, the DHS estimates 

that only 74% of women in Zambézia province attended at least one ANC visit and only 

38% attended all four appointments (Friends in Global Health unpublished data 2014; 

(Ministerio da Saude (MISAU) et al., 2013). In Zambézia, as in the rest of Mozambique, 

ANC services, including all necessary tests and medications are provided free of charge. 

HIV testing is offered to all women at each ANC service attended and again during delivery. 

Despite availability, only 28% of women in Zambézia province received HIV counseling and 

testing during ANC, among the worst in the country (Ministerio da Saude (MISAU) et al., 

2013). The health and education infrastructure in Zambézia province was particularly hard 

hit by the civil war which ended in the early 1990s, leaving the province with the lowest 

GDP per capita in the country (Prodeza, 2006). Efforts to re-capacitate the province are only 

now achieving widespread improvements in health, education, sanitation, and transportation 

infrastructure (Vergara et al., 2011). One group supporting health capacitation is Friends in 

Global Health (FGH) (Moon et al., 2010). This international Non-Governmental 

Organization (NGO) provides HIV technical assistance in Zambézia province to increase 

ANC uptake, specifically HIV counseling and testing and the timely and appropriate 

initiation of ART during pregnancy (Ciampa et al., 2012).

Exploration of the clinical, social, economic and cultural barriers to ANC service uptake in 

sub-Saharan Africa suggest a number of factors may deter engagement in ANC. These 

factors include distance and transportation (Thaddeus & Maine, 1994), perceived poor 

treatment by clinicians (Grossmann-Kendall, Filippi, De Koninck, & Kanhonou, 2001), 

disagreement with clinical practices (Kyomuhendo, 2003), a lack of service availability 

(Kowalewski, Jahn, & Kimatta, 2000), preference for alternative therapies (Mathole, 

Lindmark, Majoko, & Ahlberg, 2004; Seljeskog, Sundby, & Chimango, 2006), increased 

social status if women deliver at home (Bazzano, Kirkwood, Tawiah-Agyemang, Owusu-

Agyei, & Adongo, 2008), fear of witchcraft (if the pregnancy is disclosed too early) 
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(Chapman, 2003; Jansen, 2006; Maimbolwa, Yamba, Diwan, & Ransjo-Arvidson, 2003; 

Ogujuyigbe & Liasu, 2007), a lack of social and financial support from family members 

(Mrisho et al., 2009), and differing concepts on symptom causation and appropriate 

treatments (Chapman, 2003; Kyomuhendo, 2003). Despite calls for attention to partner 

support (Aluisio et al., 2011; Auvinen, Kylma, & Suominen, 2013; Ditekemena et al., 2012; 

Peltzer, Jones, Weiss, & Shikwane, 2011; Small, Nikolova, & Narendorf, 2013; Tonwe-Gold 

et al., 2009) the role of partners in ANC uptake and engagement remains largely unexplored. 

In the Zambézia province, data suggests that male partner accompaniment occurs less than 

1% of the time [unpublished data, Ministry of Health 2013].

To explore barriers and facilitators of ANC uptake and HIV counseling and testing during 

pregnancy as well as generate guidance for the development of culturally situated 

intervention strategies to improve service uptake, we conducted a series of focus groups with 

pregnant women, male partners of pregnant women, traditional birth attendants, community 

leaders, and ANC service providers. Using the situated-Information, Motivation, and 

Behavioral theory (Amico, 2011), we crafted questions designed to provide researchers and 

program administrators sufficient information to understand the prevailing beliefs of 

community members about the importance of ANC service uptake, factors (including 

clinician behaviors) that motivate or impede women from seeking ANC services, and the 

ways in which women openly or secretly negotiate seeking ANC services with their partners 

and families. Given the previously described debate around male-engagement into ANC and 

PMCTC programs in sub-Saharan Africa, we also focused discussions on the advantages 

and disadvantages to engaging male partners in these services.

