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Short-term effect of values-based curriculum on couples 
from Northwest Cameroon: a pilot evaluation 


Abstract 
 


Background 
As the HIV epidemic continues to expand in sub-Saharan Africa, there is a tremendous need for culturally 
aware, locally developed, evidence-based programs that acknowledge and address the context within which 
most infections of HIV occur: couple relationships. Even though a large share of new infections in many 
African countries occurs within marriages, there are relatively few prevention programs specifically focusing 
on the couple as a unit of behavior change. The Faithful House (TFH) is an HIV-prevention curriculum 
uniquely centered on the couple and focused on faithfulness within the relationship/marriage. A pilot 
evaluation of the three-day version of the workshop was conducted in Northwest Cameroon with couples 
actively involved in faith-based, peer-mentoring programs in order to determine short- and long-term effect 
on perceptions, attitudes and behavior change. 
 


Methodology 
The evaluation population consisted of couples from the Diocese of Kumbo and the Archdiocese of Bamenda 
who were actively involved in ongoing family-strengthening activities. Working with the Family Life Offices of 
these dioceses, a convenience sampling method was used to gather interested couples’ names, which were 
then randomly distributed equally between the intervention and control group. In August-September 2010, 
the intervention group couples attended a three-day workshop based upon TFH curriculum and completed 
baseline and post-test surveys on their perceptions, attitudes, beliefs and intended behaviors. The control 
group completed a baseline survey, which will be used to compare findings in the seven-month follow-up 
survey administered to both control and intervention groups. Focus group discussions (FGDs) occurred after 
the workshops with a representative group from both regions. All survey data was entered into a Microsoft 
Access database and then cleaned and analyzed using Excel, comparing matched baseline and post-test 
changes between the intervention groups. 
 


Results 
The mean age of the workshop participants (N = 68) was 42.7 years, with men on average 7.6 years older 
than their female partners. More than 50 percent had either completed secondary school or university. 
Nearly all (93 percent) were Catholic and actively involved in activities through their church community. 
Short-term baseline and post-workshop data showed improvement in couples’ perceptions on factors 
affecting relationship satisfaction and the family unit: quality of relationship, couple communication and level 
of sharing financial information with partner; participants’ comfort level in discussing sexual issues with 
partner and discussing sexual matters with their children; and intentions on joint decision-making about 
important family matters. Half of both men and women reported unfaithfulness to their partner, and over 
half the participants in Kumbo have never been tested for HIV. However, significant short-term changes were 
made in perceptions on ability to remain faithful and attitudes toward HIV couples testing, with the intention 
to go together for testing in the next three months increasing from 5.4 to 8.6 after the workshop (on a scale 
from 1-10). 
 


Conclusions 
A comparison of baseline to post-test surveys in this pilot evaluation indicates that attendance to TFH 
workshop has a short-term effect on perceptions, attitudes and intended behaviors linked to those factors 
that promote unfaithfulness in relationships. Given the initial findings for family strengthening and increased 
couple communication, TFH might be a good supplement to premarital counseling programs for youth or to 
other development programs that require a strong family foundation, such as prevention of mother-to-child 
transmission (PMTCT) programs. By drawing on faith values as its foundation, TFH curriculum has shown 
positive steps towards addressing the roots causes of unfaithfulness and culturally related enablers of HIV 
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transmission within couples. The seven-month follow-up survey will be important for determining long-term 
effect on attitudes and behavior. 


Project Background  


Summary of the Literature  
As the HIV epidemic continues to expand in sub-Saharan Africa, there is a tremendous need for 
culturally aware, locally developed, evidence-based programs that acknowledge and address the context 
within which most infections of HIV occur: couple relationships. Prevalence of HIV in some countries in 
sub-Saharan Africa is up to 50 times higher than the average for countries outside Africa. In the 1990s, it 
was widely accepted in policy and scholarly dialogue that higher rates of risky sexual behavior in Africa 
explained the difference in HIV prevalence. For years, the specific notion of “concurrency”—broadly 
defined as long-term, overlapping partnerships—was thought to be the key factor contributing to the 
region’s epidemic HIV proportions. However, this notion is still quite controversial. In contrasting the 
mathematical models of the potential role of concurrent sexual partnerships in facilitating the rapid 
spread of HIV in sexual networks, a recent analysis of household survey data in 22 countries, including 
18 in sub-Saharan Africa, found no significant correlation between prevalence of sexual concurrency and 
HIV prevalence at the country or community level1,2. In addition, in one systematic review in 2010 by 
Sawers and Stillwaggon, the research seeking to establish a statistical correlation between concurrency 
and HIV prevalence either found no correlation or had important limitations that should dismiss such a 
conclusion. According to these authors, “Policy makers should turn attention to drivers of African HIV 
epidemics that are policy sensitive and for which there is substantial epidemiological evidence”3


According to data from nationally representative surveys conducted during 2004-2006 in Cameroon, 
Rwanda, Uganda and Zimbabwe (which included HIV testing of adult men and women), “Having fewer 
lifetime sexual partners and being faithful to spousal partner(s) are strongly associated with reduced risk 
of HIV infection. Thus…HIV prevention programs should focus more on promoting partner reduction and 
partner faithfulness, especially for men”


. 


4. Critical epidemiological trends, such as those emerging from 
the recent national studies in Uganda and Kenya, indicate that half of new HIV infections are occurring in 
married people or stable unions5. Models from Demographic and Health Surveys (DHS) have estimated 
between 60 to 99.9 percent of new infections among married or cohabiting adults in rural Zambia and 
Rwanda occurred within serodiscordant marital or cohabiting relationships6. This should be an area for 
focus, particularly for faith-based institutions. Roughly 70 percent of individuals with HIV in Cameroon 
are in discordant couple relationships7. Being unfaithful to your current partner remains a key area of 
concentration for HIV-prevention programming. Thus, putting aside the discourse about multiple and 
concurrent partners (MCP) and its associated risk and role in the current African AIDS epidemic, there is 
a growing consensus that HIV-prevention research and programming should address couples as a unit of 
behavior change and intervention8


Couples-centered approaches are one response, and although they appear initially promising, additional 
research is necessary to build a stronger theoretical and methodological basis for couples-focused HIV 
prevention


. From a faith-based perspective, strengthening the marriage should 
be the focal point of combating this issue. 


9. Earlier studies provided preliminary evidence for the feasibility of couples-focused 







 
 


3 
 


interventions for HIV—particularly the role of couples-focused voluntary counseling and testing10,11


The Faithful House program was created collaboratively by CRS and Maternal Life International/Uganda 
to accomplish the task of building a case for faith-based HIV prevention through a skills-building 
curriculum aimed at strengthening the family through enhanced couple communication. TFH program 
includes skills building, positive peer mentoring and provision of a safe environment for couple dialogue 
around quality-of-relationship issues and other attitudes and behaviors that contribute to sexual risk 
behavior. Currently, the curriculum is being used in 11 countries. Over the course of its implementation, 
TFH program has collected pre- and post-workshop surveys from over 600 beneficiaries, and these 
surveys have demonstrated improvements in communication between partners in areas such as finance, 
gender roles, power imbalances, sexual intimacy and parenting and communication with children 
around sex-related issues. Two limitations have also emerged over this time period: 1) long-term impact 
of the program on attitudes and behaviors has not been documented to date; and 2) the absence of a 
control population has limited rigorous conclusions. CRS has responded to these critiques by developing 
an evaluation to assess the effectiveness of The Faithful House’s three-day curriculum on short-term 
knowledge gain and attitude changes and long-term attitude and behavior change.  


. 
Moving beyond the context of HIV testing and counseling, more general couples-focused HIV-prevention 
programs may differ from individual-focused HIV-prevention programs by addressing the ongoing 
dynamic and interactional forces within dyads that contribute to sexual risk behavior, including gender 
roles, power imbalances, communication styles, child-bearing intentions, intimate partner violence and 
quality-of-relationship issues (e.g., commitment, satisfaction, intimacy). This evaluation by CRS attempts 
to build on the theoretical and methodological foundation for couples-centered, faithfulness-focused 
HIV prevention. 


Methodology 
Quantitative data methods were used to assess the effectiveness of TFH curriculum on the short-term 
perceptions, behavioral attitudes and intended practices related to couple relationship satisfaction, 
partner communication and HIV risk. Unique identifiers (IDs) were used on the quantitative surveys in 
order to keep confidentiality with the data reported. Qualitative research was conducted using FGDs. 
The qualitative methods focused on topic areas of interest/concern uncovered in the quantitative data 
analysis, offering a complementary view of the data. Data presented reflects participants’ feedback 
(perceptions, attitudes and intentions) in response to the curriculum. 


The evaluation was conducted in the Diocese of Kumbo, which covers two administrative districts 
(divisions), and the Archdiocese of Bamenda, which covers five districts. Together, these make up the 
entire Northwest Region of Cameroon, which has the highest HIV prevalence in the country at 8.7 
percent, far above the country’s prevalence of 5.1 percent12. These two dioceses were also chosen 
because CRS had a strong working relationship with the Family Life Offices in each of the sites, and these 
dioceses had already demonstrated an interest in family strengthening. Additionally, the ultimate goal 
was to find sites were TFH could be integrated into ongoing church activities. 
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Objectives of the Evaluation 
This evaluation has been designed to assess the effectiveness of a couples-focused HIV-prevention 
intervention in improving couple relationship satisfaction and communication, as well as increasing 
knowledge about HIV risk associated with MCP. Specific objectives in the evaluation include:  


1) Assess the impact of this curriculum on couples’ communication, quality-of-relationship issues and 
attitudes and behaviors that contribute to sexual risk behaviors. 


2) Assess the impact of this curriculum on family strengthening. 
3) Determine the attitudes and behaviors toward the issue of multiple and concurrent partnerships 


(in order to measure the impact of TFH on changing the acceptance of this behavior). 


Evaluation Population Selection 
The evaluation population consisted of couples sampled out of communities within parishes in the 
Diocese of Kumbo and Archdiocese of Bamenda in Cameroon and randomized equally into the 
intervention or control group. For the couple selection, a three-step process was followed. In the first 
step, only parishes in these dioceses that had some experience in carrying out family life activities were 
chosen (in Kumbo, all 22 parishes were eligible; in Bamenda, 10 out of 33 parishes were eligible). 
Secondly, out of the eligible parishes, a list of 40 couples from each of the dioceses was purposefully 
prepared by the directors of their respective diocesan Family Life Offices. Ability to understand and hold 
English conversation was the only eligibility criterion for the couples. Thirdly, the lists were submitted to 
the CRS Cameroon program manager who randomly assigned the couples into the intervention and 
control groups using the Excel Random formula. Each of the groups consisted of 20 couples (see Table 
1), for a maximum total of 80 couples in the evaluation. 


For those participants who were assigned to the intervention groups, a total of two workshops were 
held in August and September 2010: one in the town of Kumbo and the other in the town of Bamenda, 
both headquarters of their respective diocese and archdiocese. The workshop was conducted over a 
three-day period, and all participants stayed the entire length of the workshop.  


Training and Data Collection 
Enumerators were only used for the control group. In Kumbo and Bamenda, enumerators went through 
a two-day training to learn how to carry out the baseline survey. The training was done by the Family 
Life Office directors for Kumbo and Bamenda, with assistance from a CRS program manager and a 
written training guide. Although enumerators were trained to carry out face-to-face interviews, they 
were asked to allow respondents to fill in the questions themselves. Enumerators were available to 
provide explanations for any issues that were unclear. They were also told to administer the 
questionnaires to couples independently of one another. In total, 18 enumerators were used. All 
participants in the control group were interviewed at home in their respective parishes and 
communities. Enumerators visited them at home and handed over questionnaires to them. In most 
instances, enumerators assisted the respondents in filling out the responses. Couples were interviewed 
separately. In some cases, especially in Bamenda, the questionnaires were retrieved a day or two after 
the respondent had completed them. Enumerators could not carry out the interview for both individuals 
on the same day because of the busy schedules of the respondents. 
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For the intervention groups, the workshop facilitators acted in the same capacity as the enumerators for 
the control group. The baseline and post-test were both self-administered by the participants; however, 
workshop facilitators provided assistance to the participants during the completion of the surveys by 
explaining or clarifying difficult or unclear instructions and questions. The baseline survey was 
conducted on the first day of the workshop, and the post-test was conducted at the end of the final day 
of the workshop. 


Analysis 
All data from the Microsoft Access databases was exported and manipulated in Microsoft Excel for the 
initial frequency analyses and unique patterns/associations. All cleaned data was then entered into 
STATA, and statistical analysis was run on comparisons of baseline scores between the control and 
intervention groups, baseline and post-test comparisons for the intervention groups only, and sex 
stratifications.  
 


Quantitative and Qualitative Findings  
 


Sample Characteristics 
A total of 130 individuals were sampled in the pilot. See Table 1 for an exact breakdown of the sample 
between intervention and control groups.  


Table 1: Breakdown Couples/Individuals Analyzed 


 
BASELINE SURVEY 


POST-TEST 
SURVEY 


Target zones # of individuals in 
control group 


# of individuals in 
intervention group 


Total # of individuals 
sampled 


# of individuals in 
intervention group 


Kumbo 34 38 72 38 
Bamenda 28 30 58 31 
Total 62 68 130 69 


 


The demographics of evaluation participants (see Annex) in the intervention group are as follows: The 
mean age of the participants is 42.7 years, with men on average 7.6 years older than their female 
partner. All couples were married in the church and have been together on average 18.6 years. Roughly 
41 percent of participants are living in a rural area, whereas 20 percent and 37 percent live in a peri-
urban and urban setting, respectively. The breakdown on highest educational level attained was 22 


percent have completed primary, 25 percent have completed secondary and 32 percent have completed 
university. The majority (93 percent) are Catholic, and most participants report attending religious 
activities/services weekly. Roughly 18 percent have children from another person other than their 
current partner, and 58 percent of couples care for orphans or vulnerable children (OVC).  


Preliminary findings are presented below in themes that group indicators for The Faithful House 
program targets for perception, attitude and intended behavior change. At this point in the evaluation, 
the findings focus primarily on the baseline and post-test findings of the intervention group, with 
additional qualitative results presented throughout. The more significant and conclusive comparisons 
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will be made in the final report, where the baseline and seven-month follow-up collections will be 
presented for both the control and intervention groups. The reported results presented in this section 
are mostly perceptions and determinants of behaviors, not actual behaviors of the participants; these 
perceptions and determinants either affect the particular attitudes and behaviors or address barriers to 
behavior change. All results are self-reported and are not verified through other sources. It is important 
to note that all changes reported are immediately post-intervention; long-term, sustained effects can 
only be concluded after the seven-month follow-up collection. Also, the denominator in the percentages 
reported in the following section are not taken from the total number of participants sampled, but 
rather the total number of participants who responded to a given question (including “don’t know” and 
“no response”).  


Factors That Affect Couple Relationship Satisfaction 
The perceptions and attitudes measured on the quantitative surveys and explored in the FGDs are 
centered on factors that affect the couple relationship. Associated indicators measured include but are 
not limited to: overall relationship rating; quality of communication; level of respect received from and 
given to partner; sexual satisfaction; level of sharing of financial information; use of partner for confiding 
on personal problems and sexual issues; rate of couple’s unfaithfulness; attitude toward male and 
female lifetime monogamy; attitude toward fault in unfaithfulness; and perceived level of adequate 
knowledge, values and skills to be faithful. The corresponding factors were identified through prior 
assessments, FGDs and interviews (outside this evaluation) as having an effect on perceived relationship 
satisfaction, with lower levels of satisfaction leading to detrimental or risky behaviors (such as 
unfaithfulness). Perceived changes on attitudes, beliefs and behaviors were measured at the post-test 
following the workshop (Table 2).   


