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Abstract 

Background: HIV discordant couples, where the male andfemale have different HIV test results, 

are the largest at-risk group for transmission in sub-Saharan Africa. Research in 12 countries il1 

eastern and southern Africa shows that prevalence of discordant couples is high. ranging 

bel1Veen 36% and 85% (UNAIDS Report on the Global AIDS Epidemic: 2010).So far. most 

studies on discordant couples emphasized on the bio-medical aspect of the couples 'with onlyfew 

oj'them concerned with hovlI the couples managed the discordance. The present study shaded 

light on the pS,vcho-social aspect qfliving in discordant relationshljJ. 
Aims: The major aim of this study was to explore the experiences of HIV discordant couples in a 

steady relationship. 
Methods: A qualitative approach was utitized to achieve the o~iective of this study. Twenty two 

in-depth interviews were conducted with discordant couples and with an intention to elaborate in 

more detail the experiences of discordant couples; two oral histOlY case studies were conducted. 

These two cases were selectedfrom the in-depth interviews as they were found to be exemplary 

cases reflecting the communalities among discordant couples. Further, ten in-depth interviews 

were carried with key informants in order to assess health professionals' and counselors' 

explanation for HIV discordance and their experience with discordant couples. The samples 

were drawn using purposive sampling. The data were analyzed using the successive 

approximat ion approach. 
Findings: The study revealed that there were widespread misconceptions about J-/IV 

discordance among both HIV discordant couples and key informants (health care providers and 

counselors). These misconceptions in turn made HIV discordant couples to engage in risky 

sexual behaviors. HIV discordant couples experienced varieties of psycho-social problems such 

as fear of infecting and being infected, blame, neglect, guilt, and uncertainty. The couples also 

faced challenges regarding their sexual life like exhaustion with condom use, reduction in sexual 

desire and pleasure, reduction infrequency of sex and alteration in reproductive plan. Safer sex, 

coitus interrupts, non-penetrative sex, abstinence, communication, disclosure, silence, secrecy, 

cooperation, and religion were found to be the coping strategies of the couples. Finally, it was 

found that for some couples the presence of HIV did not bring any change in their relationship. 

Conclusion: Commonly, it might be assumed that at least the negative partner in HIV discordant 

re lationship makes every effort to avoid infection. But, the .findings oj' the present study 

confirmed that this is a mere speculation that significant number of informants failed to employ 

any preventive strategies and if any some of them were found to be ineffective like, coitus 

interrupts. Several factors which operate at different levels may contribute to such risk taking 

behavior indicating the utility of an integrated model to understand individuals ' health behavior. 

The extensive misconceptions about HIV discordance and ineffective coping strategies utilized 

by the informants suggesT the needfor micro, mezzo, and macro level interventions 
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CHAPTER ONE 

INTRODUCTION 

1.1. Background of the Study 

UNAIDS estimates that there were 33.3 million [31.4 million- 35.3 million] people in the world 

living with HIV at the end of 2009. Sub-Saharan Afi'ica still bears an inordinate share of the 

global HIV burden. In 2009, the number of people living with HIV in Sub-Saharan Africa 

reached 22.5 million [20,9 million- 24.2 million], 68% of the global total. Ethiopia is one of the 

top five nations which were regarded as having the biggest prevalence ; the other four being 

Ni geria, South Africa, Zambia. and Zimbabwe (UNAIDS Report on the Global AIDS Epidemic: 

20 10). The Strategic Plan for Intensifying Multisectoral HIV and AIDS Response in Ethiopia II 

(SPM II) 2010 - 2014 reported that since the detection of the first two reported AIDS cascs in 

1986 in Dhiopia, the epidemic has rapidly spread throughout the country. According to the 

single point estimate, the national adult HIV prevalence is 2.3% in 2009 with an estimated 

1, 116,216 people living with HIV in the country (SPM 11,2010). 

Currently, no vaccine to prevent HIV exists and it is unlikely that one will be developed during 

the next few years. Accordingly, a series of other preventive measures embracing a combination 

of biological and behavioral approaches have been and are being explored, with some 

demonstrable positive results (Cohen, M., Gay, c., Kashuba, A., Blower, S., & Paxton, L., 

2007). 
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The behavioral approach mainly focused on preventing new infections and demands the 

identification of groups which are at high risk so that priority will be rendered to them in 

intervention programs. Delor and Hubert (2000) stated that identifying and describing the 

situation of vulnerable group provides the base to tackle the problem. It is thus, imperative to see 

the historical changes observed in identifying groups deemed vulnerable to HIV since the first 

appearance of HIV. By doing so, one can understand the groups that were given priority and 

those neglected in the prevention and treatment programs and research activities. 

The groups that were identified as vulnerable to HIV have shown considerable change 

throu ghout the history of the pandemic. Delor and Hubert (2000) discussed three stages in the 

evolution of people classified as vulnerable to HIV. According to them the first stage was that of 

the early 1980s in which HIV was deemed as being the result of group characteristics (gays, 

Ha itians, etc). Tacit to this assumption was that the general population would be protected at the 

cost of these specific groups by excluding them. The second stage emerged with the scientific 

identification of the disease as caused by viral agent called HIV. This led to a shift from viewing 

I-IIV as a group behavior to that of individual behavior (like anal penetration). At this stage the 

individual was assumed as a rational actor who can avoid individual behaviors that brings risk of 

infection with no attention to factors beyond individual control like societal influence. 

The third stage is the recent one in which the vulnerability to HIV is viewed as being the result 

of factors that operate at several levels that is macro (cultural norms), mezzo (membership to IV 

drug users group), and micro (perception of future). Such a view acknowledges the importance 

of indi vidual behavior, group membership and cultural values as contributing factors to 
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vulnerability. Intervention programs during this period emphasized on tackling those 

predisposing factors at various level (Delor & Hubert, 2000) . 

In this third stage the intervention programs largely focused on 1-llY negative individuals. As 

Rispel , Metcalf, Moody, and Cloete (2009) noted "globally , HIY prevention and treatment 

programs tend to focus on individuals, with the majority of HIY prevention programs directed at 

IllY-negative individuals." Until recently one can rarely find programs directed toward 

serodiscordant couples. Serodiscordant couples are married or cohabiting couples in which one 

partner is HIY positive and the other is I-IIY negative. Researches and intervention programs 

were lacking in this area partly because they were not recognized as vulnerable groups so far . 

Furthermore, laden in the principle of "Be Faithful", as Bishop & Foreit (20 I 0) posited is the 

"messages that promote fidelity (loyalty) within marriage as a way to reduce risk of HIY 

transmission and assume that couples know their status and that both are I-IIY negative." Since, it 

has been believed that people in a marriage or cohabitation are at lower risk of being infected 

that there were few prevention programs in the area. 

A position paper by the United Nations agency for AIDS (UNAIDS 2005), mentions the 

fo llowing groups as being "key populations" to whom prevention programs should be targeted: 

women and girls, youth , men who have sex with men, injecting and other drug users, sex 

workers, people living in poverty, prisoners, migrant laborers, people in conflict and post­

conflict situations, and refugees and internally displaced persons. This is a very broad list, but it 

omits HIY-negative cohabiting partners of I-IIY-positive individuals (De Walque, 2007). This 

omission may stem from misperceptions about the extent of serodiscordancy and failure to 

understand that it is poss ible to prevent transmission within a stable union once one partner has 

become infected. 
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Recently, however, in response to growing evidence that married or cohabitating serodiscordant 

couples are an important source of new HIY infections in sub-Saharan Africa, programs are 

being urged to target prevention efforts to married or cohabitating serodiscordant couples 

(Bishop & Foreit: 20 I 0) . With an intention to shade light on the psycho-social aspect of 

serodiscordant couples in Ethiopia and particularly in Addis Ababa, this paper, using qualitative 

approach has investigated the experiences of serodiscordant couples to understand their own and 

key informants ' (health care providers ' and counselors') explanation for discordance, challenges 

brought by the di fferent test result and coping strategies. 

1.2. Statement of the Problem 

Prevalence of HIY-discordance among couples in sub-Saharan Africa is high. Bishop and Foreit 

(20 I 0) cited the works of Chomba et al. (2008) which state that in Lusaka, Zambia, "an 

estimated two thirds of new infections occur in cohabiting couples." Allen et al. (2007), write 

that HIY transmission in sub-Saharan Africa occurs "predominantly between cohabiting 

partners ." Although there is considerable variation across countries, recent study in African 

countries conducted by De Walque (2007) indicated that at least two-thirds of the infected 

couples in five countries (Kenya, Tanzania, Burkina Faso, Ghana, and Cameroon) are discordant. 

Such figures clearly indicate that negative partners are at high risk of lilY infection resulting in 

an increase in the overall prevalence of the disease in the general population. Furthermore, the 

figures imply that couples are no less vulnerable to I-IJY than other groups identified as 

vulnerable . 
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• 

The situation is grimmer in Ethiopia as compared to other African countries. According to the 

2005 Ethiopian demographic and health survey 85 percent of infected couples were discordant. 

In fact, this figure is estimated based on a very small sample and it might be somewhat 

exaggerated. A report by Ethiopian HIV/AIDS Prevention & Control Office (HAPCO) and 

Global AIDS Monitoring & Evaluation Team (GAMET) (2008) regarded discordant ~ouples as a 

high-risk group not being served yet. 

It is recently that HIV discordant couples were identified as vulnerable groups and made part of 

the concern of prevention programs. Programs in developing countries aimed at reducing 

transmission of HIV in discordant couples are too new. The efTort to reduce the transmission of 

IIIV in discordant couples requires the understanding of their living condition. To date, most 

studies on serodiscordant couples were dominated by biomedical sciences which are concerned 

with the biological aspects of preventing the transmission of the virus to uninfected spouse and 

in developing techniques of assisted reproduction (Rispel et al. 2009). According to Rispel et al. 

(2009) what is scanty about serodiscordant couples is research on the psycho-social aspect of 

living in HIV discordant union. 

As to the knowledge of the researcher there were no published studies conducted in Ethiopia 

with the intension of examining the psycho-social dimension of living in discordant relationship. 

Hence, the present study has attempted to study the experiences of serodiscordant couples with 

the aim of bridging the gap observed regarding knowledge about the management of H I V among 

discordant couples. The study was specifically targeted to explore explanations for discordance, 

challenges of liv ing with discordance, and coping strategies. 
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1.3. Conceptual Framework: Social Ecological Model (SEM) 

The present stud y used as its theoretical underpinning the Social Ecologica l Model (S EM). The 

fi eld of soc ial ecology which emerged during the mid 1960s and 1970s gives greater attenti on to 

the soc ial, institutional, and cultural contexts of people-environment relati ons than did earli er 

versions of human ecology, which focused primaril y biolog ic processes and the geographi c 

env iro nment (Stokols, 1996). The model acknowledges the interaction of individual, 

interpersonal, organizational , community, and soc ial structural factors in determining 

ind ivi duals' hea lth behav ior. 

Individu al 

The SEM can be represented by an onion , with one level wrapping around another. At the center 

of the model is the individual. At thi s level, we consider the intern al determinants of behavior, 

such as knowledge, attitudes, belief's , and skill s. Thi s is the foundati onal leve l, but the model 

recogni zes that many external forces influence these individual determinants (Setswe, 2009). At 

thi s leve l the present study has attempted to assess the beliefs and knowledge of parti cipants 

about I-IIV di scordance. As these vari ables are influenced by factors beyond the individual 

according to ecological model, the stud y has also tried to investi gate these external forces. 

In terpersonal 

The next leve l of SEM considers the first of these external forces, interpersonal processes . We all 

can apprec iate how the influence of people close to us affects our behav ior. In thi s leve l. we 

consider primary groups of social interaction such as famil y and fri end s. Thi s is the leve l where 

soc ial norm s operate, although they are generated at the institutional and community leve ls. 

These pri mary interactions represent the associations that provide soc ial identi ty and ro le 

definition . In many interpersonal relationships there are some indi viduals in social roles, which 

are seen as key dec ision makers (Greene, Frey, & Derlega. 2002). For example, at thi s level one 
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can explore partners and signi ficant others role in shaping how discordant couples manage their 

relationship. 

Institutional/Organizational 

Institutions and organizations are composed of assemblies of primary interpersonal associations. 

Workplace, church, or volunteer organizations are examples of this level. There often are small 

groups or cliques that develop, however, all operate under a common set of rules and policies 

that gu ide behavior. The institutional/organization level of SEM considers these rules and 

po li cies. Interventions at this level can have tremendous influence over individuals. Workplace 

interventi ons, faith-based programs, and school-based programs are examples of programm ing at 

this level. While this level certainly includes policy, this is different from the social structure, 

public policy level of the model (Greene et al. 2002). Based on SEM one can consider, for 

instance, the role religious organizations, self help groups, and hea lth facilities play in the 

management 0 f H I V discordance. 

Comm unity 

The next level of SEM to consider is the community. This level includes all those individuals, 

businesses, institutions and organizations, which collectively comprise the larger societal fabric. 

These larger social constructs can be defined in many ways, such as by geographic location, 

membershi p in a particular group, or possession of certain beliefs that produce affiliations . For 

instance. there can be a community defined by a neighborhood . It is at this level that man y social 

norms and standards are generated (CJreene et al. 2002). 

Social Structure/Public Policy 

Fi nally, the outermost level of SEM is the social structure/ public policy level. Public policy is 

defined as an authoritative decision made by a local, state, or federal governing body. 
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Environmental change would be included in thi s leve l, as it is o ft en achieved through poli cy 

dec isions. Envi ronmental change often in vo lves a tangible change in a community or 

organi zati on, whereas, social structural changes in volve more normati ve or conceptual changes. 

Th is is the broadest level of the model and can influence all the other leve ls (Setswe, 2009). It is 

poss ible to investi gate at thi s leve l for instance, how publi c polic ies regarding HIY/J\IDS in 

general influence discordant couples . Identi fy ing the negative partners in di scordant relati onship 

as a high ri sk group and targeting interventions towards them might be one factor that influences 

HIY di scordant couples' preventi ve measures . See the followin g fi gure for a di agrammati c 

representati on 0 f the S EM. 

Ind ividua l 
(Knowledge, 

beliefs) 

Figure: I Social Ecological Model for analyz ing HIY di scordant couples ' ex peri ence 
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1.4. Resea rch Questions 

The study has attempted to answer the foll owing questions: 

• Ilow do di scordant couples and key informants (hea lth care prov ide rs) exp lain IIi V 

discordance? 

• What are the chall enges of living in HIV di sco rdant relati onship? 

• What are the coping strategies of I-IIV di scordant couples? 

1.5. Methods and Methodology 

I n orde r to answer the above stated research questi ons the present stud y uti I ized the fo 1I 0wing 

resea rch methods. 

1.5.1. Research Methods 

A qualitative approach was utili zed in thi s study. As di scussed by Bryman (2004) "the 

epistemological position in qualitati ve research is the stress on the understanding of the soc ial 

world th rough an examinati on of the interpretati on of the world by its parti cipants (P. 266)." 

Since qua litative strategy allows us to understand the meanings actors attach to their actions and 

experiences, it is the most appropriate approach in in vesti gating the li fe experi ences of 

discordant couples. As the study has aimed to explore what !-II V di scordant couples have been 

through after the knowledge of the diffe rent test result , the parti cipants were as ked to narrate 

these experiences_ 

The study combined the methods of in-depth interview. key informant interview and case study 

of a person. The part icipants were interviewed to gain an in-depth understand ing of their life . 

This method can give a greater insight and more in -depth understandin g of the top ic researched . 
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So that in ord er to investigate the explanations, chall enges, and co pIng strategies of I-IIV 

di sco rdant couples the in-dcpth interview method was utili zed . 

The in -depth interview method was backed-up by key informant interview to increase the 

credibility of the information. A key informant interview was conducted with counse lors and 

hea lth care providers . These key informants were intervi ewed for dual purposes. First, to 

investi gate their explanation (knowledge) for HIV discord ance as thi s can have a direct or 

ind irect impact on the couples' explanation. Second , to learn from their ex peri ences as the 

coup les are more likely to share their experiences and challenges of li ving in di sco rd ant union to 

these profess ionals than any others. Hence, the data collected through an in-depth interview with 

HIV di scordant couples was tri angul ated with that of key informant intervi ew. 

Further, case study was conducted to enhance the descripti ve capacity of the info rmati on 

gathered throu gh the above two methods. Bryman (2004) stated that "case stud y of a person is 

characterized as using the life hi story or biographica l approach (p. 49)." It is important to outline 

here two interrelated but different approaches used in case study of a person. The first is a life 

histolY interview which invites the subject to look back in detail across hi s or her entire life 

course . The second and the one used in thi s stud y is an oral histOlY interview. This technique is 

usua ll y somewhat more speci fic in tone in that the subject is asked to refl ect upon spec i fi e events 

or peri ods in the past. The emphas is is less upon the individual and hi s/her life than on the 

parti cul ar events in the past (Bryman, 2004). It is futil e to use the lire hi story interview approach 

since this study is not speci fi call y interested with the whole li fe hi story of indiv iduals. Rather, 

the stud y was ai med at studyi ng spec ifi call y the life condition of HIV discordant couples si nce 
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th ey began to live in a serodi scordant relati onshi p th an th eir life hi story from birth to present. 

Therefore, empl oy in g the oral hi story approach was found to be th e appropriate one. 

1.5. 2. Study setting 

Thi s stu dy was conducted in Addi s Ababa, th e cap ital cit y of Ethi opi a. Acco rdin g to SI' M II 

20 I 0-20 14 report in the year 2009, Addi s Ababa leads every other reg ion in the country with an 

adult IIIV prevalence rate of 8.YYo, foll owed by Dire Dawa (4.6), Harar i (3.5), and Ti gray reg ion 

(2.9). Though, it was ori ginall y proposed to draw samples from the fi ve government hosp itals 

which arc under the admini strati on of Addi s Ababa city Il ea lth Bureau, the informants we re 

drawn from three of them (Zewditu memori al hosp ital, Ras Desta Damtew memorial hosp ita l. 

and Yekatit 12 hosp ital), one private hosp ital, and one nati onal I' L WIIA assoc iati on (Mekd im 

Ethi op ia). As the two government hospitals namely; Mahath ama Ghandi me mor ial hosp ital and 

Meneli k II Ilospital have fewer l-flV pati ents, the researcher was not able to find inform ants in a 

short peri od of time in these hospitals. 

When it became di fficult to access suffi cient number of inform ants within short peri od of time in 

the hosp itals, the researcher turned to PLW HA assoc iati ons in search of more informant s. The 

only assoc iati on whi ch has initi ated intervention program on disco rdant couples was Mekdim 

Ethi op ia. Me kdim Ethiopia is one of the earliest PL WHA assoc iati ons in Ethiopi a. It was 

fo unded in 1993 in Addi s Ababa. Currentl y, it has branches in Adama, Bah r Dar, Dess ie, Jimm a, 

and Shashemene. Thi s associati on has been organi zing a monthl y meeting and co un se ling 

program fo r 33 HIV di scordant couples since 2002. However, accordin g to wo rkers in the 

association this program was in terrupted by th end of last year as a result of budget constrai nt. 
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I:ina ll y, the researcher visited one or th e pri va te hosp itals in Addi s Ababa based 0 11 the req uest 

l'rol11 a doctor who was informed of thi s study. Thi s doctor provided two inform ants. 

1.5.3. Participants 

The parti cipants i of thi s stud y were informants fro m IIIV di seo rdant relati onship and key 

inrorm an ts frol11 health ca re providers and cou nse lors. Thirty two in-depth interv iews were 

conducted overall . Twenty two of th e in-depth interviews we re with inform ants from IIIV 

di scord ant couples and the rest with key informants. Fourteen of the twenty two inlo nnants were 

selected from the three government hospitals. Eight of them were from Zewdi tu memori al 

hosp ital; fo ur of them from Ras Desta Damtew memori al hospi tal and two of them from Yekatit 

12 hospital. Two informants were recruited from the private hosp ital Vembaba Gene ral 

Ilosp ital). 

As mentioned earli er, inlo nnants were not onl y drawn from the hea lth fac ilities but also from 

one nati onal PL WHA association. Though the monthl y meeting was interrupted , th e address or 

I IIV di sco rd ant couples who were members of th e assoc iati on was ava il ab le in the assoc iati on's 

information desk office. The associati on gave its kind cooperati on by giving a call to coup les 

who fulfilled eli gibility criteria. Those who indicated their willingness to participate were asked 

the place th ey wo uld like the interview to be carried ou t. All of th em revea led th at th ey wou ld 

like it to be at the associa ti on ' s offi ce. 

Eight key informants were drawn based on the se lection criteria from the three government 

ho pi tals and the remaini ng two were from the pri vate hospital. 

1 The term partiCipants refers to both inform ants and key mformants in thi s paper. 
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1.5.6. Methods of Data Analysis 

The data analysis technique specifically used In this study was the successive approximation 

technique. Successive approximation involves repeated iterations or cycling through steps. 

moving toward a final analysis. Over time. or after several iterations, a researcher moves from 

vague ideas and concrete details in the data toward a comprehensive analysis with 

generalizations (Neauman, 2007: 337). Successive approximation entails the need for the 

common three step coding. Even though , these coding are common to other qualitative data 

analys is, they form the backbone of successive approximation technique of qualitative data 

analys is . Hence, the data analysis passed through three steps of coding namely; open coding, 

ax ial cod ing, and selective coding. 

The interv iew transcripts were repeatedly and thoroughly read so as to gain the major ideas of 

the in formants soon after the first interview was carried out. It was found imperative to code the 

major themes as a first attempt to condense a mass of data in order to change it into a 

manageab le form. This task began early as the first interview was conducted and transcribed. 

Th is first pass to data analysis is called open coding. During the open coding stage according to 

Neauman L. (2007) the researcher locates themes and assigns initial codes or labe ls . The labels 

or the codes at this point were not the final one. Rather, the researcher is open to creating new 

themes and to changing these initial codes in subsequent analysis. In the present study the initial 

labels or codes came from the previously set research questions. A memo or note was written on 

each code as it helped in elaborating what the code refers to in later analysis. 

