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ABSTRACT 

The purpose of the study was to assess whether sociocultural factors have an 

influence on the self-disclosure of HIV serostatus to intimate partners among 

People Living with HIV and AIDS (PLWHA). A survey was conducted among 232 

randomly selected respondents who were HIV seropositive and were members of a 

registered community-based support group for PLWHA in Nairobi, Kenya. Data 

was gathered by means of semi-structured interviews and focus group discussions. 

Results revealed that the marital status of the respondents varied from never 

married (13.4%), married (27.6%), separated (26.3%), divorced (4.3%) and 

widowed (28.4%). Approximately half of the respondents (50.4%) had disclosed 

their HIV serostatus to their intimate partners while 49.6% had not. The binary 

logistic regression results established that some socio-cultural factors fostered HIV 

seropositivity disclosure while others did not. The positive predictors of HIV 

serostatus disclosure were gender inequalities in the sexual relationship 

(AOR=4.129; p=0.011), the role of females as dependent housewives 

(AOR=1.322; P=0.004), anticipated divorce following HIV disclosure 

(AOR=2.578; p=0.014) and the cultural belief that HIV was a curse (AOR=2.444; 

p=0.005). However, sexual behaviour such as homosexuality, rape, incest, sex with 

minors and extramarital sex (AOR=0.225; p=0.001), intimate partner violence 

(AOR=0.220; p=0.001), the subordination of females by their male partners 

(AOR=0.351; p=0.002) and the fear of exclusion from the cultural rite of wife 

inheritance during widowhood (AOR=0.410; p=0.002) were negative predictors of 

disclosure of HIV serostatus. This implies that there was no likelihood of HIV 

disclosure, thereby putting intimate partners at risk of HIV infection. It was 

recommended that there was the need to promote community discourse on HIV and 

AIDS in order to reduce the socio-cultural barriers to self-disclosure of HIV 
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seropositive status and to increase the community acceptance of people living with 

HIV and AIDS. 
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INTRODUCTION 

According to UNAIDS (2020), HIV is a global 

public health issue with an estimated 75.7 million 

people becoming infected with HIV since the 

epidemic started in June 1981, and approximately 

33 million individuals having died from AIDS-

related illnesses. Of the 38 million PLWHA 

globally, about 81% knew their HIV status, and the 

rest 19% did not know that they were living with 

HIV. However, with increasing access to effective 

HIV prevention, diagnosis, treatment and care, HIV 

infection is a manageable chronic health condition, 

enabling people living with HIV to lead long and 

healthy lives. In spite of this, there are challenges 

facing PLWHA in terms of health beliefs, sexual 

behaviour and self-disclosure of HIV serostatus to 

intimate partners. According to a UNESCO (2011) 

report, control over people’s sexual lives and 

choices is shaped by culture and gender norms 

defining masculinity and femininity which evolve 

through the socialization process from early 

childhood.  Consequently, many PLWHA are 

compelled by their socio-cultural contexts not to 

disclose their HIV statuses. This inevitably reduces 

their ability to engage in HIV preventive behaviour 

or to obtain social support for coping with their HIV 

serostatus.  These sociocultural barriers can make 

PLWHA progress to AIDS and eventually to an 

early death (Norman et al., 2005). Research by 

Mbonu, Borne and De Vries in 2009, found that the 

cultural constructions of HIV and AIDS based on 

beliefs about contamination, sexuality and religion, 

promotes stigma and discrimination against 

PLWHA in the community. 

According to Wiener, Battles and Wood (2007), 

some societies believe that once individuals are 

infected with HIV and AIDS, they are considered 

to be the "reservoir" which propagates and spreads 

the virus to others. The social discourses on HIV 

and AIDS are of the view that the condition infects 

a particular category of people in society, thereby 

moralizing HIV and AIDS as a consequence of 

sexual permissiveness and moral decadence. This 

socio-cultural perception of HIV may keep 

PLWHA from disclosing their HIV serostatus to 

significant others. Research by Ogden and Nyblade 

(2005) has established that cultural stigma and 

sexual taboos have inverse relationships with self-

disclosure of HIV serostatus. Furthermore, it has 

been demonstrated that cultural stigma varies by 

ethnicity and gender. Women living with HIV and 

AIDS tend to be more highly stigmatised than their 
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male counterparts due to the belief that HIV is 

acquired through sexually decadent behaviours. 

