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[bookmark: _Toc184158191][bookmark: _Toc229104348]OPERATIONAL DEFINITIONS
Antenatal couple HIV testing (ACHT): A diagnostic process done to determine the HIV status of a couple as reported by women receiving antenatal care.
Antenatal care (ANC): Routine health care provided to pregnant women at health facilities to monitor and improve maternal and fetal health during pregnancy.
Couple: Male and female partners in a relationship and both responsible for the current pregnancy.













[bookmark: _Toc229104349]ABSTRACT
Introduction: Antenatal Couple HIV Testing (ACHT) is a critical intervention for elimination of mother-to-child HIV transmission (eMTCT) through enabling early diagnosis, timely treatment, and joint decision-making among couples. Despite Uganda's 2006 policy promoting ACHT, its uptake remains suboptimal (12.9–34%) compared to global (53.7%) and Sub-Saharan African (37.7%) rates. Although data in relation to ACHT are available in Uganda from other study areas such as western Uganda and Rakai district, limited data exist on ACHT prevalence and associated factors at Kawempe National Referral Hospital (KNRH), a high-volume facility in Kampala.
[bookmark: _Toc184158192]Purpose: The study aimed to determine the prevalence and factors associated with couple HIV testing as reported by women receiving antenatal care at KNRH, Uganda.
[bookmark: _Hlk222814385]Methods: A health facility-based cross-sectional study was conducted among 181 pregnant women attending antenatal care at Kawempe National Referral Hospital during the period of December 2025 to February 2026. Participants were sampled by systematic sampling, and data were collected using interviewer administered structured questionnaires at the end of the ANC visit, by two research assistants (enrolled midwives) who had previously received a two-day training from the principal investigator. The primary outcome was prevalence of couple HIV testing as reported by women and the factors associated with couple HIV testing were assessed using modified Poisson regression, with a p-value < 0.05 considered statistically significant. 
Results: Of 1445 mothers that attended antenatal care during the study period, 181 mothers were enrolled, with mean age of 28 ± 6 years, and 175 (96.7%) were tested for HIV during the current pregnancy. Prevalence of antenatal couple HIV testing as reported by women was 20.6% [95% CI 14.3% - 26.9%]. HIV positivity rates were 0.6% among mothers and 4.1% among male partners in discordant relationship. Multivariable analysis showed that antenatal couple HIV testing was less likely in women aged ≥25 years (aPR= 0.5, 95% CI: 0.256–0.979, p = 0.043) compared to those aged below 25 years by 50%, but 7.4 times more likely in women who reported being aware of the availability of ACHT at the facility (aPR= 7.4, 95% CI: 1.710–31.656, p = 0.007) compared to those who reported unavailability of ACHT. Those who reported receiving adequate privacy and counselling  for HIV testing were 4.1 times more likely to have ACHT than those who reported inadequate privacy and counselling (aPR= 4.1, 95% CI: 2.051–8.072, p < 0.001). 
Conclusion: The prevalence of antenatal couple HIV testing was low (one in every five mothers), despite a high maternal testing coverage, highlighting gaps in male partner involvement during antenatal care. Young maternal age, availability of couple testing services, and provision of adequate privacy and counseling were strongly associated with uptake of  couple HIV testing during antenatal care. The findings indicate the importance of tailoring reproductive health interventions to young mothers, strengthening couple-based approaches, and provision of confidential care environments to maximize ACHT uptake.
Key Words: Antenatal care, Couple HIV testing, Male partner involvement, Uganda

[bookmark: _Toc229104350]CHAPTER ONE: INTRODUCTION
0. [bookmark: _Toc229104351] Background
Antenatal couple HIV testing (ACHT) is one of the interventions that guides informed decision making on reproductive health, adopting HIV preventive behaviors, and supporting partners to eliminate mother-to-child transmission of HIV during the antenatal and postnatal periods (Lolekha et al., 2014).  Antenatal couple HIV testing offers individuals (couples) an opportunity to test for HIV, receive their test results, and jointly disclose their status in an environment where support is provided by a counselor/health worker during the antenatal visit. Depending on the  HIV test results of each partner, a range of preventive, treatment, and support options can be discussed and decided upon together as a couple (World Health Organization, 2012).
In Uganda, antenatal couple HIV testing was made a policy in 2006, recommending all pregnant women have their male partners tested for HIV status during antenatal care and their full involvement in the antenatal period (Elin et al., 2010).  Regarding this policy, the majority of the hospitals providing antenatal care request pregnant women to attend with their spouses and encourage them to have HIV testing and counseling done as a couple (Ministry of Health, Uganda, 2016). In case one of the partners is positive, preventive measures such as PrEP (Pre-Exposure prophylaxis), barrier methods such as condoms, and ART (Antiretroviral therapy) adherence are important strategies to prevent mother-to-child transmission and partner HIV seroconversion (Foundation, 2015). For cases where both partners are HIV positive, ART adherence is recommended in both partners to ensure maximum viral load suppression (Ministry of Health, Uganda, 2022).
According to the World Health Organization, globally, by 2023, about 39.9 million people were living with HIV. Over 50% of people living with HIV are contributed by  Southern, Eastern, and Western Africa (Jahn et al., 2024). Globally, it is reported that over 1.3 million people acquire   HIV annually, and the total number of people who acquire  HIV annually, women aged above 15 years contribute the largest proportion (Ministry of Health, Uganda, 2023). In Uganda, by 2022, over 1.4 million Ugandan adults were living with HIV, over 800,000 were women, and 550,000 were men, all above 15 years of age (Ministry of Health, Uganda, 2022). 
Since 2016, the World Health Organization has reported an increased prevalence of HIV-discordant couples, and this has greatly contributed to an increased risk of HIV transmission among partners who do not adhere to the preventive measures of PrEP, barrier methods, and adequate adherence to ARVs. For couples adherent to the preventive approaches, there has been a reported reduction in the incidence of  HIV among HIV-negative sex partners and viral loads (Gunn et al., 2016).
In a study done in the Rakai district in Uganda, the rate of ACHT was found to be 34% in a community-based cross-sectional study. This rate was less than that of Sub-Saharan Africa (37.7%) and the global rate of 53.7% (Gunn et al., 2016). Several barriers to ACHT were noted and included the fear of positive tests by male partners, mistrust among couples, and limited male involvement in antenatal care (Nannozi, Wobudeya, & Gahagan, 2017). There has been an improvement in the antenatal couple HIV testing in Uganda over time, from 4.4% in 2012 to 6.9% in 2016, based on the study carried out in  Uganda (Nakanwagi et al., 2020). This has led to a great reduction in mother-to-child HIV transmission from 20% in 2000 to 2.8% in 2021 (Ministry of Health, Uganda, 2022). 
Most recently, in an implementation study done in Fort Portal, Kabarole district, located in western Uganda, 12.9% of the couples attending their ANC visit had ACHT done, and the rate increased to 29.5% on the second visit (Jahn et al., 2024). The ACHT rate was higher (51.7%) among couples whose female partners were provided with self-testing kits to be utilized by male partners at home in a study done in both Uganda and Kenya(Thirumurthy et al., 2016).
Despite these statistics, there has been no published study conducted at Kawempe National Referral Hospital. The purpose of this study, therefore, was to determine the prevalence and factors associated with antenatal HIV couple testing at Kawempe National Referral Hospital, Uganda. 


[bookmark: _Toc184158193][bookmark: _Toc229104352]1.2. Problem statement
 Despite a significant reduction in mother-to-child HIV transmission in Uganda, from 16.7% in 2016 to 2.3% in 2022 (Namara-Lugolobi et al., 2022). Antenatal couple HIV testing (ACHT) remains low in Uganda, according to previous studies done in the rural district of Rakai, at 34% (Matovu et al., 2015) and  12.9% in Kabarole district (Jahn et al., 2024). This is far below the global average rate of ACHT 53.7% (Gunn et al., 2016). While antenatal HIV testing among pregnant women has increased to 90% among all hospital deliveries, the male partner involvement has lagged due to individual factors of males and females, institutional factors, and sociocultural factors (Ministry of Health, Uganda, 2022). 
 The Ugandan Ministry of Health and World Health Organization have recommended ACHT policies since 2006, emphasizing early diagnosis and treatment of HIV to eliminate Mother-to- Child Transmission. The implementation of this policy has faced numerous challenges, such as health system barriers, inadequate staffing, shortage of HIV test kits, and limited space for integrating HIV testing and antenatal care of couples, noted in the study done in Katakwi and Mubende districts (Nannozi et al., 2017). Additionally, poor referral systems among health facilities are weak resulting in only 6% of women attending ANC facilities without onsite testing being referred elsewhere (Gunn et al., 2016).
Social barriers such as mistrust in marriages, fear of receiving discordant HIV test results, and stigma resulted in a low 4% antenatal couple HIV  testing in Iganga and Mayuge districts (Matovu et al., 2020). Couple attendance for antenatal care depends on the preexisting engagements, such as a formal invitation of men using letters and provision of incentives to those who participate in ANC. For example, formal male invitations doubled couple HIV testing in Western Uganda from 12.9% to 29% (Jahn et al., 2024).
To improve the rates of ACHT, HIV self-testing kits have been introduced, and mothers can be provided with kits to take home to have their spouses tested (Choko et al., 2017). The available published ACHT studies done in Uganda have focused mostly on the rural communities, neglecting the urban, which has challenges of overcrowding and a lack of partner invitation strategies (Matovu et al., 2015; Jahn et al., 2024). 
There is, however, no recent literature about ACHT at KNRH which is a high-volume facility in Kampala. Addressing these gaps is essential for tailoring interventions that leverage Uganda's prevention of mother-to-child transmission while closing the ACHT disparity.	
1.3. [bookmark: _Toc184158194][bookmark: _Toc229104353] Study justification
ACHT is a key strategy in eMTCT, but its implementation is not well documented.  Many mothers deliver without knowing their male partner's HIV test results. ACHT provides an early ART initiation window, improving compliance and drug adherence, thus reducing transmission risk.
It will also identify barriers, facilitators affecting the success of ACHT, and update KNRH's database, guiding better ACHT policies. Results will identify Uganda's Ministry of Health’s gaps in eMTCT programs.
Kawempe National Referral Hospital has a high-volume patient load and  being a national referral hospital, it receives mothers from all other lower facilities across Kampala and the surrounding districts of Wakiso, Mukono and Mpigi. There are no clear records on ACHT existing at KNRH, and being an urban hospital, it will reflect common issues among urban hospitals, and also policy recommendations, improve HIV status disclosure, and lessons obtained can be applied in other countries with a high HIV burden.


[bookmark: _Toc184158195][bookmark: _Toc229104354]1.4. Research question
 What is the prevalence and the factors associated with couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda?
[bookmark: _Toc184158196][bookmark: _Toc229104355] 1.5. General objective
To determine prevalence and factors associated with couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
[bookmark: _Toc184158197][bookmark: _Toc229104356]1.6. Specific objective
1. To determine the prevalence of couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
1. To determine factors associated with couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.














[bookmark: _Toc184158198][bookmark: _Toc229104357]1.7. Conceptual framework
 Institutional factors.
Availability of HIV test
Availability of ACHT awareness talks
HIV test results.
Method  ACHT
Health workers
Attitude towards ACHT.
Skills in ACHT services, such as education talks

Individual (women) factors.
Age 
Marital status 
Level of education
Occupation 
Gravidity 
residence 
Prior HIV Test
knowledge on PMTCT
Religion and cultural practices 
Spouse characters
Male partner HIV status, knowledge of PMTCT
Male partner support for free HIV communication
Antenatal couple HIV testing
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[bookmark: _Toc227527387]Figure 1. Conceptual Framework.