Table 2: Indicators That Affect Couple Relationship Satisfaction 


Indicator Baseline Post-Test 


On a scale from 1-10, with 1 the lowest and 10 the highest:     


Quality of relationship 7.1 9.2 


Quality of communication 7.7 9.4 


Level of respect received from partner 7.7 9.1 


Level of sharing of personal income and financial assets 7.2 9.1 


Level of adequate knowledge, values and skills to be faithful to partner 8.0 9.3 


Ability to have an open and frank discussion with partner about sex 7.9 9.0 


% of participants who:     
Will confide in partner for personal problems 76% 90% 
Believe a man can be faithful to one partner his entire lifetime 85% 97% 


Believe a woman can be faithful to one partner her entire lifetime 87% 96% 
 
In the pre-workshop FGD, the group unanimously felt that unfaithfulness was a problem in their 
communities, and this struggle was also evident in their own relationships from the survey responses. 
On the baseline survey, 28 percent of participants reported having been unfaithful to their current 
spouse/partner in the past; men and women had quite different reports (Table 3).  
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However, through the use of a secret ballot held at each 
workshop, 50 percent of workshop participants reported 
having been unfaithful to their current partner in the 
past. Also, on the post-test, 64 percent reported 
experiencing barriers to faithfulness before coming to 
the workshop. As seen in Table 2, however, perceived 
ability to be faithful improved from 8.0 to 9.3 (on scale 
from 1-10) after the workshop. Additionally, participants reported an increase of confidence in their 
own ability to maintain a happy and strong union with their partners. At baseline, the confidence levels 
(on a scale from 1-10) were 8.4 and at post-test, 9.5.  


Two key objectives of TFH curriculum are providing strategies for strengthening the bond between 
couples and breaking barriers to faithfulness. When exploring reasons for unfaithfulness in the FGDs, 
lack of love, poor communication between partners and sexual dissatisfaction were all themes that 
emerged throughout both the men’s and women’s discussions. Many couples felt that men and women 
in Cameroon do not marry for love, creating a foundational problem that is exacerbated later in the 
marriage and leads to unhappiness in the relationship and infidelity. As far as sexual satisfaction, on the 
baseline survey the level for men was 7.7 and for women, 7.3 (on a scale from 1-10, with 10 being very 
satisfied). The couples expressed two main cultural barriers to sexual satisfaction: 1) women are not 
supposed to speak openly about sex with men, particularly in regard to their own desires; and 2) the 
cultural belief that having sex during pregnancy and breastfeeding hurts the baby and spoils the milk. 
Pressure from family members—about marriage, taking a second wife, children and so forth—was 
another common theme. 


Factors That Affect the Family Unit 
Family strengthening is an important desired outcome of TFH program, as the curriculum addresses 
issues that act as stressors both on the couple and the children. One of those stressors is the social and 
gender norms in the country context (e.g., gender roles in the marriage and whether or not those roles 
promoted equality). TFH curriculum also discusses issues such as abstinence before marriage, delaying 
sexual debut and struggles that youth are facing when preparing for marriage. Parents are encouraged 
to talk to their children about these issues, and the curriculum attempts to arm the couples with the 
accurate knowledge and skills to have these discussions. Factors affecting the family unit measured in 
the quantitative surveys include equality in marriage (gender roles), decision-making power in family 
matters, views and practices regarding children and youth, violence in the home and drug/alcohol use 
among participants. Table 4 shows initial attitude and perception changes between the baseline survey 
and immediately after the workshops. All “equality in marriage” indicators exhibited significant changes 
from baseline to post-test. Additionally, the two indicators regarding discussing sex with age-
appropriate children was a significant preliminary finding.  
 
 
 
 
 


Table 3: Gender Differences Between 
Partner Reporting Ever Having Been 
Unfaithful to Current Partner (Survey) 
Sex Kumbo         Bamenda  
Male 53% 31% 
Female 0% 29% 
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Table 4: Indicators That Affect the Family Unit 


Indicator Baseline Post-Test 


% of participants who reported BOTH partners should have:     
Decision-making power in important family matters 79% 92% 


% of participants who believe:     
Boys can abstain from sex until marriage 66% 91% 


Girls can abstain from sex until marriage 65% 89% 


On a scale from 1-10 (with 1 the lowest and 10 the highest):     
Comfort level in discussing sexual matters with sons (10-18 years old) 6.3 8.8 
Comfort level in discussing sexual matters with daughters (10-18 years old) 7.6 8.7 


 
The participants were also asked questions about views on cultural and gender norms that increase or 
fuel HIV risk and deteriorate the family unit, such as intimate partner violence13


Perceptions and Attitudes on HIV Testing and Risk 


. The quantitative survey 
consisted of 18 questions about types and frequency of physical abuse or threats of physical violence in 
the household. These inquired-about acts of violence and/or threats of violence included: insulting; 
swearing; threatening to hurt you (participant or partner); pushing, shoving, shaking, throwing 
something at you; slapping you or twisting arm; hitting you with fist or something else; threatening you 
with a knife or other weapon; kicking or choking you; forcing sex. Sixty percent of participants reported 
violence or threats of violence in their household. On average, 21 percent of participants (N = 14) 
reported being victims of physical violence, with women accounting for 10 out of the 14 reports. 
Additionally, 22 percent (N = 15) reported being perpetrators of physical violence, and in Kumbo, 7 out 
of the 10 reports were women, while in Bamenda, 4 out of the 5 reports were men. Acceptance of 
intimate partner violence was a topic for the pre-baseline survey FGD. Interestingly, both men and 
women reported violence not to be common in most communities, which is quite contradictory to their 
own reports in the survey. In those cases where the participants knew intimate partner violence was 
occurring, alcohol or drunkenness was cited as the key factor.   


Awareness of HIV status is an important aspect of reducing HIV transmission, as there is little debate on 
the reduction of transmission that occurs once a person with HIV knows his or her status. Given that 
nearly half the new infections are occurring within marriage, three take-home points within the TFH 
curriculum are testing, knowing your HIV status and sharing those results with your spouse/partner. 
More than half of participants (53 percent) in Kumbo reported having never been tested for HIV, and 
this was split relatively evenly between men and women. In Bamenda, however, which was reportedly 
more urban, 97 percent said they had been tested for HIV. Of those tested in both areas, 97 percent 
reported sharing their test results with their current partner. Often times, discordancy in couples breaks 
up the marriage or relationships. Roughly 96 percent of participants reported wanting to be tested for 
HIV at baseline. In the FGD, barriers to couples testing were discussed. A common belief among men 
and women was that a positive HIV test signifies unfaithfulness; therefore, a couple might be fearful 
about going together for HIV testing. When asked the likelihood that couples would go together for HIV 
testing in the next three months (on a scale from 1 = definitely no to 10 = definitely yes), the ratings 
increased from 5.6 at baseline to 8.4 at post-test.  
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Self-confidence and willingness to share information on the HIV risk associated with MCP both increased 
after TFH workshop. For example, the sharing frequency response, “at least once a week” increased 
from an average of 30 percent to 51 percent in all groups for both topics.  


Discussion 
Review of preliminary findings in this pilot evaluation resulted in many lessons for future evaluations 
(see Limitations section). The evaluation was also important for understanding baseline knowledge, 
perceptions, attitudes and behaviors in couples around the factors that affect couple relationships and 
the family unit. It also shed light on couples’ views of HIV testing. If model couples in Cameroon struggle 
with unfaithfulness in their relationships, it is plausible that the issue has a much larger scope. The 
changes from baseline to post-test indicate that attendance to TFH workshop has a short-term effect on 
perceptions, attitudes and intended behaviors linked to those barriers identified by couples that lead to 
unfaithfulness in relationships. Overall, increases from before and after the workshop were observed for 
quality of relationship, quality of communication and level of respect received from and shown to 
partner.  Specific communication skills also increased, with participants reporting an intended change in 
level of sharing financial information with partner, increased ability to have an open and frank 
discussion with partner about sexual matters, and improved comfort level in discussing sexual matters 
with children 10-18 years. According to workshop facilitators and participants, couples’ communication 
was the number one component affected by TFH attendance. Whereas FGDs reported a low frequency 
of violence, one-fifth of participants still reported being victims of physical violence by their partner.  


Significant short-term changes in perceptions and attitudes toward HIV testing, specifically the 
importance of couples testing, was seen from baseline to post-test. Considering the widening HIV 
epidemic in the country, the findings around multiple partners, unfaithfulness and HIV testing indicate a 
real need for improvements in the area of couples HIV testing, 50 percent of both men and women 
reporting unfaithfulness to their partner and over half the participants in Kumbo never having been 
tested for HIV. The six-month follow-up survey will be critical for determining whether TFH has any long-
term effects on all of the indicators measured. 


Limitations  
This evaluation cannot be extrapolated to the broader Cameroonian population for multiple reasons: 
The two study areas are in an Anglophone region of the Northwest, which is known to be culturally 
different than the Francophone regions. The Northwest region is known for practicing “wife inheritance” 
and having “jumbas” (concubines), which is uncommon in other regions. In 2004, DHS results suggest a 
higher HIV prevalence, which is likely influenced by these regional socio-cultural/traditional practices 
affecting marriage and relationships.  


Also, 32 percent of participants had attained some university-level education, all participants were from 
the parish community (Catholic) and nearly all couples were considered “model” couples, with most 
being peer counselors or in community leadership roles. These two dioceses had significant pre-existing 
family and marriage strengthening activities. These characteristics likely had an impact on the high 
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baseline ratings associated with perceived relationship satisfaction, equality and communication 
indicators. 


As the pilot was conducted through the Family Life Offices, couples were hand-picked for participation 
in the evaluation and TFH workshops. Although the initial list of couples was randomly divided into 
control and intervention groups, the final demographics of the two groups were statistically different in 
age and years of marriage. For couples to attend the workshop, both partners had to be available all 
three days of training, resulting in the younger, working-age individuals dropping out of the intervention 
group, and the older, predominantly retired individuals joining. 


Due to time constraints, there was limited time to conduct multiple rounds of field testing and revising 
of the pre- and post-test. This was reflected in certain “confusing” questions on both surveys. This was 
compounded by the self-administration of the surveys. There were many questions misinterpreted or 
left blank. Also, skip patterns and directions within questions were not always followed properly. Thus, 
results include possible inaccuracies related to such errors. 


Within the control group, in those households where the surveys were not picked up from the couples 
until one day later, there is a possibility that answers did not remain confidential between partners, and 
thus, a reporting bias could be present. For example, the wife might not want to answer all questions 
honestly for fear her husband would go through her survey before it was retrieved by the enumerator.  


Conclusions 
According to TFH-graduated couples, the workshop provides a safe platform for discussion with other 
couples as well as conversation between partners about sensitive relationship issues. For instance, one 
participant said, “If I knew then what I know now, my marriage would have been different.” These peer 
exchanges and “couple time” help address some of the root causes of unfaithfulness in marriages, a risk 
factor for spreading HIV. Another participant stated, “The 
workshop made spouses to communicate and talk more freely and 
released the fear of going for the HIV test.” 


Many participants also expressed a need for the youth and young 
adult population to hear these TFH messages, as a way of 
changing the cultural trends around marriage and laying a solid 
foundation for marriage. As most of these couples were integrally 
part of a faith community, TFH was suggested as a supplement to 
current premarital programs, which were seen as ineffective in 
addressing barriers to healthy marriages. Additionally, given these 
initial findings in strengthening the family unit, TFH might be a 
good add-on to other development programs that require a strong 
family foundation, such as PMTCT programs. Overall, by drawing 
on faith values as its foundation, TFH curriculum has shown short-
term, positive steps towards the culturally related enablers of HIV 
transmission within couples. The six-month follow-up survey will 


“The workshop was an eye-
opener. We were living in 
ignorance and the workshop 
opened our minds to see the 
problems and now we can 
assess the relationship. The 
foundation of the house is 
cracked and you’re living 
there comfortably and until 
you know that those cracks 
can make the house fall or 
how to correct it, you just 
continue living.” 
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be important for determining long-term impact on attitudes and behavior. 
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Annex 
 


Table 2: Demographics 
Intervention 


Groups 


Average Age of All Participants (years) 42.7 


Average Age Males (years) 45.8 


Average Age Females (years) 39.7 


Average Age Difference Between Spouses (years) 7.6 


Employment status:   
Housewife, never employed outside the house 7% 


Housewife, looking for employment/currently employed outside the house 10% 


Farmer 9% 


Employed (government or business) 37% 


Self-employed 14% 


Type of marriage/union:   
Church/religious marriage 99% 


Average # of years married 18.6 


Place of residence:    
Urban 37% 


Peri-urban 20% 


Rural 41% 


Highest level of education:   
Primary 22% 


Vocational 11% 


Secondary 25% 


University 32% 


Religion:   
Catholic 93% 


Protestant 2% 


Traditional 4% 


Frequency of religious services/activities:   
Daily 26% 


Weekly 62% 


2-3 times a month 5% 


Has biological children 91% 


Has children from other than current partner 18% 


Caring for other, nonbiological children (OVC) 62% 
Note: Some categories do not add to 100%. “Other”, “don’t know” and “no response” options were excluded from the table. 





		Abstract

		Background

		Methodology

		Results

		Conclusions



		Project Background

		Summary of the Literature



		Methodology

		Objectives of the Evaluation

		Evaluation Population Selection

		Training and Data Collection

		Analysis



		Quantitative and Qualitative Findings

		Sample Characteristics

		Factors That Affect Couple Relationship Satisfaction

		Factors That Affect the Family Unit

		Perceptions and Attitudes on HIV Testing and Risk



		Discussion

		Limitations



		Conclusions

		References






Short-term impact of faithfulness-focused curriculum on 
couples from three regions in Ethiopia 
 


Abstract 
 


Background 
As the HIV epidemic continues to expand in sub-Saharan Africa, there is a tremendous need for culturally 
aware, locally developed, evidence-based programs that acknowledge and address the context within which 
most infections of HIV occur: couple relationships. Even though a large share of new infections in many 
African countries occurs within marriages, there are relatively few prevention programs specifically focusing 
on the couple as a unit of behavior change. Furthermore, there is a lack of evidence of the long-term 
effectiveness of faithfulness-focused curriculum. The Faithful House (TFH) is an HIV-prevention curriculum 
focused on fidelity within relationships/marriage and implemented through workshops uniquely centered on 
the couple. An evaluation of the workshop was conducted in Ethiopia with middle-aged, more established 
couples to assess its impact on a population deeply rooted in traditional cultural and gender norms.  
 


Methodology 
The evaluation population consisted of 1,113 individuals (558 couples) from Addis Ababa, Oromia and Tigray 
regions. Working with five community partners and Idirs, participants were selected through convenience 
sampling and randomly distributed between intervention and control groups of equal size. Focus group 
discussions (FGDs) were conducted before the workshops with a representative group from all regions to 
provide qualitative baseline information. In March 2011, both groups completed a quantitative baseline 
survey prior to the workshop, and the post-test survey was conducted immediately following the workshop 
with the intervention group only. All data was entered into a Microsoft Access database and then cleaned 
and analyzed using Excel and STATA. Statistical analysis was conducted, comparing matched baseline and 
post-test changes between the intervention groups. A six-month follow-up survey will be conducted in 
September 2011 for both control and intervention groups. 
 


Results 
The average age of TFH intervention group (N = 557) was 43.6 years, with men on average 10.5 years older 
than women (p<0.001). Women were less educated than men (p<0.001). Over two-thirds were in traditional 
marriages and had been together for 22 years. Thirty-three percent of men reported being married to more 
than one wife. The couples were largely (90 percent) Orthodox Christians, and 87 percent lived in urban 
areas. Baseline and post-workshop data showed statistically significant improvement (p<0.01) in couples’ 
perceptions on factors affecting relationship satisfaction and the family unit: quality of relationship and 
couple communication; joint decision-making about care of children, financial matters, sexual activity, 
accessing HIV services and other important family matters; self-efficacy and intention to discuss sexual issues 
with daughters and sons; and intended male involvement in antenatal care visits (ANC). Additionally, analysis 
by sex on baseline responses revealed statistically different (p<0.01) views on the quality of relationship, 
couple communication, partner’s perceived ability to remain faithful, level of sharing financial information, 
ability to talk to partner about sex and sexual satisfaction (all lower ratings among women). Attitudes on 
cultural norms that contribute to HIV risk and multiple sexual partners also statistically improved (p<0.01) 
after the workshop. 
 


Conclusions 
This review of preliminary findings in the evaluation was important for understanding baseline knowledge, 
perceptions, attitudes and behaviors around the factors that affect couple relationships and the family unit, 
as well as on HIV testing and cultural norms that contribute to HIV risk. Even given the culturally rooted 
norms that emerged, the changes from baseline to post-test indicate that attendance to TFH workshop had a 
short-term effect on perceptions, attitudes and intended behaviors linked to those barriers within couples 
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that may lead to unfaithfulness in relationships. It will be important to track and analyze these initial changes 
at the six-month follow-up and note any long-term changes resulting from TFH participation.  