The second stage in the data analysis has been the so called axial coding. At the open coding 

stage the emphasis has been on the interv iew transcripts. Where as the axia l coding was made by 
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reviewing the previous codes so as to see the relationship between concepts and labels. Some 

labels were split, others were merged together and some others emerged. Sub dimensions, 

sequences, and relationships between concepts emerged at this stage. 

The final stage involved selecting appropriate cases for each code label from the interview 

transcripts. Selective coding involved scanning data and previous codes. The researcher looked 

se lectively f'or cases that illustrate themes and made comparisons and contrasts after most or all 

data co llection was completed. 

1.5.7. Ethical considerations 

An ethical elearance2 was received from Addis Ababa Health Bureau ethical clearance 

committee. The Addis Ababa Health Bureau provided an approval to conduct the study in five 

public hospitals found in Addis Ababa which are under its administration. After a thorough 

in vesti gation of the research proposal the Ethical Clearance Committee provided permission 

letters which were written to the five hospitals. The medical directors of each hospital directed 

the le tters to their own respective ART case team leaders. The purpose of the study and the plan 

how to meet the informants was explained to each team leaders of the ART case team. The team 

leaders were informed the criteria of recruiting the informants. Furthermore, the researcher 

requested the cooperation of the ART case team members working at OPD in supplying 

participants based on the eligibility criteria. The participants were not supposed to tell their 

interest to participate or not to participate to the professional who recruited them. This was done 

to avoid informants' fear that if professionals were aware of their decision not to participate, it 

wi ll jeopardize their relationship with the professionals. This fear might make them feel obliged 

2 See the annex to find the ethical clearance letter received from Addis Ababa health bureau and 
the consent forms 
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to participate on the study. The professionals who recruited the participants were just supposed 

to inform the clients to meet the researcher. It is the researcher then who asked their consent. 

As stated earlier samples were not only drawn from the health faciliti es but, also from one 

nationa l PL WHA association. Informants from both settings (Hospitals and the association) were 

in fo rmed about the purpose of the study and they provided their written consent indicating their 

part ic ipation is based on their own will. They were not also supposed to disclose their name and 

they were assured the confidentiality of the information they provided . As the translation and the 

transcription of the interview were carried out by the researcher no other party has got access to 

the info rmants' personal details. 

Similar ly, the professional participants were primarily informed the purpose of the study orally. 

Then they were given a written consent form to confirm that their participation was based on 

their personal interest. 

1.S.B. Limitations a/the study 

As thi s study is based on a conceptual framework that gives more emphasis for sociological 

(external) factors , it should be noted that the study did not cover all aspects of the couples' 

experiences. Further, as student of sociology the researcher may have rendered spec ial attention 

to socio logical phenomena while giving less concern to psychological and other variables which 

are parts of the couples experience. 

Since the present study is a qualitative investigation based on small samp le of informants, 

readers should be caut ious not to generalize its fi ndings. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1. Why Some Individuals with Repeated Exposure to HIV Remain Uninfected? 

People recurrently ask why some individuals with repeated exposure to HIV remain uninfected. 

There is no a clear cut answer to this question. Rather the reason for not being infected may 

differ fro m situation to situation. Furthermore, answering this question can also help to 

understand why there is large number of serodiscordant couples. 

Many research studies have looked at the positive partner while others have tried to uncover 

reasons for one partner remaining negative in the face of recurrent exposure from the H I V 

positive partner. These studies have come up with various possible reasons like resistance to 

infection due to "major histocompatibility complexes", cellular immunity and viral 

characteristics that are responsible for non-transmission of the HIV . Factors that have been found 

to increase risk of transmission to partners include anal intercourse, genital ulceration , advanced 

AIDS, elevated viral loads and repeated exposure. However, the unknown factor that protects 

some people still remains a mystery (Alexander, Churchura, Simpson , & Andiman, 2006: 

Louisinrotchanakul, et al. 200 I). It is known that the HIV uses receptors to enter CD4 cells. 

Some individuals have been shown to lack cellular co-receptors and this seems to be a 

mechanism whereby they resist HIV infection (Pastori, Weiser, Barassi , Uberti-foppa, Ghezzi, 

Longhi , Calori , Burger, Poli , Lazzarin, & Lopalco, 2006). 
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Bicnzlc , MacDonald, Smaill, Kovacs, Baqi , Courssaris, Luscher, Walmsley, & Rosenthal (2000) 

looked at possible reason for persistent non-transmission of HI V and concluded that it was a 

combination of factors including cellular immunity, viral characteristics and co-receptor 

integrity. What is known is that there are different receptors and co-receptors that are used by the 

HI V to enter cells before it integrates into the host cells nuclear material. The co-receptors that 

are thought to playa role in viral entry are CCR5 and CXCR4, which are both found on CD4 T 

ce ll s. These co-receptors are used by the HIV to enter cells. Some individuals have been found to 

have an inherited mutation called Delta 32 CCR5. This mutation changes the co-receptor so that 

thi s co-receptor can no longer be used by the HIV to enter cells, and it thus seems to offer the 

person protection from infection (Agrawal, Lu , Qingwen, Vanhorn-Ali , Nicolescu, Me Dermott, 

Murphy. & Alkhatib, 2004). 

Delta 32 CCR5 mutation is associated with HIV resistance (Bernard, Yannakis, Lee, & Tsoukas, 

1999). This study also looked at the cytotoxic T Lymphocyte activity in seronegative partners 

from HIV discordant couples and found that they had an increased Cytotoxic T lymphocyte 

act iv ity compared to their positive partners and this may be due to HI Virus exposure that 

activates and increases this cytotoxic T Lymphocyte activity which in turn protects from HIV 

infecti on and thus seroconversion . 

What has been discovered so far is that protection from HIV infection is either due to acquired 

host immunity or inherited genetic mutations. This acquired host immunity may be activated by 

HIV in fect ion that then results in immuni ty preventing the HIV from establishing itse lf in the 
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body. The inherited genetic mutation results in dysfunctional co-receptors, which thcn prevcnts 

the HIV from entering the cells (Ateka, 2006) 

There are also other co-receptors that are currently being evaluated. Whether cellular immunity 

or the inherited genetic mutation is more protective is currently unknown . Some studics have 

suggested that acquired cellular immunity was more important (Goh, Makee, Akridgc, Mcldorf', 

Musey, Karchmer, Krone, Collier, Corey, Emerman, & McElrath, 1999). The acquircd cellular 

immuni ty is extremely important as it is hoped that it will assist us in creating a vaccine. If' a 

vaccinc can be developed to stimulate a person's immunity, this will help the person fight of any 

HIV that is trying to enter his/her cells. Current research is trying to determine why some people 

mou nt a fa vorable response to the invading virus and how this happens. I f we can answer these 

questi ons, it will provide us with a vaccine that can potentially save millions of lives by 

stimulat ing an immune response in recipients. 

2.2 . Explanations for large proportion of discordant couples in Sub-Saharan Africa 

One hypothesis why at least two-thirds of the infected couples are discordant might be that once 

one of the partners is infected, the couple uses effective strategies to prevent the infection of'the 

HIV-negative partner. If this were the case, there would be no need to target specific prevention 

efforts toward HIV-negative partners of HIV-positive individuals . But unfortunately. self­

reported behaviors recorded in the study conducted by Walque (2007) cast serious doubts on this 

optimi stic hypothesis . Among the five countries in which Walque (2007) studied , at least 88 .9 

percent of all cohabiting couples (in Burkina Faso) agree that they did not use a condom at their 

last sexual intercourse. This suggests that preventi ve behavior among couples is not widespread. 

In the 'ame tudy it is mentioned that in at least 71 .5 percent of couples (in Cameroon), neither 
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of the partners had a voluntary HIV test before the survey. If most of the coup les are not aware 

of their respective I-IIV status, it is unlikely that the large proportion of di scordant coup les is 

attr ibutable to an effective prevention effort by the couple. 

A more likely explanation for the large fraction of discordant couples is that once the first partner 

is infected, the other partner is not automatica ll y infected rapidly. As cited in Walque (2007), 

Quinn et al. (2000) estimate, in the Rakai study in Uganda, that the HIV incidence rate among 

4 15 initially HIV-negative partners of HIV-positive individuals was 11 .8 per 100 person years. 

;\t that rate, it takes several years for a discordant couple to become concordant positive. Us ing 

data from the same study, Gray et al. (200 I) estimate that the average probabi lity of I-II V 

transmission per coital act is 0.0011. This low transmission probability impli es that it takes 

several years for a discordant couple to become concordant positive. For example, a partner 

infected prior to marriage to an uninfected spouse may die before the spouse becomes infected . 

Thi s epidemiological factor is likely to be the main explanation for the large proportion of 

di scordant couples (Walque, 2007). 

2.3. Risk of sexual transmission of HlV 

Semen conta ins the male reproductive cell, the spermatozoa, and other cells including 

macrophages. lymphocytes, and neutrophils suspended in a fluid , the seminal plasma. HIV has 

been found to be present in the nonspermatozoa cells and as free virus in the seminal pl asma 

(Quayle, Xu, Mayer, & Anderson , (1997). The spermatozoa can also be infected with HIV but 

whether the virus remains ali ve in these cell s and therefore contributes to sexual transmi ss ion has 

sti ll to be clarified (Baccetti, Benedetto, & Burrini , ] 994; Bagasra, Farzadegan , Seshamma. 

Oakes. Saah, & Pomerantz, 1994; Nuovo, Becker, & Si mir, 1994). As the spermatozoa 
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contribute only around 10% of the total volume of semen, even if these cells contain active \-IIV 

they contribute only a small part to the overall ' risk ' of sexual transmission by semen . 

It has been estimated that the female partner of an HIV positive man has a 0.1 to 0.2% risk of 

becoming infected with HIV as a consequence of a single act of unprotected intercourse (Mastro 

& De Vincenzi , 1996). In a further study, the risk of HIV transmission through sexual 

intercourse from an HIV-positive male to an HIV-negative female was estimated as being around 

I in 10 fo r less than 10 unprotected eontacts and around I in 4 after 2000 contacts (Downs & De 

Vincenzi, 1996). Although, as would be expected , this study reports a higher risk of HIV 

transmission the higher the number of unprotected contacts, the actual risk of infection in 

individual couples was quite variable. Risk variability can be explained by a number of factors 

such as the total number of HIV viral particles in the blood of the infected male, the presence of 

co-existing sexual infection in either partner, and individual susceptibility to 1-\1V infection. In a 

study of 198 female sexual partners of HtV infected hemophilic German men carried out in the 

mid-1 980s prior to the introduction of widespread safe sexual practice, a 10% transmission rate 

of HIV was reported (Rockstroh, Ewig, Bauer, Luchters, Oldenburg, Bailly, Kaiser, Scheweis, 

Brackmann, Dengler, & Sauerbruch, 1995). 

Three studies report on the risk of HIV acquisition \11 couples attempting conception by 

unprotected intercourse at ovulation (the release of an egg from the female ovary) with protected 

intercourse using condoms at other times. In a prospective observational study of 92 H IV 

discordant couples (males HIV positive), 4 females seroconverted, 2 in the third trimester of 

pregnancy and 2 in the period following delivery (Mandelbrot, I-leard , Henrion-Geant, & 
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Ilenrion , 1997). It has been suggested that in this study advice concerning safe sexual practice 

was disregarded in some couples once the female had become pregnant. 

The other two studies assessed the risk of HIV transmission from HIV-positive haemophilic men 

to their female partners. In both these studies the couples were counseled and advised to have 

sexual intercourse only around the time of ovulation as indicated by the use of an ovulation 

detection urine testing kit. In the first report from Cardiff, U.K., 26 children were born to 18 

di scordant couples over a IS-year period and none of the female partners contracted III V 

(Ramsahoye, Collins, Davies, Walker, Dasani , 1998). In the other study from the Royal Free 

liospital , London, U.K., out of 14 couples with a total of 19 children between them , I fem ale 

partner was found to be HIV positive (Yee, Goldman, Devereux, Sabin , & Lee 1999). None of 

th e children became infected . It would therefore appear that unprotected sex for the purposes of 

conception in couples with the HIV-infected man not taking HAART carries a risk of \-IIV 

transmission to the female of not more than 8%. 

2.3.1. Does Antiretroviral Therapy decrease Sexual Transmission? 

[ven though ev idence suggests that highly active antiretroviral therapy (HAART) reduces H I V 

transmi ssion, HIV is still present in blood plasma and the genital tract of men and women living 

with HIV (Cohen, Gay, Kashuba, Blower, & Paxton, 2007 ; Lalani & I-licks. 2008). 

-

Reviews of observational studies reported reduced sexual transmission in di scordant couples 

when the person with HIV was taking HAART (Highly Active Antiretroviral Therapy) . In a 

Spanish study by Castilla, Del Romero, Hernando, Marincovich, Garcia, and Rodriguez (2005) , 

49% of discordant heterosexual couples were being treated with HAART between 1999 and 
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2003 (N = 393) (14). The seroconversion rate of partners of people living with HIV not on 

HAART was 9%, compared to 0% in couples taking HAART (p = 0.01), and thi s was 

maintained after adjusting for unprotected coital acts. In another study of 93 discordant 

heterosexual couples, six seroeonversions occurred, all when the person with IIIV was not taking 

HA ART (Melo, Varella, Lira, Nielsen , Turella, & Santos, 2006). 

A study of 62 discordant pregnant couples reported one case of vertical transmission 

(transm ission of mother to unborn child) and no cases of horizontal transmission (transmission 

from infected individual to an uninfected individual) when the person with HIV was on IIJ\ART 

(Barreiro , Romero, Leal , Hernando, Asencio , & de Mendoza, 2006). In a Ugandan prospective 

study of people living with HIV initiating HAART, analysis of a subset of 49 1-\lV-positive 

participants, who were sexually active with their cohabitating HIV-negative partners, showed 

that HAART in conjunction with prevention counseling and partner voluntary counseling (VCT) 

and testing reduced HIV transmission risk. When VCT was conducted after one year on 

HAART. onl y one I-IIV-negative spouse of an HIV positive index participant had seroconverted 

(Bunnell , Ekwaru, Solberg, Wamai , Bikaako-Kajura, & Were, 2006). However, caution should 

be exercised when interpreting this finding, as this subset of 49 study subjects represented only 

5% of the initial cohort (N = 926). 

2.4. The Issue of Gender in Serodiscordance 

The common perception is that unfaithful males are the "bridging" population between high-risk 

groups and the general population (Walque, 2007). In HIV discordant heterosexual couples in 

Africa, men are generally regarded as the source of J-\IV in the relationship, and are commonly 
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referred to as an index case (in serodiscordant couples the index case is the person in fected and 

the partner is not). 

The expectation that men rather than women are the index cases has been widely promoted by 

ev idence of low condom use by men, a greater burden of sexuall y transmitted infecti ons, male 

dominance in sex-related negotiations, greater number of sexual partners (inc ludin g polygamous 

marriages) , more frequent alcohol misuse, and greater likelihood of transacti onal (when a client 

exchanges money or gifts for sex) or intergenerational sex. Much of the social marketing aimcd 

at rcduction of concurrency has therefore been informed by a perspective of addressing malc 

domination and women's empowerment (Eyawo, Walque, Ford, Gakii , Lester, & Mill , 20 10). 

However, a more recent study by Eyawo and his colleagues indicate that such a presumption is 

far from reality. 

After analyzing studies conducted in different African countries Eyawo et al. (2010) concludcd 

that women and men are equally likely to be an index partner in an HIV di scordant couplc. Thc 

proport ion of H IV -positive women (F+/M-) in stable heterosexual serodiscordant relationships 

was 47% (95% CI 43- 52) in sub-Saharan Africa. These results have important implications for 

prevention strategies. Although most social marketing aimed at reducing extramarital 

relationships is targeted at men, efforts should also take into account the role of women. 

Similarl y, both men and women in relationships should be informed about the need for condom 

use when HIV status is unknown. Finally, although the man 's role in infecting the female partner 

has been the dominant focus in prevention strategies, the emphasis should be revised in the 

context of stable couples, since uninfected men and women seem to have an equal chance of 

havi ng a stable partner who has HIV . The researchers also mentioned that the findi ngs might 

seem counterintuit ive to the large amount of evidence showing male sexual behaviors and ri sk 

26 

W j 

I ' 



§ 

taking. However, they believe that this evidence partly reflects a research bias, because 

substantially fewer studies have examined sexual risk taking in women in stable relationships. 

This study will stimulate a more gender-balanced approach in the orientation of behavioral 

research and prevention interventions. The following table shows the proportion of male and 

fem ale discordants and concordant couples in some African countries (Walque, 2007). 

Table 2. 1. Findings from demographic and health surveys by country and year 

Country Sample Concordant Concordant Discordant Discordant 
couples Negative (%) positive (%) M+/F-(%) F+/M-(%) 

BurkinaFaso,2003 2157 96, 90 o . 45 1 . 69 o . 93 

Cameroon,2004 2105 92 • 57 2 . 35 2 . 42 2 . 65 

Ethiopia,2005 2480 97 . 97 o . 28 o . 76 o . 97 

Ghana, 2003 1825 95 . 84 o . 91 1 . 67 1 . 56 

Guinea, 2005 1851 98 . 09 o . 35 o . 92 o . 62 

COted' ]voi re,2005 1250 93 . 26 I . 21 2 . 07 3 . 44 

Kenya, 2003 1086 89, 06 3 . 64 2 . 84 4 . 44 

Lesotho, 2004 652 66, 90 19 . 53 8 . 96 4 . 62 

--
Malawi ,2004 1297 83 . 17 7 . 07 5 . 63 4 . II 

Ni ger, 2006 2035 98 . 87 o . 17 o . 57 o . 37 

t----
Rwanda, 2005 2140 96 . 12 I . 69 1 . 38 o . 79 

Senegal , 2005 1197 98 . 72 o . 45 o . 44 o . 37 

Tanzania,200304 2214 89 . 52 2 . 59 4 . 39 3 . 48 

Zimbabwe,2005- 1847 72 . 51 14 . 59 7 . 62 5 . 25 
06 
Source: Eyawo et ai , (20 10) 
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;\s the above table summarizes the proportion of positive males and females in discordan t 

relationship is almost equal in sub-Saharan Africa. In Ethi op ia women positive di sco rd ant 

couples (F+/M-) constitute more than half of discordant couples (56%). 

There are different explanations for such hi gh contribution of positive women in a discordant 

relationsh ip . Though there is some disagreement among scholars in the field , there are 

commonl y mentioned reasons. Women are biologically more prone to infecti on th an men, per 

sex ual act. Higher prevalence of other STls among women can make them more vulnerab le to 

H I V infection. Male-to- female 1-11 V transmission rate is greater than female-to-male rate . 

fe male-to-male transmission risk may be lower among couples where the male partner is 

circumcised. Women whose spouses are more mobile or live away are more likely to engage in 

extramari ta l sex. Women in polygynous unions are more likely to engage in extramarita l sex . 

Discordant couples with fem ale partners infected (F+/M-) are more likely take preventive action 

(use condom) than M+/F- couples. Di scordant couples where the male partner is infected are less 

likely to be included in the surveys, either due to higher rates of absence or refusa l by such males 

(Mishra, 2007). 

2.5. The need for children among HIV discordant couples 

People infected wi th human immunodefic iency virus (HIV) are li ving longer and experienc in g 

improved hea lth . Substantial advancements in treatment mean that from th e time of diagnosis, an 

adu lt infected with HIV who has access to treatment, can expect to live for at least 20 yea rs. The 

prospect of better health and increased life expectancy means that the idea of becoming a parent 

is not out of the question and some people with I-I IV want children (Spriggs & Charl es, 2003). 
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Various studies have tried to assess factors which are correlated with the des ire for children 

among discordant couples. A study conducted in Uganda reported five reasons behind the desire 

for chi ldren among HIV discordant couples. These are : ensuring linage and posterity, concurrent 

relati onships for childbearing, pressure from relatives to reprod uce, securing th e relati onship 

throu gh children. and availability of antiretroviral therapy (8eyeza-Kashesya, Kaharuzal, 

Mirembe I, Neema, Ekstrom, & Kulane, 2009). 

Man y heterosex ual couples are interested in having families , but for those couples who are 

serodiscordant (one partner is \-IIV+ and the other is HIV- ), there are specific challen ges to be 

faced . The same study in Uganda summarized the challenges faced by discordant couples who 

are in searc h of children as: the fear of transmitt ing HIV infection to partner and child , th e 

negati ve (more often the females) partner's lack of negot iating power for safer sex, failure of 

hea lth systems to offer safe methods of reproduction, and whether to search for altern at ive sero 

concordant pa rtners. or concurrent partnerships (8eyeza-Kashesya et aI. , 2009). 

Despite the ava il ability of alternative insemination technologies, HIV di scordant co uples in 

developing countri es fulfill their desire for a child by boldly engagi ng in un sa fe sex. Thi s can be 

attributed to the accessib ility of alternative insemination , the hi gh cost of these tec hnologies 

(8eyeza-Kashesya et aI. , 2009), and the ethical dilemmas that may ari se as a result of using them 

(Spri ggs and Charles, 2003). The other option for di scordan t couples in hi gh need of chil dren is 

adoption . Although, there are some conceivable challenges in usin g it, thi s opti on seem s better as 

compared to assisted reprod uctive tech nologies. 
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2.5.1. Reproductive options for serodiscordant couples 

I-IIV discordant couples in a steady relationship may have a des ire to have children. Fulfilling 

thi s desire is not as easy as other couples in that discordant couples should avo id the ri sk of 

affecting the ir own health or their famil y. However, the profound advancement of med ica l 

technology has rendered them different options in which they can fulfill their dream of hav ing 

their own chi Idren without risking their health. 