Narrative about ACHT and associated factors
The conceptual framework illustrates the factors influencing antenatal couple HIV testing and its ultimate impact on the reduction of mother-to-child transmission of HIV. It is structured into independent variables, categorized as either facilitators or barriers, and the dependent outcome, which is antenatal couple HIV testing.
Among the facilitators, the role of health workers is central. Their attitudes towards ACHT and their skills in delivering ACHT services, such as conducting educational talks, play a significant role in promoting the uptake of HIV testing among couples. Furthermore, Spouse-related facilitators include the male partner's HIV status, and their knowledge of Prevention of Mother-to-Child Transmission services, education level and occupation. Additional facilitators are the level of male partner support and the quality of communication between partners regarding HIV.
Conversely, several barriers may hinder antenatal couple HIV testing. These are categorized into institutional and individual (women's) factors. Institutional factors are crucial barriers if absent. These include the availability and cost of HIV testing, accessibility of ACHT awareness sessions, and provision of adequate privacy and counselling. These institutional provisions create an enabling environment that can enhance the willingness and ability of pregnant women and their partners to engage in ACHT. On the other hand, individual factors that may influence ACHT include age, marital status, level of education, occupation, gravidity, place of residence, prior HIV testing experience, and knowledge of PMTCT. These variables can affect a couple's likelihood of participating in ACHT, either positively or negatively. The overall outcome of effective ACHT is the reduction of mother-to-child transmission of HIV. 


[bookmark: _Toc184158199][bookmark: _Toc229104358]CHAPTER TWO: LITERATURE REVIEW
[bookmark: _Toc229104359]2.0. Global and regional overview of HIV/AIDS and antenatal couple HIV testing
Globally, HIV/AIDS remains a significant public health burden and is reported to have resulted in over 42.3 million deaths to date. HIV/AIDS transmission routes include: sexual intercourse ( vaginal, anal, or oral); sharing of injection instruments among drug abusers; and vertical transmission (mother-to-child transmission during pregnancy), and rarely through a needle stick or sharp injury among health workers (World Health Organization, 2024). As of 2023, an estimated 39.9 million people were living with HIV, 65% of whom were women, and approximately 630000 people died, and 1.3 million acquired HIV in 2023. There is no reported cure; however, with effective HIV prevention, diagnosis, and treatment care, the associated opportunistic infections have become manageable. By 2023, in reference to the 95-95-95 HIV preventive strategy, globally, it was 86-77-72 (World Health Organization, 2024).
One of the strategies to reduce mother-to-child transmission of HIV is through Antenatal couple HIV testing and counseling as it offers couples the opportunity to test, receive their results, and mutually disclose their status in an environment where support can be provided by a counselor/health worker and a range of preventive, treatment and support options can be discussed and decided upon together depending on the individual status (World Health Organization, 2012).
It's important to note that throughout Sub-Saharan Africa,  health systems are challenged to identify HIV during pregnancy to prevent mother-to-child transmission (Hardon et al., 2012). 
In Uganda, according to the HIV and AIDS Control Act 2014 (Devi, 2014), criminalizes HIV transmission. This allows health workers to disclose patients' status and also makes HIV testing mandatory among pregnant women and their partners, similar to the case in Malawi, where partner testing is mandatory (Angotti, Dionne, & Gaydosh, 2011).  
In Guinea and Sierra Leone, the HIV laws make it mandatory for every couple to have the HIV test done before marriage, and in Sierra Leone, the law goes on to criminalize any mother living with HIV who exposes her child or fetus to HIV (Pearshouse, 2014). 
[bookmark: _Toc184158200][bookmark: _Toc229104360]2.1. Antenatal couple HIV testing (ACHT)
Antenatal couple HIV testing is one of the interventions that guide making informed decisions on reproductive health, adopting HIV preventive behaviors, and supporting partners to eliminate mother-to-child transmission of HIV during the antenatal and postnatal periods (Lolekha et al., 2014).  Antenatal couple HIV testing offers individuals (couples) an opportunity to test for HIV, receive their test results, and jointly disclose their status in an environment where support is provided by a counselor/health worker during the antenatal visit. Depending on the  HIV test results of each partner, a range of preventive, treatment, and support options can be discussed and decided upon together as a couple (World Health Organization, 2012).
In Uganda, antenatal couple HIV testing was made a policy in 2006, recommending all pregnant women to have their male partners tested for HIV status during antenatal care and their full involvement in the antenatal period (Elin et al., 2010).  Regarding this policy, the majority of the hospitals providing antenatal care request pregnant women to attend with their spouses and encourage them to have HIV testing and counseling done as a couple (Ministry of Health-Uganda, 2016). In case if one of the partners is positive, preventive measures such as PrEP (Pre-Exposure prophylaxis), barrier methods such as condoms, and ART (Antiretroviral therapy) adherence are important strategies to prevent mother-to-child transmission and partner HIV seroconversion (Foundation, 2015). For cases where both partners are HIV positive, ART adherence is recommended in both partners to ensure maximum viral load suppression (Ministry of Health, Uganda, 2022).
[bookmark: _Toc184158201][bookmark: _Toc229104361]2.2. Prevalence of antenatal couple HIV testing
The prevalence of antenatal couple HIV testing at KNRH is unknown. However, globally, the ACHT is rated at 53.7%, and in Sub-Saharan Africa, it's rated at 37.7% (Gunn et al., 2016). A cross-sectional study was carried out in Thailand among pregnant women during the prenatal care period to determine the rate of HIV couple testing, the risk factors, and the reasons for male partners' refusal to have the test done after receiving information about the first visit. It was noted that only 37.5% of the couples had carried out an HIV test. And of the couples that carried out the test, only 3.3% were found positive for HIV (Pollahan et al., 2019).
In a community-based cross-sectional study to explore the different determinants of ACHT in Addis Ababa, Ethiopia, the uptake of antenatal couple HIV testing was noted to be 63.5%. The drivers of HIV testing included men's decision to take up the test by themselves (42.7%) and invitation by health care providers (28.7%) higher than the uptake reported globally  (Gizaw et al., 2021).
In Mbeya, Tanzania, in a comparative study, two groups of women were followed up with, wherein one group of women was purposely to have ACHT done, and the other was verbally invited. It was noted that the partner return rate for ACHT was higher at 30.9% among those with invitation letters compared to those with verbal invitations at 27.5%, and with subsequent invitations, the rates increased to 100% in both groups (Theuring et al., 2016).
In a community cross-sectional study carried out in Rakai District among pregnant women, it was noted that less than 30% of the couples had carried out ACHT. The ACHT motivators included the need to know each other's HIV status, getting a treatment companion or seeking treatment together, and also reducing mistrust between partners, while the ACHT barriers included the fear of the negative consequences associated with couple HIV testing, such as marital dissolution and mistrust among partners, and lastly, a conflicting work schedule (Matovu et al., 2015). The findings of the barriers towards couple HIV testing were similar to those identified in a study carried out in the Mukono district, and fear of the positive test emerged as the most predominant, followed by fear of mistrust among partners and participants (Nannozi, Wobudeya, & Gahagan, 2017).
In an implementation study carried out in the Kabarole district, western Uganda, among three health facilities of Fort Portal Regional Referral Hospital, Virika Hospital, and Kibiito Health Center 4, the ACHT was found to be 12.9%. The rate increased with subsequent ANC visits due to male partner invitations by health workers through phone calls or written letters, and the rate of HIV seroconversion decreased due to the reduced rate of partners engaging in high-risk behaviors (Jahn et al., 2024).
[bookmark: _Toc184158202][bookmark: _Toc229104362]2.3. Factors associated with antenatal couple HIV testing
Individual factors
Age 
In Thailand by a study done by Pollahan et al., noted that age of the mother/woman was not associated with ACHT (Pollahan et al., 2019). However, in Asian countries of India and Vietnam, age was significantly associated with ACHT, with young women (<20 years) more likely to screen for HIV than adults (Pharris et al., 2011).
Marital status
A woman's marital status was reported as not significantly associated with ACHT in Thailand (Pollahan et al., 2019).
Level of education
The woman's level of education was not associated with ACHT in Thailand (Pollahan et al., 2019), while in India and Vietnam, the level of education was significantly associated with ACHT, and it was reported to be higher among those who had completed university (Pharris et al., 2011).
Employment status	
The employment status of the mother was not associated with ACHT in Thailand; in a study done in the United States of America, it was noted that the employment status of the mother was significantly associated with ACHT. It was also noted that from the same study that women who were in formal employment were more likely to have ACHT done compared to those who were self-employed (Lolekha et al., 2014).
Residence
In another study done in Thailand by Rudrum et al., it was noted that couple residence was associated with an increased uptake of ACTH among women attending ANC. It was noted that about 13% of the couples preferred having the test done near them, while the majority preferred having the ACHT done far away from their home residence. The further the ACTH facility was from home, the more likely an ACTH test was to be done. The reported association was due to fear of stigmatization from the community (Rudrum et al., 2017).  In a study done in Addis Ababa, Ethiopia, it was noted that women residing in urban areas were more likely to have ACHT done compared to those from rural areas (Gizaw et al., 2021), while in a study carried out along the shores of L.Kyoga, it was noted that having stayed in the area for more than one and less than five years was associated with couple HIV screening (Nakiire et al., 2020).
Gestational age
From a study done in the United States by Szlachta-McGinn et al., it was found that gestational age at the first antenatal visit was associated with an increased uptake of ACHT. The antenatal couple's HIV test was noted to be lower in the third trimester than in the second and first trimesters. It was noted that mothers who attended ANC early in the first trimester were more likely to have their male partners tested than those who presented later (Szlachta-McGinn et al., 2020)
Gravidity
Several studies reported on the mothers' gravidity during the antenatal period, and none of the studies found any association between it and ACHT (Pollahan et al., 2019; Nakiire et al., 2020).
Prior HIV test
Prior HIV tests and disclosure of HIV test results were found to be associated with couple HIV testing in a study done along the shores of Lake Kyoga (Nakiire et al., 2020) and in a study done in the Kabarole district (Lucie Sabin et al., 2022).
Knowledge about eMTCT
Prior knowledge about eMTCT in a study done in Tanzania was associated with ACHT. Prior knowledge is attributed to the fear of women transmitting HIV to their children (Theuring et al., 2016); however, in a study done in the Kabarole district, the prior knowledge about eMTCT was not associated with ACHT.
Spouse characters	
Male involvement in ANC in Tanzania has been noted to influence the maternal ANC attendance from 40% to 90%. Male involvement has led to social support and male participation in ACHT, which has resulted in a decrease in HIV transmission from mother to child (International AIDS Conference, 2012).
Male partner’s HIV status
Couples where the partner is HIV positive are more likely to undergo ACHT compared to those where the partner is HIV negative in a study done in Nepal (Rosenberg et al., 2018); however, the male partner's fear of HIV-positive results was significantly associated with ACHT in the study done in Zimbabwe (Makoni et al., 2016).
Partner’s support
Partner support is associated with an increased likelihood for ACHT (World Health Organization, 2012). Partners' support is important in allowing couples to freely disclose their test results and also provide an avenue for preventive measures. Partner support was also noted in a study done in Fort Portal, where women who had male partners supported carrying out ACHT more than those who did not. Support was in terms of financial, physical, or moral support (Nakiire et al., 2020). 
Spouse's knowledge about eMTCT
Spouse's knowledge about eMTCT, and having information about discordant HIV test were significantly associated with ACHT in a study done in Ethiopia (Gizaw et al., 2021). The ACHT rate was noted to be two times higher among women whose husbands had knowledge about eMTCT than those whose husbands did not know about the elimination of mother-to-child HIV transmission.
Institutional factors
Turn-around time of HIV test results
Time taken for the turn-up of HIV results was associated with ACHT in a study done in Indonesia. It was noted that the shorter the turnaround time, the higher the rates of ACHT. Shorter turn-around time attributed to the lack of time wastage for work by men (Lucie et al., 2013). The study findings were similar to those carried out in Malawi (Rosenberg et al., 2018). However, in Thailand and Mongolia, limited time to inform and also perform the ACHT was an important barrier to couples (Munkhuu et al., 2006).
Method  ACHT
In Hai Phong Province, Vietnam, in a study by Gammeltoft and Rasch, it was noted that having the first antenatal check-up at a community health facility was associated with increased chances of being tested compared to provincial health facilities (Nguyen et al., 2010). It was also noted that having had ANC at a private clinic/hospital was a barrier to ACHT in Ho Chi Minh City, Vietnam (Khuu et al., 2018). The findings were similar to the study findings in Uganda, where couples were more likely to screen when community testing was done than hospital-based testing (Nannozi, Wobudeya, & Gahagan, 2017).
[bookmark: article1.body1.sec3.sec2.sec2.p8][bookmark: article1.body1.sec3.sec2.sec2.p9]Cost of HIV test
The cost of ACHT was found to be one of the factors influencing its uptake. Couples’ perception that the cost of ACHT was expensive was noted to be a barrier to ACHT in Indonesia (Baker et al., 2020) and in Thailand by Crozier et al (Crozier et al., 2013). In both studies, the cost of HIV screening affected the uptake of ACHT. The higher the cost, the less uptake of ACHT among women receiving ANC, but for Kawempe National Referral Hospital, all services are free.
Availability of ACHT awareness talks
Increased ACHT sensitization was found to be an enabling factor in Indonesia and Mongolia, and a lack of sensitization was not one of the inhibiting factors to ACHT uptake (Munkhuu et al., 2006). In East Africa and Uganda, there are no studies assessing the association between ACHT awareness and its uptake.
[bookmark: article1.body1.sec3.sec2.sec2.p11]Availability of HIV test
According to Crozier, having only one ANC check-up was associated with low uptake of ACHT, and increasing the number of ANC check-ups increased the uptake rate of ACHT (Crozier et al., 2013).
[bookmark: article1.body1.sec3.sec2.sec2.p12]Healthcare worker factors
Skilled staff in carrying out ACHT
In Thailand, ACHT training was reported in all facilities; 80% of the facilities carried out campaigns, and some of the reported barriers to ACHT included a low number of staff (50%) and busy workloads (30%). From a similar study, it was noted that being aware of the availability of skilled staff was associated with ACHT uptake (Rudrum et al., 2017).
Attitude towards ACHT
The attitude of health care workers was found not to be associated with the uptake of ACHT among women receiving ANC in Mukono district, Uganda (Nannozi, Wobudeya, & Gahagan, 2017). This finding was different from the study done in the Kabarole district, where health workers' attitude was noted to be associated with ACHT uptake. A strong attitude was reported to be associated with increased uptake of ACHT among women (Nannozi, Wobudeya, Matsiko, et al., 2017).