Project Background  


Summary of the Literature  
As the HIV epidemic continues to expand in sub-Saharan Africa, there is a tremendous need for culturally 
aware, locally developed, evidence-based programs that acknowledge and address the context within 
which most infections of HIV occur: couple relationships. Prevalence of HIV in some countries in sub-
Saharan Africa is up to 50 times higher than the average for countries outside Africa. In order to explain 
and understand these differences, international discussions and modeling have focused on the factors 
(in many cases, behaviors) that could have accounted for the higher infection rate in eastern and 
southern Africa. In the 1990s, it was widely accepted in policy and scholarly dialogue that higher rates of 
risky sexual behavior in Africa explained the difference in HIV prevalence. However, a more in-depth 
examination of empirical evidence forced both social scientists and policy makers to acknowledge that 
most kinds of risky sexual behaviors are not exceptionally common in sub-Saharan Africa1,2. Contrary to 
this belief, data drawing back to the late 1980s show rates of risky behaviors to be considerably higher in 
affluent and middle-income countries with low HIV prevalence, including early initiation of sex, number 
of sexual partners, and premarital and extramarital sexual relations3


According to data from nationally representative surveys conducted during 2004-2006 in Cameroon, 
Rwanda, Uganda and Zimbabwe (which included HIV testing of adult men and women), “Having fewer 
lifetime sexual partners and being faithful to spousal partner(s) are strongly associated with reduced risk 
of HIV infection. Thus…HIV prevention programs should focus more on promoting partner reduction and 
partner faithfulness, especially for men”


. Confronted with that evidence, the 
argument narrowed to a single kind of sexual behavior: concurrency, which is broadly defined as long-
term, overlapping partnerships.  


4. This notion that concurrent sexual partnerships are especially 
common in sub-Saharan Africa and that this phenomenon explains the region's high HIV prevalence is 
accepted by many as conventional wisdom; however, the data surrounding multiple and concurrent 
partners (MCP) is still controversial, specifically on whether the differences between serial monogamy 
and concurrent partners could cause the epidemic proportions of HIV that are found in parts of Africa. 
Halperin, Mah, Epstein and Morris have contributed countless works of literature regarding MCP as the 
key driver in the HIV epidemic seen in Africa and a root factor in the proportions of HIV and AIDS on the 
continent today. However, contrasting the mathematical models of the potential role of concurrent 
sexual partnerships in facilitating the rapid spread of HIV in sexual networks, a recent analysis of 
household survey data in 22 countries, including 18 in sub-Saharan Africa, found no significant  
correlation between prevalence of sexual concurrency and HIV prevalence at the country or community 
level5,6. In addition, in one systematic review in 2010 by Sawers and Stillwaggon, the research seeking to 
establish a statistical correlation between concurrency and HIV prevalence either found no correlation 
or had important limitations that should dismiss such a conclusion. According to these authors, “Policy 
makers should turn attention to drivers of African HIV epidemics that are policy sensitive and for which 
there is substantial epidemiological evidence”3. 
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Critical epidemiological trends, such as those emerging from the recent national studies in Uganda and 
Kenya, indicate that half of new HIV infections are occurring in married people7. This could be an area 
for focus, particularly for faith-based institutions. Being unfaithful to one’s current partner still remains a 
key area of concentration for HIV-prevention programming. Recent evidence from a Zimbabwean study 
suggests that although age-disparate relationships are a concern for a sustained HIV epidemic, 
conventional intergenerational relationships—that is, married and long-term couples—post a greater 
risk of HIV infection than even “sugar daddy” relationships8. Thus, putting aside the discourse about 
MCP and its associated risk and role in the current African AIDS epidemic, there is a growing consensus 
that HIV prevention research and programming should address couples as a unit of behavior change and 
intervention9


Couples-centered approaches are one response, and although they appear initially promising, additional 
research is necessary to build a stronger theoretical and methodological basis for couples-focused HIV 
prevention


. From a faith-based perspective, strengthening the marriage would be the focal point of 
combating this issue. 


10. Earlier studies provided preliminary evidence for the feasibility of couples-focused 
interventions for HIV—particularly the role of couples-focused voluntary counseling and testing11,12


Local Response 


. 
Moving beyond the context of HIV testing and counseling, more general couples-focused HIV prevention 
programs may differ from individual-focused HIV prevention programs by addressing the ongoing 
dynamic and interactional forces within dyads that contribute to sexual risk behavior, including gender 
roles, power imbalances, communication styles, child-bearing intentions, intimate partner violence and 
quality-of-relationship issues (e.g., commitment, satisfaction, intimacy). Furthermore, there is a lack of 
evidence of the long-term effectiveness of faithfulness-focused or fidelity-focused curriculum. A 
systematic review showed that couples-focused programs only reduced unprotected sexual intercourse 
and increased condom use10. Note that faithfulness or fidelity within marriage or to one partner was not 
an indicator of study. This evaluation by CRS attempts to build on the theoretical and methodological 
foundation for couples-centered, faithfulness-focused HIV prevention. 


CRS has been working with community organizations and faith-based institutions to address HIV since 
1986. CRS has had a presence in Ethiopia since 1958 and has worked in all but one region. Religion, 
spirituality and faith are deeply rooted in the cultures and traditions of all of Africa, and Ethiopia is no 
different. According to CRS, “Using this platform and network of community, which emanates trust and 
stability, can deliver a long-lasting intervention that supports positive change in people’s lives. Values 
and behaviors which can lead to the increased HIV risk are expressed within the intimacy of a couple’s 
relationship; the theoretical framework points to the couple’s place in the causal relationship with the 
belief that if this couple relationship can be strengthened, HIV transmission through multiple partners, 
concurrent or not, will dramatically fall.”  


The Faithful House program was created collaboratively by CRS and Maternal Life International/Uganda 
to accomplish just this task. TFH is a faith-based, skills-building curriculum with the aim of strengthening 
the family through enhanced couple communication, achieved by skills building, positive peer mentoring 
and provision of a safe environment for couple dialogue around quality-of-relationship issues and other 
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attitudes and behaviors that contribute to sexual risk behavior. Currently, the curriculum is being used in 
11 countries. Over the course of the three years of implementation, TFH program has collected pre- and 
post-workshop surveys from over 600 beneficiaries, and these surveys have demonstrated 
improvements in communication between partners in areas such as finance, gender roles, power 
imbalances, sexual intimacy, and parenting and communication with children around sex-related issues.  


Two limitations have also emerged over this time period: 1) long-term impact of the program on 
attitudes and behaviors has not been documented to date; and 2) the absence of a control population 
has limited rigorous conclusions. CRS has responded to these critiques and challenges by developing an 
evaluation to assess the effectiveness of the three-day TFH curriculum on short-term knowledge gain 
and attitude changes (outputs) and long-term attitude and behavior change (outcomes).  


Evaluation Description 


The Barriers to Intended Behaviors 
In the FGDs and quantitative surveys, lack of love, poor communication between partners and sexual 
dissatisfaction were the top three reasons (barriers) named for both Ethiopian men and women having 
multiple sexual partners, even when the couple is married or in a long-term relationship. 


Objectives of the Evaluation 
This evaluation has been designed to assess the effectiveness of a couple-focused HIV-prevention 
intervention (i.e., TFH) in improving couple relationship satisfaction and communication and knowledge 
on HIV risk associated with MCP. Specific objectives in the evaluation include:  


1) Assess the impact of this curriculum on couples’ communication, quality-of-relationship issues and 
attitudes and behaviors that contribute to sexual risk behaviors. 


2) Assess the impact of this curriculum on family strengthening. 
3) Determine the attitudes and behaviors toward the issue of multiple and concurrent partnerships 


(in order to measure the impact of TFH on changing the acceptance of this behavior). 
4) Identify the attitudes and practices surrounding MCP most and least consistently affected by TFH. 
5) Identify the family strengthening attitudes and behaviors which are most likely to change as a 


result of couple discussion and peer mentoring in an interactive three-day TFH workshop. 
6) Profile the beneficiaries most likely to share the lessons learned through TFH with neighbors and 


find out what information is being shared. 


Methodology 
Quantitative data methods were used to assess the effectiveness of TFH curriculum on the short-term 
perceptions, behavioral attitudes and intended practices related to couple relationship satisfaction, 
partner communication and HIV risk. Qualitative research was conducted using FGDs. The qualitative 
methods focused on topic areas of interest/concern that were uncovered in the quantitative data 
analysis, offering a complementary view of the data. Data presented reflects participants’ feedback 
(perceptions, attitudes and intentions) regarding TFH curriculum. 
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The evaluation was conducted in three regions (Addis Ababa, Oromia and Tigray) where CRS Ethiopia 
works with partner organizations. These couples were pulled from predominantly urban areas in these 
regions, as urban adult HIV prevalence is higher (7.7 percent) compared to rural HIV prevalence (0.9 
percent)13


Evaluation Population Selection 


. Five community partners were identified within the three regions. The sample couples were 
allocated proportionally and distributed out of the total sample size. There were 16 workshops 
conducted throughout the three regions, with a maximum of 20 couples attending each workshop. The 
workshops, which were offered only for the intervention group, were held the day after the baseline 
data were collected from both intervention and control groups. Prior to conducting the baseline survey 
interview or participation in the FGD, written consent was collected from each participant.   


“Idirs”, or commonly known local support associations in Ethiopia, were the source of the evaluation 
population. Idirs offer social and economic support when community members get sick or pass away, 
and, in theory, hold comprehensive lists of all community members/households in their catchment 
areas. The evaluation team, in consultation with project officers at each community partner, identified 
Idirs to contact for possible evaluation participants. Proportional sampling to a total size of Idir members 
was made prior to identification of each participant. The list of couples, however, was based on interest 
and availability of both the man and woman, and therefore resulted in a convenience sample. Although 
the use of Idirs created an opportunity to easily access the appropriate number of couples, the Idir 
source population was dominated by older couples. Therefore, an additional effort was made to 
mobilize younger couples from support groups and youth associations for the evaluation. After lists of 
interested couples were sent to the evaluation team, a randomized sampling method, using Microsoft 
Excel, was applied to divide the participant couples into control and intervention groups.  


Training of Enumerators and Couple Facilitators 
An international consultant conducted a one-day training for all enumerators, who would conduct the 
quantitative surveys.  Unfortunately, due to changes in workshop dates, some original enumerators 
were unable to make all workshops. Thus, additional enumerators were hired and trained by the local 
consultant in Ethiopia. Couple facilitators, who led the workshops, were provided a week-long refresher 
training on TFH curriculum by TFH trainer of facilitators from Uganda.  


Data Collection and Analysis 
Unique identifiers (IDs) were used on the surveys in order to maintain confidentiality with the data 
reported. Baseline survey data collection for participants occurred at the workshop site the day before 
the workshop began. The corresponding control group was interviewed the first day of the workshop, 
while the intervention group was attending TFH. The post-test for the intervention group was conducted 
the day after the workshop ended. All workshop attendees returned to the workshop site for this post-
test survey. Participants who did not have both a baseline and post-test survey completed and entered 
into the database were deleted from the data set and not included in analysis. 
 
All data from the Microsoft Access databases was exported and manipulated in Microsoft Excel for the 
initial frequency analyses and unique patterns/associations. All cleaned data was then entered into 
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STATA, and statistical analysis was run on comparisons of baseline scores between the control and 
intervention groups, baseline and post-test comparisons for the intervention groups only, and sex 
stratifications.  


Quantitative and Qualitative Findings  
Findings from intervention group are presented in the results section. The control group, only sampled 
for the baseline, was found to be a comparable group and thus will only be presented in the analysis of 
the three-month follow-up comparisons.  


Sample Characteristics 
A total of 1,113 individuals were sampled. (See Table 1 for an exact breakdown of the sample between 
regions and intervention vs. control group.) All participants of the intervention group were interviewed 
in the post-test survey, and only those workshop participants who completed the workshop were 
included in this survey (all 279 couples).   
 


Table 1: Breakdown Couples/Individuals Sampled 


Target 
zones 


# of couples 
in control 


group 


# of couples in 
intervention 


group 


Total # of 
couples 
sampled 


Total # of 
individuals 


sampled 
Addis Ababa 89 97 186 372 
Oromia 101 108 209 416 
Tigray 89 74 163 325 
Total 279 279 558 1,113 


 
The demographics of evaluation participants (see Annex 1) in the intervention group are as follows: The 
average age of the participants is 43.6 years, with men on average 10.5 years older than women 
(p<0.001). Women are less educated, 52 percent have never attended school, and only 12 percent have 
secondary or higher education compared to 23 percent of men (p<0.001). Over two-thirds are in 
traditional marriages and have been together on the average  22 years. Thirty-three percent of men 
report being married to more than one wife. The couples are largely (90 percent) Orthodox Christians, 
and 87 percent live in urban areas. The majority of women (69 percent) are housewives who have never 
been employed outside the home, and 56 percent of men are employed by government or a 
business/self-employed; unemployment is quite high among men (24 percent). Roughly 17 percent 
report having biological children with someone other than their current spouse/partner, and almost 30 
percent of households are caring for nonbiological children (orphans or vulnerable children, or OVC) 
with an average of 1.7 children per household. Over half of respondents caring for OVC identified at 
least one these children as a “vulnerable child [with living parent(s)] that is related to them”, and 31 
percent as an “orphan of a relative or family member”.  
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Preliminary findings are presented below in themes that combine indicators for The Faithful House 
program targets for perception, attitude and intended behavior change. At this point in the evaluation, 
the findings focus primarily on the baseline and post-test findings of the intervention group, with 
additional qualitative results presented throughout. The more significant and conclusive comparisons 
will be made in the final report, where the baseline and six-month follow-up data will be presented for 
both the control and intervention groups. The reported results presented in this section are mostly 
perceptions and determinants of behaviors, not actual behaviors of the participants; these perceptions 
and determinants either affect the particular attitudes and behaviors or address barriers to behavior 
change. All results are self-reported and are not verified through other sources. It is important to note 
that all changes reported are immediately post-intervention; long-term, sustained effects can only be 
concluded after the six-month follow-up collection. 


Factors That Affect Couple Relationship Satisfaction 
The perceptions and attitudes measured on the quantitative surveys and explored in the FGDs are 
centered around factors that affect the couple relationship. Associated indicators measured include but 
are not limited to overall relationship rating; quality of communication; level of respect received from 
and given to partner; sexual satisfaction; level of sharing of financial information; use of partner for 
confiding about personal problems and sexual issues; rate of couple’s unfaithfulness; attitude toward 
male and female lifetime monogamy; attitude toward fault in unfaithfulness; and perceived level of 
adequate knowledge, values and skills to be faithful. The corresponding factors were identified through 
prior assessments, FGDs and interviews (outside this evaluation) as having an effect on perceived 
relationship satisfaction, with lower levels of satisfaction leading to detrimental or risky behaviors (such 
as unfaithfulness). Table 2 lists the perception and attitude changes from baseline to post-test; all 
changes were statistically significant (p<0.01).  


Table 2: Indicators That Affect Couple Relationship Satisfaction 


Indicator Baseline Post-Test 


On a scale from 1-10, with 1 the lowest and 10 the highest:     
Quality of relationship* 8.2 9.6 
Quality of communication* 8.1 9.5 
Level of respect received from partner* 8.4 9.6 
Level of sharing of personal income and financial assets* 8.1 9.5 
Level of adequate knowledge, values and skills to be faithful to partner* 8.4 9.5 
Ability to have an open and frank discussion with partner about sex* 6.4 8.7 


% of participants who: 
  Will confide in partner for personal problems 79% 88% 


Believe a man can be faithful to one partner his entire lifetime 67% 82% 


Believe a woman can be faithful to one partner her entire lifetime 79% 89% 
* = statistically significant difference (p<0.05) between men and women (women reported lower ratings/percentages) 


In the pre-workshop FGD, the group unanimously felt that unfaithfulness was a problem in their 
communities, and this struggle was also evident in their own relationships according to the survey 
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responses. In the quantitative survey, participants were asked directly about unfaithfulness in their 
current relationship. Men reported significantly (p<0.01) higher rates of unfaithfulness than the women: 
15 percent compared to 2 percent.  