2.5.1.1. Assisted reproduction 

One consequence of desire for children and the achievements of HAA RT (Hi ghl y Acti ve 

Ant iretroviral Therapy) is that HIV-positive persons may be now considered for ass isted 

reproductive technology (ART). In one study, the proportion of spec iali sts ready to ofTer th ese 

techni ques to HIV-positive women with fertility problems increased from 3 to 47% between 

1993 and 2000 (Englert , van Vooren. Place, Liesard , & Delbaere, 200 I) . There is growing 

consensus to ass ist HIV-infected women in reproduction programs. given that the ri sk of I-IIV 

verti ca l transm iss ion along pregnancy is still a major concern (Savul escu. 2003: Zutl ev ics, 

20(6) . If the male partner is the one infected, assisted reproducti on is genera ll y more read il y 

accepted as a \-vay to furth er minimi ze the chance of HIV sex ual transmi ssion which. even 

I,.vithout any med ical intervention. is still lower than the ri sk for verti ca l transmi ss ion .. 

There is wide experience with 'sperm washing' prior to intrauterine inseminati on (lUI). invitro 

fertili zation (IV F) or intracytoplasmic sperm injection (ICSI). The main location of the I-IIV 

inocu late in the male genital tract is seminal plasma (as free virions) or non-spermatic ce ll s 

(epithelia l ce ll s or lymphocytes) (Mermin , Holodni y, Katzenstein , & Merigan , 1991: Pudney & 
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;\nderson , 1991), so that use of a spermatozoa concentrate far subseq uent ass istecl re prod ucti ve 

tec hn iques wo uld be safe in terms of HIV transmission. 

The results from two large series of HIV-serodiscordant couples undergoi ng 'sperm washing 

procedures have been released. As cited by Barriero, Castilla, Labarga, and Sori ano (2007) th e 

one by Sauer (2005 ) comprises IIII and 352 women undergoi ng lUI and IVr/lCS I. The rate or 

success ful pregnancies, according to total number of newborn bab ies, was 12% per cycle and 

32% per couple after lUI; the percentages were 24% per cycle ancl 37% per co uple l'or IVF/ICSI. 

The other stucly cited by the same authors is that reproductive outcomes in th e stud y by Savasi et 

al. (2007), in which 741 couples were analyz.ed, were fairly similar; th e pregnancy rates 1'0 1' lUI 

were 19% per cycle and 78% per couple, and for IVF/ICS I were 23% per cycle and 4 1 (Yc) pCI' 

couple. 

Similar results have been reported by others as cited by Barri ero et al. 2007 (Marina et al .. 1998: 

Sauer and Chang, 2002; Ohl et aI., 2003; Bujan et aI., 2004b: Semprini et aI. , 2004 ; Vernazza et 

aI. , 2006) . The reproducti ve efficacy of assisted reproductive tech nology after 'sperm washin g' 

does not seem to be significantl y affected by the additional manipulati on of the semen . Thus. 

initi al reports on lUI with donor sperm to avoid HIV transmi ss ion attained a 25% pregnancy rate 

per cycle (Garrido, Zuzuarregui, Meseguer, Simon. Remohl. & Pellicer. 2(02). Also. th e 2003 

results from the Canadian ART reg ister show a rate of clinical pregnancy pCI' IV F/ICSI cyc les of 

31.2(% in seronegati ve indi viduals (Gunby et aI., 2007 cited in Barriero. et al. 2(07). 

Us ually, more than one reproductive procedures are needed to attain pregnancy (Gillin g-Smi th . 

icopoull os, Semprin i, & Frodsham, 2006) , which increases the fin al cost of ass isted 
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rep roductive technology. In general, the substantial expenses per proced ure make th ese method s 

not affo rdable fo r a significant proportion of HIY-infected persons. or hinder th e public health 

sys tem coverage in many countries. Some technical constraints also contribute to limit the 

implementation of this technology for HIY-infected individuals. as separate laboratory fac ilities 

are required to avoid cross-contamination to uninfected patients (Englert et al. 200 I; Gillin g­

Smith , Sm ith. & Semprini. 2001). 

f urthermore, natural conception is frequently pursued in couples following ass isted reproduction 

programs. In one Italian study. up to one-third of couples did not start th e insem inati on process 

and another third withdrew after a number of failed attempts. Half of couples failing ass isted 

reproductive technology in a Milan center attempted natural conception by practicin g 

unprotected sex without medical control (Yernazza, Hollander. Semprini , Anderson. & Duerr. 

2006). Aware of these conflicts, it is crucial that medical advice is offered befo re reproducti ve 

attempts of any nature are made by the uninformed patient (Barreiro. Romero, Leal , Hernando, 

Asenci o. & de Mendoza, 2006). As it is the case for other chronic illnesses. clinicians ca rin g fo r 

HIY-in fected patients under HAART should be ready to di scuss issues regarding rep rod ucti ve 

health and fam il y planning whenever requested. Reproductive hea lth in HIY has been recogni zed 

as a priority by the World Health Organization (2006). It is stated that I-IIY-infected individuals 

'should be ab le to have a satisfying, responsible and safe sex life, and that they should be able to 

reproduce and freely decide whether. when and how often to do so. 

When taking care of HIY-serodiscordant couples. healthcare profess ional s should provide 

reproductive counsel ing, taking into consideration the following aspects : (i) need to minimize th e 

risk of transmission to the un infected partner and/or offsprin g; tii ) enablin g inform ed 
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reproductive choices; (iii) informing couples about the ri sks of HIV transmiss ion and chances of 

pregnancy, In both natural and medicall y ass isted concepti on: (iv) preparin g coup les for th e 

psychologica l impact of ass isted conception (avail abi lity, durati on of treatment. f ~l ilure and 

logistics): (v) di scuss ing the possibility of foster or adopti ve parenting and (v i) informin g and 

adv ising coup les about the ri sks of sexual and verti ca l transmiss ion of other frequentl y 

assoc iated agents. such as hepatiti s B or C viruses (BatTiero. et aI. , 2007). 

2.5.1.2. Natural pregnancy 

As a cruci al poi nt in reproducti ve counsel ing. H I V serodi scordan coupl es shou Id be inform ed 0 f 

all reproducti ve options available. The di scussion needs to include th eir fee lin gs about natu ral 

conception. ass isted reproduction. adoption or even the acceptance of not having children . The 

very low risk of HIV transmi ss ion to the negati ve partner and to the baby if III V-pos iti ve 

individu als have undetectable viremia under HAART is the bas is to r accepting natural pregnancy 

as an alternative option, while thi s poss ibility should be strongly di scouraged outside these two 

sine qua non criteria. In the case of H I V-positive men, the demonstrati on of negati ve I-II V -R NA 

in semen may be va luable informati on, since it correlates we ll with lack of HI V transmiss ion. 

There are no comparison data on the safety and effi cacy of assisted reproductio n versus natural 

conception under effective HAART in HIV infected individuals. The couple shoul d also know 

that there is much ample controlled experience with 'sperm washing' procedures. as natu ra l 

conception is still registered in small series (Barreiro et aI. , 2006). From our point of view 

'sperm washing' is the only alternati ve fo r HI V-infected men in whom undetectab le viremi a is 

una ttainable due to antiretrovi ral drug resistance (Barr iero et al. . 2007). 
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Restriction of unprotected sexual intercourse to woman 's fertil e days is of major import ance to 

minimize the risk of HIV transmission and to maximize the chances of natural pregnancy. 

Attempt s of natural pregnancy should not be done lor .6- 12 pinpointed ovul ati ons: i I' pregnancy 

has not been achieved along this period the couple should be considered for furth er IC rtilil ), 

studi es and ass isted reproduction (Barriero et aI. , 2007). 

The outcome of natural pregnancies 111 HIV-serodiscordant coupl es receiving conce pti onal 

ad vice in three Spanish HIV clinics has been publi shed (Barreiro et aI., 2006). In thi s report. all 

HIV-in f'ected persons had undetectable plasma viremia under HAART 1'0 1' .6 months bef'o re 

attempting natural pregnancy. A total of 62 HIV-serodi scordant couples attained natural 

pregnancies . In 22 instances the female partner was HIV-pos itive and in 40 it \NaS the male 

partner. Overall , 76 natural pregnancies occurred and 68 children were born . There were no 

cases of H IV seroconversion in uninfected partners. Unfortunately. one newborn acquired 

verti ca l HIV transmission. Of note, 55% of women and 7SCYo of men had chronic her atiti s C and 

there we re no cases of sexual or vertical HeV transmission . Thi s sl11all experi ence should be 

taken tar the moment as the poof-of-concept that risk of HI V transl11 i ss ion can be III i n i 111 ized. but 

never eliminated. in couples seeking a baby by natural means. Given that the average ri sk for 

heterose.\ ua l HIV transmission has been estimated to be 0.001 - 0.0001 per sexual contac t in 

th eory, a seri es of 3000-30000 natural pregnancies would be needed to trul y establi sh th e safet y 

of such an approach (Englert et aI., 2004 cited in Barriero et aI. , 2007) . 

It is clea r. however, that experience with natural conception outside the fram ework of effecti ve 

HAARl, and confi rmed undetectable HIV-RNA in plasma. has not been satisfactory and should 

be strong ly discouraged. Thus, Mandelbrot et al. ( 1997) to und a 4.3% rate of seroconversion in 
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92 HIV-negative women attai ning natural pregnancy with th ei r HIV-positive pa rtners. or wholll 

onl y 2 1 % were under antiretrovirals. A survey in an Itali an center showed th at near ly half or the 

500 HIV-discordant couples evaluated for assisted reprod ucti on attempted at natural concepti on 

on their own, one HIV seroconversion being registered among them (Vernazza et aI. , 2006). 

2.6. The State of Serodiscordant Couples in Ethiopia 

As it is the case for other countries it is only recentl y that serodi sco rd ant coup les were iden tifi ed 

as a hi gh-risk group in Ethiopia. For instance, Ethiopian Strateg ic Plan for Intensify ing Multi ­

Sectoral HIV/AIDS Response (2004 - 2008), mentioned spec ial target groups th at includes 

'youths between 15-29, long distance truck drivers, migrant laborers, uniform ed people, orphans 

and other vu lnerable children .' As can be seen from the list di scordant couples were not viewed 

as target population despite the fact that they contribute significantly to new HIV inf'cctions. A 

report by Ethiop ian HIV/AIDS Prevention & Control Office (HAPCO) and Global AIDS 

Monitoring & Evaluation Team (GAMET) (2008) regarded di scordant couples as a high-risk 

group not being served yet. 

Over 2,674 cohabiting couples were tested for HIV in the 2005 Demographic and Health Survey 

(D HS) of Ethiop ia. In 97.9 per cent of the cases, both partners tested negat ive for HIV . Of the 

remai nder, 85% ( 1.8 percent of the total) were discordant, where one partner is infected and the 

other is not. HIV prevalence among cohabiting individuals is notabl y hi gh in urban areas 

(10.9%); of whom about 72% (i.e. 7.8% of the total) of the cohabiting couples are di scordant. 

The observed hi gh discordance in the DHS sample may be a result of severa l factors. including: 

the stage of infection, coital frequency, the absence of STls and differing levels of susceptibi lity 

between partners. This remains to be investigated in future studi es (Report by 1-IAPeO and 
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GAM ET, 2008). This report can be summarized as, in total I % of HIV-negati ve married men are 

living with infected wives. 0.8% of HIV-negative married women are li ving with infected 

husbands. When we see the spatial distribution of serodiscordants most of the di scordant couples 

are found in urban areas. In urban 5.6% of HIV-negative marri ed men are li ving with infected 

wives and 2.2% of HIV-negative married women are living with infected husbands. In rural 

areas 0.6% of HIV-negative married men are living with infected wives and 0.7% of IIIV­

negative married women are living with infected husband s. Of course the observed urban-rural 

differen ce is no surprise given that there is a similar difference in the genera l population. As 

posited by Bishop and Foreit (20 I 0) "findings from the cross-country comparisons are 

overwhelmingly consistent- that except for their HIV status, serod iscordant couples are no 

different fro m the general population." These data appears to indicate that a significant 

percentage of urban married men are at hi gh risk of contracting HIV from their already- infected 

wives. J\ smaller but still significant percentage of urban married women carry a similar hi gh 

ri sk of I-II V acquisition from their already-infected husbands. 

There is evidently a level of risk of HIV transmission within marriage that can on ly be averted 

through education and behavior change and effected through couple HIV counse ling and testin g. 

Nevertheless, the availability of couple HIV counseling in the country is extremel y limited. 

Hand-in-hand with the development of couple counseling should be increased efforts to reduce 

stigma and encourage disclosure. This, however, is also dependent on changes in altitudes and 

behavior. Long-stand ing imbalances in gender relationships, power dynamics and th e status of 

women in and out of marriage are issues not to be easily resolved simply by initi ati ng couple 

counsel ing services (HAPCO and GAMET, 2008). 
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As well , the evidence in this document indicates that a focus on sex workers as the primary hi gh 

risk group, while necessary, may lead to a lack of program focus on other identifi ed groups at 

risk, including young and unmarried women, discordant couples and students. Prevention 

programs target ing these groups need to be initiated with some urgency CHAPCO and GAM I ~T , 

2008) . 
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FINDINGS 

CHAPTER THREE 

KNOWLEDGE ABOUT HIV DISCORDANCE 

This chapter and the forthcoming two chapters will present the findin gs and di scuss ions of the 

study in a juxtaposed manner. The chapters were categorized in such a way that each chapter 

answers one research question. As there are three major questions that thi s study has attempted to 

answer, the chapters were classified into three. The present chapter deal s with the demographic 

characteristics of the participants and their explanations for HIY discordance. 

3.1. Demographic Characteristics of participants 

Hal f (II ) of the twenty two informants were male and the remaining hal f were females. Most 

that is 13 of them were from +M/-F and the rest 9 were from -M/+F relationships. The average 

year that the in formants stayed in marriage was 8.2 years and after the knowledge of III Y 

discordance was 3 years. The maximum year in marriage was 20 years and the minimum was 2 

years. All informants reported that they didn't get tested for HIV before marri age . They have 

been asked the reason for not being tested and most of them justified that HIY has not been a 

widespread phenomenon that there has not been such a need for test during th e time of th eir 

marriage. 

Ni ne informants reported the discordance came from previous relationship ; th e rest 12 beli eved it 

happened in the present relationshi p. Out of the 12 informants that reported th eir partners or they 

were infected in the present relationship, 8 of them beli eved the cause for in fec ti on was not 
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extramarital sex. Only 4 of them reported extramarital sexual affair as a cause. In fo rm an ts who 

didn 't believe extramarital sex as a cause frequently posited contac t wi th infected blood due to 

medi ca l mistakes, abortion and taking care of infected person as poss ible reasons fa r in fec ti on. 

Only one informant indicated 'do not know' how and when the infection occurred. 

The average number of children that informants have was 2.5 . Fourteen of the inf'o rm ants stated 

that they do not have a plan to have more child/children. The frequentl y mentioned reasons for 

lackin g a need were; already having enough children and economic reasons. Onl y f'our or them 

mentioned HIV discordance as a primary reason for lacking a plan to have more child/children. 

More than half (12) informants reported consistent condom use. Less than half (9) of th em 

indicated inconsistent condom use. Here it should be noted that a single instance of f~l ilure to usc 

condom or com plete avoidance of it after the knowledge of HIY di scordance was considered as 

inconsistent condom use in this study. Only one female negative informant reported abstinence. 

Although, the stud y has aimed to involve cohabiting couples, it was f'ound imposs ible to access 

them during the data collection . See the table on the next page for a di agrammati c presentati on of 

the demographic characteri stics. 
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Table 1: Demogra phic characteristics of info rm ants 

No. Cha racteristics l 
Sex Freq uency Perce ntage 

Male II 
-

50 
Female II 50 

--

I Total 22 
-

100 

Type of discordance -----

+M/-F -
13 5<) 

-M/+F 9 41 

2 Total 22 100 

Believed causefor HI V infection 
f----

Extramarital sex 4 18 .2 
.-

Sex in previous relationship 9 40.9 

Blood-to-b lood transmission (via, med ical 

mistakes, abortion , contact wi th infected person) 8 36.4 
-

Do not know I 4.5 
-I Others - -

f---. - ---_.-
3 Total 22 100 

Plan fo r child 

Yes 4 18.2 
--

No 14 63.6 

Undecided 4 18 .2 

4 Total 22 100 

Primary reason for 'I/O' 
----

Al ready have enough chi ldren 6 42 <) I 

--- --_._--
Econom ic reason 4 28.6 

-_._---._- -- 4 28.6 HIV discordance 
-_._---

Others - -

4.1. Total 14 100 
-

Con.\·istel/cy of condom use -

Yes 12 54.5 
--

No 9 41 
-----

I 4.5 I Abstinence - - - - j 
5 ~------------ 22 100 

Tota l '---- - - _--.-1 
-- -_. __ . .-' 
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The total number of key informants involved in this study was 10. Five nurses, four coun se lors, 

one specialist doctor were interviewed. Six of them were females and the rest were males. 

The forth coming sections of this chapter presents how the couples got tested for H I V, whether 

they expected to have a different HIV status before going through the test, and the vanou s 

explanations that the couples and health care providers provided for HIV di scordance . 

3.2. HIV test 

Under the major theme of knowledge the study has tried to assess the awareness of informant s 

about HIV discordance. The analysis of data collected to achieve thi s objective revealed th at 

informants never expected and knew the possibility of HIV discordance before it happened to 

them and they provided differing explanations for discordance. Before looking at the detail s or 

these issues let ' s see how the informants got tested for HIV. 

It was found that the couples do not have the tendency to get tested for HIV till the positive 

partner displays severe health deterioration. Furthermore, even if they reali zed that they have 

severe hea lth problem they need a push from some one else to get tested. A man from +M/-F 

relationship narrates as follows how he was tested for HIV: 

My physic has been deteriorating from time to time. My facial color has complelely lurned 

into dark. I lost much weight. I became physically weak. Once, while J was talking with my 

brother-in-law in a cafeteria, I suddenly felt dizzy and when I sland up 10 leave Ihe ca/elcria 

J collapsed and fell on the ground. My brother-in-law who is a physician realizing some 0/ 

Ihe symptoms I displayed suggested/or HIV test. I-Ie furtker explained Ihal high III II viral 

load h th if ' I I'nto coma He was ve,.y much shocked when I laId him ase nature a puttll1g peop e . . . . 
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that my weight has significantly decreased IrOm 63 to 39 KG\' Then he . / . / I / k . . l' . . . /, . Il'I7m eC ta e y ()(} 

me to hO$pitalfor HIV test. That is how I came to kno yl! my positive status. 

Another woman who was tested HIV positive explained how she got tested as foll ows: 

I used to have a recurrent health problem and .... I was almost near to death when an old 

woman who is my neighbor advised me for HIV test .... I give the greatest credit to this 

woman/or my survival. 

Some informants revealed that they came to know their discordance upon 

the test made during pregnancy. This is a phenomenon observed in a female positi ve type or 

discordance. One important point that should be raised is that negative results of females during 

pregnancy, has misled their partners about their HIV status. A man (+M/-F) stated as follows 

when he explained how his wife's negative status deceived him about hi s own HIV statu s: 

I have been extremely sick three years ago and when I visited a doctor he suggested/or HIV 

test. I didn 't hesitate jar a moment to reveal my consent because my wife was already tested 

bejore few weeks and found negative. She was pregnant at that time: .. .I was stunned when 

the doctor told me that I am Positive .. . 

Erroneous ly, the male partners believed that their partners' test result refl ects th eir statu s wh ich 

in turn made them utterl y unprepared for HIV. For that matter, as we will see later, a separate 

test by any of the partners is potentially dangerous in that it may result in misinterpretati on of the 

test result among discordant couples. 

3.3. HIV discordance as impossibility 

The informants have been asked if they expected to have a different test result before know in g 

the ir status. The answer was that all informants never thought that HIV di scordance i poss ible 
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before it happened to them. If one partner is infected they used to beli eve that the other partner 

was automaticall y infected . 

One man (+ M/-F) stated that: / never knew the possibility of having different I/ IV test 

result be.J(Jre / personally experienced. / think ours is the/irst case in Ethiopia. An oth er 

woman (+ M/-F) said: / never heard about HIV discordance before it happened to me. I 

didn't believe when the doctor told me / am negative. Another man (-M/ F) revealed 

that: / never expected couples like us could have d(fJerent HIV test result , I used to 

believe that if one partner is infected , it is inevitable that the other will also be infected. 

The beli ef in the impossibility of HIV discordance was found to have a negati ve consequence 

that it hampered some couples from taking the necessary precautions in protecting the nega ti ve 

partners. Th is is part icularly evident among couples where the positi ve partner was the first to 

know hi s/her pos itive status by making test without the presence of the negati ve one. Since they 

believed that the other partner was already infected such couples were unlikely to take th e 

necessary preventi ve measures and have been disinterested to go for test. A woman from +M/-F 

relationshi p ep itomized this when she stated: 

'" he asked me to have sex with condom. / was velY much disappointedfor I thought that he 

was suspecting me for H/V He repealedly tried to convince me 10 use condom. When he 

realized that I'm not going to change my mind, he told me that he was tested II/ V positive. I 

replied it is too late and meaningless to have protection because / believed Ihat / 'm \Vas 

already infected. Then we continued to have unsafe sex till / was tesled ajier two years. 

Another woman (-M/+F) said: / knew my positive status before six years when I lIIas 

pregnant of my second child. / immediately told him. Yet, he has no/ been interested to go 

for lest . He only made test last year that means after five years ... 
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Here it is worthwhile to note that the discussion presented under thi s sub-top ic refers to whether 

informants expected to have a discordant test result before both partners went through III V test. 

As we will see later, belief in the impossibility of HIV discordance was articulated a one way of 

explaining HIV discordance even after the laboratory test indicated that the couples have 

different result. Let's see now the explanations that the participants provided for di scordance. 

3.4. Explaining HIV discordance 

The participants have been asked to explain how they beli eve HIV di scordance happened . The 

explanations prov ided by participants include purely religious explanati on, ev idence-based 

explanat ions, mixed explanation (both religious and evidence-based explanati ons jumbled 

together), personal immunity, having a non-infecting HIV, and hidden infecti on. Ilowever, it 

should be noted that some participants have pointed out that they do not have any poss ible 

ex planati on that can fall in any of these categories. Such participants indicated th at th ey do n' t 

know how the discordance happened. Surprisingly, the 'don ' t know' opti on was not onl y 

mentioned by di scordant couples but also by professional participants. 

