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ABSTRACT

The aim of this study was to establish factors théitence marital stability among HIV
discordant couples. The study objectives were tterdene the extent to which socio-
economic status, therapeutic social interventiatemnographic characteristics and culture
influence marital stability among HIV discordanupbes registered for group therapy at KNH.
A cross-sectional study using mixed-methods appraandomly sampled 132 participants
with each participants being a partner in a disaordcouple marriage. Semi structured
guestionnaire were administered to each particigadividually and four focus group
discussions were conducted, two with the HIV negatand two with the HIV positives
participants.

Findings showed that female respondents were nialy ko report fear that marriage will not
work and that their partners may desert them;wlais mainly experienced by those who were
HIV positive and economically dependent upon tpantners.

Although most (55.8 percent) couples agreed tHagioa played an important role in marital
stability, what came out strongly as having infloeth marital stability was nature of
interpersonal relationship among the couples whies indicated by 72.8 percent of the
couples agreeing that their pattern of communicaéind openness among partners enhanced
marital stability and 75.8 percent agreeing thasttand commitment to the relationship made
them stay married.

Social support and therapeutic social interventiaas perceived as having enhanced marital
stability in both focus group discussions and irdiral interviews.

Based on the findings of this study, the researaleeommends that therapeutic social
interventions like support groups and couple colimgde reinforced among HIV discordant
couples immediately after testing. With these weations in place; interpersonal relationship
among the partners will be enhanced and hencerttaniages will remain stable.



CHAPTER ONE
INTRODUCTION

1.1 Background

As the HIV/ AIDS epidemic completes a third decades no longer a new and emerging
disease, families have continued to be formeddodml have been born in these families and
survived, some marital unions have been dissolkeslgh divorce, separation and death but
many of the marital unions have survived the destre effects of the epidemic in both
HIV/AIDS discordant and positive concordant couplé¥ith expanded access to free
antiretroviral drugs (ARVs) and improved serviceghe health sector the life expectancy has

been prolonged.

HIV / AIDS places emotional, economic, social afygical stress on the individuals and the
family at large both for concordant positive andvHliscordant families, which has led to
partnership disharmony and dissolution through i#mr separation. (Tangmunkongvorakul,

Celentano, Burke, Boer, Wongpan & Suriyanon 1999).

Suspicion about the fidelity of the HIV positipartner and fear of being transmitted to the
HI- Virus were noted to lead to relationship ingigpand dissolution among couples where
the HIV positive partner would be accused of bmggHIV home. (Boerma, Urassa, Nniko,

Ngweshemi, Isingo & Zaba 2002).



HIV/AIDS infection has been very stigmatizing, im@h Africa any person who got severe
iliness, died or whose partner died of severe skneas interpreted as HIV infection by the

close community members. (Hosegood. 2008).

The term HIV discordant couple refers to a pailooiy — term cohabiting partners where only
one has HIV infection while the partner does nanc8 the first case of persons infected with
HIV /AIDS were discovered in 1981 nothing was knowh cohabiting partners having
discordant HIV/AIDS status, this was probably bessaanalysis of the determinants of HIV
infection were mostly performed at individual lewasld also the assumption that once a spouse

tested HIV positive or negative the partner assusimdar results.

However with the establishment of counseling argting services such as the Voluntary
Counseling and Testing services (VCT) and more @sighbeing made on the importance of
the VCT for couples, Provider Initiated Counseliangd Testing (PITC) and the Diagnostic
Testing and Counseling (DTC), the number of HIVcdislant couples has increased and it is
expected to rise as more people make use of tleegees. In Kenya it is estimated that about
350,000 married couples are HIV discordant. (KeMational HIV Strategic Plan. 2006-

2009/10, Kenya Aids Indicator Survey, (KAIS) 2007 tke Kenya Demographic Health

Survey, (KDHS) 2008/ 2009).

VCT acceptance among couples has come with clggéetoo; couples who have gone ahead
to have it done and were found to have the viruslevoften blame each other for the source of

HIV / AIDS which led to violence, abandonment andarital disruption. (Machekano,



McFarland, Basset & Mandel. 2000). The situatioould be challenging when only one
partner is infected and worse if it is the femadetper who is HIV infected; probably because
men are more likely than women to be excused ferkdhavior that's results to their HIV

infection. (Porter, Hao, Serwadda, Wawer, LutaldGtay 2004)

Marriages and families of the HIV discordant cagphare in no way different from other
families as far the functions of a family are cameel, but with HIV / AIDS the expected
functions of a family are threatened. There is enak of changes in marriage patterns as a
direct response to HIV infection, partners havegeal working in order provide comfort and
care to those who become sick or to be nursed wihey are the ones who are sick thus

leading to loss of livelihood. (Donahue 2005 & Hgsed. 2008)

The unwillingness to take a HIV test means thatenmeople are diagnosed late when the
virus has progressed to AIDS. This has led to emxein morbidity and mortality which have
disrupted family roles especially when the breadnar is the one who is affected or has died

of the infection.

HIV/AIDS is not different from other chronic disesss but the fact that it is a sexually
transmitted life threatening disease; which is eisded with behaviors such as homosexuality
and prostitution has made it very stigmatizing.isitan infection that affects the sexual

relationship of the couple affected and social dfehe family at large.



Marriage is associated with transmission risks ub-Saharan Africa where more than 80
percent of the HIV transmissions are due sexualkicglships among partners who are living
together. (Bongaarts 2007, Mantell, Smith & St@®09, Stein, Nyamwatti, Ullman &
Bentler 2006). Partners are therefore faced witdr f& being transmitted to the HI- Virus
probably because marriages involving HIV positieegons were found to end in widowhood,
this fear may worsen when they are in a discordelationship. (Floyd, Cramping, Glynn,

Mwenebu, Mnkhondia, & Gwira, 2008)

Prevention of Mother -to -Child Transmission (PMT)&Ervices and treatment programs are
intended to ensure that children born to HIV pesitconcordant and discordant couples are
born without the virus but where these servicespmar, there’'s additional stress of risking

vertical transmission of HIV to their unborn chigdr. (Hosegood, 2008).

Contentious findings were found on the desire teehzhildren; despite much emphasis being
made on condom use, the desire to get children fasd to conflict with the need for
preventive measures and couples who have desiteavochildren or increase their number of
children have gone ahead to have them, and thussexp HIV to the negative partner.
(Carpenter, Kamali, Ruberantwari, Malamba, Whiterily & James, 1999). At the same time
HIV epidemic has been found to exerts a downwardssure on the desire to have children or
increase the number of children a couple desiresat@; couples have declined to have or
increase the number of children they have due do é& transmitting or being transmitted to

the HI-Virus. (Hauveline. 2004).



However despite the devastating effects of HIV/&IbBn the family, there are some marriages
which have survived and have remained intact despie partner being HIV positive contrary
to the general expectation that such marriaged@weed to fail. It is therefore evident that for
marriages of couples with discordant HIV statusstmain stable, there must strong reasons.
This study therefore embarked on establishingal#ofs that influence marital stability among

the couples where one partner has HIV infectioriemtie other does not.

Cultural factors like religion and the societalued have been found to act as buffer to divorce
and separation. Couples have been forced to stgither even when their marriage is not
working mainly because culturally a marriage isentpd to be a permanent institution suitable

for the rearing of children. (Feldman & Feldman849Lamanna & Riedmann.1999).

Today most religious institutions still favor andvacate for permanence of marital unions, it
was noted that divorce was highest among couplesaxt unaffiliated to any religious faith.
Catholics, Jews and fundamentalists Christians Imésterically been stricture about divorce
than other religious denominations. (Newman. & @raelz. 2002). This study therefore
determined the role of culture in influencing margtability among HIV discordant couples.
Children are an important part of every marital aamiespecially among the African
communities where the process of marriage statts the birth of the first child. (Radcliffe —
Brown & Ford. 1987). Studies done in Kenya fouhdttthe main reason for a couple to get
married was to have children, marriages with nédcen were often found unsatisfactory and a
husband in such a union was expected to take anaifee (Adams and Mburugu 2001 cited

in Adams and Trost, 2005).



The number of children a couple has and the duraifoa marriage have also been found to
enhance stability of a marriage. (Hurlock,1996).eTimore children a couple has can be
interpreted to mean more years in marriage and monmemitment in the rearing of children

both emotionally and financially. Culturally whelmete are children in a marriage; separation
or divorce is not a priority because of the expactepact of such a separation on children.

(Porter et al, 2004).

Traditionally there was favor for children born Wit marriage as they acquired legitimate
identity and a name was given by which they acguaesense of belonging to a particular

family. (Clayton, 1979, Radcliffe - Brown and Foyt@87).

A study in Thailand found that even where a disaatar positively concordant couple did not
desire more children, pressure from their famileasd risks of disclosure of their status
eventually made them bear more children. (Tangummngkorakul. et al 1999). By bearing

more children the positive partner risks passirg\ius to the negative partner and also to
their children. This study therefore investigatelgetiner presence of children would influence

marital stability among HIV discordant couples.

There is a casual relationship between stresslass. Studies have noted that stress causes
decline in the CD4 count thus leading to diseasegnassion. (Leserman. 2008, Remor,
Penedo, Shen, & Schneidman. 2007).

However social support in form of family, friendsdasupport groups has been found effective

in reducing this kind of stress. Scientists haveeddhat people with fewer social relations are



at increased risk of diseases. (Conrad, 1993). @tgpoups for people who are infected with
HIV/AIDS help to reduce stigma associated with HAVDS and the disruptive consequences
of an illness due to shared norms about the illn&sesten & Poku 2009, Conrad.1993).

In HIV/AIDS support groups, members learn of othet® are in a similar situation like them

and this motivates them to continue being thereefach other. They learn that being HIV
positive is not a death sentence. On the other,Hahddiscordant couples learn that there are
other couples who are HIV discordant also, andrth&rriages have remained intact. This
study established the extent to which therapewottasinterventions influence marital stability

among the HIV discordant couples.

HIV/AIDS has been found to impact on a family’s sb@conomic status regardless of who
gets sick in the family. HIV/AIDS is associated litoss of income and labor, cost of
financing the healthcare for those who are sickvals fostering affected children. (Donahue

2005)

A family’s social economic status is an importaanttbr as far as marital stability is concerned.
However there have been contentious findings oretfeets of social class on marital stability.
The lower social class has been related with manisgability. (Collins & Coltrane 1991) On

the contrary when prosperity sets in the rateseskdion and divorce tend to go up. (Hurlock

1996)

There is a high likelihood of marital stability wiedlivelihood factors are well catered for in a

marital union common in all marriages. Most coupéegpect marriage to offer economic



interdependence where they rely on each othenrdantial support. (Newman.& Graverholz.
2002). If this expectation is not met there arespmbties that the marriage would be faced

with challenges and more so if there is HIV/ AlD&he relationship.

Studies done among the Kikuyu community found tm&n were expected to protect and
provide for their families and the wives acceptied s the responsibility of their husbands.

(Adams. & Trost. 2005).

If the family’s bread winner is the one affecteg BIV/AIDS this expectation is threatened
and wives will be expected to provide for their fi@s as well as performing their expected
nurturing roles. This study therefore investigattehcome and financial stability enhance

marital stability among HIV discordant couples.

The gender of who is HIV positive has been foune@ribance marital stability. Studies have
highlighted women’s vulnerability to social impaat HIV infection. Women who are HIV
positive are more likely to experience marital digon than those who are HIV negative or

those whose husbands are HIV positive. (Porteal e2004).

This study therefore investigated whether the gewnflevho has the virus influences marital

stability among HIV discordant couples.



1.2 Problem Statement

Marital stability refers to the state in which ctegin marriage continue to live together in a
harmonious way that brings contentment to the paohcerned and the society at large.
HIV/AIDS is a major threat to the marriage instidut; it has caused changes in the marital
patterns where marriages have been dissolved threegaration, divorce and death in both

positive concordant and discordant couple relahgrss (Boerma et al 2002).

Four fifths of the global HIV transmission is due gexual relationship. (Mantell, Smith &
Stein.2009). The fact that most of its mode of graission is sexual has made it be more
stigmatizing than any other disease and this has beade worse by the fact that marriages

involving HIV positive persons were found to endnidowhood. (Floyd et al 2008).