Two key objectives of TFH curriculum are providing strategies for strengthening the bond between 
couples and breaking barriers to faithfulness. On the post-test, more than one-third of participants 
reported they were experiencing barriers to faithfulness in their own relationships before coming to the 
workshop. In the FGDs and quantitative surveys, lack of love, poor communication between partners 
and sexual dissatisfaction were the top three reasons (barriers) named for having multiple sexual 
partners, even when the couple was married or in a long-term relationship. On the baseline survey, the 
level of sexual satisfaction reported was significantly (p<0.01) lower for women in comparison to men: 
7.1 vs. 8.0 (on a scale from 1-10). When exploring deeper into the topic of sexual dissatisfaction and 
poor communication, the underlying issue for both men and women was a cultural taboo about 
discussing sexual frustrations or other issues with the partner. From the women’s perspective, men feel 
that they “know better” about all decisions and issues, and therefore do not discuss issues with women. 
From the men’s perspective, women were previously viewed as servants, and cultural views are just 
beginning to slowly change to view women as friends and partners. 


Two attributing factors that underlie these three barriers mentioned are age at marriage between men 
and women and gender norms, both of which correspond to reasons for marriage. Men are typically 
older than women when they first marry (as seen in our sample), and they often do not marry their age-
mates. This age difference further exacerbates the gender imbalances. Most marriages are not based in 
love, but rather made for economic reasons. These types of relationships often do not yield loving 
situations (taken from the FGDs). “Love” was seen as a protective factor in unfaithfulness, and according 
to one man in the FGD, “You won’t ever have faithfulness if you don’t have love.”   


After attending TFH workshop, participants reported a significant increase (p<0.01) of confidence in 
their own ability to maintain a happy and strong union with their partners. At baseline, the confidence 
levels (on a scale from 1-10) were 8.2 and at post-test, 9.7.  


Factors That Affect the Family Unit 
Family strengthening is an important desired outcome of TFH program, as the curriculum addresses 
issues that act as stressors both between the couple and the children. One of those stressors is the 
social and gender norms in the country context. Questions exploring gender roles in the marriage and 
whether or not those roles promoted equality were examined. TFH curriculum also discusses issues such 
as abstinence before marriage, delaying sexual debut and struggles that youth are facing relative to 
marriage preparations. Parents are encouraged to talk to their children about these issues, and the 
curriculum attempts to arm the couples with the accurate knowledge and skills to have these 
discussions. Factors affecting the family unit measured in the quantitative surveys include equality in 
marriage (gender roles), decision-making power in family matters, views and practices regarding 
children and youth, violence in the home and drug/alcohol use among participants. Table 3 shows initial 
attitude and perception changes between the baseline survey and immediately after the workshops. All 
changes seen from baseline to post-test were statistically significant at the 0.001 level. 
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Table 3: Indicators That Affect the Family Unit 


Indicator Baseline Post-Test 


% of participants who reported BOTH partners (“equality in marriage”):     
Responsibility for looking after the children* 54% 85% 
Decision-making power in important family matters* 55% 87% 
Decision-making power in when to have sex* 32% 81% 
Decision-making power in accessing HIV services* 70% 92% 


% of participants who believe:     
Boys can abstain from sex until marriage 35% 48% 


Girls can abstain from sex until marriage 47% 56% 


On a scale from 1-10 (with 1 the lowest and 10 the highest):     
Comfort level in discussing sexual matters with sons (10-18 years old)* 4.1 7.2 
Comfort level in discussing sexual matters with daughters (10-18 years old)* 4.4 7.7 


* statistically significant change (p<0.001) 


The participants were also asked questions about views on cultural and gender norms that increase or 
fuel HIV risk and deteriorate the family unit14. Intimate partner violence is still a pervasive social 
problem, and thus the quantitative survey asked 18 questions about types and frequency of physical 
abuse or threats of physical violence in the household15


Perceptions and Attitudes on HIV Testing and Cultural Norms That Contribute 
to HIV Risk Behaviors 


. These inquired-about acts of violence included: 
insulting; swearing; threatening to hurt you; pushing, shoving, shaking, throwing something at you; 
slapping you or twisting arm; hitting you with fist or something else; threatening you with a knife or 
other weapon; kicking or choking you; forcing sex. Reported violence or threats of violence was highest 
in Addis Ababa and lowest in Tigray Region. Overall, 30 percent of participants were living in a 
household that reported some form of physical violence or threat of physical violence. Roughly 8 
percent of participants reported being victims of physical violence, with 88 percent being women; 5 
percent of participants reported being perpetrators of physical violence, and 16 percent were women. 
The men and women in the FGDs also reiterated that violence in homes was quite commonplace.  


Awareness of HIV status is an important aspect of reducing HIV transmission, as there is little debate on 
the reduction of transmission that occurs once a person who has tested positive for HIV knows his or her 
status. Given that nearly half the new infections are occurring within marriage, three take-home points 
within TFH curriculum are testing, knowing your HIV status and sharing those results with your 
spouse/partner. Roughly 82 percent of participants reported wanting to be tested for HIV at baseline. 
However, an average of 30 percent reported having never been tested for HIV. The difference between 
males and females was also statistically significant (p<0.01) with more females reporting having been 
tested for HIV. Out of the two-thirds of participants that have been tested, roughly half went for couples 
testing at this last HIV test. When taking out the people who have never been tested and asking those 
who have been tested when their last HIV test was, 70 percent had been tested four months ago or 
longer, and more than one-third had been tested over a year ago. The likelihood of going for couples 







 
 


10 
 


testing in the next three months (on scale from 1 = definitely no to 10 = definitely yes), significantly 
increased (p<0.001) from 7.1 at baseline to 9.0 after the workshop. 


Reported male involvement in ANC also statistically increased (p<0.01) from baseline to post-test: 75 
percent reported attending ANC visits with their partner or would attend if partner became pregnant, 
and this increased to 91 percent. Many men consider accompanying their wives to ANC or  prevention of 


mother-to-child transmission (PMTCT) visits a good practice, but in reality, only a few men actually do it. 
Thus, this indicator will require long-term tracking in order to see if TFH has a sustainable impact on 
men’s behavior.  
 
There were also questions regarding attitudes toward MCP and other cultural norms, as well as gauging 
overall knowledge and perceived risk of HIV. These questions asked participants to either “strongly 
agree, agree, strongly disagree, or disagree” with specific statements. See Table 4 for a complete list of 
similar questions on cultural norms and views on HIV risk as they relate to multiple and concurrent 
partnerships. All increases were statistically significant (p<0.01).  
 


Table 4: Questions on Cultural Norms and Views on HIV Risk in Regard to MCP 


All (Intervention/Workshop) Participants Baseline Post-test 


Agreed: Woman is justified in refusing sex with 
partner if she knows he has had sex with someone 
else.* 


76% 84% 


Disagreed: A married man having concurrent 
partners is not harmful as long as he is discrete and 
provides for family. 


85% 88% 


Disagreed: There are exceptional cases where a 
man should be allowed to have sex with another 
woman.* 


72% 82% 


Disagreed: There are exceptional cases where a 
woman should be allowed to have sex with another 
man.* 


79% 88% 


Disagreed: A man should be allowed to produce 
children with another partner if his wife is 
infertile.* 


53% 71% 


Disagreed: A woman should be allowed to produce 
children with another partner if her husband is 
infertile.* 


70% 83% 


Disagreed: Once infected, the chances of a person 
living with HIV transmitting it to someone else are 
always the same.* 


30% 38% 


* statistically significant change (p<0.01) 
 


Self-confidence or willingness/desire to share information, both on how to strengthen the 
spousal/partner relationships and on the HIV risk associated with MCP, increased after TFH workshop. 
The frequency response, “at least once a week” significantly (p<0.001) increased from an average of 27 
percent to 67 percent in all groups for both topics. Also, women in all three regions showed more 
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change than men, overall, as their baseline reports of sharing at least once a week were much lower 
than men. When probing further about whom participants will share information with about 
strengthening their partner relationship, the most frequent response was “my neighbor”. 


Discussion 
This review of preliminary findings in the evaluation was important for understanding baseline 
knowledge, perceptions, attitudes and behaviors around the factors that affect couple relationships and 
the family unit, as well as on HIV testing and cultural norms that contribute to HIV risk and MCP.  


The changes from baseline to post-test indicate that attendance to TFH workshop has a short-term 
effect on perceptions, attitudes and intended behaviors linked to those barriers identified within 
couples that lead to unfaithfulness in relationships. Overall, statistically significant increases from 
baseline to post-test collection were observed for quality of relationship, quality of communication, 
level of respect received from and shown to partner, and all “equality in marriage” indicators. Specific 
communication skills also increased with participants reporting an intended change in level of sharing 
financial information with partner, increased ability to have an open and frank discussion with partner 
about sexual matters, and improved comfort level in discussing sexual matters with children 10-18 
years. Baseline reports unfortunately also reveal a tolerance of violence still present in these 
communities, with roughly 30 percent of households reporting physical violence or threats of physical 
violence. 


Two patterns also emerged in the data: the differences between men and women and the difference of 
one region compared to the other two. Following the cultural patterns in most Ethiopian couples, the 
women in the sample were statistically (p<0.001) younger in age and less educated than men. The 
women also reported significantly lower ratings on six of the nine indicators listed in Table 2 for 
affecting couple relationship; the differences at post-test between men and women were not 
significant, indicating that female responses played a substantial role in closing the statistical gap when 
analyzing the change in the combined responses of men and women from baseline to post-test. 
Although the data presented grouped all regions together, an analysis by region revealed Tigray Region 
as an outlier to the other two regions. Participants from Tigray seem to enjoy a more gender-balanced 
household, less intimate-partner violence and more equality when it comes to views/attitudes regarding 
women. This difference will need to be further explored through FGDs and interviews with in-country 
staff. 


Significant short-term changes in perceptions and attitudes toward HIV testing and cultural norms that 
contribute to HIV risk and MCP were seen from baseline to post-test. With one-third of participants 
never having been tested for HIV, and 70 percent having been tested four or more months ago, there 
are some crucial areas for improvement. The increase in intended male attendance to ANC visits with 
their pregnant partners is also significant and cannot be overstated if the intended practice shows to be 
the true behavior and attitude change. Even with the strong cultural roots present in the evaluation 
participants, TFH was able to make considerable short-term attitude changes in cultural norms that fuel 
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HIV risk behaviors (Table 4). Additionally, self-confidence or willingness/desire to share information, 
both on how to strengthen the spousal/partner relationships and on the HIV risk associated with MCP, 
significantly increased after TFH workshop. The six-month follow-up survey and final FGD will be critical 
for determining whether TFH has any long-term effects on all of the indicators measured. 


Evaluation Limitations 
The sample is made up of older, mature couples who may not be at much risk of HIV/AIDS. This 
demographic characteristic may be a limitation, as the ultimate purpose of TFH program is to reduce the 
transmission of HIV/AIDS occurring within couple relationships. 


A second limitation experienced during data collection was the lack of supervision from the local 
consultant to the enumerators. Because most workshops were being conducted at the same time in 
each of three regions, the local consultant was limited in the amount of supervision available to verify 
correct translation and interpretation of questions, as well as explain any impromptu challenges that 
arose with the survey. 


A third limitation resulted from a lack of time to translate the English version of the surveys into Amharic 
or even a few of the local languages. It is very possible that differences in interpretation or translation 
were used. Although enumerator training was provided, due to needs for multiple language translation, 
the local consultant did find differences in translation between enumerators during some field 
supervision, and corrected it when possible. However, in consideration of the first limitation mentioned, 
the magnitude of the translation issue is unclear.  


 


Conclusions 
From both the quantitative surveys and the FGDs, cultural norms come out strongly as affecting 
relationships. These norms provide an enabling environment for gender inequality/inequity, intimate 
partner violence and secretive sexual partners. The significant age and education differences between 
men and women at marriage or within relationships potentially pose a challenge for establishing 
healthy, gender-equal relationships. TFH workshop has increased overall attitudes towards sharing of 
decision-making power as well as couple communication around family finances, even though the 
differences in education, age and employment within couples remains the same. By drawing on faith 
values as its foundation, TFH curriculum has shown short-term, positive steps towards the culturally 
related enablers of HIV transmission within couples. The six-month follow-up survey will need to be 
completed in order determine long-term impact on attitudes and behavior. 


In the FGDs, both men and women mentioned that counseling the youth before marriage and providing 
guidance to young couples interested in getting married might help in producing better matches or at 
least better prepare men and women for the expectations of married life. Note that even now, only 21 
percent of participants’ faith communities offer premarital counseling. Strengthening this area within 
faith communities could have a substantial impact on the future trends within marriage and related 
unfaithfulness. Additionally, in Ethiopia, the majority of couples go through a civil/municipal wedding; 
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fewer marry through a religious institution. Given the low number of couples reporting attendance to 
premarital counseling programs, faith institutions should work to provide this service, even when the 
marriage ceremony is not happening in the religious institution. This premarital counseling is a platform 
to address many aspects of marriage, including factors that lead to broken or unhealthy relationships. 
HIV couples testing should be an integral component of premarital counseling programs.  


Given the initial success shown in strengthening the family, TFH curriculum might be a good add-on or 
supplement to other development programs that require a strong family foundation. The curriculum 
should be promoted in these other areas. One example might be PMTCT programs. The initial data 
presented from baseline to post-test changes on male partners’ intended involvement in ANC visits are a 
good indication that TFH might be a good adjunct to PMTCT programs looking to increase more male 
support for women who are HIV positive, thereby promoting compliance to PMTCT protocols. 
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Annex 1 
 


Table 2: Demographics 
Intervention Groups 


Average Age (years) 43.6 
Average Age Males (years) 48.5 
Average Age Females (years) 37.9 
Average Age Difference Between Spouses (years) 10.5 
Employment status: Males Females 
Housewife, never employed outside the house 0% 69% 
Housewife, looking for employment/currently employed outside the house 0% 12% 
Farmer 0% 2% 
Employed (government or business) 29% 4% 
Self-employed 27% 9% 
Unemployed 24% 0% 
Type of marriage/union:   
Cohabiting 14% 
Church/religious marriage 8% 
Civil/municipality marriage 10% 
Traditional marriage 69% 
Average # of years married (years) 22 
Place of residence:    
Urban 87% 
Peri-urban 1% 
Rural 12% 
Highest level of education: Males Females 
No formal education 22% 52% 
Uncompleted primary 30% 20% 
Primary 24% 16% 
Secondary 14% 9% 
Preparatory, vocational or tertiary level institution 9% 3% 
Religion:   
Orthodox 90% 
Catholic 3% 
Protestant 4% 
Muslim 3% 
Frequency of religious services/activities:   
Daily 25% 
Weekly 58% 
2-3 times a month 8% 
Monthly 6% 
Yearly 4% 
Has biological children 96% 
Has children from other than current partner 17% 
Caring for other, nonbiological children (OVC) 29% 
    
Average # OVC 1.7 


Note: Some categories do not add up to 100%, as “other”, “don’t know” and “no response” percentages are not included. 
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Post-workshop effect of a values-based prevention curriculum 
on HIV-positive couples from four regions in Ethiopia 


Abstract 
 


Background 
As evidence increasingly reveals that much of the heterosexual HIV transmission in southern and east Africa 
takes place within marriage or cohabitation, there is growing recognition of the need for culturally aware, 
locally developed, gender-sensitive, evidence-based programs that address the context within which most 
sexual transmissions of HIV occur: committed, couple relationships. Unfortunately, current “prevention with 
positives” (PwP) models focus primarily on the individual. Toward this end, CRS aims to help build the case for 
couples-centered PwP programming by evaluating a recently modified curriculum focused on strengthening 
the relationships of couples living with HIV.  
 


Methodology 
The evaluation population consisted of 204 couples (408 individuals) from Addis Ababa, Oromia, Tigray and 
Dire Dawa regions in Ethiopia. A convenience sampling method was used to gather names of interested 
couples enrolled in HIV care and support programs of six community organizations. The couples were then 
randomly distributed equally between the intervention and control groups. Before the distribution 
assignments, focus group discussions were conducted with nine couples to provide qualitative baseline 
information and common responses for the survey answer choices. In May 2011, both groups completed a 
quantitative baseline survey. A workshop was provided to the intervention group, and the post-test survey was 
conducted immediately afterward with the intervention group only. All data was entered into a Microsoft 
Access database and then cleaned and analyzed using Excel and STATA. Statistical analysis was conducted, 
comparing matched baseline and post-test changes between the intervention groups. A three-month follow-
up survey will be conducted in August 2011 for both control and intervention groups. 
 