[bookmark: _Toc184158203][bookmark: _Toc229104363]CHAPTER THREE: METHODS
[bookmark: _Toc222750530][bookmark: _Toc184158204][bookmark: _Toc229104364]3.1. Study design
The study design was a facility-based cross-sectional study. It determined the exposure and outcome at the same time, and since antenatal care provides a snapshot of HIV status, the design captured the testing rates efficiently. Data were collected once with no follow-up on participants. It was possible to simultaneously analyze multiple exposures and outcomes and identify potential risks or protective factors for further study.
[bookmark: _Toc222750531][bookmark: _Toc184158205][bookmark: _Toc229104365]3.2. Study setting
Kawempe National Referral Hospital is located in Kampala District, the capital city of Uganda. It is a government obstetrics and gynecology national referral hospital with a total bed capacity of 200 beds. The hospital offers free health care for most of the services provided to patients. Antenatal mothers are reviewed by both doctors and midwives, and details of follow-up treatment and investigations recorded in the antenatal registers. Antenatal clinics are operated every week on Tuesday, Wednesday, and Thursday. Thursday scheduled for teenage mothers and first-time ANC attendees who might not have been aware of the clinic schedules, while Tuesday and Wednesday were designated specifically for high-risk mothers and those attending antenatal care for the second time or more.
At Kawempe National Referral Hospital, mothers are recommended to attend at least eight antenatal care visits and encouraged to involve their male partners in antenatal care services. In line with Ministry of Health recommendations, mothers are encouraged to undergo HIV testing as a couple rather than individually, and results recorded accordingly in the hospital register and antenatal care cards. The daily attendance ranges between 180-200 mothers, and approximately 10-15 mothers attend ANC together with their male partners daily. 
Antenatal couple HIV testing is carried out in the laboratory by qualified staff after counseling is provided by counselors or midwives regarding couple testing. Results are interpreted and recorded on the mother’s antenatal card.
[bookmark: _Toc222750532][bookmark: _Toc229104366]3.3. Population 
[bookmark: _Toc222750533][bookmark: _Toc184158207][bookmark: _Toc229104367] 3.3.1. Target population
The target population comprised of all pregnant women in Uganda who attended antenatal care services.
[bookmark: _Toc222750534][bookmark: _Toc184158208][bookmark: _Toc229104368] 3.3.2. Accessible population
The accessible population consisted of all pregnant women attending antenatal care at Kawempe National Referral Hospital.
[bookmark: _Toc222750535][bookmark: _Toc184158209][bookmark: _Toc229104369]3.3.3.  Study population
The study population included all pregnant women attending antenatal care at Kawempe National Referral Hospital during the data collection period who met the inclusion criteria and were physically able to respond to the questionnaire.
[bookmark: _Toc222750536][bookmark: _Toc184158210][bookmark: _Toc229104370]3.4.1. Inclusion criteria
The study included pregnant women who attended antenatal care at Kawempe National Referral Hospital regardless of gestational age. 
[bookmark: _Toc222750537][bookmark: _Toc184158211][bookmark: _Toc229104371]3.4.2. Exclusion criteria
[bookmark: _Toc184158212]The study excluded pregnant women who had cognitive impairment that would limit their ability to provide informed consent, such as those with attention or memory deficits.
Also excluded women with medical emergencies that required immediate medical attention, such as pre-eclampsia with severe features. These would require immediate care to control blood pressure and prevent convulsions on emergency wards, requiring follow up.  
[bookmark: _Toc222750538][bookmark: _Toc229104372]3.4.3. Statement on emancipated minors
In this study, emancipated minors were defined as individuals below the age of 18 who were pregnant, married, or living independently and responsible for their welfare. These were only allowed into the study if informed consent was provided by their  parents or guardians.
[bookmark: _Toc222750539][bookmark: _Toc184158213][bookmark: _Toc229104373]3.5. Sample Size Estimation
Sample size for the prevalence of ACHT among women receiving ANC
Using the sample size formula for proportion, and using a prevalence of ACHT as reported by a study done in the Western region (Jahn et al., 2024), was found at 12.9% during their first antenatal care visit. The sample size required for this study was calculated using the Kish-Leslie formula as follows (Kabanga et al., 2019). 
[image: https://file.scirp.org/Html/22-8202419/f450e80f-2cc1-436f-80f5-6808302053ce.jpg]
Where N is the total number of participants 
Z is the critical value at a 95% level of confidence, z=1.96
The known prevalence of ACHT among couples attending their first ANC visit was12.9%
d=margin of error, 0.05
N=0.129(1-0.129)1.96^2/0.05^2
N=173 participants
Sample size for associated factors
Using the formula for the two-proportion method (Hsieh, Block and Larsen (1998) formula). The sample size was calculated using the study done in Addis Ababa, Ethiopia whose prevalence of ACHT was 63.7%. Knowledge on HIV transmission from mother to child, prior experience of couple HIV testing, partner discussion on HIV testing during ANC and awareness of discordant results were associated with antenatal couple HIV testing with adjusted odds ratios(AOR) of ( 1.5,6.6,2.3,3.8) respectively(Gizaw et al., 2021). The total number of participants required to determine the factors associated with ACHT was calculated from the formula below.
[image: ]
Where;        
α is significant level (0.05)
1-ẞ is desired Power (80%)
B: is the odds ratio to be detected (AOR=1.5)
Р0 is the prevalence of ACHT (63.7%) (Gizaw et al., 2021)                                
N-required sample size, 181 participants. 
Hence, 181 pregnant women were taken as the required sample size since it was sufficient for both objectives. In case a participant withdrew from the study participation, a new participant was enrolled in the study.


[bookmark: _Toc222750540][bookmark: _Toc184158214][bookmark: _Toc229104374] 3.6. Sampling and Screening Procedure
A systematic sampling technique was employed to select study participants. The study population comprised all pregnant women attending antenatal care services at Kawempe National Referral Hospital during the study period, estimated at 1500 women. The sampling interval was determined based on the average daily ANC attendance, three days of data collection per week, and the required sample size.
k= [Total ANC attendance during study period]/ [sample size]=1500/181= 8.2, 
 k = 8
On each data collection day, the first participant was selected using simple random sampling from the first eight attendees at the ANC clinic. Thereafter, every 8th eligible woman presenting for ANC services was selected for inclusion in the study at the end of the visit. In cases where a selected participant was not eligible or declined to give consent, the next immediate eligible participant was approached to maintain the sampling interval and ensure continuity of the systematic sampling process. This procedure was followed until the required sample size was achieved.
Pregnant mothers attending ANC were identified before receiving antenatal care during the health education sessions. Their names were registered by the research assistant, and interviews regarding antenatal couple HIV testing (ACHT) were conducted after the antenatal care review (exit interview). The interview aimed to determine whether the mother had undergone HIV testing individually or as a couple during ANC visits and to identify associated factors.
To avoid recruiting the same participants during subsequent visits, a list of all enrolled participants was maintained to track those who had already participated in the study. Mothers’ antenatal care cards and HIV test result slips were reviewed during the interview process to verify evidence of antenatal couple HIV testing.
Doctors and midwives, counsellors conducting the antenatal clinic were informed about the study and the inclusion criteria and were requested to notify the principal investigator or research assistants, who then assessed potential participants for eligibility. The study was conducted on Tuesday, Wednesday, and Thursday, as these were the days the hospital operated ANC clinics, and data collection continued until the desired sample size was achieved.

[bookmark: _Toc222750541][bookmark: _Toc184158215][bookmark: _Toc229104375]3.7. Variables
Dependent variables
Antenatal couple HIV testing (ACHT) was the dependent variable in the study. It was defined as an instance where a pregnant woman underwent HIV testing together with her male partner and received the results during antenatal visit. It was measured as a binary variable (Yes/No) based on the woman’s self-report and was confirmed through review of antenatal care records.
Independent variables.
	Individual factors
	Variables.
Age
Occupation 
Marital status 
Level of education (mother, husband)
Gravidity 
Parity 
Knowledge of PMTCT.