HIV/ AIDS is a chronic iliness that has caused @ase in morbidity and mortality in both
adults and children and being a global infectiorhas killed more people than any other
disease. Currently it is estimated that 34 milip@ople are already living with the virus and 30

million have already died of the infection. (UNAI2B12)

Discordance in stable sexual relationship is a magi factor for transmitting the virus from
the infected partner to the uninfected partner.r@h® a possibility that this can cause fear of
transmission, possibilities of death and sociajrsi among the couples. Among the HIV
discordant couples, it is quite clear who has theisv unlike in concordant positive
relationships where both partners just find themeselvith the HIV virus. Therefore there is a

general expectation that the HIV positive partneuld be blamed for bringing the virus home.



With all these factors there is a possibility th#y//AIDS can disrupt family life through
divorce, separation and lack of harmony in the rage; however quite a number HIV
discordant couples live together. The question asv lcome HIV does not disrupt this
commitment; what other reasons could make thes@lesustick together. Being a new
phenomena, very little is known about the HIV dislamt couples in relation to their
experiences, any changes in their relationship, they cope and what has really brought them
this far. This study therefore embarked on esthisigs factors that influence marital stability

among these couples.

1.3 Objectives
The broader objective of this research was to stadiprs influencing marital stability among

the HIV discordant couples.

1.3.1 Specific Objectives of the Study
The specific objectives include;
1. To establish the extent to which socio- econonmatustinfluences stability of marriages
among HIV discordant couples.
2. To establish the extent to which therapeutic som&rventions influence marital
stability among HIV discordant couples.
3. To establish the extent to which demograplaigables influence marital stability
among HIV discordant couples.
4. To determine the role of culture in enhancingitaastability among HIV discordant

couples.
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1.4 Justification of the Proposed Research

HIV discordance is a new phenomenon and very ligl&known about the HIV discordant
couples in relation to their experiences, changetheir relationship and what really makes
them stick to each other. This study therefore dimteexploring factors that influence marital

stability among HIV discordant couples.

Previous research done on discordant couplestiseirclinical area, while very little research
has been done on the social aspects in relatidti\fodiscordant couples and no study has
been done on factors influencing marital stabifitpong HIV discordant couples in Kenya.
Therefore this study may contribute knowledge oratwnfluences marital stability among

HIV discordant couples.

As far as policies are concerned, findings frons tl@search may help various policy makers
understand the experiences of HIV discordant cayptballenges that they face and what
makes them stick together. Policy makers may utaleisthe role played by therapeutic social
interventions like counseling and support groupemmancing marital stability among these

couples and therefore emphasize on the importaniceliidual, couple or group counseling.

1.5 Scope and Limitation of the Study

This study examined factors that influence marstalbility among HIV discordant couples.
The socioeconomic status was indicated by incormeypation and the level of education. The
study therefore examined how socio-economic stafhsenced stability of marriage among

discordant couples.

11



This study established the extent to which cultueadtors, existing social interventions
influenced matrital stability among the couples. Bhealy also established if gender of the HIV
positive partner, presence of children and theepaibf interaction influenced marital stability.
The study experienced some limitations. Maritabiity (or lack of) can be an outcome of
many factors. Marital stability is about relationshand relationships are always hard to
explain. One can never know all the factors thakenpeople stay together. This study was
limited to sociological issues only, there may haeen medical and philosophical factors that

influenced marital stability but the researchelydokcused on sociological factors.

The study was done among HIV discordant couplestexgd for group therapy at KNH. The
participants were mainly from Kibera, an informattement in Nairobi.

With urban dwellers, reasons for staying togettzamot be assumed to be the same with rural
people or people in high economic settings. Consettyithe findings cannot be generalized to
apply to all HIV discordant couples as it was leaitto couples who had been registered as

discordant couples at KNH.
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1.6 Definition of Key Terms

HIV discordant couple- Refers to partners in marriage where one haswiile the other one

does not.

Concordant Positive refers to partners in marriage who are both Hogifve.

Marriage - in this study marriage was looked at in termsalfabitation, rather than a formally

defined legal or religious status.

Marital stability - Marital stability refers to state in which coupli@ marriage continue to live

in a harmonious way despite their marriage facimglenges.

Marital disruption - refers to breakage of a marriage through divorcgeparation.

CD4 count- refers to a measure of the number of the T peliscubic millimeter of blood.

Morbidity - refers a measure of the burden of disease irpalation.

Mortality - refers to a measure of death due to an incident.

Support group- this refers to a group of people with common lemges who have come

together to share and help one another.

Fidelity- In this study it refers to the faithfulness oé tbexual partner.

13



CHAPTER TWO

LITERATURE REVIEW

2.1 HIV Infection, Discordance and Marital Relationship
In Sub Saharan Africa the risk HIV/AIDS remainsyéigh with about 50 - 65 percent of the
infections being found in East and Central Africaaaiea that accounts for only 15 percent of

the sub Saharan Africa population. (KDHS 2008-2009)

The first identified case of persons infected wiiv/AIDs in Kenya was recorded in 1986 and
due to its fast progression the Government of Ketogk a move to declare HIV /AIDS
epidemic a national disaster in 1999 and subselyusgttup the National Aids Control Council
(NACC) a council which was to coordinate the meiti®ral response to HIV/AIDS. In Kenya
the National HIV prevalence stands at 7.1 percadties prevalence among women has been
higher than that of men at 8 percent and 4 penespectively for those aged betweenl5- 49

years. (KAIS, 2007)

In the KAIS survey, most of the couples (90 percemre HIV Negative while 10 percent had
both or one partner HIV/AIDS infected. Among cougpVeho are living together 6 percent were
HIV/AIDS discordant where only one partner is irtegt with HIV. The survey found that

about 350,000 married or cohabiting partners wekédiscordant.
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The researcher looked at marriage in terms of dtdtain, rather than a formally defined legal
or religious status. Marital stability refers tatstin which couples in marriage continue to live

in a harmonious way despite their marriage facimglenges.

HIV/AIDS ceased to be an individual problem witte ttleclaration of the 1994 World’'s AIDS
day theme “AIDS and the family”. It was at arourist time that the society started
experiencing its impact on the family as well. 4t a disease that occurs through family
relationship and it is a major threat to the ingitn of marriage. Visible changes have
occurred in the family patterns where families h&aden the role of providing comfort and
care to those who are sick. (Boerma. et. al. 20B@ngaart. 2007, Donahue, 2005, Glynn,

Caraél, Buvé, Musonda, & Kahindo. 2003. & Tangrmurdvorakul. et. al. 1999).

Fear of acquiring HIV infection was found to briagsignificant reduction in the desire to get
married among women who preferred single life aseing loved ones die of the infection.
(Bunnell, Nassozi, Marum, Mumbangizi, et al. 20050r those who were married, divorce
and separation were used as strategies for indilsdio protect themselves against HIV risk.

(Gregson, Zhuwau, Anderson. 1998 & Riners, 2008).

HIV / AIDS is not different from other chronic @igases but the fact it is a life threatening
sexually transmitted disease increases fear o$imasion from the sexual partner. The society
views it with a lot of stigma and as a disease tha&mbarrassing to the family. Studies have
shown that most partners enter marriage withouinigatested for HIV and when it is done; it

is mainly prompted by illness or death of a partoer child and that only a few insist on
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knowing the HIV status of a prospective marriagernm. (Hosegood. 2008, Lugalla Emmelin,
Mutembei, Sima, Kwegisabo, & Killewo, et al 200%his is a good indicator to show that
despite the fact that most people are afraid ofracting the virus, few insist on knowing the
HIV status of a prospective partner and many pateagage in sexual intercourse first and
there after worry after they remember that thegusth have protected themselves from

HIV/AIDS.

Among the concordant positive couples it is notacleho infected who first because most
partners just find themselves with the virus; itc@mmon for such couples to engage in a
blame game in which each partner blames the otivehé& source of HIV /AIDS. Among the
HIV discordant couples, the source of HIV is knolmatause only one partner is infected, there
is a possibility that the positive spouse wouldbteemed for possible infidelity and bringing

HIV home. (Boerma et al 2002).

HIV discordance in stable Sexual relationships magor risk factor for transmitting infection
from the infected partner; and a major cause @nnhéand childhood mortality and morbidity in
Africa and which has a worldwide mortality rate @f7 percent. (Mantell, Smith & Stein.

2009, Tindyebwa, Kayita, Musoke, Eley, Nduati, Cadia, Bobart, Ngacha & Kieffer. 2006).

Though great emphasis has been made on condomoudmth positive concordant and
discordant couples, research has found that soswerdiant couples hardly use them due to
confirmed misconceptions about discordance. (Buneel al 2005, Mantell, Smith &

Stein.2009). Some of the concordant positives fiedharm in having unprotected sexual
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intercourse because they are both HIV positive taedefore perceive no fear of transmitting

the virus to each other.

According to scientists HIV discordance has bedated to a combination of factors that
include genetics, HI- virus type, the extent to eththe HIV infection has progressed in the
HIV positive partner, presence of a sexually traittemh infection and circumcision which
research indicates may reduce the risks of HIVcida and possible absence of CD4
receptors in the HIV negative partner. Howeverdhame several myths and misconceptions on
discordance which leaves the HIV negative parthérgh risk of HIV infection. Some couples
think that the HIV negative person is actually otézl and it is just a matter of time before the
virus shows up and that some people are totallyumarto HIV infection which makes some
couples dismiss the idea of condom use. Other esumhve also been found to perceive that
‘gentle’ sex with a partner who is HIV positive b the negative partner from getting the

virus, as only rough sex can transmit the HIV/Alld&is. (Bunnell et al 2005).

Studies have shown that VCT services are yet tinlbeaccepted in marriages, and where one
or both partners test HIV positive the marriage nb&ycharacterized by blame, violence,
abandonment and marital disruption. The knowledgBl ¥ status in and of itself has been
found to lead to divorce especially when a womaststédlV positive. (Gregson, Zhuwau,
Anderson, and Chandiwana, 1998, Grinstead, Grdgo@iboi, & Coates 2001, Machekano,

McFarland, Basset & Mandel, 2000 & Porter, 2004).
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Couples in discordant couple relationship have m@ed stable marriages, despite the fact it
is clear who has the virus and the general expentétat such marriages are doomed to fail.
This study therefore examined factors that infleentarital stability among HIV discordant

couples.

2.2 Livelihood Factors

Social economic status and marital relationship

Studies have found that a husband’s educationaihatent and social economic status made
him maintain a stable personal identity a factoricwhhas been associated with marital

stability. (Fiedman & Fiedman 1985). This is indiwith what was found in Rakai in Uganda

that formal education attainment among males retiube possibilities of separation and

divorce among HIV discordant couples. (Porter. e2@04).

Studies done in Kenya found a relationship betwashrcational attainment among women and
marital stability; the educated Kenyan women withoad job were less willing to tolerate an
authoritarian or a dependent man who decides #dff/of his wife’s income. Adams & Trost

(2005) cited in a study done by Adams and Mbur(2§01).

There are some contentious findings on the relghignbetween divorce and economic status;
some researchers have found that when prospetityn sivorce and desertion rates go up.
(Hurlock 1996); other researchers have found thposipe that it is more common to have the
lower social economic class having marital confacid subsequent marital dissolution than

those in the higher social economic class. (Co8irGoltrane, 1991).
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Traditionally economic security was viewed as laiportant reason for a woman to get and
remain married because by a woman having no ecanaon@ans; she was completely
dependent on her husband and besides it was mealetisht once she was married there was
no going back to her family of origin even when skas in an abusive relationship.
(Sweetman, 2003).

Divorce and separation were noted to be highestnwhesband and wife work but their
incomes are not high, married early and when theyemot been married long, (Collins &
Coltrane 1991). Women who got divorced and sepdratere more likely to be on welfare

than women from more stable families. (Hoffman 1977

The above studies found a positive relationshipveen social economic status and marital
stability. The question is; to what extent wouldome and financial stability determine marital
stability? Does social economic status determinatatatability in the face of HIV/AIDS and

more so when only one partner is infected?

2.3 Cultural aspects and marital stability

Culturally there was a general expectation thaldodm had to be born and brought up in a
marital relationship; marriage was expected to dast this expectation made divorce very rare
and every effort was made to ensure that a cogphained married. (Mwangi 1998, Radcliffe
— Brown & Forde 1987). In instances where divorceeaparation was likely to occur because
the woman was found to be infertile, the matter wesolved by taking a second wife.

