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Abstract

We conducted a secondary analysis of discrete choice experiment (DCE) data from 395 couples 

enrolled in the Microbicide Trials Network (MTN)-045/CUPID study in Uganda and Zimbabwe 

to understand couple decision making around choice of multipurpose prevention technologies 

(MPTs) to prevent both HIV and pregnancy. Members of couples completed the same DCE, first 

separately then jointly, choosing between two hypothetical MPTs in a series of nine questions. 

Most couples either had similar preferences at the outset or had equal decision-making around 

MPTs (62%). Couples with male influence (17%) were more likely to use contraceptive pills 

with a male partner’s knowledge and couples with female influence (21%) were less likely to 
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have shared decision making about family planning. Males influenced discussion around MPT 

duration, side effects, menstrual changes, and how the vagina feels during sex. Decision making 

was relatively shared, though decisions around certain attributes were more likely to be dominated 

by male partners.
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Introduction:

HIV and unintended pregnancy disproportionately affect women and adolescent girls in 

sub-Saharan Africa. Approximately 60% of new HIV infections in 2019 were in women 

in Eastern and Southern Africa, and 14 million unintended pregnancies occur in the region 

each year.(1,2) New Multipurpose prevention technologies (MPTs) are under development 

and designed for prevention of at least two sexual and reproductive health indications.(3) For 

example, products are currently being developed to simultaneously prevent both unintended 

pregnancy and HIV infection. However, past HIV prevention trials of oral pre-exposure 

prophylaxis (PrEP) and the dapivirine vaginal ring have shown that efficacy does not 

translate to effectiveness when products are not used as intended.(4–6) Therefore, it is 

critical for products to be designed to not only be efficacious, but to also consider the 

behaviors , preferences and needs of the product’s intended end-users.

Male partners’ attitudes and influence are a key determinant of female sexual and 

reproductive health outcomes including the use of HIV prevention strategies and 

contraceptive methods. Active involvement of male partners has been shown to increase 

women’s uptake of HIV testing (7) and oral PrEP,(8) use of the dapivirine vaginal ring, 

(9–12), uptake and adherence to antiretroviral treatment,(13,14) and women’s participation 

in microbicide studies as well as their product adherence.(9–12) Several studies have 

explored possible adverse effects of male involvement in women’s health and have identified 

potential drawbacks such as disruption of family relationships, conflict, intimate partner 

violence, and abandonment from partners and spouses.(15–18) Thus, balancing gender 

norms in which male partners assume a role in women’s reproductive decision-making 

alongside preservation of women’s autonomy is critical in couples-focused HIV prevention 

interventions.

By investigating the role that male partners can have in women’s preferences for MPTs, 

we sought to contribute to the knowledge base regarding how couples’ decision making 

can affect couple’s choices related to their sexual and reproductive health. We collected 

behavioral data during the Microbicide Trials Network (MTN)-045 study/CUPID, to 

evaluate couples’ preferences for various MPT attributes as well as how members within the 

couples influenced those preferences. In this paper, we assessed how choice of an MPT was 

influenced by members of a couple when asked to make choices together. More specifically, 

we sought to 1) to determine overall level of within-couple agreement and partner influence 

on one another; 2) characterize couples where the male or female partner had more influence 
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over decision making; and 3) identify specific attributes where influence was wielded within 

the couple.

Materials and Methods:

Study Design and Population:

MTN 045 was designed to identify factors that may affect acceptability of and adherence 

to MPT product use by eliciting couples’ preferences about various drug delivery forms 

currently in the MPT product development pipeline. The focus on couples as end-users 

of future MPT products was intended to address gaps in understanding male partners’ 

interest in MPT products and their influences on women’s preferences for those products. 

The study enrolled 400 heterosexual couples in Uganda (N=200) and Zimbabwe (N=200) 

between November 2019 to December 2020. Eligible couples had been together for at least 

3 months, were willing and able to provide consent, and expressed interest in contraception 

and/or HIV prevention. The female partner was required to be between the ages of 18 to 

40 at enrollment and HIV negative by self-report. The male partner was required to be 

18 years or older. Participants were excluded if they had a medical condition that could 

interfere with study participation including risk for intimate partner violence (IPV) as a 

result of study participation. Screening questions assessed perceived risk of IPV tied to study 

participation and the Investigator of Record had discretion to determine if participation was 

unsafe, based on these questions, and apply this as an exclusion criterion. Participants were 

recruited in Uganda and Zimbabwe through community meetings, stakeholder outreach, and 

community advisory board engagement activities. All participants provided written informed 

consent. The study was approved by the following Institutional Review Boards/Ethics 

Committees: Medical Research Council of Zimbabwe; Joint Research Ethics Committee 

for the University of Zimbabwe, Faculty of Medicine and Health Sciences and Parirenyatwa 

Group of Hospitals; Research Council of Zimbabwe; Chitungwiza City Health Department; 

Joint Clinical Research Centre Research Ethics Committee; Uganda National Council for 

Science and Technology; Johns Hopkins School of Medicine Institutional Review Board; 

Advarra Institutional Review Board.