	Institutional factors 
	Availability of HIV test
Availability of ACHT awareness talks
Provision of HIV counselling services 
Adequate privacy and counseling

	Spouse factors 
	Partner level of education
Partner occupation status
Partner support-accompaniment
Partner HIV status

	Health worker factors
	Attitude towards ACHT.
Skills in ACHT services, such as education talks
Health worker encouragement


[bookmark: _Toc227527338][bookmark: _Toc184158216][bookmark: _Toc222750542]Table 1. Independent variables
[bookmark: _Toc229104376]3.8. Data collection process 
Eligible pregnant women attending ANC during the study period were systematically sampled and approached for participation at the end of the ANC review. They were identified from the ANC daily registers, informed about the purpose of the study, and requested to provide consent using either English or Luganda. After obtaining written informed consent from eligible women, trained research assistants, administered a structured, interviewer-guided questionnaire in a private and confidential setting within the health facility at the end of the visit. The questionnaire captured socio-demographic characteristics, reproductive history, and partner involvement in HIV testing, including whether the respondent and her partner had undergone HIV testing as a couple during any ANC visit.
To validate self-reported information on couple HIV testing, each participant’s antenatal care card and health facility records were reviewed to confirm whether the partner had been present and had received HIV counseling and testing alongside the woman. All completed questionnaires were securely stored, and electronic data were entered into a password-protected database for analysis. Data collection was conducted on ANC clinic days at KNRH, which were Tuesday, Wednesday, and Thursday. The questionnaire was prepared in both English and Luganda to ensure uniform understanding among respondents. On average, about 15-18 mothers where recruited weekly into the study.
[bookmark: _Toc222750544][bookmark: _Toc184158218][bookmark: _Toc229104377]3.9. Data management and analysis
Data management
Questionnaires were edited for accuracy, completeness, and consistency. Completed data were entered in a computer using a data entry template developed in EpiData version 7.4.1 with built-in quality control checks. The dataset was then exported to Stata version 16 for statistical analysis. To ensure data quality, obtained data were double entered and cross-checked to ensure correctness and completion.
Data analysis
In descriptive analysis, continuous variables were summarized using means and standard deviations or medians and interquartile ranges where appropriate. Categorical variables were summarized using frequencies, proportions, and percentages. The prevalence of antenatal couple HIV testing was calculated by dividing the total number of women who reported couple HIV testing by the total number of women who tested for HIV during the study.
For bivariate analysis, modified Poisson regression was performed to determine factors independently associated with ACHT because the prevalence obtained from the study was above 10% (Martinez et al., 2017), when the outcome is frequent, the odds ratios overestimate the degree of association. The outcome variable was dichotomized as Yes (ACHT done) and No (ACHT not done). Each independent variable was analyzed separately to determine its association with ACHT. The strength of association was measured using crude prevalence ratios (cPR) and 95% confidence intervals (CIs).
For multivariable analysis, modified Poisson regression was conducted to determine factors jointly associated with ACHT. Variables with a p-value less than 0.2 at bivariate analysis and those previously reported in literature as associated with ACHT were included in the multivariable model. Variables were initially entered into a stepwise modified Poisson regression model. The interaction between variables remaining in the model was assessed. Confounding was assessed by examining a difference of more than 10% between crude and adjusted prevalence ratios (aPR). Statistical significance was set at a p-value less than 0.05. Final regression model was built by the backward elimination method.  
[bookmark: _Toc222750543][bookmark: _Toc184158217][bookmark: _Toc229104378]3.10. Data quality control.
To ensure reliability, the questionnaire was drafted using clear and familiar wording for both respondents and research assistants. It was pre-tested in a pilot study involving 10 participants whose data were not included in the final analysis. Two enrolled midwives were recruited as research assistants and underwent two-days of training before the commencement of data collection. The training emphasized the importance of maintaining participants’ confidentiality, due to the sensitivity of HIV test results of the participants. Questionnaires were cross-checked for completeness at the end of each interview. 
Completed questionnaires were collected daily by the principal investigator and securely stored under lock and key. 
[bookmark: _Toc222750545][bookmark: _Toc184158219][bookmark: _Toc229104379]3.11. Ethical considerations
Ethical approval was obtained from the School of Medicine Research Ethics Committee (SOMREC), approval number Mak-SOMREC-2025-568. Permission to conduct the study was sought from the Department of Obstetrics and Gynecology of Makerere University, and administrative clearance was obtained from Kawempe National Referral Hospital.
Written informed consent was obtained from all participants. Privacy and confidentiality were strictly maintained. Participants were assigned identification numbers not names and data  were collected from a private corner in the antenatal clinic. Collected data were kept under lock.  Participation was entirely voluntary, and respondents were informed of their right to withdraw at any time without affecting their access to healthcare services.
Special attention was given to vulnerable groups such as emancipated minors and HIV-positive individuals. For Minors (pregnant, married, or self-reliant mothers below 18 years), parental/guardian consent was obtained for all participants aged below 18 years in accordance with national ethical guidelines. Age-appropriate information was provided to ensure comprehension and voluntary participation.
For HIV-positive participants, confidentiality was strictly upheld. Data were anonymized using identification codes rather than names and securely stored with restricted access. No HIV status was disclosed to unauthorized individuals. Interviews were conducted in private settings to minimize stigma and unintended disclosure. Participants who experienced emotional distress were referred to counseling services within the hospital.
[bookmark: _Toc184158220][bookmark: _Toc229104380]3.12. Dissemination of results.
Study findings will be disseminated to the Department of Obstetrics and Gynecology at KNRH, the Ministry of Health, and the Directorate of Research and Graduate Training at Makerere University. The findings were also prepared for peer-reviewed publication.
[bookmark: _Toc229104381]
CHAPTER FOUR: RESULTS

[bookmark: _Toc229104382]4.1. Study profile 
A total of 1445 women attended ANC during the study period, of whom 210 were systematically screened for eligibility to participate in the study. Two hundred mothers were found eligible while 10 were not, with presence of medical emergencies (n=8) and being mentally unstable (n=2) as the major reasons for exclusion. Of the eligible mothers, a total of 189 mothers consented for the study and were recruited. However, eight mothers withdrew consent during the study mainly due to lack of time and fear of disclosing their HIV status, and hence the final sample comprised 181 mothers. All mothers enrolled completed the study with 100% response rate. 
Total ANC attendees at KNRH(Dec 2025 – Feb 2026)(n = 1445)



Screened for eligibility  (n= 210)




2 mentally unfit
8 Medical emergencies 


Eligible participants(n=200)





Consented (n = 189)                  
Decline Consent  (n =11)




Enrolled in study                                   (n = 181)

Withdraw after consent 
      (n = 8)



[bookmark: _Toc227527388]Figure 2: Study profile

[bookmark: _Toc229104383]4.2. Sociodemographic characteristics of women receiving antenatal care at Kawempe National Referral Hospital, Uganda.
A total of 181 women were enrolled in the study, with a mean age of 28 years and standard deviation of six years. Most women were aged 25-34 years 93(51.4%). The majority of participants were cohabiting, 116 (64.1%) and those legally married were 52 (28.7%). Women with secondary education were 79 (43.7%) and housewives were 74 (40.9%), followed by businesswomen 66 (36.5%). 
Lastly, most of male partners had secondary education 84 (46.4%) and were businessmen 106 (58.6%). 












[bookmark: _Toc227527339]Table 2: Sociodemographic characteristics of the study participants 
		Variable 
	Categories(n=181)
	Frequency 
	Percentage (%)

	Age *
	Mean
(SD)
	28
±6
	

	
	16-24
	58
	32.0

	
	25-34
	93
	51.4

	
	≥35

	30
	16.6

	Marital status
	Cohabiting
	116
	64.1

	
	Married 
	52
	28.7

	
	Single 

	13
	7.2

	Level of education
	No formal education 
	9
	5.0

	
	Primary 
	58
	32.0

	
	Secondary 
	79
	43.7

	
	Tertiary 

	35
	19.3

	Occupation
	Business woman
	66
	36.5

	
	Formal employment
	34
	18.8

	
	Housewife 
	74
	40.9

	
	Other[footnoteRef:1]  [1:  Reported none] 


	7
	3.8

	Religion
	Catholic 
	47
	26.0

	
	Anglican 
	26
	14.4

	
	Muslim 
Other[footnoteRef:2]  [2:  Born again, SDA, orthodox ] 


	51
57
	28.1
31.5

	Partner’s education
	No formal education
	6
	3.3

	
	Primary 
	22
	12.2

	
	Secondary 
	84
	46.4

	
	Tertiary 
	37
	20.4

	
	Don’t know

	32
	17.7

	Partner’s occupation
	Business 
	107
	58.6

	
	Employed
	66
	37.0

	
	Casual worker 
	8
	4.4





[bookmark: _Toc229104384]4.3. Obstetrics factors of women receiving antenatal care at Kawempe National  Referral Hospital, Uganda.
The majority of the participants were gravidae 2-4 82 (45.3%) and only 27 (14.9%) were primigravida (PG). Majority were in the 3rd trimester 129 (71.3%) and had attended 1-4 ANC visits, 107 (59.1%) with majority having 1-4 children, 130 (71.8%). Partner accompaniment was only reported in 67 (37.0%) of all participants.
[bookmark: _Toc227527340]Table 3: Obstetrics factors of study participants 
		Variable 
	Categories(n=181)
	Frequency 
	Percentage 

	Gravidity
	PG
	27
	14.9

	
	2-4
	82
	45.3

	
	≥5

	72
	39.8

	No. of live children
	zero
	41
	22.7

	
	1-4
	130
	71.8

	
	≥5 

	10
	5.5

	Gestation age at time of study 
	1st  trimester
	9
	5.0

	
	2nd  trimester
	43
	23.7

	
	3rd  trimester

	129
	71.3

	No of ANC visits
	1-4
	107
	59.1

	
	5-8
	71
	39.2

	
	>8

	3
	1.7

	Partner accompaniment
	No 
	114
	63.0

	
	Yes 
	67
	37.0






[bookmark: _Toc229104385]4.4. HIV testing practices among women receiving ANC at KNRH
Patterns of HIV testing 
A total of 175/181 (96.7%) mothers were tested for HIV in the current pregnancy and 49 (27.1%) husbands were reported to have tested for HIV (with or without the wives). Antenatal couple HIV testing was reported by 36/175 (20.6%) mothers and it was mainly done in 2nd  trimester 19 (52.8%). Among participants who were tested for HIV, the reported positivity rate was 0.6% among mothers and 4.1% among male partners. This indicates that there is discordance occurring among couples with more male partners being positive than the mothers in a ratio of 2:1. 
[bookmark: _Toc227527341]Table 4: HIV testing practices among women receiving ANC at KNRH
	Variable 
	Frequency (n=181)
	Percentage(%)

	Mother tested for HIV
	
	

	Yes 
	175
	96.7

	No 

	6
	3.3

	Partner tested for HIV[footnoteRef:3] [3:  Total male partners who tested within KNRH and elsewhere.] 

