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ABSTRACT
Background World Health Organization (WHO)
guidelines recommend dual contraceptive
method use with condoms and another
contraceptive to reduce both incidence of HIV/
sexually transmitted infection transmission and
unintended pregnancies. This qualitative study
assessed the barriers to and motivations for dual
contraceptive use in Kenyan HIV-serodiscordant
couples.
Methods HIV-serodiscordant couples in Nairobi,
Kenya, were recruited from two longitudinal
cohorts. Qualitative semistructured interviews
were conducted using a semistructured
questionnaire. Twelve male and 12 female
members of serodiscordant couples and 10
women with incident pregnancies during the
cohort studies were included.
Results Few couples reported using dual
contraceptive methods, with men reporting more
condom use than women. No HIV-seropositive
men or HIV-seronegative women reported using
non-condom contraception. Men and women
agreed that men play a dominant role in decisions
to use both condoms and contraception in HIV-
serodiscordant couples. Participants reported that
perceptions of side effects, male partner
preference, and reproductive desire were critical
factors in contraceptive decisions. Both men and
women saw dual contraceptive method use as
redundant and a sign of possible unfaithfulness.
Many participants actively desired pregnancy, but
few were able to accurately define monthly
fertility windows.
Conclusions Dual contraceptive method use was
low in these HIV-serodiscordant couples, with
some couples finding it unnecessary while using
condoms, and others being more focused on
conceiving a child. Biomedical HIV prevention,
including male circumcision, pre-exposure
prophylaxis or antiretroviral therapy to reduce HIV
transmission, may be more acceptable strategies
to promote safer sexual relations among HIV-
serodiscordant couples and safer conception
when desired.

INTRODUCTION
Globally, it is estimated that nearly half
of all new HIV infections occur in long-
term, stable heterosexual couples.1 In
Kenya, 260 000 married or cohabiting
couples are in an HIV-serodiscordant
relationship, and it is estimated that
44.1% of new HIV infections in Kenya
occur between stable couples.2 3 The
World Health Organization (WHO)
recommends use of dual contraceptive
methods to protect against HIV/sexually
transmitted infections and unintended
pregnancies among HIV-serodiscordant
couples.4

Dual contraceptive method use is
defined as use of both a condom and an
additional highly effective contraceptive
method. While ‘perfect’ condom use
alone can provide contraception, typical
condom use results in a 1-year cumulative
incidence of unintended pregnancy of
nearly 15%.5 Other contraceptive

Key message points

▸ Despite counselling about dual contra-
ceptive use, most HIV-serodiscordant
Kenyan couples did not use both
condoms and another modern
contraceptive.

▸ Pregnancy desire reduces both contra-
ceptive and condom use among
HIV-serodiscordant Kenyan couples and
leads to unprotected high-risk
intercourse.

▸ Biomedical HIV prevention (circumci-
sion, treatment as prevention or pre-
exposure prophylaxis) could be key
strategies for safer conception and
reducing HIV transmission in
HIV-serodiscordant couples.
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methods (e.g. intrauterine devices, hormonal contra-
ceptives) are more effective at preventing unintended
pregnancies,6 but do not protect against transmission
of HIV or other sexually transmitted infections;
therefore use of dual contraceptive methods is
recommended for preventing both HIV/STI transmis-
sion and unintended pregnancies within
HIV-serodiscordant couples.5 6 Although serodiscor-
dant couples who participate in voluntary counselling
and testing have shown sustained, but imperfect,
condom use,7 dual contraceptive method use in Kenya
remains low.8 9