Methods

Study Sites

The study was carried out in five rural communities in Inhassunge district, Mozambique 

from 1 August to 30 September 2012. We chose to study attitudes and social norms in this 

district (from 18 total districts) for two reasons: (1) uptake of ANC services, including HIV 

counseling and testing, was reflective of the province as a whole thus we believed our results 

could inform province-wide initiatives; and (2) Friends in Global Health supports clinical 

services in this region and could ensure necessary changes to clinic services could be 

achieved and sustained. The chosen clinical sites included all communities where FGH 

provided HIV support services (of seven districts in Inhassunge) and clinicians were 

included in discussions to generate discussions about the reasons pregnant women have 

provided them for either not attending ANC services at all or who refuse HIV counseling 

and testing during ANC. HIV prevalence among ANC attendees in this district ranges from 

8–26% (data unpublished, Friends In Global Health 2014).

Inhassunge is a small district of approximately 100,000 people (Instituto Nacional de 

Estatistica, 2007) (Figure 1). The region is isolated, accessible from the provincial capital 

only by boat across the large Rio dos Bon Sinais (locally called Cuácau or Quá-Qua). Like 

other districts in Zambézia province, Inhassunge is extremely poor; in 2007 less than 1% of 

the population had electricity or piped water in their homes (Instituto Nacional de 

Estatistica, 2007). Low levels of literacy are a challenge to development: in 2007 only 41% 
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could read and write in the official language, Portuguese (Instituto Nacional de Estatistica, 

2007).

Participants

A month before the focus groups were conducted we held meetings with community leaders 

and the Chief Medical Officer for the district to describe the nature of the study and our 

desire to interview a diverse group of participants. We requested that the Chief Medical 

Officer assist us in identifying appropriate staff members from each of the five clinical sites. 

Participants were selected through purposeful sampling. Community leaders and community 

health activists actively searched for: (1) men who currently had a pregnant partner or who 

recently had a baby; (2) women who were pregnant or who had recently delivered a baby; 

(3) traditional birth attendants (TBAs); (4) influential men in the community (community 

leaders); and (5) clinicians who routinely provided ANC services. All participants were 18 

years of age or older, and aside from the TBAs and community leaders, were of reproductive 

age. No compensation was offered to participants, but they did receive a drink and a small 

sandwich during the group. Fourteen focus groups were conducted (five with men, five with 

women, and four with clinical teams). Focus groups were chosen for our study for three 

reasons: (1) our experience conducting both focus groups and individual interviews in these 

rural communities revealed that participants are more comfortable speaking freely in focus 

groups, revealing more nuanced detail about social norms and beliefs than during individual 

interviews; (2) we were seeking to gain insight into community norms and behavioral 

expectations of antenatal health seeking behavior, including uptake of HIV testing and 

antiretroviral treatment and hospital delivery from the perspectives all multiple influential 

groups (Kitzinger, 1995); and (3) we wanted our groups to brainstorm solutions to the social, 

logistical and economic problems presented during the session. Our men’s and women’s 

groups had 9 to 10 participants each while clinical groups included between four and ten 

participants. This study was approved by the Vanderbilt University Institutional Review 

Board and the Comité Nacional de Bioética a Saúde in Mozambique; all participants signed 

or used a thumbprint on an approved consent form after a research assistant read the consent 

form and provided additional study details to each participant.

Focus groups with men and women were conducted in centralized community meeting 

spaces (away from any health facilities) in each of the five communities surrounding the 

health facilities, to ensure there was adequate space for the participants, the note taker and 

the facilitator and to ensure privacy. The focus groups with clinicians were conducted within 

an empty meeting room at the clinic. Focus groups were conducted by trained FGH-

contracted interviewers who were fluent in the local language but were not from Inhassunge. 

Questions had been pretested for cultural appropriateness, linguistic understanding, and to 

ensure they generated sufficient discussion among a group of men and women from 

Inhassunge who were not enrolled in the study. Several questions were modified to 

encourage candid discussion, including the addition of questions asking participants about 

future interventions to improve ANC and HIV counseling and testing uptake. Sessions 

focused on understanding barriers to women receiving ANC services and having a hospital 

delivery, male support and engagement in antenatal services and delivery, and HIV testing 

and treatment uptake during pregnancy. Sample questions can be found in Table 1. 
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Participants also focused on the development of several strategies that could improve uptake 

of services. We did not seek consensus but instead encouraged all opinions to be openly 

discussed during the session. The questions asked to men and women were slightly different 

but covered barriers pertaining to the support of ANC services, including male 

accompaniment to the health facility, and strategies to improve any barriers that were 

identified by the group.