(Mburugu & Adams 2001).
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Research has shown that there is a positive oakttip between religion and marital
happiness. Couples who attend church together aritipate in religious activities or are just
religious have been found to be more patient wibheother, more forgiving, quicker to get

over anger and more supportive in their relatignsfNewman & Graverholz. 2002).

Most religions encourage people to stick togetivenenvhen they are experiencing challenges
in their relationship; it is commonly believed thatigion acts as a buffer against divorce. This
is seen in what Newman and Graverholz (2002) fabatiCatholics, Jews and fundamentalists
Christians have historically been stricter aboutritala dissolution than the main stream

Protestants.

They cited Heaton (1990) who found that divorcedteto be highest among couples who are
unaffiliated to any religious organization and Rwan (1994) who found that among the
couples he studied those who had lived for an geecd 40 years said that religious faith was
one of the most important factors enhancing thearrrage. With such findings one is left
wondering if religion would still enhance maritalakility where a couple is affected by

HIV/AIDS and more so when they are in a discordat#tionship.

2.4 Presence of children and marital stability.
Children in Africa are highly valued as it is thghuthem that heritage is passed from one
generation to the next. Several writers have arghatpart of the process of marriage is seen

with the birth of the first child because it isdhgh children that the husband and wife are
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united and the two families united by having desdegs in common. (Radcliffe — Brown &

Forde. 1987).

Marriage has been seen as a way of giving childrdegitimate identity and a sense of
belonging. (Clayton 1979). A study done by Adand dmost, (2005) reported that the key
reason to why people get married is to get childasrchildren were viewed as a source of
success in marriage. They found that a marriage motchildren was found unsatisfactory to a

point that a husband could take a second wifegiffitist one failed to give him children.

Studies have found that a marriage with childres &lao been found harder to dissolve than
one with no children due to the dependency thdtiedn create to partners who are married.
Couples who have children have been encouragedriinae living together even when they
are unhappy with their marriage, for the sake @& thildren. (Feldman & Feldman.1985,

Newman & Graverholz. 2002).

Infertility in marriage is one of the factors tHaad to marital problems; when a child is not
born in the first year of marriage, the man and dmnsire family and lineage begin to get
worried. This is because children are seen as lathabugh which there is continuity in the

family. (Rukwaro. 2005)

There have been contentious findings surroundiegrétationship between marital stability
and the ages of children where some researcheesdizmerved that there is more stability in

marital unions when children are young than wha&y tre older, because more time, finances
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and emotional resources are devoted to the risinghitdren which requires the attention of

both parents. (Call & Heaton 1997, Emery. 2009 &tda. 1990).

On the other hand studies have found that a langdyf size with older children deters marital
disruption because having a large family meanstti@icouple has lived together longer than
when the couple has fewer and younger children. |[®hger a couple has lived together the

more attached they are to each other and thedirelml (Cherlin 1977).

With a larger family there is more dependence byewito their husband’'s income which
makes it harder for divorce to take place for tbat financial support may cease with divorce.
In the Constitution of Kenya (2010), provisions fehild support and maintenance
responsibility are a greater and a heavier burdem husband who decides to divorce a wife
who is dependent on him. Collins & Coltrane (19¢dynd the likeliness of divorce to be
highest when husband and wife work but their incasn®ot high, married early and when they

have not been married long.

By HIV affecting one of the partners, the hopeshating children may be shuttered for
couples who discover that they are discordant dfterg together, this is so because having
children means putting at risk the HIV negativetpar who may contract the infection and
also the risk of infecting the unborn baby. Witle #hnti Retro Viral therapy services in place,
there are conception techniques which are offevdabth HIV concordant and HIV discordant

couples to reduce the risks of HIV transmissioth® child. This has come as a relief to those
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couples who may desire to have children or incréas@umber of children they have. (Journal

on reproductive matters volumel4 Of May 2006).

A study done in Kibera by Opondo, Ekstrom, llakoJr@dalo, (2010), found that children are
viewed as prerequisites of a fulfilled happy li#eseason that makes every mother regardless of
her HIV status desire have them. This was seemasobthe push factors that led women to
conceive with a low CD4 count of less than 350s¢edl. Similar findings had also been found
by Dyer (2002) who argued that since women mostigriithe blame of everything negative
that happens in most families, fear of being blafeedcthildlessness has pushed most mother
who already know that they are HIV positive to ceime and bear children regardless of their
CD4 count. Most families expressed increased fé&awving to die childless because in most

African societies children are believed to ensucerainuity of the family line.

Opondo et al (2010) cited a research done by §€€1897) who found that failure to have
children brought a negative repercussion in Afrisanieties. Studies have observed that most
people enter marriage hoping that the mutual atfea@nd commitment will last a lifetime, but
many unhappy marriages have remained intact forséke of the children. (Heaton. 1990,

Feldman & Feldman 1985, Mwangi, 1998.)

Despite the fact that studies have found childeebé important factors in buffering divorce
and separation among couples, we have not beemwtadther they have the same effect where
couples are faced with challenges of HIV/AIDS. Tkisdy therefore investigated whether

presence of children in a marriage enhances matdhllity even in the face of HIV infection.
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2.5 Gender and marital stability

Studies have found a positive relationship betwggder and marital stability or instability. In

the International conference on AlIDs (1998), it weported that a husband’s HIV diagnosis
has a profound effect on the dynamic of the retetigp and the emotional wellbeing of the
family. This is because men have been found tohkeedeterminants of the outcome of a
marital union depending on who has the virus. Womeare taking roles of the sick leave
them disadvantaged when they are the ones whackres their partners may not willing to

take care of them.

Women living with HIV/AIDs have often been vieweal lbe promiscuous or immoral and are
particularly vulnerable to HIV related stigma aritk tsituation becomes worse if it is the
woman who is HIV positive while her husband is Higgative. (Boesten & Poku. 2009). This
is probably because the society has always exconsedfor the behavior that leads to their
infection. Findings by Clark, Lindner, Armistead &ustin (2003) observed that among the
HIV infected women, as levels of perceived stigmareased, the level of disclosure and

psychological functioning decreased.

Mwangi (1998) found that divorce was very rare ifiidan societies, because a woman was
regarded as the foundation rock on which the hamedswas built, without her the homestead
would break, so it was only when efforts to keep llusband and the wife together failed that

an action for divorce could be taken.
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Findings have found that men are more likely tongpriHIV into their marriages than women
mainly due to cultural practices like polygamy astj the cultural expectation that they can

have more than one woman. (Bunnell et al 2005 ePettal 2004).

The gender of who is HIV positive was found sigeafit in studies that reported that a female
HIV positive discordant couple (M-F+) were more€lik to experience divorce than the
concordant HIV negative couple (M-F-) or when ithe male who is HIV positive, (M+F-).

(Porter et al 2004).

A family is an important source of emotional sugpout when many couples discover that
they are HIV/AIDS discordant; emotional support n@gase to be provided. Most couples
may start off well where they promise to live ardecfor the HIV positive partner but fear of

contracting the virus and not actually knowing wtwatlo have disrupted marital unions.

The above findings have suggested the vulnerabiitthe woman in a discordant couple
relationship where she is the HIV positive partrieis study therefore investigated whether the

gender of who is an HIV positive influences margtability among HIV discordant couples.

2.6 Social support and matrital stability
Bunnell et al (2005) found that the fact that drslance is rare, it is associated with
considerable emotional stress for the parties aqoecde To most partners it is equated with

infidelity on the part of the HIV positive partner.
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Research has found a casual relationship betweesssand illness. There is substantial
evidence that stressful events may cause declinkeirCD4 Cell count thus leading to HIV
disease progression, increase in viral load andaiitygr (Leserman. 2008 & Remor et al
2007). Persons who are HIV positive experienaesstinduced by the illness or hostile social
reaction to them and such stress may impair thetifamng of their immune system making

them more vulnerable to infections. (Sdorow 1993).

On the other hand research has found that ther@dsitive relationship between sickness and
social support. Social support can reduce the inosuppressive effects of stress. Scientists
have long noted that people with fewer social reteships are at increased risk of diseases.

(Conrad 1993).

In Africa, marriage is a social institution thattrmmly unites a man and woman but also creates
an alliance between two families or bodies of Kattfulfils some functions without which
there would be dissolution of a marriage. (Radel#f Brown & Ford. 1987, Rukwaro 2005).
Social support can be in form of support groupsiiiwand friends. Social support provides an
opportunity for one to know that they can stilldidespite being HIV positive and also for
discordant couples to know that other couples hasen in a similar situation and have

managed to stay married.

Conrad (1993) has cited Parsons (1951) who fouatidbcial support has proved to prevent

the potentially disruptive consequences of anskndue to shared norms about the disease.
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HIV/AIDS has been found to be one of the most stiirhing diseases due to its mode of
transmission. Stigma has been found to deny petbglie livelihoods and social networks.
AIDS activists at community level argue that it gslf stigma that inhibits people from

speaking about protecting others. (Clark et al 2003

Boesten & Poku (2009) found that in an illness IkB// AIDS support groups have been
found to help people reduce stigma and enhanceseting done by health care workers. Such
groups may help individuals to deal with their attan better and also make important

contribution to the community care and preventifiares.

Social support in terms of support groups and sugpam the extended family and friends has
been found important especially if the marriageexperiencing challenges. However social
support has also been found to impact on marriggatively where if boundaries are not set
clearly upon marriage, friends and relatives caerfarence sometimes leading to marital

dissolution (Kephart 1977., Mc Goldrick 1999).

The same was found by Ritzer (1996) who found fresdple create and are threatened by
social structure and its products, thus peopleteractions through friendship or group
relations can be both beneficial and disastrouss teans that the source of support that a

couple may get can be both beneficial as well sastiious.

When a couple learns that they have discordant $i&us, denial and confusion may set in.

Such a couple may be very vulnerable especialthal rush to disclose to their respective
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relatives. Extended families and friends are exquktd offer social and psychological support
to couples facing challenges but they can alsaaagbush factors for such marriages to end

especially in the case of couples with HIV discortdstatus.

The studies above have found a positive relatignbletween social support, the therapeutic
interventions and marital stability. However stisdigave not told us whether social support
and therapeutic interventions play role in ensunrayital stability in the face of HIV infection.

This study therefore investigated whether therapescial interventions enhance marital

stability among the HIV discordant couples.

2.7 Communication
The nature and pattern of communication have beand to be important factors in enhancing

marital stability. Sabatelli (2003) summarized gixalities of strong families as appreciation,
spending time together, Commitment, good commuiaicand ability to deal with crises in a

positive manner.

Communication is a symbolic and a transactionacgse through which people create and
share meaning that impacts on them as they intetastboth verbal and non verbal. (Glavia &
Gromell 1991). It is therefore necessary for theuses to learn how to communicate and cope
with many feelings and realities which include amggief, money problems, sexual fears,

spiritual issues, doubts and parenting concerns.
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Fiedman & Fiedman (1985) noted that in a good rage; partners need to feel satisfied in
what they are getting from a relationship, whiclclaracterized by open disclosure of any
feelings of dissatisfaction, ability to support kauther and ability to adapt to changes that

affect the relationship.

Strong marriages are found to have a good commuumicpattern, where couples spend time
together talking and listening to each other. Ié tHIV discordant couples had a good
communication pattern long before they learned timet of them has the HIV Virus they are
likely to stick together after the diagnosis is mad marriage is found to be successful when it
makes successful adjustments in face of a stresgoch is determined by the quality of the
communication between the husband and wife and #pgraisal of the stressor, as one that

can be managed or not. (Danielson, Bissell,& Wandtd 993).

Morgan (1985) found marital problems as problemsdto with the complex pattern of
emotional, interpersonal and sexual relationshiy tonstitute a marriage. He noted that
sexuality is an important component which is atdbee of what makes marriage a relationship
but with poor interpersonal relationship; sexu#&tienship may also cease among the couples.
However, Bunnell et al (2005) observed that feaH®¥/AIDs transmission was noted to

interfere with couples’ sexual intimacy.

In a partner study conducted in northern Thailaetiveen March 1992 and June 1996 on the

sexual behavior in HIV concordant and discordam¢tosexual couples, it was noted that there
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were less frequent intercourse and more condomaosmg the discordant couples than the

concordant positive couples. (American journalmtiemiology Vol.147 No.12 1998).

Disclosure of personal issues was observed toaaynportant role in maintaining happiness
and stability of a relationship as well as increasetional support enhance sexual intimacy

and facilitate self acceptance. (Holt, Court, Vadhalott, Holmes. et al 1998, Sdorow,1993).