Within two large HIV-serodiscordant couple
cohorts in Kenya,10 11 where individuals had disclosed
their HIV status within the couple, a high proportion
of women (9.7%10 and 15.3% over 2 years12) became
pregnant despite regular counselling on both condom
and non-condom contraceptive method use, provision
of free condoms, and access to family planning ser-
vices. Previous studies have investigated determinants
of condom use alone,13 but little is understood about
determinants of dual contraceptive method use, and
there are few published qualitative studies from sero-
discordant couples. Among HIV-serodiscordant
couples, desire for children, perceptions of hormonal
contraception, and the HIV-seropositive partner’s
gender are possible influences on dual contraceptive
method use.13 Studying dual contraceptive method
use is also important since pregnancies in serodiscor-
dant couples, especially those not using antiretroviral
therapy (ART), are evidence of risk behaviour that
might result in HIV transmission. We designed a
qualitative study using semistructured interviews to
assess the barriers and motivations for dual contracep-
tive method use among Kenyan HIV-serodiscordant
couples recruited in the Nairobi area.

METHODS
Study recruitment
Study participants were consenting HIV-serodiscor-
dant couples already enrolled in one of two separate
cohorts: CAT10 and pre-exposure prophylaxis.14

Serodiscordant couples were eligible for these studies
if the HIV-seropositive partner had not started ART
and did not have advanced HIV (WHO stage IV).
Exclusion criteria included pregnancy at enrolment.
Couples had to report having intercourse at least once
per month and be planning to continue the relation-
ship for 2 years. In Kenya at the time this study was
conducted, only HIV-seropositive persons with
advanced HIV (CD4 <250) were started on ART;
therefore the HIV-seropositive participants in this
research were not taking ART. In May 2009, a
random list of all eligible couples enrolled in the
parent trials was generated, and couples were invited
in sequence to participate. Both partners in the
couples were interviewed separately until 24 inter-
views were completed. A random list of women who

became pregnant while enrolled in the parent studies
was generated, and 10 pregnant women were invited
to participate. Interviewers determined that saturation
was achieved with these 34 interviews.
The Institutional Review Board of the University of

Washington and the Ethics and Scientific Research
Committee of the University of Nairobi and Kenyatta
National Hospital approved the study procedures and
semistructured questionnaires. Participants provided
written, informed consent before interviews and were
reimbursed 600 Kenyan shillings (US$7) for their
involvement.

Study procedures
Trained research assistants used semistructured ques-
tionnaires to conduct interviews in Kiswahili or
English, depending on participant preference. Male
and female members of couples were interviewed sep-
arately. Pregnant women were interviewed without
their partners. Interview questions focused on:
partner relationship dynamics; reproductive desire,
including the influence of HIV status and knowledge
of safer conception strategies; contraceptive knowl-
edge and practices; condom use; and sexual partners.
The interviews were digitally audiorecorded, trans-
lated into English if in Kiswahili, and transcribed with
independent quality checks.

Qualitative data analysis
After interviews were transcribed, a common induct-
ive approach to coding based on a grounded theory
approach was used to analyse the qualitative data.
After each interview had been read through several
times, analysis proceeded with development of codes
to describe the data, focusing on themes of fertility,
pregnancy, contraception, and condom use for both
contraception and HIV protection. The codes were
developed using a constant comparison of data
through open coding, axial coding and selective
coding to identify themes and experiences revealed
during the semistructured interviews.15 Two investiga-
tors (LB-Y and GM) worked to create the original
codes and conduct the initial coding. A third investi-
gator (FK) then used this codebook to code the data.
The investigators compared codes for consistency,
addressed any discrepancies, and mapped larger
themes.

RESULTS
Study participants
In total, 34 individuals participated; this included 12
couples, in which there were 5 male and 7 female
HIV-seropositive index partners (Table 1). In addition,
4 HIV-seronegative and 6 HIV-seropositive women
who became pregnant during the parent studies
were interviewed. No HIV-seropositive men or
HIV-seronegative women reported using non-condom
contraception (Table 2). All HIV-seropositive men

Research

2 Roxby AC, et al. J Fam Plann Reprod Health Care 2016;0:1–7. doi:10.1136/jfprhc-2015-101233

copyright.
 on M

ay 19, 2023 by guest. P
rotected by

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1136/jfprhc-2015-101233 on 10 F

ebruary 2016. D
ow

nloaded from
 

http://jfprhc.bmj.com/


reported 100% condom use; no seropositive or sero-
negative women reported 100% condom use. Only
three out of seven HIV-seropositive women reported
any contraception use. Condom use was reported
more than non-condom contraceptive use among all
participants.