	
	

	Yes 
	49
	27.1

	No 
	132
	72.9

	
	
	

	Couple HIV testing (reported)
	Mother(n=175)
	

	Yes 
	36
	20.6

	No 
	139
	79.4

	
	
	

	Timing of couple HIV testing (n=36) 
	
	

	1st trimester 
	15
	41.7

	2nd trimester 
	19
	52.8

	3rd trimester
	2
	5.5

	
	
	

	Result 
	Mother (n=175)
	Partner (n=49)

	Positive 
	1 (0.6%)
	2 (4.1%)

	Negative 
	174 (99.4%)
	47 (95.9%)

	
	
	


[bookmark: _Toc229104386]4.5 Prevalence of couple HIV testing 
The prevalence of couple HIV testing as reported by the participants was 20.6% [95% CI 14.3% - 26.9%].
Table 5: Prevalence of couple HIV testing
	
	Options 
	Frequency 
	Percentage (%)
	95% CI

	ACHT 
	YES
	36
	20.6%
	14.3 - 26.9

	
	NO
	139
	79.4%
	

	Total 
	
	175
	100%
	



[bookmark: _Toc229104387]4.6. Factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
A modified Poisson regression analysis was done with all variables, with a p-value less than 0.2 on bivariate analysis considered for multivariate analysis. 
[bookmark: _Toc229104388]4.6.1. Bivariate analysis of sociodemographic factors associated with couple HIV testing among women receiving ANC at KNRH
The bivariate analysis showed that woman’s age was significantly associated with couple HIV testing, with women aged ≥25 years being less likely to report couple testing compared to those aged 16–24 years (cPR = 0.4, 95% CI: 0.219–0.812, p = 0.010). Married women (cPR = 1.1, 95% CI: 0.537–2.218, p = 0.809) and women with secondary/tertiary education (cPR = 1.2, 95% CI: 0.588–2.350, p = 0.648) were slightly more likely to report couple HIV testing as compared to unmarried women or women with primary/no formal education respectively, although this was not statistically significant. Participant occupation and religion did not show a statistically significant association, although employed women (cPR = 1.4, 95% CI: 0.692–2.766, p = 0.359) and Christian women (cPR = 1.6, 95% CI: 0.712–3.710, p = 0.249) showed an increased likelihood as compared to their counterparts. 
Regarding partner characteristics, women who did not know their partner’s education level were less likely to report couple HIV testing compared to those whose partners had secondary/tertiary education (cPR = 0.4, 95% CI: 0.119–1.284, p = 0.122), while those whose partners had no formal education/primary education also had 40% lower likelihood (cPR = 0.6, 95% CI: 0.210–1.695, p = 0.332), although both were not statistically significant. Partner occupation was also not significantly associated with couple HIV testing, although women whose partners were in formal employment had a higher likelihood compared to those whose partners were casual workers (cPR = 1.6, 95% CI: 0.222–11.814, p = 0.635). Overall, only age showed a statistically significant association with couple HIV testing at the bivariate level, while all other sociodemographic factors were not significantly associated.

[bookmark: _Toc227527342]Table 6. Bivariate analysis of sociodemographic factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
	[bookmark: _Hlk227519062]Variable 
	Options 
	ACHT
	cPR 95% CI
	P-value

	
	
	NO (n=145)
	YES 
(n=36)
	
	

	Age
	16–24
	39
	19
	Ref
	

	
	≥25
	106
	17
	0.4 (0.219–0.812)
	0.010

	Marital status
	Not married
	104
	25
	Ref
	

	
	Married
	41
	11
	1.1 (0.537–2.218)
	0.809

	Level of education
	None/primary
	55
	12
	Ref
	

	
	Secondary/ Tertiary 
	90
	24
	1.2 (0.588–2.350)
	0.648

	Occupation
	Not employed
	62
	12
	Ref
	

	
	Employed
	83
	24
	1.4 (0.692–2.766)
	0.359

	Religion
	Christian
	101
	29
	1.6 (0.712–3.710)
	0.249

	
	Muslim
	44
	7
	Ref
	

	Partner education
	Don't know
	29
	3
	0.4 (0.119–1.284)
	0.122

	
	None/Primary
	24
	4
	0.6 (0.210–1.695)
	0.332

	
	Secondary/Tertiary
	92
	29
	Ref
	

	Partner occupation
	Casual worker
	7
	1
	Ref
	

	
	Formal employment
	138
	35
	1.6 (0.222–11.814)
	0.635


	


[bookmark: _Toc229104389]4.6.2. Bivariate analysis of obstetric factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
The bivariate analysis showed that primigravida women were more likely to have antenatal  couple HIV testing compared to women with ≥5 pregnancies (cPR = 2.5, 95% CI: 0.834–7.789, p = 0.101), and those with 2–4 pregnancies (cPR = 1.8, 95% CI: 0.677–4.687, p = 0.242) although this was not statistically significant. Number of live children was similarly not significantly associated with couple HIV testing, although women who had no children showed a higher likelihood compared to those with five or more children (cPR = 3.2, 95% CI: 0.415–24.238, p = 0.266). The analysis showed that women who initiated ANC in the second trimester (cPR = 0.6, 95% CI: 0.148–2.104, p = 0.389) and third trimester (cPR = 0.6, 95% CI: 0.176–1.926, p = 0.375) were less likely to undergo couple HIV testing as compared to those who initiated ANC in first trimester although this was not statistically significant. Similarly, the number of ANC visits was not significantly associated with couple HIV testing, although women who attended 1–4 visits had slightly higher likelihood compared to those with more than four visits (cPR = 1.2, 95% CI: 0.620–2.415, p = 0.561). 






[bookmark: _Toc227527343]Table 7: Bivariate analysis of obstetric factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
	[bookmark: _Hlk227519079]Variable 
	Options 
	ACHT
	cPR 95% CI
	P-value

	
	
	NO (n=145)
	YES 
(n=36)
	
	

	Gravidity
	PG
	19
	8
	2.5 (0.834–7.789)
	0.101

	
	2–4
	88
	23
	1.8 (0.677–4.687)
	0.242

	
	≥5
	38
	5
	Ref 
	

	No. of live children 
	Zero
	28
	13
	3.2 (0.415–24.238)
	0.266

	
	1–4
	108
	22
	1.7 (0.228–12.555)
	0.607

	
	5 and above
	9
	1
	Ref 
	

	Gestation age 
	First trimester 
	6
	3
	Ref 
	

	
	Second trimester
	35
	8
	0.6 (0.148–2.104)
	0.389

	
	Third trimester
	104
	25
	0.6 (0.176–1.926)
	0.375

	ANC visits
	1–4 visits
	84
	23
	1.2 (0.620–2.415)
	0.561

	
	>4 visits
	61
	13
	Ref 
	












[bookmark: _Toc229104390]4.6.3. Bivariate analysis of institutional and health workers factors as reported by women receiving ANC.
[bookmark: _Toc227527344]The analysis showed that health worker encouragement was significantly associated with couple HIV testing, with women who were encouraged by health workers being more likely to test as couples compared to those who were not encouraged (cPR = 9.0, 95% CI: 1.232–65.642, p = 0.030). Also, women who reported availability of couple HIV testing services at the health facility (cPR = 11.0, 95% CI: 2.636–45.672, p = 0.001) and women who reported adequate privacy and counseling about couple HIV testing during ANC (cPR = 7.2, 95% CI: 3.744–13.857, p < 0.001) were more likely to test as couples compared to those who reported non-availability or lack of privacy respectively. The analysis also showed that women who were aware of the importance of couple HIV testing had a slightly higher likelihood compared to those who were not aware (cPR = 1.4, 95% CI: 0.193–10.278, p = 0.736) although this was not statistically significant. Overall, health system-related factors, particularly health worker encouragement, service availability, and adequate privacy and counseling, showed significant positive associations with couple HIV testing, while awareness of the importance of couple testing was not significantly associated.
 Table 8: Bivariate analysis of institutional and health workers factors as reported by women receiving ANC.
	[bookmark: _Hlk227519098]Variable 
	Option
	ACHT
	cPR 95% CI
	P-value

	
	
	NO (n=145)
	YES (n=36)
	
	

	Aware of importance ACHT
	No
	6
	1
	Ref 
	

	
	Yes

	139
	35
	1.4 (0.193–10.278)

	0.736


	Health workers encouragement
	No
	36
	1
	Ref
	

	
	Yes

	109
	35
	9.0 (1.232–65.642)

	0.030


	ACHT availability at 
facility
	No
	69
	2
	Ref
	

	
	Yes
	76

	34
	11.0 (2.636–45.672)

	0.001


	Adequate privacy and counseling at ANC
	No
	142
	19
	Ref
	

	
	Yes
	3
	17
	7.2 (3.744–13.857)
	<0.001














[bookmark: _Toc229104391]4.6.4. Multivariable analysis of factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
After adjusting for potential confounders, age remained significantly associated with couple HIV testing, with women aged ≥25 years being less likely to report couple HIV testing compared to those aged 16–24 years by 50% (aPR = 0.5, 95% CI: 0.256–0.979, p = 0.043).  Being aware of the availability of antenatal couple HIV testing services at the facility was independently associated with higher uptake of couple HIV testing, as women who reported availability of ACHT services being 7.4 times more likely to test as couples compared to those who reported being unaware (aPR = 7.4, 95% CI: 1.710–31.656, p = 0.007). Similarly, receiving adequate privacy and counselling during ANC was significantly associated with couple HIV testing, with women who reported adequate privacy and counselling being 4.1 times more likely to test as couples compared to those who did not (aPR = 4.1, 95% CI: 2.051–8.072, p < 0.001). Other variables such as partner’s level of education, gravidity and health worker encouragement were not statistically significant.







[bookmark: _Toc227527345]Table 9: Multivariate analysis of factors associated with couple HIV testing as reported by women receiving ANC at KNRH, Uganda.
	Variable 
	Options 
	cPR 95% CI
	P-value
	aPR 95% CI
	P-value

	Age
	16–24
	Ref 
	
	
	

	
	≥25

	0.4 (0.219–0.812)

	0.010

	0.5(0.256–0.979)

	0.043*


	Partner education
	Don't know
	0.4 (0.119–1.284)
	0.122
	0.7(0.21-2.18)
	0.521

	
	None/Primary
	0.6 (0.210–1.695)
	0.332
	0.8(0.29-2.12)
	0.635

	
	Secondary/
Tertiary

	Ref 
	
	
	

	Gravidity
	PG
	2.5 (0.834–7.789)
	0.101
	1.9(0.71-4.82)
	0.209

	
	2–4
	1.8 (0.677–4.687)
	0.242
	1.4(0.58-3.45)
	0.442

	
	≥5
	Ref 

	
	
	

	Health workers encouragement
	No
	Ref
	
	
	

	
	Yes 
	9.0 (1.232–65.642)
	0.030
	3.2(0.85-12.11)
	0.086


	ACHT availability at facility
	No
	Ref
	
	
	

	
	Yes
	11.0(2.636–45.672)

	0.001

	7.4(1.710–31.656)

	0.007*


	Adequate privacy and counselling at ANC
	No
	Ref
	
	
	

	
	
