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Abstract

Research regarding pregnancy and women living with HIV does exist, however, in-
depth qualitative research about the decision making process concerning around
pregnancy and the pregnancy journey for women living with HIV is absent from both

the international and Thai literature.

This qualitative research study employs the constructivist grounded theory method to
understand and generate a model of the pregnancy decision making process and
continue with their pregnancy in Thai women living with HIV. Data collection was
done in antenatal clinics (ANCs), at two provincial hospitals located in the Northeast of
Thailand. In-depth semi-structured interviews were conducted with 15 HIV positive
pregnant women. Data analysis involved open coding, making-memos and using the
constant comparative method to develop a grounded theory substantive model of HIV

pregnancy decision making.

The substantive model consists of 6 categories; 1) concealing HIV positive status from
husband; 2) desire to have a child; 3) becoming pregnant; 4) keeping or terminating
pregnancy; 5) accepting a decision; and 6) adapting to a decision. This research finds
that the main concerns women living with HIV in deciding to have a child are balancing
fear, concealing HIV status and the information that they have in each decision making
step. Based on the research findings, a unique process of decision making has been

found among these women that related to personal and Thai social beliefs.

This study recommends that health care providers need to pay more attention to
counselling women living with HIV and couples by giving sufficient contraceptive
information to prevent unplanned and unwanted pregnancy, to support and guide the
women who want and plan for pregnancy in advance of this happening and helping
women to deal with HIV disclosure issues related to morality and the rights of couples.
Moreover, respect and support must be accorded to HIV positive women about their

right to have a child if they choose to do so.

Key words: Reproductive decision making, decision making to become pregnant,

pregnancy decision making process, grounded theory, women living with HIV.
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Chapter 1

Introduction

1.1 Introduction

The phenomenon of reproductive choice stimulated my interest in the issue of decision
making about pregnancy in women living with HIV. I was curious to understand why
women living with HIV positive want to become pregnant despite their HIV status and
despite the social stigma attached to being pregnant. I also wanted to better understand
how these women made the decision to become pregnant. The purpose of this study is
to explore the processes and influences underpinning decisions to become pregnant and
have a child in Thai women who living with HIV. The main research questions
addressed in this thesis are: “What is the decision making process to become pregnant
in Thai women who living with HIV?” and “What are the decisions Thai women who
living with HIV positive make throughout their pregnancy and how do they make
them?” The study is based on qualitative methodology and employs the grounded
theory method of Charmaz (2006) to construct the pregnancy decision making process

in Thai HIV positive pregnant women.

I have been working with people living with HIV in the North Eastern region of
Thailand for 6 years. My role as a nurse and midwife involves delivering women’s
reproductive health care, providing care for people living with HIV and their families in

the community as well as in the hospital, providing Antenatal care (ANC) services,



assisting birth as a midwife in the Labour room (LR) and providing care and support to
mothers and babies in the Postpartum period (PP). I am also a researcher and in this role
I have studied and published research papers related to HIV/AIDS in Thailand and
presented this work at international conferences. My published research articles include
the following: Family strength among AIDS patients (Kownaklai et al., 2009);
Overviews on sexual intercourse of HIV infected people taking Anti-Retroviral drugs:
Duty or Happiness (Rujkorakarn & Kownaklai et al, 2010); Disclosure of Information
by Patients about HIV/AIDS Infection in Northeastern Thailand (Kownaklai et al.,
2012); Nursing care of HIV infected pregnant women (Kownaklai & Hornboonherm,
2012), and Developing denial techniques to avoid unsafe sexual intercourse with a

HIV positive partner (Kownaklai et al., 2014).

In my ongoing fieldwork with people living with HIV, I became aware how choice and
decision making around reproduction in women with HIV appeared to be changing. In
years past women with HIV did not go on to have children because they appeared to
fear the high prevalence of mother to child transmission (MTCT) of the disease.
Generally, they adhered to the advice of health care providers who mostly counselled
women with HIV not to have children and to undergo sterilization (Paxton et al., 2005;
Cooper et al., 2007; Sanders, 2008; Brickley et al., 2009; Gogna et al., 2009;
Finocchario-Kassler et al., 2010; MacCarthy et al., 2012). More recently however, with
the improved quality and efficacy of ART treatment, people living with HIV experience
an improved quality of life, they live longer than previously and the rate of mother to

child infection has decreased significantly (Sagay et al., 2005; Chersich et al., 2008;



Anderson & Cu-Uvin, 2009; Curran & Jaffe, 2011; WHO, 2013b, 2017a). As a result of
these developments, over the past 10 years, women with HIV appear to be making the
decision to have children (Cooper et al., 2007; Nobrega et al., 2007; Gogna et al., 2009;
Marcellin et al., 2010; Loutfy et al., 2012; Huntington et al., 2013; Hernando et al.,

2014).

During my research and practice with Thai pregnant women living with HIV I have
asked them about their reasons for getting pregnant. The women all had different
reasons, for example, they saw other women who living with HIV having a non-infected
child, they needed someone else to take care of them in the future when the disease
worsened, they thought that having a child was better than having none and for some it
was as a result of contraceptive failure. Some women indicated that the child was
someone who would really belong to her, while her partner or husband belonged to
someone else. These different responses led me to want to explore the answers to my
question about fertility decision making in more depth and it is this that has brought me

to this research study and the subject of the thesis.

1.2 The significance of the problem

It is now more than three and a half decades since the first AIDS patient was identified
in the US in 1981. Worldwide, between 1981 and 2016, 76.1 million people have
become infected with the disease and 35 million of those have died (UNAIDS, 2017a).
The UN, reporting on the current situation state that in 2016 there were 36.7 million

infected persons, 1 million had died, 1.8 million were new patients and 1.45 million



were pregnant women living with HIV (UNAIDS, 2017a). Currently, there is no drug
treatment to cure HIV infection. However, antiretroviral (ARV) drugs can effectively
limit duplications of the virus so that people living with HIV can experience improved

health and live longer.

In Thailand, the first HIV/AIDS patient was identified in 1984, and the number of
patients has continued to increase significantly, reaching more than 1.5 million in 2016
(Department of Health, 2016). The number of deaths recorded officially over the last 30
years was 100,617. The most infected groups were the working and reproductive age
groups, in the age range 20 to 39 years (77%) providing an indication that the main
reason for the spread of HIV was through sexual intercourse (90%). High risk groups in
Thailand remain homosexual men, injecting drug users, female sex workers and

migrants (Ministry of Public Health, 2016).

