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Making Sense of Serodiscordance:
Pathways and Aftermaths of HIV
Testing among Couples with Mixed
HIV Status in Papua New Guinea
Asha Persson *, Angela Kelly-Hanku , Agnes Mek,
Elke Mitchell , Richard Nake Trumb, Heather Worth
and Stephen Bell

The World Health Organization has emphasised the importance of HIV testing for
couples as part of a global strategy to support the HIV prevention needs of couples,
particularly those whose test results are ‘serodiscordant’ (one partner is diagnosed
HIV-positive, the other HIV-negative). Studies have focused on motivations and
barriers to testing together as a couple. However, this provides only partial insights
into a bigger and often more complex story. In addition, little is known about
whether HIV-negative partners continue to test for HIV. We focus on the preludes
and aftermaths to HIV testing that can make up the serodiscordant chain of events,
drawing on qualitative interviews with people in serodiscordant relationships in
Papua New Guinea (PNG). Inspired by sociological/anthropological
conceptualisations of diagnosis as relational and composite, our analysis seeks to
trace the unfolding events before and after couples discover their mixed HIV status
and, by so doing, generate initial insights into the contexts of HIV testing and
serodiscordance in PNG. We argue that to understand HIV testing practices among
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couples, we need to understand the localised and syncretised meanings they bring to
their serostatus.

Keywords: Papua New Guinea; HIV Testing; Serostatus Meanings; Serodiscordant
Couples; Qualitative

Introduction

I never knew that [my wife] was living with the HIV virus. After six months of our
marriage, the signs and symptoms started to show…Her relatives brought her to
the clinic… and the doctor confirmed that she had contracted HIV… The disease
popped out from nowhere and we were so surprised.

David is a 55-year-old man from Mount Hagen in Papua New Guinea (PNG). Like
David and his wife Maryanne, many couples around the world are unaware of their
partner’s or their own HIV status. In 2012, the World Health Organization (WHO)
(2012a) emphasised the importance of implementing HIV testing programmes for
couples as part of a global strategy to support the health and HIV prevention
needs of couples whose test results turn out to be ‘serodiscordant’, that is, when
one partner is diagnosed HIV-positive but not the other. WHO (2012b) estimated
that half of all people with HIV globally who are in a long-term relationship have
an HIV-negative partner. In short, serodiscordant couples exist wherever the HIV
epidemic exists, including in PNG where our research is located. Yet serodiscordant
couples are mentioned only fleetingly in the country’s National HIV Strategy 2018–
2022 (NACS 2018) and have received limited programmatic attention.
Despite the increasing availability of HIV treatment, which is effective in prevent-

ing HIV transmission, research suggests that married or co-habiting serodiscordant
couples are a key population in terms of heterosexual transmission of HIV and con-
tinue to drive the epidemic, particularly in many sub-Saharan African countries
(Kim et al. 2016; WHO 2012a). There is no epidemiological data available to
make a similar claim or counter-claim in relation to PNG, where there is a
paucity of research on serodiscordance (Kelly-Hanku 2016; Persson et al. 2019).
Much international research has focused on HIV transmission and prevention in
known serodiscordant relationships, but far less attention has been given to the rela-
tional preludes and aftermaths of the serodiscordant diagnosis itself, an approach that
could provide important insights into the meanings and practices of serodiscordance
among affected couples.
A diagnosis has enormous power to transform, carving an indelible ‘before’ and

‘after’ through a person’s life story (Jutel 2015), and likewise through a couple’s
shared story if the diagnosis occurs within an existing relationship. From a sociologi-
cal perspective, a diagnosis is not an isolated biomedical event but a profoundly situ-
ated and relational one (Brown, Lyson, and Jenkins 2011; Schubert 2011), with a
confluence of forces and actors shaping the ‘diagnostic moment’ (Jutel 2009;
Locock et al. 2016). However, this ‘moment’ is both preceded and followed by a
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string of other constitutive moments, including why couples seek (in this case) an
HIV test in the first place, whether they disclose their diagnosis to each other, how
they make sense of their serodiscordant result, including its aetiology and preser-
vation, and whether the HIV-negative partner continues to test for HIV. The existing
international literature on serodiscordance tends to focus on only one question or
other in this chain of events, rather than explore them as a connected story. While
anthropologists have provided insightful analyses of the relationality of other diag-
nostic technologies in PNG (Wardlow 2020; Street 2014), these questions have not
been researched in relation to HIV to date. In this paper, we explore this bigger
story by first noting the diverse preludes to HIV testing among couples, before
delving into the situated, syncretised understandings of serostatus in the aftermath
of a serodiscordant diagnosis.