According to Kim et al. (2007), there is a social 

expectation in many communities that women 

should uphold sexual morality while men can be 

more sexually permissive without any social 

ramifications. 

According to the UNAIDS (2020) Global report on 

HIV and AIDS epidemic, HIV continues to be 

driven by gender inequalities and harmful gender 

norms that promote unsafe sex and reduce access to 

sexual and reproductive health services for men, 

women and transgender persons. Women are 

disproportionately affected by the HIV epidemic in 

Sub-Sahara Africa accounting for 57% of all 

PLWHA. Furthermore, Varga et al. (2006) report 

that women are at high risk for HIV infection and 

yet, their access to HIV counselling and testing 

services is often limited by stigma, social and 

gender norms that dictate women’s sexual and 

reproductive behaviour. According to Kesby 

(2004), men, in general, have higher gender power 

and control in sexual relationships compared to 

women, and this may influence the decision-

making patterns in other spheres of life. Research 

has established that gender inequalities make 

women and girls more vulnerable to rape, incest 

and sex with minors Research by Leclerc-Madlala 

(2008) and UNESCO (2011) has established that 

gender inequalities promotes unequal access to 

education and decreases women’s economic 

opportunities. Furthermore, the fear of abuse and 

violence meted against women and girls undermine 

their capacity to negotiate for safer sex (Walcott et 

al., 2013; Ndiaye, 2008). A study by Varga et al. 

(2006) exploring the association between HIV 

infection, serostatus disclosure, and partner 

violence among women attending a VCT clinic in 

Tanzania found that women lacked the autonomy to 

make decisions about HIV testing because they 

were expected to “seek permission” from their male 

partners prior to testing, while conversely, men 

made the decision to go for HIV testing without 

soliciting their female partners’ consent. Moreover, 

HIV serostatus disclosure by women was meted 

with violence by their male partners. 

 

Disclosure of HIV status to significant others may 

result in negative consequences such as stigma and 

discrimination against PLWHA.  Several studies 

have indicated that PLWHA may suffer from 

rejection and other psychological problems by their 

intimate partners as well as financial insecurity (Vu, 

2012; Serovich, 2008). Self-disclosure of HIV 

serostatus has potential risks such as physical and 

emotional violence, desertion by intimate partners 

and abandonment by close family members 

(Walcott et al., 2013). PLWHA who perceive a 

stigmatising environment may be reluctant to 

disclose their HIV serostatus to others, thereby 

putting their intimate partners at risk of HIV 

infection (Simbayi et al., 2006). Previous studies 

have reported that stigma and discrimination 

adversely affect disclosure to intimate partners and 

significant others. (Smith, Rossetto, Brittany & 

Peterson, 2008; Wolfe et al., 2006). A survey 

conducted in Botswana by Wolfe et al. (2006), 

found that about half of the patients delayed getting 

tested for HIV due to fear of stigma. Researchers 

have also connected stigma and discrimination with 

postponing or rejecting care and travelling outside 

the local community for care due to fear of lack of 

confidentiality by health care providers. (Liu et al., 

2006).  A study carried out in Kenya by Turan 

(2008) among pregnant women found that fears of 

negative male partner reactions, especially 

domestic violence and rejection were important 

influences on women’s decision on HIV prevention 

strategies.  In addition, HIV positive status 

disclosure has been associated with job loss. A 

study by Ngula and Miller (2010) among men in 

Eastern Kenya showed that many men feared losing 

their jobs after HIV seropositive status disclosure. 