More recently, the transmission pattern of HIV/AIDS has involved not only the
aforementioned high risk groups, but also the family, through an infected partner.
Many women have been infected by a partner, become pregnant and consequently
through MTCT the child has been infected. That said, the prevalence of MTCT has
decreased from 30-45% to 2-12% with the use of ARVs for the Prevention of Mother to
Child Transmission (PMTCT). In developing countries, the MTCT prevalence is

estimated to be 3-12% (Sagay et al., 2005; Chersich et al., 2008), while in developed

! The latest official statistics released by the Bureau of Epidemiology, Ministry of Public Health 2016



countries, MTCT rates are reported to be less than 2% (European Collaborative Study,

2003; Anderson & Cu-Uvin, 2009).

With reference to MTCT in Thailand, although Thailand’s current standard of care of
HIV-infected pregnant mothers is considerably better than in the past, the MTCT in
2010-2014 was about 3.5%-3.62%, which was higher than the target set by the country
(Department of Health, 2010). However in 2016 the Thai Government, through the
Ministry of Public Health, announced success in reducing the MTCT rate from 3.62 to
less than 2.0 for the first time in history of the country (Ministry of Public Health,

2016).

HIV infection in pregnant women is considered a high risk for the following reasons:
during pregnancy; the transmission of HIV can cross the placental barrier to the foetus
(Kennedy, 2003), at the delivery stage; a baby can be exposed to mother’s blood and
serum (Kennedy, 2003: 37-38), and in the post-delivery stage; high risks are also
evident with breast feeding. Furthermore, a child may have to face the difficulty of the
loss of a mother infected by HIV, who could die from the complications and pathology
of AIDS. The child would then become an orphan at a very young age. These children
would subsequently face potential family, social, economic, and mental health
problems. HIV-infection can also affect the physical and mental health of the pregnant
woman (Kwalombota, 2002; Sae-Han, 2002; Boonpongmanee et al., 2003; Chersich et

al., 2008; Ross et al., 2009). The known risks to mother and child are as illustrated



above, but there are also unknown risks and yet despite all of these risks some women

living with HIV do make the decision to become pregnant.

1.3 Why would women who living with HIV want to become
pregnant?

Research conducted internationally and in Thailand has shown that while many women
with HIV express the need to have a child, they do not go on to have one (Cooper et al.,
2007; Kanniappan et al., 2008; Carter et al., 2013). However, there is also a body of
research revealing that many women living with HIV do intend to get pregnant (Sowell
et al., 2002; Nobrega et al., 2007; Gogna et al., 2009; Loutfy et al., 2009 ; Marcellin et
al., 2010; Firth et al., 2012; Loutfy et al., 2012; Huntington et al., 2013; Hernando et al.,
2014). This is especially true of those women who, after receiving ARV medication for
a period of time, experience improved health and return to feeling well, as they did
before they were infected (Rujkorakarn & Kownaklai, 2010). This leads these women
to think about having sexual intercourse and having a child (Chin-Hong et al., 2005;

Bouhnik et al., 2007; Rujkorakarn et al., 2010).

International studies have shown the reasons women who living with HIV go on to have
a child include the following; women thought that their infection rate was very low,
they trusted in anti-virus medication and medical science, they trusted their health care
professional’s information and advice on managing their health, they needed to be a
mother, and that, after becoming pregnant, they could not have an abortion since it was

against their religious beliefs, and the most significant factor was shown to be the desire



to have the child of a partner and family (Taha et al., 1995; Sheri et al., 2004; Nobrega
et al., 2007; Chilongizi et al., 2008; Gruskin et al., 2008; Oosterhoff et al., 2008;
Suryavanshi et al., 2008; Finocchario-Kassler et al., 2010). From research conducted in
Thailand, it was found that women who living with HIV believe that having a child is
like a gift, a child is like a heart, a child represented succession in the family, and the

most significant factor was the husband’s desire for a child (Jantarat, 2009).

1.4 Why do I want to do this research?

My experience as a nurse and midwife, and as a researcher, working with women who
living with HIV in their reproductive years, has indicated the need for a study which
will explore these women’s reproductive choices and the influence and involvement of
family in their decision making. The initial review of the literature has revealed a lack
of research in this area, particularly in Thailand. The study will explore and attempt to
understand these decision making issues in context. The expectation of this study is that
the results will be of benefit to public health care providers and healthcare services to
enable them to understand, manage risk and respect the reproductive decisions made by
HIV positive woman. The challenge for the public health sector is in taking care of
reproductive-age women who are infected with HIV, who face new life changing
choices that will impact and could complicate their future lives as well as those of their

family and children.



1.5 Structure of the thesis

The structure of this thesis follows the traditional scientific process in its aim to
understand the phenomenon of decision making around reproduction in women living
with HIV. It begins by stating the research problem, it sets the study in context,
provides a review of the relevant literature, poses the research question, explains the
design and method of the study, it presents the findings which are then discussed within
the wider body of literature on the topic and it concludes with recommendations. The

thesis is organized into 8 chapters and these are summarized below:

Chapter 1 has introduced the study, it addresses the study’s primary area of interest and
it explains my motivation for wanting to carry it out. It explains how the study
originates from my experiences in the field, and from the problems I have identified
around reproductive choice in my work with women living with HIV. It also sets out
the potential expectations of the study and finally, the chapter details the thesis

structure.

Chapter 2 provides the background information to the study and the study context. It
provides a summary of the history of the HIV/AIDS epidemic and gives an overview of
the worldwide HIV situation. The chapter also outlines current HIV/AIDS treatments,
specifically the antiretroviral regimens and it discusses the issue of stigma in relation to
HIV/AIDS. The issues of human rights, sexuality and sexual rights as important

components of human rights are discussed as well as the issues of women, gender and



women and HIV. The chapter then provides an overview of Thailand, Thailand and

HIV, the Thailand health care system, including maternity care and HIV services.

Chapter 3 is a systematic review of the international literature to identify what is known
about why women living with HIV choose to become pregnant. The chapter details the
methodology of the review and it presents the findings from 81 included studies. The
chapter then identifies the gaps in the knowledge base on decision making around
reproduction in women who living with HIV and it details the research question and the

aims of the study.

Chapter 4 describes the research methodology of the study. It provides a summary of
the main differences between quantitative and qualitative research, arguing for a
qualitative approach to fulfil the aims of the study. Next, the chapter justifies and
explains the selection of Grounded Theory as the approach used in this research study.
It also deals with the status and place of literature reviews in the various types of

Grounded Theory.