HIV in Papua New Guinea

PNG has the highest burden of HIV in the Pacific region, with an estimated preva-
lence of 0.89 per cent among the adult population 15–49 years (NACS 2018). Once
considered to have an HIV epidemic that was widespread across the community,
improved data from surveillance activities highlight that HIV rates are vastly
higher in certain provinces and among vulnerable populations (also known as key
populations), such as female sex workers, men who have sex with men, and transgen-
der women (Hakim et al. 2019; Kelly-Hanku et al. 2018). Even though HIV is predo-
minantly transmitted through sex between men and women in PNG, data on HIV
infections occurring within married or co-habiting couples are not available, nor
are statistics on serodiscordant relationships. We can glean some indication from a
now dated social research study on experiences of people on HIV treatment in
PNG, which found that 21 per cent of participants with HIV who were sexually
active and in a regular heterosexual relationship had an HIV-negative partner
(Kelly et al. 2011). Yet, despite this evidence of couples with mixed HIV status in
PNG (including polygynous unions) and despite their global recognition as a priority
population, no interventions have specifically targeted these couples in PNG (Kelly-
Hanku 2016; Persson et al. 2019). As Angela Kelly et al. (2011) pointed out almost a
decade ago, urgent attention and support for serodiscordant couples in PNG is
needed.
HIV treatment was introduced in 2006 and is now nominally available across PNG,

but stock-outs are a recurring problem (NACS 2018). The current global agenda of
HIV treatment-as-prevention has been formally implemented with the introduction
of ‘test and treat’. As PNG transitions to this model of test and treat, people with HIV
in serodiscordant relationships have been identified, along with pregnant women and
key populations, as a group for whom treatment should be prioritised. Since 2007,
opt-out routine HIV testing has been in place for women attending antenatal
clinics, with partner testing recommended from 2009 (Carmone et al. 2014).
However, community uptake of HIV testing services among couples and individuals
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is unknown, with robust testing data available only among key populations (Hakim
et al. 2019; Kelly-Hanku et al. 2018).

HIV Testing and Couples

An HIV diagnosis is preceded by a decision or some other reason for the test. While
there is a substantial international literature examining cultural, structural and
psychological factors that motivate, enable or deter HIV testing by individuals and
particular population groups, research that explores testing specifically in relation
to serodiscordant couples is less voluminous, despite being considered a priority
population.
WhenWHO (2012a) released its global ‘guidance on couples’, the emphasis was on

the need to expand and promote couple-centred HIV testing and counselling pro-
grammes to ascertain the serostatus of intimate partners and to channel them into
treatment and prevention services where required. Since then, efforts have been
made to normalise these programmes. But, as Amy Conroy (2014) points out,
testing together as a couple is not a simple or neutral act. Research from Uganda
(Matovu et al. 2014) and Malawi (Conroy 2014) found that motivations to participate
in these programmes among (heterosexual) couples included wanting to show com-
mitment, to take precautions to facilitate sex, to prove fidelity and promote trust, and
to plan for a family and the future. Conversely, however, barriers included wanting to
avoid having awkward conversations or sowing doubts in the relationship, fear of
exposure of hidden infidelity, or accusations of such, and fear of community
gossip, blame, violence or marital breakup.
Such motivations and barriers show how an HIV test reveals not only immuno-

logical information but is also entangled in social meanings and relationship stakes
(Conroy 2014; Rhine 2009). Consequently, as one South African study observed,
testing together posed a challenge to relationships, particularly when found to be ser-
odiscordant (Tabana et al. 2013). In this way, Conroy (2014) suggests, an HIV test is
much more than a marker of serostatus; it is also a marker of the ‘status’ of the
relationship more broadly.
While scant research is available on HIV testing by couples in PNG, some infor-

mation can be extracted from studies on pregnancy and reproductive healthcare in
PNG where prevention of mother-to-child transmission programmes have been inte-
grated into antenatal clinics. HIV testing is recommended for all pregnant women
who attend such clinics, as well as for their male partners (Carmone et al. 2014).
However, these studies found that men were reluctant to seek HIV testing, in part
because antenatal clinics were perceived as ‘women’s business’ and men felt embar-
rassed to attend such a gendered space. Other barriers included fear of testing HIV-
positive and the stigma and shame associated with it. Male partners tended to rely on
their wife’s test to indicate the couple’s serostatus (Davis et al. 2018; Holmes et al.
2012; Kelly et al. 2013), a practice referred to as ‘testing by proxy’ in a US study
(Morrill and Noland 2006). The same phenomenon has been observed in eastern