Yes

	7.2(3.744–13.857)
	<0.001
	4.1(2.051–8.072)
	<0.001*


 * statistically significant at p < 0.05



[bookmark: _Toc222074778][bookmark: _Toc229104392]CHAPTER FIVE: DISCUSSION
[bookmark: _Toc229104393]5.0. Introduction 
This study aimed to assess the prevalence of couple HIV testing as reported by women receiving antenatal care at Kawempe National Referral Hospital and the associated factors. In this study, the prevalence of couple HIV testing as reported by women receiving antenatal care was 20.6%, and factors associated included young age, reported availability of couple testing at the health facility and sufficient privacy and counseling during ANC. 
[bookmark: _Toc222074779][bookmark: _Toc229104394]5.1. Prevalence of couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
In this study, the prevalence of antenatal couple HIV testing was low at 20.6%, implying that for every five women attending ANC, only one had HIV tested together with her male partner. This is lower than the global prevalence of 53.7%, the prevalence in Sub-Saharan Africa, 37.7%, and Thailand, 37.5% (Gunn et al., 2016). The prevalence of couple HIV testing noted in this study is also lower than rates reported elsewhere in similar SSA countries such as Ethiopia, 63.5%  (Gizaw et al., 2021),  Tanzania, 30.9% (Theuring et al., 2016) and from a community-based cross-section study done in Rakai district 30% (Matovu et al., 2015). 
The disparity in prevalence rates between this study and the global estimate, Sub-Saharan Africa, and specific countries can be explained by a combination of health system, sociocultural, and methodological differences across settings. One key explanation lies in differences in health system organization and service delivery models during antenatal care. Countries such as Thailand and Ethiopia have implemented more structured and partner-inclusive antenatal care programs, including routine partner invitation letters, community outreach, and integration of HIV testing into broader family health services. For example, the high prevalence reported in Ethiopia (63.5%) has been partly attributed to strong community health extension programs and aggressive promotion of male involvement in maternal health (Gizaw et al., 2021).
 In contrast, the lower prevalence in the current study may reflect limited implementation or uptake of such partner-focused strategies, as well as health facilities that are not sufficiently male-friendly (Heugh et al., 2026). In the Ugandan setting, antenatal clinics are still perceived as spaces primarily for women, which discourages male participation (Singh et al., 2014). Sociocultural factors also play a significant role in explaining the observed differences as in many Sub-Saharan African contexts, including Uganda, gender norms and expectations often position pregnancy and antenatal care as a woman’s responsibility, limiting male involvement (Anguzu, 2021). 
However, the prevalence of couple HIV testing in this study is higher than that reported in countries such as the Dominican Republic (9.1%) and Georgia (13.8%) (Tiendrebeogo et al., 2017). The prevalence is also  higher than that reported in previous studies done in Uganda which reported that only 4.7% of male partners underwent HIV testing during antenatal care in Eastern Uganda (Byamugisha et al., 2011) and from the study done in Western Uganda 12.7% in 3 health facilities of Kibiito HC4, Virika hospital and Fort-Portal hospital (Jahn et al., 2024). The findings suggest improvement in male partner involvement in ANC and couple HIV testing in Uganda, possibly due to expanded HIV awareness campaigns and integration of prevention of mother-to-child transmission (PMTCT) services into routine antenatal care. 
The lower prevalence between Kawempe National Referral Hospital and that obtained in Kabarole district was best explained by the timing of the participant recruitment into the study, while for KNRH, all women were recruited despite their ANC visit, Kabarole only recruited women during their first ANC visit. Mothers coming for their first ANC could be unaware of the availability and importance of having ACHT compared to those during other visits.
Also in this study, it was noted that 96.7% mothers were tested for HIV in the current pregnancy during ANC. These findings were in agreement with the first component of the 95-95-95 HIV preventive strategies that was noted from health survey called out in 2021-2022 during the Uganda Population-based HIV impact assessment (PHIA Project, 2022), this reflects a clear path towards the fight against HIV/AIDS as seen in other SSA countries such as Botswana, Tanzania where 95-95-95 HIV preventive strategies were achieved even way before its deadline in 2025 (Maheu-Giroux & Mishra, 2024). The findings reflect a high coverage of routine HIV testing in ANC, given that HIV testing strategy used currently is the Opt-out strategy where mothers attending ANC in Uganda are given provider initiated counselling, and the testing only done to those who consent for the test (Larsson et al., 2012). 
Although the difference appears small, it is programmatically significant, as achieving 100% testing coverage is critical for the early identification of HIV-positive pregnant women and the prevention of mother-to-child transmission. Therefore, the findings suggest that while ANC-based HIV testing services are largely effective in the study setting, targeted efforts are still needed to eliminate missed opportunities and ensure universal testing coverage among all pregnant women attending ANC.
The HIV positivity rates among couples who tested during antenatal care was 0.6% among mothers compared to 4.1% among male partners. This further explains the need for having couple HIV testing because mother could be negative at the start of ANC and turn positive by delivery or breastfeeding time, thus increasing the risk for mother-to-child transmission and need for early preventive measures such as use of condoms, pre-exposure ART prophylaxis among discordant couples (Kuete et al., 2016).
[bookmark: _Toc222074780][bookmark: _Toc229104395]5.2. Factors associated with couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
The present study noted that couple HIV testing was less likely among women aged ≥ 25 years as compared to young women. This finding is consistent with studies from Sub-Saharan Africa which have shown that younger women are more likely to involve their partners in ANC services, with research in Ethiopia reporting significantly higher couple HIV testing among women aged below 25 years  (Degefa, Dure, Getahun, Bukala, & Bekelcho, 2024). The higher likelihood of couple testing among younger women in this study may be explained by greater openness to HIV testing in young couples and majority of them being escorted by their partners for ANC, which facilitate partner communication and joint decision-making. 
In contrast, older women may face barriers such as established gender norms, fear of partner resistance, or prior assumptions about HIV status within long-term relationships, reducing the perceived need for joint testing (Matovu et al., 2015). These findings imply that age-specific strategies may be necessary, with targeted interventions aimed at older couples to address entrenched sociocultural barriers and improve uptake of couple HIV testing across all age groups (Sharma et al., 2017).
In this study, it was noted that couple HIV testing was more likely in women who reported availability of couple HIV testing services at the facility as compared to those who were uncertain about the availability of these services. This finding aligns with previous studies from Indonesia and Mongolia, which identified that increased ACHT sensitization and awareness were enabling factors, and lack of sensitization was noted to be one of the inhibiting factors to ACHT uptake (Munkhuu et al., 2006). Notably, although these services are available at the study facility, the observed association suggests that perceived availability of services may be more influential than actual availability. Women who are aware of the existence of couple testing services are more likely to inform and encourage their partners to attend, facilitating joint participation (Jahn et al., 2024). The findings of this study may therefore reflect gaps in health education, counseling, or provider communication during ANC visits, leading to missed opportunities for promoting partner involvement. 
This study also revealed that couple HIV testing was more likely among women who reported receiving adequate privacy and counseling during ANC compared to those who did not. This finding complements the earlier observation on availability, suggesting that beyond simply knowing services exist, the manner in which they are delivered significantly shapes utilization. Similar findings have been reported in other settings, where respectful care, confidentiality, and comprehensive counseling were associated with increased male partner involvement and uptake of couple HIV testing. For instance, a qualitative study done in Uganda found that women who perceived ANC services as confidential and supportive were significantly more likely to return with their partners for testing (Larsson et al., 2012). Adequate privacy likely reduces fears related to stigma, unintended disclosure, and relationship conflict, while effective counseling enhances understanding of the benefits of couple testing and builds confidence in navigating potential outcomes(Nannozi, Wobudeya, & Gahagan, 2017),(World Health Organization, 2012). 
[bookmark: _Toc222074782][bookmark: _Toc229104396]5.3. Strengths and limitations of the study
Strength
The study was conducted at KNRH, a high-volume urban referral facility, thus enhancing the relevance of the findings to other public health facilities with similar settings in Uganda. 
The relatively high response rate and structured data collection tools improved internal validity and consistency of the findings.
Limitations 
The study relied on self-reported information from women during data collection, which may have introduced recall bias or social desirability bias, particularly regarding partner HIV testing and couple testing status. Some women may have over-reported positive health behaviors. In order to overcome recall bias, particularly on the prevalence of ACHT, verification of results through ANC cards, registers, or test slips was done and also the study focused on the current pregnancy.
 Additionally, the study was conducted at a single national referral hospital in an urban setting, the findings may not be fully generalizable to rural health facilities or lower-level health centers. 
[bookmark: _Toc222074783]Lastly, the study did not directly interview male partners, limiting a deeper understanding of male-specific barriers and perspectives. 


[bookmark: _Toc229104397]CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS
[bookmark: _Toc222074784][bookmark: _Toc229104398]6.1. Conclusion 
The prevalence of couple HIV testing as reported by women receiving antenatal care is low (20.6%), with one in every five women reporting ACHT, a higher positivity rate among male partners 4.1% compared to mothers 0.6%  among discordant couples. Key factors associated with antenatal couple HIV testing (ACHT) included younger maternal age, availability of ACHT testing services at facility and provision of adequate privacy and counselling during antenatal care. 
[bookmark: _Toc222074785][bookmark: _Toc229104399]6.2. Recommendations
Policy recommendations: The Ministry of Health and relevant stakeholders should develop and enforce policies that promote male partner involvement in antenatal care, including incentives and guidelines for couple HIV testing due to the increasing prevalence of discordance among couples attending ANC. 
Practice recommendations: Kawempe National Referral Hospital  should ensure that couple HIV testing services are well communicated throughout all age groups,  provide adequate privacy and comprehensive counseling of couples attending antenatal care and adopt  community-based interventions, such as male-targeted health education campaigns. 
Research recommendations: Further studies should explore male partners’ perspectives and barriers to participation in antenatal HIV testing to inform and design more effective male-inclusive interventions.
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[bookmark: _Toc131664465]Participants' identification number…………………………………………
Study title: Prevalence and Factors Associated with Couple HIV testing as reported by women receiving antenatal care at Kawempe National Referral Hospital, Uganda.
Investigators: Dr. Kyakuha Solomon.
                           Registration number: 2023/HDO7/2818U.
                           Email. skyakuha@gmail.com
                           Contact: 0779846535/0752569563
Brief background and rationale of the study: 
Antenatal Couple HIV Testing is a critical intervention for preventing mother-to-child HIV transmission (eMTCT) by enabling early diagnosis, treatment, and joint decision-making among couples. Despite Uganda’s 2006 policy promoting ACHT, uptake remains suboptimal (12.9–34%) compared to global (53.7%) and Sub-Saharan African (37.7%) rates. Limited data exist on ACHT prevalence and associated factors at Kawempe National Referral Hospital (KNRH), a high-volume facility in Kampala.
A description of sponsors of the research project and the organizational affiliation of the researchers:  
The research project is student research with no external funders. It's entirely funded by the student(Kyakuha Solomon) and  affiliated to Makerere University, College of Health Sciences, Department of Obstetrics and Gynaecology. 
Purpose: The study will provide evidence to guide KNRH and Uganda’s Ministry of Health in strengthening ACHT policies, improving male engagement, and scaling up community sensitization to achieve eMTCT targets. Results will be disseminated to stakeholders and published to inform regional HIV prevention strategies.
The estimated duration the research participant will take in the research project:
The study is estimated to last for a total period of one year, but each participant is estimated to take about a total of forty minutes (45 minutes) to participate in the study, and there will be no follow-up after the study.
Procedures: 
We shall identify pregnant women from antenatal clinic area. We shall explain to the participant the purpose of the study and ask each to take part in the study. If you agree to participate in the study, the researcher will take you to a private room and conduct the interview. The researcher shall also have to look at your antenatal records to see if you had HIV testing with your partner or not. 
Who will participate in the study: 
The study will enrol a total of 181 participants in 2 months, you have been as a participant because you are pregnant and are receiving your antenatal care at Kawempe National Referral hospital.
Risks/Discomforts: 
Although I do not anticipate any risk related to your participation in the study, I am aware you may feel some discomfort as you are being asked questions in the questionnaire.  Feel free to pause the interview in case you feel any form of discomfort. 
Benefits: 
There are no direct benefits for you participating in the study. However, I will help you ensure you are being attended to by healthcare workers and ensure that you are screened for HIV as per the Ministry of Health guides if you consent to it. The results of this study will aid in addressing challenges faced during the implementation of antenatal couple HIV testing services by policymakers and ensuring its availability at the facility, thus decreasing the burden of mother-to-child HIV testing.
Confidentiality: 
Any information that identifies you will not be shared with anyone else outside the study and will be mainly used for the study purposes. The study number known to you and the researcher/research assistants will be used instead of your name. The information obtained from you will be kept under key lock. Information will be shared with other stakeholders for analysis and publication after all your personal information that identifies you has been deleted. Important to note, School of  Medicine Research and Ethics Committee (SOMREC) and Uganda National Council for sciences and Technology(UNCST) which oversees this research may have access to personal information that identifies you if needed/required.
Alternatives: 
Participation in this study is not mandatory but voluntary and you are free to withdraw from the study at any point during the participation without any penalty or loss of benefits for your participation.
Cost: 
As a participant, you will not be asked to pay anything for your participation in the study, the study investigator will incur all the required costs for this study.
Compensation for participation in the study:
Participants will be compensated with 10,000/=  for their time.
Reimbursement: 
There will be no reimbursement for participation in the study due to limited funds and short duration you will take in the study.
Questions about the study: 
If you ever have questions about the study, feel free to contact:  Dr. Kyakuha Solomon, resident at the Department of Obstetrics and Gynaecology, Kawempe National Referral Hospital, Uganda. Email Address. skyakuha@gmail.com or Telephone number: 0779846535/0752569563.
Questions about participants' rights:  
Your rights in the study will be observed and respected. For example, the place of interview, refusal to be interviewed, or withdrawal from the study. If you have any questions about your rights as a participant in this study feel free to contact the School Of Medicine Research and Ethics Committee(SOMREC) chairperson Prof. Ponsiano Ocama on Telephone number 0772421190.
Statement of voluntariness: 
Participation in the study is purely voluntary and participants can withdraw from the study at any point during the study without any penalty.
Dissemination of results:  
The findings of the study will be summarised in a report which will be shared with the director of Kawempe National Referral Hospital, Department Of Obstetrics and Gynaecology, and to the patients of similar category during health education teachings.  Findings will be published in a free journal and also presented in scientific meetings.