Chapter 5 explains the research methods used to conduct the study. It provides details
about the study setting, the practical ethical considerations, details about the sampling
strategy and the participants, recruitment, risk management, research safety,

transcription quality, and the processes of grounded theory data collection and analysis.

Chapter 6 presents the study findings. The chapter begins with a presentation of the

final grounded theory substantive model. The process of ‘balancing’ to manage
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pregnancy decisions is then illustrated. The chapter presents demographic data on the
participants and it then presents each of the 6 categories that make up the final grounded

theory model.

Chapter 7 discusses the study findings in the context of the empirical literature
presented in chapter 3. It explores and considers how this study adds to the overall
body of knowledge. The chapter also looks at the theoretical context of the grounded
theory of pregnancy decision making and it draws out the links between this study and

those theories.

Chapter 8 is the final chapter of the thesis, it summarises the study, draws out its main
contributions to the knowledge base on pregnancy decision making in women living
with HIV, it considers the strengths and limitations of the study and it makes

recommendations for policy, practice and further research.
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Chapter 2

Background

2.1 Introduction

The aim of this chapter is to present the background information related to the current
situation of people living with HIV and to highlight the difficulties experienced by
people living with this condition. More specifically the chapter will focus on Thailand,
especially on women who living with HIV in the reproductive years, on HIV and
pregnancy, and also on the issue of human rights in relation to sexual health and

HIV/AIDS.
The background is divided into seventh parts and is structured as follows:
The first part presents current HIV/AIDS situation around the world.

The second part discusses HIV and Anti-retroviral therapy (ART) which was
developed, and has evolved to improve the lives and health of people living with HIV.

This part also sets out the current ART regime as recommended by the WHO.

The third part of the chapter discusses the issues of stigma and discrimination in society
in relation to people living with HIV/AIDS and the difficulties experienced in accessing

health and social services.
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The fourth part addresses issues about human rights, sexuality and sexual health in

relation to people living with HIV.

The fifth part discusses issues pertaining to women, women’s rights, women’s health,

women’s sexual health and women’s reproductive health.

The sixth part explores gender inequality and HIV, women and HIV, and HIV and
pregnancy. This discussion also examines the issue of the transmission of HIV from
mother to child, the effects of HIV on the women and infants, and the use of ARV to

reduce the transmission of HIV from mother to child.

The seventh and final part of the chapter provides relevant information about Thailand,
where this research was conducted. This section provides a brief background to the
country and its health care system, including its maternity care system. It also discusses
the history of HIV/AIDS in Thailand, and the policies and management of HIV/AIDS in

the country.

2.2 Current situation of people who living with HIV

Currently, more than three decades since AIDS first began to spread, UNAIDS reports
that worldwide that there have been 76.1 million persons infected with the virus, and 35
million of those have died (UNAIDS, 2017a). In 2017, it was reported that
internationally there were 36.7 million infected persons of whom 1 million had died and

1.8 million were new infections. (See tables 2.1)



Table 2.1: Global HIV data

13

34.9 million 35.5 million 36.1 million 36.7 million
People living with HIV | [29.0 milion— | [29.5 milion— | [30.2 million— | [30.8 million~
40.9 million] 41.6 million] 42.2 million] 42.9 million]
2.0 million 2.1 million 1.9 million 1.8 million
New HIV Infections [1.7 million— [1.9 million— [1.6 million— [1.6 million—
(total) 2.3 million] 2.4 million] 2.2 million] 2.1 million]
1.8 million 1.7 million 1.7 million 1.7 million
New HIV infections [1.5 million— | [1.5milion— | [1.5 million— | [1.4 million—
(aged 15+) 2.0 million] 2.20million] | 2.0 million] 1.9 million]
220 000 190 000 170 000 160 000
New HIV infections [160 000— [130 000- [110 000- [100 000-
(aged 0-14) 280 000] 260 000] 240 000] 220 000]
1.2 million 1.1 million 1.1 million 1.0 million
A et [1.0 milion— | [940000- | [880000- | [830 000-
1.4 million] 1.3 million] 1.3 million] 1.2 million]
13.1 million 15.1 million 17.1 million 19.5 million
Peqple ) accessing [11.6 million— | [13.3 million— | [15.1 million— | [17.2 million—
antiretroviral therapy 13.7 million] | 15.7 million] | 17.8 million] | 20.3 million]
Resources available for
. Us$ 19.5 US$ 19.2 Us$ 19.0 uUs$ 19.1
HIV (low- and middle- | ;0 billion* billion* billion*

income countries)

* Includes countries classified as low- and middle-income level per the World Bank 2013

classification

Source: UNAIDS (2017a).

2.3 HIV and Antiretroviral therapy (ART)

Antiretroviral therapy (ART) enables people who are living with HIV/AIDS to improve

their lives, dignity and productivity. Moreover, it significantly prevents further
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transmission of HIV (Curran & Jaffe, 2011). UNAIDS (2011) state that people have a
basic human right to access quality preventions, ART and treatments (UNAIDS, 2011).
Curran and Jaffe (2011) state that there have been a number of innovations in the field

of HIV/AIDS and list ART among these. They summarise as follows:

“.....these innovations include .....identification of zidovudine (AZT), the first
antiretroviral (ARV) drug; use of ARVs to reduce perinatal transmission;
effectiveness of prevention in many communities through counselling and
testing, ..... Finally, development of the three-drug ARV regimen (highly active
antiretroviral therapy (HAART) has saved the lives of millions of persons with
HIV infection in both the developed and developing worlds” (Curran & Jaffe

2011:6).

Currently, HIV can be suppressed by combination ART which consists of 3 or more
ARYV drugs. Although ART does not cure HIV infection, it controls viral replication
within a person's body and allows a person's immune system or CD4 cells” to strengthen
and regain the capacity to counter the virus (WHO, 2014a). In 2018 the WHO (2018)
announced the early-release guidelines recommending that antiretroviral therapy (ART)
should be initiated in everyone living with HIV at any CD4 cell count instead of CD4

350 cells/mm?in 2013.

2 CD4 cells= CD4 cells or T-cells are a type of white blood cells that play a major role in protecting
human body from viruses or bacteria infection.
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In addition, WHO recommended a new first-line ART? in 2013 which is a combination

of TDF*+ 3TC? (or FTC)+ EFV® (See table 2.2).