Analysis

All discussions were transcribed within a week of the interview in the local language and 

were subsequently translated into Portuguese by the interviewer and into English by two 

independent translators to ensure accuracy. A fourth member of the team fluent in all three 

study languages subsequently reviewed the tapes and transcriptions to verify both the 

translation and transcription. Clinician focus groups were conducted and transcribed before 

the community member sessions were conducted to provide additional direction for 

community groups. The themes were developed inductively but the authors were aware of 

the findings from previous studies in sub-Saharan Africa which likely guided our initial 

interpretation of the transcripts. Comparison of focus groups was done using deductive sub-

group analysis, comparing the attitudes and experiences by gender, age, and occupation. 

Two persons participated in the thematic analysis (LC and CMA) both with extensive 

experience conducting qualitative research (Fereday & Muir-Cochrane, 2006). Agreement in 

coding was reviewed and discrepancies resolved by consensus. A comparison of coding 

agreement found 91% agreement (using Cohen’s Kappa in MAXQDA).

Conceptual Framework

We use an ecological framework based on the situated-Information, Motivation, and 

Behavioral model of Health Care Initiation and Maintenance (Amico, 2011) to guide this 

analysis. The sIMB–CIM model is adopts the core determinants of health behavior identified 

in the IMB model (Fisher & Fisher, 1992) to the process of initiating and sustaining a 

particular health behavior over time in a particular sociocultural context in which care is 

negotiated (Amico, 2011). When evaluating the barriers and facilitators of women’s 

engagement in ANC services, we focused on: 1) Accurate INFORMATION concerning the 

value of ANC services, including PMTCT; 2) the MOTIVATION, including the positive and 

negative attitudes/beliefs about the consequences of seeking ANC service; and 3) 

BEHAVIORAL SKILLS, including the confidence and skills women and men felt they 

possessed to fully attend all recommended ANC services and prioritize their own/partners 

care.

Results

Of the 122 participants in our focus groups, 99 were community members (50 men, 49 

women) and 23 were clinical staff (including medical technicians, nurses, and counselors). 

Clinicians and community members were recruited separately. One hundred community 

members were approached to participate in our study: 100% agreed to participate and 99% 

appeared on the appropriate date and time. The median age of the male community members 

was 46.5 years (IQR 35, 52). The female community members were younger with a median 
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age of 37 years (IQR 30, 46). Median age among women was higher than expected given the 

inclusion of traditional birth attendants (median age 66 years) and religious leaders/activists 

(median age 58 years). Aside from these older individuals, participants were all of 

reproductive age. Participant professions included farmers (21%), teachers (11%), 

secretaries (7%), religious leaders/activists (17%), traditional birth attendants/traditional 

healers (11%), and community health outreach workers (4%). Clinicians were more difficult 

to recruit given high patient loads: forty-five clinicians were approached but only 22 

participated for a participation rate of 49%. Clinicians had a median age of 32 years (IQR: 

27, 36), were equally split in terms of gender representation, and included nurses (27%), 

medical technicians (9%), counselors (50%), and clinical managers/facilitators (18%). The 

only physician working in the area was not available during our interviews.

Analysis of focus group discourse identified two main themes for barriers to uptake of ANC 

and several facilitators that were both linked to a perceived lack of support from members of 

their communities, primarily their male partners. This lack of support manifested as barriers 

to ANC through: (1) gender inequality and (2) HIV stigma. Each main theme for deterrents 

to ANC uptake is described below. Factors facilitating ANC uptake are also noted within 

each thematic area in which the discourse occurred. Suggestions for interventions to improve 

ANC uptake are discussed at the end of the results.