Research by Turan et al. (2008) among pregnant 

women in Kenya indicated that fears and 

experiences of stigma and discrimination from 

health workers, male partners, family and 

community members have been identified as 

potential explanations for the facts that some 

pregnant women avoid maternity services including 

antenatal HIV testing. Another study carried out 

among pregnant women in Nyanza, Kenya found 

that fears of negative male partner reactions were 

important influences on women’s decision 

regarding HIV testing.  A study carried out by 

Action Aid International Kenya (2009) on stigma 

and discrimination among PLWHA in Western 
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Kenya established that the fear of HIV transmission 

through the caregiving activities for PLWHA led to 

stigma. The study reported the impact of stigma 

included loss of livelihood, loss of marriages and 

the subsequent burden of single parenthood. The 

study concluded that cultural stigma and 

discrimination complicates decisions about HIV 

testing, disclosure of HIV serostatus, and ability to 

negotiate HIV preventive behaviour. There are gaps 

in knowledge of the social and cultural factors that 

influence the self-disclosure of HIV serostatus to 

intimate partners among PLWHA. Therefore, the 

objective of this study was to assess whether socio-

cultural factors influenced the self-disclosure of 

HIV serostatus to intimate partners among 

PLWHA. The null hypothesis posited that socio-

cultural factors did not predict the self-disclosure of 

HIV serostatus to intimate partners among 

PLWHA. 

 

 

METHODOLOGY  

A survey was conducted among 232 randomly 

selected respondents who were HIV seropositive 

and were members of a community-based support 

group for PLWHA in Nairobi, Kenya. Data were 

gathered by means of a semi-structured interview 

and focus group discussion. The independent 

variables were socio-cultural factors that influenced 

the self-disclosure of HIV statuses such as marital 

status, gender roles, sexual behaviour and cultural 

beliefs about the causes of HIV. These variables 

were measured by asking the respondents their 

perceptions about gender roles, causes of HIV and 

AIDS, sexual taboos and sanctions meted against 

PLWHA in the community. The dependent variable 

was self-disclosure of HIV serostatus to intimate 

partners by PLWHA. Ethical approvals to conduct 

research were granted by the relevant research 

authorities and informed written consent was 

obtained from the study participants prior to the 

study. The Cronbach alpha measure of internal 

consistency for all research items ranged from 0.70 

to 0.82. Data was analysed by the use of the 

Statistical Package for the Social Sciences (SPSS 

Version 24).

RESULTS 

The distribution of marital status, gender roles and disclosure of HIV serostatus are presented in Table 1. 

Table 1: Distribution of Marital Status, Gender Roles and HIV Disclosure 

Variable Frequency Percent (%) 

Marital Status (N=232) 

Never married (Single) 31 13.4 

Married 64 27.6 

Separated 61 26.3 

Divorced 10 4.3 

Widowed 66 28.4 

Men’s’ Gender Roles* 

Family Provider 210 90.5 

Decision maker 197 85.0 

Husband/Father 191 82.3 

Household head 173 74.5 

Women’s Gender Roles* 

Wife/Mother  193 83.2 

Dependent Housewife 194 83.6 

Family caregiver 211 90.9 

Submissive to the husband 160 69.0 

Discipline of the children 67 29.0 
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Variable Frequency Percent (%) 

HIV Disclosure by Gender* 

Variable Males Females Total 

Disclosure of HIV Serostatus 28 

(43.1%) 

89 

(53.3%) 

117 

(50.4%) 

Non-Disclosure HIV Serostatus 37 

(53.9%) 

78 

(46.7%) 

115 

(49.6%) 

Total 65 

(100.0%) 

167 

(100.0%) 

232 

(100.0%) 

*Multiple responses included 

Results presented in Table 1 revealed that the 

marital statuses of the respondents were 13.4% 

never married, 27.6% married, 26.3% separated, 

4.3% divorced and 28.4 % widowed. The findings 

established that a high proportion of the study 

participants (72.4%) were currently not living with 

their regular sexual partners. During focus group 

discussion, some of the participants reported that 

their intimate partners had died as a result of AIDS-

related illnesses, while others had been deserted by 

their partners after disclosure of their HIV 

seropositive status.  

Men and women are expected to take different roles 

in many African cultures. Culturally the 

respondents expected the males to provide for the 

family (90.5%), marry a wife and sire children 

(82.3%), be the family decision-maker (85.0%) and 

head of the family (74.5%). The respondents 

reported that females were expected to marry and 

have children (83.2%), care for their family 

members (90.9%), be submissive to their 

husbands/intimate partners (69%), to discipline 

their children (29%).and to be full-time housewives 

dependent on their husbands or male partners 

(83.6%). The results demonstrated that respondents 

had gender-specific roles that they were expected to 

play in relation to their intimate partners and in the 

community. 

