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Abstract
Greater male partner involvement in Prevention of Mother to Child Transmission (PMTCT) and Early Infant Diagnosis 
(EID) is associated with improved outcomes. Perceived low social support for the mother can negatively impact the uptake 
of PMTCT/EID services. Most research relies on women’s reports of the types and quality of male partner support received 
versus what is desired. This qualitative study examines Kenyan male partners’ reported social support provision pre- and 
post-partum from their own perspective. The study was embedded within intervention development studies in Kenya designed 
to develop and pilot a PMTCT module of a web based system to improve EID. Focus groups were conducted with male 
partners of pregnant women with HIV and elicited feedback on male partner involvement in maternal and child care and fac-
tors affecting participation. Interviews were analyzed within a theoretical social support framework. Participants described 
providing tangible support (financial resources), informational support (appointment reminders) and emotional support (stress 
alleviation in the face of HIV-related adversity). African conceptualizations of masculinity and gender norms influenced the 
types of support provided. Challenges included economic hardship; insufficient social support from providers, peers and 
bosses; and HIV stigma. Collaboration among providers, mothers and partners; a community-based social support system; 
and recasting notions of traditional masculinity were identified as ways to foster male partner support.
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Introduction

Research shows that greater male involvement in Preven-
tion of Mother to Child Transmission (PMTCT) and Early 
Infant Diagnosis (EID) is associated with reduced rates of 
HIV transmission, loss to follow up, and infant mortality, 
along with increased retention in care [1–4]. Women whose 
partners attend voluntary counseling and testing (VCT) are 
three times more likely to use Nevirapine prophylaxis and 

six times more likely to adhere to their chosen infant feeding 
method [3, 5–8]. The inclusion of male partners in PMTCT 
and EID has thus been encouraged and acknowledged as 
critical to the increased uptake of services [5, 9].

However, male partner involvement in PMTCT and EID 
remains low [10–13]. Using the proportion of male partners 
who undergo VCT when their female partners are pregnant 
or breastfeeding as a surrogate measure of male involve-
ment in PMTCT [1, 2], studies across sub-Saharan Africa 
have found male participation in VCT to range from 5% to 
33% [3]. In Kenya, uptake of male partner VCT was about 
15% [1], indicating a significant gap in male involvement 
in PMTCT.

Barriers and Facilitators for Male Participation 
in PMTCT and EID

In sub-Saharan Africa, including Kenya, male involvement 
in PMTCT and EID is shaped by norms of support provision 
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during pregnancy and post-partum. In a systematic review 
of the literature on male involvement in PMTCT, barriers 
were discussed in 85.7% of the studies [14]. Cultural, tradi-
tional, religious and other contextual barriers to involvement 
in PMTCT identified include male fear of social ridicule for 
participation in a female-oriented activity, cultural commu-
nication patterns [15], financial burden, disagreement with 
teachings, time constraints, and perceived “male unfriendli-
ness” of PMTCT services [14, 16–18]. Constructs of mascu-
linity (risk-taking, competitiveness, financial independence, 
stoicism, dominance) have also been identified as potential 
barriers to HIV-related care seeking among men [19, 20] and 
may also impact men’s willingness to attend PMTCT with 
their partner [16, 21]. Although interventions facilitating 
male involvement in antenatal care (ANC) and PMTCT have 
been explored [22–26], it is not well understood how Afri-
can cultural constructs of masculinity and fatherhood can be 
used to encourage male involvement in PMTCT and EID.

Male Partner Social Support in the Context 
of PMTCT and EID

To better engage men in supporting their partners during 
PMTCT and EID, Maman et al. [5] called for a broader 
understanding of the types of social support male partners 
provide pre- and post-partum beyond male attendance at 
clinics and uptake of HIV testing. Social support is a mul-
tidimensional construct referring to the “psychological and 
material resources available to individuals through their 
interpersonal relationships.” [27] Social support can be 
instrumental/tangible (financial assistance, time, help with 
tasks), emotional (caring, empathy, concern), and infor-
mational (suggestion, advice, information). Social support 
has been associated with powerful health benefits for peo-
ple living with HIV including less depression, adherence 
to medication, enhanced resilience, improved quality of 
life, and even slower progression of HIV disease [28–31]. 
In the context of PMTCT and EID, perceived low social 
support for the mother can negatively impact the uptake of 
PMTCT services [24]. Much of the research on the social 
support male partners provide their HIV-affected partners 
around pregnancy rely on women’s reports [5, 32–34]. Few 
studies examine the role of male partners from their own 
perspective.