Results 
The average age of participants was 35 years, with women on average 8.5 years younger than their male 
partner. Educational attainment was higher in men, and most couples were either married traditionally or 
cohabiting. Eighty-eight percent of participants had received a positive HIV test result. Baseline and post-
workshop data showed statistically significant (p<0.01) improvements in: quality of relationship and couple 
communication; joint decision-making for care of children, financial matters, sexual activity, accessing HIV 
services and other important family matters; self-efficacy and intention to discuss sexual issues with their 
daughters and sons; willingness to disclose HIV status to children over 13 years and have untested children 
tested for HIV; intention to attend a support group; and intended male involvement in antenatal care (ANC) 
and prevention of mother-to-child transmission (PMTCT) visits. Clinical findings from the baseline include: 18 
percent are not adherent to their medicine regimen; 30 percent have experienced an opportunistic infection in 
the last three months; and 16 percent have attended the health facility more often than their follow-up 
protocol required. In comparison to HIV-negative couples in Ethiopia, HIV-positive couples had a higher 
baseline communication rate with their partners regarding sexual issues, double the percentage of reported 
physical violence and less secrecy around males’ additional, regular sexual partners.  
 


Conclusions 
Overall, the preliminary findings show “The Faithful House, Couples Affirming Life and Love” (TFH-CALL) 
curriculum positively impacted the knowledge, perceptions, attitudes and intended behaviors of HIV-positive 
couples’ relationships. Given the limited evidence for couples-centered PwP interventions, these findings 
indicate the potential for TFH-CALL to be a resource to the international community committed to providing 
more holistic programming for couples living with HIV. The planned three-month follow-up surveys will be 
critical in determining sustained impact on health status, attitudes and behaviors.   
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Project Background  


Summary of the Literature  
People living with HIV (PLHIV) have always had an essential role to play in preventing new infections, but 
prevention campaigns have been slow to address their unique prevention needs as individuals1


Critical epidemiological trends such as those emerging from the recent national studies in Uganda and Kenya 
indicate that half of new HIV infections are occurring in married people


. Throughout 
most of the epidemic, the emphasis of care communities and funding streams has been on providing care, 
treatment and support services to those already infected with HIV, whereas prevention efforts have been 
focused on persons who were HIV negative—with little interconnection between the two populations. 
Although in the past there was justifiable concern that focusing prevention efforts on PLHIV would further 
stigmatize a population that already faced discrimination and life-threatening illness, today there are new 
reasons for a sharper focus involving them in prevention. Growing numbers of people with the virus are living 
longer, experiencing a higher quality of life and still desiring intimacy, pregnancy and a healthy sexual life. 
Thus, there is an urgent need to move forward with prevention interventions focused on helping PLHIV to live 
optimistically and to avoid passing HIV on to others. In short, there is a tremendous need for culturally aware, 
locally developed, evidence-based programs that acknowledge and address the context within which most 
sexual transmissions of HIV occur: committed, couple relationships.  


2. Being unfaithful to your current 
partner remains a key area of concentration for HIV-prevention programming. From a faith-based perspective, 
strengthening the couple relationship or marriage should be the focal point for combating this issue. However, 
HIV-prevention interventions generally focus on individuals rather than specifying couples as a unit of change 
and analysis, neglecting the potentially crucial role of the partner in sexual behavior3,4. Examination of the 
broader literature on partner influences in health behavior demonstrates that partners and accompanying 
relationship factors need to be included in how we conceptualize health behavior change5. This may be 
especially relevant for HIV-related prevention with PLHIV6


Across populations, 1 in 3 persons with HIV continues practicing HIV-transmission risk behaviors at least 
intermittently. This is attributed to relationship factors, economic conditions, emotional states, violence in the 
home, substance abuse and personality dispositions


. Leveraging our collective experience with couples’ 
HIV testing and counseling, couples-focused HIV-prevention programs provide an opportunity to tackle the 
dynamic and interactional forces within dyads that contribute to sexual risk behavior, including gender roles, 
power imbalances, communication styles, child-bearing intentions and quality of relationship issues (e.g., 
commitment, satisfaction, intimacy)6.  


7,8. High-risk behaviors are more likely with another 
infected person, but alarming rates of risk behaviors are observed with HIV-negative partners and partners of 
unknown HIV status. Risk practices are also affected by disclosure of HIV status and by perceptions of how 
anti-HIV medications may affect infectivity7. The Ethiopia Demographic and Health Survey (DHS) 2005 found 
that 2.1 percent of married individuals were HIV positive, and of these, 85 percent were found to be in 
discordant couple relationships9. Experts recognize that there is a critical need for new behavioral and socio-
cultural intervention models that blend HIV-prevention strategies with HIV care and treatment services. 
Antiretroviral therapy (ART) programs should work to extend their reach in favor of a more holistic view of the 
illness by addressing disclosure, partner testing and behavioral risk reduction to prevent transmission of the 
virus to others, including primary partners of PLHIV. Patients enrolled in HIV care and treatment programs are 
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a logical focus for PwP programs. Supporting these patients to disclose their HIV status supports broader public 
health goals, while also building psychosocial support systems to reduce feelings of isolation and 
discrimination. It is important to note that those who need PwP programming most of all—PLHIV who are not 
yet eligible for ART—are generally the most difficult to reach and retain in care: a concerted effort is needed to 
engage and support them.  


Toward this end, Catholic Relief Services (CRS) aims help build the case for couples-centered PwP 
programming by evaluating a recently modified curriculum that focuses on strengthening the relationship of 
couples living with HIV.  


Local Response 
CRS has been working with community organizations and faith-based institutions to address HIV since 1986, 
although CRS has had a presence in Ethiopia since 1958. The Faithful House (TFH) program was collaboratively 
developed by CRS and Maternal Life International/Uganda. It is a faith-based, skills-building curriculum that 
aims to strengthen the family through enhanced couple communication. This is achieved through a three- to 
five-day workshop composed of skills-building activities, positive peer mentoring and provision of a safe 
environment for couples to dialogue around quality-of-relationship issues and interactional forces that 
contribute to sexual risk behavior. Over the course of its implementation, TFH program has collected baseline 
and post-workshop surveys from over 600 beneficiaries, and these surveys have demonstrated perceived 
improvements in communication between partners in areas such as household finances, household roles and 
responsibilities, power imbalances, sexual intimacy, and parenting and communication with children around 
sex-related issues.  


Justification for Curriculum Modification 
Although the short-term findings for TFH are positive, the program lacked evidence of sustained behavior 
change as a result of TFH intervention. Thus, a large multi-country evaluation was designed to assess the short 
and long-term impact of the curriculum, in its three-day format, on couple relationships. This was carried out 
from September 2010 to September 2011. During the course of the evaluation, it became apparent that a 
revised curriculum was needed for couples already living with HIV, a high percentage of whom are in 
discordant relationships. In-depth discussions with local community partners confirmed the existence of this 
gap area. To meet this need, TFH curriculum was modified to produce “Couples Affirming Life and Love” (TFH-
CALL), which addresses issues of concern to HIV-positive couples through a five-day workshop, including: 
encouraging discussion around sex, fertility desires, children and disclosure in the context of HIV; enhancing 
couple awareness about HIV risk and building skills to address those risks; and stressing the importance of 
appropriate clinical, prevention, psychosocial, spiritual and other community resources for those living with 


HIV∗


                                                           
∗ The curriculum adaptation was carried out with in-country partners (CRS Ethiopia and church and community partners), the original 
developers of The Faithful House (including Maternal Life Uganda), and CRS Headquarters and East Africa Regional staff. Field testing 
was conducted through one workshop with 10 couples. Quantitative surveys associated with TFH (baseline and post-test) were also 
tested. Focus group discussions with the workshop participants, recommendations from master trainers and workshop participants, 
and a revision process culminated in a complete TFH-CALL workshop package.  


. In addition to the workshop, couples are invited to participate in regular traditional coffee ceremonies, 
where discussion fosters peer support.  
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Evaluation Description 


Goal of the Evaluation 
This report consists of an assessment of the adapted curriculum using all of the “package” materials. The 
specific goal of this evaluation was: 


1) To assess the impact of the adapted TFH curriculum on participant couples living with HIV, specifically 
investigating:  
a) Couples’ communication, quality of relationship issues and interactional forces that contribute to 


sexual risk behavior. 
b) Family strengthening attitudes and behaviors . 
c) Couples’ health maintenance behaviors such as participation in ART, TB and other clinical services. 


Methodology 
Quantitative data methods were used to assess the effectiveness of TFH curriculum on behavioral attitudes 
and (intended) practices related to couple relationship satisfaction, mutual respect and fidelity, partner 
communication and HIV risk. Qualitative research was conducted using focus group discussions (FGDs). The 
qualitative methods focused on topic areas of interest/concern uncovered in the quantitative data analysis, 
offering a complementary view of the data. Data presented reflects participants’ feedback (perceptions, 
attitudes and intentions) in response to TFH curriculum. 


The evaluation was conducted in four regions (Addis Ababa, Oromia, Tigray and Dire Dawa) where CRS 
Ethiopia works with local organizations. Through six partner organizations, a convenience sampling method 
was used, with each partner mobilizing 30 self-selecting couples from their ongoing HIV care and support 
program. Eligibility criteria included: at least one of partners was HIV positive and both partners (identified as 
being in a long-term cohabiting or married relationship) were willing to participate. Lists of 30 couples from 
each local organization were sent to the local consultant, and a randomized sampling method using Microsoft 
Excel was used to divide the couples into intervention and control group members. Written consent was 
collected from each participant at the outset and unique identifiers (IDs) were used on the surveys to maintain 
confidentiality. 


Enumerators were competitively hired and were provided a one-day training from the local consultant in 
Ethiopia on how to conduct the surveys. Workshop facilitators were provided a week-long training on the 
modified TFH curriculum by the TFH trainer of facilitators couple from Uganda.  


Baseline survey data collection for participants occurred at the workshop site the day before the workshop 
began. The corresponding control group was interviewed the first day of the workshop, while the intervention 
group was attending TFH. All workshop attendees returned to the site for the post-test survey, conducted the 
day after the workshop ended. Participants who did not have both a baseline and post-test survey completed 
were deleted from the data set, along with their partner, and neither were included in analysis (N = 9 couples).  


All data from the Microsoft Access databases was exported and manipulated in Microsoft Excel for the initial 
frequency analyses and unique patterns/associations. All cleaned data was then entered into STATA, and 
statistical analysis was run on comparisons of baseline scores between the control and intervention groups (to 
ensure a true comparison group for subsequent follow-up surveys), baseline and post-test comparisons for the 
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intervention groups, and sex stratifications. Due to the smaller sample size between the regions, all analyses 
were conducted on the groups as a whole, not disaggregated regionally.  


Quantitative and Qualitative Findings  
Findings from the intervention group are presented in the results section. The control group, only sampled for 
the baseline, was found to be a comparable group and thus will be presented in the analysis of follow-up 
comparisons. 


Sample Characteristics 
A total of 408 individuals (both control and intervention group) were sampled. See Table 1 for an exact 
breakdown of the sample between regions and intervention vs. control group.  


Table 1: Breakdown Couples/Individuals in the Sample 


Target 
zones 


# of couples 
in control 


group 


# of couples in 
intervention 


group 


Total # of 
couples 
sampled 


Total # of 
individuals 


sampled 
Addis Ababa 43 44 87 174 
Oromia 29 30 59 118 
Tigray 15 13 28 56 
Dire Dawa 15 15 30 60 
TOTAL 102 102 204 408 


 


The demographics of evaluation participants (see Annex 1) in the intervention group are as follows: The mean 
age for men was 38.8 and women 30.9 years. Women were less educated: 28 percent had never attended 
school, and only 11 percent had secondary or higher education compared to 30 percent of men. Over 90 
percent are Orthodox Christians, and most couples attend religious services and activities on a weekly basis. 
Most couples had been traditionally married (45 percent) or cohabiting (43 percent) for 8.4 years at the time 
of the baseline survey. Thirty-one percent of men report being married to more than one wife; only 19 percent 
of women say their partner is married to more than one wife, and another 6 percent say their partners have 
other regular or cohabiting partners. A total of 88 percent report having biological children, with 31 percent of 
these having biological children with someone other than their current spouse/partner. Additionally, 18 
percent of households are caring for nonbiological children (orphans or vulnerable children or OVC) with an 
average of 1.7 children per household. The most common response for men’s employment status was “self-
employed”, and the most common response for women was “housewife, never employed outside the house”. 
An average 12.5 percent unemployment rate was reported. The quantitative survey also revealed 24 percent 
of participants ever having been separated from their current partner, with the most common frequency 
rate—“for more than one month a time”—caused by external requirements such as job or education.  


A current health status of the participants is presented in the following section, as well as the baseline health-
seeking behaviors. The reported results presented in this section are perceptions and determinants of 
behaviors, not actual behaviors of the participants; these perceptions and determinants either affect particular 
attitudes and behaviors or address barriers to behavior change. All results are self-reported and are not 
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verified through other sources. It is important to note that all changes reported are immediately post-
intervention; sustained effects can only be concluded after subsequent follow-up collections. 


Current Health Status and Health-Seeking Behaviors 
All participants (100 percent) had previously been tested for HIV in their lifetime, and 88 percent have received 
a positive test result (12 percent are in discordant relationships). More women report being HIV positive than 
men: 89 percent vs. 86 percent. Of those people who have never received a positive HIV test result (HIV 
negative), roughly 72 percent reported their last HIV test to have been more than four months ago (10 percent 
reported last test at four to six months ago, 7 percent seven to 12 months ago, and 55 percent more than one 
year ago).  The vast majority (97 percent) of those with HIV report having known their status for six months or 
more. Table 2 provides an overview of their health/HIV status and health-seeking behavior indicators. Roughly 
13 percent of HIV-positive participants have visited the health facility more times than their number of regular 
scheduled appointments, possibly to address opportunistic infections or drug regimen issues such as 
contraindications or early refill requests. The exact reasons for these additional visits will be explored further 
in the final FGDs. 


Table 2: Indicators for Health/HIV Status, Service-Related and Health-Seeking Behavior 


Health Status and Service-Related Indicators Baseline 


% currently accessing HIV care and treatment services 96% 
% currently taking antiretrovirals (ARVs) 69% 
% currently taking cotrimoxazole prophylactic therapy (CPT)/bactrim 16% 
% currently not taking any medication for HIV 12% 
% that self-report as non-adherent to their regimen*  18% 
% that have had an opportunistic infection (OI) in the last three months**  28% 
% of all participants (HIV negative and positive) that have been diagnosed with a sexually 
transmitted infection (STI) in the last three months 


7% 


 * Non-adherent defined by three or more missed doses in the last month 
**Of those with OIs, 40% had diarrhea, 32% had herpes zoster and 25% had TB   


Health-Seeking Behavior Indicators Baseline 


# of health-related medical appointments scheduled by a health facility (for participant) in 
the last three months 


1.79 


% of participants that missed at least one of these visits 11% 
% of participants that visited the health facility more times than their number of regular, 
scheduled medical appointments 


13% 


Factors That Affect Couple Relationship Satisfaction 
The perceptions and attitudes measured on the quantitative surveys and explored in the FGDs center on 
factors that affect the couple relationship. Associated indicators measured include but are not limited to: 
overall relationship rating; quality of communication; level of respect received from and given to partner; 
sexual satisfaction; level of sharing of financial information; use of partner for confiding personal problems and 
sexual issues; rate of couple’s unfaithfulness; attitude toward male and female lifetime monogamy; attitude 
toward fault in unfaithfulness; and perceived adequacy of knowledge level, values and skills needed to be 
faithful.  
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Although many of these indicators will not change in real terms in a matter of five days, perceptions on 
intended change was measured following the workshop. Table 3 shows all statistically significant changes. Only 
one baseline indicator provided results that were statistically different (p<0.01) between male and female 
respondents—“a man is able to be faithful to one partner his entire lifetime”: 79 percent of men agreed with 
this statement vs. 51 percent of women. 