In terms of HIV seropositivity disclosure, results 

revealed that 50.4% of the respondents had 

disclosed their HIV serostatus to their intimate 

partners while 49.6% had not. There was a variance 

in the proportion of disclosure rates by gender. The 

female respondents were more likely to disclose 

(53.3%) their HIV seropositive status to intimate 

partners than their male counterparts (43.1%). This 

finding is supported by the results from the focus 

group discussion which revealed that a large 

proportion of the male respondents were the main 

breadwinners for their households.  This could be 

attributed to the fact that females were dependent 

on their male partners and therefore there was a 

need for them to disclose their HIV serostatus in 

order to have continued access to medical and 

financial support. 

Perceptions of Sexual Behaviour, Causes of 

HIV and Sanctions against PLWHA 

The results of the perceptions of sexual taboos, 

cultural beliefs of the causes of HIV and the 

sanctions meted against PLWHA are presented in 

Table 2. 

Table 2: Distribution of Sexual Behaviour, Beliefs about HIV and Sanctions against PLWHA 

Sexual Behaviour by Gender 

Variable Males (%) Females (%) 

Incest 94.4 89.6 

Homosexuality/Lesbianism 77.9 59.0 

Rape 52.0 45.0 

Sex with minors 44.0 34.0 

Extramarital sex 31.0 28.0 
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Causes of HIV Infection 

Variable Frequency Percent 

HIV is caused by sexual immorality 97 41.8 

HIV is punishment for past mistakes 93 40.1 

HIV is a death sentence 56 24.1 

HIV is caused by a curse 54 23.2 

HIV is a contagious disease 47 20.3 

Cultural Sanctions against PLWHA 

Variable Frequency Percent 

Desertion by intimate partner 161 69.4 

Intimate partner violence 149 64.3 

Abandonment by the family/in-laws 118 50.9 

Exclusion from the rite of wife inheritance 128 55.2 

Denial of child custody 35 15.0 

Discrimination of children of PLWHA 154 66.7 

Exclusion from social and community functions 158 68.4 

Multiple responses included 

The results revealed that the respondents practised 

a variety of sexual behaviours. The sexual 

behaviours reported by male respondents were 

incest (94.4%), homosexuality (77.9%), sex with 

minors (44%), rape (52%) and extramarital sex 

(31%).  The sexual behaviours reported by female 

respondents were incest (89.6%), lesbianism 

(59%), rape (45%), sex with minors (34%) and 

extramarital sex (28%). The findings established 

that majority of the study participants practised 

incest, homosexuality and lesbianism, while about 

half had experienced rape and about one-third had 

sex with a minor or extramarital sex. During focus 

group discussions, the participants agreed that these 

sexual behaviours were considered as sexual taboos 

in the community. 

The cultural beliefs about the causes of HIV 

infection influence the way PLWHA are treated by 

others, which may in turn affect their decision on 

whether to disclose their HIV status to others or not. 

The results showed that the respondents believed 

that HIV was caused by sexual immorality (41.8%), 

punishment for past mistakes (40.1%), death 

sentence (24.1%), a curse (23.2%) and contagious 

disease (20.3%). These results revealed that there 

was misinformation about the causes of HIV 

infection among PLWHA. Results showed that the 

cultural sanctions against PLWHA included 

desertion by spouse or intimate partner (69.4%), 

domestic violence (64.3%), abandonment by family 

and in-laws (50.9%), exclusion from the cultural 

rite of wife inheritance during widowhood (55.2%), 

denial of custody of one’s children (15.0%), 

discrimination of children of PLWHA by the next 

of kin (66.7%) and exclusion from the community 

and social functions. These results implied that 

cultural sanctions meted against PLWHA were so 

severe that respondents felt discouraged in 

disclosing their HIV serostatus to sexual partners. 