Gender Inequality

Mozambique has worked hard to improve gender equity in education, politics, and economic 

opportunities, but inequalities continue to impact the economic and social well-being of 

women and girls (Virgi, 2012). Participant’s highlighted two primary ways gender inequality 

impacted maternal and paternal participation in ANC services: (a) social stigmatization of 

partner support and (b) maternal responsibility for pregnancy. The use of alcohol by men 

exacerbated these issues.

(a) It is socially unacceptable for men to visibly provide support to their partners. Men and 

women described the support they gave (or received) during their pregnancy. Providing 

support to a pregnant partner, including accompaniment to an ANC appointment, meant that 

men had to endure the heckling and mocking of their friends. Providing physical or 

emotional support to a pregnant partner implied male weakness. These strong social taboos 

were discussed at length among men, women, and clinicians in each of the five 

communities. This taboo is fundamentally linked to unequal gender roles and the importance 

of the man appearing superior to his partner. Women and men both expressed the desire for 

change, citing social stigma as the primary barrier that needed to be addressed.

A woman in Mucupia best summarized the dynamic between men and women:

First point is that other men think that by doing that [accompanying her to her ANC 

appointment] he becomes the woman´s slave; others say that he is jealous, that he 

does not have an active voice in the house; that it is as if he were a chair at home, 

that the wife sits on top of. When he walks the others immediately comment, 

saying: "The chair came out of the house, where will the lady sit?" So, if he had a 
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good initiative, he ends up leaving it behind, and starts copying his friends’ 

behavior. (Woman, 43, traditional birth attendant, Mucupia)

Those who had “good initiative” at the beginning risk ridicule among his peers for 

accompanying a woman to her ANC appointment. Women know this will occur, and may 

choose to avoid setting up her husband for this social scorn, even though they prefer being 

accompanied to the health facility. A woman in Chirimane described the things said to a man 

who accompanies his partner:

Sometimes he accompanies [her], but when he arrives at the market the others make 

fun of him saying: “you stopped cutting firewood, drinking cachaço [local alcoholic 

beverage], [the] only [thing you do is] accompany her?” …This is what sometimes 

discourages us to ask them to accompany us. (Woman, 26, farmer, Chirimane)

Men describe the same social pressures, and laughed several times during the groups at the 

thought of the reactions they would receive if they accompanied their wives to their ANC 

appointment. Other men provided examples of sarcastic comments made to men who 

accompanied their wives:

I see it this way—the men stay behind and those who do not accompany say: "but 
that one really, it even looks like that woman of his will give birth to God!" But 

they said that because they don’t know. But the midwives say that if in the 

community, some of your friend’s talk bad [things], don´t listen to them, carry on 

as far as God will lead you. (Man 27, teacher, Mucupia)

There are ignorant men here in the community, when you take your wife to the 

hospital, upon returning they say that you have been spoiled by your wife. They 

come fetch you up saying "Let´s go for a walk. Why are you being commanded by 

your wife?” (Man, 20, bike taxi driver, Gonhane)

The men who spoke of defying social norms to accompany their wives to appointments 

reported two very divergent rationales. Some supported their wives because they felt a strong 

bond of friendship with her, and that true friends would support each other even in the face 

of opposition. Others rationalized their accompaniment as necessary given their right to 

control their wives actions.

I want to add that us men, when our wives are pregnant we need to be in control, 

we said that some women are lazy, they are truly lazy to go to the hospital and, us 

the owners, when we are strong we will control the woman. (Man, 29, church 

leader, Chirimane)

The suggestion that women are incapable of managing their own affairs without the 

direction of men was a theme that only appeared in the men’s focus groups.