 Ethical approval: 
This study proposal by School Of Medicine Research and Ethics Committee(SOMREC). 
CONSENT.
Statement of consent after understanding the study and a signature portion.
STATEMENT OF CONSENT
........................................................................... has described to me what is going to be done, the risks, the benefits involved, and my rights regarding this study. I  understand that our decision to participate in this study will not alter my  usual medical care. In the use of this information, our identity will be concealed. I am   aware that we may withdraw at any time. we understand that by signing this form, I do not waive any of my legal rights but merely indicate that we have been informed about the research study in which I  voluntarily agreeing to participate. A copy of this form will be provided to me.
[bookmark: _Hlk130228694]Name……………………………………………..
Signature/thumbprint of participant……………………………………..Date ……
Name ………………………………………….
signature of witness………………………  ……………………………Date…………	
Name ………………………………………………………..
Signature of interviewer ………………………………………………..Date ………………….
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Participants' identification number…………………………………………
Study title: Prevalence and Factors Associated with Couple HIV testing as reported by women receiving antenatal care at Kawempe National Referral Hospital, Uganda.
Investigators: Dr. Kyakuha Solomon.
                           Registration number: 2023/HDO7/2818U.
                           Email. skyakuha@gmail.com
                           Contact: 0779846535/0752569563
Brief background and rationale of the study: 
Antenatal Couple HIV Testing is a critical intervention for preventing mother-to-child HIV transmission (eMTCT) by enabling early diagnosis, treatment, and joint decision-making among couples. Despite Uganda’s 2006 policy promoting ACHT, uptake remains suboptimal (12.9–34%) compared to global (53.7%) and Sub-Saharan African (37.7%) rates. Limited data exist on ACHT prevalence and associated factors at Kawempe National Referral Hospital (KNRH), a high-volume facility in Kampala.
A description of sponsors of the research project and the organizational affiliation of the researchers:  
The research project is student research with no external funders. It's entirely funded by the student( Kyakuha Solomon) and  affiliated to Makerere University, College of Health Sciences, Department of Obstetrics and Gynaecology. 
Purpose: The study will provide evidence to guide KNRH and Uganda’s Ministry of Health in strengthening ACHT policies, improving male engagement, and scaling up community sensitization to achieve eMTCT targets. Results will be disseminated to stakeholders and published to inform regional HIV prevention strategies.
The estimated duration the research participant will take in the research project:
The study is estimated to last for a total period of one year, but each participant is estimated to take about a total of forty minutes (45 minutes) to participate in the study, and there will be no follow-up after the study.
Procedures: 
we shall identify pregnant women from antenatal clinic area. We shall explain to the participant the purpose of the study and ask each to take part in the study. If you agree to participate in the study, the researcher will take you to a private room and conduct the interview. The researcher shall also have to look at your antenatal records to see if you had HIV testing with your partner or not. 
Who will participate in the study: 
The study will enrol a total of 181 participants in 2 months, you have been as a participant because you are pregnant and are receiving your antenatal care at Kawempe National Referral hospital.
Risks/Discomforts: 
Although I do not anticipate any risk related to your participation in the study, I am aware you may feel some discomfort as you are being asked questions in the questionnaire.  Feel free to pause the interview in case you feel any form of discomfort. 
Benefits: 
There are no direct benefits for you participating in the study. However, I will help you ensure you are being attended to by healthcare workers and ensure that you are screened for HIV as per the Ministry of Health guides if you consent to it. The results of this study will aid in addressing challenges faced during the implementation of antenatal couple HIV testing services by policymakers and ensuring its availability at the facility, thus decreasing the burden of mother-to-child HIV testing.
Confidentiality: 
Any information that identifies you will not be shared with anyone else outside the study and will be mainly used for the study purposes. The study number known to you and the researcher/research assistants will be used instead of your name. The information obtained from you will be kept under key lock. Information will be shared with other stakeholders for analysis and publication after all your personal information that identifies you has been deleted. Important to note, School of  Medicine Research and Ethics Committee (SOMREC) and Uganda National Council for sciences and Technology(UNCST) which oversees this research may have access to personal information that identifies you if needed/required.
Alternatives: 
Participation in this study is not mandatory but voluntary and you are free to withdraw from the study at any point during the participation without any penalty or loss of benefits for your participation.
Cost: 
As a participant, you will not be asked to pay anything for your participation in the study, the study investigator will incur all the required costs for this study.
Compensation for participation in the study:
Participants will be compensated with 10,000/=  for their time.
Reimbursement: 
There will be no reimbursement for participation in the study due to limited funds and short duration you will take in the study.
Questions about the study: 
If you ever have questions about the study, feel free to contact:  Dr. Kyakuha Solomon, resident at the Department of Obstetrics and Gynaecology, Kawempe National Referral Hospital, Uganda. Email Address. skyakuha@gmail.com or Telephone number: 0779846535/0752569563.
Questions about participants' rights:  
Your rights in the study will be observed and respected. For example, the place of interview, refusal to be interviewed, or withdrawal from the study. If you have any questions about your rights as a participant in this study feel free to contact the School Of Medicine Research and Ethics Committee (SOMREC) chairperson Prof. Ponsiano Ocama on Telephone number 0772421190.
Statement of voluntariness: 
Participation in the study is purely voluntary and participants can withdraw from the study at any point during the study without any penalty.
Dissemination of results:  
The findings of the study will be summarised in a report which will be shared with the director of Kawempe National Referral Hospital, Department Of Obstetrics and Gynaecology, and to the patients of similar category during health education teachings.  Findings will be published in a free journal and also presented in scientific meetings.
 Ethical approval: 
This study proposal by School Of Medicine Research and Ethics Committee (SOMREC). 