One informant who stated that he doesn't know how discordance happened went to the extent 

that he doesn ' t even think there is such explanation from science. He stated that he didn 't know 

that doctors have any kind of explanation and he added he is eager to learn if there is one. li e (­

M/+ F) expressed his beliefas follows: 

They (physic ians) simply told me that discordance is not something .special rather there are 

many couples who were HIV discordant. They didn 't tell me the reason why it (H I V 

discordance) occurred. That is why I said there is no explanation for ;t from science. [only 

came to doubt there might be one when you asked me. 



This person revealed this idea when he was asked what health care providers told him abou t th e 

reasons for HIV discordance. This question was asked because it was assum ed that 

professionals ' exp lanation plays a pivotal role in raising the awareness of their cli ents which in 

turn wi ll have a significant role in determining the protect ive measures that they will take . It is 

conce ivable to think that someone who was not appropriately informed of the reason why he/she 

was not in fected is likel y to act based on his/her personal belief. 

Moreover, profess ional patticipants themselves stated that they were confused how III V 

di scordance was possi ble. Some them depicted that they came across discordant results but, they 

have the diffi culty to explain to their clients. A nurse who serves in ART case team expressed the 

difficulty she faced when discordant couples asked her the reasons for the different test result as 

foll ows: 

/ my self do not understand why some people remain uninfected in the face of Iheir repealed 

exposure. This nurse added: ! was not able to get sufficient answer even if / Iried 10 learn 

Fain people whom! think are experts in the area. These experts just tell me Ihal Ihere is 

nOlhing known about if to date . .... 

It appeared that profess ionals working in the area of HIV were not ab le to provide the ex isting 

evidence-based explanations about serodiscordance. Furthermore, as it can be understood from 

the above quote there was a tendency to shift the responsibility of knowing and exp lainin g 

discordance to hi ghly qualified experts. Such approach may lead to lose of trust on medica l 

system by patients. Some counselors also considered that it is not their responsibility to inform 

patients how HIV discordance happened. A counselor said : 
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Science may provide various explanall'o fi fflV d' d . . ns or ' Iscorance but, a counselor is nol 

expected to lelL these for clients. What the counselor should do is 10 lell clienls Ihal 

discordance is something Ihat can happen to some people and Ihal Ihey are nol alone 

Another community counselor said: how could you be bold enough 10 provide an 

explanation for a situation about which even scient isIs were not able 10 pUI a clear 

statemenl? 

In fact , it is unde rstandable that some professionals may fear that informing the clients may 

encourage them not to follow the guides of safer sex which may in turn increase th e 

susceptibility of the negative partners. For instance, telling the negative partner that he/she was 

not infected because he/she lacks a co-receptor might be a misleading one since it may cause th e 

person to think that he/she will not be infected forever. However, the other side might be more 

dangerous that clients who were not informed the reality may resort to their own realm of' 

supernatural or experiential explanations to find answer for their question. Partly, as a result of 

professional s' fa ilure to accurately inform them, the couples provided a range of ex planati ons 

which reflected their misconception about HIV discordance. The following section will throw 

light on the various explanations provided by participants for HIV discordance. 

3.4.1. Protection from supernatural power 

Most participants stated that the reason why the negative partner was not infected is the will of' 

God. One male (-M/+F) informant explained the reason why he remained uninfccted as follows: 

Well, Ihis is a miracle Ihal God has revealed upon me. f can 'I say it is my own protective 

. . !j'b '{,ore we made HIV lest. II is God measures because f didn 't do anylhll1g to protecl my se ejl 

who has done everything. 
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Explaining discordance through religion is common among most· I'nco t . II I 
(I rman s especla y tl e 

negative partners repeatedly mentioned God as the one who saved them. A woman from +M/-f 

relationship unequivocally expressed why she was not infected as follows: 

That is the will of God. No one can change His decision. The doctors claim Ihis and Ihal is 

Ihe reason for discordance but this is solely God 's will. You know ilYou are a believer God 

can show y ou a number of miracles like being curedfrom HIV. Don 't you know people \lIho 

were cured Fom HIV after visiting holy water? Therefore, I personally think il is Ihe will 

and grace of God that saved me. 

A religious explanation was not common among professionals. However, one nursc work ing in 

ART case team sa id: ''f don't want to interfere in God's will . .. when she was asked to expl ain 

how HIV di scordance happens . 

3.4.2. Evidence-based explanations 

Though the bio-medical science did not provide a conclusive explanation for I-IIV di scordance, 

there are various hypothetical explanations. What has been discovered so far is that protection 

from I-IIV infection is either due to acquired host immunity or inherited genetic mutati ons. Thi s 

acquired host immunity may be activated by HIV infection that then results in immunity 

preventing the HI virus from establishing itself in the body. The inherited genctic mutati on 

results in dysfunctional co-receptors, which then prevents the HI Virus from entering the ce ll s 

(Goh et aI., 1999; Ateka, 2006). Most informants in this study provided the biomedical 

explanation by mi xing it with the religious one. As compared to the reli gious and mi xed 

explanations the purely evidence-based explanation was found to be a kind of rarity in thi s stud y. 

One informant (-M/+F) who provided th is sort of explanation for her husband 's I-IIV negati ve 

status said : 
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II is said that some people do not have a receplor and I thl'nk h ·c· bl d' k ' I j ' . ... I., 00 IS not a Inc () 

receptor. Ifnot. he couldn 'I be negalive given thaI we had unprotected sex/or some months 

ajier we knew our discordance. 

3.4.3. Mixed explanation 

Some others have the tendency to explain HIV discordance in both reli giou s and ev idence-based 

ways. This issue was bluntly reflected by one man (+M/-F) when he tried to exp lain wh y he was 

infected and how his wife was saved: 

I already knew that it is my own fault. J have been cheating on her and used to go out wilh 

different ladies. When J knew that we have a different test result. I realized it is God's 

punishment for my unfaithfulness. I committed sin disregarding the biblical command that 

prohibits promiscuity. J also understood that her (his wife's) religiosity. regular church 

allendance. and visit to holy water have saved her. 

This same person at another time during the interview justified the di scordant test result III 

somewhat convi ncing manner by stating: 

She remained uninlected probably because her blood does not receive Ihe virus. Or else. il 

might be for the reason that she didn't have other sexually transmifled diseases. 

Another man living in +M/-F relationship expressed his confusion in understanding why his wife 

remained HI V negative by saying: 

Well, it is velY difficult to say exactly this is the reason .... I'm on medication (A RT) perhaps 

thaI may have its own contribution to make her remain uninlecled. /31.1/ , in general, I think 

it's the will (~lAllah. We humans have nothing to say aboulthis thing. 

From the b' d' I . f ' th ' C:ormants put lack of co-receptors, lack of other STD . lo-me Ica POll1t 0 VIew, e 11111 

and being on ART as the explanatory variables for non-transmission in the face of repealed 
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exposure. These variables were mentioned in various scientific journals. A Chinese stud y by Li 

et al. (2003) as cited by Naran (2007) found a transmission rate of 11 .1 % among H I V di scordant 

couples. The study concluded that there was an increased transmission rate with increased 

vaginal intercourse as well as increased viral load and decreased CD4 count. Untreated Sex uall y 

transmitted infections were also found to be a major contributor to increased 1-/iV transmi ss ion. 

Even though , informants have stated these variables, they were not confident enough to limit 

their explanation within the bio-medical domain. They rather added religious explanation to it. 

Such a mi xed explanation may have stemmed out of the discontent with the biomedi ca l 

explanations that they have heard from professionals. Some informants complain that the 

physicians do not exactly tell them the reasons for HIV discordance. One man (-M/+F) sa id : 

They (physicians) didn't clearly tell me the reason why it (HlV discordance) occurred 

A study conducted by Bunnell et a!. (2006) in Uganda concluded that it is very understand ab le 

that patients and thei r family members will get confused, mislead, and disheartened with medical 

system and seek answers from traditional healers and witchcraft. And the findings of the present 

study revealed a similar situation. 

3.4.4. Belie/in persona/Immunity 

Personal immun ity to HIV was mentioned by informants as the reason for HIV discordance. One 

female informant (-M/+ F) mentioned what her husband told her after the disclosure of IIIV 

discordance to exp lain his personal immunity to HIV as follows : 

h t · d that is why we used to have '" e used to ask me to have sex without protec IOn an . 

'b . ,{, t d H reasoned that he would have unprotected sex. He used to think that he can t e 1I1jeC e. e 

been infected earlier if he had been a kind of person that can be infected 
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At face value such explanation may sound scientific However I't was lab I d d'ff' r ' , e e as I Icrcnt rom 

the evidence-based explanations due to the fact that informants who t' d ' d'd men lone It I not 

attribute the HIV resistance to any of the factors stated in the scientific view, Instead thcy 

associated I-IIV res istance to physica l strength, As one (-M/+F) said: .. ,do you think we have 

equal strength? .. , 

The hea lth care providers also pointed out that their clients display thi s kind 0(' understanding, 

An Interni st stated: 

.. ,some say we have been having unprotected sex for many years that doesn't change our 

test result and how could it will change now? The doctor went on further and sa id: Some 

women Fom discordant union ge t pregnant and come to us for prenatal care, This is really 

shocking one f or me, 

Informants who were not satisfied with the professionals ' explanation might resort to their own 

experience, Their expe ri ence taught them that even though they were repeatedl y exposed, they 

were not infected , They mi ght be repeatedly tested after several exposures and confirmed that 

their test resul t was not changed, This might have given them the courage to engage in unsafe 

sex as the doctor said 'Some women Ji-om discordant union get pregnant and come to us for 

prenatal care, ' However, current state of evidence shows that being uninfected at certain 

expOsures doesn ' t necessari Iy guarantee there will be no probabi lity of contracting th e disease at 

all. As mentioned ear li er, a study conducted in China has shown that couples who had been 

di d t' with a transmission rate of SCor ant have changed to positive concordant after some Ime 

11.1 % (Li et al. 2003 cited in Naran, 2007), 
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3.4.5. Non-infecting HIV 

Others beli eved that their partner or they have HIV virus that do not pass to others in any of th e 

traditionall y known modes of transmission. One male participant stated: 

.. .I think I contracted the virus when I was taking treatment for TB through injection. 

used to have sexual affair with three ladies before I got married 10 my currenl wi/e . il l/the 

Ihree ladies are HIV negative. I think because I was infected through needle my Iype 0/ 

HIV does nol pass 10 others .. . 

Up to date, there is no evidence that claimed the existence of non-infecting HIV . However. thi s 

informant believed that his HIV do not transmit to others which reflects the fact that he wi ll nOl 

take any preventive measure ifhe get the consent from his wife to have unprotected sex. 

3.4.6. Hidden infection 

Even some coup les indicated their di sbelief of the laboratory test result. This as already stated 

may have stemmed out of their deep rooted belief that HIV discordance is imposs ible, !\ woman 

(+M/-F ) expressed how she reacted when she was told her negative HIV status as foll ows: 

... when Ihey (phys icians) told me I have no the virus, I told them by no means Ihis could be 

possible. 1 was very much upsel for I thought it was a fake result 10 separate me from him. 

"" 1 didn 'I believe the lest result, yet they are still telling me I'm negative, Another man (­

M/+ F) who is skeptic of the test result said: I am experiencing some of the symptoms Ihal 

she used to have before starting the treatment. I frequently requested the professionals to 

. _ . . . ' h h'd'A thallhey were nol able 10 deleel il . 
• I CI UIII1l ::.e the test result s/l1ce Ihe vIrus may ave I uen 

l'h' . . d h' k t' 'sm as' Ihere was' a F iend of 
IS lI1 fo nnant shared his experi ence which lea s to IS s ep ICI . ' . . 

. . h h" r, tested positive He ceased hi nllne who was originally found negal1ve w en IS WIl e was ' . 

I . h b an to show cerwin symptoms. 
re atlonship with her immediately. But after a year e eg , 
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Unfortunately, when he went through the test he was found positive. Then, he rebuill his 

relationship with his wife and now they are living together and have ' b' II gIven II' 7 10 two 

children. .,. 

The disbelief of test result was also raised by health care providers. Here is a quote from a nurse 

working in ART case team: 

The issue of HIV discordance creates enormous questions to me. For inslance, sometimes a 

man may come 10 us with a severe health problem and when we persuade 10 testfor HIV he 

might be fo und negative whereas, when his healthy wife tests she might be diagnosed 

positive. I think there is undetected infection whereby the virus hides. Still another nurse 

supported this idea when he said: I think there are people who can transmil Ihe virus 10 

others but you can 'tfind the virus in them with laboratory test. 

Such participants believed that the negative partners were infected but the laboratory machine 

was unable to read correctly their status. In fact, it is true that the virus may reach to undetectable 

level under highly active antiretroviral therapy (HAART) (Barriero, et al. 2007). However, the 

participants never mentioned of this precondition for the undetectable infection. Instead , they 

believed a person without treatment can have a hidden infection. 

In this chapter I have tried to shade light on how the couples got tested for HIV and how they 

and professional s explain HIV discordance, The analysis of data collected for this purpose 

indicated that the couples got tested only after a sever health problem or during pregnancy. This 

was partly associated with the belief that the negative partner's test result reflects hi s/her 

partner's tatu which in turn made the positive partner unprepared for HIV . Further. in thi 

ch . f' HIV d'scordance With an intention to apter I have tr ied to present the various explanatIons lor I . 
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elaborate in more detail the findings of this chapter I will present . d . one case stu y and wined up 

the chapter. 

'A' is a 28 years old, HIV positive woman She met her husband beflore 10 th d . . . years, ey staye In 

courtship for fi ve years and cohabited for 2 years after which they concluded a lega l marri age. 

They were not tested before marriage. She admitted that she had a boy friend before she met her 

present husband. She has one child and at the time of the interview she was six months pregnant. 

She is not certain when she contracted the virus. But, she suspects she was either infected in her 

present relationship as a result of abortion or as a result of unprotected sex in her previoLis 

relationship . She narrated as follows how she got tested for HIV and her lack of preparation for 

the positive status: 

My husband was tested two or three times alone and he showed me the paper that 

confirms his negative status. So , I was confident that I will also be negative. I gave my 

blood/or test up on my doctor 's request when I visited him for prenatalfollow up. At that 

time I was p regnant ofmy/irst child. Before I received the test result I gave a call to my 

husband and told him that I am waiting the test result. Assuredly, he told me that there 

will be nothing new. Yet, it turned out to be what we didn't expect. I was not ready to 

shoulder the unexpected test result. I gave him (her husband) a call once again after I 

received the result but I was not able to talk to him. Instead, I cried on the phone. Ah, ... I 

don't want to remember those messy days. Even worse I was pregnant of my first child. It 

was really difficult to bear the difficulties that the unexpected HIV status and pregnancy 

brought to me. I was so confused and do not know what to do. I/os[ my appetite. The 

doctor told me I have to start the life long tablets immediately after I knew my HIV status. 
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ThaI was really shochngfor me. I refused to start the med'· (' f'J 
. lealOn. Jowever. Ihanks 10 mv 

husband vvho is always with me, I initiated the drugs after his intensive advice. 

I asked what she thinks protected her husband and she replied as follows : 

I think he have resistance to the virus. I don 't think we have equal resistance. Do you Ihink 

we have equal strength? 

This explanation can be subsumed under the category of 'personal immunity to virus' which was 

discussed earlier. One important thing to be asked here is that how long this immunity will last') 

Probably as a result of the belief that her husband is immune to HIV forever, she revea led th at 

they continued their sexual life as well as their reproductive plan as usual. She said: 

We have tried condom. But, sometimes there might be no condom at home Ihat we do il 

without condom. What we (discordant couples) often tell to our doctors is Ihal we are 

consislently using condom but, I don't think we all actually do that. For instance, when Ihe 

doctor asked me how I conceived this baby, I lied that it happened accidentally as () result of 

condom breakage. You know why? Because he will be very much disappointed ill laid him I 

did it deliberately. ... , when you are too close to each other, you do not bother aboul Ihe 

disease. Ralher, y ou are concerned with how to nurture your intimacy. In fact. I'm nol happy 

with the unsale sex . I wish he stop that but, it is difficult to halt him. Men are blind when il 

comes to sex, we women are beller in that sense. I repeatedly tried to persuade him to use 

condom, but he wanled me to give him another child. Beside the risk of infecting him. there is 

al f · . . . h 'ld I know the challenges oj' raising so anot 1er Issue that makes me worry. I.e. ratsll1g a c I . . 

a 17 'ld b . . d h t h I raised my firsl child. The child c I ornfrom a posilive mother. I experience taw en . 

sh ld . . if' F th arfler taking all prevenrive au take medication for a very long period a time. ur er, 

. ' t' not You have 10 wail lI'ilh measures you are not certain whether your child IS nega Ive or . 
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great lear for the test result. However, without m1' intention f became pregna t {' d 
. ./ n j ar my secon 

baby. f visited my doctor afier f realized that f am pregnant. My intention was to ahorf the 

fetus. But. the doctor told me that f can give birth to a healthy child ajier he measured viral 

load. My husband has been so enthusiastic to see another child that he convinced me not to 

commit abortion. He is careless about protecting himself He believed that he would have 

been infected long ago tf' he had been a kind of person who contracts the virus. I am quil 

aware of the challenges that f will crop up in raising the baby I am expecting. " 

As A's experience shows her husband had the final say in negotiating sexual affairs . Whatever 

the HIV status of men (negative or positive), women have little power on decisions regarding 

sexual relationship. Further, she didn ' t consult a doctor before conception at least to reduce the 

risk of vertical transmission. People like her husband believed their resistance is a lasting one. 

In general , the various explanations discussed in this chapter imply the extensive misconceptions 

both among the couples and health care providers about HIV discordance. These misconceptions 

may have a paramount effect on HIV management among the couples. Apparently, living with 

discordance could not be equated with either positive or negative concordance. Discordance 

brings certain chall enoes some of which are common to everyone with HIV and some unique to 
b 

discordant couples. The subsequent chapter will try to illuminate the challenges that discordant 

couples face as a result of having different HIV status. 
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CHAPTER FOUR 

CHALLENGES OF LIVING IN DISCORDANT RELATIONSHIP 

One of the central alms of the stud y was to explore the chall enges that couples in a 

scrodi scordant relationship face . The assumption behind treatment has been that onl y th e pos iti ve 

partner is under pressure in such type of relationship. As Naran (2007), stated most doctors focus 

on the seropositive partner and onl y invo lve the negative partner in enquiri es about some or other 

aspect of the pos it ive partner ' s management. Thi s needs to change since the negati ve partner is a 

hidden pati ent who has been ignored fo r too long (P . 5). The findin gs of the present study is in 

concordance with th is view that it was found both the negative and pos iti ve partn ers faced 

certain chall enges as a resu lt of hav ing diffe rent HIV test resul t. It was also found that th ese 

challenges differ in their intensity based on which gender is HIV posit ive. There are also stud ies 

that have looked at discordant couples where the male is HIV negative and the female HIV 

pos iti ve and they have been compared to discordant couples where the female is HIV negati ve 

and the male partner HIV pos itive . One of such studies conducted by Were et al. (2006) found 

that the couples where the male was negati ve were more likely to use condoms than the cou pl es 

where the fe male partne rs were negati ve ( 17% versus 9.5%). 

Wh k d · . .. d· dant relationship informants have en as c to desCribe the chall enges of II vll1g 111 a sero Iscor 

mentioned di fferent prob lems. Thi s present chapter was invested to present these challenges and 

their respective di scuss ions. 
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4.1. Disclosure 

4.1.1. Disclosure to spouse 

The positi ve informants who came to know their positive status without the presence of Iheir 

partners have been asked how they disclosed their positive status to their partners. They were 

also asked the potential threats to disclose to their spouses if they asserted disclosing has been 

burdensome. Significant minority of informants stated that they came to know their di scord ance 

by the test made with their partners. In majority of the cases the positive partner was the fir 1 10 

know his/her HI Y status. These positive informants who knew their status prior to their partners 

reported that they were worried because they assumed that they have in fected thei r partners. One 

informant narrated how much he was troubled to disclose his positive status to his partner as 

follows: 

... it has been very difficult to disclose this to her. Immediately, after I knew my status I 

stopped to have sexual intercourse with her. Even though she was very much disturbed with 

this. I returned back to the military camp (where he used to serve) as (f nothing has 

happened. Up on my arrival to the camp there had been an occasion on which a film about 

HIV was displayed to the residents of the camp. The .film has been touching one for me. 

What disturbed me more has been that I felt I infected my innocent wife. When my fr iends 

observed my Fustralion they attempted to comfort me and they advised me to disclose to 

her. I returned 10 Addis Ababa and suggested that we made test. She was some whal 

confused and asked if any thing special has happened. I was not still bold enough to 

d' , -I . ,1'; HIV tatu~ I went to Mekdim Ethiopia 15( ose. 7hen having the paper that conJmns my s . . . 

(N , b .rth sociation I wanted to become atlonal PL WHA association) and became mem er OJ . e as . . 

, d" lose to her But this all a member for / thought it will help my wife and make It easy 10 ISC . . 
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attempts failed and again I went back to the military Once s'he can e t " I 
. , " 1 0 VISIt me at t 1e 

military camp . On the night she came to visit me 1 suggested that we ' d 1'3 I' 
use can am. e.,ore 

that time we never had even thought or condom She was very muc'h a d I' I / 
'J . . nnoye .. . . tnee a 0 1 

to convince her to use condom but she didn 't accept. Finally, 1 told her Ihat I am IIIV 

positive. 

This case clearl y demonstrated the deep rooted frustration and guilt that the positive partners fe lt 

to di sclose their HIV pos iti ve status to their partners , Some others even have tried to concc<l l 

their statu s forever. One woman (+M/-F) whose husband concealed his positive status ex pressed 

how she came to know the di scordance as follows : 

I see him eve,)! morning op ening his closet and picking up medication. fIis closet is a/ways 

locked and no one has access to it except him, 1 frequently asked what the medication is/or. 