(b) Women are responsible for their pregnancy. Women highlighted the lack of respect and 

support they felt was provided by male partners during pregnancy. All women’s groups 

spoke of husbands in the community losing interest in their wives during pregnancy, 

resulting in additional strain on the pregnant woman, and in worst cases, abandonment, 

physical and/or psychological abuse. The health of the woman appeared not to be an 
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important concern for some men. A male community leader explained that many men do not 

see the baby as their concern until after the birth:

Some men, when a situation such as this one [an ANC appointment] happens, say: 

"go yourself, the owner [of the baby]". (Man, 53, church leader, P. Mukula)

This sentiment was echoed by the women as well:

When the men get us pregnant they stop giving us attention, they just say that 

“when you have the baby you can give it to me”. (Woman 18, student, Gonhane)

When they get us pregnant they immediately say "I can´t accompany you to the 

hospital, you can go by yourself. What I want is just my son". (Woman, 32, farmer, 

Gonhane)

The common use of alcohol appeared to exacerbate underlying negative gender-based 

attitudes, and discussions about the common abuse (drinking to the point of inebriation with 

negative implications for their ability to function) of alcohol among men was identified in 

the three most rural communities.

A traditional birth attendant in Bingagira explained:

Here in Bingagira [for] some men, it is not due to a lack of information, it is just 

brutality, some give more value to drinks, when we talk with them they say: if you 

don´t want to go to the hospital, it is your problem, because the pregnancy is not in 

my body, it is in yours, so it is up to you.

There was a case in my neighborhood, a pregnant woman went to the hospital, she 

was sick, when she took the medicine they gave her [at home], she started 

vomiting, the husband started to insult her, said that if she lost her pregnancy with 

her vomiting, she would not end up well. Because the woman was taking the 

medicine by herself, the baby was born sick and ended up dying. When we ask our 

husbands to take us to the hospital, they say that the disease [pregnancy] is your 

[our] body, if you don´t want it, leave it. That's because they are drunkards. 

(Woman, 32, traditional birth attendant, Bingagira)

The consensus in most groups was that women were held responsible for the health of the 

baby during pregnancy. However there was some discussion among men in Gonhane that 

suggested young men were equally frustrated with this tradition. A 20 year old taxi driver 

explained that when he offered to accompany his wife to her ANC appointment, she refused 

him, saying “"First, sit down. Us the owners [of the baby], we will go". The identification of 

pregnant women as “owners” of the baby, while men were “owners” of their wives (and the 

baby after birth) suggests a complicated power dynamic between partners at play.

HIV Stigma

Efforts to reduce HIV stigma, including increased education and access to HIV testing and 

antiretroviral medication, have been moderately successful in rural Mozambique (Mukolo et 

al., 2013). Despite these efforts, HIV stigma was still reported as one of the primary reasons 

women and men avoided: (a) HIV testing during ANC; (b) ANC services because of 

association of attendance with having HIV.
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(a) Avoiding HIV testing. HIV is often first diagnosed during a woman’s ANC appointment. 

It is common knowledge in these communities that all pregnant women will be asked to take 

an HIV test and, if positive, will be given medication to prevent their babies from becoming 

HIV infected. The association of ANC and HIV testing may be having a negative impact on 

uptake of services. Two men explain:

It´s true, I know that a lot of men forbid women to go to hospital when they are 

pregnant. Because when she goes there she is tested and I will also be obliged to do 

the test…For that reason a great number [of pregnant women] stay at home due to a 

lack of knowledge. Sometimes they [the men] say if you go and do the test it is 

your own problem. (Male, 40, religious leader, Bingagira)

The same as they are saying. Before we were very behind, now things are changing 

and we stay behind because of the lack of activists. Some women, when they are 

told “go to the hospital with your husband”, they say, "I don´t have AIDS, why 

should I go?” So there it spoils it, because there they want everyone, not only those 

who have AIDS, but yes, everybody has to go do the analysis, so they know what 

they have. (Male, 67, teacher, Mucupia)

Both men and women identified the health benefits associated with ANC uptake and early 

testing and treatment for HIV, both for themselves and their partner. Men spoke of the value 

of joining their partners at ANC, including increased understanding of the pregnancy (e.g. 

when to expect the delivery), the potential to identify and cure illnesses previously 

undetected, and improved relations with their partner. Despite this understanding, the social 

stigma of accompaniment and a potential HIV diagnosis proves too great of a risk.