Table 3: Indicators That Affect Couple Relationship Satisfaction 


Indicator Baseline Post-Test 


On a scale from 1-10, with 1 the lowest and 10 the highest:     
Quality of relationship** 7.3 9.3 
Quality of communication** 7.4 9.4 
Level of respect received from partner** 7.9 9.4 
Level of sharing of personal income and financial assets** 7.5 9.3 
Level of adequate knowledge, values and skills to be faithful to partner** 7.9 9.4 


Ability to have an open and frank discussion with partner about sex** 7.9 8.9 


% of participants who:     


Will confide in partner for personal problems* 84% 92% 


Believe a man can be faithful to one partner his entire lifetime* 65% 86% 


Believe a woman can be faithful to one partner her entire lifetime* 74% 90% 
* = statistically significant change (p<0.01)     ** = statistically significant change (p<0.001) 


In the pre-workshop FGD, the group unanimously felt that unfaithfulness was a problem in their communities; 
survey responses indicated this struggle was also evident in their own relationships. In the quantitative survey, 
participants were asked directly about unfaithfulness in their current relationships. Men reported significantly 
(p<0.01) higher rates of unfaithfulness than the women: 12 percent compared to 1 percent.  


Two key objectives of TFH curriculum are providing relevant strategies for strengthening the bond between 
couples and breaking barriers to faithfulness. Pre-workshop FGDs revealed economic factors, lack of 
communication and sexual dissatisfaction as the top three reasons for infidelity in relationships in which one 
partner is HIV positive. FGDs also revealed a “blame” theme when talking about unfaithfulness. Unfaithfulness 
of one partner was often blamed for how HIV was “brought into the home”. Surprisingly, many FGD 
participants felt the blame was placed on the faithful partner: that the partner did not care enough; could not 
provide enough (financially); did not pay enough attention to or did not satisfy the spouse sufficiently, thereby 
“causing” him/her to seek a relationship outside the marriage/partnership.  


Following the workshop, the post-test revealed that roughly 53 percent of participants had experienced 
barriers to faithfulness in their own relationships but now reported a significant increase of confidence (from 
7.7 to 9.5) in their ability to maintain a happy and strong union with their partners.  


Factors That Affect the Family Unit of PLHIV 
Family strengthening is an important desired outcome of TFH program, as the curriculum addresses issues that 
act as stressors on the couple and their children. One of those stressors derives from the social and gender 
norms in the country context (e.g., gender roles and equality in the marriage). TFH curriculum also discusses 
the importance of giving age-appropriate messages to children and youth about abstinence before marriage, 
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delaying sexual debut, and risk and transmission methods of HIV and STIs. Parents are coached on how to talk 
to their children about these issues and encouraged to do so. Factors affecting the family unit measured in the 
quantitative surveys include equitable distribution of household tasks, decision-making power in family 
matters, views and practices regarding children and youth, HIV testing of children under 18, violence in the 
home, and drug/alcohol use among participants. Table 4 shows initial attitude and perception changes 
between the baseline survey and post-test. Interestingly, for all “equality in marriage” indicators, significantly 
more men reported a higher belief of equality in decision-making than women (p<0.05).  
 
Table 4: Indicators That Affect the Family Unit 


Indicator Baseline Post-Test 


% of participants who reported BOTH partners (“equality in marriage”):     
Responsibility for looking after the children** 60% 87% 
Decision-making power in important family matters** 52% 89% 
Decision-making power in when to have sex** 44% 83% 
Decision-making power in accessing HIV services** 67% 90% 


% of participants who “agree/strongly agree”:     
Boys can abstain from sex until marriage* 51% 62% 
Girls can abstain from sex until marriage** 56% 66% 


On a scale from 1-10 (with 1 the lowest and 10 the highest):     
Comfort level in discussing sexual matters with sons (10-18 years old)** 3.9 7.2 
Comfort level in discussing sexual matters with daughters (10-18 years old)* 5.6 7.1 


* = statistically significant change (p<0.01)     ** = statistically significant change (p<0.001) 


Additionally, 88 percent of participants had children under 18 years, and in 86 percent of those households, all 
the children had been tested for HIV. For the remaining 14 percent, over half of the children in these 
households are between the ages of 6 and 17 years old. When participants were asked about the likelihood of 
having their untested children tested for HIV in the next three months, the baseline rating (on a scale from 1-
10) was 6.7; at post-test, this significantly (p<0.05) increased to 8.5. 


Perceptions and Attitudes on Disclosure, Reducing Stigma and Cultural Norms That 
Contribute to Risk Behavior 
The TFH-CALL curriculum encourages couples to live positively with HIV and brings into discussion the 
psychosocial factors that affect health status, attitudes, behaviors and practices. These factors include 
disclosure to partners (and children, if appropriate), stigma, involvement in social and community support 
structures, protective measures for children (such as will-writing and guardianship), violence and drug/alcohol 
consumption. Each of these sensitive topics is addressed through facilitated discussion. On the post-test, 100 
percent of participants reported that their partner knows their HIV status, and 99 percent of participants 
reported that they know their partner’s HIV status. Of those, however, only 73 percent had ever gone for HIV 
couples testing, which is an opportunity for couples to learn of each other’s status together through a 
counseled meeting. For the four participants who had not disclosed their HIV status at post-test, they declared 
the likelihood of disclosure in the next three months was 5.3, indicating a significant level of residual 
ambivalence.  
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Disclosure to children is also an emphasized component of positive living. At baseline, 44 percent of 
participants reported either having already disclosed their HIV status to their children over 13 years or all of 
their children were under 13 years. For those that had not (56 percent), participants were asked to rate (on a 
scale from 1-10) the likelihood of this disclosure in the next three months. From baseline to post-test, 
commitment increased significantly from 6.9 to 8.6. 


Participation in community support structures is one way of dissolving stigma and reducing isolation. Active 
involvement in support groups is encouraged by the modified TFH program. After the workshops, participants 
are invited to participate in support groups—structured around traditional coffee ceremonies—to continue 
discussion about TFH-CALL messages. At baseline, 52 percent of participants reported being a part of a support 
group but most had not attended a meeting for more than a month. At post-test, 79 percent of participants 
reported an intention of joining a support group (or continued attendance to a current one). 


Risk of further transmission or re-infection is a significant concern for couples where at least one individual in 
the relationship is HIV positive. At baseline, roughly 82 percent of participants were using a protective method 
to prevent HIV transmission or re-infection. Six percent of participants reported using abstinence as their 
protective measure, 72 percent were using condoms on every sexual encounter, 21 percent report using 
condoms “sometimes”, and 1 percent were using withdrawal. Of those who were not using any protective 
measure at baseline (N = 37, 18 percent), participants rated their likelihood of using a protective measure in 
the next three months at 5.7. At post-test, these same participants gave a rating of 7.5.  


Eight women reported being pregnant at baseline. Out of these, 69 percent reported an intention to access 
ANC during their pregnancy, but only 58 percent reported an intention to access PMTCT services. Both 
statistically increased at post-test. Another promising response from men alone was their reported intention 
to attend ANC (increasing from 74 percent to 92 percent) and PMTCT services (increasing from 77 percent to 
92 percent), if their partner gets pregnant. Many men consider accompanying their wives to ANC/PMTCT a 
good practice, but in reality, only a few men actually do it. Thus, this indicator will require long-term tracking in 
order to see if TFH has a sustainable impact on men’s behavior. Additionally, women in the FGD mentioned the 
issue of hiding pregnancies as a barrier to adhering to PMTCT protocols, as the women fear their husbands will 
force termination of the pregnancy (if he does not want more children), and the secrecy will often last up to six 
months. Out of the eight women pregnant, three had not told their male partners about the pregnancy. 


The participants were also asked 18 questions about types and frequency of physical abuse or threats of 
physical violence in the household, including: insulting; swearing; threatening to hurt you; pushing, shoving, 
shaking, throwing something at you; slapping you or twisting your arm; hitting you with fist or something else; 
threatening you with a knife or other weapon; kicking or choking you; forcing sex. Among the participants, 46 
percent reported living in a household where some form of violence or threat of violence had taken place in 
the last three months. Sixteen percent experienced physical violence; 58 percent of these were women. Seven 
percent of participants reported their partner had forced them to have sexual relations in the last three 
months; 41 percent of those reports were made by men. Twelve percent of participants admitted to being 
perpetrators of physical violence to their partners in the last three months, and 54 percent of those were 
women. 
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In the FGD, alcohol or drug abuse was named as a reason 
from both gender groups for unfaithfulness. In the 
baseline survey, participants were asked about their 
consumption of alcohol and whether their intake was 
affected by learning their HIV status. Table 5 details the 
intake of alcohol and the common recreational drug, 
“khat”. Since their partner has learned he/she is HIV 
positive (of those that drink any alcohol N = 166), 63 
percent of men report their HIV-positive female partners have decreased their alcohol consumption and 0 
percent have increased consumption. Similarly, 73 percent of women report their HIV-positive male partners 
have decreased their alcohol consumption, but 12 percent have increased their alcoholic intake since 
becoming positive. On average, 13 percent of participants have had a dispute with their partner after 
consuming alcohol. 


There were also questions regarding attitudes toward multiple concurrent partnerships (MCP) and other 
cultural norms, as well as assessing overall knowledge and perceived risk of HIV. These questions asked 
participants to either “strongly agree, agree, strongly disagree or disagree” with specific statements (Table 6).  


Table 6: Questions on Cultural Norms and Views on HIV Risk in Regard to MCP 


All (Intervention/Workshop) Participants Baseline Post-test 


Agreed: Woman is justified in refusing sex with partner if she knows he has 
had sex with someone else. 


85% 83% 


Disagreed: A married man having concurrent partners is not harmful as 
long as he is discrete/provides for family. 


90% 92% 


Disagreed: There are exceptional cases where a man should be allowed to 
have sex with another woman.* 


78% 84% 


Disagreed: There are exceptional cases where a woman should be allowed 
to have sex with another man.** 


83% 86% 


Disagreed: A man should be allowed to produce children with another 
partner if his wife is infertile.** 


56% 75% 


Disagreed: A woman should be allowed to produce children with another 
partner if her husband is infertile.** 


70% 79% 


Disagreed: A person having many partners one after another is at the same 
risk of getting HIV as someone having many partners at the same time. 


26% 35% 


Disagreed: Once infected, the chances of a person living with HIV 
transmitting it to someone else are always the same. 


46% 51% 


* = statistically significant increase (p<0.05)   ** = statistically significant change (p<0.001) 


Self-confidence or willingness/desire to share information—both on how to strengthen the spousal/partner 
relationships and on the HIV risk associated with MCP—increased after the TFH workshop. The frequency 
response “at least once a week” increased in all groups for both topics. When probing further about whom 
participants will share information with about strengthening their partner relationship, the most frequent 
response was “my neighbor”.  


Table 5: Participant’s 
Consumption of Alcohol and 
Drugs 


Intervention 
Group 


Chews khat weekly 6% 
Consumes alcohol casually 37% 
Consumes alcohol regularly 5% 
     Males only 8% 
     Females only 2% 
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Discussion 
This review of preliminary findings is important for understanding baseline knowledge, perceptions, attitudes 
and behaviors around the factors that affect HIV-positive couple relationships and the family unit, as well as on 
disclosure, reducing stigma and cultural norms that contribute to risk behavior. The initial analysis shows that 
the modified TFH curriculum had a beneficial effect on the knowledge, attitudes and intended behaviors of 
HIV-positive couples’ relationships. Overall, from baseline to post-test scoring, statistically significant increases 
occurred among all perceptions of quality of relationship, quality of communication, level of respect received 
from and shown to partner, and ability to be faithful. Specific communication skills also significantly increased, 
with participants reporting a higher perceived comfort level in discussing and sharing financial information and 
discussing sexual matters with partner, as well as with children over 10 years. Perceived equal decision-making 
power in important family or couple issues showed a statistically significant change, as well as views on 
lifetime faithfulness, youth’s abstinence and cultural norms that encourage seeking sexual partners outside the 
primary partner. However, our baseline survey findings revealed intimate partner violence to be quite 
prevalent in HIV-positive couple relationships, with nearly equal percentages of men and women reporting 
they are victims of violence. This is similar to the findings of the Social Institutions and Gender Index for 
Ethiopia10


Interestingly, in comparison to a larger TFH evaluation conducted in Ethiopia with couples of unknown HIV 
status (but assumed to be predominantly HIV negative), these positive/discordant couples scored more 
strongly, at baseline, on questions related to communicating with their partners around sexual issues. For 
example, 84 percent of HIV-positive couples said they would confide in their partners on sexual issues, 
compared to 78 percent from the larger evaluation. Whereas 45 percent of HIV-positive couples reported that 
both partners should decide when to have sex, only 33 percent reported “both” from the larger evaluation. 
Lastly, on a scale from 1-10, HIV-positive couples gave a rating of 7.9 for “ability to have an open and frank 
discussion about sex with their partner”, and couples in the TFH evaluation reported an average rating of 6.6. 
This could be explained by the HIV-positive couples’ need to discuss sex in order to avoid transmission or re-
infection. Being enrolled in a care and treatment program that includes counseling (which most likely raises 
issues regarding safer sex) could also be a factor in these higher reported rates. Additionally, twice as many 
PLHIV reported being victims of physical violence in comparison to HIV-negative individuals. Finally, although 
unfaithfulness was reported in relatively the same percentages between men and women whether or not they 
had HIV, the females with HIV were more aware of their partner’s other regular sexual partners than those 
without it.  


.  


This evaluation also provided the opportunity to collect baseline health information as it relates to HIV status 
and vital health maintenance behaviors. These indicators will be the key to assessing the impact of the 
curriculum on any clinical changes and sustained attitude and behavior changes. From the initial findings, 
willingness to join and participate in a support group was significantly increased, as well as male involvement 
in ANC and PMTCT visits with their pregnant partners. The potential value in these significant changes cannot 
be overstated.  
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Evaluation Limitations 
One limitation experienced during data collection was the lack of supervision of the enumerators. With 
workshops being conducted almost simultaneously in each of four regions, there was inadequate supervisory 
input on verification of translation, interpretation of questions and impromptu challenges with the survey. 


A related limitation resulted from a lack of time to translate the English version of the surveys into Amharic or 
even a few of the local languages. It is very possible that differences in interpretation or translation occurred.  


A final limitation was the convenience sampling methodology. This could introduce a bias into the findings, as 
all couple participants were self-selecting and only eligible if both partners were available to attend.  


Conclusions 
To many couples in Ethiopia, a diagnosis of HIV is a diagnosis of unfaithfulness, and a sure sign that your 
partner will leave you when your status is discovered. During a review of seven local partner treatment 
facilities’ HIV care and support enrollment lists, it was noted that the majority of clients are abandoned or 
“recently single” women and mothers. Fear of abandonment and marriage dissolution is a major barrier to 
treatment access, disclosure and adherence, and illuminates a significant gap in programming for people living 
with HIV. Furthermore, the structural and culturally rooted barriers to faithfulness that exist in Ethiopia are 
also present in HIV-positive couple relationships. Significantly, however, unfaithfulness for HIV-positive couples 
has important consequences, not only for the HIV-positive individual and their primary partner, but also for 
possible “outside” partners. TFH-CALL focuses on keeping the couple and the family unit together, healthy and 
living a positive life.  


This curriculum’s aim was to reach couples who were struggling with a positive diagnosis and help them in 
their journey toward acceptance, to reaffirm their commitment to each other (through faithfulness) and to 
build a strong family for the future. The evaluation revealed that couples’ confidence levels in their ability to 
maintain a happy and strong union with their current partner significantly increased. Thus, TFH-CALL 
curriculum should be incorporated into the package of services offered for recently diagnosed individuals. 
Couples HIV testing should be a recommended part of the program in order to determine discordancy and the 
most appropriate guidance for living positively together. From the initial findings of the workshops, TFH-CALL 
has the potential to help couples overcome the diagnosis together and, hopefully, avert the 
relationship/marriage dissolution and family separation that has been the norm.  


Thirty-one percent of male participants in the evaluation report being in a relationship with two regular 
partners; thus, it is possible that there is a spousal partner who is unaware of her risk of HIV infection. If at all 
feasible, more information needs to be gathered on this additional partner, including HIV status and sexual 
behaviors.  


The secrecies of pregnancy among mothers living with HIV (37.5 percent of pregnancies reported were 
unknown to male partners) poses significant risk to the mother and infant, as it cripples efforts to increase 
PMTCT services for HIV-positive women and thereby decrease rates of vertical transmission to baby. Family-
planning guidance and support needs to be strengthened with HIV-positive couples, as a way of assisting 
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mothers who have HIV with fertility needs/desires, reducing unintended pregnancies and, ultimately, 
improving uptake of ANC/PMTCT services.  