Barriers to and motivations for dual contraceptive
method use
Four key influencing themes regarding barriers to and
motivations for dual contraceptive method use
emerged in this study: condom use, non-condom
contraceptive method use, dual contraceptive method
use, and pregnancy desire.

Theme 1: condom use
Condom use among HIV-serodiscordant couples
varied between the individually interviewed cohorts,
with HIV-seronegative women reporting the least
condom use and HIV-seropositive men (partners of
those same women) reporting the most. The majority
of pregnant participants reported that their partner
had refused any condom use despite knowing the risk
of HIV transmission: “It’s only me who forced him
which results in my disagreement with him and
because he is a man, at times he defeats me in my
struggles and has sex with me without a condom”

(HIV-seropositive pregnant female). A minority of
non-pregnant women noted inconsistent condom use
due to pregnancy desire. HIV acquisition was overtly
mentioned as a risk many were willing to take to con-
ceive a child: “But sometimes if we want a child, we
say let’s not use condom, let us just do without”
(HIV-seronegative non-pregnant woman).

Both men and women expressed concern that
condom use interfered with the emotional aspects of
sexual encounters and decreased sexual pleasure: “If
you do it with a condom, it’s not good. (laughs)….
Because you are used to flesh to flesh but rubber to
flesh is not good” (HIV-seronegative non-pregnant
female). “Using the condom due to the disease, I
know she is not happy the way we are doing it. It’s
like giving kale and ugali[Kenyan starch dish] to
someone who is used to meat and ugali”
(HIV-seronegative male).
Some couples were motivated to use condoms for

HIV protection, which resulted in perceived less need
for another contraceptive method (see below).

Theme 2: non-condom contraceptive method use
Regardless of participant gender, perceived side
effects of hormonal contraception were listed as sig-
nificant barriers to utilisation. In interviews, 22 out of
24 men and non-pregnant women specifically stated
that these side effects influenced the use and/or choice
of contraceptive method. Among the pregnant women
interviewed, all mentioned these adverse effects as
deterrents to their use. Perceived side effects included
decreased libido, malignancy, birth defects, weight
gain or loss, malaise, hypertension, skin manifesta-
tions, and infertility following hormonal contracep-
tion use: “The fears are… if one was using
[contraceptives], one may give birth to a baby who
might have deformities” (HIV-seropositive female).
“Some women develop abnormal growth in the uterus
which discourages many women … and the fact that
you may not get a child when you want, even after
you quit using them” (HIV-seronegative pregnant
female). Participants cited their personal experiences
and those of friends, relatives and counsellors.
Among the pregnant women interviewed, male

partner disapproval was reported as a barrier to non-
condom contraceptive use for six of nine of them:
“My husband doesn’t trust them, because he says they
are not reliable” (HIV-seropositive pregnant female).
“It’s because my partner convinced me that since he
was using the condoms—thus there was no need of

Table 1 Description of 34 in-depth interview participants

Participant description Number (%) HIV serostatus

Women, not pregnant 7 (20.5) Seropositive

Women, not pregnant 5 (14.7) Seronegative

Men 5 (14.7) Seropositive

Men 7 (20.5) Seronegative

Pregnant women 6 (17.6) Seropositive

Pregnant women 4 (11.7) Seronegative

Table 2 Reported use of condoms, contraception and the dual contraceptive method among male and non-pregnant female participants

Couple: man HIV-seropositive Couple: woman HIV-seropositive

Reported use Men (n=5) Women (n=5) Men (n=7) Women (n=7)