Table 2.2: Summary of first-line ARV regimens for adults

First-line ART for adults (including pregnant and breastfeeding women and people with TBand

HBV coinfection)

Preferred regimens TDF + 3TC (or FTC) + EFV

Alternativeregimens AZT +3TC +EFV (orNVP) TDF
+3TC (or FTC) + NVP

Special circumstances® Regimens containing ABC, d4T® and boosted Pls

Source: (WHO, 2013b).

In addition, UNAIDS set the fast track target of 90-90-90 that “By 2020, 90% of all
people with HIV will know their HIV status, 90% of all people with HIV will receive
antiretroviral therapy, 90% of all people receiving ART will have viral suppression”

(UNAIDS, 2017b).

*Firs line ART is the regimen of ARV's that was selected first because it is simple, less toxic and can be
used in all populations except for very young children (see figure 2.4).

* TDF= tenofovir

> 3TC or FTC= lamivudine or emtricitabine

® EFV= efavirenz
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2.4 AIDS related to stigma and discrimination

Although HIV/AIDS has a relatively long history, and the number of people with
HIV/AIDS has increased, the associated stigma and discrimination experienced by those
with the disease persists even today (AIDS Education & Research Trust, 2014a).
HIV/AIDS related stigma and discrimination refers to negative attitudes, prejudice, and
all forms of abuse directed towards people who are living with HIV/AIDS (AIDS
Education & Research Trust, 2014a). Most people who are living with HIV/AIDS
around the world report having experienced stigma. The sources of reported stigma
were from family, community and health care providers (Lancioni et al., 1999; Paxton
et al., 2005; Sanders, 2008; Gogna et al., 2009; Cuca et al., 2012; MacCarthy et al.,

2012).

HIV/AIDS related stigma makes life difficult for those with the condition, it is a barrier
which obstructs individuals equal and quality access to services, it erodes their human
rights, results in poor treatment in healthcare and education settings, and limits access to
HIV testing, counselling, and other treatments and services (AIDS Education &
Research Trust, 2014a). Stigma and discrimination may lead to mental depression and
suicidal thoughts (Kwalombota, 2002). People living with HIV/AIDS avoid disclosing
their status to others because of the resulting high levels of stigma and avoidant
behaviour of others (Makin et al., 2008). It might also promote the spread of the virus to

others, whether the patient is aware or not, because the patients fear, prejudice and
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associated shame about their HIV status leads to them not disclosing their HIV status to

relevant others. It also results in them not receiving the appropriate health care.

2.5 Human rights, sexuality and sexual health constitute sexual rights

The United Nations (UN) announced in the Universal Declaration of Human Rights that
human rights are fundamental freedom, justice and peace in the world (Office of the
High Commissioner for Human Rights, 1996-2015b). Human rights cover the right to
equality, the right to be free from torture and cruelty, the right to privacy, the right to
health, the right to marry, the right to education and information, the right to freedom of
opinion and expression, and the right to an effective remedy for violations of
fundamental rights. Universal human rights are often expressed and guaranteed by
individual governments and international laws in order to promote and protect human
rights and the fundamental freedoms of individuals or groups (Office of the High
Commissioner for Human Rights, 1996-2015c). Human rights are related to and
encompass sexuality, sexual health and sexual rights (Department of Reproductive
Health and Research, 2010; WHO, 2010a; Gruskin, 2010a:3; WHO, 2010b). The WHO

state that:

“The application of existing human rights to sexuality and sexual health
constitute sexual rights. Sexual rights protect all people's rights to fulfil and
express their sexuality and enjoy sexual health, with due regard for the rights of
others and within a framework of protection against discrimination” (WHO,

2006a; 2010 available online).
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Sexual health may be considered to be broad concept which covers the desire of
individuals and couples to a pleasurable sexual life, it includes fertility and reproduction
and also such issues as sexual dysfunction and sexual violence (Department of
Reproductive Health and Research, 2010). Sexuality and sexual health are a
fundamental to health and well-being, there are a holistic relationship with many factors
because of its complexity and sensitive issues such as biological, social, emotional,
psychological, cultural and spiritual dimensions, and they influence to human sexuality

and sexual behaviour (Hayter, 2013).

The declaration of sexual rights by the World Association for Sexual Health (2014)
stated that rights critical to the realisation of sexual health include: the right to the
highest attainable standard of health (including sexual health), the right to marry and to
form a family, the right to equality in, and at, the dissolution of marriage, the rights to
decide to have a child, as well as the number and spacing of the children (World

Association for Sexual Health, 2014).

People living with HIV/AIDS must be respected because in addition to them having
human rights, they also have and should be protected by, sexual rights. Sexuality and
sexual relations are central to human reproductive and sexual health. To eradicate
stigma and discrimination, people living with HIV/AIDS should be made aware of their
human and sexual rights and also empowered to take action to protect themselves from

violence and inequality. Moreover, together with promoting human rights in public
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awareness, it is important to promote the sexual rights of people living with HIV/AIDS

in order to remove the stigma related barriers in society.

2.6 Women: Women’s rights, women’s health, women’s sexual health

and women’s reproductive health

Women’s rights

“Women’s rights are human’s rights” is the statement the United Nations have made
with respect to gender equality and this statement is at the very heart of human rights
and the United Nations values in relation to human rights (UN, 2014). A fundamental
principle of the United Nations Charter, adopted by world leaders in 1945, is that of
"equal rights of men and women" (United Nations, 2014). Further, they state that
protecting and promoting women’s human rights is the responsibility of all States
(Office of the High Commissioner for Human Rights, 1996-2015a). Despite this,
millions of women around the world continue to experience discrimination, for
example: laws and policies prohibit women from equal access to land, property, and
housing in many countries. Moreover, economics and social discrimination result in
fewer and poorer life choices for women (Office of the High Commissioner for Human
Rights, 1996-2015 b). Many studies show that at least 30% of women are the victims of
gender violence and that women are denied their sexual and reproductive health rights.
In addition to this, some groups of women face compounded forms of discrimination
due to factors such as their age, ethnicity, disability, or socio-economic status in

addition to their gender (Office of the High Commissioner for Human Rights, 1996-
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2015b). Significantly, data from gender based violence studies have found that there is
strong association between gender based violence and mental health problems in
women (WHO, 2002).

Women’s health

Women'’s health covers all stages of women’s lives; from birth to death, infancy to old
age (WHO, 2013a). Worldwide women experience unique health and related issues
relevant to their gender; women live an average four years longer than men, girls are far
more likely than boys to suffer sexual abuse, 99% of maternal deaths every year occur
in developing countries, breast cancer is the leading cause of death among women aged
20-59 years, while cervical cancer is the second most common type of cancer in women

(WHO, 2013a).