This analysis includes data from 395 couples where both partners individually and couples 

jointly completed the same set of choices in a discrete choice experiment (5 couples did not 

complete the same set of questions). Additional details on the study are provided in another 

publication.(19)

Study Procedures:

All participants completed an individual questionnaire, an individual Discrete-Choice 

Experiment (DCE) and a joint DCE (completed by the couple together). Prior to completing 

the questionnaires, enrolled participants received an introduction to MPT products using 

standardized materials. Questionnaires were administered to each member of the couple 

separately and interviews were conducted in private rooms at the study clinics. Individual 

questionnaires included questions about behavioral and demographic information and an 

individual DCE to elicit preferences for MPT attributes. The DCE involved 9 choices 

between two hypothetical products (see Figure 1 for illustrative example). Attributes of 
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the hypothetical products that were assessed included: 1) Product form (vaginal ring, oral 

tablets, vaginal insert or film); 2) Duration or frequency of use (before sex, daily, weekly, 

monthly); 3) Stomach cramps or nausea (rarely, frequently); 4) Menstrual changes (no 

changes, heavier bleeding, spotting or bleeding between menses); 5) Changes to how the 

vagina feels during sex (none, wetter, drier); and 6) Return to fertility (immediately, 3 

months, 6 months). Following each choice question, participants were asked their preference 

between their chosen product and male condoms. The individual questionnaires were 

followed by a joint DCE that was completed by the couple together. The joint DCE 

included the same 9 choice set questions as the individual DCE. Participants completed 

interviews on a tablet computer, with assistance from a trained research interviewer. The 

DCE took approximately 20 (Inter Quartile Range (IQR) 13 – 26) minutes to complete, and 

participants were compensated for their time and effort, and/or reimbursed for travel to study 

visits and time away from work. Amounts were determined by each site and were $10 at the 

Zimbabwe site and $14 at the Uganda site.

While completing the joint DCE, interviewers used a couple observation tool to capture 

couple dynamics. The tool draws on principles from psychology and couples counseling 

intervention research approaches to capture couple’s dynamics. (20,21) It included a 

checklist of attributes discussed and who dominated those discussions (male, female, both 

equally); and items adapted from two scales that assessed partner interaction: one focused 

on partner behaviors (cooperation, self-control and assertion subscale items) and the other 

on the emotional tone of partner interactions. (20,21) The scales were adapted by tailoring 

of the checklist items to align with the joint couple activity by assessing both individual 

attributes and overall decision making. Site teams were involved to ensure non-verbal cues 

assessed resonated culturally as indicating respect, connection, and intimacy. Interviewers 

underwent interactive training on use of the tool, including the role of self-awareness in 

observations. This was followed by a series of activities designed to establish interobserver 

reliability through review and discussion of each observation form category, practicing the 

tool based on videos of couples’ interactions, and review of results and discussion to gain 

consensus. Regular coaching in team meetings on use of the tool and shared information 

within and across sites on cases and rating decisions were conducted throughout the study. 

These were based on both individually and jointly observed sessions where two interviewers 

observed the same couple and compared and discussed areas of disagreement. Agreement 

on responses was also calculated within site with joint observations done on 107 couple 

interviews (23 couples in Uganda and 84 in Zimbabwe). Across sites, the average agreement 

was 92% (standard deviation (SD) 0.07). Agreement was, on average, 94% (SD 0.05) in 

Zimbabwe and 86% (SD 0.11) in Uganda.

Statistical analysis:

We used quantitative data from individual questionaries and DCEs conducted separately 

and jointly by the male and female partners within each couple. We also used quantitative 

data from the interviewer’s observation about who dominated the discussion during the 

joint DCE. First, we described characteristics of female and male partners within the 

overall study sample. We reported frequencies and percentages for categorical variables 

and medians with the interquartile range (IQR) for continuous variables. Measures were 
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drawn from the Demographic and Health Survey (DHS), research conducted by our 

study teams previously, or from validated scales used in similar populations. Behavioral 

and demographic characteristics that were measured included age in years, duration of 

relationship (continuous years), parity (nulliparous vs. parous), education level, married 

or cohabitating with partner, individual or partner has other partners, perceived HIV risk, 

contraception method use, intimate partner violence (females only (22)), sexual relationship 

power score(23), fertility intentions, shared decision making and communication about 

family planning (DHS). Partner concurrency was defined as the participant or partner 

answering yes that they or their partner is married to or lives with someone else or has 

had other sexual partners in the last 3 months. Intimate partner violence was defined 

as any experience of emotional, physical, or sexual violence from partner in the last 

12 months. Shared decision making was defined as both the male and female partner 

in the couple answering independently that family planning decisions are made together. 