Rolland (1993) noted that in order to maintain fdw@ily support, open communication for all

family members is crucial, because living with stes can encourage fear and guilt. He
observed that since all family members are antirigaloss, it is necessary to discuss the
issues of healthcare, living wills, legal mattensl dinances in the present. This may help the

family to keep their affair in order at a time whig¢iey are under tremendous stress.

However revealing secretes has its problems atsoan cause abandonment, stigma and
discrimination when people discover their discotdaV status; this means that before
disclosure a partner should understand and be reathke its negative consequences. They
should also be in a position to weigh whom to diselto and whom they should not. This
study embarked on investigating the extent to whigh pattern of communication enhances

marital stability among HIV discordant couples.

2.7.1 Trust and Commitment

There is the general expectation that marriagesaaoeed if it is cultivated through the years.
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Fiedman and Fiedman (1985) found that having a goodel from the family of origin would

be helpful in guiding a husband'’s efforts towardsking his marriage work.

Commitment has been found to be an important faatonarital stability as it helps couples
negotiate life crisis. Studies have found that miyriough times romantic feelings fail, sex
doesn’t seem very important either and materiaspsesions may not mean much, it is the two
against the world, toughing it out, testing allith@sources. Committed couples are able to
learn that not all hard times lead to divorce &y thare able to focus on how they have evolved

past crisis. (Van Pelt 2008).

Lamanna and Riedmann (1999) argued that marriagexpected to be permanent and for
permanence to occur, couples have to maintain comeni to each other. They noted that
most people enter marriage hoping that mutual affle@nd commitment will last.

However studies do not state whether commitmengspéarole as far as marital stability is
concerned in the face of HIV/AIDS and more so wtiencouples have HIV discordant status.
Trust refers to the belief that a partner will eaploit or take unfair advantage of the other

partner. (Haas & Deseran1981).

Sabatelli (2003) has cited Burn (1993) who arguest trust is important in relationship
development because it allows individuals to be tedculating and seek longer term outcomes
thus allowing partners to be future oriented byreasing their confidence and a sense of
security in the relationship. With HIV/ AIDS theig a possibility that trust and commitment

can be eroded and especially when only one paigrtg¢l//AIDS infected, but to what extent
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do HIV discordant couples trust and become conechitd their marriage? Is the level of trust
and commitment in the relationship the ingredightg have ensured marital stability among

these couples?
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2.8 Theoretical Framework

The purpose this section was to establish a limkwéen theory and the proposed study.

2.8. 1. The Social Exchange Theory

The social exchange framework was founded by Geddaogeans in the 1950s and 1960s and it
is most dominant in family studies. This theory earftom the behaviorists ideas of
B.F.Skinner on the relationship between the aatdrthe social environment.

This perspective proposes that social behaviosia aesult of an exchange process, where
individuals are seen as acting out of self intevagt a goal of maximizing their profits and

minimizing their costs. (Homans 1958).

According to this perspective people weigh the pioé benefits and risks of a social
relationship; when risks outweigh the benefits,geavill terminate the relationship.

In close personal relationship one’s own satistecgenerally depends on the extent to which
one partner is satisfied as well. Acting in thetbeterest of the partner becomes one way of

obtaining benefits for the self.

When each behavior is reciprocated in a positivg a@a exchange relationship such as this
fosters trust and commitment that if sustained ovwere can lead to the belief that the
relationship has many of the special and enduringities that define a lifelong relationship.
When the HIV positive partner experiences accejgtadnom the partner she or he will be

motivated to live because lack of stress will autoally boost his immunity.
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Rewards refer to the benefits exchanged in social relatips and they are the pleasures,
satisfaction and gratification that one derivesnfrgarticipating in a relationship. In a
relationship rewards include social acceptance empgiion and approval, the provision of
favors and respect. Rewards also include makingtip@sverbal statements, listening,
touching, giving gifts or spending time togetheack of these serves as reinforcement that

increases the likelihood of being attracted toréationship.

Costsrefer to draw backs or expenses associated tatiaypar relationship. They can involve
negative aspects of a relationship. A partner'nsgivity may be perceived negatively as

might be the time and efforts required to maintamrelationship.

Exchangerefers to the unique values and expectations itdals bring to their relationship.

These are the standards by which the relationshjpdged. Findings from study have found
that most couples always ask themselves whethegr dhe getting as much as they have
invested in the relationship. (Lamanna &Riedmanf9)9As a general rule we tend to be
more attracted to those partners who offer us thd &f rewards that we value. Individuals

also tend to be more attracted to relationshipsseloutcomes exceed our expectations.

However this perspective experiences a major drekviba that it favors and advocates for
openness in social relationships; due to stigmacasted with HIV/AIDS, openness in a
relationship may not be the best option, partneela make their own independent decision

to disclose their HIV status to others who are their partner. Following this limitation, the
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researcher will focus on two other theories andteelthem to the study on factors that

influence marital stability among HIV discordanupdes.

2.8.2. Ethnomethodology
Ethnomethodology is a theoretical model which wamtled by Harold Garfinkel in the late
1940’s but was first systemized with the publicataf his studies in Ethnomethodology in

1967. (Garfinkel 1967).

Ethnomethodology is the study of the everyday jwestused by ordinary members of the
society in order to deal with their day to day 8v&hrough the use of commonsense the
members of a society are able to understand theessahd the situation they find themselves
in. Ethnomethodologists’ do not focus on actorsnalividuals like many other approaches;

their main focus is on members and membershipiaesyMembers are viewed as people who

can make their own judgment without being consedihy their institutions.

The founder of this model has discussed a vaaetpncepts but the researcher used concepts
which are relevant in this study on marital stapiimong the HIV discordant couples using

his key concepts, thastitutionand theconversation analysis

Research has found that most couples enter mamigheut the knowledge of their HIV

status and that most HIV testing is prompted bkress or death of a child or a partner.

(Hosegood, 2008). Most HIV discordant couples bexaware of their discordant status
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within the institution of marriage and more oftéran not it is after they have lived with each
other for some time and have had children.

HIV discordance is a challenging situation thatauple finds itself in, which is at first
shocking to the couples affected. Most couples rgo denial before spells of anger and

bitterness begin as they embark on making senewfsituation.

As the couple comes to terms with what is happetorthem they are able to make important
decisions in their lives on how to proceed withirtlielationship, how to protect the negative
partner, treatment needed, other investigationslwinay be required and whether to have
more children or not.

This approach views couples as people who havecitgpt make important decisions
independently without the interference of the sycieNVhere disclosure of their HIV
discordance status is made to the society inapiatepr there may be pressure for the couple

to separate or live together which may be agairest wishes.

In this approach, membership activities refer toawvboes on in the marital relationship
between the HIV discordant couples, their inteactind how they get along with each other
after the awareness of heir HIV discordant statwbjch includes; issues like sexual

relationship, support they offer each other andneary in their relationship.

Garfinkel has stressed on the importance of acauym this model. He defines accounts as

ways in which actors describe, criticize and ideaBpecific situations in their lives.
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HIV discordant couples can make accounts of how flexceive each other in terms of their
interpersonal relationship focusing on their pattef communication and generally how they
behave towards each other. The partner who hasithe can express whether he feels

supported by the HIV negative partner or not.

Studies have found that if it is the female who thesvirus, marital relationship is likely to end
than when it is the male partner who has the vi(Berter, 2004). So if the HIV positive
partner does not feel supported emotionally odasnled for bringing the virus home by his or
her partner, the marital union may end. If it is thhoman who has the virus she is likely to be
sent away and her husband marries another wife H'Menegative partner may argue that he
or she offers emotional support to the HIV posifpaetner, but the issue is whether the person

himself perceives that support or not.

Blame is common among couples where the positiven@ais blamed of bringing HIV home.
(Bunnell, et al 2005, Boerma, et al 2002). If theppens harmony in the marriage may be

disrupted and this may lead to the dissolutiorhefunion.

Another important principle in this model is thengersation analysis. This is basically doing
an analysis of a detailed understanding of the duomehtal structure of conversational

interaction.

To Garfinkel, conversation analysis is based oragsimption that conversation is the bedrock

of other forms of interpersonal relationship. Wimtsaid at any given time is shaped by
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preceding sequential context of the conversatiahvamat really matters is not what is said but
how it has been communicated. It is the collectmd analysis of highly detailed data in a
conversation, in both verbal and non verbal comeation and ordering the finest detail of a

conversation.

In a discordant couple relationship conversatiorery important and it must be made clear for
both parties to understand each other. When whatasaded to be said is hot communicated
clearly, misinterpretation and misunderstanding fodlpw which may lead to disharmony and

instability in the marital relationship. Interagatics a two way process, one talks while the other

one listens and responds appropriately.

If the recipient perceives ridicule or blame ia@nversation he or she is likely to withdraw
from the interaction. The tone of voice can alsmpunicate a lot and be perceived positively

or negatively.

2.8.3. Symbolic Interactionism

Symbolic interactionism is a theoretical perspextiat arose in Chicago at the turn of the
century at a time when Chicago was booming indalstrand commercially. This growth led
to increase in the number of immigrants from Eurep® were seeking new life, employment
and social equality. The changes that occurredenlaaew patterns in the behavior of people
as they created new communities which attractedntieeests of the social scientists. (Deegan

& Hill 1987)
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The major thinkers associated with this approaehGeorge Herbert Mead, Charles Horton
Cooley, and W. I. Thomas, Herbert Blumer and Ervidgffman. In this approach the
researcher will focus on the work of George Herleiad and Herbert Blumer. Mead died
before he published much of his work, but it wablghed by his predecessors. The researcher
has combined his thoughts with those of Herbertri®&luin relation to the study on the factors

influencing marital stability among HIV discordasduples.

The researcher focused on their concepts of redteyself, gestures, significant symbols and
language. As a pragmatist Mead argued that realigctively created as we act, that people
base their knowledge of the world on what has praeework while they discard what does
not work; people define social and physical obgaording to their use of them and that if we
want to understand actors we must base that uadeliag on what they actually do in the

world.

Relating the above ideas on the study on HIV ddamat couples, the reality about marital
relationship among such couples is that many haamtained their marital union which is

against the general expectations that such masiagedoomed to fail. The reality is that it has
worked for others. If it has worked for some thehds been proven to work, this is one of the
reasons to why there are support groups for HI¢aldant couples where emotional support is

offered.
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Three things are important for symbolic interaasom, the interaction between the actor and
the world, the view of the actor and the world gsaimic processes and the ability of the actor

to interpret the social world.

This approach conceives the individual themsehe®xstentially free agents who accept,
reject, modify or otherwise define the communityrms, rules, beliefs according to their
personal interests and plans of the moment. In d@pigroach, human beings are viewed
superior to animal due to their capacity to thimkeract, interpret and understand symbols,

interpret situations and come up with the most aypate course of action.

Ideally the society and major social institutioms axpected to define what people ought to do
under certain situation but at the same time tlentsgin this approach are free to make their
own appropriate decision and courses of action. dis€ordant couples are free to make
individual decision on whether they are to staynmedror should separate after they discover

their discordant HIV status.

Major social institutions like the church have ajwaadvocated for the preservation of
marriage regardless of the situation that a codiplds itself in. This understanding has
motivated couples to remain together, but stilrehare those who feel that they cannot live

together even when the church recommends it anel ¢pawve ahead to separate or divorce.

Couples make individual decisions concerning tharital relationship which is mainly based

upon their reasons for marriage and their expectaif each other as marital partners.
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Research has found that similarity between the lesugnd the nature of love are some of the

main reasons for people to marry. (Sdorow, 1993hkun & Bons, 2005).

Thus when couples possess companionate love, theyp@e committed to each other and are
likely to stick together when problems arise initheelationship unlike those whose love is
based on passion. Partners expect to get from ethen affection, companionship, sex and
money. The individuals in this approach make denssi concerning their relationship
regardless of the pressure that comes from thetsgdtiat all they are getting what they expect

to get from a relationship.

Mead views the act as the most primitive unit is thieory and he argues that in lower animals
the stimulus does elicit an automatic unthinkingpanse while human actors may think before
they act although there are those who react autoafigtto the stimulus. Once a diagnosis of
HIV discordance is made, human actors will thinktké immediate situation where one
partner is HIV positive while the other one is Hilégative, the actors may also consider the
past experience if at all they have heard of anyples who have had HIV discordant status;
for those who have heard of other couples in alamsituation, they may seek more
information from health practitioners or througieimet. In most situations discordant couples
are hearing of discordant HIV status with their osecordant status so consideration of past

experience may not be possible to most couples.