Hypothesis Test Results 

The null hypothesis posited that socio-cultural 

factors do not have any statistically significant 

relationship to the self-disclosure of HIV serostatus 

among PLWHA.  The results for the Chi-square 

results are presented in Table 3. 

Table 3: Chi-Square Results for Socio-Cultural factors and HIV Status Disclosure  

Variable Chi-

square 

(χ2) 

Degree of 

Freedom 

(df) 

Significance 

(p-value) 

Sex of the respondent 1.954 1 0.162 

Gender inequality 6.706 1 0.101 

Female subordination to husbands/intimate partners  6.413 1 0.011* 
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Variable Chi-

square 

(χ2) 

Degree of 

Freedom 

(df) 

Significance 

(p-value) 

Dependent housewives 13.385 1 0.001* 

Intimate partner violence 9.753 1 0.002* 

Desertion by intimate partner 5.450 1 0.020* 

Exclusion from the rite of wife inheritance  9.555 1 0.002* 

Sexual behaviours associated with males 

(homosexuality, rape, incest, sex with minors) 

5.450 1 0.001* 

Sexual behaviours associated with females 

(lesbianism, incest, extramarital sex) 

11.909 1 0.001* 

Belief that HIV is a curse 5.744 1 0.017* 

Belief that HIV is a punishment for past mistakes 2.527 1 0.112 

Belief that HIV is a contagious disease 1.572 1 0.210 

Belief that HIV is a death sentence 5.387 1 0.020* 

 *Significant at p≤0 .05  

The Chi-square results revealed that gender roles, 

sexual taboos and cultural beliefs about the causes 

of HIV were significantly associated with HIV 

seropositivity disclosure to intimate partners. The 

gender roles that had a significant relationship with 

disclosure  included the subordination of females to 

their spouses or intimate partners (χ2 =6.413, df=1, 

p=0.110), dependent housewives (χ2 =13.385, df=1, 

p=0.001), desertion by intimate partner (χ2=5.450, 

df=1, p=0.020), intimate partner violence, 

specifically wife-beating (χ2 =9.753, df=1, 

p=0.002) and exclusion from the rite of wife 

inheritance of the respondents who were HIV 

seropositive The sexual taboos that were 

significantly related to self-disclosure of HIV 

serostatus were incest (χ2 =15.797, df=1, p=0.001), 

rape (χ2 =5.450, df=1, p=0.001), homosexuality (χ2 

=14.167, df=1, p=0.001) and extramarital sex ((χ2 

=11.909, df=1, p=0.001). Results further revealed 

that the cultural beliefs about the causes of HIV 

infection significantly influenced the self-

disclosure of HIV serostatus among PLWHA. 

These factors included the belief that HIV is caused 

by a curse related to someone’s past behaviour (χ2 

=5.744, df=1, p=0.017) and the belief that HIV 

infection is a death sentence (χ2 =5.387, df=1, 

p=0.020). However, the Chi-square results 

indicated that the sex of the respondent (χ2 = 1.954, 

df=1, p=0.162), gender inequality (χ2 = 6.706, df=1, 

p=0.101), HIV as a punishment for mistakes 

committed in the past (χ2 =2.527, df=1, p=0.112) 

and HIV as a contagious disease (χ2 =1.572, df=1, 

p=0.210) were not significantly associated with 

HIV self-disclosure to intimate partners. 

Predictors of HIV Self-Disclosure to Intimate 

Partners 

Further analysis using Binary Logistic Regression 

test was used to establish the predictors of self-

disclosure of HIV serostatus among PLWHA. The 

results of the prediction results are presented in 

Table 4. 

 

Table 4: Predictors of Disclosure of HIV Serostatus 

Variable AOR P-Value 95% CI 

Gender inequality in the sexual relationships 4.129 0.011* 1.376-12.389 

Female subordination to husband/male partner 0.351 0.002* 1.0181-0.0682 

Role of women as dependent housewives 1.322 0.004* 0.219-0.725 

Desertion of intimate partner 0.539 0.086 0.272-1.066 

Intimate Partner Violence (wife beating) 0.220 0.001* 1.105-0.460 

Divorce after disclosure 2.578 0.014* 1.216-5.446 

Exclusion from the rite of wife inheritance  0.410 0.002* 0.181-0.782 

Sexual taboos associated with male sexual behaviour  0.225 0.001* 0.103-0.493 
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Variable AOR P-Value 95% CI 