This study sought to understand the types of social sup-
port Kenyan men reported providing their HIV-positive 
partners. Focusing on the constructs of social support 
(emotional, instrumental, and informational), we describe 
the ways men report providing support to their partners pre- 
and post-partum, to better understand why many men do not 
engage in PMTCT and EID, and identify ways to facilitate 
increased engagement. We also explore emergent themes 
surrounding concepts of African masculinity and fatherhood 

to suggest ways in which they can be leveraged to encour-
age men to provide social support during PMTCT and EID.

Methods

This qualitative study was embedded within NIH interven-
tion development studies (R34MH107337; R01HD076673-
04S1) in Kenya, designed to develop and pilot a 
PMTCT component of the HIV Infant Tracking System 
(HITSystem)—a web-based mHealth, system-level inter-
vention designed to improve early infant diagnosis (EID) 
outcomes. Using electronic alerts to providers and SMS text 
messages to mothers, the new PMTCT component of the 
HITSystem 2.0 tracks pregnant women with HIV through 
their pregnancy to support appointment attendance, medi-
cation adherence, hospital delivery, and linkage to EID 
services. Data reported here are from three sites in geo-
graphically and tribally distinct parts of Kenya where the 
HITSystem 2.0 was piloted. Qualitative data from this study 
was used to inform the development of the text messaging 
component of the HITSystem 2.0.

Participants and Procedures

In August 2016, we conducted focus groups (n = 3) with 
male partners of pregnant women with HIV at three of the 
planned HITSystem 2.0 intervention sites in the Western 
(W), Rift Valley (RV), and Coastal (C) regions of Kenya 
prior to implementation. Each focus group had 6–11 attend-
ees. Participants who regularly accompanied their part-
ners to their ANC appointments and as such were already 
engaged with the topic of PMTCT/EID were deliberately 
identified and recruited by study site coordinators to par-
ticipate in focus groups as we felt they were best placed to 
provide insight on the types of support they provide their 
partners. The focus groups were designed to elicit feedback 
on male partner involvement in PMTCT/EID and SMS 
content to encourage partner support pre- and post-partum. 
Focus groups were scheduled on designated PMTCT clinic 
days to minimize transportation cost. Focus groups were 
held in quiet and private spaces and lasted about 90 min. All 
participants provided written informed consent and received 
400 Kenya shillings (4 US dollars).

Focus groups were conducted in Kiswahili by researchers 
trained in qualitative research methods. Male partners were 
asked about the needs of women with HIV during the ante-
natal and post-partum periods, the PMTCT and EID process, 
their role in providing support to their partner, and their 
thoughts on the use of motivational text messages to support 
appointment adherence, medication adherence, and hospital-
based delivery. All study procedures were approved by the 
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Institutional Review Boards at the Kenya Medical Research 
Institute and the University of Kansas Medical Center.

Data Analysis

All interviews were audio recorded and translated and tran-
scribed. An initial codebook was developed using a social 
support theoretical framework. Transcripts were coded 
independently by two study team members for a priori and 
emergent themes. Transcript coding was an iterative pro-
cess with cross-questioning and critique between the cod-
ers. A final codebook included themes that emerged within 
the social support framework (informational, emotional and 
instrumental support), masculinity and other emergent cat-
egories. Exemplars for each theme were noted as well as 
the frequency and distribution of themes within the larger 
topic areas.

Results

A total of 33 men from the Western (W), Rift Valley (RV), 
and Coastal (C) regions of Kenya participated in the focus 
groups. All men reported having some form of employment 
and had disclosed their status to their partners. All the men 
except one were in seroconcordant relationships. Figure 1 
provides an overview of the types of social support male 
partners reported providing.