The Asia Pacific Journal of Anthropology 301



Africa; the belief that only one partner needs to test (typically the woman), because
whatever the test result might be, the untested partner’s serostatus is assumed to be
the same (Camlin et al. 2016; Matovu et al. 2014; Ndyabakira et al. 2020).

There is limited literature on HIV testing practices by HIV-negative partners in
known serodiscordant relationships. In a handful of studies in the USA, HIV-nega-
tive gay men in such relationships reported low HIV testing rates (Chakravarty et al.
2012; Mitchell and Petroll 2012), and those who did test were motivated by a per-
ceived risky sexual episode, or a request by their HIV-positive partner to test
(Beougher et al. 2015). Two Australian studies revealed that the act of seeking an
HIV test was entangled in relational dynamics and meanings. For some, regular
testing by the HIV-negative partner symbolised commitment, responsibility and
reassurance, but for others it had the potential to signal unwelcome fear and risk
by positioning the HIV-positive partner as ‘infectious’ (Persson 2011; Persson,
Ellard, and Newman 2016). As this suggests, understanding the meanings that
couples attach to their serostatus can provide valuable insights into testing practices.

Diagnosis and Serostatus Meanings

Our analytical approach is inspired by sociologists and medical anthropologists who
venture beyond the conventional conceptualisation of ‘diagnosis’ as an interpretive and
classificatory tool of medical nosology. Rejecting the notion of diagnosis as an essentially
neutral scientific assessment of signs and symptoms, they are interested in teasing out how
bodies, knowledge and lifeworlds converge in the diagnostic arena and with what rela-
tional effects (Jutel 2009; Armstrong and Hilton 2014; Nissen and Risør 2018; Mol
2002). In short, they approach diagnosis as an intersubjective process or assemblage
that co-exists and co-articulates with lifeworlds in the making of social realities.
One key ‘actor’ in this diagnostic assemblage is technology. The use of technologies

has become integral to diagnostic practices and to biomedicine more broadly (Lock and
Nguyen 2010). Like any technology, an HIV test is designed with the intention to
perform a specific function: to accurately and objectively screen blood for antigens, anti-
bodies or pro-viral DNA and, by so doing, determine indisputable biological facts that
cannot be discovered or established otherwise. But as Cornelius Schubert (2011, 852)
argues, far from purely functional objects, diagnostic instruments ‘must be understood
as transformative agencies’. As these tools intervene in the body and reveal its hidden
conditions, they rearrange identities, map new realities and futures (Jutel 2015) and,
so, ‘change the world in which we live’ (Lock and Nguyen 2010, 20).
From this perspective, an HIV test is not simply a clinical procedure but a pro-

foundly relational and constitutive process whose meanings and effects do not
necessarily conform to the objectives prefigured by biomedical models and knowl-
edge regimes. Phil Brown, Mercedes C. Lyson, and Tania M. Jenkins (2011) proposed
the concept of ‘social diagnosis’ as a way of thinking about diseases as ‘socially iatro-
genic’. That is, this approach goes beyond the individual to situate a diagnosis within
the social structures, cultural practices and norms implicated in the disease.
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Exploring diagnosis, thus, is as much about diagnosing societies—and indeed couples
—as it is about diagnosed individuals. This is the approach taken by anthropologists
who have illustrated how the meanings and practices of other diagnostic technologies
in PNG, such as virginity examinations (Wardlow 2020) and X-rays and blood tests
(Street 2014), are shaped by particular political and economic conditions in post-
colonial PNG and can have relational and transformative ramifications far beyond
the diagnostic procedure itself.
Of particular interest to our analysis is the gamut of meanings and discourses that