Given the increased willingness to share information regarding family strengthening and HIV risk (including 
MCP) with friends and communities, equipping couples with information in the form of an easy-to-understand 
handbook of key messages could help increase their effectiveness. Additionally, certificates of completion 
should be given out to those who have completed the workshop. If these were displayed the homes of the 
graduate couples, they could serve to prompt discussion with neighbors and other visitors, and help to reduce 
stigma and discrimination. Model HIV-positive couples should be considered for future TFH-CALL workshop 
facilitation. 


Lastly, prevention is a lifetime activity for PLHIV. In the National Institute of Mental Health study the “Healthy 
Living Project”, which followed HIV positive individuals in the U.S. for more than 25 months, the most 
significant differences in control and intervention groups emerged 20 months after an intervention took 
place11
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Annex 


Annex 1: Demographics of sample 


Demographics 
PLHIV 


Intervention  Group 
Average Age of All Participants (years) 34.9 
Average Age Males (years) 38.8 
Average Age Females (years) 30.9 
Average Age Difference Between Spouses (years), by Couple 8.5 
Employment status: Males Females 
Housewife, never employed outside the home 0% 32% 
Housewife, looking for employment/currently employed outside the home 0% 22% 
Employed (government or business) 21% 4% 
Self-employed 40% 29% 
Unemployed 19% 6% 
Other 20% 7% 
Type of marriage/union:   
Cohabiting 43% 
Church/religious marriage 6% 
Civil/municipality marriage 6% 
Traditional marriage 45% 
Average # of years married 9.1 years 
Place of residence:    
Urban 98% 
Peri-urban 1% 
Rural 1% 
Highest level of education: Males Females 
No formal education 16% 28% 
Uncompleted primary 25% 38% 
Primary 28% 23% 
Secondary 26% 10% 
Preparatory, vocational or tertiary level institution 4% 1% 
Religion:   
Orthodox 93% 
Catholic 1% 
Protestant 3% 
Muslim 2% 
Frequency of religious services/activities:   
Daily 17% 
Weekly 62% 
2-3 times a month 11% 
Monthly 7% 
Yearly 3% 
Has biological children 88% 
Has children from other than current partner 31% 
Caring for other, nonbiological children (OVC) 18% 
  


 Average # OVC 1.7 
*Note: Some indicators do not sum to 100% due to exclusion of “other”, “don’t know” and “no response” choices. 
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Short-term effect of faithfulness-focused curriculum on 
established couples from three regions in Uganda 


Abstract 
 


Background 
Even though a large percentage of new infections in many African countries occur within marriages, 
there are relatively few prevention programs specifically focusing on the couple as a unit of behavior 
change. This study evaluates The Faithful House (TFH) program—a faithfulness-focused HIV-prevention 
curriculum implemented through workshops centered on the couple—to determine its short-term 
benefits for younger, established couples in Uganda.  
 


Methodology 
The evaluation population consisted of couples from Central, Western and Northern regions of Uganda, 
identified from the catchment areas of 12 community-level clinics. A convenience sampling method was 
used to gather interested couples’ names, and this list was then randomly distributed equally between 
the intervention and control groups. In January-February 2011, the couples participated in focus group 
discussions, attended a three-day workshop based upon The Faithful House curriculum, and completed 
baseline and post-test surveys on their attitudes, beliefs and intended behaviors. Statistical analysis was 
conducted, using Excel and STATA, comparing matched baseline and post-test changes. A six-month 
follow-up survey will be conducted with both control and intervention groups. 
 


Results 
Workshop participants (i.e., the intervention group of 438 individuals or 219 couples), were on average 
37.5 years old for men and 31.6 years for women. Couples had been together for an average of 11.8 
years, with 40 percent cohabiting and 57 percent married (traditionally or by religious institution). 
Baseline to post-workshop data showed statistically significant (p<0.001) improvement in couples’ 
perceptions on factors affecting relationship satisfaction and the family unit, including: quality of 
relationship and couple communication; level of sharing financial information with partner; comfort 
level in discussing sexual issues with partner and self-efficacy and intention to discuss sexual matters 
with their children; and intentions of joint decision-making about sexual activity, accessing HIV service, 
and other important family matters. Attitudes on multiple cultural norms that contribute to HIV risk and 
multiple sexual partners also statistically improved (p<0.01) after the workshop. Intended male 
involvement to antenatal care (ANC) visits and support group attendance statistically increased from 
baseline to post-test. Lastly, there was an 86 percent uptake of couples expressed interest in couple HIV 
testing after TFH workshops. 
 


Conclusions 
A comparison of baseline to post-test surveys indicates that attendance to TFH workshop has a short-
term effect on perceptions, attitudes and intended behaviors linked to those factors that promote 
unfaithfulness in relationships. It will be important to track and analyze these initial changes at the six-
month follow-up and note any sustained effects resulting from TFH participation.  
 


 


Project Background  
 


Summary of the Literature  
As the HIV epidemic continues to expand in sub-Saharan Africa, there is a tremendous need for 
culturally aware, locally developed, evidence-based programs that acknowledge and address the context 
within which most infections of HIV occur: couple relationships. Prevalence of HIV in some countries in 
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sub-Saharan Africa is up to 50 times higher than the average for countries outside Africa. In the 1990s, it 
was widely accepted in policy and scholarly dialogue that higher rates of risky sexual behavior in Africa 
explained the difference in HIV prevalence. For years, the specific notion of “concurrency”, which is 
broadly defined as long-term, overlapping partnerships, was thought to be the key factor in contributing 
to the region’s epidemic HIV proportions. However, this notion is still quite controversial. In contrasting 
the mathematical models of the potential role of concurrent sexual partnerships in facilitating the rapid 
spread of HIV in sexual networks, a recent analysis of household survey data in 22 countries, including 
18 in sub-Saharan Africa, found no significant correlation between prevalence of sexual concurrency and 
HIV prevalence at the country or community level1,2. In addition, in one systematic review in 2010 by 
Sawers and Stillwaggon, the research seeking to establish a statistical correlation between concurrency 
and HIV prevalence either found no correlation or had important limitations that should dismiss such a 
conclusion. According to these authors, “Policy makers should turn attention to drivers of African HIV 
epidemics that are policy sensitive and for which there is substantial epidemiological evidence”3


According to data from nationally representative surveys conducted during 2004-2006 in Cameroon, 
Rwanda, Uganda and Zimbabwe (which included HIV testing of adult men and women), “Having fewer 
lifetime sexual partners and being faithful to spousal partner(s) are strongly associated with reduced risk 
of HIV infection. Thus…HIV prevention programs should focus more on promoting partner reduction and 
partner faithfulness, especially for men”


. 


4. Critical epidemiological trends, such as those emerging from 
the recent national studies in Uganda and Kenya, indicate that half of new HIV infections are occurring in 
married people5. This could be an area for focus, particularly for faith-based institutions. Being 
unfaithful to your current partner remains a key area of concentration for HIV-prevention programming. 
Thus, putting aside the discourse about multiple and concurrent partners (MCP) and its role in the 
current African AIDS epidemic, there is a growing consensus that HIV-prevention research and 
programming should address couples as a unit of behavior change and intervention6


Couples-centered approaches are one response, and although they appear initially promising, additional 
research is necessary to build a stronger theoretical and methodological basis for couples-focused HIV 
prevention


. From a faith-based 
perspective, strengthening the marriage should be the focal point of combating this issue. 


7. Earlier studies provided preliminary evidence for the feasibility of couples-focused 
interventions for HIV, particularly the role of couples-focused voluntary counseling and testing8,9


The Faithful House program was created collaboratively by CRS and Maternal Life International/Uganda 
to begin the process of building a case for faith-based HIV prevention through a skills-building 
curriculum aimed at strengthening the family through enhanced couple communication. TFH program 
includes skills building, positive peer mentoring and provision of a safe environment for couple dialogue 


. 
Moving beyond the context of HIV testing and counseling, more general couples-focused HIV-prevention 
programs may differ from individual-focused HIV-prevention programs by addressing the ongoing 
dynamic and interactional forces within dyads that contribute to sexual risk behavior, including gender 
roles, power imbalances, communication styles, child-bearing intentions, intimate partner violence and 
quality-of-relationship issues (e.g., commitment, satisfaction, intimacy). This evaluation by CRS attempts 
to build on the theoretical and methodological foundation for couples-centered, faithfulness-focused 
HIV prevention. 
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around quality-of-relationship issues and other attitudes and behaviors that contribute to sexual risk 
behavior. Currently, the curriculum is being used in 11 countries. Over the course of its implementation, 
TFH program has collected pre- and post-workshop surveys from over 600 beneficiaries, and these 
surveys have demonstrated improvements in communication between partners in areas such as finance, 
gender roles, power imbalances, sexual intimacy, and parenting and communication with children 
around sex-related issues. Two limitations have also emerged over this time period: 1) long-term impact 
of the program on attitudes and behaviors has not been documented to date; and 2) the absence of a 
control population limits rigorous conclusions. CRS has responded to these critiques by developing an 
evaluation to assess the effectiveness of The Faithful House’s three-day curriculum on short-term 
knowledge gain and attitude changes and long-term attitude and behavior change.  


Methodology 
Quantitative data methods were used to assess the effectiveness of TFH curriculum on the short-term 
perceptions, behavioral attitudes, and intended practices related to couple relationship satisfaction, 
partner communication, and HIV risk. Qualitative research was conducted using focus group discussions 
(FGDs) on topics of interest/concern that were revealed in the quantitative data analysis. Data 
presented reflects participants’ feedback (perceptions, attitudes and intentions) in response to TFH 
curriculum. 


The evaluation was conducted in three regions (Central, Western and Northern) where CRS Uganda 
works with local partner organizations to conduct its PEPFAR-funded AIDSRelief HIV Treatment and Care 
program. Twelve local partner treatment facilities (LPTFs) were identified as sites and partners for the 
evaluation. A convenience sampling method was used to gather interested couples’ names from the 
catchment areas of each LPTF, and this list was then randomly distributed equally between the 
intervention and control groups. Prior to conducting the baseline survey interview or participation in the 
FGD, written consent was collected from each participant. The workshop was held the day after the 
baseline survey was conducted. 


Objectives of the Evaluation 
This evaluation has been designed to assess the effectiveness of a couple-focused HIV-prevention 
intervention (i.e., TFH) in improving couple relationship satisfaction and communication and knowledge 
on HIV risk associated with MCP. Specific objectives in the evaluation include:  


1) Assess the impact of this curriculum on couples’ communication, quality-of-relationship issues, 
and attitudes and behaviors that contribute to sexual risk behaviors. 


2) Assess the impact of this curriculum on family strengthening. 
3) Determine the attitudes and behaviors of toward multiple and concurrent partnerships. 


Evaluation Population Selection 
LPTFs’ project officers each identified 40 interested couples, whose HIV status was unknown, for the 
workshops. The CRS project coordinator then assisted the LPTFs in producing a randomized sample 
(using Microsoft Excel) that divided the couples into control and intervention group members.  
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Training of Enumerators and Couple Facilitators 
The consultant conducted a one-day training on the surveys for all enumerators. All enumerators were 
quite strong in the English language, and each held a strong understanding of the English interpretation 
of each question. 


Data Collection and Analysis 
Unique identifiers (IDs) were assigned each participant, in order to keep confidentiality with the data 
reported. Baseline survey data collection for workshop participants occurred at the workshop site the 
day before the workshop was to begin. The corresponding control group was interviewed the first day of 
the workshop, while the intervention group was attending TFH. The post-test for the intervention group 
was conducted after the workshop had ended on the last day. As routine with TFH workshops held in 
Uganda, voluntary HIV couples testing was offered after the workshop ended on the last day. 
Participants who did not have both a baseline and post-test survey completed were deleted from the 
data set and not included in analysis (N = 17 individuals). 


All data from the Microsoft Access databases was exported and manipulated in Microsoft Excel for the 
initial frequency analyses and unique patterns/associations. Statistical analysis using STATA was run on 
comparisons of baseline scores between the control and intervention groups, baseline and post-test 
comparisons for the intervention groups only, and sex stratifications.  


 


Quantitative and Qualitative Findings  
 


Sample Characteristics 
A total of 844 individuals were sampled for the control and intervention groups (Table 1).  


Table 1: Breakdown of Individuals Sampled 


Target 
zones 


# of 
individuals in 
control group 


# of individuals 
in intervention 


group 


Total # of 
individuals 


sampled 


Total # of 
couples 
sampled 


Central 152 158 310 155 
Western 126 136 262 131 
Northern 128 144 272 136 
Total 406 438 844 422 


 


A total of 438 workshop participants completed both a baseline and post-test survey and thus were the 
participants used for the baseline and post-test comparisons presented below. The control group, only 
sampled for the baseline, was found to be a comparable group and thus will be presented in the analysis 
of the six-month follow-up comparisons.  


Summary demographics are as follows (see Annex):  On average, men were 37.5 years old and women 
were 31.6 years old. Approximately 40 percent of couples were cohabiting; 28 percent were married by 
religious institution, and 29 percent were married traditionally. Couples had been together for an 
average of 11.8 years. Thirty-nine percent of men reported being married to more than one wife; 
however, only 14 percent of women report their male partners are married to more than one wife or 
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have another regular partner. The majority of couples (75 percent) live in rural areas, and “farming” is 
the most commonly reported type of employment. Roughly 70 percent reported being Catholic, 20 
percent Protestant, and 6 percent Muslim. Over one-third reported primary school as their highest level 
of education attained, and another one-third reported completion of secondary school. Roughly 20 
percent have children with someone other than their current partner/spouse. Additionally, 48 percent 
are caring for nonbiological children (orphaned or vulnerable children or OVC), with an average of 2.9 
children per household.  


The findings focus primarily on the baseline and post-test results of the intervention group, with 
additional qualitative results presented throughout. The reported results presented in this section are 
mostly perceptions and determinants of behaviors, not actual behaviors of the participants; these 
perceptions and determinants either affect the particular attitudes and behaviors or address barriers to 
behavior change. All results are self-reported and are not verified through other sources. The 
denominator in the percentages reported in the following sections are taken not as the total number of 
participants sampled, but rather the total number of participants that responded to each question 
(including “don’t know” and “no response”). 


Factors That Affect Couple Relationship Satisfaction 
The perceptions and attitudes measured on the quantitative surveys and explored in the FGDs are 
centered on factors that affect the couple relationship. Associated indicators measured include, but are 
not limited to, overall relationship rating in: quality of communication; level of respect received from 
and given to partner; sexual satisfaction; level of sharing of financial information; use of partner for 
confiding on personal problems and sexual issues; rate of couple’s unfaithfulness; attitude toward male 
and female lifetime monogamy; attitude toward fault in unfaithfulness; and perceived level of adequate 
knowledge, values and skills to be faithful. The corresponding factors were identified through prior 
assessments, FGDs and interviews (outside this evaluation) as having an effect on perceived relationship 
satisfaction, with lower levels of satisfaction leading to detrimental or risky behaviors (such as 
unfaithfulness).  


Intentions to change were measured at the post-test following the workshop. All increases shown were 
statistically significant changes (see Table 2). The “quality of communication” indicator revealed a 
statistically significant difference between men’s and women’s responses (p<0.05). 
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Table 2: Indicators That Affect Couple Relationship Satisfaction 


Indicator Baseline Post-Test 
On a scale from 1-10, with 1 the lowest and 10 the highest:     
Quality of relationship** 7.7 9.3 
Quality of communication** 7.5 9.2 
Level of respect received from partner** 7.9 9.4 
Level of sharing of personal income and financial assets** 6.8 9.0 
Level of adequate knowledge, values, and skills to be faithful to partner** 7.6 9.3 
Ability to have an open and frank discussion with partner about sex** 7.6 9.0 
% of participants who:     
Will confide in partner for personal problems**+ 52% 72% 
Believe a man can be faithful to one partner his entire lifetime*+ 71% 81% 
Believe a woman can be faithful to one partner her entire lifetime*+ 82% 91% 


* = statistically significant increase (p<0.01)     ** = statistically significant increase (p<0.001) 


+ = statistically significant difference at baseline between men and women (p<0.05) 
 
In the pre-workshop FGD, the group unanimously felt that unfaithfulness was a problem in their 
communities; survey responses reveal that this struggle was also evident in their own relationships. In 
the quantitative survey, participants were asked directly about unfaithfulness in their current 
relationships. Men reported significantly (p<0.001) higher rates of unfaithfulness than the women: 33 
percent compared to 3 percent. However, through the form of a secret ballot held at each workshop, 65 
percent of workshop participants reported having been unfaithful to their current partner in the past.  