Provision of Social Support Pre‑ and Post‑partum: 
Reported Roles Played by Male Participants

Throughout the pre- and post-partum periods, some par-
ticipants (P) used language suggesting the responsibility for 
following PMTCT/EID recommendations rested principally 
with the women, while other men emphasized their role in 
supporting and enabling women’s success in these efforts. 
Themes around the social support framework describe the 
male partners’ perceived and reported support roles as well 
as the barriers/challenges to providing that support and ful-
filling self, partner, and societal expectations.

Provision of Instrumental (Tangible) Support as Key 
to Fulfilling Masculine Role as Head of Household

Men felt their biggest role pre- and post-partum was instru-
mental (financial assistance, time given, help with tasks). 
The saliency of their masculine role as head of the household 
and main provider was evident in the types of instrumental 
support they reported providing. Provision of financial help 
was key for all participants, which included the provision 
of money for transportation to the hospital and meeting the 
mother’s nutritional needs during pregnancy:

“First we help them with money for coming to hos-
pital…We mainly help them out financially, we help 
them with means of obtaining a good diet, things like 
those.” (P4: RV)

This financial support also extended into the post-partum 
period in order to: (1) support the mother’s recovery post-
delivery, (2) provide nutritional support for infants unable 
to breastfeed, and (3) cover medication expenses to maintain 

Fig. 1  Types of social support men reported providing to their partners with HIV
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adherence, “when [the mother] brings the pharmacy paper 
to buy the baby medication, then the father finds money and 
buys it” (P2: W).

Men understood clearly the responsibility to plan for the 
financial burdens that come with a pregnancy and newborn, 
and thus felt a strong need to find work:

“You asked what a man can do to help his spouse. It’s 
finding work. You find that due to the woman’s condi-
tion [pregnancy], he is the only one to find work, and 
must stay busy here and there.” (P5: W)

They also indicated that even if they did not have the 
resources needed, they were still responsible for enlisting 
support from others:

“You must find a friend to help if you don’t have any 
[money], using any means. You use that money and 
she comes with [can get] medication. So, I say my 
friends we must try even when we can’t.” (P1: C)

“It’s important to have a number in case of trouble, so 
you can call if the neighbor has a car, because in the 
night it can be very expensive.” (P3: W)

Although men felt they must assume the burden of pro-
viding financial assistance, they also provided instrumental 
support by actively taking their partner to their antenatal 
appointments and to the hospital during delivery. Reasons 
participants noted for escorting their partner to antenatal vis-
its included: (1) receiving quicker service, “when we came 
[on her clinic day], I don’t think we would stay even for half 
an hour, get seen and leave. But if she came alone, she would 
have to get in line” (P4:C), (2) ensuring retention of infor-
mation provided, “mothers can get to the clinic, told they 
have a certain issue, and when they come home they give 
you a different problem. That is why doctors mostly insist 
you come as a husband and explain to your wife a-b-c-d.” 
(P2: C) and (3) ensuring women attend their appointments 
because, “some women are not honest, they don’t go to the 
clinic. You give them money they go elsewhere.” (P1: W)

Especially at the time of delivery, participants felt they 
could play a key role in advocating on their partner’s behalf 
to ensure they received appropriate care:

“You might find the wife has gone [to the hospital] 
and no one is attending to her, and will give birth there 
by herself. That is a challenge we face. So, you must 
find an attendant, and give her a tip so she can attend 
to your wife…When she arrives tell the attendant her 
[HIV positive] condition before so you help her as she 
gives birth. You might keep quiet and they will treat 
her like an ordinary patient.” (P1: C)

In addition to accompanying their partners to the hospital, 
participants also saw the importance of helping to create 

a good home environment pre- and post-partum by assist-
ing with traditionally female activities such as household 
chores, “I return early to help her with household chores” 
(P2: W). Participants also took an active role in protect-
ing their partner during pregnancy by practicing safe sex in 
order to increase the likelihood of the child being born HIV 
negative, “For example if it comes to sex…You see there can 
be a re-infection if I don’t take the necessary precautions like 
using a CD [condom]” (P2: RV).