couples bring to a serodiscordant diagnosis and its aetiology in their attempts to make
sense of and manage their changed lifeworld. Scholars writing from a Western per-
spective have outlined howHIV-positivity has been besieged by a surfeit of meanings,
metaphors and significations (Treichler 1987; Sontag 1990). HIV-negativity, in con-
trast, as David Roman (1997) argued, has supposedly been left ‘unmarked’ as the
‘unexamined’ antipode in the serostatus binary and, yet, implicitly imbued with the
status as natural, normal and healthy. However, as we show below, HIV-negativity
was far from devoid of meaning among the couples in our study but, rather, concep-
tualised and negotiated through an amalgam of cultural discourses. The literature on
serodiscordance likewise suggests that neither serostatus escapes significations.
Cross-cultural studies reveal how the phenomenon of serodiscordance encom-

passes a diversity of understandings and locally specific meanings that far exceed
its medical definition (Persson 2013). Studies from Ethiopia (Tiruneh, Berhane,
and Wilson 2016) and Uganda (Bunnell et al. 2005; King et al. 2012), for example,
observed that many couples were confused or sceptical about their serodiscordance
and tended to provide a range of explanations for their mixed HIV test results, includ-
ing faulty testing equipment, lying health workers, the belief that frequent HIV testing
directly prevented transmission, or that HIV was ‘hiding’ in the HIV-negative part-
ner’s body, or else that they were ‘immune’ to HIV because of ‘strong blood’ or pro-
tection by God. Ideas about different blood strengths and their role in the
transmission and prevention of HIV have been observed also in PNG (Wardlow
2020). Alternatively, studies from the UK, Australia and Brazil found that couples
tended to invest in a sense of ‘normality’, ‘sameness’ or togetherness as a way to
defuse their serostatus ‘difference’ (Rhodes and Cusick 2000; Persson and Richards
2008; Hughes 2016) or dismissed serodiscordance as immaterial in the contemporary
era of effective biomedical HIV prevention (Persson, Ellard, and Newman 2016). In
short, serodiscordance can mean very different things depending on the historical,
epidemiological, and cultural context in which it is situated (Kelly-Hanku 2016).
Medical sociology and anthropology have often focused on tensions between

medical understandings of disease versus local or personal understandings, highlight-
ing how diagnoses can be sites of interpretative struggle, disconnect and conflict
(Brown, Lyson, and Jenkins 2011; Jutel 2009). But these disciplines have also revealed
that different explanatory frameworks for disease—its presence or its absence—are
not necessarily mutually exclusive but often co-mingled in locally meaningful
ways. As research in PNG (and elsewhere) has illustrated, people navigate and
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absorb Western medical explanations, including globalised ‘facts’ about HIV, by syn-
cretising them with traditional knowledge, endogenous healing systems, cultural
logics, and faith-based doctrines in ways both complex and pragmatic. Christianity,
in particular, has a long history in PNG and plays an integral part in everyday lives
and worldviews. Scholars have highlighted how discourses of faith and morality often
shape perceptions of HIV, along with its treatment and prevention, but not necess-
arily in ways that replace or negate biomedical understandings (Kelly-Hanku, Aggle-
ton, and Shih 2014, 2018; Wardlow 2020; Eves 2008, 2010; Eves and Kelly-Hanku
2020). However, less is known about how these intersecting frameworks figure in
couples with mixed HIV status.

The YUMI Study

Our paper draws on interviews conducted in two high burden HIV areas in PNG—
Port Moresby and Mount Hagen—as part of a longitudinal anthropological study of
couples and polygynous partners with mixed HIV status (Persson et al. 2019).
Ninety-six men and women in serodiscordant relationships participated in one or
more interviews between 2017 and 2019, including 58 women (including seven trans-
women) and 38 men. Of these, 59 were HIV-positive and 37 were HIV-negative, with
more women than men being HIV-positive. All the HIV-positive participants were
on HIV treatment. The study received ethics approval from the Research Advisory
Committee of the National AIDS Council Secretariat in Papua New Guinea and
the Human Research Ethics Committee at UNSW Sydney in Australia. Informed
written consent was gained from all participants. The interviews were conducted
in Tok Pisin or English by experienced Papua New Guinean social researchers,
using semi-structured interview schedules to explore relational aspects of HIV
(Persson et al. 2020; Mitchell et al. 2019).
Serodiscordance had come about in different ways. Over a quarter of couples had

knowingly entered into a serodiscordant relationship. In about a third of couples, ser-
odiscordance was discovered after the relationship began, sometimes many years
later. In the remaining cases, serodiscordance was confounded by non-disclosure:
the partner with HIV had not revealed their status to their husband or wife at the
time of diagnosis or when the couple first met, either initially or for some years. It
is also worth noting that serodiscordance was not always established through
testing but was sometimes assumed based on faith or ‘proxy testing’, or suspected
based on bodily signs, rumours or other circumstances.