Women’s reproductive health

Women’s reproductive health is related to sexual health, sexual rights and human rights
(WHO, 2010b, 2013a). Reproductive health covers life from puberty to post-
menopause (Andrews, 2005). The reproductive age in women is between 15-44 years
and at all stages of their reproductive years, women face various health problems
(WHO, 2013a). For example, some young girls (15-19 years) and young women (19-24
years) face the complications of pregnancy and childbirth, lack of contraception
availability and provision, unsafe sex, adolescent pregnancy, STIs, substance use
(tobacco and alcohol), nutrition and diet related malnutrition and obesity, violence, and

mental ill health. Adult women (20-59 years), some face mortality and burden diseases
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for example: maternal ill health, HIV/AIDS, STIs, cervical cancer or reproductive organ
tumours and malignancy, infertility, violence, mental ill health including depression and
suicide and chronic diseases. Older women (60 years and over), some face chronic
diseases such as the cardiovascular diseases and cancers, disability, health regression

and mental ill health (WHO, 2013a).

In addition, women’s sexual and reproductive health is related to multiple human rights.
This means that states have obligations to respect, protect and fulfill rights related to
women’s sexual and reproductive health (Office of the High Commissioner for Human
Rights, 1996-2015b). Violence against women is widespread around the world: the
most recent available figures indicate that 35% of women worldwide have experienced
either intimate partner violence or non-partner sexual violence in their lifetime (WHO,
2013a). On average, 30% of women who have been in a relationship have experienced
some form of physical or sexual violence by their partner. Globally, 38% of murders of

women are committed by an intimate partner (WHO, 2013a).

To summarise, from the cradle to the grave, women face many health problems
affecting  their morbidity and mortality. Women’s reproductive health is related to
sexual health, sexual rights and human rights. Women should be able to independently
make a decision about their reproductive choices and have equal access to health

services regardless of gender.
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2.7 Gender and HIV

The latest HIV prevalence among women and men, newly infected, is reported by
UNAIDS (2017a) to be about 1.8 million in 2016, and 1.7 million of those people are
aged 15 or more. In HIV infection among young people aged 15-24 years, more than
59% of these are in young women. Globally, adolescent girls and young women (15-24
years) are twice as likely to be at risk of HIV infection compared to boys and young
men in the same age group (WHO, 2013a; KaiserFamilyFoundation, 2014). This higher
risk of HIV is associated with unsafe and often unwanted and forced sexual activity
(WHO, 2013a). For women aged 15-44 years, HIV/AIDS is the leading cause of death
worldwide, with unsafe sex being the main risk factor in developing countries. A lack
of access to information and health services, economic vulnerability and unequal power
in sexual relations exposes women, particularly young women, to HIV infection (WHO,
2013a). Gender inequalities, differential access to services, and sexual violence increase
women’s vulnerability to HIV, and women, especially younger women, are biologically

more susceptible to HIV (KaiserFamilyFoundation, 2014).

2.7.1 Women and HIV

Women’s particular vulnerability to HIV infection stems from a combination of
biological factors and gender inequality. Firstly, with respect to biological factors,
women have a large mucous membrane surface area exposed to HIV in the secretions
during sexual intercourse. Men have less mucous membrane surface area although

male-male anal sexual intercourse can often pose a high risk of HIV for the receptive
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male partner because the rectum is thin and easy to tear (Bott, 2005). Secondly, in terms
of gender inequality, for women, early marriage and sexual intercourse at a younger age
makes women less likely to be able to negotiate safer sex with their partners (Bott,
2005). Moreover, poverty, lack of education and limited income may force some
women into commercial sex work and subsequently lead them to a high risk of STIs and

HIV/AIDS (WHO, 2013a; Bott, 2005).

In addition, many studies and organizations have reported that women suffer from more
HIV-related illnesses than men in both number and severity. For example, Fried and
Kelly (2011) and WHO (2013a) indicate that gender-related barriers in access to
services prevent women from accessing HIV prevention, treatment and care, and
women may face barriers due to their lack of access to and control over resources, their
child-care responsibilities, restricted mobility and limited decision-making power.
Violence against women (physical, sexual and emotional), which is experienced by 10
to 60% of women (ages 15-49 years) worldwide, and increases their vulnerability to

HIV (Fried & Kelly, 2011; WHO, 2013a).

2.7.2 HIV and pregnancy

2.7.2.1 Epidemiology of the number of pregnant women living with HIV

In 1982, one year after the first AIDS patient was identified, AIDS cases also were
reported among infants, female sex partners of men with, or at high risk for AIDS, and

in infants and adults who had received blood transfusions (Curran & Jaffe, 2011). Taken
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together, these cases provided strong evidence that AIDS was caused by an infectious
agent that could be transmitted by blood, and from mother to child, as well as through
homosexual and heterosexual unprotected sex. Since then, the number of pregnant
women who are living with HIV has increased dramatically (Curran & Jaffe, 2011). The
number of pregnant women with HIV were reported to be up to 1,640,000 in 2005 and
very slightly decreased to 1,450,000 in 2013 (excluding high-income countries) (WHO,

2014c). (See Figure 2.1).

Number of pregnant women living with HIV in low- and middle-income countries and
the number and percentage of those women receiving ARV drugs for PMTCT of HIV, 2005-2013
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Single-dose navirapine is included in the data for 2005 to 2009.

Sources: Global AIDS Response Progress Reporting (WHO/UNICEF/UNAIDS) and validation process for the number of pregnant women living with HIV receiving ARV
drugs for PMTCT, and UNAIDS 2013 estimates for the number of pragnant women living with HIV.

Figure 2.1: Number of HIV positive pregnant women (2005-2013)
Source: WHO, 2014c
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2.7.2.2 How HIV is transmitted from mother to child

The transmission from mother to child, called ‘vertical transmission’ can take place in
pregnancy, during the birth and postpartum period. During pregnancy, there is evidence
that the transmission of HIV can cross the placental barrier to the foetus (Kennedy,
2003: 37). At delivery the risk of infection from mother to child is especially high with
the premature rupture of membranes (PROM), prolonged rupture of membranes with
resultant chorioamnionitis and prolonged labour (Kennedy, 2003). At the delivery
stage, from tears in the vaginal tissues, and where the baby is exposed to blood, serum,
mucous and amniotic fluid during the delivery. In the postpartum period, high risks are

also evident with breast feeding (Kennedy, 2003).