Couple disagreement on fertility intentions were defined as one partner answering that is 

it “very/somewhat important” to avoid getting pregnant now while the other said it was 

“not at all important.” In addition, we described observational data about partner influences 

using the couple observation tool. Characteristics from the couple observation tool included 

whose opinion contributed more to the overall product choice (male, female, equal), who 

dominated the discussion overall and who dominated discussion on each potential attribute 

(product formulation, duration, side effects, menstrual changes, how the vagina feels during 

sex, and return to fertility).

Assessment of partner influence:

To determine overall level of agreement and influence of individual couple members on 

one another, we compared product choices during the individual DCE between individual 

members (male and female) and the overall couple choice. This was done to assess how 

male and female choices may have differed from the overall couple choice, potentially 

showing influence by one of the partners. We first determined the number of DCE selections 

where the female and male individual DCE choices matched one another out of a total of 

nine possible choices. This was done to assess the overall level of alignment between the 

couple. Then, among couples with low alignment (< 7 choices matching out of 9 which 

was around 75% of the population), we examined the number and proportion of DCE 

selections where the female and couple DCE choices matched one another and where the 

male and couple DCE matched one another. This was done to examine only those couples in 

which one partner could influence the other on decisions due to the underlying differences 

observed through the individual DCE choices. Among couples who were not aligned, we 

defined “male leaning” couples as couples who went with the male choice in ≥75% of 

choices and we defined “female leaning” couples as couples who went with the female 

choice in ≥75% of choices.

To characterize couples where the male or female partner had more influence over decision 

making, we used log-binomial models to estimate the prevalence ratio and corresponding 

95% confidence intervals for the association between each predictor of interest and 

being “male leaning” or “female leaning.” Predictors of interest included demographic 

characteristics and sexual behaviors of the female partner, couple characteristics and 
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characteristics from the couple observation tool regarding who dominated discussions. We 

focused on the female partner characteristics because we hypothesized that they may have 

the largest influence on product use by the female. To identify specific attributes where there 

was influence within the couple, we used a log-binomial model to estimate the prevalence 

ratio for associations between interviewer ratings from the couple observation tool about 

who dominated discussions on each attribute and being a male or female leaning couple. All 

models were adjusted for site (Uganda versus Zimbabwe).

Results:

We included 395 couples who participated in the MTN 045/CUPID study. The median age 

of the female partner was 26 years (interquartile range (IQR) 22-31) and was 31 for male 

partners (IQR 26-37) (Table 1). The median duration of relationships was 4 years (IQR 

2-9) with most couples reporting that they made decisions about family planning jointly 

(75%, N=298). Most females were parous (77%, N=305), had a secondary school education 

(55%, N=219), and were married or cohabitating with a partner (86%, N=339). Most female 

partners had ever used contraception (84%, N=310), 15% without telling a partner (N=59), 

and the most common contraception method was oral contraception pills (33%, N=101). 

About half of women had ever experienced intimate partner violence (55%, N=219) and 

37% in the past year (N=148). Females in a third of couples had low relationship power 

(34%, N=136).

Decision making regarding preferred MPT choices and preferred attributes was observed by 

interviewers to be relatively equal for most couples. According to the couple observation 

tool, 67% of couples had equal contribution to the conversation overall, and to most choices 

(62%; Table 2). When comparing individual DCE choices, 24% of couples (n=96) were well 

aligned in their personal choices (defined as >=7 out of 9 choices were the same), before 

doing the joint DCE exercise.

There were 81 couples (21%) aligned with the female’s preferred product in ≥75% of 

choices where the members had disagreed in their personal selections; these couples were 

deemed female leaning. Sixty-nine couples (17%) were male leaning or selected the male’s 

preferred product in ≥75% of choice tasks where the members disagreed.

Male leaning couples were more likely to be using oral contraceptive pills versus other 

contraceptive methods (Prevalence Ratio (PR) 2.03; 95% Confidence interval (CI) 1.19, 

3.48), and less likely to be using condoms for contraception compared to oral pills (PR 

0.33; 95% CI 0.12, 0.94), and less likely to have a female partner ever use contraception 

without telling her partner (PR 0.29; 95% CI 0.09, 0.88), adjusting for site (Table 3). Male 

leaning couples were also more likely to have the male dominate the conversation overall 

(PR 1.88; 95% CI 1.23, 2.86), and less likely to have the female partner’s opinion contribute 

to the final product selection (PR 0.35, 95% CI 0.17, 0.75). They were also more likely 

to have shared decision making (PR 1.52; 95% CI 0.86, 2.67), although not statistically 

significant. Notably, ever experiencing violence (PR 1.04; 0.69, 1.59) and relationship power 

(Low power vs. high power PR 1.17; 95% CI 0.68, 1.99) were not associated with being in a 

male leaning couple.
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Female leaning couples were more likely to have a female partner who had completed 

secondary school compared to less than secondary school (PR 1.62; 95% CI 1.00, 2.64), 

were less likely to have shared decision making with a partner (PR 0.67; 95% CI 0.46, 0.99) 

and were more likely to have the female partner’s opinion contribute to the overall product 

choice (PR 1.65; 95% CI 1.13, 2.42).