Findings

Preludes and Pathways

HIV testing emerged in our interviews as a highly relational event situated within and
propelled by a diverse set of circumstances, revealing pathways to testing that might
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be easily overlooked or difficult to capture if testing is conceptualised as a singular
clinical event, or if focusing solely on couple-centred testing or on individually
driven ‘motivations’ to test. In conspicuous contrast to WHO’s emphasis on
couple testing, very few couples in our study had discovered their serodiscordant
status by testing together. Moreover, the vast majority had never tested for HIV
prior to their HIV diagnosis, or prior to discovering their partner’s HIV status.
Whether they tested positive or negative, it was their first ever HIV test, with the
exception of a small minority who had had a previous test in relation to pregnancy,
as testing is routine at antenatal clinics, or through their workplace (typically mining
companies), or because of engaging in sex work or some other perceived ‘risky’ sexual
liaison. In the few instances where couples did test together, one partner had already
tested in secret and knew their status, or they suspected that their spouse was positive,
and used the act of testing together as an opportunity to force things into the open.
Overwhelmingly, participants’ initial test and diagnosis occurred in the context of

some kind of change in their life such as pregnancy, sickness, unusual bodily changes,
finding out that a previous or current spouse was HIV-positive, or because their baby
or spouse were sick or had died. ‘It was only when my daughter died that I became
suspicious about me having this sickness’, 34-year old Mona explained. ‘So, I went for
a blood test and my result proved that I have this sickness’. But what stood out in the
interviews, and often spanned across these life circumstances, was the common inter-
vention by others, a relational theme rarely documented in the literature on HIV
testing (beyond the focus on couples). Many participants told stories of relatives,
friends, co-wives or community members having encouraged them to get tested,
often accompanying them to a clinic. They explained that these interventions by
others had been motivated by people’s concerns about their ill health or by knowl-
edge or rumours that the participant’s spouse or sexual partner was HIV-positive
or was engaging in extramarital sex. As 22-year-old April explained:

I had relationship with this guy… and it happened that [he] was already infected
with this sickness, which I didn’t know. He was young like me, so we became
friends and while we were together, he had another girlfriend as well who had
this sickness…One day his elder, biological brother told me that [this guy] has
this sickness… [and] told me that I must go for check-up. But I never did until
I got married to [my current husband].

Concerned that she was showing physical symptoms suggestive of HIV, April’s
husband would repeatedly encourage her to get tested.

But I used to dismiss that and maintain that I don’t have this sickness, [but] in
reality, I didn’t know my status…Until one day, my mum took me out for
blood check and after my test, I learnt that I had this sickness.

Only after April’s diagnosis in 2013 did her husband decide to get tested himself,
which confirmed he was negative. But, April noted, he had not tested since. This
was not a unique situation: there were other stories of partners who did not test,
including male partners who explicitly refused to do so. Some women with HIV
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believed or suspected that their supposedly HIV-negative husbands were in fact HIV-
positive too, but they had no way to prove it. They speculated that their husbands
refused testing as a way to hide, or avoid finding out, that they too had HIV.
However, stories relating to testing by HIV-negative partners, or lack thereof,
varied. Roughly half had tested several times since learning about their partner’s
HIV status, with some having established a steady testing routine, often in conjunc-
tion with their HIV-positive partner attending a clinic for their regular HIV review or
when picking up their HIV medication. Others had tested sporadically during their
serodiscordant relationship, some only once or twice, while others had tested several
times early on but then stopped. To understand these different testing practices, we
need to understand the meanings that couples attributed to their serostatus and its
aetiology. As we describe below, testing serodiscordant was a catalyst for a range
of interpretations.