Condoms

Consistent 5 (100%) 3 (60%) 6 (86%) 6 (86%)

Inconsistent 0 2 (40%) 1 (14%) 1 (14%)

Contraceptives 0 0 3 (43%) 3 (43%)

Dual contraceptive (condom and contraception) 0 0 3 (43%) 3 (43%)

Consistent condom use was defined as ‘with every act of intercourse’. Inconsistent condom use was defined as ‘sometimes using a condom, but not
100%’. Contraceptives were defined as ‘any highly effective method’; those available in Kenya at this time include combined oral contraceptives, depot
medroxyprogesterone acetate (DMPA) injections, progestin-only pills, copper intrauterine devices, implants, and tubal ligation.
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me using injection and contraceptive pills”
(HIV-seronegative pregnant female).
Current or potential pregnancy desire strongly

influenced non-condom contraception use. Two-thirds
of pregnant women interviewed reported not using
contraception because they wanted a child. Among
non-pregnant women, only 4 of 16 women cited a
desire for children as the reason for not using hormo-
nal contraception. Other reasons included community
opposition: “He[her husband] talked with other
people about contraception… those old men told him
if your wife uses contraception, let her go…sometimes
women in our neighbourhood, they tell him maybe
God placed one child only in the womb so if you
family plan, how will you get that baby”
(HIV-seronegative pregnant female).
Men also described strong fertility desires, and

these were an important barrier to family planning
use, especially in partnerships with no children or few
children: “To me a person who family plan has a
family already…This is a childless marriage, so we
can’t family plan. I only use the condom because of
our status, otherwise I can’t talk of contraception with
this particular” (HIV-seronegative male).

Theme 3: dual contraceptive method use
The majority of participants noted that condom use
alone negated the need of any other contraception.
Participants felt that condoms provided adequate pro-
tection against both HIV and pregnancy: “she was
using a contraceptive pill before we realized …our
status, but now it is irrelevant … because now
condom does everything. She is not using anything”
(HIV-seronegative male).
Furthermore, many men and even some women

interpreted the concept of dual contraceptive methods
as evidence of unfaithfulness “I decided to abandon it
[hormonal contraception] because we are now using
the condom and I don’t have any other relationship
outside my marriage” (HIV-seronegative female). “My
opinion is to continue using condom. There is no
need of using any other method. If I do that, it’s like
being ready to have extra-marital affair, which is not
good” (HIV-seronegative female).
Dual contraceptive use was only reported among six

individual participants, including three HIV-seronegative
men and their three HIV-seropositive, non-pregnant
partners. These individuals reasoned that, while condom
use strongly protected against HIV transmission, it was
less likely to protect against an unintended pregnancy.
Two of the HIV-seropositive women reported concern
that their partners would intentionally compromise the
condoms: “Men are crooks, he can even prick it. I care-
fully monitor him and keep the torch nearby so that he
does not prick it…. I feel I would rather use the injection
together with the condom.”
HIV-seronegative men also justified the use of dual

contraception because of concern that the condom

would unintentionally break. One stated, “You can
use this condom and find that it’s broken and maybe
the lady was fertile, then she becomes pregnant. Then
it becomes a problem twice, the condom is broken
and she becomes pregnant.”

Theme 4: desire for pregnancy
Desire for pregnancy strongly influenced the consist-
ent use of condoms, and those participants wanting
children would often abstain from condom use in
order to conceive, even with knowledge of HIV trans-
mission risk. As one HIV-seronegative participant
explained her planned pregnancy, “Yes, because imme-
diately after my periods we met, and that’s when I
conceived. We purposely decided against the use of
condom during that time… I was extremely happy
though concerned—I was scared I may have con-
tracted HIV when we failed to use a condom.”
Participants recognised and understood that there