2.7.2.3 The effects of AIDS on mothers and infants health

Pregnancy with HIV can increase morbidity and mortality in both women and infants.
Firstly, not only could infants be infected with HIV by their mothers but they are also
affected by complications before and after delivery for example intra-uterine retardation
(IUGR), low birth weight, and premature delivery. A high mortality rate in infants 4-6
months after delivery was seen in those with IUGR (Chilongizi et al., 2008). Moreover,
complications that cause death to infants, not infected from the mother, after birth were
diarrhoea, pneumonia and failure to thrive (Taha et al., 1995). Furthermore, for a long
period of time after delivery a child has to face the difficulty of the potential loss of a
mother infected by HIV, who may die from the complications and pathology of AIDS.

The child would then become an orphan at a very young age. Secondly, with respect to
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mothers, the effects of HIV is on their physical and mental health (Kwalombota, 2002;
Boonpongmanee et al., 2003; Ross et al., 2009). The morbidity and mortality rates in
women who living with HIV are increased compared with those in uninfected women
during the year following delivery (Chersich et al., 2008). With respect to mental health
status, HIV positive pregnant women have significantly higher depression rates than
HIV negative pregnant women (Sae-Han, 2002), and most of the women who living

with HIV had suicidal thoughts (Kwalombota, 2002).

2.7.2.4 The Prevention of Mother to Child Transmission (PMTCT)

In the absence of any interventions during pregnancy, delivery and the postpartum
stages, rates of HIV transmission from mother-to-child can be between 15-45% (WHO,
2017a). In contrast, mother to child transmission (MTCT) can be nearly fully prevented
if both the mother and the child are provided with ARV drugs throughout the stages
when infection could occur (WHO, 2017a). In 2016, 76% of the estimated 1.4 million
pregnant women living with HIV received effective antiretroviral drugs to avoid

transmission to their children (WHO, 2017a).

ART guidelines for pregnant women

The WHO’s guidelines for the prevention of MTCT (PMTCT), issued in 2016 includes
a recommendation to provide ARV to mothers during pregnancy and labour and to

mothers and infants in the post-natal period (WHO, 2013b). Their guidelines issued in
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2015 recommend offering life-long treatment to HIV positive pregnant women

regardless of their CD4 count (WHO, 2013b; WHO, 2017b).

In 2013, the WHO launched the ART guidelines recommending the use of the preferred
first-line treatment regimen for all pregnant and breast feeding women. The
recommendation applies both to lifelong treatment and to ART initiated for PMTCT

and then stopped, as follows:

e Women
- A once-daily fixed-dose combination of TDF + 3TC (or FTC) + EFV. To use
this regimen as first-line ART in all pregnant and breastfeeding women (WHO, 2013b;
2017b).

e Infants
- Infants born to mothers who are receiving ART and are breastfeeding should
receive 6 weeks of infant prophylaxis with daily NVP’.
- Infants born to mothers who are receiving ART and are receiving replacement
feeding, should be given 4-6 weeks of infant prophylaxis with daily NVP (or twice-
daily AZT®).
- Infant prophylaxis should begin at birth or when HIV exposure is recognised

postpartum (WHO, 2013b: 100-103).

" NVP= Nevirapine
¥ AZT= Azidothymidine or Zidovudine
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In addition, in 2015, the WHO released the new guidelines as to when to start ART in
pregnant and breastfeeding women (WHO, 2017a; 2017b). They state that “ART should
be initialled in all pregnant and breastfeeding women living with HIV regardless of
WHO clinical stages and at any CD4 cell count and continue lifelong” (WHO, 2017b:

30).

In conclusion, HIV can be transmitted from mother to child throughout the period of
pregnancy, the delivery stage and the postpartum period and it can affect both mother
and infant health and well-being in the short and long term. Although ARV drug
treatment will nearly completely address the mother’s disease symptoms and the
MTCT, some factors, like sigma and maternal mental health, remain complex and

difficult to address.

2.8 Thailand

2.8.1 Location and people

Thailand is located in South East Asia, a member of 10 counties in the Association of
South East Asian Nations (ASEAN). The country covers an area of 513,115 square
kilometres with the north boarded by Myanmar and Laos, the south by Malaysia and the
gulf of Thailand, the east by Laos and Cambodia, and the west by Myanmar and the
Andaman Sea. The climate is hot and humid. The population of Thailand (2015) is
67,959,000 (WHO/Thailand, 2017). The majority of the population are Thai residents

(96%) and the rest are from other nationalities including from China, Malaysia,
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Cambodia, Laos and other minorities including the hill tribes (Asia Pacific Observatory,
2015). For communication purposes, the Thai language is the official language used for
speaking and writing, while English tends to play a greater role particularly in the
business sector. Most Thai people are Buddhists (93%) followed by Muslims (5.4%),
Christians (0.9%) and others (The Kingdom of Thailand Health System Review, 2015).
Thailand has the King as head of the country and the Prime Minister is the head of the

government.
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Source; (WP_Map, 2014).
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2.8.2 The health care system in Thailand

According to the 2003 Constitution of the Kingdom of Thailand, health is declared a
fundamental human right of the citizen and the national health system must be

strengthened for satisfaction of the entire population:

“Accountability and policies of Thai government is to ensure that health care is
one of the priority strategies. In health system section, the health security
system serves as a fundamental life security which gives a person confidence
that they will be able to satisfy in appropriate health behaviours from all level of
health professionals and get access to any health activities and services needed
without obstacles, health security system should provide quality health care to

all citizens by equal respect” (Ministry of Public Health, 2008-2010).

The Thailand health service consists of three sectors; government health service, non-
profit health organisations for example, the Thai Red Cross and the private sector
(Angloinfo, no date). The Thai government funded health care system and the Ministry
of Public Health are responsible for public health services, government hospitals and
medical services. An overview of health services in Thailand reveals that it offers good
services for clients, however, the state hospitals are crowded and have long waiting lists

and times (Angloinfo, no date).

There are three health service levels in Thailand. The Primary Care Level; called the

Primary Care Units (PCUs) or community health centres which take care of people in
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the community in a holistic way providing health services including home visits,
counselling and referrals. The Secondary Care Level; the medical and public health
services performed by a physician with medium level expertise in hospitals and within
this service are district hospitals (holding 10-150 beds) and provincial general public
hospitals (less than 500 beds). The Tertiary Care Level; the medical and public health
services performed by a physician with advanced expertise or specialism, the type of
hospitals providing this service are provincial general public hospitals (more than 500

beds) and Medical School or University Hospital (Mahasarakham University, no date).