Being in a male leaning couple was associated with having the male dominate conversations 

about duration (PR 1.84; 95% CI 1.17, 2.87), side effects (PR 1.62; 95% CI 1.00, 2.63) 

and menstrual changes (PR 1.71; 95% CI 1.00 2.93) (Table 4). Although not statistically 

significant, female leaning couples were more likely to have females dominate conversations 

about duration (PR 1.34; 95% CI 0.90, 2.00) and return to fertility (PR 1.30; 95% CI 

0.84, 2.02). According to the couple observation tool (Table 4), in roughly 50% of couples, 

partners contributed equally to attribute discussions. When not equal, there were more 

couples where female partners dominated discussions about product form (26% female 

versus 15% male), duration (23% female versus 18% male), side effects (32% female versus 

18% male), and effect on menses (41% female versus 10% male) whereas males were noted 

to dominate discussions about how the vagina feels during sex (35% male versus 13% 

female). Discussions about return to fertility were relatively equal (20% female, 23% male, 

54% equal).

Discussion:

In this analysis of 395 couples who were asked to state their choices together about 

preferences for an MPT, decisions were mostly made jointly. Most couples either had similar 

preferences to begin with or shared in the decision-making. Only a fifth made choices 

leaning towards the female preferences and a fifth leaning towards the male partner’s 

preference. Couples with male influence were less likely to be using condoms and more 

likely to be using oral contraceptive pills with a partner’s knowledge of contraception use 

and to have the males dominate discussions overall. Couples with female influence were 

more likely to have a female partner with higher education and less likely to have shared 

decision-making about family planning. Areas where males influenced attribute preferences 

were duration, side effects, menstrual changes, and how the vagina feels during sex but not 

return to fertility or product form.

Within male dominated couples, women were less likely to report having used contraception 

in secret showing that they either already communicated with partners about family 

planning, perhaps because males in these relationships were more dominating about being 

included in decision making or females were unwilling to report secret use. These findings 

highlight the importance of tools, like decisions aids, that can facilitate conversations that 

may already be happening within couples to center women’s voices and opinions. On 

the other hand, female dominated couples were more likely to include a more educated 

female partner with less shared decision making. Women in these couples may have more 

autonomy to make product decisions on their own, not necessarily as a response to male 

opinion. Violence and power dynamics were not associated with male dominance in product 

selection, despite these being characteristics that have been typically associated with male 

domination and that were prevalent in this population. (15–18) The lack of association 
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may be because the study enrolled couples with longer-term relationships who were willing 

to join a couple’s study together, or that these couples have preferences that are already 

aligned. The large percentage of couples with equal decision-making and the existing 

communication about product use within male dominated couples highlights the importance 

of engaging men in product choices.

Being in a male-leaning couple based on DCE choices was associated with the male partner 

dominating discussions about product duration, side effects, and menstrual changes. In 

the overall discussion, they were also observed by an interviewer to have an influence 

in discussions about how the vagina feels during sex. Females were observed to have 

more influence on discussions of product form and effects on menses when observed by 

the interviewer. Decision making tools could be tailored to focus on these topics where 

males and females have more discussion and disagreements in addition to product form. 

For male dominated couples, points of discussion could focus on duration, side effects, 

menstrual changes and how the vagina feels during sex, to ensure that the female partner 

perspective is heard on topics where the male partner may exert more influence. It should 

also be noted that both male-leaning and female-leaning were more likely to be using oral 

contraception pills after controlling for site – perhaps for different reasons. While we could 

not untangle the reasons in this analysis this finding highlights the diversity of users and 

reasons for choosing a product within a single product form (e.g. pills) and should be 

explored qualitatively in future research.

Our findings are from a non-random sample of participants with the expectation that couples 

enrolled together. The subset of couples that chose to participate in the study may therefore 

be different than the target population. However, characteristics of our sample on some 

indicators are similar to the most recent Demographic and Health Survey (DHS) data from 

Zimbabwe and Uganda. In the DHS surveys, 32.3% of women in Zimbabwe and 39.6% in 

Uganda had experienced sexual, physical, or emotional violence from a partner in the last 

12 months,(24) compared to 37.5% in our study population. Roughly 76.2% of women in 

Zimbabwe and 62.0% of women from Uganda said that they make decisions jointly with 

their partner about using family planning in the DHS surveys, (24) compared to 75.4% of 

couples in our study who reported making decisions about family planning jointly. However, 

a higher percentage of women were using any method of contraception in our study (83.8%), 

compared to 67% of married women and 68% of sexually active unmarried women in 

the Zimbabwe DHS, and 39% of married women and 51% of sexually active unmarried 

women in the Uganda DHS .(24) The process of selecting a product together required 

couples to discuss and jointly make decisions which could have resulted in different choices 

than what would have been made by the same couple outside of the study. Additionally, 

behavioral and demographic characteristics including sexual behaviors (e.g., having other 

partners, contraception use without a partner’s knowledge) were self-reported and may be 

misreported due to social desirability bias.