were options available to minimise periconception
HIV transmission risk (at the time of this study, proven
techniques were limited to sperm washing and assisted
reproductive technology), but these were viewed as too
costly to be relevant to their own situation: “The only
one I can remember is the one involving extracting
sperms, washing them, then testing it and put it inside
a woman to fertile, though we … understand it is very
expensive” (HIV-seronegative pregnant woman).
Home insemination to protect male HIV-seronegative
partners was not mentioned by any participants as an
option.
Participants reported being counselled to try for

pregnancy during fertile windows. Assuming a 28-day
menstruation cycle with peak fertility days occurring
between days 9 and 14,16 only 15.2% (5/33) of the
interviewed participants had an understanding of their
optimal fertility window (Figure 1), although some
reported that they practised timed unprotected sexual
intercourse within their perceived ‘fertile’ time frame
(Figure 1): “I was told that if you understand the
women’s cycle well, once in a while you can have sex
without condom for the sake of looking for a child…
I don’t think the two days I haven’t used will affect in
any way” (HIV-seronegative male). Many participants
described wrongly that their peak conception time
occurred in the days leading up to menstruation: “Ok
I know it’s maybe when I’m almost getting my
periods, like 4–5 days before” (HIV-seropositive preg-
nant female). “It is before her period starts. Around
5 days before….. We try to conceive one day in those
5 days without using the condom. According to the
advice given by the doctor I see like those 5 days are
so many I might infect instead of impregnating her.
So we just try our luck” (HIV-seropositive male).

DISCUSSION
This qualitative study interviewed men, women and
pregnant women enrolled in cohorts of
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HIV-serodiscordant couples in Nairobi, Kenya. Our
interviews found that few participants were adhering
to current guidelines to consistently use condoms,
despite receiving extensive couple-based
HIV-prevention counselling as part of research partici-
pation, and even fewer appeared to endorse dual
contraception practices for family planning. Within
couples where the man was HIV-seropositive, men
appeared to over-report their condom use at 100%,
while their seronegative female partners reported
much lower condom use. Men were cited as the dom-
inant decision-maker regarding both condoms and
non-condom contraception use in the couple, and per-
ceptions of adverse effects, male partner preferences,
and pregnancy desire were critical factors in the deci-
sion to use non-condom contraception. Dual contra-
ceptive method use, despite being a specific
recommendation to cohort study participants, was
seen by many as unnecessary and a potential indication
of unfaithfulness. Many couples intentionally did not
use condoms or any other contraceptive method out of
a desire for conception, and knowledge of fertile
windows to optimally time intercourse was poor.
Our research suggests that commonly implemented

prevention messages, such as consistent condom and
dual contraceptive method use, are not accepted by
many Kenyan HIV-serodiscordant couples. Despite
specific awareness of their own risk of HIV transmis-
sion and acquisition, some couples chose not to use
condoms because they desired children. Even among
those wanting contraception, myths about highly

effective family planning methods were common,
especially regarding poor effectiveness and dangerous
side effects. Condoms were often relied upon for
contraception despite their lower effectiveness.
These data were collected in 2009, when condoms

were the sole recommended HIV prevention message
for serodiscordant couples, and when ART use was
restricted to the sickest patients. Recommendations
for couples to always use condoms are evolving in the
face of new prevention modalities, and the realisation
that, for many in sub-Saharan Africa, desire for preg-
nancy may outweigh fear of HIV transmission.13 17