Providing relevant strategies for strengthening the bond between couples and breaking barriers to 
faithfulness are two key objectives of TFH curriculum. When FDGs explored barriers to unfaithfulness, 
lack of love, poor communication and sexual dissatisfaction emerged throughout all the discussions 
(men, women and facilitator/staff groups). Note that poverty was mentioned as a reason that women 
are unfaithful, but not for men. For men’s unfaithfulness, both women and men mentioned reasons 
such as the woman’s inability to cook or take care of the house well, women’s “laziness”, women’s 
failure to dress up or “be clean” for the man, improper “care” of the man, and too much nagging from 
the woman. On the baseline survey, the level of sexual satisfaction with couples was 7.6 (on a scale from 
1-10, with 10 being the highest), with no significant differences between men’s and women’s ratings. 
Two attributing factors that underlie these three barriers mentioned are gender norms and age at 
marriage between men and women, both of which correspond to reasons for marriage. According to the 
FGDs, early marriage among women is still common in Uganda, and this furthers the inequality within 
relationships caused from traditional gender norms. As one male FGD participant put it, “The issue of 
power comes in, and men believe they have been given this power over women from God.” 


After attending TFH workshop, participants reported a significant increase (p<0.001) in their confidence 
in their own ability to maintain a happy and strong union with their partners. At baseline, the confidence 
level (on a scale from 1-10) was 8.2 and at post-test, 9.4.  


Factors That Affect Gender Roles and the Family Unit 
Family strengthening is an important desired outcome of TFH program, as the curriculum addresses 
issues that act as stressors between partners and between the couple and their children. Those stressors 
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sometimes derive from the social and gender norms in the country context. Guided discussions 
examined gender roles in the marriage and whether or not those roles promoted equality. TFH 
curriculum also discusses issues such as abstinence before marriage, delaying sexual debut and struggles 
that youth are facing around  preparation for marriage. Parents are coached on how to talk to their 
children about these issues and encouraged to do so. Factors affecting the family unit that are measured 
in the quantitative surveys include equality in marriage (gender roles), decision-making power in family 
matters, views and practices regarding children and youth, violence in the home, and drug/alcohol use 
among participants. Significant changes were exhibited in all “equality in marriage” indicators and 
comfort level in discussing sexual matters with age-appropriate children (Table 3).  
 
Table 3: Indicators That Affect the Family Unit 


Indicator Baseline Post-Test 
% of participants who reported BOTH partners:     
Responsibility for looking after the children** 63% 88% 
Decision-making power in important family matters** 56% 83% 
Decision-making power in when to have sex** 65% 87% 
Decision-making power in accessing HIV services**+ 71% 88% 
% of participants who believe:     
Boys can abstain from sex until marriage+ 47% 51% 
Girls can abstain from sex until marriage 49% 54% 
On a scale from 1-10 (with 1 the lowest and 10 the highest):     
Comfort level in discussing sexual matters with sons (10-18 years old)** 5.4 8.1 
Comfort level in discussing sexual matters with daughters (10-18 years old)** 5.4 8.0 


** = statistically significant increase (p<0.001) 


+ = statistically significant difference at baseline between men and women (p<0.05) 
 
Discussing sex with children was a topic of discussion in the focus groups as well. In response to the 
question of responsibility for educating young people about sex, one male FGD participant said, “Parents 
have lost time for their children, and the burden is falling to teachers. It should go back to the role of the 
parents.” The post-test survey results reflect parents’ desire to be more involved in the education of 
their children regarding safer sex practices.  


The participants were also asked questions about cultural and gender norms that increase or fuel HIV 
risk and diminish the family unit10. Intimate partner violence is still a pervasive social problem in 
Uganda11, thus the quantitative survey posed a series of 18 questions about types and frequency of 
physical abuse or threats in the household, including: insulting; swearing; threatening to hurt you; 
pushing, shoving, shaking, throwing something at you; slapping you or twisting your arm; hitting you 
with fist or something else; threatening you with a knife or other weapon; kicking or choking you; 
forcing sex. Reported violence or threat of violence was found in 51 percent of the households across all 
three regions. Twenty-four percent of participants reported being victims of physical violence, and 58 
percent of those were women; specifically, 30 percent of participants reported being forced to have 
sexual relations with their partner in the last six months. Nineteen percent of participants reported 
being perpetrators of physical violence, and 68 percent of those were men. Acceptance of violence 
against women and men was a topic for the pre-baseline survey FGD. Men reported violence happening 
in homes but said it was not common; all the women reported it was “very common”. The women’s FGD 
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Examples from female FGD participants: 


“The rich man often feels power over the woman 
and has the right to do anything he wants.” 


“The working woman is probably educated, more 
independent, and may try to exert more decision-
making authority which angers the man, since he 
is supposed to be head of household.”  


mentioned two types of households especially 
at risk for partner violence: 1) When the man 
has recently come into money, the woman in 
that household will experience more domestic 
violence.  2) When it is a working-class family 
and the woman works outside the home. Both 
FGDs with men and women said that women 
beating men was not common in their 
communities, but it did happen. As shown in the reports from the questionnaire, men did report 
experiencing some form of verbal, emotional or physical abuse from the women. 


Perceptions and Attitudes on HIV Testing and Cultural Norms that Contribute 
to HIV Risk Behaviors 
Awareness of HIV status is an important aspect of reducing HIV transmission, as there is little debate on 
the reduction of transmission that occurs once a person with HIV knows his or her status. Given that half 
of new HIV infections are occurring within married or cohabiting relationships5, three take-home points 
within TFH curriculum are HIV testing, knowing your status and sharing those results with your 
spouse/partner. Eighty-two percent of participants reported wanting to be tested for HIV at baseline, 
with 17 percent reporting having never been tested for HIV. Also, women reported statistically (p<0.001) 
higher rates of ever having been tested than men. Of those that had been tested, 25 percent were 
tested over a year ago. Sixty-two percent of these couples went for couples testing at their last HIV test.  
Through partnership with local treatment facilities, couples HIV testing (using the rapid test) is usually 
offered on the last day of TFH workshop*


Male involvement in ANC was also covered in TFH curriculum. Reported male involvement in ANC 
services statistically increased (p<0.001) from baseline to post-test: 71 percent originally reported 
attending ANC visits with their partner or would attend if partner became pregnant, increasing to 82 
percent post-workshop. 


, and 86 percent of participants accepted voluntary testing for 
HIV.  Seventy-five percent (a total of 323 persons) of all participants followed through with testing after 
the workshop. Fourteen individuals (4.3 percent of those tested) were found to be HIV positive; eight 
were in discordant relationships. Participants’ “likelihood of going for couples testing in the next three 
months” (on scale from 1-10) significantly increased (p<0.001) from 7.9 at baseline to 9.0 after the 
workshop. 


Questions were asked regarding support group attendance in order to gauge involvement in any safety 
net structure. At baseline, 49 percent were a part of some kind of support group, such as 
Mothers/Fathers clubs, HIV/AIDS support groups, etc. This rose dramatically at post-test, with 94 
percent of participants reporting that they would be joining support groups. Eighty-one percent of 
workshop attendees also reported an intention to join TFH support groups after the workshop. 


                                                           
*Ten workshops conducted HIV testing and two workshops did not offer the test due to political instability, as 
mentioned in the Limitations section. 
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There were also questions regarding attitudes toward MCP and other cultural norms, as well as to assess 
overall knowledge and perceived risk of HIV. These questions asked participants to either “strongly 
agree, agree, strongly disagree, or disagree” with specific statements (Table 4).  
 
Table 4: Questions on Cultural Norms and Views on HIV Risk in Regard to MCP 


All (Intervention/Workshop) Participants Baseline Post-test 


Agreed: Woman is justified in refusing sex with partner if she knows he has 
had sex with someone else. 


70% 79% 


Disagreed: A married man having concurrent partners is not harmful as 
long as he is discrete/provides for family. 


74% 80% 


Disagreed: There are exceptional cases where a man should be allowed to 
have sex with another woman.* 


66% 74% 


Disagreed: There are exceptional cases where a woman should be allowed 
to have sex with another man.** 


78% 88% 


Disagreed: A man should be allowed to produce children with another 
partner if his wife is infertile.** 


32% 49% 


Disagreed: A woman should be allowed to produce children with another 
partner if her husband is infertile.** 


57% 74% 


Disagreed: Once infected, the chances of a person living with HIV 
transmitting it to someone else are always the same. 


13% 17% 


     * = statistically significant increase (p<0.05)   ** = statistically significant change (p<0.001) 


Self-confidence or willingness to share information, both on how to strengthen the spousal/partner 
relationships and on the HIV risk associated with MCP, increased after TFH workshops. The frequency 
response “at least once a week” significantly (p<0.001) increased from an average of 24 to 73 percent in 
all groups for both topics. When probing further about whom participants previously shared this 
information with, 42 percent named family members or best friends. After the workshop, family 
members (61 percent) and best friends (47 percent) were still reported in high numbers, but now 77 
percent said they would share information with their neighbors, which could indicate increased 
confidence with discussing sensitive matters outside the family/friend circle. 


Discussion 
The changes from baseline to post-test indicate that attending TFH workshop has had a short-term 
effect on couples’ perceptions, attitudes and intended behaviors linked to couple relationships and 
family interactions. Statistically significant increases from baseline to post-test were observed for all 
“equality in marriage” indicators. Specific communication skills also increased, with participants 
reporting increased willingness to share financial information with partner and increased ability to have 
open and frank discussions with partner about sexual matters. Baseline reports unfortunately also 
reveal a tolerance of violence is still present in these communities, with roughly half of households 
experiencing violence or threats of violence. 


Significant short-term changes in perceptions and attitudes toward HIV testing and cultural norms that 
contribute to HIV risk and MCP were seen from baseline to post-test. In a country with a generalized 
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epidemic, the findings around multiple partners, unfaithfulness and HIV testing indicate a real need for 
improvements in the area of couples HIV testing: 39 percent of men reported more than one consistent 
partner, 65 percent of all participants reported having been unfaithful to their partner; 17 percent had 
never been tested for HIV, and nearly 25 percent of those tested had not been re-tested in the past 12 
months. On the other hand, the increase in intended male attendance to ANC visits with their pregnant 
partners is significant, the importance of which cannot be overstated. What remains to be seen is 
whether these intentions will result in actual behaviors. Additionally, self-confidence or willingness to 
share information, both on how to strengthen the partner relationships and on the HIV risk associated 
with MCP, significantly increased after the TFH workshop. The six-month follow-up survey and final FGD 
will be critical for determining whether TFH has any long-term effects on all of the indicators measured. 


Couples report significant improvements in their comfort level with discussions of sexual intimacy, both 
between partners and between parents and children. Couples are more willing to discuss delay of sexual 
debut with children within their own families; however, couples did not change their views about the 
ability of boys and girls to practice sexual abstinence prior to marriage. This contrast suggests that the 
workshop supports positive behavior change within the homes of participants, but that societal changes 
will depend on broader community-based programs for youth that support the delay of sexual debut 
and the sanctity of marriage. 


Lastly, although the data presented grouped all regions together, an analysis by region revealed the 
Northern Region as unique compared to the other two. The Northern Region reported much lower 
baseline views on all “equality in marriage” indicators (men in this region were still seen as the primary 
decision-maker for important family matters). Higher tolerance of intimate partner violence was also 
reported. On a positive note, more participants in this region had ever been tested for HIV, and at last 
test, more couples went together for HIV testing. Participants from the North were younger and had 
been married fewer years on average, which may account for the differences, but further investigation 
is warranted. 


Evaluation Limitations 
In order to fit the entire process of pre-test, training and post-test in a five-day block, the workshops 
concluded at noon on the third day to allow the voluntary HIV testing and counseling and post-test 
survey to begin after lunch. This meant compressing the already condensed three-day curriculum even 
further, to two and a half days, and many sections were only superficially discussed.   


The workshops were being conducted from January to February 2011, and this overlapped with the 
presidential elections and associated political turmoil. These instabilities were most problematic for the 
North, with two workshops canceled. Two workshops in each of the other regions were unable to 
conduct the routine HIV testing offered after all TFH workshops due to unavoidable early dismissal.   


A final limitation was the convenience sampling methodology. This could introduce a bias into the 
findings, as all couple participants were self-selecting and only eligible if both partners could attend.  
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Conclusions 
From both the quantitative surveys and the FGDs, cultural norms come out strongly as affecting 
relationships. These norms provide an enabling environment for gender inequality, harmful traditional 
practices (such as early marriage), intimate partner violence and secretive sexual partners. The 
significant age and education differences between men and women at marriage or within relationships 
pose a potential challenge for establishing healthy, gender-balanced relationships. Even still, TFH 
workshops improved overall attitudes towards equality in marriage and increased communication 
between partners on many different gender-accommodating issues by providing a safe platform for 
discussion. By drawing on faith values as its foundation, TFH curriculum has shown short-term, positive 
steps towards overcoming the culturally related enablers of HIV transmission within couples. The six-
month follow-up survey will determine longer-term impact on attitudes and behavior. 
 
For future programming, the authors suggest that both “prevention” and “treatment” approaches are 
needed. The prevention approach would target younger, unmarried individuals and focus more on 
relationship preparation; specifically, how to identify a compatible partner and expectations within 
marriage (still with TFH foundation). The treatment approach would target married couples with current 
TFH curriculum, along the lines of a marriage retreat, to re-establish and reinforce good marriage 
qualities. 


As seen from the demographic data presented, most couples are cohabiting and do identify themselves 
as married. Also, of those couples in Uganda that are married, most go through a traditional marriage 
(at least first) and fewer through a religious institution. This is a missed opportunity for faith 
communities to have an impact on couples. Given the low number of couples reporting attending 
premarital counseling programs, faith institutions should work to provide this service, even when the 
marriage ceremony is not happening in the religious institution. This premarital counseling is a platform 
for addressing many aspects of marriage, including factors that lead to broken or unhealthy 
relationships. HIV couples testing should be an integral component of premarital counseling programs.  


Furthermore, given the initial success shown in strengthening the family, TFH curriculum should be 
promoted as a supplement to other development programs that require a strong family foundation. One 
example might be prevention of mother-to-child transmission (PMTCT) programs. The initial data 
presented from baseline to post-test changes on males’ intended involvement in ANC visits are a good 
indication that TFH might be a good adjunct to PMTCT programs looking to increase male support for 
HIV-positive women, thereby increasing compliance with PMTCT protocols. 


Support group formation and intended attendance were further successes. This aspect of the program 
could be a determining factor in long-term, sustained changes. These groups act as accountability 
groups, specifically continuing the discussion of how to be a better husband, wife and parent. This 
support group methodology is quite powerful and is critical for sustainability of not only the program, 
but also the reported attitudes, practices and behavior changes. Given the efficacy of other support 
group models in public health programming, it will be useful to look further into the impact of TFH 
support groups on couple relationships, accountability, health and family life.  
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Annex 
 


Table 2: Demographics Intervention Groups 


Average Age of All Participants (years) 34.5 


Average Age Males (years) 37.5 


Average Age Females (years) 31.6 


Average Age Difference Between Spouses (years) 6.9 


Employment status: Males Females 


Housewife, never employed outside the house 0% 30% 


Housewife looking for employment/currently employed outside the house 0% 9% 


Farmer 43% 41% 


Employed (government or business) 18% 6% 


Self-employed 25% 12% 


Unemployed 5% 2% 


Type of marriage/union:   
Cohabiting 40% 


Church/religious marriage 28% 


Civil/municipality marriage 1% 


Traditional marriage 29% 


Average # of years married or cohabiting 11.8 


Place of residence:    


Urban 9% 


Peri-urban 16% 


Rural 75% 


Highest level of education: Males Females 


No formal education 11% 20% 


Primary 34% 42% 


Vocational 11% 4% 


Secondary 36% 27% 


University 7% 2% 


Religion:   


Catholic 68% 


Protestant 19% 


Muslim 6% 


Frequency of religious services/activities:   


Daily 13% 


Weekly 66% 


2-3 times a month 16% 


Monthly 2% 


Has biological children 91% 


Has children from other than current partner 21% 


Caring for other, nonbiological children (OVC) 48% 
    
Average # OVC 2.9 


Note: Some categories do not sum to 100%, due to exclusion of “other”, “don’t know” and “no response” choices. 
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