Medical Welfare in Thailand is divided into four categories: First, most Thai citizens
(76.1%) hold a Universal Health Coverage (UC) card. Second, a social security card for
employees (12.3%). Third, the official and State enterprise card for public servants, and
fourth, individual health insurance and private insurance cards (0.9%). Groups such as
no insurance (2.6%) and other (0.4%) are also reported (Ministry of Public Health,
2008-2010). Universal Health Coverage (UC) is free for all treatments and services. UC
is a system of life security which gives a person confidence that they will be able to gain
access to treatment, disease prevention, health care services and health promotion,

including ART for people who living with HIV.

2.8.3 Thailand's health problems

Although the medical and health services are more developed than in the past, Thailand
still has a high overall rate of mortality. It is second out of 10 in the ASEAN

(Association of South East Asian Nations) countries with Myanmar in the first place
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(the death rate in Thailand is 8:1,000 population while in Myanmar it is 9:1,000). Life

expectancy according to the latest available statistics at birth in Thailand (2010-2015)

for males is 71.9 years and for females it is 78.8 years. Thailand’s lifespan comes

fourth out of 10 in the ASEAN countries (Bureau of Policy and Strategy, 2013;

Worldlifeexpectancy, 2017).

HIV/AIDS was the seventh from the top 10 causes of death and sixth of the top 6 of

major diseases contributing to the death rate in Thai people in 2014. The top 10 causes

of death in Thailand are listed below:

1.

8.

9.

Coronary heart disease (87.08%)
Stroke (65.52%)

Influenza and Pneumonia (60.40%)
Road traffic accidents (33.57%)
Lung diseases (29.97%)

Diabetes Mellitus (26.11%)
HIV/AIDS (25.92%)

Liver Cancer (23.50%)

Lung cancers (21.90%)

10. Kidney disease (16.08*)

*= Death rates per 100,000 population

Source: (Worldlifeexpectancy, 2017).
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The top 6 major diseases attributable to the death rate (%) of Thai people are:

1. Coronary heart disease (15.71%)

2. Stroke (11.82%)

3. Influenza and Pneumonia (10.69%)
4. Road traffic accidents (5.70%)

5. Lung diseases (5.39%)

6. HIV/AIDS (4.72%)

Source: (Worldlifeexpectancy, 2017).

The prevalence of mental disorders in Thai’s population are; psychosis, anxiety
disorder, major depression, learning disability and epilepsy (Bureau of Policy and

Strategy, 2013).

It is also experiencing a shortage of medical professionals and a disproportionate
number of providers and patients. The ratio of health care professions per population
(2007-2011) are:

-Physician 1:2,535

-Dentist 1:11,244,

-Pharmacist 1:6,425 and

-Nurses 1:498

Source: (Bureau of Policy and Strategy, 2013).
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2.8.4 Women’s sexual health problems in Thailand

Sexually Transmitted Infections (STIs)

The bureau of AIDS, TB and STIs (2015) reported that in the last 5 years (2010-2015),
the number of people with STIs has risen 3.75%. In 2015, the top 5 STIs were
Gonorrhoea (6,821%*), Syphilis (3,070*), Chlamydia/Non Gonococcal Urethritis
(2,076*), Chancroid (631*) and Lymphogranuloma venereum (180*) (*per 100,000
population), among those infected people there were more females than males (ratio
2.1:1). The trend of STIs is one that is increasing every year and the most affected
people were those among the reproductive-age group 15-24 years and 25-34 years.

(Bureau of AIDS TB and STIs, 2015).

Adolescent pregnancy

Although Thailand has made progress in reducing the overall birth rate the number of
pregnancies among teenagers aged less than 20 years and the birth rate among
adolescents are increasing every year (11.9% of adolescent age 10-19 years)
(Reproductive Health Division, 2016a). The adolescent pregnancy rate in Thailand is
74:1,000, Adolescent birth rates are highest for mothers aged 15-19 years (42.5:1,000),
and the birth rates for mothers aged 10-14 years is 1.4:1,000 (Thailand Reproductive
Health Database, 2016). Pregnant adolescents are also more likely to seek an abortion

than adults. Complications from pregnancy and childbirth are an important cause of
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death among girls aged 15-19 in low- and middle-income countries including Thailand

(WHO, 2017¢).

Abortion situation in Thailand

Thailand’s laws and religion do not support abortion. Abortion is therefore illegal with
heavy fines and sentences for the women who seek one and also for those who carry
them out (Kusalanan,2011). However, an exception can be made to help the mother if
her life is threatened due to her pregnancy. There are many conditions and diseases that
can be included in this exception but these criteria exclude healthy HIV positive

pregnant women (Kusalanan, 2011; Youngwanichsetha et al., 2010).

Despite this, illegal abortions do occur in Thailand. Official recent records by the
Reproductive Health Division (2016a) report that of all the women who had an abortion
in 2015, 59.7% of these were spontaneous abortions and 40.3% were induced. The
reasons given for the induced abortions include an unintentional pregnancy (73.3%) and
contraceptive failure (46.2%) (Reproductive Health Division, 2016b). Unsafe abortions
contribute substantially to lasting health and mental health problems and maternal

deaths.

Maternal mortality

One third of the causes of maternal deaths are reportedly attributable to the
inappropriate management of labour and two thirds from maternal diseases such as

Pregnancy Induced Hypertension (PIH), Gestational Diabetes Mellitus (GDM), Heart
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Disease and Thalassemia (Bureau of Policy and Strategy, 2014). In Thailand, the
maternal mortality ratio in 2015 was 20:100,000 population, significantly higher than
the target which was set at 13:100,000 (WHO, 2017¢). The Ministry of Public Health
has analysed the root causes and contributors to this statistic and found that the reasons
for the high maternal mortality rate were because of non-standard prenatal care,
pregnant women attending late (gestational age of 12 weeks) for their first antenatal
care, there was an inappropriately high risk pregnancy referral system, lack of obstetric
care, midwives and also medical equipment in ANC and the labour room (Bureau of

Policy and Strategy, 2014).

Other statistics which related to maternal and child care in Thailand are as follows:

e Births per 1,000 population in Thailand in 2011 was 12:1,000. This is the second
lowest in the ASEAN countries and is next to those of nearby Singapore.

e Neonatal mortality rate was 8:1,000 live births. The national target which was
set at 10:1,000 (Bureau of Policy and Strategy, 2014).

o Fertility rate was 1.6 (number of total children born to one woman through the
reproductive years).

e Contraceptive prevalence (2005-2012) was 80% and this is highest in the

ASEAN countries.