Sexual taboos associated with female sexual behaviour  2.746 0.191 0.604-12.481 

Belief that HIV is caused by a curse 2.441 0.005* 0.997-2.140 

Belief that HIV is a death sentence 0.530 0.076 0.272-1.066 

*significant predictors at p≤0 .05  

The results presented in Table 4. revealed that 

among the sociocultural factors tested, there were 

both positive predictors with an Adjusted Odd 

Ratio (AOR) of more than one (AOR≥1.000) as 

well as negative predictors with an Adjusted Odd 

Ratio of less than one (AOR≤1.000). The variables 

that were positive predictors of HIV seropositivity 

disclosure were gender inequalities in the sexual 

relationship (AOR=4.129; p=0.011), the role of 

women as dependent housewives (AOR= 1.322; 

P=0.004), expected divorce following HIV 

disclosure (AOR=2.578; p=0.014) and the cultural 

belief that HIV was a curse (AOR=2.444; p=0.005).  

These results implied that those respondents who 

perceived that their partners held less gender power 

and control in their sexual relationships were four 

times more likely to disclose than those who felt 

their partners held more gender power and control 

in the relationship. The results further showed that 

those who believed that HIV was a curse for past 

mistakes were two and a half times more likely to 

disclose their HIV serostatus to intimate partners 

compared to those who held a contrary opinion.  

The results further revealed that some sociocultural 

factors were negative predictors of self-disclosure 

of HIV serostatus to intimate partners. The results 

revealed that respondents who perceived that their 

male sexual partners were associated with sexual 

taboos such as homosexuality, rape, incest, sex with 

minors and extramarital sex (AOR=0.225; 

p=0.001) were less likely to disclose their HIV 

serostatus than those whose male partners were not 

associated with sexual taboos.  Respondents who 

had experienced intimate partner violence 

(AOR=0.220; p=0.001) were less likely to disclose 

their HIV serostatus than those who had not 

experienced domestic violence The results further 

revealed that females who were subordinate to their 

male partners (AOR=0.351; p=0.002) were less 

likely to disclose their HIV positive status 

compared their counterparts who were not 

subordinate to their male partners. 

Female respondents who believed that a widow 

who was HIV positive should not undergo the 

cultural rite of wife inheritance during her 

widowhood (AOR=0.410; p=0.002) were less 

likely to disclose their HIV status compared to 

those respondents who did not hold such 

perceptions.  This means that female respondents, 

who were dependent on their male partners for 

support, or those who had experienced intimate 

partner violence and those who believed in the 

significance of the rite of wife inheritance after 

widowhood were less likely to disclose their HIV 

status compared to their counterparts who were not 

faced with similar sociocultural circumstances. 

However, it was observed that anticipated desertion 

of intimate partner (AOR= 0.539; p=0.086), and the 

belief that HIV is a death sentence on PLWHA 

(AOR=0.530; p=0.076) were negative predictors of 

HIV disclosure, but not statistically significant. 

Sexual taboos associated with females such as 

lesbianism, rape, incest, sex with minors and 

extramarital sex was a positive predictor of HIV 

disclosure (AOR= 2.746; p= 0.191), but they were 

not statistically significant. 

DISCUSSION 

Socio-Cultural Beliefs and HIV Disclosure 

This study has established that socio-cultural 

factors had a significant influence on the self-

disclosure of HIV serostatus to intimate partners 

among People Living with HIV and AIDS. The 

research has shown that some of the social and 

cultural factors were positive predictors of HIV 

serostatus disclosure while others were negative 

predictors.  The enablers of HIV disclosure were 

the female gender, the role of females as dependent 

housewives, anticipated divorce following HIV 

disclosure, gender inequalities in the sexual 

relationship and the cultural belief that HIV was a 

curse acted as positive predictors of HIV self-

disclosure. Conversely, intimate partner violence, 

the subordination of females by their male partners, 

the fear of exclusion from the cultural rite of wife 
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inheritance during widowhood and sexual 

behaviour regarded as taboos were barriers or 

negative predictors of disclosure of HIV serostatus 

to intimate partners. The study found that majority 

of the respondents were not living with their regular 

sexual partners at the time of the study. This implies 

that they were susceptible to engaging in casual 

sexual relationships which may lead to increased 

HIV infections in the community. This finding 

concurs with a report by the Kenya demographic 

and health survey of 2014 which reported that HIV 

prevalence by marital status was highest among 

widowed, separated, divorced and the never 

married persons (Kenya National Bureau of 

Statistics (KNBS) and ICF Macro, (2014). 