Conclusions:

Among couples willing to enroll together in an HIV prevention study, decision making 

was relatively shared between members with some couples having one member dominate. 
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However, what is true for the group is not necessarily true for the individual, which is 

also important to consider when counseling around choice/preferences in the real world. 

Women in male dominated couples were more likely to inform their partners about 

contraception use, suggesting that decision making tools may be especially helpful for 

facilitating discussions that are already occurring within these male dominated relationships. 

Decision making tools should be tailored to focus on topics where males and females 

have more disagreements and where males are likely to exert more influence including 

product duration, side effects, menstrual changes and how the vagina feels during sex. These 

findings highlight the importance of engaging men and ensuring that women’s preferences 

are still evident in couples’ choices.
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Figure 1. 
Example of a DCE choice set question. Participants were asked to select which MPT 

product they would want to use (females) or want their partner to use (males) for HIV and 

pregnancy prevention.

Stoner et al. Page 12

AIDS Behav. Author manuscript; available in PMC 2024 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 13

Ta
b

le
 1

:

C
ha

ra
ct

er
is

tic
s 

of
 3

95
 f

em
al

e 
an

d 
m

al
e 

pa
rt

ne
rs

 f
ro

m
 c

ou
pl

es
 in

 U
ga

nd
a 

an
d 

Z
im

ba
bw

e

C
ha

ra
ct

er
is

ti
cs

F
em

al
e 

P
ar

tn
er

 (
N

=3
95

)
M

al
e 

P
ar

tn
er

 (
N

=3
95

)

N
 (

%
)

N
 (

%
)

A
ge

, m
ed

ia
n 

(I
Q

R
)

26
 (

22
,3

1)
31

 (
26

,3
7)

 
18

-2
4

23
5 

(5
9,

5)
31

3 
(7

9.
2)

 
25

-4
0

16
0 

(4
0.

5)
82

 (
20

.8
)

R
el

at
io

ns
hi

p 
du

ra
tio

n,
 m

ed
ia

n 
(I

Q
R

)
4 

(2
,9

)
4 

(2
,9

)

M
ar

ri
ed

 o
r 

co
ha

bi
ta

tin
g 

w
ith

 p
ar

tn
er

33
9 

(8
5.

8)
34

0 
(8

6.
7)

Pa
ri

ty
 m

ed
ia

n 
(I

Q
R

)
2 

(1
,3

)
2 

(1
,3

)

 
N

ul
lip

ar
ou

s
90

 (
22

.8
)

88
 (

22
.3

)

 
Pa

ro
us

30
5 

(7
7.

2)
30

7 
(7

7.
7)

E
du

ca
tio

n 
le

ve
l

 
L

es
s 

th
an

 s
ec

on
da

ry
 s

ch
oo

l
17

6 
(4

4.
6)

12
2 

(3
0.

9)

 
Se

co
nd

ar
y 

sc
ho

ol
 c

om
pl

et
ed

14
9 

(3
7.

7)
15

2 
(3

8.
5)

 
A

t l
ea

st
 s

om
e 

co
lle

ge
/u

ni
ve

rs
ity

70
 (

17
.7

)
12

1 
(3

0.
6)

Pe
rc

ei
ve

d 
H

IV
 r

is
k 

sc
or

e 
(r

an
ge

 0
-7

, f
em

al
e 

on
ly

),
 m

ed
ia

n 
(I

Q
R

)
2 

(1
,4

)
-

E
ve

r 
us

ed
 c

on
tr

ac
ep

tio
n 

w
ith

ou
t t

el
lin

g 
yo

ur
 p

ar
tn

er
 (

fe
m

al
e 

on
ly

)
59

 (
14

.9
)

-

C
ur

re
nt

ly
 u

si
ng

 c
on

tr
ac

ep
tio

n
31

0 
(8

3.
8)

28
9 

(7
3.

2)

C
on

tr
ac

ep
tiv

e 
m

et
ho

d 
us

e,
 if

 u
si

ng

 
O

ra
l c

on
tr

ac
ep

tiv
e 

pi
lls

10
1 

(3
2.

6)
97

 (
33

.6
)

 
In

je
ct

ab
le

44
 (

14
.2

)
52

 (
18

.0
)

 
Im

pl
an

t
53

 (
17

.1
)

42
 (

14
.5

)

 
M

al
e 

co
nd

om
40

 (
12

.9
)

61
 (

21
.1

)

 
V

ag
in

al
ly

 in
se

rt
ed

 p
ro

du
ct

s 
(I

U
D

, f
em

al
e 

co
nd

om
)

13
 (

4.
2)

9 
(3

.1
)

 
O

th
er

 (
na

tu
ra

l m
et

ho
d,

 e
m

er
ge

nc
y 

co
nt

ra
ce

pt
io

n,
 s

te
ri

liz
at

io
n)

59
 (

19
.0

)
28

 (
9.