Actors may consider their reasons for and expextatirom marriage. Couples may be faced

with psychological problems like fear of the negatpartner contracting HIV and passing HIV
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to their unborn children, possibilities of stigmadadiscrimination from the society and the
prognosis of the disease with possibilities of prame death occurring and also fear of the

HIV negative partner deserting the HIV positivetpar.

Depending on how each actor perceives the situagoor she may decide to desert or stay and
support the partner. Those who decide to stay hegehay consider information given by the

counselor or others in similar situations and maysader to join support groups.

These key contributors of this theory have disalise importance of concepts like the
conversation of gestures and significant symbolschvlare common to human actors and
important in human interaction. They argued thébadyy one individual may elicit a reaction

by another individual. (Blumer 1969)

Communicating love and acceptance to the HIV pasigartner elicits self acceptance in the
HIV positive partner and likewise non acceptancd tatial expression of negative gestures
communicates hatred, blame and non acceptanceeopdhkitive partner which may make

him/her have a low self concept and stress which lmaer his/her immunity further.

This happens because human beings have capaciiyteigpret symbols and understand
meaning of what the partner was trying to commueieazen when one does not use language.
When love, appreciation, acceptance and empathyg@remunicated to the person with the

virus there will be positive feelings which bringaaut stability of the marriage.
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2.8.4 Conceptual framework

INTERVENING
INDEPENDENT VARIABLES DEPENDENT
VARIABLES VARIABLE
SOCIO ECONOMIC STATUS
* Income
g *  Occupation
* Level of education KA

NUMBER OF
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TRUST
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PATTERN OF MARITAL

COMMUNICATIONS \ STABILITY

I SEXUAL
INTIMACY
GENDER
A SOCIAL SUPPORT
v « Family
CULTURE & * Friends
RELIGION * Support group
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2.9 Hypotheses

This study will test the following hypotheses.

2.9.1. There is a relationship between social-econonmatustand marital stability such that
when HIV discordant couples have a high socio-esoastatus their marital stability is
enhanced.

2.9.2.There is a relationship between gender of the pidgitive partner and marital stability
such that when the male is HIV positive maritalbgity is enhanced than when the

female is HIV positive.

2.9.3 There is a relationship between the presence ¢ddiaal children and marital stability

such that when HIV discordant couples have chilananital stability is enhanced.

2.9.4. There is a relationship between culture and mastability such that when HIV

discordant couples have strong cultural attachntéeis marital stability is enhanced.
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Operationalization of variables

Dependent variable Indicators

Marital stability Interdependence among couples for Companipnshi
Provision of affection
Sex
Money
Practical assistance
Emotional support
Equity among the couples
Investments’ made (time, money)
Benefits from the relationship

Concern about partner

Commitment to the relationship - Degree afidation to the relationship
-Concern for the wellbeing of the partner

-Self sacrifice

Permanence of the relationship - Degree ddioels affiliation
-Views about divorce and separation
-Attachment to cultural values of marriage

- Expectation of sexual access/exclusivity
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Behaving like a couple

Independent variables

Gender of the HIV positive partner
Presence of children
Socio-economic status of the couple
Cultural attachment

Social support

Pattern of communication

Trust and commitment

-Staying together
-Thinking and planning together
-Spending time together

-Pool financial resources

Indicators
-Husband/wife/partner HIV status
-Number of children in a mage.
-Occupation, level of education, income
-Religious affiliation, Cultural vags
-Attending support groups, soaieiworks
-Pattern of interaction, intimacydaspending time
together and level of disclosure
-Ability to face challenges togethexperiencing a

sense of security in the relationship,
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CHAPTER THREE

RESEARCH METHODOLOGY

This section will describe the design that was usezhrrying out the study. The research site,

target population, sampling design as well as netfalata collection will be highlighted.

3.1 Study design

This study was conducted using a cross-sectionabegudesign that employed both

guantitative and qualitative approaches to datéecmbdn and analysis. Questionnaires were
administered to HIV discordant couples at KNH tesess marital stability and FGDs were
conducted to establish factors influencing margtbility. The study period was between

January 2012 and July2012.

3.2 Research site

This study was carried out at the Kenyatta Natiddakpital on couples who have been

registered as discordant couples for group thesapighe Patient Support Centre from April

2008. Kenyatta National Hospital was founded in118@d it is about 4 kilometers from the

city centre in the northern side of Nairobi. Ithe largest referral and teaching hospital in the
country with a bed capacity of 1800 and over 60@ff smembers. The hospital covers an area

of 46 hectares. (http://en.wikipedia.org/wiki.KettgdNationalHospital 2009
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3.3Study Setting and population

The study was conducted at the Patient supportr€eatmental health unit at the Kenyatta
National Hospital where group therapies targetiny Idiscordant couples are held once a
month. The study targeted 132 participants who sarapled from the 200 couples who had
been registered for group therapy from April 2008tarch 2011. The sample comprised both

HIV Positive and Negative persons, male and female.

3.4 Sampling method

Simple random sampling was used to get the samplstdidy. The number of HIV discordant
couples who had registered for group therapy as fépril 2008 to March 2011 was 200.
After deciding on the sample size, the researched @ sampling frame developed from a list
of the 200 couples who had registered as discordaunles. In order to give each couple an
equal chance of being selected the researcherysimple the identifiers of each couple on a
separate card put them in a box, shuffled themtlaed picked one at a time until the sample
size was acquired. Randomly the researcher picl8dparticipants who were the required

sample size to participate in the study.

After the research proposal was approved by the KNKDN ethical committee and consent
given by the head of unit Patient Support Centeerédsearcher started recruiting participants
for the study. The researcher used the attachethatsnto call the 132 participants who had
been sampled, introduce herself and the reasocafting. At this point the researcher booked
an appointment with the participants dependinghair tavailability. Some of the participants

were interviewed on their clinic appointments.
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As for the focus group discussion the researcherecap with dates for the proposed group
discussions. During individual interviews the rasbar was be able to identify potential
participants for the focus group discussions am#tgal those who were comfortable and were
willing to share their opinions with the interviemand others in the group. The researcher took
down their contacts to inform them of the dates floe group discussion. Focus group
discussions were done within duration of four consige Saturdays. The researcher held four
group discussions, two with the HIV positive parthand two with the HIV negative partners.
The groups comprised of between eight to ten ppants. The group discussions were carried
out at the patient support centre. The centre waslucive for both individual interviews and

the focus group discussions.

3.5 Sample size
The researcher used the formula by Fisher et 83)1® calculate the sample size.
n=272P (1-P)

D

n is the desired sample size

Z is standard normal deviation at 95% confidencéckviis 1.96 (according to the statistical
tables of percentages)

P is the estimate proportion of discordant coupligés stable marriage and since the estimate is
unknown we shall use 50% as recommended by Mug&ndagenda 1999

D? is the precision around the estimate prevalenc@sof

So as illustrated by Mugenda and Mugenda (1999)dés#red sample size was gotten as

follows.
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N= (1.96¥(.50) (.50)

(.05)
=384

nf= 384

1+ (384/200) =2.92
384/2.92=131.5

nf =132 participants

Where: nf = the desired sample size (wherptimilation is less than 10,000)
n =the desired sample sizeefwtine population is more than 10,000)

N = the estimate of the populatsize

3.6 Inclusion criteria.

Participants who were partners in marriage.
* Partners who had tested for HIV.

* Partners who were HIV discordant.

3.7 Exclusion criteria
* Partners who were not willing to give consent.
* Persons not in a marital relationship.
» Partners who were participants in another study.

e One or both couples who had not been tested for HIV
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3.8 Method of data collection

The study used structured close ended questiosnaitach were administered to the
participants individually.

Focused group discussions were held in order talgtt and insights that would have been
less accessible without the interaction found iougs. The researcher did four focus group

discussions, two with the positive and two with tiegative partners.

Before conducting the focus group discussions, rdeearcher asked the participants for
consent to tape record and note down the interaciidhen they consented, the researcher
moved on to facilitate and moderate the group augons according to questions and topics
noted down. The researcher tape recorded the gntenaction while an assistant noted down
the interaction. Tape recording was important oheoito capture what would have been missed

by the assistant who were taking notes.

3.8.1. Data collection and processing

Data collection was based on administering questimas to respondents for quantitative data
and conducting focus group discussion to obtainlitatise data. The questionnaire was
administered by the researcher to a random sanfplagrticipants registered at KNH /PSC who
were married and in a HIV discordant relationshijpe selected clients were approached
during regular visits at the Comprehensive Caretit@glcCC), and for those who don’t attend
clinic at KNH for example the HIV negative partnarphone call was made using the contacts
in the register. After being provided with studyamation consent for enrollment was sought.

Clients who consented were recruited and questionnadministration was then done.
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Questionnaire administration lasted between 203nohinutes. Focus group discussions were
held with a subset of participants and those wheewelling to participate in FDGs, who were

invited for one of the four FDGs sessions conduecied facilitated by the researcher using an
interview guide and lasting between 45 minutes amel hour. The data from questionnaires
was inspected for completeness and coded. Afteingodiata entry and cleaning was done
using the SPSS version 17. For the focus groupusissons data was coded using the NVIVO

software.

3.8.2. Data analysis.

All data from questionnaires were entered intoahstomized SPSS (version 17) database at
the end of each day of data collection by a traidath entry clerk. Data cleaning and
validation was conducted by the researcher. TheSSfsnmary procedure for data analysis
was used to inspect data during data cleaning. i@enis variables for example age were
summarized to look for outliers and missing or lid/&ntries. After cleaning these errors,
measures of central tendency including mean andameckere calculated along with a measure
of dispersion (standard deviation or range). Fotegarical variables, percentages were
calculated and presented as frequency distributMarital stability was determined and
analyzed by putting the responses to nine Likerng contained in the questionnaire. These
items rated participants’ perception of differespects of marital stability. The main analysis
used for determining factors influencing maritatslity, was done by cross-tabulating the key
dependent variable with the independent variallas. chi-square statistic was computed and

used to determine statistical significance witragpha cut-off level of 0.05.
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For the focus group discussions the researcher NS#dO software for the analysis of the
data. FGD data were initially transcribed verbatisng a word processor on a computer. The
transcribed data were then transferred into NVIMContent analysis and coding was
conducted in NVIVO to identify issues that undent@rital stability in discordant couple

relationship.

3.9 Ethical Consideration

Ethical approval

This study was approved by the KNH/UON ethical cattea. The researcher also approached
the head of Unit Patient Support Centre for conserbllect data at the patient support centre

of those couples who have been registered as deabcouples.

After approval was given the researcher gave fitirmation on the objectives of the study to
the participants of the study for them to know ttiadir participation is voluntary. Written
informed consent was gotten from those who voluetkdo participate in the study. Any
information collected during the study was be usely for the purpose of the study.

To ensure confidentiality, the subject names weteused. They were assigned codes both for
the individual counseling and focus group discussiand recorded information was kept

safely.

This study involved participants who are above &8rg and so National identity cards were

required to confirm their ages.
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The participant’s involvement in the study was @tuntary basis and participants were free to
withdraw from the study if they wished to withourtygpenalties or losing any benefits to which

they were entitled.
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CHAPTER FOUR

DATA ANALYSIS AND INTERPRETATION

4.1 Introduction

This chapter presents the study findings and thearpretations. For the purpose of this
analysis, the frequencies of the responses of ehjdttive were obtained and presented in
numbers or in percentages for interpretation armbrteng. This chapter is organized and
guided by the objectives of the study.

This study conducted among HIV discordant couméskKNH recruited a total of 132
respondents who completed semi structured questiema Four FGDs comprising 36
respondents were also conducted; in this discusb®mparticipants were divided according to
their HIV status. The HIV positives group comprisedemales and 9 males while the HIV

negative group comprised 8males and 10 females.

4.2 Socio demographic characteristics of the respdents
The participants were men and women living as pastim marriage, each had a partner who
was infected with HIV; their responses were analymsing varying characteristics (age,

gender, education, occupation, income, religionmumdber of children).