Finally, participants agreed that it is their role post-par-
tum to actively monitor both the baby and wife and to help 
the wife ensure their child’s health by engaging in EID:

“Starting from when the baby is young, you have to 
ensure the mother does not fail to come to the clinics. 
The baby has to be monitored and if the baby is using 
drugs, I have to make sure it is given drugs, even if 
the mother has not because all that will contribute to 
getting a negative baby… So if my wife has any chal-
lenge, I have to ensure we both participate so that she 
and the baby do not deteriorate.” (P2: RV)

“Nowadays even I can bring the baby to the hospital. 
Our eyes are opening; if my wife refuses to bring the 
child, I bring the child.” (P1: RV)

Provision of Informational Support to Encourage 
Partner Engagement in Recommended Behavior

Participants also reported providing informational support to 
their partners to ensure they engaged in behaviors perceived 
as important based on clinical advice. Comments often sug-
gested that participants felt knowledgeable enough to pro-
vide their partners with advice, even intimating that without 
this type of support their partners may not understand or 
follow through with clinical advice. Participants saw it as 
their role to remind their partners to attend clinic:

“Because that is most important [attending clinic]. 
Because our main job is to protect the unborn child, 
so if we don’t remind her it will be doom.” (P2: W)

“I know my wife is positive and I am positive and I do 
not want to get a positive baby so everything I have [is] 
to focus on the baby. I have to completely coax her to 
come to the clinic even if she refuses.” (P1: RV)

Some comments suggested that male partners attended 
ANC appointments not only to support their partners but to 
ensure they do not withhold information from them, “You 
might stay at home and your partner is tested and found 
to be this way [HIV+], when she gets home she says it’s 
malaria… If your wife is sick go with her” (P5: C). At times, 
insistence on hospital attendance extended from mere advice 
to executive decision-making on the part of male partners, 
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especially with regards to facility delivery given its clinical 
and financial significance:

“Considering our status [HIV+], I as the man will 
make the decision for the woman to go give birth in 
the hospital because in the hospital we will get a pro-
fessional and if she gives birth in the village, most 
likely the baby being born will get the virus so I think 
the man should make the choice because it is him who 
will provide transport.” (P3: RV)

“I say us men we must be informed because there are 
some midwives who might be confused in the village. 
And maybe they might be late in the womb, and mom 
might have a problem. So we [men] must decide.” (P3: 
W)

Participants also reported advising their partners to main-
tain their diet and hygiene, including when to breastfeed or 
cease breastfeeding. Some participants framed the advice-
giving as somewhat antagonistic, describing their partners as 
resistant or incapable of following the recommended behav-
iors without their male partner’s input:

“When she’s pregnant, the first thing we have to 
emphasize are diet and hygiene, it helps her a lot. 
Because you know when some are pregnant they don’t 
even shower, they are just lazy and sitting there… You 
will find some taking advice lightly. Even when she is 
told, she does not want to follow instructions keenly. 
So sometimes we should also encourage them to fol-
low instructions.” (P1: RV)

“Sometimes the baby wants to breastfeed a lot and 
as my friend said, the woman must breastfeed on 
demand… Sometimes she complains she does not have 
milk…So convincing her to breastfeed on demand is 
very hard but we come to agree with each other.” (P4: 
RV)

Discussions among participants suggested that if both the 
woman and her partner receive information it increases the 
likelihood of male partner support, “You must have collabo-
ration. Everything that’s about to happen [both] the mother 
and father [need to] know, so the treatment that should be 
done is done…you must do things as one” (P2: W).

Provision of Emotional Support Creating Unity 
in the Face of HIV

In addition to providing instrumental and informational 
support, men also understood they were responsible for 
supporting their partner’s emotional wellbeing, fulfilling 
pregnant women’s need for “plenty of love” by staying 
“close to her” and reducing stress by remaining “cool so 
they are moderate and relaxed.” However, participants 

recognized that some Kenyan men do not prioritize provi-
sion of this emotional support:

“You know not all men are the same, there are those 
with positive reactions, there are those who don’t 
care and considers that burden as the woman’s. But 
it is good you as a man to support the woman when 
she is in that [pregnant] state. She requires love, you 
need to show her that the burden belongs to both of 
you.” (P3: RV)

Another participant discussed the importance of pro-
viding emotional support to prevent depression during 
and after pregnancy particularly with the added burden of 
knowing one is HIV+:

“You know some have small [dark] thoughts 
after birth, so after birth just be close… I encour-
age you my brothers, when the mother is like that 
[depressed], follow up with her, because with this 
condition [HIV] without love, you won’t achieve 
anything. Because she’ll think her husband has left 
her.” (P2: W)

Beyond the general needs of pregnancy, participants 
stressed the importance of remembering the initial love 
that drew a couple together regardless of the stress that 
may arise once diagnosed as HIV+:

“For the mother to get pregnant, you’re usually in 
love with each other …Without love in the middle, 
it’s going to be difficult for the mother to raise the 
pregnancy well, so that’s why it’s very good for you 
as a man to be involved even more. So you just have 
to encourage her…God has blessed us with a preg-
nancy.” (P7: W)

Participants seemed to agree that the provision of 
emotional support was important to engender a sense of 
closeness, fidelity, and unity in the face of HIV, pre-and 
post-pregnancy:

“Most of the time, on my free time…I like mostly to 
be close to my wife. Because when we found out our 
status…that I am negative and she’s positive … she 
had a lot of stress. So I figured she’s probably think-
ing I am going to leave her, and run away…but I’ve 
continued to be with her like usual.” (P5: C)

Barriers to Provision of Social Support Pre‑ 
and Post‑partum

Participants shared the challenges they face fulfilling 
their roles as partner and head of the household pre- and 
post-partum.
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Economic Hardship as a Barrier to Fulfilling Instrumental 
Support Role

An immediate source of concern for all the men was 
finances limiting their ability to provide the types of 
instrumental support that they believed were needed, “Us 
as men, what challenges us the most is finances. You might 
find your wife is pregnant, and you have no work” (P2: 
W). The lack of: (1) steady employment opportunities, 
“You might have energy to work, but there is no work to 
be found” (P2: W), (2) understanding bosses:

“I was fired by my boss, the first time I had to go to 
the hospital and came back with a doctor’s note. It 
was not written HIV, but each month I need permis-
sion I was told not to work with a bad chest but my 
employer let me go” (P8: C)

 and (3) flexible work situations, “Work situations do not 
allow him to be near his wife. And some bosses don’t 
allow, or don’t give a way…You would really love to be 
there, but situations don’t allow” (P5: W), were cited as 
the main sources of economic hardships.

Financial instability also impacted decisions partici-
pants made about the type of care to get for their partners, 
including decisions about where to give birth, “So when a 
man sees he does not have enough money, he starts think-
ing about a midwife [traditional birth attendant]” (P5: W).

Limited Provider/Clinic Options

Participants discussed the limited healthcare options they 
and their partners experienced and how that affected health 
seeking behaviors. Participants discussed their limited 
options in regard to the caliber of health care providers, 
many of whom they characterized as unsympathetic and 
possibly discriminatory because of their partner’s HIV+ 
status:

“If I add, when a mother is about to give birth…she 
must inform the sister [nurse] there, because when 
some see her card at the clinic written HIV, some 
refuse. So if they consult each other, she’s going to 
help her before birth. But when some see that name 
[HIV+] they get scared.” (P3: W)

Fear of Disclosure and Stigmatization

Participants discussed the potential of having their HIV+ 
status inadvertently disclosed as a barrier to engaging in 
EID/PMTCT. Participants discussed the lack of privacy in 
many clinics and the lack of adherence to confidentiality 

standards by providers that heightened the possibility of 
unintentional disclosure and thus exposure to stigma:

“What prevents men from accompanying their wife 
is attendants who are there. When you go together …
and there are questions that require privacy. You find 
they [providers] want to ask you right there. You will 
be asked, be annoyed and will not return there again.” 
(P6: C)

This, coupled with some men’s fear of discovering their 
HIV status, seemed to hinder men’s ability to support their 
partners in PMTCT/EID:

“Us men have a lot of fear about people knowing about 
our health… you find many men even coming to the 
clinic with their wife they refuse [testing], saying it’s 
for the mother. But I say what we have now, it’s not 
for the mother or father. Each person must know their 
status.” (P2: C)

Encouraging Male Support of EID/PMTCT 

Recognizing that the men who chose to participate in the 
focus groups were already engaged in PMTCT and thus 
already motivated to engage in care, we asked them to 
recommend ways in which we could reach men who were 
not participating in PMTCT/EID. The following themes 
emerged.