A clinician provides insight into why a woman attending ANC alone would also refuse 

testing:

There are few women tested alone, because they come alone, without partners 

because when they are tested and take the result home, they take a risk, they are 

held responsible, as if they are the ones that bring the disease home. (Female, 36, 

Counselor, Mucupia)

(b) Social stigma of male accompaniment because of association of attendance with having 
HIV. If a woman attends ANC services and is asked to bring her husband in for testing, she 

may have trouble convincing her partner to attend given the stigma around HIV/AIDS, 

making her less likely to return. The assumption that only men who have HIV need to 

participate in ANC is a barrier to greater participation. If a man does accompany his partner 

for her ANC appointment, he may be accused of being HIV positive.

Other [some] men when they see the others accompanying their wife, afterwards 

they ask: "Where were you?" The person responds, and they even say: "You have 

AIDS, right?" While the person doesn’t. They say "You have already contaminated 

your wife with AIDS, that´s why you always accompany her to the hospital". (Man, 

43, religious leader, Mucupia)

That´s true. It happened to me, I took a big examination at the hospital, but because 

I always went with my wife, young friends said: "but now, you are always taking 

Audet et al. Page 9

Qual Health Res. Author manuscript; available in PMC 2017 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



your wife to the hospital, so you have that disease they talk about. I asked: which 

disease? My wife is pregnant, can´t I accompany her to the hospital?" (Man, 42, 

youth leader, Mucupia)

The stigma associated with a diagnosis of HIV is strong in these communities. Nurses often 

instruct women to bring their partners to the clinic for testing. But placing the responsibility 

for this invitation on the woman is a great burden, one that many women refuse to take on 

alone.

Us women, sometimes when we take the test it comes out positive, when we get 

home and try to convince our husband to go to the hospital, they refuse, claiming 

that they cannot have that disease; maybe us women are the ones who got it in the 

areas where we farm. (Woman, 33, farmer, Chirimane)

Some nurses when we go to the hospital do not receive us, they send us to get our 

husbands, but if it is one that understands, he accepts, and the others who do not 

understand say it is your problem because “who gave you that disease? I don´t have 

it”. And because we want to get better, we receive the pills and hide them in fear of 

being left [by him]. That also, even [both] women and men, there are those that do 

not understand. Men also end up hiding the pills. (Woman, 24 farmer, Chirimane)

There is reasonable fear among both men and women that their partners will abandon them 

should their test results be positive.

Sometimes, as the woman at home I am the most informed, I start doing the 

treatment alone, hence when my partner finds out it means divorce, while I spoke to 

him and he denied. (Woman, 26, farmer, Chirimane)

Us women too, as soon as we know that our partner is in treatment, we divorce. 

There is a lot of discrimination with neighbors or drinking friends. (Woman, 24, 

farmer, Chirimane)

Given the small sizes of these communities keeping one’s HIV status a secret while 

receiving treatment is almost impossible. The linkage of HIV with death as well as infidelity 

makes it difficult for couples to discuss HIV without a strong emotional reaction. The 

association of HIV with ANC, and the assumption that only women with HIV need to bring 

their husbands to an ANC appointment, is a barrier for male engagement and uptake of 

services by pregnant women.

Strategies for Change

The identification of social barriers to male support and engagement in ANC services also 

led to important suggestions about how to change cultural norms, both within communities 

and with the clinics. Clinicians in Palane Mecula discussed the idea of employing men who 

did accompany their partners to be “champions” for male involvement, and support for their 

partner’s participation, in ANC. They suggested:

This man, for us who are health technicians, is a man to whom it is possible to give 

good behavior, a good path, to teach the others as well, to accompany their wives. 

With this man [providing counseling], even those who refuse to accompany their 
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wives, they will have the initiative of accompanying their wives from the beginning 

until the end; it will enlighten those men who would not like to accompany their 

wives. (Male, 25, Nurse)

This man is for us a male champion, we shouldn´t miss on the opportunity, as soon 

as he shows up at the hospital, we have to educate for health in such a way that he 

understands, more than he already did, the advantages, what are the objectives and 

transformation for other men who do not attend or that do not accompany their 

wives; for us he is a male champion… but also, we have to spread the information 

in the local communication means, we are talking about the radio, television, so 

that the information reaches them (Male, 28, Medical Technician)

Clinicians also highlighted the importance of engaging men from the first ANC visit, to 

ensure their participation was not seen to be linked with HIV/AIDS or STI treatment.