7)

E
ve

r 
an

y 
vi

ol
en

ce
: e

m
ot

io
na

l, 
ph

ys
ic

al
, o

r 
se

xu
al

 v
io

le
nc

e 
(f

em
al

e 
on

ly
)

21
9 

(5
5.

4)

Pa
st

 y
ea

r 
an

y 
vi

ol
en

ce
: e

m
ot

io
na

l, 
ph

ys
ic

al
, o

r 
se

xu
al

 v
io

le
nc

e 
(f

em
al

e 
on

ly
)

14
8 

(3
7.

5)

Se
xu

al
 r

el
at

io
ns

hi
p 

po
w

er
 s

co
re

, m
ed

ia
n 

(I
Q

R
)

2.
6 

(2
.3

, 2
.9

)
2.

8 
(2

.5
, 3

)

 
L

ow
13

6 
(3

4.
4)

69
 (

17
.5

)

 
M

ed
iu

m
11

8 
(2

9.
9)

16
4 

(4
1.

5)

AIDS Behav. Author manuscript; available in PMC 2024 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 14

C
ha

ra
ct

er
is

ti
cs

F
em

al
e 

P
ar

tn
er

 (
N

=3
95

)
M

al
e 

P
ar

tn
er

 (
N

=3
95

)

N
 (

%
)

N
 (

%
)

 
H

ig
h

14
1 

(3
5.

7)
16

2 
(4

1.
0)

C
ou

pl
e 

le
ve

l d
er

iv
ed

 m
ea

su
re

s

E
ith

er
 o

r 
bo

th
 s

ai
d 

un
co

m
fo

rt
ab

le
 ta

lk
in

g 
ab

ou
t f

am
ily

 p
la

nn
in

g 
w

ith
 p

ar
tn

er
9 

(2
.3

)
9 

(2
.3

)

B
ot

h 
sa

id
 jo

in
tly

 m
ak

in
g 

de
ci

si
on

s 
ab

ou
t f

am
ily

 p
la

nn
in

g
29

8 
(7

5.
4)

29
8 

(7
5.

4)

C
ou

pl
e 

di
sa

gr
ee

s 
on

 f
er

til
ity

 in
te

nt
io

ns
44

 (
11

.1
)

44
 (

11
.1

)

Pa
rt

ne
rs

hi
p 

co
nc

ur
re

nc
y 

- 
in

di
vi

du
al

 o
r 

pa
rt

ne
r 

ha
s 

ot
he

r 
pa

rt
ne

rs
83

 (
21

.0
)

83
 (

21
.0

)

AIDS Behav. Author manuscript; available in PMC 2024 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 15

Ta
b

le
 2

:

C
ou

pl
e’

s 
ob

se
rv

at
io

n 
da

ta
 a

bo
ut

 w
hi

ch
 m

em
be

r 
of

 th
e 

co
up

le
 d

om
in

at
ed

 th
e 

co
nv

er
sa

tio
n 

ab
ou

t t
he

 D
C

E
 o

ve
ra

ll 
an

d 
by

 a
ttr

ib
ut

e 
(N

=
39

5)

M
al

e 
do

m
in

at
ed

F
em

al
e 

do
m

in
at

ed
E

qu
al

N
ot

 d
is

cu
ss

ed

W
ho

 D
om

in
at

ed
 th

e 
C

on
ve

rs
at

io
n 

O
ve

ra
ll

16
%

17
%

67
%

N
A

W
ho

se
 O

pi
ni

on
s 

C
on

tr
ib

ut
ed

 M
os

t t
o 

C
ho

ic
es

13
%

26
%

62
%

N
A

Sp
ec

if
ic

 A
ttr

ib
ut

e

 
Fo

rm
15

%
26

%
53

%
5%

 
D

ur
at

io
n

18
%

23
%

55
%

4%

 
Si

de
 e

ff
ec

ts
18

%
32

%
48

%
2%

 
H

ow
 v

ag
in

a 
fe

el
s 

du
ri

ng
 s

ex
35

%
13

%
47

%
5%

 
E

ff
ec

t o
n 

m
en

se
s

10
%

41
%

47
%

2%

 
R

et
ur

n 
to

 f
er

til
ity

23
%

20
%

54
%

4%

AIDS Behav. Author manuscript; available in PMC 2024 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 16

Ta
b

le
 3

:

R
is

k 
ra

tio
s 

an
d 

95
%

 c
on

fi
de

nc
e 

in
te

rv
al

s 
fo

r 
th

e 
as

so
ci

at
io

n 
be

tw
ee

n 
fe

m
al

e 
ch

ar
ac

te
ri

st
ic

s 
w

ith
 m

al
e 

an
d 

fe
m

al
e 

le
an

in
g 

ch
oi

ce
s

M
al

e 
L

ea
ni

ng
 (

≥7
5%

 m
al

e 
ch

oi
ce

)
F

em
al

e 
L

ea
ni

ng
 (

≥7
5%

 F
em

al
e 

ch
oi

ce
)

P
re

di
ct

or
A

dj
us

te
d 

R
is

k 
ra

ti
o 

(9
5%

 C
I)

A
dj

us
te

d 
R

is
k 

ra
ti

o 
(9

5%
 C

I)

A
ge

 F
em

al
e

 
18

-2
4

1.
16

 (
0.

77
, 1

.7
7)

0.
73

 (
0.

49
, 1

.0
9)

 
25

-4
0

1
1

Pa
ri

ty
 F

em
al

e

 
N

ul
lip

ar
ou

s
1

1

 
Pa

ro
us

1.
49

 (
0.

82
, 2

.7
1)

1.
06

 (
0.

67
, 1

.6
6)

R
el

at
io

ns
hi

p 
du

ra
tio

n
1.

01
 (

0.
97

, 1
.0

5)
1.

00
 (

0.
97

, 1
.0

4)

E
du

ca
tio

n 
le

ve
l

 
L

es
s 

th
an

 s
ec

on
da

ry
 s

ch
oo

l
1

1

 
Se

co
nd

ar
y 

sc
ho

ol
 c

om
pl

et
ed

0.
94

 (
0.

57
, 1

.5
5)

1.
62

 (
1.

00
, 2

.6
4)

 
A

t l
ea

st
 s

om
e 

co
lle

ge
/u

ni
ve

rs
ity

0.
80

 (
0.

42
, 1

.5
3)

1.
52

 (
0.

94
, 2

.4
8)

In
di

vi
du

al
 o

r 
pa

rt
ne

r 
ha

s 
ot

he
r 

pa
rt

ne
rs

1.
05

 (
0.

63
, 1

.7
5)

1.
05

 (
0.

67
, 1

.6
4)

Pe
rc

ei
ve

d 
H

IV
 r

is
k 

sc
or

e
0.

98
 (

0.
87

, 1
.1

1)
1.

00
 (

0.
90

, 1
.1

1)

M
ar

ri
ed

 o
r 

co
ha

bi
ta

tin
g 

w
ith

 b
oy

fr
ie

nd
/g

ir
lf

ri
en

d
1.

11
 (

0.
57

, 2
.1

5)
0.

90
 (

0.
54

, 1
.5

0)

E
ve

r 
us

ed
 c

on
tr

ac
ep

tio
n 

w
ith

ou
t t

el
lin

g 
yo

ur
 p

ar
tn

er
0.

29
 (

0.
09

, 0
.8

8)
1.

22
 (

0.
75

, 1
.9

9)

C
ur

re
nt

ly
 u

si
ng

 c
on

tr
ac

ep
tio

n
1.

33
 (

0.
71

, 2
.5

0)
1.

13
 (

0.
73

, 1
.7

7)

C
on

tr
ac

ep
tiv

e 
m

et
ho

d 
us

e,
 if

 u
si

ng

 
O

ra
l c

on
tr

ac
ep

tiv
e 

pi
lls

1
1

 
In

je
ct

ab
le

0.
43

 (
0.

17
, 1

.1
0)

0.
53

 (
0.

21
, 1

.2
9)

 
Im

pl
an

t
0.

56
 (

0.
29

, 1
.1

0)
0.

68
 (

0.
34

, 1
.3

8)

 
M

al
e 

co
nd

om
0.

33
 (

0.
12

, 0
.9

4)
0.

60
 (

0.
26

, 1
.3

9)

 
V

ag
in

al
ly

 in
se

rt
ed

 p
ro

du
ct

s 
(I

U
D

, f
em

al
e 

co
nd

om
)

0.
49

 (
0.

13
, 1

.7
9)

0.
80

 (
0.

28
, 2

.3
0)

 
O

th
er

 (
na

tu
ra

l m
et

ho
d,

 e
m

er
ge

nc
y 

co
nt

ra
ce

pt
io

n,
 s

te
ri

liz
at

io
n)

0.
57

 (
0.

25
, 1

.3
0)

0.
80

 (
0.

38
, 1

.7
0)

U
si

ng
 O

ra
l c

on
tr

ac
ep

tiv
e 

pi
lls

 v
er

su
s 

ot
he

r 
m

et
ho

ds
 (

ye
s/

no
)

2.
03

 (
1.

19
, 3

.4
8)

1.
50

 (
0.

84
, 2

.6
7)

E
ve

r 
vi

ol
en

ce
1.

04
 (

0.
69

, 1
.5

9)
1.