Adopt an HIV+ Identity

Participants discussed the importance of accepting their 
HIV+ diagnosis and the power in disclosing one’s status. 
Comments suggested adopting an HIV+ identity is empow-
ering rather than diminishing as it allowed them to live their 
lives openly. They also encouraged each other to not only 
live positively but to support other men in putting their fears 
aside and finding out their status:

“For me, I cannot hide at home, so I would say do this; 
at the homestead, I tried to gather my close family and 
said…there was a problem [HIV] that was bothering 
me [that] I have gone through…This illness does not 
discriminate and affects anyone…Even if someone 
finds out, what will they do to me? I came to know that 
I am different from my friends, if I take medication I 
will be the same as my friends. But as you say your 
truth, you’ll live just like normal.” (P1: C)

“But if you put fear aside, and know life will still 
continue, talk honestly without hiding, and that we 
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should go together to know our status, that made 
things easy… among my friends, I have helped many. 
Each time we talk, I tell them you must know your 
status.” (P2: C)

Another participant to the enthusiastic agreement of the 
group proclaimed that men with HIV were in many ways 
better than negative men because the stakes for them and 
their family’s well-being were even higher and as such 
they had to work harder:

“Another thing I want to add, us men who have the 
virus are very hardworking…You work hard because 
you don’t want to sleep hungry, hard work so your 
family can stay well. Also you as a man who has a 
virus don’t want the one without the virus to over-
take you…we have the urge to compete with those 
without the virus, and they can’t beat us.” (P6: W)

Employ “Male Focused” Engagement Strategies

Focus group participants seemed to appreciate the oppor-
tunity to share their experiences and thoughts with one 
another. Participants commented that such opportunities 
were rare as the focus of support provision and education 
is from their perspective heavily skewed towards mothers:

“For example, even these support groups, mostly if 
you go you’ll find mothers. And if you listen to the 
teachings, women disclose that their husbands have 
a problem. They have tried [to get them engaged 
in care], but nothing is working…He [her partner] 
started medication, but after a time, he says he’ll let 
things take their course.” (P1: C)

Participants intimated that without sustained social sup-
port, many male partners fall by the wayside and engage 
in detrimental behavior that compromises their health and 
that of their family. As such, participants suggested that 
male focused programing similar to what women receive, 
including support groups and/or “Mentor Father” pro-
grams, be provided to male partners:

“We would like the hospital to have sessions for 
men…aside [separate from women] where they can 
be taught the importance of coming with the woman 
to hospital or for them to just come and talk so that 
the men also know the importance because right now 
men do not know the importance.” (P3: RV)

“There should also be Mentor Fathers so when this 
father comes… they have someone to stand with 
them and know true reason they are coming. And 
to learn what instructions they need to follow.” (P4: 
RV)

Discussion

Given the recognized importance of social support, espe-
cially male partner social support, for PMTCT and EID 
uptake and retention [24], this study sought to understand 
the types of social support behaviors men provide their 
partners in the context of pre- and post-partum care and 
PMTCT/EID services. Studies on PMTCT/EID have exam-
ined male provision of social support from the perspective 
of female partners [5, 32–34] but the male perspective is 
lacking. By seeking the male perspective, we sought to 
better understand the types of social support behaviors 
most salient to men within the Kenyan cultural context, 
to examine how their overall perceptions of women’s pre- 
and post-partum needs translate into actual support, and 
to explore barriers and facilitators to male engagement.

Research indicates that in general men are supportive of 
their partners’ participation in PMTCT; [35, 36] however, 
a contradiction exists between their positive attitudes and 
participation rates in PMTCT/EID. This is attributed to 
cultural (concepts of male roles and African masculinity) 
[15, 19, 20], clinical (male unfriendly PMTCT services) 
[14] and economic barriers (financial constraints) [16–18]. 
While much of the literature on African male engagement 
in PMTCT/EID casts African constructs of masculinity 
as a barrier to uptake and support provision where male 
involvement goes against prevailing gender norms, oth-
ers see African conceptions of masculinity as playing 
a more diverse role depending on the context, acting as 
both a facilitator and a barrier to HIV service uptake [19, 
38–41]. Because traditional masculinity often identifies 
men in terms of their paternal responsibility in their role 
as fathers, providers and protectors of their families [19], 
this impacts not only how men engage in care seeking for 
themselves, but also for the care seeking of their families. 
Strong themes of male partner provision and leadership 
as head of household in this study are consistent with this 
traditional masculinity, especially in the realms of instru-
mental and informational support.