Given the barriers to regular condom use in
HIV-serodiscordant couples that our study and
others18 have observed, biomedical prevention includ-
ing use of PrEP and ART may be more acceptable
strategies for reducing HIV transmission in
HIV-serodiscordant couples, especially since condom
use by couples over long periods of time may be
unrealistic. Expanding the use of ART to
HIV-seropositive partners in heterosexual
HIV-serodiscordant couples could result in approxi-
mately 80–92% reduction in HIV transmission in the
partnership in real world settings.19 Male circumci-
sion20 and PrEP in HIV-seronegative individuals11 sig-
nificantly reduces HIV transmission within
HIV-serodiscordant couples, and WHO recommends
considering daily oral PrEP for uninfected partners in
serodiscordant couples.21 Further, PrEP and ART
could result in safer conception with less chance of
perinatal HIV transmission, and adherence to both
interventions may be enhanced in the peripregnancy
period. Recent research supports the use of PrEP as it
could be a promising option for serodiscordant
couples desiring children.17 22–24 While timed vaginal
intercourse could be feasible in developing country
settings, our data show that knowledge of fertility
timing is low; a recent study in Kenya concluded that
reliance on fertility windows was unlikely to be effect-
ive without extra support such as home visits and
condom provision.25 ‘Preconception clinics’ where
comprehensive counselling and services are offered to
help serodiscordant couples review their options may
be an appropriate way for couples to learn about the
many options available to them for safer conception.
All participants in this study received extensive, sen-

sitive counselling appropriate for serodiscordant
couples as well as access to support groups. This study
highlights that, for some couples, counselling alone is
probably insufficient to change behaviours and atti-
tudes not supported by the larger cultural environ-
ment. Many participants reported that condom use
and dual contraceptive method use were not accepted
in their families or communities. In addition, both
women and men in this study agreed that men are the
primary decision-maker for both contraception and
condom use in the couple; therefore even among
mutually disclosed HIV-serodiscordant couples,

Figure 1 Participant description of the optimal fertile window
during the menstrual cycle. Menstruation is defined as days 1–5;
the peak or optimal fertile window is defined as days 9–14 within
a 28-day cycle. Of the 34 participants interviewed, 33 responded
to the question and are shown in the figure; one was not queried.
Diamonds represent the six participants who were unable to
define a fertility window. Purple bars represent HIV-seropositive
pregnant women; red bars represent HIV-seropositive
non-pregnant women; tan bars represent HIV-seronegative
pregnant women, orange bars represent HIV-seronegative
non-pregnant women; blue bars represent HIV-seropositive men;
green bars represent HIV-seronegative men.
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women’s subordinate role in society and in intimate
relationships represents an ongoing challenge for
condom and contraceptive use. A conceptual frame-
work developed by Crankshaw et al26 to understand
HIV risk behaviour and fertility goals in
HIV-serodiscordant couples outlined that reproductive
health-decision-making is challenging, since each
member of the couple may have different fertility and
reproductive health goals, different risks, and different
power in the relationship. Using this conceptual
framework, the authors argue that the periconception
period can serve as an ‘entry point’ to engage both
members of a couple in reproductive health-decision-
making. A recent systematic review of behavioural
interventions to promote dual contraceptive method
use did not identify rigorously proven behavioural
methods to promote dual contraceptive method use,
indicating a need for research to identify effective
ways of promoting dual contraception.27

Our study was limited by our volunteer participants,
who may have been more comfortable discussing this
topic than others. Study generalisability may be
limited, since participants were enrolled in longitu-
dinal studies that provided regular HIV risk reduction
education, and required that partners mutually dis-
close their HIV status. Partners in relationships who
have not mutually disclosed their HIV status probably
face different barriers to dual contraceptive method
use. Participants had been enrolled in parent studies
for different lengths of time and may have had differ-
ent exposure to counselling messages.
In conclusion, despite receiving intensive, couple-

based HIV-prevention education, most men and
women in HIV-1-serodiscordant couple cohorts in
Kenya did not adopt recommendations to use dual
contraceptive methods. Participants identified numer-
ous barriers to adopting these practices in their daily
lives, and voiced desires for pregnancy which were
not addressed by the counselling and services pro-
vided in the discordant couple clinic. This study high-
lights the need for further action to identify strategies
to reduce unprotected sex in HIV-serodiscordant
couples and to promote safer conception when preg-
nancy is desired.
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