CONSENT.
Statement of consent after understanding the study and a signature portion.
STATEMENT OF CONSENT
........................................................................... has described to me what is going to be done, the risks, the benefits involved, and my rights regarding this study. I  understand that our decision to participate in this study will not alter my  usual medical care. In the use of this information, our identity will be concealed. I am   aware that we may withdraw at any time. we understand that by signing this form, I do not waive any of my legal rights but merely indicate that we have been informed about the research study in which I  voluntarily agreeing to participate. A copy of this form will be provided to me.
Name……………………………………………..
Signature/thumbprint of participant……………………………………..Date ……
Name ………………………………………….
signature of witness………………………  ……………………………Date…………	
Name ………………………………………………………..
Signature of interviewer ………………………………………………..Date ………………….
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AKABONERO 1: ENDAGIRIRANO Y’ABAYIGIRIZIBWA (ENKUMI YA LUGANDA)
Nambay’omuyigirizibwa: ……………………………………………………
Emitwe gy’okunoonyereza: Obungi n’ebintu ebikwataganan’okukeberaab’omukwano ku mukenenya nga byanyonyoledwa  bakyala abafuna obujjanjabi obwembuto ku ddwaliro ly’e Kawempe National Referral Hospital, mu Uganda.
Abakola okunoonyereza: Dr. Kyakuha Solomon
                                            Namba y’okwewandisa: 2023/HDO7/2818U
                                             Email: skyakuha@gmail.com, Esimu: 0779846535 / 0752569563
Ensonga y’okunoonyereza: Ekikungu ekikolebwa mu kuziyiza mukenenya (akawuka akaleta sirimu) okuyitira mu baama ku bana, ekirina okukolebwa embagira ennumye, kye kimu ku nkola ez'amaanyi mu kunoonyerezaako obulwadde bw'amukenenya mu biseera eby'okumpi, okujjanjaba, n'okukola enkolagana ez'okweyagalira mu maka. N'ate Gavumenti ya Uganda mu 2006 y'atandikawo enkola ey'okugoberera mukukebera akawuka akaleta mukenenya mubafumbo, enkozesa y'enkola eno tekiri mu ntuula ey'okuyisinga (12.9–34%) nga bwekyali mu nsi yonna (53.7%) n'omu Afirika ey'ebugwanjuba (37.7%). Ennimi ennyingi ezikwata ku nkozesa y'okukebera akawuka mubafumbo  n'ebintu ebikwatagana nazo tezinoonyezeddwa mu ddwaliro ly'e Kawempe National Referral Hospital (KNRH), ekifo ekirina abalwala abangi mu Kampala.
Abasaayo okunoonyereza n’ekitongole ekikwatagana n’abakola okunoonyereza: Okunoonyereza kuno kukolebwa omusomi (Kyakuha Solomon) mu ssetendekero ye Makerere mu Kitongole ky’obujjanjabi bw'Abazaana n'Endwadde.
Ensonga y’okunoonyereza: Ekyo kenkenkannya kijja okuwa obujulirwa obulungamu obuligobererwa KNRH ne Minisitule y'ebyobulamu eya Uganda mu kukakasa enkola z'ekikugu mukukebera akawuka akaleta sirimu mubafumbo abafuna obujjanjabi bwembuto, okwongera okweyambisibwa kw'abasajja, n'okwongera okumanyisa abantu mu kitundu okusobola okutuuka ku nkola z'okuziyiza omukenenya okuyitira mu baama ku bana. Ebijja okuva mu kenkenkannya bijja kweyolezebwa eri abantu abakwatagana n'ekikugu, era bijja okusomesezebwa mu bitabo by'emisomo okusobola okugasa enkola z'okuziyiza omukenenya mu kitundu.
Obudde obw’okunoonyereza: Ekunonyereza kuno kuteekwa okukontana omyaka gumu (1) gwokka, naye buli muntu ateekwa okwegatta mu kikenkannya okumala edakiika amakumi ana mu tanu (0:45). Tewali kulondobooza kwa bwe maliro oluvanyuma lw'ekikenkannya.
Enkola:
Tujja kulonda abakyala abazaana okuva mu kifo abakyala abalindirira okusaasira kw'obuzadde. Tujja kunnyonnyola omukwatibwa ekigendererwa ky'ekino kye kenkenkannya, era tujja kusaba buli omu okwegatta mu kikenkannya. Bw'onna okkiriza okwegatta mu kikenkannya, omukenkufu ajja kukutwala ku kisenge ekyekyama n'akole n'owe ekiyungo. Omukenkufu era ajja kusobola okudda ku buwandiko bwo obw'okusaasira kw'obuzadde okulaba oba waliwo okukeberebwa kw'omukenenya (HIV) awamu n'omwami wo oba nga tewaliwo.
Ani ajja okuyigirizibwa? Okunonyereza kuno kujja kwegattibwamu  abantu 181 mu myezi ebiri (2). Oli omu ku bantu abasunsuddwa olw'okuba oli omuzaala era olina okusaasira kw'obuzadde ku ddwaliro ly'e Kawempe ery'eggwanga.
Obuzibu obusobola okuvaamu: N’ate singa nnyinza okweyorekaako kabi konna okukwatagana n’okwegatta mu kikenkannya kino, nze manyi nti onoonya waabu nga ogambibwa ebibuuzo ebiri mu lupapulo lw’ebibuuzo. Weewuunyiza okumisa omukutu ogwo ogw’ekiyungo bw’onoonya ennyonta yonna.
Eby’omugaso:
Tewali by’omugaso ku bw’okuyigirizibwa. Naye, nja kukuyamba okusunsula omuliro gw’obulamu nga bwe kikolebwa mu bujjuvu bw’Eggwanga. Ebipimo by’okunoonyereza bijja kuyamba abakulembeze okukola enkola ez’okwongera okukenkenzebwa kw’abakwasi awamu, okukendeeza obungi bw’abaana abazaalibwa nga balina obukenkufu.
Eby’ekyama:
Amawulire gano tegaajja kugerageranyizibwa ku muntu yenna ow’ebweru. Enamba y’okunoonyereza ejja kukozesebwa mu kifo ky’erinnya lyammwe. Amawulire gano gasobola okugerageranyizibwa mu bantu nga tannaba kuggyibwako ebijuliziddwa abantu. Amawulire gasobola okugerageranyizibwa mu bitongole ebirala okukola okunoonyereza, naye nga tannaba kuggyibwako ebijuliziddwa abantu. School of  Medicine Research and Ethics Committee (SOMREC) wamu ne Uganda National Council for sciences and Technology(UNCST), ekikulu ky’okunoonyereza, kisobola okufuna amawulire agakwata ku mmwe nga bwe kyetaagisa.
Endala:
Okuyigirizibwa si ky’obujjuvu, wabula ky’okwagala. Osobola okuggyako omukono ku buli kiseera ky’oyagadde nga tonnaba kufuna kibi kyonna.
Obusuubuzi:	
Tojja kusabibwa kutuusa ku sente kyonna mu kuyigirizibwa. Abakola okunoonyereza be bajja kusasula buli kintu.
Eby’okubasasula:
Abakola okunoonyereza bajja kukuyamba bw’oba olina ebizibu mu kiseera ky’okuyigirizibwa. Mu kunoonyereza kuno, tewali kabiina kyonna kijja kubawo kubanga tekiri mu kukola kintu kyonna ku mubiri.
Eky’okunywa:
Okuyigirizibwa kuno kukolebwa mu kiseera ky’okufuna obujjanjabi mu Kawempe National Referral Hospital. Naye, abayigirizibwa bajja kufuna esimbi 10,000/= kulwo o’budde bwabwe.
Ebibuuzo ku by’okunoonyereza: Bw’oba olina ebibuuzo ku by’okunoonyereza, kkiriza okukwatagana ne: Dr. Kyakuha Solomon, omukyala mu kifo ky’obujjanjabi bw’abakyala n’abaana (Department of Obstetrics and Gynaecology), Kawempe National Referral Hospital, Email. skyakuha@gmail.com  Esimu: 0779846535/0752569563.
Ebibuuzo ku mikono gy’abayigirizibwa: Emikono gyammwe gijja kukuumibwa mu kunoonyereza. Osobola okugamba nti toyagala okubuuzibwa, oba okuggyako omukono ku kiseera kyonna nga tannaba kufuna kibi. Bw’oba oyagala okubuuzibwa ku kunoonyereza oba ku mikono gy’abayigirizibwa, kkiriza okukwatagana ne SOMREC ow’ekitiibwa Prof. Ponsiano Ocama ku namba 0772421190.
Okukkiriza:
Okuyigirizibwa kuno kukolebwa mu kwagala. Nze mmanyi nti oba oyinza okuggyako omukono ku kiseera kyonna nga tannaba kufuna kibi kyonna. Naye nkugamba nti okunoonyereza kuno kujja kuyamba okukendeeza obungi bw’abaana abazaalibwa nga balina obukenkufu.
Okugerageranya ebipimo: Eby’okunoonyereza bijja kugerageranyizibwa mu ripooti erijja kugerageranyizibwa ne bakulembeze ba Kawempe National Referral Hospital, Department of Obstetrics and Gynaecology, n’abantu abalala mu kiseera ky’okuyigiriza ku by’obulamu. Ebipimo bijja kuteekwamu mu kitabo ekya ssaayansi era ne bitandikibwa mu nkola y’okukubaganya amawulire.
Okukkirizibwa kw’eby’obulamu: Pulojekiti eno yakirizibwa School of  Medicine Research and Ethics Committee (SOMREC).
OKUKKIRIZA:
Nze ……………………………………………… mmanyi ebintu ebijja okukolebwa, ebizibu, eby’omugaso, n’emikono gyange mu kunoonyereza kuno. Nze mmanyi nti okukkiriza kwange tekijja kukyusa obujjanjabi bwange. Amawulire gange gajja kukuumibwa mu ngeri y’ekyama. Nze mmanyi nti nsobola okuggyako omukono ku kiseera kyonna. Nze mmanyi nti okukkiriza kwange tekiba kireetera okufiirwa ku mikono gyange, wabula kireetera okumanyisa nti ndi mu kunoonyereza kuno mu kwagala. Nja kufuna kopi y’akabonero kano.
Erinnya: …………………………………………………………………
Omukono(gw’omuyigirizibwa)…………………………………………….. Ttuku: …………
Erinnya: ………………………………………… Omukono gw’omukuumi (bw’oba omuto): …………………… Ttuku: ……
Erinnya ly’omuyigiriza: …………………………
Omukono ……………………Ttuku: …… (Kiwandiikibwa omulabirizi)
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SECTION A: INDIVIDUAL FACTORS.
1. Participant ID: ..........................................
2. Date of Interview: ……………………......
3. Age of respondent (in completed years): ...............................
4. Marital status:
A. Married (formally)
B. Cohabiting
C. Single
D. Separated/Divorced
E. Widowed
5. Level of education completed:
A. No formal education
B. Primary
C. Secondary
D. Tertiary
6. Occupation:
A. Housewife
B. Farmer
C. Businesswoman
D. Formal employment
E. Other (specify): ..............................................................
7. Religion:
A. Catholic
B. Anglican
C. Muslim
D. Pentecostal
E. Other (specify): ..............................................................
8. Partner’s level of education:
A. No formal education
B. Primary
C. Secondary
D. Tertiary
E. Don’t know
9. Partner’s occupation:
A. Farmer
B. Business
C. Employed
D. Other (specify): ..............................................................
SECTION B: OBSTETRIC HISTORY
10. Is this your first pregnancy?
A. Yes
B. No
11. How many pregnancies have you had (Gravidity)? .................................
12. How many times have you delivered (Parity)? .................................
13. Gestational age at time of interview (in weeks): .................................
14. How many ANC visits have you had during this pregnancy so far? .................................
SECTION C: HIV TESTING AND COUPLE INVOLVEMENT
15. Have you been tested for HIV during this pregnancy?
A. Yes
B. No
16. Did your partner accompany you for any ANC visit?
A. Yes
B. No
17. Did your partner also get tested for HIV during any ANC visit?
A. Yes
B. No
C. Don’t know
18. Were you and your partner tested for HIV together at the same time (as a couple)?
A. Yes
B. No
19. If yes, at what ANC visit was the couple testing done?
A. First
B. Second
C. Third
D. Fourth or more
20. Test result 
	Result 
	Mother 
	Partner 

	Positive 
	
	

	Negative 
	
	

	Inconclusive 
	
	



21. If no, did your partner test separately at another time/place?
A. Yes
B. No
C. Don’t know
22. Was the couple HIV test recorded in the ANC register or your ANC card?
A. Yes (verified)
B. No
SECTION D: KNOWLEDGE AND ATTITUDES ON COUPLE HIV TESTING
23. Do you think couple HIV testing during ANC is important?
A. Yes
B. No
C. Not sure
24. What are the benefits of couple HIV testing during ANC? (Tick all that apply)
A. Promotes openness between partners
B. Helps in early detection and treatment
C. Reduces mother-to-child transmission
D. Strengthens partner support
E. Others (specify): ..............................................................
25. What challenges may prevent couple testing? (Tick all that apply)
A. Partner unwilling to test
B. Fear of positive result
C. Domestic violence
D. Cultural beliefs
E. Work or time constraints
F. Other (specify): ..............................................................

SECTION E: INSTITUTION AND HEALTH WORKER FACTORS
26. Did health workers encourage couple testing during your ANC visits?
A. Yes
B. No
27. Were services for couple testing readily available at the health facility?
A. Yes
B. No
C. Not sure
28. Were you given enough privacy and counseling during the testing process?
A. Yes
B. No

 SECTION F:  COUPLE HIV TESTING PREVALENCE
29. Is there a record of couple testing in the ANC card or register? (for verification by data collector)
A. Yes
B. No
C. Not applicable

30. Consent form signed?
A. Yes
B. No


THE END: THANK YOU FOR YOUR PARTICIPATION




[bookmark: _Toc184158226][bookmark: _Toc229126332]APPENDIX 5: COMMUNITY ENGAGEMENT PLAN
Study Title: Prevalence and factors associated with Couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
Investigator: Dr. Kyakuha Solomon, 
                     Email: skyakuha@gmail.com.
                     Telephone. 0779846535/0752569563
The community engagement plan includes the following strategies that mitigate the psychological risks such as anxiety, depression, stigma and even suicidal ideations that follow  HIV testing and diagnosis.
1. Pre-study engagement to build trust and understanding  thru community consultations and stakeholder involvement. This ensures cultural appropriateness and reduces misunderstandings that would heighten psychological distress.
2. Training for peer recruiters by equipping community members with skills to sensitively communicate benefits of testing, risks and confidentiality measures to potential participants.
3. Embedding trained counselors at the testing point to provide immediate emotional support to couples receiving positive results during the study.
4. linkage to care by ensuring seamless connections to HIV care, mental health services and support groups to mitigate long term psychological effects of HIV positive results. 
5. Research assistants will be trained to recognize signs of acute distress such as suicidal ideations, discordancy among couples and respond quickly and also monitor psychological outcomes throughout the study and adapt the strategies as required.
6. Strict data privacy measures to prevent unintended disclosure that could lead to social ostracization. 



[bookmark: _Toc229126333]APPENDIX 6: RISK MITIGATION PLAN DURING DATA COLLECTION
Study Title: Prevalence and factors associated with Couple HIV testing as reported by women receiving ANC at Kawempe National Referral Hospital, Uganda.
Investigator: Dr. Kyakuha Solomon,
 Email: skyakuha@gmail.com. 
Telephone. 0779846535/0752569563.
RISK MITIGATION PLAN.
The researcher intends to advise participants as follows.
1. Ensure that participants are seated during the interview to make them feel comfortable and avoid causing distress.
2. Since the data being collected is so sensitive, data collection points will be isolated from the rest of the participants.
3. To prevent the spread of air-borne diseases such as respiratory infections, social distancing, handwashing, and cleaning of chairs, and tables with antiseptics will be done.
4. Phones will be kept in silence during the interview time to avoid interfering with the process of the interview.
5. Trained counselors will be set in place to handle the psychological distress due to HIV positive results.
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