He roughly says it is for something else. My suspicion mounted very high as he continues 10 

take those medicat ions da ily. Then, 1 became watchful to access those medications. One day 

he/argot the key at home and 1 opened the closet. l/ound a pack a/tablets and I write Iheir 

names 011 a piece of paper. After that I searched on the internet what they are for. I was so 

much shocked when I read that they are antiretroviral drugs. 

This woman was only abl e to find out her partner's status due to her relentless effort. In addition 

to that her educational statu s has helped her to identify what the medications are for by browsing 

the internet. 

Alth h ' ' h ' t ers it was found that the oug the pOSit ive partners have the fear to disclose to t elr par n , 

negative partners' reaction was not as much as feared by the positive ones, Unexpected ly, the 

neg . d' I e A wo man from ' M/-F alive partners were fou nd to display a comforter role upon ISC osur , 
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relationship expressed how much her husband was frustrated to disclose to her and how she 

reacted as follows : 

When he came home in the evening he came up with small bag. He was very much 

distressed and started to sob uncontrollably. I asked why he was sobbing. He jusf simply 

continued to CIY. He drove me crazy when I realized that he was not interested to falk fO 

me. I just grabbed the bag that he brought and checked what was inside. I was stunned by 

what I saw in Ihe bag for a while. 1 immediately tried to control myselfand told him fhal if 

is not a big deal. 1 explained to him that HIV is not a big deal ... rather it has become a 

common place every 'vllhere. 

Another informant exp lained his acceptance of his wife's HIV status as: 

There are more serious diseases than HIV that makes me worry like hypertension, 

diabetes, and so ./orlh. With adherence to treatment HIV is a minor one as compared fa 

these diseases. 

The informants indicated that fear of violence, neglect, shame, and guilt were the potential 

threats of disclosure to one's spouse. 

4.1.2. Disclosure to Others 

Informants were asked if they have revealed their discordance to others. Most informants 

outlined that th ey do not want to disclose to others. When both the negative and the positi ve 

Part . ' h they repeatedly raised fear of ners were asked the potential dangers of dlsclosmg to ot ers, 

stigma at d d' . . 1,'lnder'lng them to dl'sclose their status. A man (-M/+ F) 1 ISCrJ llllnati on as factors 

supported this idea when he said: 

If people know you are in such relationship, they will not act in the way they would ac f 

. . People who don 'f know 
under normal condilion. 11 is obvious that they will stigmatize you. 
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my status lor instance, gossip to me about others in unkind manner Th t I h 
. . . I, ere/ore w 1y s ould I 

disclose to them while knowing what the consequences will be. 

Another man ( M/-F) expressed that if people knew that he is in a discordant relationship the 

rumor will spread that hi s children will be troubled, He stated that: 

Disclosing to others may be dangerous especially if you have children. You know, 

nowadays, there is an extensive campaign to teach children about HIV at schools and even 

at kindergartens What children conjure is that HIV is a deadly disease. Then, (f these 

children were told that their parents are living with HIV, it is easy to imagine what the 

impact will be on them. 

An HIV speci alist nurse revealed that both the negative and positive partners have enough 

reasons not to disclose to others. She asserted: 

Both will be stigmatized in their social activities. The negative partners were not believed to 

be negative once their partners were known to be positive. Given the level of public 

awareness about discordance, the negative partners will be seen as lying. No one would 

believe them. 

Common sense may dictate that the positive partner IS more serious about keeping the 

discordance secreti ve . However, the finding of the present study is in contrary to this belief in 

that the negati ve partners were no less secretive of the issue than their partners. They associated 

their fear of di sc losure with different factors. Here is a quote from a negative woman: 

7'h h if I' the neighborhood knew our status, e most serious frustration 1 have is tat I peop e 111 

' . . . .j', I aboul this thing; he takes the It IS likely rhat they stigmatize my chrldren. He IS not care./u 

d h · -1 h' 1 ive him the drugs secretly 
rugs carelessly al public places. 1 usually try to we tiS. g . 

h ' . . . , d . fleaI' . Another negati ve woman 
W en If IS [line io lake it. But, he dldn t understan my 
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explained why she failed to disclose to her parents as ' J know h ' . 
. . wat my parenls wtl! do if 

they are aware of our different test result. They will immediately se _ t I 
pm a e us even I 10 ugh 

1 don 'I 'want to leave him. A man (-M/+F) said: For me il does n1ea th' b I h 
. n no. tng UI, ave 

10 keep her secret confidential. 

As the above quotes imply, the negati ve partners associate their lack of interest to di sclose to 

others with various fac tors . First, they thought that people would never believe that they can be 

negati ve if th ei r partner is known to be HIV positive. Second, they justifi ed that their children 

may be affected by the stigma more than themselves. Third, they feared that others, primaril y 

parents, may interfe re in thei r re lat ionship and force them to dissolve their marriage whi ch they 

don't want to happen. Fina ll y. others indicated that their partner would be affected by the 

disclosure. 

Failure to discl ose at least to fam i Iy members might be so dangerous in that members who 

participate in HI V management wi thin the famil y might be exposed to the virus. Some 

informants for in stance, were too secreti ve that they didn't even disclose to their children who 

were above minority age. One info rmant (-M/+F) whose youngest child and wife were on ART 

stated that: 

My wife is a kind offorge{fu/ that 1 am supposed to remind her 10 take the medicalion. Asfar 

h · . . h h (th ngest child) take medical ion as my c ild IS concerned. my oldest child knew t at e e you 

that she handles his case. Yel, she didn 't know what the medication is for. 

Appa I . . The person who takes care rent y, thiS much secrecy may have a devastatmg consequence. 

of a ' . fD 'ng from especia lly, for patient must be informed the type of affliction the person IS su en 

dise . . t t ken Otherwise, it is less ases like HIV that can be transmitted if the necessary care IS no a . 
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I'kely that the pati ent attendant makes precautions to avoid the transm'lssl' f th d' 
1 on 0 e Isease that 

the patient has. It is known that one of the modes of HIY transmission is sharing sharp materi als 

like blade with in fected person. When we come to our case, as the above quote indicated the care 

giver for the chil d was not in fo rmed of the child ' s problem and hence, she is less likely to avo id 

exposing factors given she mi ght not suspect that little kid for HIY. Therefore, under such 

circumstances fa mil y me mbers of serodiscordant couples were at risk of HIY infection. 

4.2. The quest fo r chil dren 

I have mentioned earli er wh il e describing the demographic characteristics of informants that 

most of them do not have an intenti on to have more children. This was most of the time justifi ed 

by factors including: already hav ing enough children, economic problem of raising children, and 

HIV di scordance. Ill Y di scordance was not mentioned for lack of interest in having a child as 

frequently as expected by the researcher. This might an evidence for the pervasiveness of 

unprotected sex among the couples , One woman (+ M/-F) stated: "Had we been economically i it , 

I would never hesitated fa have another child. His HIV positive status could not slOp us, ,. 

However, the interview with health care providers and some couples revealed that the quest for 

baby was one of the majo r chall enges that serodiscordant couples face . The interest to have a 

ehild may emanate ei ther fro m one's personal desire or from significant others. The subsequent 

seelio' " C h'ld based on different sources of n provides a thorough di SC USS ion of the quest lor c I ren 

motivations expressed by pa rt icipants. 

4.2.1 Pers I . 
. Dna Interest f or children 

Pea I . r ' longer and experienci ng 
p e Infected wi th hu man immunode fi ciency vi rus (HIY) are IVIng 

improy d .. hat from the time of diagnosis, an 
e health. Substantial advancements 111 treatment mean t 
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d It infected with H I V who has access to treatment, can expect to live Co t· I 20 . 
a U II r a east years. rhe 

ospect of better heal th and increased life expectancy means that the idea f b . 
pr 0 ecommg a parent 

is not out of the question and some people with HIV want children (Spriggs and Charles, 2003). 

One man (+M/-F) expressed hi s interest for a baby and his lack of knowledge about how 

discordant couples can have a child without risking infection as follows: 

1 heard that people in a discordant relationship can bear a child without risking infection. 1 

came across a positive 1\'0ll1an last time whose husband is negative. She told me that she 

never used condom 1IIith her husband. They were able to have children ajier they knew their 

different HI V resull .... 1 lvish 1 learn how discordant couples where able 10 have a child 

without risk of in/ecr ion. 

An internist expl ained her experience as: 

One special challenge rhat serodiscordant couples face is that they do not have the 

ji-eedol11 thar other couples have when the quest for baby comes. Another counselor said: 

... the other problem comes when they want to have a child. A client of mine/or instance, 

came last time and rold me thar his positive wife wanted to have a child. 

Key informants have been as ked what they advice discordant couples who are in need ofa child. 

Significant majority of them stated that they will try to change their clients ' decision by telling 

them the ri sks of go ing fo r a child . I f the cli ents' desire is too high that they do not change their 

mind, some profess iona l revea led that they wil l advice natural pregnancy during ovulation period 

and olh . . d ny circumstances A nurse ers Indicated that they will not let natural pregnancy un er a . 

Serving in ART case tea m stated: 
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"As the primary mission of the Hospital is prevention we don't ad' h . 
Vice t em to risk 

infection for the sake of children . .. .. We inform them what the consequences will be but 

if they refuse to change their mind if is up to them to decide. " 

It seems that the onl y opti on that some professionals render for discordant couples with strong 

desire for a child is natural pregnancy. A female (+M/-F) informant pointed out that she was 

advised by professional s to have unsafe sex during ovulation period. She said: 

... , J wanted to have a child ... Then we went to health center to consult them. They told us 

that we can have a child by having unsafe sex at particular time in a month (ovulation 

period) . We used that p eriod to have our child. 

In fact , in a country where there are no assisted reproductive technologies for discordant 

couples, it is understan dab le wh y th e professionals render natural pregnancy as the only option . 

However, the interest ing findin g is that most key informants (i.e. 7 (70%) of them) do not even 

know the availab ility of alternative reproductive technology for HIV discordant couples at least 

at theoretical level. Yet. the ava ilability of the technology does not necessarily ensure its 

utilization. Its sky rocketing cost and some of the ethical issues about it might be obstacles to use 

it. An HIV speciali st nurse pu t: 

As to my knowledge, there is no alternative reproductive technology for discordant 

couples. J think even ollr norll1 would not accept, if there had been one. 

After reviewing th e findings of different studies Barriero et al. (2007) concluded that discordant 

cou I h H ver he mentioned that pes s ould not be deni ed of the right for natural pregnancy. owe , 

natur I . . For instance a positi ve a pregnancy shou Id be attempted only under certam circumstances. , 

pan f h sary precondition to ner haVi ng undetectable vi remia under HAART is one 0 t e neces 
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attempt natural pregnancy. What is important here is that the professl'onal t" . 
par IClpants d Idn ' t 

mention of such prerequis ites before letting their clients for natural pregnancy. 

4.2.2. societal expectation of children 

The normative fam ily Ii fe cycle expects children out of marriage. Couples who fail ed to fulfill 

such societal expectati on were likely to face informal social sanction. Informants who reported 

such informal sancti on wc re those who were not able to bread a child out of their relationship. 

Such societal expectat ion is usuall y assoc iated with those couples who knew their discordance 

soon after their marriage. I\. man from +M/-F marriage explained how others' influence forced 

him to bear a chi ld as fo ll ows: 

We stayed for long rime lllith no child. However, it has been very difficult to bearfamity 

members and others qllesr fo r a child. Especially, my wife's mother has been so enrhusiasric 

to see a grand child rhar she has been requesting her day and night. As this reque.l'tmounred 

high ... we decided ra hGl'e a child ra escape from such pressure. Then she gave birlh 10 our 

child. Another woman (+ M/-F) pointed out that: My parents expect a child from me. 1 don 'I 

know whar to do ahollt rhal 1 love him and that is why 1'm living with him regardless of his 

HIV POsilive slat us. 

Such kind of pressure wo uld have been avoided if the couples have disclosed their HIY 

discordance to those peop le who influenced them to bear a child. As discussed earlier informants 

do not have the tende ncy to disclose to others. Hence, if someone fears to disclose the 

discord ' . . k t . e cover for his/her secret. ance, It IS more li ke ly th at he/she would take ns s 0 glv . 

Becaus h . f h . ty they wi II make all e sue peopl e wo uld like to li ve up to the expectation 0 t e socle , 

the ne . t xpose them to the risk of cessary effort to display normative behavior wh ich may III urn e 

infection h 
as t ey try to fulfil l thi s expectation. 
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4.3, Blame 

Among couples in a steady relationship it might be natural to expect some sort of blame if one 

partner was found to have the virus while the other not. Since 't' b I' d h 
,I IS e leve t at the main mode 

of HIV transmiss ion is un protected sexual intercourse with infected person, it is likely that the 

negative partner blame the pos iti ve one for infidelity, A woman (+M/-F) participant expressed 

herrag as foll ows: 

''Indeed, men do no/ confine themselves in a marriage. 1 wish he had kept his promise (0 

remain faithfu l. He used to stay out of home for a week or more. 1 know he had multiple 

sexual partners but J was not able to stop him. 1 used to advice him that it was not good 

Finally, he ended 1117 like this. Now he is not the only victim rather the whole family was 

affec(ed Anoth er man revea led: Sometimes we went to picnics just to relax. But, after she 

had some beer she starts ( 0 insult, degrade, .. . me. It is true that people reveal their real 

feeling when they get drunk. J return home clying even though 1 went out hoping to have a 

joyful moment. 

Though I expected gri evances from many negative partners, it was expressed by a very few of 

them. Since thi s study \Vas conducted on couples who agreed to stay together, it might be very 

difficult to conclude th at there is no the tendency of blaming the positive partner. At least, it is 

Possible to aSS ume that re lati onships in which there had been a strong blame have ended up with 

sep . , db' t' ating the issue at hand aratlon , rhe ex tent of blame can onl y be exactly understoo y II1ves Ig 

Immediately after the co up les knew the different test result. 

Surp . . 
nSlngly enough, th negati ve partners were not I der certai n only blaming but a so un 

circurn t 
S ances found to be bla med . In th is case the blame does not come from one 's partner 
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h r it was from the relati ves of the positive partner. This was typical! . 
rat e y expenenced by a man 

who reported that his close relati ves were blaming his wife for his infection. He stated : 

When 1 disclosed my 111 II status as positive and my wife 's as negative I ' 
, my re allves posed 

the question 'h O II ' she remained uninfected?' They believed that we both should be injected 

ifone of us II'as positive . ... Thinking that she had done something behind my injection they 

developed a hatred fo r her. They believed as if she has maliciously done something to inject 

me. 

This case is a bl unt in dication of the very low level of public awareness about HIV discordance. 

The relatives of thi s info rm ant preferred to believe that his wife deliberately infected him 

(probably throu gh H I V i nj ec t i on) rather than accepting the possibility of discordance. A study by 

Bunnell et a!. (2005) fou nd that the issue of discordance has created confusion in the community 

and the above case is a re flec ti on of such confusions. 

Another woman pointed out that: 

... his relatives came hOll1e and asked me in outrageous manner how it happened 1 have 

already heard a I'll/no /' that they have suspected me for infecting him deliberately. 1 was vefY 

much disapPOinted Il'ith the way they behaved .. .. 

The general publ ic has bcen preached that a single unprotected sexual act with infected persoll 

can cause HIV transmi ss ion. Thi s teaching has made it very difficult to the general public to 

accept h h the probability to escape t e fact that a pe rson with frequent exposure can ave 

contracting the virus. lienee. the vio lent reaction may be blameless given the fact that what 

mennb f t t d sex with infected person ers 0 society kne\V and take n for granted is that each unpro ec e 

wi ll nece '1 
ssan y lead to Infect ion. 
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F· lIy the issue of blame was viewed by health care providers as d d . 
'Ina , epcn ent on the gender of 

h Positive partner. They stated that if it is the female who is positive the bl '11 b . 
( e arne WI e high . In 

contrary to thi s beli e f, they provided exemplary cases for peaceful relationship from male 

negative and femal e pos itive types of relationships, A statement from one nurse is a ~OOd 

example for thi s. She sa id : 

... e.lpecially. if it is the male who was found negative he accuses his wile for infidelity and 

initiates separation. Thi s nurse provided as a role model a man from - M/+F type of 

relationshi p: There are of course. some committed husbands. I can give you one exemplary 

case that j experienced. There are couples who have afollow-up in this hospital. The wife is 

seropositive and the hllsband is negative. The husband feels as if he is responsible for her 

infection We told him to lise condom but, he refused that he said 'j have to share her 

suffering '. You see there are s1Ich men who went to the extent of sacrificing their life to their 

partners Another nurse supported thi s: Especially, if the male is positive let alone to give 

support, he doesn'l e"en 'l 'ant 10 see her again. .. ,actually, there are also good men. For 

instance. I knOll ' a cO llple l"here the male is negative and his spouse positive, They are too 

young and ne' I'IYl1'ed The man expressed that he also wanted to be infected. He justified 

that his Wife married hill7 against her parents ' will .. , , I told him at least to use condom 

wh I . d U 'd 'if I se condom she will lose en realt::.ed his risk)' behavior but, he refuse to. lle Sal I U , 

he t d ' If, I' els as if it is belfer if they I' rust On me. she lI1 ay / eel lhat I will leave her one ay, eJe . 

have similar stUll/So 

It can be understood that the profe ss ionals believed that men are more likely to blame their 

panners d h ' 'H ver they mentioned men as the an ave less interest to maintain the relatIOnship, owe , 

One who d' ' I d ed the belief that men are more 
Isplayed a st rong commitment to their partners, n e , 
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likely to blame their partners might be the result of the professionals' personal belief abollt 

der difference. A stud y conducted by Naran (2007) found that the male d 
gen respon ents all had 

eed to suppol1 their pa rtners whil e the female partners were divided on th ' Th 
agr e Issue. e present 

study also fou nd that all informants who revealed a sort of blame were females. However 
, 

providing a conclusive statement on thi s issue is beyond the scope of the present study. In 

general , men were concei ved by hea lth care providers as both role models and deserters. 

4,4, Exhaustion with Condom 

The primary protect ive meas ure that serodi seordant couples are advised to take is to have a sa fer 

sex, Having safer sex imp lies that the pal1ners were expected to take very strict precautions 

during the intercourse . The co up les are supposed to use condom through out their relationship. 

As we all know, the relationship between serodiscordant couples in regular un ion at least 

theoretically, is a Ii fc long one. lienee. they are supposed to use condom consistently in their 

relationship as fa r as they re mained sex uall y acti ve. Some informants, however, revealed sexual 

impotency as a result of us in g condo m. A man from +M/-F marriage stated that: 

When! use condom I ha l'e 10 slay longer on sexual intercourse. Sometimes ! interrupt the 

intercourse/or I H'ill he lired. This a./Jecls nol only me but also my wife because Ihere will 

be I . . . h' At th 's moment it becomes velY anger and repealed II1 lrllSIOn dUring I e Intercourse. 1 

difJfji I d ' th' tercourse withoul il ... 1 lCU I 10 co 111 1"0 I my self that I put o./Jlhe condom an continue e 111 

Some others al so mcnt ioned th at they don' t like condom, A women in +M/-F union said : 

Well I . ' I 'k d m that somelimes we do it , wIsh 111e lise condom all Ihe time. BUI, ! don tIe can a 

With ' I'k dam that she wants me 10 OUI condom. An othe r man ( M/-F) added: She doesn tIe can . 

avaid b she has to be there for our condom. ! have Iried alal Ia stop her from that ecause 

child w: J ' . egnanl . e are 1Qvmg unprotected sex and she 15 now pI' . 
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Of urse it is a demanding one for couples in a regular relationship to ab'd b 'h '. 
co , ley t e principles of 

sa fer sex. Even though that is the case for some informants, others have reported consistent 

condom use. A man in - MI F re lati onship said : 

/1 is unthinkable to hm'e sex Il' ilh out protection. Failure to use condom is dice wilh dealh. 

How could 1 put l71)'se(/ inlo a burning flre consciously? 

Others explained th at though they were tired of condom, they use it for they reali zed that it is the 

only option that they can reso rt to. A man from +M/-F union stated that: 

Our sexual life ha.· been so .special. But, that has become history that now we have to have a 

safe sex. There is no slIch kind of having sex in different positions. Now I have to be careful 

10 make sure there is no condom breakage. Even though, I am a bit dissatisfied with thaI 

kind of sex, I can 'I help if. 

4.5. Fear of infecting or be ing infected 

The pos it ive informant in th is stud y stated that they were preoccupied by frustration of in fecting 

their spouses. Th ey expressed that they experi ence sense of guilt every time their partner went 

for HIV test check up. They unde rscored that they get peace of mind only after they realized that 

their partners were sti II nega t i e. i\ man ( M/-F) said : 

Th ' . . b th sibility O f infecl ing her. In ere IS no bIg pl'Ohlem Ihan Ihe frustrallOn I have a out . e pas 'J 

it I . I' 'th HIV My regrets will be act, i l V does not meall dealh hUI . I knoll' what It means to Ive WI . 

a /01 i[J in/eel her. 

Others d . . . . rt because they thought that it eplcted that th ey we re fru strated about IIl fectlllg their pa ner 

will cr t . . t' t' f the negative partner mean ea e a great prob lem on thei r children. For them the IIllec Ion 0 

additi d b the hope that at least the onal burden to their chi Idren. These informants were com forte y 
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gative partner is there to give support for their children. A woman from M/+F I' . 
ne - . re atlOnsh Ip 

explained the reasons for her fr ustration as: 

Well, as 1 told you IFe have fo ur children. They all are dependent on his earnings. Imagine, 

what will happen to thell7 if he is also infected. 1 have been worrying ab t' ,f, . h' . . au injecting Ifn 

because we IIsed to have IInprotected sex during the first few months after we knew Our 

different HIV stat liS. 1 gO I relief only after he made test andfound negative. 