Really, men should be involved right from the beginning, because the pregnancy is 

part of him, there are also the changes in the woman herself that will happen and by 

staying at home he will not know that the woman will need this or that. So, male 

involvement in antenatal care has everything to do with the pregnancy as well, so 

not just to treat HIV/AIDS but also for the monitoring of the whole pre- and 

postnatal phases. (Male, 33, Counselor)

Discussions with community members about strategies for improvement, women 

independently identified the issue of male engagement. Without support from partners the 

difficulties in attending ANC services, uptake of HIV medications (if necessary) and 

delivery at the health facility is daunting. Women want their partners to be engaged, but they 

do not feel as if they can achieve this goal alone. In Chirimane, one woman noted that male 

support is absent due to a lack of knowledge.

If only there could be persons that could make them understand the importance of 

going with us to the antenatal consultation. Having a group passing by the 

community to give lectures would help our men to understand better. Those who 

accompany [their wives] are those who have some information. (Female, 27, 

Mozambican Youth Organization member, Chirimane)

Specifically women did not want to be the ones responsible to inviting their partners. In 

Palane Mekula a woman explained: “For me to tell my husband to go to the hospital is very 

hard, it could only be through the community counselors raising awareness in men to do 

that.”

Men expressed similar ideas for engagement, explaining that they needed outside assistance 

to convince their partners that ANC service uptake (and their participation) was important. 

Community activists were considered essential because “otherwise it will be hard to take our 

wives to the hospital. Because people are very hard [difficult], like iron.” (Man, 52, teacher, 

Mucupia). Men described good treatment by clinicians when they did accompany their 

partners, but older women in two groups expressed the need for nurses to be more accepting 

of men’s roles in ANC and maternity. In Mucupia a 38 year old farmer suggested:
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Even at the hospital, there is the need to explain that they shouldn´t talk badly with 

our men, because when they accompany us, the health workers say: “you are a man, 

doesn´t she have a mother, doesn’t she have a sister or mother-in-law? Why isn´t 

she coming?” So they [the men] become less interested. (Male, 38, farmer, 

Mucupia)

Discussion

Barriers to male participation in ANC appointments were attributed to social norms that 

precipitate gender inequality and HIV–associated stigma. Contrary to findings in other sub-

Saharan African countries (Auvinen et al., 2013; Ditekemena et al., 2012; Kululanga, 

Sundby, Malata, & Chirwa, 2011; Mohlala, Gregson, & Boily, 2012; Morfaw et al., 2013), 

perceived poor treatment by clinicians was not a prominent barrier noted by men in their 

willingness to accompany their partner to ANC appointments or to participate in couples 

counseling and testing for HIV. This difference can possibly be attributed to recent 

sensitization programs developed in this district to change clinician attitudes about including 

men in ANC services. However, two of the women’s groups did note this lack of respect as a 

problem when discussing potential intervention strategies. The concern was greatest in older 

women, suggesting behavior change by clinicians may have occurred recently. Instead, 

social stigma associated with participating in women’s health and fear of the perception of 

being dominated by their wife was of primary concern among men in these rural 

communities. While HIV testing is necessary to begin the cascade to prevent mother-to-child 

transmission and improve the health of the mother (Stringer et al., 2005), clinicians should 

invite the partners of all women to ANC appointments to avoid linking male participation 

with HIV infection.

Legally, women and girls have made significant strides towards equality in Mozambique 

(United Nations Entity for Gender Equality and the Empowerment of Women, 2012). In 

practice, gender norms still favor the male partner (Bandali, 2011; US Department of State, 

2012). New laws protecting women from physical abuse, including marital rape, are seldom 

reported or enforced in rural areas (US Department of State, 2012). Women are rarely the 

decision makers in relationships (Victor et al., 2013), they have lower levels of literacy than 

men (Ministerio da Saude (MISAU) et al., 2013), and social norms dictate that they comply 

to their husbands commands (Bandali, 2011). New initiatives by the President’s Emergency 

Plan for AIDS Relief (PEPFAR) and other funders with a focus on gender based violence 

have included training clinicians, police officers and community leaders about the 

importance of gender equality and the reduction of gender based violence, post exposure 

prophylaxis for women who have been sexually assaulted, and enforcement of legal action 

against perpetrators, but the effects of these programs are not yet known.