4.2.1 Age
The average age of the respondent was 34.1 yelars (S7) years and the range was between
21 to 53 years. As shown in figure 1 below, mo8tZ4oercent) of the respondents were aged

between 30 to 39 years of age.
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57 (43.2%)

Figure 1: Age distribution of HIV discordant respondents atKNH

4.2.2 Gender
Females comprised 53 percent of the 132 responderke study giving a Ma-to-Female
ratio of 1:1.3 (Figure 2). Seventy percent of freticipating females were HIV positi

compared to 37.1 percent of the males (p valu®©gl).

47% m Male

53% B Female

Figure 2: Genderdistribution of interviewed HIV discordant patients at KNH
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4.2.3 Presence of children in marriage
Figure 3 shows that 13 (9.9 percent) of the respotsdreported that they did not have a child.

The majority (51.5 percent) of marriages had eitivex child or two children.

80

70

60

50

40

30

20

Number of HIV discordant clients

No child 1-2 children Three or more children

Number of children within the marriage

Figure 3: Presence of children within marriages oHIV discordant patients at KNH

4.2.4 Socio-economic status of discordant couples

Income

The median income reported by respondents was kK8/@0 per month and 27(20.5percent)
respondents reported that they did not have a safrmmcome. The range of monthly income
reported among the remaining respondents was K@h$a8100,000. Twenty-five percent of

all respondents earned up to Kshs 2500 a monthewttipercent earned up to Kshs 16,000

every month.
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Occupation

Figure 4 showshat most (31.1 percent) respondents were eitieesgloyed or working ir
the informal sector. Examples of occupations in itifermal sector includequa kali, hair
stylists and beauticians, tailoand mechanics. Casual labourers and artisans aecbior

17.4 percent of respondents and 22 (16.7 percespondents were engaged in small s

businesses.
- 41(31.1%)
[ ]
T
. ]
| ]
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. ]
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businesses artisan emloyed/
Informal
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Figure 4: Occupations of HIV discordant respondents at KN

4.2.5 Religion
Christians comprisd 97.7 percent of the participants. Table 1 shibasmost (57.6 percer
respondents were Protestants and 2.3 percent pbndsnts professed Islamism or ot

religious beliefs.
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Table 1: Details of the Respondents Religion

Frequency Percent
Religion
Catholic 42 31.8
Protestant 76 57.6
Other Christian denominations 11 8.3
Other religion 3 2.3
Total 132 100

The views of participants on the role of religiom marital stability are presented in figure 5,
with most respondents either strongly agreeing3(2@&rcent) or agreeing (29.5 percent) that

being committed to religion has made them stay iedrr

35.0

29.5

30.0

25.0

20.0

15.0

10.0

Percentage of participants

5.0

0.0

Strongly agree Agree Neutral Disagree Strongly disagree

Figure 5: Respondents’ perception of the role of tegion in ensuring marital stability in

HIV discordance
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4.3 HIV testing and disclosure of discordance statu

Out of the 132 respondents who completed the seoutared questionnaires 72 (54.6 percent)
were HIV positive while the remaining 60 (45.4 pert) were HIV negative but had discordant
partner (Table 2). Two-thirds (69.7 percent) ofpmsdents were accompanied by their
discordant partner during HIV testing and disclesoir status to partners occurred immediately
after testing for 80.3 percent of the cases.

Table 2: Details of HIV testing among discordant coples at KNH

Number | Percent

Respondents HIV status

Positive 72 54.6

Negative 60 45.4

Period between testing and disclosure of discdrskatus

Immediately after testing 106 80.3

Within 2 years of testing 18 13.6

2-5 years 7 5.3

> 5 years 1 0.8
Couple attended HIV testing together 92 69.7

Initial reaction to HIV discordance status
The reaction to information about discordant HI¥tgs varied but most respondents reported
either being confused (58.3 percent) or afraid§38ercent) upon receiving this information

(Figure 6).
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Figure 6 Individuals’ initial reaction on learning about HIV discordance status

During the FDGs HIV negative respondents were ask®mlt their opinion concerning their
partners’ HIV positive status. Similar to the stired questionnaire responses, FDG responses
reflected reactions such as shock, anger and fei@hwere common to both the HIV positive
and the HIV negative partners and both male andileparticipants. The reported cause of
fear and anxiety were however different for thdetént genders and HIV status. While HIV
positive females were generally concerned abouertea by their discordant partners the
FDGs among HIV negative male partners indicated tha immediate reaction was fear
related to being infected by the positive partner.

Two respondents, one HIV positive and another Hédative both expressed the shock they
experienced but had divergent explanations forcthese of their emotional states which were

both characterized by fear.
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“l was shocked and afraid of what would happenatdd that he would leave me like

others have don&(32years old female- HIV positive)

“l was in shock; | called my relatives and informtedm immediately | was afraid of

being infected(35 years old male-HIV negative)

4.4 Marital stability
Marital stability was assessed using nine Likedlesdtems (Table 3) assessing the level of
interdependence among couples, equity among cquumesimitment to relationship,

permanence of relationship, expectation of sexxi@usivity, and behaving like a couple.

4.4.1 Challenges in ensuring marital stability amog HIV discordant couples

The responses to Likert scale items on commonlprted challenges among discordant
couples in the period immediately after discovetimgjr HIV discordant status are presented in
Table 3. In this study the three areas that pdsedjteatest challenge to marital stability after
discovering HIV discordant status were: fear tharmage will work failure to attend support
together and not spending leisure time togethellowimg disclosure of the HIV discordant
status a total of 52 respondents reported thathleyfeared that marriage will not work much
of the time 28 (21.4 percent) or most times 24 ILBercent). Thirty eight (29 percent)
respondents were accompanied by their partners hite vattending support and 26 (19.8
percent) reported rarely being accompanied by pestnRegarding leisure time 12 (9.4
percent) respondents never spent time with thetnpees at all while 26 (20.5 percent) spent

little time with their partners.
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Table 3: Challenges faced by couples at KNH afteriscovering HIV discordant results

Type of challenge

Extent of perceived challenge

Not at | Little Some Much | Most Total Percent
All of the | times
time

Feared that marriage would
not work after receiving HIV
discordant results 16.8 25.2 18.3 21.4 18.3 131 100
Reported pressure from
friends and relatives tp
separate 54.2 19.8 9.9 7.6 8.4 131 100
Frequency of having sex inla
month 6.9 16.2 32.3 23.1 21.5 130 100
Frequency of condom used
while having sex 13.8 4.6 11.5 18.5 51.5 130 100
Couple attend support
together 29 19.8 17.6 18.3 15.3 131 100
Couple spend leisure time
together 9.4 20.5 32.3 24.4 13.4 127 100
Couple enjoy each other|s
company 5.3 13 24.4 26 31.3 131 100
Thought that relationship
would be better if friends and
relatives left couple alone 38.9 18.3 13 12.2 17.6 131 100
Feared that partner may
desert them sometimes |in
future 60 15.4 9.2 6.9 7.7 130 100
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On the contrary, there were areas which most rekpus reported did not consider to have
posed significant challenges to their relationshig® percent of respondent were not at all
worried that their partner may desert them sometimefuture, 51.5 percent used condoms
most of the time and 18.5 percent much of the timaddition, 54.2 percent of respondent did
not receive any pressure at all from relatives firehds to separate from their partner after

learning of HIV discordant status.

4.5 Influence of socio-demographic factors on maii stability in HIV discordant couples
4.5.1 Gender of HIV positive partner

Respondents’ gender showed a significant assogiatith responses to six of the Likert items
on marital stability (Table 4). Female respondemtse more likely to report that they feared
marriage will not work (p = 0.02) and they wereoafsore concern than males about desertion
by their partner (p = 0.04). Male respondents weoee likely to report spending leisure time
together with their partner (p = 0.01), enjoy parts company (p = 0.04), attend support group

with partner (p = 0.02), and report more frequexiusl intercourse (p = 0.04).
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Table 4: Comparison of marital stability scores gien by HIV discordant respondent of

different gender

Narrative Female Male P valuey
Feared that marriage will not work 2.3(1.7) 1.7Y2.2 | 0.02
Pressured to separate by friends or relatives 118)J( 0.9(1.2) 0.83
Frequency of sexual intercourse 2.2(1.3) 2.6(1.0) 0.04
Use of condoms during sexual intercourse 2.7(1.5) .1(1®) 0.12
Attend support together 1.4(1.4) 2.0(1.5) | 0.02
Spend leisure time together 1.9(1.2) 2.4(1.0)| 0.01
Enjoyed each other’'s company 2.5(1.3) 2.9(1.0)| 0.04
Felt relationship would be better if left alon&.6(1.7) 1.4(1.4) 0.51
by friends and relatives

Fear of desertion by partner 1.2(1.5) 0.8 (1.2) 0.02

*T-test p value

4.5.2 Presence of children in marriage

Presence of biological children in a marriage wgaiicantly associated with scores for one
of the marital stability items (Table 6). Resporidewith at least three children were more
likely to use condoms during sexual intercourseame 3.3) compared to those with one or
two children (mean = 2.6) and respondents with mtdmean = 2.8), p value = 0.03. The
remaining factors were not significantly associaigth presence of biological children in a

marriage.
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Table 5: Comparison of scores on marital stabilitygiven by HIV discordant respondents

with and without children

Item/ Narrative Number of children
None 1-2 3 ormore | P value’

children
Feared that marriage will not work 2.4(1.3) 2.1J1.4 | 1.8(1.3) 0.33
Pressured to separate by friends| 0r8(1.2) 1.1(1.4) 0.9(1.2) 0.66
relatives
Frequency of sexual intercourse 2.3(1.2 2.3(1.3) .4(121) 0.91
Use of condoms during sexua.8(1.2) 2.6(1.5) 3.3(1.3) 0.03
intercourse
Attend support together 1.8(1.1) 1.6(1.5) 1.8(1.5)0.88
Spend leisure time together 2.1(1.1) 2.1(1.1) 23)(1 | 0.98
Enjoyed each other’s company 2.8(1.2 2.5(1.2) 28( | 0.42
Felt relationship would be better if lgftl.2(1.4) 1.1(1.4) 0.6(1.4) 0.26
alone by friends and relatives
Fear of desertion by partner 1.2(1.4) 1.1(1.4) 0x( | 0.10

*ANOVA p value

4.5.3 Socio-economic status

Table 7 shows that socio economic status was signily associated with two Likert scale
item namely fear that marriage will work (p = 0.04thd feeling that relationship would be
better if left alone by friends and relatives (90.801). Respondents with low income reported
greater fear that marriage will not work (mean 2)2ollowing disclosure of HIV status

compared to respondents with high income (mearrx 1.
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Table 6: Comparison of marital stability scores gien by HIV discordant according to

income
Narrative < Kshs 10,000 >Kshs 10,000| P
value*
Feared that marriage will not work 2.2(1.4) 1.711.2 0.049
Pressured to separate by friends or relatives 1 H8D( 0.8(1.1) 0.26
Frequency of sexual intercourse 2.3(1.2) 2.6(1.2) .680
Use of condoms during sexual intercourse 3.0(1.4) .8(1%) 0.64
Spend leisure time together 2.0(1.2 2.3(1.1) 0.20
Enjoyed each other's company 2.7(1.3) 2.7(1.0) 0.94
Felt relationship would be better if left alon@.0(1.7) 1.1(1.2) 0.001
by friends and relatives
Fear of desertion by partner 1.0 (1.5 0.7(1.0) 50.2

*t-test p value

The FGD data confirmed the findings of the semictired interviews that economic factor
was an important determinant of marital stability.
On average the female participants in this studyezhless money compared to their male
partners. The FDG conducted among HIV negativeoditnt females indicated that economic
pressures partly contributed to their decisioretoain in marriages.
“I have accepted him as the head of the family brespect him, | try very much not to
blame him for the virus because he is the breaderih(29 years old female, mother
of three children- HIV negative; other 6 HIV negatifemales all above thirty years

had similar statements)
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Fear of losing a partner through death was expdebgesome of the HIV negative partner
especially if the partner was the family’s breadinar.
“My partner does not accept to take ARVs and he rieissed to attend the support
group, | fear that he may die ...what would happemy family in case he di&85

years old female, mother of three children-HIV rnegg

Several of the items contained in the Likert scaleich showed statistically significant
associations with socio-demographic characterisils® emerged as important causes of
marital instability among the HIV discordant couplewolved in FDGs. The FGD data
confirmed the findings of the semi structured iniews that the following three factors were

important causes of marital instability:

4.6 Factors that influenced marital instability
1. Sexual relationships
2. Fear of HIV transmission

3. Perceived stigmatization among HIV positive pargner

4.6.1 Sexual relationships

Sexual relationships are a critical factor in definthe type of marital relationships that exist
between couples. HIV discordance was reportedrectlly impact on both the frequency and
consistency of sexual intimacy among discordantpe®s Condom use as a means of
promoting sustained sexual relationship was refdaeface significant challenges including

refusal to have sexual relationships.
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“Even with condoms he does not want to have sdxmwé, we don’'t even share a bed,
he sleeps on the coucli32 years old female, mother of two children-HI\sjiwve)
Apart from refusal to use condoms or have sexe#tionships with infected partners,
additional challenges to condom use included pdggical and emotional issues impacting
both on sexual drive and performance.
“In the middle of our sexual intimacy | always ram@er that she is HIV positive and |
am unable to proceed, this happens most of the ({@3years old male, father of one

child-HIV negative)

4.6.2 Fear of HIV transmission
Fear of HIV transmission is a real cause of coneanong discordant couples as evidenced by
the extent to which such fear had impacted on alarglations in this study. From the
perspective of HIV negative couples this fear wdsnse during the period immediately after
the disclosure of discordant status. Some cougpsrted that the fear of infection subsided
with time.
“We had challenges at first, especially becausehae to continue using condoms but
with time the challenges are not the(similar response reported by three HIV positive
females and five HIV negative Male respondents)
On the other hand, HIV discordant status had a teng impact on sexual relationships for
some participants.
“Since we tested discordant HIV status 4 years age, have not had any sexual
intimacy”( response by a thirty years old female- HIV pios) for nearly all the

respondents the frequency of their sexual intimaay affected
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4.6.3 Perceived stigmatization among HIV positivegrtners

The HIV positive participants commonly reportedtttizey sensed blame in their partner's
behaviour due to the fact that the participantsewdliV positive. The participants reported that
this blame either manifested indirectlyes with every disagreement, the issue of our statu
comes ify or openly: ‘yes she has always linked my marrying a secondasifine source of
HIV” ( a specific response by a thirty three years lale, a father of two children- HIV

positive)

4.7 Factors that influenced marital stability amongHIV discordant couples

4.7.1 Social support and marital stability in HIV discordant couples

Most respondents either strongly agreed (37.1 péraw agreed (25 percent) that support
group attendance had made them stay together edbpir discordant status (Table 8). The
responses for the impact of social support fromilfaand friends on marital stability were

more varied with only 13.6% strongly agrees thaiasupport had made them stick together.

Table 7: Social support and marital stability

Narrative Percentage of respondents
Strongly | Agree Neutral | Disagree | Strongly
agree disagree
Support group attendance has ma&d.1 25 7.6 13.6 14.4
us stay together
Social support from friends and thd.3.6 21.2 22 10.7 24.2
family have made us stick together
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All the respondents participating in the differéf®&Ds felt that attending the social support
groups at KNH had enhanced the stability of thearmages. The main contributions from
session attendance on marital stability were rdladesharing of group experiences.
“Attending support group has made us know thatehare other couples in a similar
situation like us ... it has actually been a bigliforce to me, in the group | found
others who have been living together for many yead this really encouraged me.”

(Statement reported by nearly all respondents déggs of gender, age or HIV status)

4.7.2 Pattern of communication and marital stabiliy in HIV discordant couples

Table 9 shows that 50.8percent of the HIV discordaspondents strongly agreed that
discussing issues openly had brought stability Heirt marriages. A similar percentage
(50.8percent) of respondents also strongly agrieatithey had always had a good pattern of

communication between themselves and their partner.

Table 8: Pattern of communication and marital stablity

Narrative Percentage of respondents

Strongly | Agree Neutral | Disagree | Strongly

agree disagree

The pattern of communicatiogn50.8 28 8.3 5.3 5.3

between us has always been good

Discussing issues openly ha§0.8 25 9.1 7.6 3.8

brought stability to our marriage
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4.7.3 Trust and commitment and marital stability in HIV discordant couples
Most respondents either agreed (34.4 percent) ronglly agreed (41.4 percent) that their
partner was committed to make marriage work dedpité diagnosis and most respondents

strongly agreed (39.5 percent) that they trusted frartner not to abandon them (Table 10).

Table 9: Trust and commitment to marriage relationdip and marital stability

Narrative Percentage of respondents
Strongly | Agree Neutral | Disagree | Strongly
agree disagree
Having lived together for many years$1.0 34.1 8.5 12.4 14.0
made couple continue being married eyen
after HIV discordant diagnosis
Partners was committed to make marriadd..4 34.4 14.8 5.5 3.9
work despite HIV diagnosis
Respondent trusted partner not |189.5 17.8 21.7 6.2 14.7
abandon him or her
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4.8 Discussion of study findings

This study found a positive association betweengieder of the HIV positive partner and
marital stability. The study reported that Femaspondents were more likely to report fear
that marriage will not work (p= 0.02) and that theartner may desert them than male
respondents who were found to proceed with norifeland reported spending leisure time
with their partners (p=0.01), enjoying each othedspany (p=0.04), attending support group
together (p=0.02) and engaging in sexual intimaoyenirequently (p= 0.04).

This is in line with what was reported in an Inteianal Conference on AIDS (1998) that a
husband’s HIV diagnosis has a profound effect om dignamic of the relationship. Other
findings observed that divorce and separation Wwegkest in chronic illness and mostly if it is

the woman who is sick. (Porter et al 2004).

Socio economic status was significantly associateld fear that marriage will not work (p=
0.049) and feeling that the relationship would le¢tdy if left alone by friends and relatives
(p=0.001). Respondents with low income reportesatpr fear that marriage will not work
(mean=2.2) following disclosure of HIV status comgghto respondents with high income
(mean=1.7). Previous studies found contentiousrigglon this issue; some studies observed
that divorce was more likely to occur when a hushband wife work but their incomes are not
high or when the woman was on welfare. (Collins8lt2me, 1991., Hoffman, 1977). Other
studies observed that when prosperity sets in;rdev@nd separation rates go up. (Hurlock,

1996).
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In the FGDs the female respondents reported th@toguic pressures forced them to remain
married if the bread winner was the one who was gihis is in with what was observed that a
woman with a good income does not need to put tip avi unsatisfactory marriage. (Adams &

Trost, 2005, Sweetman, 2003).

This study found presence of children associatetl amly one of the marital stability items;
where respondents with at least three children wesee likely to use condom during sexual
intercourse (mean= 3.3) compared to those with onetwo children (mean=2.6) and
respondents with no child (mean= 2.8), p value30.This is contrary to findings of previous
research where children were found to be a bindawor as far as marital stability is
concerned (Adam & Trost, 2005, Clayton 1979, Opoeidal, 2010 & Rukwaro, 2005).

In this study couples who were strongly affiliatedreligion remained married which may be
attributed to the fact that religion brings abowlntness and spiritual healing and an
opportunity to seek divine intervention. Most resgents either strongly agreed (26.3 percent)
or agreed (29.5 percent) that being committed ligiom made them stay married. This is in
line with what previous studies found that religi@cts as buffer against divorce and

separation. (Heaton, 1990, Newman & Graverholz22@80Robinson, 1994).

Most respondents either strongly agreed (37.1 péroe agreed (25 percent that support
groups made them stay together despite their disobistatus while responses from for the
impact of social support from friends and familyrev@aried with only (13.6 percent) strongly
agreeing that social support made them stick t@yeffthis concurs with what Boesten & poku,

(2009) found that support groups help to reduagrsdi brought about by HIV /AIDS due to
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shared norms about the disease. However socipbsuipom friends and family was not
found to enhance marital stability which is in Iwéh what previous findings observed about
the negative impact of social support from frieads family which was found to interfere
with a marital relationship leading to dissolutiminmarriage. (Kephart, 1977, Mc Goldrick,

1999).

In this study, partner’s interpersonal relatiopshias considered to influence on a couple’'s
reasons for remaining married. Most respondentseeistrongly agreed (50.8 percent) or
agreed (28 percent) that the nature and patterrowimunication, discussing issues openly
enhanced their marital stability. On the other hamast respondents either strongly agreed
(34.4 percent) or agreed (41.4 percent) that fheritner was committed to make their marriage
work despite discordant HIV /AIDS status. Likewis®st respondents agreed (39.5 percent)
that they trusted that their partners would nondioa them due to their HIV status.

This finding concurs with what Gravin & Brommel @B observed that communication is an
essential feature in intimate relationship; andeobation that trusting and committed couples
are able to learn that not all hard times leadvorde; couples were encouraged to focus on

how they have previously evolved past crisis. (YPaift, 2008).
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CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.1 Summary

This chapter summarizes the study findings, disssmterprets and draws conclusion and
recommendations.

Research found an association between the genddredflV positive partner and marital
stability. Female respondents were found to be riloety to report fear that marriage will not
work and more concerned that their partner mayrtésem than male respondents who were
found to proceed with normal life and reported sjdeq leisure time with their partners and
engaging in sexual intimacy more frequently. TBigniline with what previous findings found
that a relationship where the female was HIV pesitivas likely to experience dissolution
unlike where both partners were concordant negativerith a male partner who was HIV

positive.

Female respondents in this study earned less mba@ythe male respondents a factor which
may have placed them at a disadvantage as faretirettiat their marriage would work or
possible desertion by their partners; this was rnikedy to occur if they are the ones who had
the HIV infection. In the FGDs the female resportdeaported that economic pressures forced
them to remain married if the bread winner wasahe who was sick.

Contrary to findings of previous research wherddecan were found to be a binding factor as
far as marital stability is concerned; this studwyirfd no association between presence of

children and marital stability. This finding mayJeabeen attributed to by the fact that most
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couples reported challenges in sexual intimacy ttudear of being transmitted to HIV
infection. In this study condom use was likely ® feported more by those couples who had
three and more children. All the couples intervidweported that it was after they had been
married and lived with each other for some time thay found that they were HIV discordant.
Most of these couples were already having childveth this discovery. Fear of HIV
transmission impacted on both frequency and caragt of sexual relationship as well as
having children or increasing the number of chitdaecouple had; condom use was reported to
be a challenge to most couples, some of who repdhiat they had gone for years without

engaging in sexual intercourse.

Couples who were affiliated to religion were foulmdremain marriage despite challenges in
their relationship. This finding is in line to whatevious research found; that religion buffers
divorce and separation. In this study couples wkoevstrongly affiliated to religion remained

married which may be attributed to the fact thdigien brings about calmness and spiritual

healing and an opportunity to seek divine interient

In this study, partner’'s interpersonal relationshigs considered to influence on a couple’s
reasons for remaining married. The nature and npatté communication, open interaction,

commitment in the relationship and trust that argarwill not desert were factors that were
reported by most couples as having enhanced thairiage despite one partner being HIV

positive.
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These were factors that were agreed upon by mastga in both individual interview and

focus group discussion. With a healthy interactiblame for being the source of HIV is

reduced or eliminated which makes a partner fekledhand respected. Social support and
therapeutic interventions such as support grouplscaniple counseling services were found
important in enhancing marital stability. In the B&most participants reported that it was in
the support group that they found that they wereabone in discordance and the teaching
offered helped them to understand issues surrogndiscordance. With therapeutic social
interventions in place; partners who discover thay are HIV discordant get an opportunity to

understand their situation and be there for ealstrot

5.2 Conclusion

This study established that therapeutic socialnnetgions and interpersonal relationship are
important factors that enhance marital stabilityoam HIV discordant couples. Group and

couple counseling services are new concepts ircthigtry and have yet to be stretched to the
rural areas. Research has reported that the actuaber of HIV discordant couples is not

known because VCT services for couples are yeteoatcepted. Public sensitization is

therefore required so that more couples can bdeeband helped.

With these services HIV discordant couples will ibea position to make appropriate and
informed decision about their lives and preventalidant couples from becoming concordant
positive after they infect each other with the HiMus. Such couples will be in a position to
understand how to support their partner while at $ame time protecting themselves from

getting the virus.
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In this study sexual exclusivity was a key indicatbmarital stability, but with HIV in one of
the partners and challenges in the use condoms qrtioe partners will impact this
expectation. Sensitization on condom use especagng discordant couples will alleviate

this challenge and couples will live together wittie or no fear.