Similar to studies conducted with women reporting on 
the partner support they received, participants reported 
providing instrumental support through financial assis-
tance, and by accompanying their partners to clinic 
appointments [5, 32, 34]. Participants indicated that 
financial assistance pre- and post-pregnancy was the most 
salient type of support due to socio-cultural expectations 
of the man as provider and of financial security as a key 
marker of success in the eyes of the community and family. 
For men with HIV, being able to provide for their families 
seemed to gain even more urgency. HIV+ participants sug-
gested that in competing with and doing better than their 
HIV- counterparts they could claim an HIV+ identity that 
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is respectable, superior and resilient, despite additional 
challenges such as stigma and discrimination. This shows 
how traditionally masculine traits such as competitiveness 
can be used to propel a man with HIV to exceed social 
expectations. This is consistent with other studies showing 
that while notions of reputational masculinity (authority 
over family, risky behavior) can sometimes undermine 
HIV service uptake, masculine notions of respectability 
(good provider and father, faithful) can also lead men to 
seek treatment to maintain their health to better provide for 
their families [37]. In seeking respectability, Siu, Wight, 
and Seely [20] contend, HIV+ men can restore a masculin-
ity dented by HIV infection.

However, the findings also demonstrate that male part-
ners provide other types of social support that warrant sim-
ilar emphasis, if not more, given that provision of finan-
cial support is not always possible and that other forms of 
support are needed to encourage sustained engagement in 
PMTCT/EID. Other forms of support reported by partici-
pants included providing instrumental support involving 
activities traditionally reserved for women in Kenya and 
other African countries, such as helping with household 
chores pre- and post-partum and caring for the child post-
partum [15]. Especially for HIV+ men, it can be argued 
that this willingness to take on “feminine” roles by par-
ticipants supports their recasting of a masculine HIV+ 
identity that includes doing “whatever it takes” to ensure 
a healthy family. Providers and counsellors could use this 
framing in programing to increase male participation in 
PMTCT/EID by helping them see that the very act of their 
participation can help create a “resuscitated masculine” 
HIV+ identity [20]. Emphasizing the importance of other 
types of instrumental support during PMTCT/EID other 
than financial can be an empowering strategy to help male 
partners affirm their masculine role as successful provid-
ers, despite their economic status.

Participants also reported supporting their partners by 
providing informational support. The provision of informa-
tional support depended on male partners being prepared to 
discuss subjects often thought as taboo such as safe sex prac-
tices, which are important to the uptake of PMTCT services 
[15], but may also lead to uncomfortable discussions around 
fidelity. Participants indicated gender role shifts exempli-
fied by their provision of informational advice in realms 
traditionally considered that of women, such as breastfeed-
ing. However, participants often displayed a paternalistic 
approach to informational support that assumed a lack of 
capacity by their partners to understand clinical information 
and/or a lack of motivation in carrying out recommenda-
tions. This aligns with common male communication pat-
terns in Kenya and has been argued may affect women’s 
real and perceived sense of agency in taking care of their 
health [15]. However, if the informational support provided 

by partners reinforces provider advice, it may encourage 
positive behaviors by women engaged in PMTCT and EID 
services.

Participants also reported the provision of emotional sup-
port in ways that have not been previously discussed in the 
literature. Kenyan and other African men are often charac-
terized as ascribing to hegemonic masculinity that includes 
toughness, stoicism and aversion to signs of weakness or 
vulnerability [42]. Indeed, male denial of vulnerability and 
the construction of masculinity around power and strength 
and control has been found to contribute to health risk and 
gender based violence in South Africa [38, 42–44]. How-
ever, participants in this study displayed an openness and 
vulnerability when discussing their partners that counters 
Kenyan/African notions of hegemonic masculinity. The lan-
guage used by participants characterized the loving nature 
of many of their relationships despite the added complica-
tions of a HIV diagnosis and how emotional support was 
used to encourage a sustained engagement with the PMTCT/
EID cascade of care. However, participants also noted that 
not all men are willing to provide emotional support during 
pregnancy.