The study established that the cultural belief that 

HIV was a curse, punishment or death sentence for 

sexual behaviour regarded as taboos among 

PLWHA acted as a barrier to HIV disclosure 

because respondents felt condemned by their 

communities. This finding is consistent with the 

Kenya demographic and health survey of 2014 

which reported that misconceptions regarding how 

AIDS is transmitted still exist in Kenya (KNBS & 

ICF-Macro, 2014). In addition, female respondents 

who perceived that they would be excluded from 

the cultural rite of wife inheritance in the event of 

the death of their husbands were less likely to 

disclose their HIV positive status. In this study, 

cultural factors were found to strongly influence the 

decision on HIV status disclosure by PLWHA. This 

concurs with research by Deribe et al. (2008) which 

established that the anticipated fear of desertion or 

divorce by a male partner prevented HIV disclosure 

among women. Furthermore, the lack of financial 

support in raising children single-handedly after 

abandonment was a barrier to HIV disclosure. Fear 

of exclusion from the rite of wife inheritance was 

found to discourage HIV self-disclosure to intimate 

partners. This result may be attributed to the fear of 

not accessing economic support after the death of a 

spouse. This finding is consistent with UNESCO 

(2011) surveys which reported that gender 

inequalities reduce the opportunity to access 

education and formal employment of women and 

girls and thereby increasing their economic 

vulnerabilities and dependence on male partners. 

Gender Dynamics and HIV Disclosure 

According to Ndayala (2014), gender inequality in 

the sexual relationship was found to discourage 

HIV disclosure to sexual partners. Results showed 

that the perceived level of gender power control in 

the sexual relationship was a strong positive 

predictor of HIV serostatus disclosure to intimate 

partners. The respondents who felt that their 

partners held less power control in the sexual 

relationship were four times more likely to disclose 

their HIV status than those who perceived that their 

partners held more power in their relationship. Lack 

of gender equity in the sexual relationship did not 

promote open dialogue on sexuality issues like HIV 

serostatus disclosure. This study concurs with the 

findings by Miller et al., (2009) and Kesby (2004) 

which found a significant association between the 

male partner and high gender power control in the 

sexual relationship among African couples. This 

report is consistent with a study on family 

communication among Kenyan couples which 

reported that husbands maintained an authoritarian 

position in their families such that their wives were 

forced to strategize carefully about how to approach 

their spouses concerning sensitive matters such as 

HIV serostatus disclosure (Miller et al., 2009). 

Furthermore, the insubordination of females by 

their male partners may enhance HIV non-

disclosure by female partners. 

Fear of a violent reaction by male intimate partners 

following a seropositive disclosure was found to be 

a strong predictor of HIV status disclosure to 

intimate partners. Those who did not anticipate a 

violent reaction to news of their seropositive status 

from partners were three times more likely to 

disclose their HIV status compared to their 

counterpart who anticipated intimate partner 

violence after disclosure. This finding concurs with 

studies by Rujumba et al. (2012); Mucheto et al. 

(2011); Ssali (2010); Deribe et al. (2008) and 

Makin et al., (2007) which showed that fear of 

intimate partner violence was a major barrier to 

disclosing HIV test result.  This is consistent with 

other studies which reported that anticipated 

negative partner reactions have been associated 

with HIV non-disclosure (Duru et al, 2006). 