Aetiologies and Aftermaths

When 25-year-old Sara’s husband married another woman, Hagahai, without dis-
closing his HIV status to his new wife, Sara became angry and decided to intervene.
As co-wife, Sara told Hagahai that their husband had HIV and brought her to the
clinic for a test, which was negative. Five years later, both women remained HIV-
negative and described their family life as ‘normal’. Both had condomless sex with
their husband and regularly tested. But the two women’s explanations for the
union’s continued serodiscordance were quite different. Sara attributed her HIV-
negative status to her husband’s ‘faithfulness’ to his HIV medication. In contrast,
her co-wife Hagahai attributed her HIV-negativity to ‘God’s blessings’, describing
her serodiscordant marriage as a ‘miracle’: ‘I don’t think it’s anything else, because
in marriage I know that if a man is positive, then the woman will [also] be positive’.
However, this ‘aftermath’ was not complete or settled: towards the end of her inter-
view, 27-year-old Hagahai expressed some uncertainty around the union’s ongoing
serodiscordance, asking the interviewer:

If we [Hagahai and her co-wife Sara] turn out to still be negative, is there any
chance we will be infected, or will we just be this way? This always confuses me
a little. In the future, might we get infected, or will we only be this way?

Hagahai was not alone is raising questions about the ongoing status of HIV-nega-
tivity. Not everyone was convinced that serodiscordance was actually a valid
phenomenon. Similar to the Ugandan and Ethiopian studies described earlier,
some participants were bewildered how serodiscordance could be possible, par-
ticularly in the context of condomless sex. If one partner had HIV, so must
the other. The fact that their blood tests suggested otherwise gave rise to
several suppositions about this seeming conundrum, typically centred around
the strength of a partner’s blood or immune system, which prevented the virus
from entering the body, or else prevented the virus from showing up in tests
because it was ‘hiding’ in the body, safely contained. Technical errors were
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also raised as a possible explanation for mixed HIV results, as exemplified in this
quote by 40-year-old Joshua:

I normally go and get my blood checked to see if I might be infected with this virus,
but I am negative… I always think that the machine is honestly confused… I am
living with this woman; how can I be negative?… I know I will be infected because
she is a positive woman… I don’t know why I am negative, it’s difficult for me to
understand.

These doubts were not exceptional or without context but echoed common beliefs in
the community more broadly, with some HIV-negative partners describing how it
was widely assumed that partners of people with HIV also had the virus. Danny,
aged 21, explained that if people knew that his wife Lucy was HIV-positive, they
would spread rumours that ‘I have it too, despite the fact that all my HIV tests
and reviews have been negative. You know, this village mentality thing… So, I
never told anyone, [not] even my family members’.
However, the opposite assumption also surfaced in our interviews, with several

participants suggesting that HIV-negativity was an immutable or permanent serosta-
tus. They reasoned that once they had tested negative, they would remain that way,
because if they had not acquired HIV from their spouse straight away, they never
would. One of them was Greg, a 23-year-old man married to 19-year-old Rhonda.
He argued that if he were destined to become HIV-positive, he would have by
now. ‘If I don’t have it, that’s it. I am negative now and I will forever be negative’.
Accordingly, Greg had stopped testing.
One reading of these contrasting understandings of serodiscordance is to see them

as simply signalling gaps in ‘proper’ medical knowledge about HIV transmission, or
to dismiss them as alarmingly uninformed. But if we ground and interpret them in
their specific context, another perspective becomes possible. We begin to realise
that such understandings are far from definitive or singular but entwined with
other locally meaningful narratives. As Holly Wardlow (2020, 2–3) notes, ‘When
HIV arrives in a place’, it encounters not only a specific political and economic
terrain but also a specific discursive and moral terrain. In other words, to gain
insights into different views and practices in relation to testing and serodiscordance,
we need to appreciate how these Papua New Guineans drew on multiple meanings
and belief systems to make sense of their HIV serostatus, whether positive or
negative.
Medical discourse was by no means excluded from this fusion or ‘syncretisation’ of

meanings (Kelly-Hanku, Aggleton, and Shih 2014), as this quote by 35-year-old Leo
typifies: ‘I have complete trust in God and I also believe in this medicine… because I
have not been infected in these three years [with my wife]…All my trust is in God
and the medicine’. Because of their diagnosis or their serodiscordant relationship,
most participants had received information about HIV from healthcare workers.
The overwhelming majority accepted and understood the medico-scientific classifi-
cation of HIV as a transmissible blood-borne virus, and that sexual intercourse
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was the means through which they had or could acquire HIV. A significant minority
also understood that HIV treatment had the capacity to prevent transmission to a
partner. Participants expressed great respect for medical authority, and few ques-
tioned its discourse of HIV aetiology. But this discourse was rarely articulated as
the complete story and did not preclude auxiliary or concomitant explanations for
their HIV diagnosis or their HIV-negativity.
References to God were by far the most common and locally significant theme in