03
 (

0.
71

, 1
.5

0)

A
ny

 v
io

le
nc

e 
in

 la
st

 1
2 

m
on

th
s

0.
72

 (
0.

45
, 1

.1
5)

0.
96

 (
0.

65
, 1

.4
2)

Se
xu

al
 r

el
at

io
ns

hi
p 

po
w

er
 s

co
re

AIDS Behav. Author manuscript; available in PMC 2024 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 17

M
al

e 
L

ea
ni

ng
 (

≥7
5%

 m
al

e 
ch

oi
ce

)
F

em
al

e 
L

ea
ni

ng
 (

≥7
5%

 F
em

al
e 

ch
oi

ce
)

P
re

di
ct

or
A

dj
us

te
d 

R
is

k 
ra

ti
o 

(9
5%

 C
I)

A
dj

us
te

d 
R

is
k 

ra
ti

o 
(9

5%
 C

I)

 
L

ow
1.

17
 (

0.
68

, 1
.9

9)
1.

25
 (

0.
80

, 1
.9

5)

 
M

ed
iu

m
1.

45
 (

0.
88

, 2
.3

9)
0.

89
 (

0.
54

, 1
.4

8)

 
H

ig
h

1
1

Sh
ar

ed
 D

ec
is

io
n-

m
ak

in
g 

fo
r 

fa
m

ily
 p

la
nn

in
g-

 b
ot

h 
pa

rt
ne

rs
1.

52
 (

0.
86

, 2
.6

7)
0.

67
 (

0.
46

, 0
.9

9)

W
hi

ch
 p

ar
tn

er
’s

 o
pi

ni
on

 c
on

tr
ib

ut
ed

 to
 th

e 
fi

na
l p

ro
du

ct
 s

el
ec

tio
ns

?

 
M

al
e

1.
54

 (
0.

97
, 2

.4
5)

0.
79

 (
0.

38
, 1

.6
2)

 
Fe

m
al

e
0.

35
 (

0.
17

, 0
.7

5)
1.

65
 (

1.
13

, 2
.4

2)

 
E

qu
al

1
1

W
ho

 d
om

in
at

ed
 th

e 
co

nv
er

sa
tio

n 
ov

er
al

l?

 
M

os
tly

 M
al

e
1.

88
 (

1.
23

,2
.8

6)
0.

78
 (

0.
44

, 1
.3

7)

 
M

os
tly

 F
em

al
e

0.
47

 (
0.

20
, 1

.1
1)

1.
22

 (
0.

77
, 1

.9
4)

 
E

qu
al

1
1

B
ol

d 
P<

0.
05

AIDS Behav. Author manuscript; available in PMC 2024 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stoner et al. Page 18

Table 4:

Prevalence ratios and corresponding 95% confidence intervals for the association between proportion of 

choices that were male and female leaning with observation of which partner dominated decision making 

related to each MPT attribute

Male Leaning (≥75% male choice) Female Leaning (≥75% female choice)

Adjusted Prevalence ratio (95% CI) Adjusted Prevalence ratio (95% CI)

Product formulation

 Male dominated 1.22 (0.71, 2.10) 0.77 (0.40, 1.45)

 Female dominated 0.78 (0.45, 1.35) 1.16 (0.77, 1.75)

 Equal 1 1

 Not discussed 1.31 (0.59, 2.91) 0.82 (0.33, 2.02)

Duration

 Male dominated 1.84 (1.17, 2.87) 0.60 (0.31, 1.15)

 Female dominated 0.78 (0.43, 1.42) 1.34 (0.90, 2.00)

 Equal 1 1

 Not discussed 0.92 (0.25, 3.37) 0.91 (0.33, 2.49)

Side effects

 Male dominated 1.62 (1.00, 2.63) 0.78 (0.44, 1.38)

 Female dominated 1.01 (0.61, 1.66) 1.09 (0.72, 1.64)

 Equal 1 1

 Not discussed - 1.30 (0.42, 3.97)

Menstrual changes

 Male dominated 1.71 (1.00, 2.93) 0.60 (0.26, 1.40)

 Female dominated 0.90 (0.56, 1.44) 1.04 (0.71, 1.53)

 Equal 1 1

 Not discussed 0.66 (0.10, 4.17) 0.47 (0.07, 2.94)

How vagina feels during sex

 Male dominated 1.49 (0.96, 2.31) 0.75 (0.48, 1.18)

 Female dominated 0.80 (0.36, 1.79) 1.16 (0.68, 1.97)

 Equal 1 1

 Not discussed 0.28 (0.04, 1.93) 1.09 (0.54, 2.21)

Return to fertility

 Male dominated 1.43 (0.91, 2.26) 1.00 (0.62, 1.62)

 Female dominated 0.65 (0.32, 1.32) 1.30 (0.84, 2.02)

 Equal 1 1

 Not discussed 2.06 (0.97, 4.37) 0.62 (0.17, 2.26)

Bold P<0.0
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