Negative partners also ind icated their fear of being infected. A man from - M/+F relationship 

stated that : 

I don 't know how long I will be careful? My trust is in God and 1 pray that He save me from 

making a mistake. 

One may think th at thi s frust rati on could not stem out of a vacuum rather there must be 

something that the couples done which they suspected can expose the negative partners to the 

virus. 

4.6. Uncertainty 

Some informants expressed th at their certainty about the continuity of their relationship has 

eroded after the di sclosure of their di scordance. A woman from -M/+F type of discordance 

succinctly put th at : 

Aift h ' '. I b d ubtful aboul his intention er 1 e dl sclosllre oj 0111' diffe rent HI V test result, ecame so 0 'J' 

10 . . . M fl -h t yet completely gone even rel11Gin 11'llh me. I hOl'e heen vely lI1uch skeplic. y em as no . 

Iho h' . . . . , I . d Hearing rumors like couples ug II IS not as deep as it had been dUring the ,mIla perlo . 

Were d' . ' . flear 1 am still doubtful about Ivorced for they hOl'e d[ffe renl HIV result rncreases my . 

thefi . b d 1 don 't We all are dependent Ulure. Th i woman went further to state : .. . he gotJo an . 
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on his income 1 am nol bold enough 10 ask his financial support th t 1 h . . 
a ave 10 wall I1II he 

renders il lFilh his 01\ln 11'1'11 

The doubt about the future may be attributed to this woman's economic dependence on her 

husband, indicating that economic dependence as one explanatory variable for such uncertainty. 

Nevertheless, thi s is not the kind of conclusion that the researcher wants to provide as this study 

is a qualitative study with small number of samples that it is difficult to ascertain such 

relationship between unce rtainty and economic dependence. 

A male informant livin g in male pos iti ve and female negative marriage indicated that hi s wife 's 

love for him has redu ced afte r their different HIV status. He depicted that: 

Her love fo r me has reduced after we knew that we have different HIV status. Now, she has 

turned all her allenlion 10 our children. Another man (-M/+ F) admitted that he has 

separated h is bed from his wi fe: ... we sleep on a separate bed. I sleep with my children and 

she sleep alone. 

A woman who was in need 0 fa chi I d and who was in nagging doubt about how she cou Id real ize 

her dream expressed her unce rtainty as follows: 

My parenls expeel 0 child fro m me . .. . 1 don 't know what to do about that ... 

Th ' . . h' ~ ts indicated that their e OpposIte trend was reported by some other 111 formants. T ese 111 orman 

trust h' h . HIV t t esult One woman stated on t eIr partners has even increased after they knew t elr es r . 

that: 

Our ' . . k w our differenl H1V resull. 1t has 
1n11l11aey has even increased Ihan II was before we ne .. 

brough d I . h Of the challenges. 
I us much closer in an allempl fa ea wll some 'J 



In general, positive partners In both types of relationship that is positive male and negati vc 

"emale or the vise versa may lose their trust in their partners Howev ' , 
II • er, as mentioned ea rll cr 

there are informants who asserted that their intimacy has even increased after the di sclosure or 

the discordance. 

4,7. Reduction in sexual desire and frequency 

It was stated earli er that the coup les have the fear of infecting or being infected , This fear in turn , 

has reduced their sexual des ire. One woman (+M/-F) explained the changes she experienced alicr 

the disclosure of the di ffe rent statu s as follows: 

Of course, during sex you can 'I have as much body contact and closeness as you used to 

have. You have Ihe fe ar not 10 contract the virus; you lose the freedom that you used to 

have. Yes, sex is nol as inleresting as it had been. Yet, whatever happened to your sexual 

life, there is more ill1portant thing that you should worry about that is your children. You 

can 't leave home fo r J'O li are unhappy with your sexual life because you have to take care of 

your children. 

Some others complain o f reducti on in frequency of sex. A man from -M/+F exemplified thi s as 

fO llows: 

Actually, discordance pllt some pressure on your life. One difficulty is related to sexual/ife. 

Fo ' . ., . fi m time to time We used to 
I Instance, the interval between intercourses IS increasing 1'0 . ' . 

ha 'th ' two weeks eventually, sex ve sex at least once a week: this was changed to once WI In , ... 

bec . d that his wife has refused to ame so rare. She has a recurrent illness (he mentlOne 

in 'f Id h t) 't is going to be a year I late the treatment even though the doctors have to er 0 ... I .. 

since We had Our lasl sex. 

74 



A we will discuss later redu cing the frequency of sex was mentioned b h " . 
5 Y t e part icipants as a 

echanism to lead a healthy li fe style . On the other hand the reduced s I 
m , exua act as the above 

quote indicated has repressed the negati ve partner 's desire. 

4.8. Lack of dependa bl e source of information 

The informants pointed out that they are keen to learn every detail about serodiscordancc. /\ 

male (+M/-F) in form ant \.vho is in bad need of having a child said: 

I heard that people in a discordant relationship can bear a child without risking inf ection. 

Last time. I came across one woman who lives in a discordant marriage and she told me 

that she never used condom with her husband. They were able to have children ajier they 

knew their dilferent HI V result. This is something that I listened/rom a lay person. I was not 

able to jlnd trust11'orthy info rmation fro m a credible source. I wish I learn how discordant 

couples where able to have a child without risk. 

Despite their interest to lea rn more about discordance they revealed that they do not have a 

readily avai lable regul ar so urce 0 f in fo rmation about it. Almost all of them specially the negati ve 

partners stated that they get inform ati on informally from people around them. They also revea led 

that they casuall y have listened abo ut it from radio. The statement from a male (-MI F) 

informant summari zes the informati on sources mentioned by most informants: 

I h . . " h h I' eager 10 learn about it. I ave no such !>pecwl source O/ lI1lorl11allOn even 1 aug m 

a . fi h h . 'an has given me a piece of eeaslOnally listen/rom radio like everyone. In act, te p YS1Cl . 

information on the day 1t1e knew our different HIV result. 

Most . f' formation. This may partl y be negative pal1ners comp lained for lack of regular source 0 III 

the re I r rograms that the positive 
su t of their tendency not to participate in some counse IIlg P 

partn . d b PL WH A association for HI 
ers partake in like part ic ipati ng in discussions prepare y 
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discordant couples . furthermore, the positive ones are more likely to have contact with 

professional s, for instance, whil e visiting health facilities to pick medications (ART) or fo r any 

related health problems . 

All key informants from both publ ic and private health facilities confirmed that there is no such 

program speci ficall y ta ilored to serodi scordant couples in their health facilities. Serodiscordant 

couples were served like any oth er people li ving with HIV. An HIV speciali st nurse sa id : 

There is no such special consideration to discordant couples. It would have been so greal if' 

there had been a slage 011 which we can discuss with them. 

In the prev ious two chapters 'vve have seen that some couples continued their life as usual after 

the disclosure of the different HIV status and others stated that the presence of HIV in their 

family has induced a formidable challenge to their relationship. The present chapter has shaded 

light on the chall enges that those coupl es who were disturbed by the discordant test result faced . 

As I did in the last chapter, in order to enhance our understanding of discordant couples, now I 

wi ll present one exemp lary case for the coupl es whose relationship was distorted with the 

different test result. 

Eisa31 years old HIV pos itive man. He met hi s wife before 2 years and never been tested fo r 

HIV b ~ . . fi . oths in courtship . He has e ore marri age. They made civil marriage after staymg or SIX m 

no ch'ld H . I hile takin g treatment fo r 
I . e believed that he was infected as a result of medica error w 

TB. Let's h hi ' d the di scordance. see ow he cont racted the virus and how e exp ame 
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11 was long ago thaI J sufle red ji-om TB and took treatment th h " . 
roug IflJeCllOn. !Iook more 

Ihan 300 inj eclions A single needle has been used for man I" . ! Y pa lenl5. never had any 

sexual affair before Ihis time .... 1 Ihink I contracted the virus when I was laking Ihis 

Irealmenl. I used 10 have sexual affair with three ladies before I got marr' d I 
i' le o my current 

wife. Alllhe three ladies are HIV negative. I think because I was infected through needle 

my type of HI V does nol pass 10 others ... 

He was asked what hi s relationship with hi s partner looks like after the di scordance. He 

answered as fo ll ows: 

Now, she is a diffe renl person. She is not the one whom I know previously. She keeps silenl. 

I don 'I know 1I'hal her intention is. Her silence really disturbs me and even I don 't think she 

considers me as her husband. Whether you believe or not we had sex only once after we 

knew Ihe discordance. She doesn 't want sex with me but she wants a child. I don 'I know how 

she planned 10 deal lvilh thaI. For me it would have been better if she clearly told me Ihal 

she doesn 't want me any more. She doesn 't want to talk with me and if she talks it will be 

somelhing that degrades me. Our life has been full of joy and happiness. I Iried a lot 10 

regain Ihat bill, ... For instance, sometimes we went to picniCS just to relax. Yel, after she 

had some beer she slar/s to insult, degrade, .. . me. It is true that people reveallheir real 

fee ling when Ihey gel drllnk I return home crying even though I went out hoping to have a 

joyful momenl. 

~ b . d t 'mes 10 bear a child 
e olh used 10 have a plan fo r a child. In fact, we have tne many I 

b ,f. d . I we both wenllhrough 
ejore we knew the discordance. When we fai led after repeate /ria s, 

r. '1 .' h' k I't is the result of my H IV 
jert , ity test. The told us thaI the problem IS wllh me. I t /11 

in{ec . . . h not to fertilize. Bul, now I have 
'j t lion which has weakened me and impOIred t e sperm . 
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tarted the medication that J am strong enough to do that Howe th bl . s . ver, e pro em IS thaI she 

I'" not ok let alone to have unprotected sex but also with condom lnde d J d ' 
J • e , on t wanl 10 use 

condom with my lPile. Hall' do you use condom with a person whom you think is your wi[e ? I 

think she would not have let me down this much, if we had a child. J heard Ihat people in a 

discordanl re lationship can bear a child without risking infection. Last lime, I came across 

one woman who lives in a discordant marriage and she told me that she never used condom 

with her husband. They were able to have a child after they knew their different HIV result. 

This is something Ihal J listened from a lay person. I was not able to find trustworthy 

in[ormation ji-om a credible source. J wish I learn how discordant couples where able 10 

have a child without risk 

... our home is noll' so cold and I am not certain about the future. The only hope J have is 117)1 

wife and if she abandon me it will be the end of the vey little hope I have in my life. 

E's case is a clear evidence for the multidimensional challenges that some couples in discordant 

relationship face. The cha ll enges he raised include problem with reproduction, sexual life, 

uncertainty, lack of communication, hopelessness, and feeling of neglect by his partner. 

In . ' I f: I around psycho-social general, It was found that the chall enges di scordant coup es ace revo ve 

probl (I ' . , . t' ) exuallife (reduction in ems Ike bl ame, guilt , uncertainty, sti gma and dlscnmma IOn , s 

sexual d . . Y t 't is important to note that eSlre, fea r du ri ng intercourse) , and reproductive area, e , I 

these II hiS e couples do not allow HIY a c allenges were not part of experience for all coup es. am 

to distort thei r dail y routine and have tri ed to normalize it. 

78 



coming chapter wi II be about the coping strategies that couples In di scordant The forth 

. hip used to manage HIV. relations 



CHAPTER FIVE 

COPING STRATEGIES 

studies conducted so far on serodi sco rdant couples have pointed out that I h . coup es w 0 rea li zed 

that they have di fferent 1-1 1 V status may either choose to cease the relationship or stick together 

by making some sort of adjustment to their new status. As this study was conducted among 

discordant couples in a steady re lati onship, the present chapter will shade li ght on how these 

couples manage to live with di scordance. Before delving deep into the coping strategies of the 

couples let's see separation as viewed by participants. 

5.1. Separation 

The present study has shown that those serodi scordant couples who have children were less 

likely to opt for separat ion. Informants have been asked to mention the main reasons to maintain 

their relationship after the disc losure of the diffe rent HIV status. Most informants particularl y the 

negati ve ones ment ioned their children to be the major reasons to stay in their current 

re lationship . A wo man from +M/-F marri age disclosed the reason why she stayed in her current 

relationship as foll ows: 

Imagine, what l\'o/lld have happened to our children if I had run away? I would not have 

stay d if' . . h I uld not be as such difjicu/t. . e I my children were not there. Leavtng orne a one wo . 

B I if' f . h 'Id Oil a rse leaving with my 
II , I have fo leave home, I have to do it with my CI ren . .I c u , 

child · . I h t ay fior house rent, their ren has Its own immense reperCUSSIOns for ave a p 

s h I' ifJm I fi than staying home. If / 
C 0 0 mg, food and other stuffs. This option was very dl'.}ICU t or me . 

leave 1 I . h t I and become beggars. Till my 
.one y It means my children will go out to I e s ree 

ch'!d d" S the wying goes 'mother 
I ren hecome selfdependenl, I have to live in any can IlIOn. a . 

die 'fi . 1'£ Ihal you don 'I live . 
.\ Or her children ' When it comes 10 children Ihere IS no ife . 
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Another male informant (-M/+ F) supported this idea when he said : 

Whatever happened there is something strong that binds us togeth Tn ' . 
er. 1, at IS Our children. I 

have to be there for our children. I am the only one that Supports them. 

Here it is important to remember George Simmel's classic work on interaction . Simmel in hi 

analysis of the im pact 0 f num bel's 0 f people on the quality of interaction stated that the change of 

dyad into triad has a pa ramount e ffect on the relationship. He stated the addition of the third 

party into a dyad for instance, married couples who bread a child, makes a relationship more 

stable. As stated by Macioni s ( 1995) Simmel argued that the third person, should the relationshi p 

between the other two mem bers become strained, can act as a mediator. 

For some others chil dre n are not the onl y reasons to maintain their relationship. Informants who 

do not have chil dren at th e time they knew their discordance explained that their emotional 

attachment to their partners is the reason for not ceasing their relationship. A woman (+M/-F') 

expressed why she remained intact with her husband as follows: 

He is a kind u./,person whom l owe a lot. We met at the time when 1 was in a big mess due 10 

my mol her 's deal h. I fe is I he one who took me out of that desperation. I don't want to let 

hi' ,/ .. h . I' A ther woman (+M/-F) said: Yes, the m UO lVn; 1 l1'anl 10 be l1'lfh h/l11 as far as e IS a Ive. no 

only reason thaI made me 10 slick with him is love. 

Furth ' . . . ., l'k ly to be maintained if the ermore, It was foun d that the discordant relatIOnship IS more I e 

neg t' . , . c· not extramarital sex ual a Ive partners believed that the cause for their partners II1Jectlon was 

am' 
air. A male (-M/+ F) in fo rmant sa id : 
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There is no a kind 0/ di.\p ute between us. You know why? My Wi!' . k' . 
. (;e IS not a md 0./ person 

that 1 suspect for sexual scandal. She was infected while giving ca t h 
- re 0 someone w 0 was 

infected through blood- to-blood transmission. 

An Internist explained her experi ence with - M/+F type of discordance as: 

J have one patient \\,hose husband is helpful to her. He believes that his wife never wen! for 

promiscuity rather he thinks that she was infected when she gives care for their infected 

maid. One male (-MI F) participant expressed that: My greatest doubt is that she mighl 

have been injected during de livelY in the hospi/al. She gave birth with surgery and 

accidentally the doctor got a f inger cut. It might be the blood contamination at that momen! 

Ihat exposed her. 

Most kcy informants ind icated that the probability of separation is high in positive woman type 

of discordance. One HIV speci alist nurse put that : 

If it is the male who is negative he either run away or makes a legal separation. .... If il is 

the woman Il'ho is negative there will be high probability of maintaining the relationship. 

This might be as a result oj her economic dependence or lack oia better option than the 

present relationship .. 

The probabil ity of separation does not only seem to depend on the availability of children, 

em f I " f h e of their partners' infection o lona attachment. and on the negati ve partners view 0 t e caus 

but I . . . d The present study revealed a so, It depends on signi fican t others' reaction to the dlscor ance. 

that th . . I amount role in determining e reacti on of peop le around the negati ve partners pays a par 

the d '. . ce as ' eClslon for separation. An Interni st doctor stated her expenen . 

L . . h ital His wife has been laking 
ast year, there wa this patient taking [reatment Tn thIS osp . 

care " h ' . u,n'{,ortunately, he came last time and fOld me that 
OJ 1m,' she has been so supportIve. 'J l 
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she had leli him. 1 asked why? He replied that her parents co II d h ' . . mpe e er not bve with him. 

A woman (+M/-F) who feared to disclose the discordance 1::0 h II r er parents stated her 

J'ustification as: 1 knoll' ll'hal my parenls will do lifthey are aware O,fO diJjq; 
'J ur I.lerent test result. 

They will immedialely separate us even though 1 don 'I want to leave him. 

The professional part icipants expressed that coming across HIV discordant couples brings 

additional task to them. They stated that they have to resolve the dispute between partners that 

comes as a resul t of hav ing different HlV status. The task of mediation according to them 

becomes more di fficu It when they face with negative male and positive female type or 

discordance. One nurse sa id: 

My frustration is high when 1 f ace discordant test results. The task o.lmediating couples who 

fall into dispute is not an easy one. 1 personally prefer they have the same result. A 

community counse lor stated: "I f eel some frustration when 1 come across with - MI+F type 

of discordance. In sllch cases 1 will Iry to give an intensive counseling for the man. 

Such frustration among pro fe ss ional s may have stemmed out of their fear that the probabil ity or 

separation will be high in - M/+ F type of discordance. 

It m h . , , t'on But interestingly thi s ay seem that the negative pa rtn ers are the one W 0 Initiate separa I. , 

study f d . ' . . A man from +M/-F relationship IOun that the pos iti ve partners can also Initiate separatIOn, 

expressed his fail ed attempt of separation as: 

1l ,f, d' d nce even though she was 
e.lt home and started to live alone after we knew our Iscor a 

unh . . "fjr.r, I 0 take care of children properly 
appy. She has been asking jar reumon. As It IS d! .IICU t t 

whi/ ' . ' k home, One case raised by a nurse 
e the pat'ems live separately, 1 decided to get bac to . 

a couple in which the male 
exernpl ifi c the issue. She said: For instance, once 1 came acrosS 
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is positive and the fe male negative. When they knew their different test result, the man 

indicated his intention fo r separation. He told her to live her ow lifi U n I e. ne expressed that he 

is not a kind o.l person Il'ho deserves her. Interestingly, he providedJinancial support to 

make her economically self dependent. 

Another pos iti ve male informant stated that it had not been his intention to continue the 

relationship. Rather, it was hi s wife ' s persistence that made him to change hi s mind. He stated: 

Initially it has not been my intention to remain with her. At the moment we knew Our 

differentlllV test result. the doctors asked my plan and I explained to them that we should 

be separated. SlIrprisingly. her choice has been the opposite one. It has been a great 

dilemma fo r me to dec ide. But after I pondered the issue I decided that rejecting her idea is 

a kind of insensitivity. Ho1V could I refrain while she is ready to sacrifice herselffor me? 

Once afte r serodi scordan t coup les decided to stay together, there are certain unique affairs that 

they shoul d dea l with in ord er to lead a healthy life style. It is obvious that the situation of HI V 

discordant coup les i by far different from either negative or positive concordant coupl es. The 

positive concordant coup les fo r in stance, were likely to go together through their common 

problem of the ill ness process . As I have tried to describe in the previous chapter, there are 

mulf f: d I 'th HIV discordant couples 
I aceted chall enges that se rodi scordant couples have to ea WI . 

have d I . h II V 'ous categories of strategies eve oped their own ways of dealing with the c a enges. an 

were menti oned by the coup les. l3 ut , all coping strategies that will be discussed in the fo rth 

comin ef~ectl·ve. Some of them might be ri sky and g secti ons should not be understood as II 

ineffective. 
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5.2. Safer sex 

Though the tcrm s sa fe and sa fer sex have been used interchangeabl d . . y, nowa ays this usage IS 

deemed as erroneous. Accordi ng to Compact Oxford English Dictionary (2009) safe sex is 

defined as "Sexual ac ti vity engaged in by people who have taken preca t' . u Ions to protect 

themselves aga inst sex uall y transmitted di seases such as AIDS. Some sources prefer the term 

safer sex to more prec ise ly renect the fac t that these practices reduce, but do not completely 

eliminate, the ri sk of disease transmi ssion (The American Heritage Dictionary of English 

Language, 2009). The te rm sa fe r sex seems pleading one when applied to the present case in that 

condom can break or fal l off during sex presenting the risk of infection. 

First and foremost disco rd ant couples are expected to avoid the transmission of the virus from 

the infected partner to un infected one. Thi s expectation primarily demands an alteration in their 

sexual life. Their sexua l practice should be redirected in such a way that it can be labeled sa fer 

one. Inherent in the princ ip le of sa fer sex is the assumption that the condom should be in place 

from the beginni ng to end of sexual acti vity and should be used every time during sex. 

Informants indicated that the first time they knew their discordance; they were informed by 

professionals (phys icians or counse lors) to engage in safer sex. A male informant (-M/+ F) 

accentuated hi s consistent condo m use as: 

E l' difj{{, HIV status Now how could I ar IeI' God protected me f or my ignorance of our i'jerenl . ' 

dar . I dfi e our di~cordance when Ihe e 10 Ih ll7k of sex 11'ithout condom? God has revea e or m . 

. d . to disregard His 
lime comes to make precaution. I think attempting unprotecte sex IS 

credit. 

Here it is ' . M/+F union suggested indicating ho\· 
ImpOrtant to quote once aga in what a man from -

illuch he w ' 'd 
as senous about usin o condom when he sal : 
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/t is unthinkable to have sex with out protection. Failur t d " 
e a use can am IS dice with death. 

How could J put myself into a burningfire consciously? 

As I have tried to show ca rl ier. such cons istency in condom use was n t o a common place becau c 

significant number of info rmants reported inconsistent condom use Some' ~ . . Inlormants pOInted out 

that sometimes they fa il to control their sexual desire in a place where condom was unavailable 

that they were im pell ed to have sexual intercourse without condom. Others even have completely 

avoided condom usc. 