All groups participating in this study discussed the need for male partners to provide 

logistic, financial and psychological support to increase uptake of ANC services. The current 

strategy to increase social support for ANC and HIV treatment uptake at home (i.e. directing 

a woman to bring her husband back for testing if she has HIV or other STI) is fraught with 

difficulties given several assumptions: (1) the woman is willing and able to try to convince 

her husband to accompany her to the health facility, which may not be possible (Victor et al., 
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2013); (2) the male partner accompanies/provides support to his partner because he wants to 

improve her health and the baby’s; (3) community members value the benefits derived from 

male accompaniment to an ANC appointment enough to overcome the negative social 

consequences (Fortenberry et al., 2002; Leaf, Bruce, & Tischler, 1986; Leaf, Bruce, Tischler, 

& Holzer, 1987; Rusch, Angermeyer, & Corrigan, 2005). Women state the desire to have an 

outside advocate (community counselor or health worker) to provide both education about 

the importance of ANC uptake and the invitation to participate in partners ANC services. 

Instead of requesting that a woman invite her partner to the clinic for testing, the use of 

“male peers” or “male champions” to encourage partner ANC visits may be more successful 

in changing social norms and improving uptake.

Regardless of the way in which information is delivered, programs must be conscious of the 

vastly differing factors that may motivate partner support. Responses from men in this study 

indicate that a desire to control a partner (because the woman is unable to remember their 

own ANC appointments and/or follow the advice of the clinicians) is a rational reason to get 

involved. Men with this attitude may not be supportive partners outside of the clinical setting 

and we may be putting women at risk of intimate partner violence by encouraging 

engagement. Thus women’s consent for approaching her male partner and the provision of 

ANC and HIV education coupled with relationship counseling must be achieved before any 

invitations are extended.

This study investigated the common attitudes and beliefs regarding partner support and 

engagement in ANC services. Our purposeful sampling of male and female community 

members as well as a group of ANC clinicians and counselors from five communities, 

coupled with thematic data saturation suggests we have adequately captured community 

norms. However our data is specific to one rural district in Zambézia, and may not be 

generalizable to urban communities or rural areas with different gender norms. Focus group 

discussions limit the opportunity for participants to share individual information that might 

contradict social norms or might otherwise wish to be kept confidential, although we 

attempted to minimize the impact of gender-based social norms by having same-sex focus 

groups.

Focus group discussion highlighted two main barriers to engagement in ANC services: 

gender inequality and the association of ANC with HIV testing (highlighting the stigma 

associated with an HIV diagnosis). Undertaking an effort to change gender norms is a 

difficult challenge. Legal barriers, social norms, and economic realities make it difficult for 

women to demand change. Involving leaders as “champions” to encourage male engagement 

in ANC may begin to address the social stigma associated with partner ANC attendance. 

There is a need to continue with stigma reduction efforts; despite the expectation that having 

access to treatment would decrease community-level stigma, as HIV is still heavily 

stigmatized.
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Table 1

Sample Questions from Focus Groups

1. How do the male partners encourage and/ordiscourage their female partners to give birth at the health units?

2. Would you [for woman only] like your husbands to accompany you, when you are pregnant to the antenatal care? Why?
3. Would you [for men only] like to accompany your wife to antenatal care? Why?

3. In your opinion, would men like to be involved in the antenatal consultations of their wives, or not? What are the reasons that make you think 
that way?

4. If a man accompanies his wife to the health unit, for the antenatal consultation, what do other men think about him? What do their partners 
think of them? What do the health providers think?

5. What do you think could be done to encourage men to accompany their pregnant wives to antenatal care?

6. Which could be the reasons that few partners (men and women) take the HIV test together?

7. What could be done to encourage couples to take the HIV test together?
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