relation to HIV. Acquiring HIV or remaining HIV-negative were both described as
part of God’s plan for them, with other explanations (e.g. curses or blessings, a
spouse’s non-disclosure, strong blood, effective treatment, or the supposedly protec-
tive properties of marijuana or herbs) often subsumed as sub-plots within this over-
arching storyline. ‘This sickness passes on for a purpose’, as 43-year-old, HIV-
negative Edward put it. Not only did this narrative infuse serostatus with meaning,
it also often gave participants licence and reason to stay in their marriage by
framing the continuity and safety of serodiscordance as contingent on their faith
and ‘righteous’ behaviour. As part of this narrative, participants argued that they,
or their spouse, had acquired HIV because of their own ‘sins’, such as ‘womanising’,
engaging in sex work, drinking and ‘roaming around’ (having multiple sexual part-
ners). An HIV diagnosis was God’s punishment for this ‘wrong-doing’. Or, alterna-
tively, it was God’s merciful intervention to help them repent and change their ways,
as noted by others (Wardlow 2019; Eves 2008; Kelly-Hanku, Aggleton, and Shih
2014). Likewise, being HIV-negative was attributed to the absence of wrong-doing
and sin. When 31-year-old Becky met her husband Sylvester two years ago, ‘I
didn’t know that he had HIV. He hid it from me’. She eventually found out from
other people in the community, and Sylvester’s mother took her to the clinic to
get tested. Becky was distraught and convinced that ‘I have HIV already, so I had
no choice… I will suicide [or] go marry him’. Her HIV test turned out negative,
and she had continued to test negative since. Becky made sense of it this way:

If I’m a bad woman that tricks my husband and flirts or have sex with other men, or
do bad to him, or do bad to my family, their bad thoughts or their curse will come
back to me. I definitely would have gotten [HIV]… [But], I have no sin, so how can
I get it?

Delilah, aged 38, was similarly convinced she would never contract HIV. When she
went for her first HIV test after finding out that her husband Goliath had HIV, she
prayed to God, reminding Him that her husband’s HIV was a result of his ‘womanis-
ing’ ways: ‘[Goliath] was at fault and he contracted HIV, so it will remain with him.
HIV will not be transmitted to me. That’s my faith’. According to Delilah, her
husband shared her conviction. ‘He replied when I asked him, “It’s true I left you
and took promiscuous women around. I contracted HIV from my own wrong
doings and you won’t contract it. You will remain HIV negative”’. Delilah’s expla-
nation spotlights a compelling theme in the interviews; that negative partners were
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safe or exempt from infection because the virus ‘belonged’ to the HIV-positive partner
alone. In 45-year-old Maryanne’s words:

I strongly believe that I have this sickness because of my wrongdoing, while my
husband on the other hand is innocent, and God knows us. Since I’m the sinner,
this infection remains with me and will never pass onto my husband, because
God is in control.

This theme provides more context to the notion that HIV-negativity is a permanent
serostatus, as we saw in the earlier quote by Greg who stated he would be negative
‘forever’. Not long after Greg met his second wife Rhonda, she disclosed her HIV
status when she became pregnant: ‘She was scared to admit that she was positive…
[But I told her] “I didn’t do anything wrong, so I won’t contract this virus, but it
will remain with you”’. His wife, he explained, had contracted HIV because she had
‘committed sin’ in the past and, thus, the virus belonged to her. However, this causality
between past sins and HIV was not inevitable but amenable to repair through atone-
ment. In his interview, Greg revealed a history of violence and extramarital sex during
his first marriage. He stated that he had changed his ways after Rhonda’s disclosure,
concerned that such behaviour on his part could jeopardise Rhonda’s health and preg-
nancy (see Mitchell et al. 2019). Greg tested twice following Rhonda’s disclosure, but
then he stopped. While his previous ‘sins’ had fortuitously not resulted in an HIV diag-
nosis, he now reiterated a warning given to him by a health worker; that if he were to
have sex outside his marriage to Rhonda, he would contract HIV. His continued HIV-
negativity was now ensured by his transformation into a faithful husband and devoted
father and by Rhonda’s HIV treatment and her prayers. For Greg and others, including
Maryanne’s husband David, this belief in the nexus between HIV and sin was so strong
that it removed the rationale for testing.