Although possibly superficial, the attitudes and behaviors 
portrayed by the male partners in this study resonates with 
work on gender equality where men increasingly challenge 
“notions of masculinity that restrict their humanity, limit 
their participation in the lives of their children and put them 
and their partners at risk” [45]. Participants seemed to agree 
that the first step to male engagement with EID/PMTCT is to 
get tested, as testing positive or knowing the status of one’s 
sexual partner is often the first step to identifying with HIV 
[46] and adopting an HIV+ identity; however, similar to 
the literature, [47] male partners wanted opportunities for 
greater male engagement beyond initial testing and linkage 
to care, citing their disappointment that support groups and 
Mentor Mother programs targeted towards women were not 
also available for men. The lack of such opportunities dem-
onstrates a gap and insufficient recognition of the roles that 
fathers/partners play.

Identifying male partners, like our participants, who are 
willing to engage in care despite these cultural barriers, 
indeed, who are reshaping cultural expectations of male 
engagement, may be a first step in increasing male engage-
ment and expanding the dimensions of male partner sup-
port to include a variety of instrumental, informational, and 
emotional support behaviors. Programs could strive to rou-
tinize the involvement of men and recast their role as agents 
who question and challenge gender norms that negatively 
affect the health of families. Additional goals, following par-
ticipant suggestions to reduce facility level barriers, could 
include: (1) addressing provider bias against male partners, 
(2) increasing male engagement, and (3) developing male 
support networks.
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Barriers to greater male engagement due to economic 
hardship, including hardship caused by HIV-related dis-
crimination in the workplace, highlight the need to include 
men as part of broader programing that addresses economic 
opportunities. HIV prevention/intervention programs that 
address various levels of the socio-ecological model mostly 
target women particularly in regard to economic advance-
ment in the form of microfinance development schemes. The 
strong desire by participants and other men like them to 
provide for their families as a fundamental part of their male 
role and HIV+ identity could be used to frame economic 
programming targeting men.

Limitations

This study is limited by its relatively small sample size, 
with one focus group for each geographic region of Kenya 
(Western, Central, Coastal), thus limiting generalizability. 
Furthermore, participants in these focus group were men 
already engaged in their partner’s PMTCT and EID care 
and were men willing to engage in a group discussion about 
that engagement; thus, they likely represent an exception 
to common male partner perspectives on PMTCT and EID 
rather than normative perspective. In addition, although a 
focus group setting can stimulate discussion, it can also acti-
vate participants’ sense of social desirability, thus affecting 
their responses. It is also important to note that Kenya has 
diverse tribal cultures such that although men may generally 
ascribe to larger cultural conceptions of masculinity, there 
are variations in tribal conceptualizations that this study can-
not account for. Findings are therefore not generalizable to 
all Kenyan men whose partners have gone through PMTCT 
and EID.

Conclusion

This study sought to understand the types of social support 
behaviors Kenyan men provide their partners in the context 
of pre- and post-natal care and PMTCT/EID services from 
the perspective of male partners themselves. Male partners 
highlighted their supportive roles in ways consistent with 
cultural conceptions of masculinity (financial provider, dom-
inant decision maker) and in ways that reshape traditional 
notions of male engagement and challenge gender norms 
(home maker, caregiver). Cultural and contextual barriers 
to male engagement remain, including economic hardship, 
stigma and discrimination in the workplace and facility envi-
ronments, as well as a general lack of support and oppor-
tunity for male engagement in PMTCT and EID services. 
Despite these challenges, male partners expressed enthu-
siasm for strategies that provided them a space to engage. 

Promoting economic opportunities for male partners, 
expanding opportunities for male partner testing and linkage 
to HIV services, increasing provider awareness of the need 
for male engagement, and developing male support networks 
may help facilitate greater male partner engagement.
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