This study found women quite vulnerable due togt@nomic dependence that they have upon
their husbands, which calls for women empowermigke, encouraging them to start some

income generating activities regardless of theV Kiatus.

5.3 Recommendations

In view of the findings of this study, the followgmecommendations are important.
Community level

The community should work upon adopting servicesciwthave been set up within their
communities especially those services that areelation to HIV such as counseling services
and VCT services. This will ensure that peopleHreaf their HIV status early enough and
make use of various intervention methods like ggttounseling and treatment.

Government level

The government of Kenya should ensure that infaonain HIV and the use of VCT services
has reached all its citizens so that people cam le& their HIV status early in life. The
government should also ensure that there are enaugjlwidespread services for both couple
and group counseling targeting all the married &msipAll marriage partners should be
sensitized on the prevalence of HIV among marr@dbtes and possible discordance, so that

couples can go for individual testing rather thasuming each others’ HIV status.
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The government should avail more opportunitiesfomen empowerment where they can be
encouraged to start income generating activitiesorder to make them economically

independent.

Non —governmental level
Non-governmental organizations should work wite government to ensure that the above

services have reached every one and that evergamellisensitized.

Further research

Further research should be done on HIV discordanples in Kenya; thus addressing various

gaps that have been left in this study.
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APPENDICES
APPENDIX |

CONSENT EXPLANATION FOR THE HEAD OF DEPARTMENT (PSC )

| am Teresa Wambui Ngugi a Sociology student atithieversity of Nairobi. | am collecting
data on Factors influencing marital stability amadty discordant couples registered for
group therapy at the Patient Support centre, Keaydational Hospital. (KNH). If consent is
given the researcher will ask the participants tiloes on factors that have enhanced the
stability of their marriages and what has broubkt this far.

Risks / Discomfort

The only expected risk may be discomfort as thégyppants share about matters pertaining to
their sexual life but the researcher will try tokmahem feel comfortable as they share.
Benefits

The information from this study will be used to eekb challenges that discordant couples
face.

This information may also be used in helping nediggnosed HIV discordant couples to
enhance their marital relationship.

Confidentiality: Whatever information that participants will shawell be treated with
confidentiality. None of the information will be &ted to their respective partners. Names will
be substituted with codes and all recorded infolonatill be kept safely. Participation will be
voluntary and if one feels like revoking the cortsémey are free to do so without any

victimization or loss of benefits.

Departmental head consent statement

| have understood the content of this study andréea to allow support group members to
participate in the study.

Departmental head SIgNature: ... e e e e e semmne
Researcher Name and Signature ..........cooi oo e e e e e e
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APPENDIX I

INFORMED CONSENT EXPLANATION FOR INDIVIDUAL INTERVI EW
My name is Teresa Wambui Ngugi a student at theaBe@nt of Sociology, University of
Nairobi. | am doing a research on Factors influeganarital stability among HIV discordant
couples registered for group therapy at the PaSepiport Centre Kenyatta National Hospital.
| will use this information for the award of a mexs¢ degree in Sociology from the University
of Nairobi.
| have requested for permission from the hospitahagement to undertake this study and the
exercise will not take more than 15 minutes petigpant.
The information from this study will be treated witonfidentiality and it will not be disclosed
to your partner. Findings from this study will beed to look at ways of addressing challenges
that HIV discordant couples face.
The study does not involve any physical tests Ardnly risk may be in form of discomfort as
you share on matters pertaining to your sexualdifd if need be you will get the services of a

counselor.

My contact cell phone number is 0721728209
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APPENDIX 1l
CONSENT FORM FOR THE INDIVIDUAL INTERVIEW
Lo (Name) having been explained theauma of the study by the
researcher Teresa Wambui Ngugi , do hereby giveerdrto participate in the research study
on Factors influencing marital stability among HtNscordant couples registered for group

therapy at the Patient support Centre, KenyattzoNalt Hospital.( KNH).

| have been explained the nature of the study amterstand that i am free to ask questions
pertaining to the study as | participate in itavk been explained that if at all | happen to feel
that | don’t want to proceed with the study, | aiefto revoke my consent and withdraw from
the study without any penalty or loss of beneftiterd to me.

By signing this consent form | am once again afiimgnthat | have understood everything

contained in the consent explanation.

cvveeeee...(Name of participant) Signature........................Date...........
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APPENDIX IV
INFORMED CONSENT EXPLANATION FOR THE FOCUS GROUP DI SCUSSION
My name is Teresa Wambui Ngugi a student at theaBe@nt of Sociology, University of
Nairobi. | am doing a research on Factors influegcnarital stability among HIV discordant

couples registered for group therapy at the PaBepport Centre Kenyatta National Hospital.

| will use this information for the award of a maxs¢ degree in Sociology from the University
of Nairobi.

| have requested for permission from the hospit@hagement to get individual opinions and
ideas in a group concerning the topic under study.

| am therefore requesting for your consent to tagm®rd and note down group interaction on
the area under study. Instead of using your namedl lse codes so that | will be able to
identify who has said what without revealing thentity of the participant. Each group

interview will use between one and two hours

The information from this study will be treated witonfidentiality will not be disclosed to

your partner and the findings from the study wi# bsed to look at ways of addressing

challenges that discordant couples face.
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APPENDIX V

CONSENT FORM FOR THE FOCUS GROUP DISCUSSION

Lo (Name) having been explained theauma of the study by the
researcher Teresa Wambui Ngugi , do hereby giveasunto participate in the focus group
discussion in the study on Factors influencing mahstability among HIV discordant couples
registered for group therapy at the Patient supperttre, Kenyatta National Hospital.( KNH).

| also consent to have my interaction with the wvieaver and others to be tape recorded and
noted down.

| have been explained the nature of the study amtterstand that i am free to ask questions
pertaining to the study as | participate in itavk been explained that if at all | happen to feel
that | don’t want to proceed with the study, | aiefto revoke my consent and withdraw from

the study without any penalty or loss of beneftiterd to me.

By signing this consent form | am once again afiimgnthat | have understood everything

contained in the consent explanation.

cvveeneeeo..(Name of participant) Signature........................Date...........
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APPENDIX VL.
QUESTIONNAIRE
TO BE FILLED BY THE DISCORDANT COUPLES
Please answer the following questions by circlingthe appropriate box or by giving the
necessary details on the provided spaces. Themiaton given will be strictly confidential

and only used for the purpose of this research.

1. Code Number e e e e e e

4. Residential Physical Address----------====-m e

5. Place of Birth oo

6. What is your occupation? e

7. How much do you earn? --------------

8. How many children do you have? ---------------mmmeememmm e

9. What Religion do you belong to?

I. Christian ( )
. Muslim ( )
iii. Any other. ( )
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10. What denomination do you belong to?
I. Catholic ( )
ii.  Protestant ( )
il Any other ( )

11. How long did you court before marriage? --------------------

12. How long have you been married? --------------------

13. What is your HIV status?

I. HIV. Negative
i. HIV Positive.

14. When did you learn that you are HIV discordant?
I Immediately after testing ()
ii. Within two years of tasg) ()
iii. Between two and five years ()
2 After five years ()

v.  Other (specify) ()

15. Did you go for testing together?
I Yes ()
ii. No ()
ii. Any other (specify) ()

16. If no to 15 how did you learn that you hav&/Hiscordant status?

I. He / She disclosedrte ()
ii. Through friends ()
iii. Through the clinic ()
\2 Any other 0
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17. If yes to No 15 how did you perceive yourtpers HIV results?

I Shocked ()
i Angry ()
i Any other (specify) ()

18. If positive how did your spouse react torysiatus.?

i. Shocked )(
i. Angry ()
iii. Blamed me ()
iv. Other (specify) ()

19. If Negative how did you react to you partnéedus?

I. shocked ()
il. Angry 0
iii. Blamed her/him ()
2 Other (specify) 0

20. Had you heard about other couples who are hvoddant?
I Yes ()
i. No 0

21. If yes to NO 20 How did you perceive HIV disdance?

22. How did you feel upon learning that you are Hiigcordant?

i. Confused ()
i.  Angry ()

ii.  Afraid ()
iv.  Other (specify) ()
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23. If HIV positive were you afraid that that yauarriage partner would desert you?

i Yes 9]
i No ()
iii. Other (specify) 0

24. If HIV negative were you afraid that your partrcould transmit the virus to you?
I Yes ( )
il. No ( )

25. If yes to No 24 .how did you react to the fear?

I Thought of deserting him/her. )
i. Asked opinion of friends on the issue |
ii. Sought medical help. ( )
\2 Any other ( specify ) ( )
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BELOW

DISCOVERING THAT THEY HAVE HIV DISCORDANT RESULTS.
ANSWER ALL QUESTIONS. CIRCLE ONE OF THE NUMBERS (0, 1,2,3,4.) THAT
TELLS HOW OFTEN THE PROBLEM HAS OCCURRED TO YOU.

IS A LIST OF CHALLENGES COUPLES MAY HAVE AFTE R

PLEASE

26. Item/ Narrative Never Less  ofterDften/ Much of the| Very often/
rarely sometimes/| time most of the
fairly times
regularly

27. Feared that yoyrl 2 3 4 5
marriage will not
work after receiving
HIV discordant
results

28. pressure from friendsl 2 3 4 5
and relatives g
separate

29. Engaging in sexuall 2 3 4 5
intercourse.

30. Using a condoml 2 3 4 5
while having sex?

31. Attending  support 1 2 3 4 5
together

32 Spend leisure timel 2 3 4 5
together

33. Enjoy each othersl 2 3 4 5
company

34. Friends and relativesl 2 3 4 5
interfering with their
relationship

35. Fear that one’sl 2 3 4 5
partner may desert

him/her sometimes i

—

future?
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TO WHAT EXTENT DO YOU AGREE (OR DISAGREE) THAT THE FOLLOWING
FACTORS MADE YOU STICK TOGETHER EVEN AFTER DISCOVER ING YOUR
DISCORDANT STATUS

NO. ITEM/NARRATIVE Strongly | Agree | Neutral Disagree Strongly
agree disagree
36. Having children together1 2 3 4 5
made us remain togethey
37. Having lived together forl 2 3 4 5
many years.
38. My partner was 1 2 3 4 5
committed
39. Commitment to religion.| 1 2 3 4 5
40. Support group attendancd 2 3 4 5
41. Good pattern of 1 2 3
communication
42. Discussing issues openly 1 2 3 4 5
43. Trust that my partner will 1 2 3 4 5
not abandon me
44, Social support  from1 2 3 4 5
friends and the family.
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APPENDIX VII.
FOCUS GROUP DISCUSSION GUIDE FOR THE HIV POSITIVE GROUP

| am Teresa Wambui Ngugi a student at the UniwerditNairobi; | am conducting this focus
group discussion for the purpose of the award Mafdegree in Sociology. | am conducting a
study on Factors influencing marital stability argdflV discordant couples. This information
will be used to look at ways of addressing chakentpat discordant couples face in the course
of their marriage.

| am requesting to tape record and note down theudsion that we shall have. Please note that
whatever we discuss will be held in confidence #rat | will assign you a code instead of

using your name

1. What role do you think you have played in enhantimggstability of your marriage?

2. How did you react upon learning that you have ti¥ tdrus and that your partner is
HIV negative?

3. What do you think has brought you this far as gote

4. Do you sense blame in your partners’ behavior duth¢ fact that he/she is negative
and you are positive?

5. Do you think that the support group has enhancedtibility of you marriage?

6. How has been your sexual relationship?

7. What challenges have you had as a couple?
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APPENDIX VIII

FOCUS GROUP DISCUSSION GUIDE FOR THE HIV NEGATIVE G ROUP

| am Teresa Wambui Ngugi a student at the UniwerditNairobi; | am conducting this focus

group discussion for the purpose of the award Ma$degree in Sociology. | am conducting a

study on Factors influencing marital stability argd#lV discordant couples. This information

will be used to look at ways of addressing chakenthpat discordant couples face in the course

of their marriage.

| am requesting to tape record and note down theudsion that we shall have. Please note that

whatever we discuss will be held in confidence #rat | will assign you a code instead of

using your name

1.

2.

3.

What role have you played to enhance the stalaififpour marriage?

How did you react upon knowing that your partnes H&v and that you do not?
What would you say has brought you this far?

How is your sexual relationship?

Do you sometimes fear that your partner would trahthe virus to you?

Do you think that the support group has been yomibg factor?

What have been your challenges as a couple?

99