Discussion

Our findings clearly corroborate the sociological and anthropological argument that
a diagnosis is so much more than the outcome of a technological procedure such as a
clinical test. It is profoundly relational and contingent (Brown, Lyson, and Jenkins
2011; Jutel 2015; Mol 2002). The diagnostic moment has preludes and aftermaths;
it is located within a chain of events, of circumstances and practices that are them-
selves embedded within broader social dynamics and cultural systems of meaning.
This, we argue, highlights the importance of being attuned to the bigger story
when seeking to understand testing practices among couples, both before and after
serodiscordance. Looking beyond couple-centred HIV testing enabled us to
capture a larger segment of this story, with our findings departing from the litera-
ture’s focus on motivations and barriers. The preludes and pathways to testing
were far more complex and circuitous among couples in our study, with illness, inter-
ventions by others, rumours about a spouse’s HIV status, or a spouse’s diagnosis or
disclosure of HIV emerging as common themes, while testing together as a couple, as
envisaged by WHO, was rare.
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This attention to a longer trajectory provided new insights into the relationship
between HIV testing and serostatus meanings among the couples. In the aftermath
of discovering serodiscordance, the practice of regular testing by HIV-negative
spouses varied widely and was largely shaped by different explanations for serodis-
cordance and concomitant aetiologies attributed to HIV-positivity and HIV-nega-
tivity. Our findings both accorded with and departed from the available literature
on serostatus meanings, a subject that remains underexplored in the specific
context of serodiscordance. Unlike its implicit framing in Western discourses as
‘unmarked’, neutral and normative (see Roman 1997; Persson, Newman, and
Ellard 2017), HIV-negativity was replete with meanings in our study. In this
respect, our findings partly echoed the non-medical explanations for HIV-negativity
observed in African studies on serodiscordant couples, such as having strong blood,
being protected by God, or doubting that serodiscordance was possible (King et al.
2012; Bunnell et al. 2005; Kim et al. 2016).
Other findings were specific to our study, including HIV-negativity as a permanent

serostatus, the nexus between HIV and ‘sin’, and the view that HIV ‘belongs’ solely to
the HIV-positive partner which for some negated any need for regular HIV testing.
These themes bear out Wardlow’s observation that narratives of HIV causality in
PNG can be far more relationally complex than global public health messages permit
(2020, 19). Her own research revealed examples of this ‘relational causality’ (20), includ-
ing how family, kin or community members were sometimes presumed to play a part in
creating the circumstances for someone becoming HIV-positive. In these scenarios,
HIV infections were attributed ‘not to the infected person’s own acts, or even to the
infecting sexual partner, but to others’ failures of care’ (19), a finding that provides
an interesting counterpoint to the narratives of sin and serostatus ‘belonging’ in our
study. If left decontextualised, these diverse understandings of HIV aetiology could
readily be rendered ignorant and elicit misguided responses. But digging deeper into
them can reveal additional layers of meanings that provide elucidation.
While medical discourses on HIV aetiology were widely accepted among partici-

pants, viral transmission through sexual contact was not seen as having enough causa-
tive power by itself to fully account for an HIV diagnosis, or indeed for its absence.
Medical explanations were therefore complemented by interpretive systems with
more immediate currency or relevance to their lifeworlds, most saliently Christianity
(Kelly-Hanku, Aggleton, and Shih 2014, 2018; Eves 2008; Eves and Kelly-Hanku
2020). Accordingly, medical explanations for serostatus were syncretised with locally
meaningful frameworks of miracles, of moral ‘righteousness’ or ‘wrong-doings’, and
of trusting the preventative capacity of HIV treatment through trust in God’s will.

Conclusion

Serodiscordance is a chain of events and moments, each entangled in and shaped by
locally specific circumstances and dynamics. The parts of the chain we have explored
here highlight some key insights: diverse and situated pathways can lead to HIV
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testing for couples but not necessarily together. Focusing on couple-based and motiv-
ation-driven testing can foreclose the ability to be attentive to other possible enact-
ments and understandings of testing in couples. As we have shown, serostatus can
have layers of meanings that make sense in their specific setting, meanings that
can shed important light on testing practices among couples, serodiscordant or
otherwise. Thus, research on serodiscordance in PNG and beyond provides a
unique opportunity to expand our understanding of how intimate partners navigate
pathways to HIV testing and how they make sense of their mixed serostatus in ways
relevant to their lifeworlds. Such insights are critical to finding situated, resonant
ways to address the challenges of meeting the goal of ending HIV, locally and
globally.
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