Sexual Behaviour and HIV Disclosure 

This study has demonstrated an association 

between sexual behaviour and HIV serostatus 
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disclosure to intimate partners. According to 

Ndayala (2014), sexual taboos repress HIV 

prevention strategies and escalate HIV transmission 

by creating barriers to HIV testing and serostatus 

disclosure. Sexual behaviour such as 

homosexuality, lesbianism, rape, incest and sex 

with minors has been associated with the spread of 

HIV. In some African communities, there are no 

age restrictions when it comes to sexual 

relationships. Sex with minors is condoned and 

considered as the norm in some cultures. 

Unfortunately, children have no capacity to give 

consent in a sexual relationship and therefore, sex 

with minors can promote the spread of HIV in the 

community. Furthermore, the sexual acts with 

children involve coercion which puts the minors at 

risk of HIV and other sexually transmitted 

infections.  

The health belief that HIV seropositive men who 

have sex with minors would be cured of HIV 

infection is common in many African communities. 

This health belief is consistent with a report by 

Leclerc-Madlala (2002) on the virgin cleansing 

myth, the belief that having sex with a virgin girl 

cures a man of HIV/AIDS or other sexually 

transmitted infections. This study reported that the 

myth was a potential factor in infant and child 

sexual abuse by HIV-positive men in South Africa. 

This concurs with similar studies conducted in 

Uganda by Obbo (1993a, 1993b, 1995) which 

showed that there were health beliefs that frequent 

sex with adolescent girls could diminish the viral 

load of the HIV infected men, thereby escalating 

HIV infection among school girls. According to the 

United Nations Convention on the rights of the 

child (UNICEF, 1989) and the Children Act 

(Republic of Kenya, 2001), children are protected 

from sexual abuse. Sexual acts with minors are 

considered as child sexual abuse thereby putting 

children at risk of HIV and other sexually 

transmitted infections.  

This study has also established that extramarital sex 

among female respondents was a negative predictor 

of HIV positive disclosure. This finding is 

consistent with the social expectation that marital 

infidelity is a sexual taboo among females, while 

the same is condoned among males in most 

cultures. This perception concurs with other studies 

which have reported that by social convention, 

women are expected to uphold high moral 

standards, while men can be more self-indulgent 

without social ramifications (Ogden & Nyblade, 

2005). This study has demonstrated that a 

significant proportion of respondents were in the 

same-sex relationship despite the belief that 

homosexuality and lesbianism were regarded as 

sexual taboos.  In Kenya, HIV prevalence in men 

who have sex with men (MSM) is three times that 

of the general population (Micheni et al., 2017). 

Legal reports indicate that in many African 

countries there are stringent laws governing same-

sex relationships (The Law Library of Congress, 

2014) This is consistent with the applicable law in 

Kenya where homosexuality and gay marriages are 

illegal and punishable on conviction to a term of 14 

years’ imprisonment. (Republic of Kenya, 2012). 

CONCLUSION 

This study has established that socio-cultural 

factors have a significant influence on the self-

disclosure of HIV serostatus to intimate partners 

among People Living with HIV and AIDS.  The 

findings demonstrated that only half of the 

respondents had disclosed their HIV serostatus to 

their intimate partners. This implies that the other 

half of the respondents were less likely to disclose 

their HIV serostatus. The results revealed that the 

female gender, the role of females as dependent 

housewives, anticipated divorce following HIV 

disclosure, gender inequalities in the sexual 

relationship and the cultural belief that HIV was a 

curse were positive predictors of HIV self-

disclosure. However, intimate partner violence, the 

subordination of females by their male partners and 

the fear of exclusion from the cultural rite of wife 

inheritance during widowhood and sexual taboos 

associated with the sexual behaviour of PLWHA 

such as homosexuality, rape, incest, sex with 

minors and extramarital sex were negative 

predictors of disclosure of HIV serostatus to 

intimate partners. This implies that some of the 

socio-cultural factors had a significant influence on 

the non-disclosure of HIV positive status, thereby 

putting intimate partners at risk of HIV infection. It 

was recommended that there was need to promote 

community dialogues on HIV and AIDS, causes, 

prevention, voluntary counselling and testing, self-

disclosure of HIV serostatus and how to live 

positively with the condition. These strategies may 
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reduce the socio-cultural barriers to self-disclosure 

of HIV serostatus and in turn decrease the spread of 

HIV infections within the community. 
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