5.3. Coitus interrupts 

Some others ind icated co itu s interrupts as one way of dealing exhaustion with condom use. A 

man (+M/-F) lucidl y exe mp lifi ed thi s when he stated: 

As we all kno\\', the prill1G1Y mode of transmission for the virus is unsafe sex. Even though 

that is the case . ... it is sOll1et imes difficult to bear the difficulties J face when J use condom. 

11 takes me \'e IY long lime to ej aculate when J use condom. At times, J interrupt the 

intercourse for J \I'ill be tired or else J put of! the condom and continue the intercourse. 

When my orgosm ge ts closer. J take au f my organ and spill the semen out side her body. 

This informant in di cted that unsa fe sex is the primary mode of HIV transmission. Hence, in 

order to avoid th e ri sk o f transmi ss ion he revea led that he spill the sperm out side his wife's 

body H . . t t gies as it cannot prevent . owever, COitus interrupt s is one of the dangerous copmg s ra e 

the transmission of the vi ru s. The couple is not protected from sexually transmitted infections 

(STIs) . I . . (HIV) A Pudney et aI. , 1992 stated 
, Inc udll1 g the hum an immunodeficiency virus . s 

Surface I . . . 'lIomavirus, may be infecti ve. 
eSlons, such as those from herpes genital IS or human papl 

Not only d . . . . but so does the pre-ejaculate 
oes Unintent ional ej ac ulation pose a rIsk for mfectlon, 

nuid 
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5,4,Non-penetrative sex 

Those informants who repo rted d iscom fort with condom were more I'k I ley to report some other 

mechanism of cnhancing the ir sex ual gratification , In addition to penetrative sex participants 

revealed that they use non-penetrati ve sex like caressing sexual organs Non t t' . , -pene ra Ive sex IS 

sexual activity wi thout vag i n ai, anal, or oral penetration as opposed to penetrative aspects of 

vaginal intercourse. anal sex, or oral sex (http://en ,wikipedia.org/wikiiNon-penetrative sex). 

Non-penetrati ve scx here was not used to mean as alternative to penetrative sex rather as 

complementary to it. The c supporti ve sexual practices were suggested by male informants. 

None of the fe male info rman ts mentioned these alternatives. A male informant (+M/-F) who 

expressed hi s wifc' s discomfo rt with condom explained how he handled it as follows : 

Of course, the first fell' periods have been difficult after we started to use condom. Its lack 0/ 

natural body contacl and its lubricant are some what disgusting. She also told me her 

discom/orl Il'ilh COI7e/O Ill. Thai is why I use complementary mechanisms like, caressing the 

genitalia. Anothcr mun who was unhappy with using condom stated that: ... now, I have to 

use condom. rhat one has signifIcantly reduced our satisfaction with our sexualli/e. Ifeel 

sex with condom is somell'hat unnatural. The discomfort will be worse if you don 't use some 

oth ' . I If fi '1 to make your sexual life er ways 10 (III Ihe gap. like intenSive forep ay. you Ql 

pleasurable, your relaliol7ship IFill be highly affected. 

As it bbl' d th t sexual compatibility is an can e in ferred from sLi ch cases some informants e leve a 

Important SOurce of' love and intimacy. They felt that sexual incompatibility will put danger on 

the stabT . . . t resting as it had been .. 
Iity of their re lati on hi p so that they strived to make It as In e 
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5,5, Abstinence 

Abstinence in the fi eld o f III V campaign commonly refers to a plan t 'd ' o avO! sexual Intercourse 

b 
fore marriaoe , Abstinence here was used to refer to the decision t 'd I ' 

ell ~ 0 aVOI sexua Intercourse 

IV
'lth one 's partner because of the diffe rent HIV test result Here 'It I'S' rt · , Impo ant to note that 

abstinence from sexual intcrcour e \ ith one's partner does not necessarily guarantee avoiding 

sex with someonc el se. Th i . was con fi rmed by one of the study conducted on discordant couples 

which concluded some di co rdant coup les agree not to have sex with their partners but rather 

with others outside their relati onship (Bunnell et aI. , 2005), 

Some of the in formants reponed that they have initially planned to abstain from having sex with 

their partners. Indeed . they have avo ided sexual intercourse with their partners during the first 

few periods after the disc lo ure of th eir HIV discordance, A male (+M/-F) informant revealed 

that: 

We never had sex fo r the .fl rst one year after we knew our different HIV status. But, the 

avoidance of sexual interco llrse did not last more than a year. As I became physically strong 

after / started to take the medication (ART) ... , my desire for sex has grown. / revealed my 

. I " . d h th' 'II be dangerous that I 
In el est to have sex to her bllt she ref used. 1 explame to er IS WI 

'll b . . I as I'm still the one 
WI eforced 10 lookj()I' other ladies like 1 had been domg prevIOuS y. ", 

wh . if! h we can only maintain 
a makes the living fo r the f amily, / was able to 117 uence er. "., 

OUr r I ' '. . . . h h ended-up to accept my idea. 
e alJonshlp Ijshe can keep my II1terest. That IS w Y se 

Another w oman ( M/-F) added that: 

Initial! . . If, wever it has not been as easy as / 
y. / decIded to refrain fro m sexual mtercourse. 0 ' 

h . ' ? It is very difficult to r~fuse 
I ought it would be . .. .. How long could I repress hiS mterest. 
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hile you are /i l'ing logelher in a single house. Eventually 1 I' d h . 
IV ' rea lze tat abstinence is nOI 

the way out and I agreed /() hOl'e a safe sex. 

As the above quote indica ted ome in formants have tried to abstain from sexual intercourse 

soon after the di scl osure of th e di scordance. Here it might be possible to think that during the 

first few periods (cri sis pe ri od) erodiscordant couples were preoccupied with other issues like 

Ine health of the pos iti vc partne r (a in the above quote 'As 1 become physically strong .. . ') than 

sexual intercourse. Il o\\c \ er. informant di sclosed that abstinence was unbearable. They 

reasoned that it may ul timatcl) di ton their relati onship when they stated for instance, "How 

long could 1 repress his inlere.I·/? A nd " ... . we can only maintain our relationship ifshe can keep 

my interest. " 

However, one in form ant revealed that she never had sexual intercourse with her husband since 

Ine disclosure of II I V di scorda nce. he ( M/-F) sa id : 

II is going 10 be III () \'eors since we knew the discordance. We have abstainedfrom having 

sex since fh al lillie. I Ie doesn 't Il'anl even (0 make it with condom. He feared that there will 

be no onefo r our doughIer If we both were infec ted. 

Fro h' be the one who opts for m t IS case we can un derstand that the pos iti ve partner can 

absti . h t 'ed to convince him to use nence. In the above quote even though the negative woman as n 

condom h . ' d f I ' tercourse Probably, this may , er husband in sisted not to engage III any k10 0 sexua 10 ' 

indicate th o ' I relationship e amount of po\\'cr me n have in negotlatlllg sexua ' 

5,6, Redu . 
ClOg frequ ency of sex 

A ' 'II allow one's sexual cCordin . . b t en 1Otercourses WI g to some in fo rman ts Increasing the gap ewe 

arOUsal to ' ' t cy as a result of condom 
get high which in turn olve the problem of sexual1mpo en 
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~~e,A man (+M/-F) cxempli ticd th i \ h n he expl ained how he deals with the problem he have 

, 'gcondom asf'oll o\\s: 
In USiO 

When 1 use COIlc/O/l/ I /ul\'e {() , 'lay or long on sexual intercourse T d ' , .. , ,m or er to ejaculate 

quickly we ae:reed (() ho\'(! sex \\'i fh longer interval Now we engag , , h 1-, ' . e In sex WIt ) or20 

days gap once ajier /1/\ ' sexliol I 'ir gels high. 

furthermore, oth ers havc men ti oned th at reducing the frequency of sexual intercourse is 

important for th ei r health . I'he) 'xpr d that frequent sexual intercourse can affect their health 

oy reducing their re ' istancc . I kr' i ' h \ a man ( M/-F) stated the issue: 

We used 10 hcl\'(! .Iex /i'eqllen lly bill , nO\\l we do it wilh longer gap like once a month. 

Previously. ;1 had heell 01 lea,'l once a week. Reduc ing the frequency of sexual intercourse 

has helped lI1 e 10 increase /1/)' re i tance. 

According to somc I\C) informa nt r du ing the freq uency of sex is something advisable to 

lerOdiscordant coup les . I\n III pc iali t nur e sa id : 

We advice Ihem 10 //( I\ 'e u sofe r sex ... B ides. we lellthem it should be done occasionally, 

Lessening Ihe Ireqll L' n( \' () . intercO llr e can help 10 reduce the probability of infecting the 

other partner 

The P D ' , the higher probability ro esslonalss j ustificd that th ' more frequent the mtercourse means 

Of transm'" . ' h fi t sexual act is dangerous ISSlon In casc If con dom fail. The oth er reason IS t at requen 

lo the healtl f' , . 
1 0 th e pOSltl\ c partne r. 

~,7 . Silence 

~Ol1l e 
COuples in III di cordant rel ati n 

Want to . 
put It at the back idc 0 that the 

~id : 

, t HIV to invade their daily life. They 
hl p do not wan 

male (-M/+F) informant 
fee l state of normalcy, A fe 
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1 don 'I 11 '( I/7 { {O {al k abou{ III II and my husband 100 }{, d' , , , e oesn t try to investigate how I 

contracted {he l'il'llS, I don '{ want to think about itfior a m t", omen, It plSSes me off (selam 

YinesCl!!,l7ol) ,'11(' sil(,l1('e abo llt Ihe differenltest resull is greatfi b ' 
L or us ecause It makes us 

feel S{(i{e o/l1o,.,,/(/lcy. 

This way of managin g III V di:co rdan t ma rri age may result in normalization of the different test 

result. It can make them !'eel a ' if n thing new has happened which in turn may affect the 

couple's prevcnti vc precaution ', uch cou ples were found less interested to participate in any 

sort of HIV discu ' ion , Thi ' in turn , help them avoid the tension that might be resulted by 

giving attent ion 10 i!. /\. \\ oma n ['rom - / F marriage revealed that she never attended any 

counseling program and do no t \\ ant to parti cipate in things like that. She stated: 

/ don '{ \I 'o!7l {o {ulk ahout III V with any one including my husband. Thinking aboul il 

(ffIV) {o l {//~\' luk('s lIIe oul 0 mood. 1 know how much I am disturbed when I come to this 

hospilal { O {uke Ihe drllg ', In thi hospital, for instance, they have coffee ceremony 

(yebuna te{u pmgmlll) fo r 1111 posit ive pregnant mothers to teach how to prevent the 

Iransmissioll o/{he \'il'llS (ro lll {he mother and I never attended that, 

S,B, Communicati on 

In c h b k nd some others revealed 
ontrary to th ose couples \\ ho prefe rred pUlling HIV at t e ac grou , 

that they I put II V at the ['orcfron!. man ['rom M/-F relationship stated: 

She ' h'. time keeper that she gives me a 
IS 111 0re cOl1cemed abo u{ Illy health than me, S .e IS my 

call if '., , ' ' She is always interested to learn my 
I IlI1 no{ II ' /lh her { O rell1l11d me to take med,cation. 

CD.; . ' , h about my progress, Another woman 
CO lin! . I{ g/l'es lIIe great pleasure to 1I7fOlm er 

, I t and was near to death. 
(+M/-F) upported thi ' when she said : He has been suffermg a 0 
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BUI Alham /)ul iloll he sur1'i l'e I and his progress is' d'bl , . mcre I e under the d 1 rug .. , I 

(di scordance) hus hmught us /l7u ch closer in an attempt to deal w'th .r h I some OJ t e challenges, 

~ome inform an t do not \\ an t t n fi ne the communication only with their partners, Instead, 

they li ke to extend it 10 othcr ' a ' it can help them learn more about it One of th rt" , e pa lClpants 

(tMl-F) said : 

II is go ing /0 he lIillC! yeors since lI'e knew our HIV discordance, It can be roughly said thaI 

we didn 'l use am pmleet ion during Ihe fi rsl six years, It is only after we started to parlake 

in the monthly co 1111,\ C!lillg, md lraining program organized by Mekdim Ethiopia Ihal we 

began 10 hOl'e sufi! ,\ex. 

The effect of such volu ntary coun elin g on the behav ior of couples was investigated in Uganda 

and it was found th at before vo lun tar I counse ling and testing, less than three percent of couples 

reported condom u. c but that after vo lu ntar coun seling and testing, more than eighty percent of 

couples reponed condom u ( li en, einzen-Derra, Kautzmana, Zulud, Traske, Fidelia, 

Musondag, Kaso lod. (Jaoe, C ' I la\ onh h, 2003), 

5,9, Hope 

Some in form ant s believed tha t the be t i yet to come which in turn made them feel optimistic 

about the future. !\ n informant fro m /_ F explained his hope as follows: 

1 . I have been always slressed 
used 10 look like 0 hog of bones when I knew my HIV status, 

. ' AIDS I was in general hopeless and 
With /ear of dealh. I S(lII' many of my f riends dIed of . 

neve" I . t ' fior work and gave up my job. However, 
/ t ?Ought I II'()ulcl reU) I·er. I losl my mot/va IOn 

d ' a short period of lime. 
Ihank . ;. . ifi ' re I recovere 111 . 

5 to t 1e treatmenl I rece /l1ed and my WI e s ca ,,, 
. ' ht has returned where il 

Now I 4 t ' 778 and my welg am normal. r or lI7s{{J/1ce, my C D- coun IS 
h d HIV in the future. I realized Ihal 
ad been. ow I am hopeful [hat a cure will be fa un for 
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I 

I 

HIV is a /II il/or prohll.' lII os oll7pared to more serious d' lseases like cancer, heart 

failure, .. J\n other man (- M /-F ) aid : Originally. She has reJused to take medication. 

Sometimes she fak es if {/w l of lillie ' 'he inlerruplS. She has been worried about taking drugs 

for life long /JI/f . (/ fa .\hl.' 1I0rro\\'1 scaped death last year, she strictly adhered to the 

drug. Really. her progress i.' extraordil701Y; she is regaining her previous beauty evelY 

morning ... 

With the in trodu ct ion or ,\ R 1'. III ha hanged to a chronic illness. This progress in HIV 

treatment has sign ilicJntl : in r<1 ' 'd the hope of people living with HIV. 

5.10. Disclosure 

In the preced in g chaptcr I mcnti ned that di closure was one of the challenges the couples faced. 

Despite the frustrat i on the) ori gi na II e, peri enced in revealing their status, informants have 

indicated that it has hell cd th'm a\' id the fear that they had for they believed that they have 

infected their partners. Disclo ing tatu is an important strategy for the prevention of 

transmi ssion. J\ stud: conuuc ted in outhern India reported that HIV infected patients who did 

not di sc lose their IllY statu s \Vcr .S time more likely to transmit than their counter parts (95% 

CI: 4.3-6.2) (Ku l11 aras<1my. en Ka te h. rikr i hnan, Prasad , Balakrishnan, Thamburaj , Sharma, 

Solomon, & Ma) cr. 20(9) . 

Some oth . . . rt fi am others A male (+M/-F) 
CI S expresseu tha t the ir dl clo ure has won them suppa r . 

informa . . d h' . nt IIldl catcd as fo ll o\\'s how hi s di sc losure helpe 1m. 

I d' I HIV status hoping that they will 
1SC Osee! fa close relOfil'es immediately after I knew my 

h I ho live abroad I would not have 
e P my Jall1 il) f lod it nof been for my twO brothers w 
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. ised III)' childrel/ {he (wJ slipporl 1'0 117 World Food Pr d 
/0 ogram an the financial support 

from 'Mekdilll Dhiopi(/ ' (;\ ati n I PL HA Association) have helped me a lot. 

1.11. Religion 

functional ist sociologi . t~ ~tat ' tha t r lio i n ha the function of providing sense of purpose and 

meaning to lire to it s aJhcrcnb . I h ' y al rgue that rei igion can serve as functional equivalent 

of psycho the rap) (Cragun and Crao un . 2 06. man (+M/-F) explained as follows how religion 

nashelped him to corc \\ ith hi ' ' ituati n: 

Allham d/l l.iloh ... 1 1I11/ a helie\' ,. and have attended religious teachings .... the biggest fear 

that hllmans hu\"(' II / Iheir Ii e is e ". 0 death. However, my religion has taught me that the 

calise of ll7(Jn 's delllil i.\ /lot kl/(}\1' 11 10 on),one exceptlhe crealor. I never worried I will die of 

AIDS beca/lse the Cf"e lilor /w.\ all' ad)' e/ the lime and causes of my death which / can 't 

change. 

A counselor \\ho \\ a ' mcsmcri/ d by ne r hi clients trust in God said that: 

His \Vife 11'0.1 /l egol i\"(' hilt he is positive. / always lell him to start the medication (ART) but, 

h . ,r. . . I . . . ' . /-.1 thly to have HlV test at this 
e le)II.\e.\ Jetle\ 'I/lg IIIlIl Cod \\ '111 cllre hllll . Ie comes man · . 

h . I . h b ' e oifthe holly waters or a 
OSplla . IJe/ore II/uki/l.!!. euell lesl he lells me that he as een man 

religious leacler //(/.\ pruyec/ or hill/ thaI he is hoping/ or cure. 

Aman frOI11 - MI I I-" t) r c or disco rd ance plained that hi s wife resisted to start medication in the 

face of her recurrent heal th r roblcm. he prererred to solely rely on religious treatment for many 

years. He stated : 

She h . . . . ' n want to visit health centers. Her 
as ,efusecllo .\101'1 Ihe lI1 edlcalion. She doesn t eve 

trust 11>0 ' " . ' • . holly She reasoned that God is 
waters. 

. 1/7 rell,!!.IOIi. healings ltke , vlsltmg 
0111 . d If, 's the only one who can 

nlpolem, / Ie is the one \\'ho made this (the di scordance) an e I 
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solve if I lried (/ 101 10 co/will 'e h ,. bill ... . She has been sol I . I" e Y USing re 19lOUS healings for 

three years {/ ier lit ' Aile" Ihe 1'.'1 P . 1111. Finally, when she became extremely ill, 1 brought 

her to Ifospiwl (/1Ic1 \he //(/.\ h U /1 Ir oled or Ihe las I couple Of days D d 
'j . rOr your won er, she 

was /10 / e\'e ll illleu'.l/ed {() like l17edi ali 17 in the middle of the treatment. Thanks to God, 

now she is ill (/ good heul! h .1/0111. '. , h , ha a reed to take the medication when she observed 

her quick recm'en .<";he i.1 so gl I(/ Iho l . 'he ·w. ivedfor her children. 

Asdiscussed earlier. religion \\a : m 'nlion d a major \ ay of explaining HIV discordance. They 

relieved that it i ' CjoJ·.., \\ i II and ~ra that a cd the negative partners. Hence, it is highly 

~robabl e that one ma) e.\1 eet th ') \V r m re like l to rely on God to deal with the problem. 

However, the real it) is that Jllo: t in rmant do not so lely depend on religion. Rather, they have 

Ine tendency to cOlllhine religion with ragmatic (medi cal treatment) ways. A female (+M/-F) 

informant exp lained her he I id to u b th trategies \. hen she said : 

The 111051 \-;/(11 Ihilll!. il 10 helie\'e ill Cod. econdary 10 thaI it is also importanllo use Ihe 

condom properl\ ·. 

One informant (_ 1\1 I:) c:\ r la i n 'd h \V r Ii gion played a role in maintaining his trust in his wife. 

He said : 

.. . we bOlh \\'ere hmll.!!.hl lip ill (/ hllrch and gal married though religious marriage (teklil) . 1 

. k h is not that kind of 
don 'I jeel 11701 sill' " .(/.\ ill eel ' I a. (/ res lilt of promiscUIty; 1 now s e 

person ... \I 'e 11'11.1'1 e(lch OIlier ... 

Even tho I '. . d I' g with discordance it was 
ug 1, rel igion \\ as c.\rec t d to pia a pivotal role ill ea ill 

discovered I . . way of going through their 
t lat onl) fc\\ of' the info rm ant mentioned reli giOn as one 

d m use ART 
problem M . . ' h nisms like proper con 0 , 

. ost III form ant . ci ther mentioned clentJfi c mec a 
Or . . and holly water). 

IllIXed . . . strategies (prayillg 
way that is both cienti fi c and re li giOUS COPillg 
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· the stud\' \\as 'onduc t'd n th 
~ I nce - up le who avail themselves at health facilities, it 

mig~t be unreali stic 10 concilld' that r lioi n plays a minor role to deal with their situation , 

T~ere mi oht be a nu mber oj' p 'o pl ' \\ h h ve not brought themselves to th tt ' f ' 
II 0 e a entlOn 0 medical 

treatment by resorti ng to other h 'ulin pt i n includi ng religious or faith healings, 

1.12. Support from one' pa r tne r 

~y defin i ti on marr iage impli '" the ra tin 0 f the two partners. Once after marriage was 

concluded the par1ne r~ , hare righ t - and r p n ibi liti es and they are dependent on one another. In 

aserodiscordant re la tion..,hip th' P iti e pa rtner is dependent on the negative one for his/her 

~ea lth at least for their r") ' hoi pi al an ocial well-being if we agree on World Health 

Organization'S defin ition of h 'alth a mplete state of physical, social, mental, and spiritual 

well·being, /\ one \\ oman (- 1 , I:) ' ta t d: 

II is painful or IIIL fo let' 111.\ ' 1111, h II1d and Olher f amily members troubled wilh me when I 

gel sick. SOIll C! t iIllL'l I eel III If (jo / i, '0 un air; why il happened to me? .. , 

As this informant succinc tl) lut . h i 11 Ie troub led soc ially, mentally, and spiritually than 

~er physical il1 fir mit ) , :oc iall), h' fe lt that he is hurting people around her. Mentally, she 

pointed 0 t h ' trollble others, Sp'lrl'tually, she indicated that she is u t at It was ra in flll for h r t 

olaming God for pUll ing her in ' ll h ondition, The participants indicated that the negative 

partner I I'nextricably interwoven problems, Most 
pays a sign i li ca nt role in managing these 

Positive' I' • h n they said for instance, 'thanks 
1n 1orm ants depi cted the role of the negati ve partners w e 

10 him " 'She is the pi//w" and the li ke , man (+M/-F) explained his partner's support as : 

I have no ' ' / ' . he ,'s 111e pillar aifmy life 
\I 0 1 (S fo c!Xp/W II her supporf , 

Anoth fi om the traumatic event of 
er person ( M -1 -) e:\ pre ' ed hi i fc support to recover r 

~Owi ng HI 
Y posit ive statu ' a ~ lIows : 
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I have been so desperale Ihol I never thought ofrecove M " 'Y, y mot/vatlOn for work has been 

so demolished, .. . Ilo,,'el'er. thanks 10 her .. . l recovered in h ' , a s art period of time. 

The positi ve part ners repea ted ly uggested acceptance from their partners was the most 

important th ing they need . One woman (-MI F) suggested that: 

Once III V discou/clI1ce happened. couples should believe in thepos 'b'l'ty ifl' , Sl I I a Ivmg logelher, 

Even in a re/oliol1ship II'here Ihere are no children, the negative one should nol leave 

his/her parlner .. . Seporcilion makes Ihe positive one afish out of water, The negative one 

should relll elllher Ihe post .. . 

This woman has clearl ) pu t the im po rt ance of the negative partner as a resource for the well-

being of the po ili\ e one in crodi cordant relationship, 

The positi ve part ners highly rely on their partners in one or another way for their well-being, On 

the other side of' th e co in , th ere \ ere instances whereby the negative partners consider their 

partners as th c one on \\ hom th y de pcnd fo r their health , These informants were those who have 

chronic di seases other than III , They indicated that their partners were their care takers as there 

arc some chronic ill nesses tha t require close follow-up than HIV, A woman (+M/-F) specified 

how her role as a caregi \ er ha changed arier she became a chronic patient when she said: 

' . , ' h h takes care oifme for 1 have an 
.. ,nOI\l, If s nol lIIe Irho J!,i l'es help ralher he IS t e one w .0 

asthma. 

A h ft h h band was diagnosed 
not er woman reported lhat her elf esteem has improved a er er us 

aiabetic. She taled: 

Pr ' ' lfielt 1 was subordinate (Yebetachnet 
eVlously I Ihoughl Ihol 1 am dependent on him, 

fi I if he is more 
YisemagnoI) 10 him A Iei' he was f ound diabetic he started to ee as I 
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dependen f 011 lI1 e. lIe fells l17e fhat his is more serious th . 
an mme. Indeed, he is selective in 

his diet and he needs closer Ol/ention than me. Th' h h I 
IS aSe ped me to avoid my sense of 

inferiorit)'. 

This implies th at po 'itivc pa rtn cr in di co rdan t relat ionship face the challenges of psychological 

aisturbance. Howcver. as a ma ttc r of co inc idence the negative partner's chronic ailment helped 

the positive partnc rs to regain th ' ir cl f image. 

5.13,Support from oth e r 

The type of support tha t t he po . i t i ve pa rtner deri ves from his/her partner, as indicated above, was 

oasicallyemotion al and economic upport. Informants have also outlined that they need others 

primarily for thc ake of' cconomi 'upp n that they may get from them. The generic term others 

was used here to re fer to a rang' of upp rt cn ters that extend in the continuum from the support 

provided by closc rela ti\ l:.' to in ·titutiona l upports given to HIY discordant couples. In thi s 

continuum oll e can lind rc lati \ c . fri nd . neighbors, and professionals (counselors and health 

care providers). 

Informants havc ull derpinned til ,lt th type of upport they received from others was typically an 

econ . . c. (+M/-F) to understand the omlC suPpOrt . Let'" tal--e a loo k at thc ~ 1I 0wIIl g quote (Tom a man 

IUppOrt inform allt got from otil ' r, : 

I di I ., . .. . HIV status hoping that they will 
Sc a,led I() close reluf/l'('.1 IIIlIlIedwtely afrel I knew my 

who live abroad I would not have sUpparl ll7Y fam ily Iluc! if I/o f been or my two brothers 

. . , ram and the financial support from 
raised my childrel{ Food . 1I{J{Jo rf . /'om World Food PlOg 

'Mekdim Elhiopio (/\ ati onal PL HA sociation) have helped me a lot. 
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man (-M/+F) added 10 th at when she stated how her neighb hid 
A wo or e pe her to go through her 

~roblems as foll ows: 

[give the greatest credit fc),. 111)1 slIrvival to an old woman who ' . hb . 
IS my nelg or. She IS the 

one who pilI JII e in tOllch lI 'it!? the organization from which I rece' d 'lk d h . 
Ive ml an at er food 

support fo r one yeor (lnd ha(( She i always there to provide me with everything 1 wanled. 

The other type of support thut inform ant mentioned to come from others can be classified as 

ins/rumen tal support . Instrumen tal uppon here was used to refer to the role that people play in 

creating a lin k bet\\ een suppo rt cen ter and HIV discordant couples. One sort of instrumental 

support that has been alread ) mentio ned in thi s paper was the role others play in pushing the 

~ositive p3l1ners to bri ng th e i I' cond i t ion to the attention of professionals. This can be labeled as 

instrumental support in tha t othe r ha e played a pivotal role in linking the person with health 

care providers. 

Some inform ants praised mo re fre quentl their counselors than health professionals in helping 

tnem deal with their P S) ch- -ocial I roblems. A man from +M/-F relationship expressed his 

gratitude to his cou nselor as fo ll o\\ -: 

M . . b . , t desperation; he has sawn the y Counselor IS r('ol'" a speClol person. I have een In a gl ea 

seeds a/ hope to 1Il\ ' life Ilis encollragement has changed my life greatly. 

The class' fi ' . and others shou Id not be I ICatl on of suppo rt t) pe ' th at info rmants get from partners 

~ken a I' fi cat'lon \,\'as made rather to show that certain types of s mutuall v exclusive. The cia 

SUpport ' d' d above for instance, 
Were VIC\\ cd as suppo rt deri ed fro m particular source. As Iscusse 

~anners ' . . . However this kind of support may 
pnmanl y pro\ ide emotional and economiC secunty. , 

ilso Corn f . base The economic support 
e rom co u n ~elo r u ' it \\ a lucidly fo rwarded m the a ove c . 
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from . may not be considered as support rather it may be considered as the'lr one's partnci 

prerogative. 

In a relations 11 P I · ",here the bread \ inner was negative, usually in a male negative type or 

I ere \\ as a Ic ocr tendenc to di sclose to others. This may partly explain the ract discordance. t1 

les wcre motivateu to di clo e to others to cope with their economic problem. that coup 
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CHAPTER SIX 

CONCLUSIONS 

Patients' und erstandin g about a pa rt icul ar disease largely depends on the 'In~ t' h . • orma IOn t ey ga in 

from health professionals. In a 'ituati on where these professionals fail to provide accurate 

informat ion . it is arparcnt th at the cO lll mu nity at large will also be disoriented and mi sinformed 

about health issue rhc prc 'cnt tudy has revealed that there was an extensive misconception 

both among the cou p Ics and r i e pro iders about HIV di scordance. This can be attributed to 

profess ionals' (heal th in sti tuti on ' ) failure to accurately explain discordance to their clients. On 

the other hand. such rai lu rc of pro fe ionals (health institutions), could be the result of lack of 

policy level concern ror III di 'corda nt co up les who were not viewed as a hi gh risk group. for 

instance, nearly all ~C) inlorma nt be lie ed HIV discordance is a kind of rarity. However, the 

fact is that two-thi rd or ink ' ted coup le in Su b-Saharan Africa were discordant (De Walque, 

1007) 

The other factor th at 'ont ributes D r the pread of the mi sconceptions, as the findings of this 

stUdy d' , I munication among people in an Its th eoretical model sugge t . \Va the interpersona com . 

aiscord I \Vl1 en SO llle d'lscordant couples share to others in similar ant rc ati on ship . This 0pc I"lle 

situati'on tl . ., . C d d 'te repeated exposures. , 1Clr Success sto ry of rema Jll ln g unJn .ecte espl 

Th f both the couples and service 
ese findin gs suggest the need fo r rai ing the awareness 0 

~ . . d HIV di scordance can only be 
rovlders about I !I V di~co rdanc . Red ucing the confUSIOns aroun 



achl'eved if at leas t th e hca lt h profe ional and other people i th 
n e area were able to avoid their 

wnmisunderstanding as they are the primary source of information fI th ' o or e general public, 

The other im portant findin~ is that tho e co uples who didn't attend and wh ' 
~ 0 are not IIlterested to 

participate in counsel in g I rol'. r'lm \ ere more likely to engage in risky sexual behavior. Such 

couples tended to rely on thcir own per onal beli ef and experience in managing their relationship 

including thei I' se.\ ua I Ii rc and rep rod u ti e plan whereas, those informants who have attended 

counseling program: \\ erc fou nd t ex hib it a lesser risk taking behaviors. Therefore, as there 

were very lim ited or no efTon . aimed at pre enting HIV infection among discordant couples it is 

imperati ve to gi e att en ti on to coun cli ng programs which are targeted to discordant couples, 

Discordant coup I s hen e ~tron g d I I' to ha e a child (Spriggs and Charles, 2003), Especially, 

those who ne cr brcad a hi Id ut f thei r relationship faced pressure from relatives and 

significant others to rcprod u uch innuences are important indicators of the role of 

I'nter I I ~ 'd t 'I'ng the couples' decision, At persona and socia l ' tru ·tura l Ie e lactors III e ermlll 

interpersonal Ie cl one's lartnc r. 

their g , . eneratlon bCln g rcrla 'd , 

pa rent and significant others may have strong desire to see 

Thi can be attributed to societal value of seeing children as 

IOSurance du ring old agc and societal need to replace dying members. The pressure from 

significant otl1 el'S . d les to 00 for a chi Id through natural pregnancy forccd S0111 ,' di c r ant coup to 

(unsafe sex) U' I ' , ul1ad I'sable al1d is deemed as risky especially for horizontal " sin g t11 S mcthod I 

transmi ' 'Indl'cated that with the advancement of HIV treatment .. 
SS IOI1 , Il o\\ e\ cr, rccent find ing 

this natu I d rtain preconditions (Barriero 
ra concept ion i ' one pti n fo r discordant couples un er ce 

t . undetectable viremia under 
e a1., 2007) The 'c pre onditi on incl ude: the pos itive person havlllg 
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HAART, lack of other " I" [) s and ~ nh . However, what was fo d ' h 
un In t e present study is that 

these measures \\'ere largel) neg lec ted among the couples who gave b'rth ft ' 
II I a er the disclosure of 

tne discordancc and the proll:s ' ional . 

Even though ass i led rep roJuc li\ e te hn I gies arc ava ilable for HIV discordant couples in the 

aeveloped world. il i: not ea ' il y ac e ib l in Ethiopia. Though very difficult given its sky 

rocketing cost. cnhancing ac " .. 10 lh a i ted reproductive technologies might be one way of 

alleviat ing th e problem. "alural pr gna ne can also be viewed as another alternative given all 

the necessary pre onJilion ' \\ ' re fu lfi ll ed. Or else the couples can also be advised to use 

mechan isms li ke adoption 10 I'u lli ll th ir dream fo r a child , However, what was found in this 

study is that scn icc pro\ iJer: forb id any attempt for conception which in turn, 

aiscouraged couples in Ji : 'o rda nt re lati nshi p from seeking professional advice before 

conception. Service prO\ iJers h u Id di cu in detail with di scordant couples about reproductive 

planbecausc th c desire for a 'hi ld \\'a ne factor th at encourages unsafe sex. 

Discordant co upl es \ <lr) in th 'ir I II managemcn t. Some couples utilize effective strategies like 

safer sex, smooth cOlll munica tion . and 0 pcrati on. For some others the presence of HI V did not 

affect th . . elr relat ion ship . .'uch ontinued to have unsafe sex and the discordance did not 

interfere' I . . , I " ' I' I' 11 . E. ell Olne oth ers seem to be aware of the need for 111 t lclr reproJuCIl \ ' u-: _ 

preea . . . ' u les who indicated coitus utlOI1 but. faded to kno \\ ho\\' th I can do It. For rn stance, co P 

Interrupt . d' 'entedl'n that they believed it can protect the s as a pr ' \ entl\ e III 'cha ni m \ cre ISO ri 

Iransrn i 5S i 
on ofthc \Iru~. lien 'e, ' OIllC of th 

'I and . . I'ke coitus interrupts, Sl ence, oprng strategies I 

~Ie relia 
nee on reli gion can b' r ga rdcd a 

, For instance, coitus 
ineffective coping strategies, 
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, ts coul d not rl"c\ ent the trun ml Interrup ion of HI V; si lence about HIV h " . 
, even tough, It avoided 

me couples the tension thu t 
for SO uld be created as a result of thinking about HIV C h . 

, lor ot ers It 

resulted 'In a sense or neglect umon J th p iti e partners a d I 
n comp ete reliance on religion may 

constrain the search ror treatm 'nt rr 111 thcr optio ns. 

me negati ve part ners \\ ere round t pi a a decisive rol e in the management of HIV among 

aiscordant couples hoth rositi \ 'I) \\' II a negati vely. Some of them played an important role 

oy remain ing cOl11mitted and ' op rat iv to their partners. Surprisingly enough, some others 

nave contr ibuted ignilic<lntl) fo r th In on i tency of condom use among the couples. This 

suggests the need to ma!-.e the n 'ga tl vc partner part of any future interventions targeted to 

aiscordant cou pie 

In general, we nc 'd to addre -: th kn \\f ledge gap that service providers have about HIV 

aiscordance which in turn helr<; t av id th clients' confusion. Further, enhancing reproductive 

nealth service for III \, disco rdan t upl i a timely issue. Detailed guidelines on how to 

eaucate and Coun "C I III \ . -0 i 'icorda n t are urgent ly needed. 
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ANNEX A 

An interview guide for informants 

Demographic ch arac teristics of participants 

I. Sex _ _ _ 

2. Age _ _ _ 

3. Educati onal level ----------

4. Occu pation_ -----------------

5. Do you have chi ldren? ------ --

5.1. I f yes what i th e number of your children? -----

6. Do yo u \\'antlO have child ren? - -----

7. HI V status 

7.1. Ifpo ' itive are .ou on ART? ------------ -

8. What is the to ta l number of years stayed in the current relationship? ----

9. What is th e tota l number of years after the disclosure of HIV status? ---

10. Have you and) our partn er been tested for HIV before starting your relationship? _ 

Question s related to knowledge about serodiscordance 

II. How did yo u know yo ur di scord ant status? 

II. I . f f
· (' t t' g what was the reason for 

I ) au or your partner or both 0 you went lor es 111 , 

testin g at that time') 
~ . 

12. Wh at do you think i the reason for discordance? 

13. What i yo ur ouree of informat ion about discordance? 



Questions rela ted to changes in life 

14 What changes yo u observed in sexual relations after the d'iscio fHIV ' sure 0 status? 

IS. Do you thin k that the di cordant status has forced you to change your plan of hav ing 

child/ch i ldren ? 

16. Wo ul d yo u exp lain the overall changes in life you experienced after the disclosure of 

HI V sero s t a tu s~ 

17. What do you fee l abo ut Ii ing in a di scordant relationship? 

Questions rcl atcd to ma nagement and challenges of living III serodiscordant 

relatioll sh i P 

18. ls it your interest to main tain your current relationship? 

19. Could yo u tell the rea on for maintaining your discordant relationship? 

20. How do you pro tec t the transmission of the virus from infected to un infected partner? 

21. What challenge you faced because of your discordant union? 

22. What do you thin ),; hould be done to improve the condition of discordant couples? 

Ques ti ons rcIa tcd to th c role of social support 

23 . Have you disclo. ed yo ur di co rdance status to anyone else? 

23.1 . 1 r) cs. to \\'h om ~ 

23.2 . Ifn o, \\h) n o t ~ 

23.3. Wh at are the advantage and di sadvantages of telling to others~ 

24 . . ' . with the discordance? (only for 
. What IS the con tribu ti on of the negati ve partner 111 copll1g 

HIV po itive pa rt ncr) 

25 . How do you ~e other perception about your relationship especially famil y members 

(father, mother, ' i ter . and brothers) and fri ends? 



26. What social se rv ices are ava il able specifically to HIV discordant couples? 

27. Do yo u thi nk it will help if there is an association specifically for serodiscordant couples 

whi ch is the case for other people li ving with HIV? 

28 . You can te ll if yo u have any thing else you want to tell me . 
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ANNEX B 

An interview guide for an in -depth interview with key-informants 

J. How do you think orn e peo pl e remain uninfected while they were repeatedly exposed to 

HIV? (O r thi ' Illa) be a ked a ' \ hat are the possible reasons for serodiscordance?') 

2, Wh at are the cha llenge rai cd b serod iscordant couples? 

3. How hould scrodi 'co rd ant oupl e manage their life, particularly, sexual life? 

4, What \\ ould ,ou ad \ i e to tho e erodiscordantcoupleswhoareinneedofchild? 

5, Wh at typical di fTer n y u ob er ed between serodiscordant couples and other people 

livin g ",i th III V',, 
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Ghandi Ho pital 

Yekatit 12 11 0 pi tal 

Zewditu Ho pital 

Menil ik 2nd 
1-1 0 pi ta l 

Ras Desta 11 0 pital 

Addis Ababa 

)2. ~Vo A (A Ird 51 bO ( 9-7-'!­

to (5 12~.o3 _ 
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(;"I'/:'~-"" \ 

....... : 

;' 
Date 

. ~ , . .' 

Subject; A request to a 110\\ re ear h \\ ork at the hea lth center 

This letter is to ~Up pO r1 Daniel Tadesse to conduct his research, which is titled as "HIV 

serodiscordant coup le in Addi Ababa ' An Exploratory Study." 

The study propo 31 \\ as duly re iewed and approved by Addis Ababa Health Bureau IRB, the 

Principal investi gat or i informed \\ ith a op of this letter to repon any changes in the study procedures 

and submit an a tiyity progre s r pan 0 the Ethi al committee as required. 

There fore we request the Heal th ~ ilities to prov ide support to the principal investigator, 

Cc 

To:-

; nie l Tadl' Sl' 

",. ~di Ababa 

Ethi al il'aran ' ommi llee 

Iicallh Bur'au 

, " , ' 
I • 
/ .. ' " , '0 _. 

"" I ' ~ . 
" . : , ''''I''', ': I __ 
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ETHI CAL REV IEW CO MM ITTEE 

ETHICAL RE lEW FORM 

P.O. Box 30738 Fax No. +251 115515689 Tel: + 25 1 11 5 5 139 II 
~:. " II I V cro-di co rda n! couples in Addis Ababa; an Exploratory Study" 

.. allnvestioato r Danid Tade se 
~ CRnIT~ERR~I/\t11I T~E~/i! ------------Ii------~RA7.J=m~G~---------

consent form 
\. Does the con cnt ontai n all the necessary 

infom1 ation that the ubje t hould be 

aware of' 

2. Are the objecti \ e 
stated? 

3. Are provi sions to 
described and a ept d? 

Ju sti e 

4. 

s. 

6. 

7. 

8. Recommend ation 

9. Remark 
Ethical Clearance Committee ;\l ember : 

Name 
~ 

tud), clearly 

In the use of 
other biological 

onfldentiality 

ompetent to 
ien tifi alI ' ound 

1. Ato Alemu Haile ma ri m 

2. Dr. Add i A 'alu 

3. Ato Ezra ;o.,l uluneh 

_Yes 
-------Requires revision 
-----··No 
__ Not applicable 
·······Not attached 
_ Yes 
-······No 
.....•• Yes 
·······Not well described 
·······No 
yNot applicable 

licable 

_Yes 
...• ···No 
-...••. Not applicable 
.•..•.• Unable to assess 

Yes -..•• ···No 
~Not a licable 
=- Approved on condition 



ANNEX D 

Consent Form For informants 

1 ___ ---------- hereby agree to participate in an interview carried out by Daniel 

Tadesse for the purpose of re ea rch. 

I agree that my parti cipation in th is re earch project is voluntary but not binding and that I may 

withdraw from the proj ec t at any tim e if I wish to do so without any penalty and this will not 

jeopardize my futu re treatment b m doctor or counselor who will not be informed of my 

decision . 

I have been inform ed of the purpo e of the study and have received information. I have been 

informed that partic ipation in th e tud y is oluntary and every attempt will be made to keep my 

details confidenti al. 

I agree that my intervie\\ wi II be recorded onto an audio tape and this will later be transcribed to 

paper, after wh ich the tape ' \\ i II be deSlro ed. I have been informed that my responses will only 

be used for thi s resea rch projec t. 

I have been informed and as ured th at \ hether I choose to participate or not in the research, my 

doctor or counse lor will no t be informed of my dec ision. 

Signed at on ____ day of ______ (Month) ___ Year 

For . . 
quenes or Information callillc 

D . anlel Tadesse 

0912259659 



ANNEX-E 

consent form for key informants 

_ - - - ------ hereby agree to parti cipate in an interview carried out by Daniel 

Tadesse for the purpo e of re earc h. 

I agree that my parti cipati on in this research project is voluntary but not binding and that I may 

withdraw from the project at an y time if I wi sh to do so without any penalty. 

I have been in fo rmed of the purpose of the stud and have received information. I have been 

informed that pa rt icipati on in the stud y is vo luntary and every attempt will be made to keep my 

details confidenti al. 

I agree that my intervicw wi ll be recorded onto an audio tape and thi s will later be transcribed to 

paper, after whi ch the tapes will be destro ed. I have been informed that my responses will only 

be used for thi s research projec t. 

Signed at 
on ___ day of _____ _ (Month) ___ Year 

For queri' . es or In form ati on ca ll mc 

Daniel Tadess 

09 12259659 
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