(Source: Bureau of Policy and Strategy, Ministry of Public Health, 2013; 2014).
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2.8.5 Thailand and HIV

2.8.5.1 AIDS situation in Thailand

Thailand encountered its first HIV/AIDS cases in 1984, and the number of patients has
continued to increase significantly (Ministry of Public Health, 2014; 2016). These
statistics are reported in the Ministry of Health Annual Statistics (Ministry of Public
Health, 2016) who have monitored the status of HIV/AIDS from 1984 to the 31 October
2016. The number of people living with HIV/AIDS increased by more than 1.5 million
in that time, although it was found that just 388,621 were registered in the health
system. It is estimated the majority of infected people were not recorded and had not
received treatment because most of them did not know their HIV status. The annual
statistics report points out that some people with HIV may have experienced shame,
stigma and fear associated with the disease as well as a lack of knowledge, lack of
money and time to go to hospital. For some there were limited available services and
some showed a lesser degree of self-concern (Ministry of Public Health, 2016). The
number of deaths over the 30 year period is 100,617 (officially recorded deaths) and the
most infected groups were among the working age group and those in their reproductive
age, 20 to 39 years old (76.66%) indicating that the main reason for the spread of

HIV/AIDS was through sexual intercourse (90%). High risk groups still remain in
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homosexual men, injecting drug users, female sex workers and migrants’ (Ministry of

Public Health, 2016).

In addition, the number of people living with HIV/AIDS as well as the number of
deaths due to HIV/AIDS has decreased as treatments have improved over the years
(WHO, 2013b; UNAIDS, 2014). Patients live longer and their quality of life is better
(UNAIDS, 2014; WHO, 2013b). The result of this is that some infected people aspire
to having the same sexual relationships as those without the disease (Rujkorakarn et al.,
2011). This thinking could sometime leads to unsafe sex behaviours and some women

who living with HIV becoming pregnant.
2.8.5.2 Comparisons between HIV and ART in the UK and Thailand

Table 2.3: HIV data in the UK and Thailand

Data The first | Population | Number of | AIDS- New HIV | Adult HIV | MTCT | Adult
patient people related | infections | prevalence | rate
was living with | deaths on ART
identified HIV/AIDS
(year)
*United 1981 ~65 101,200 594 6,095 0.16% 0.27 96%
Kingdom millions %
**Thailand 1984 ~67 450,000 | 16,000 6,400 1.10% | <2% 68%
millions

Source: * AVERT (2016a), www.avert.org, ** AVERT (2016b), www.avert.org

’ migrants: There are a lot of illegal and legal migrant workers (Burmese, Cambodian, Laotian and
Vietnamese) in Thailand, these migrants have limited accessed to services and information regarding to
HIV/AIDS prevention and treatments
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2.8.5.3 AIDS and ART management in Thailand

The current effective treatment of AIDS is ART. It is a treatment combined with
opportunistic infections treatment and other health promotion activities like the
protection of secondary infections and the importance of self-care in patients; such as,
taking medication regularly and on time, adequate nutrition and hydration, as well as
exercise and rest. In addition, the Ministry of Public Health has promoted a programme
which includes free twice yearly blood examinations for Thai people as well as an
ongoing safer sex campaigns targeted at groups such as adolescents and couples

(Department of Disease Control, 2014).

The Ministry of Health has provided antiretroviral drugs to people living with
HIV/AIDS by using the combination of 3 ARV regimens since the year 2000 by
following WHO guidelines. The numbers initially receiving these drugs was limited,
but since 2004 the opportunities for more patients to access the programme under the
NAPHA (National program of Antiretroviral therapy for people who living with HIV
and AIDS) has been increasing. Currently, the antiviral drugs have expanded into
Universal Health Coverage (UC) treatments and services, which means that all HIV-
infected patients can access antiretroviral therapy from government hospitals
everywhere in Thailand. See table 2.5 which s details the indicators for initiating ART

in Thailand.
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Table 2.4: Indication for initiating ART in Thailand

Symptoms CD4 level Indications of ARV

AIDS Regardless of CD4 Start ARV

Symptomatic HIV Regardless of CD4 Start ARV

Asymptomatic HIV <200 Start ARV

Asymptomatic HIV >200 Follow CD4 levels regularly, CD4 350-200 follow up
every 3 month CD4 >350 follow up every 6 month

*2014, new policy, start ART regardless CD4 level (*Source: Department of Disease Control (2014).

Source: Chatchotisak (2009).

2.8.5.4 Mother to child transmission (MTCT) policy and management in

Thailand

Thailand’s current standard of care for HIV-infected pregnant mothers is considerably
better than in the past, however, the infection transmission from mother to child during
the period 2010-2014 was about 3.5-3.62%, which was higher than the target set <3.6%
by the country (Department of Health, 2010). In 2011 the Ministry of Health announced
a policy to prevent mother to child transmission in the form of guidelines for healthcare
professionals across the country. These guidelines consist of the following; First,
providing pre-counselling and post-counselling about the HIV test, including couple
counselling and keeping the result strictly confidential. Second, pregnant women who
have a positive HIV result will be treated with potent ART following the guidelines of

the Ministry of Health. Third, infants born to mothers infected with HIV will receive
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antiretroviral therapy and artificial formula milk for their babies who will also receive a
blood test for HIV infection. Fourth, women, infants, husbands and partners who are
HIV-infected will receive antiretroviral treatment according to their state of infection or
symptoms or their CD4 count, as well as monitoring of their health and continuous

follow-up (Anamai, 2012).

Currently, Thailand has 2 standard guidelines on antiretroviral therapy in pregnancy.
One is the guideline of the Ministry of Health (Department of Health, Ministry of Public
Health, 2007) and the other the reducing MTCT Project, run by the Thai Red Cross
Society, supported by Her Royal Highness Princess Soamsawali (2005) (Thai Red

Cross Society, 2012).

Realising the impact on children who were HIV-infected in the long run, Thailand has

set clear MTCT guidelines for health service centres as follows:

1) All antenatal clinics must provide pre-counselling and post-counselling
about the HIV test for pregnant women.

2) All pregnant women should be tested for HIV infection voluntarily.

3) All pregnant women who intend to carry their pregnancy to term will receive

an AZT (Azidothymidine) regimen which is as follows:
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a. Start taking drugs at GA 28 weeks, AZT 300 mg. twice a day until
the onset of ‘true'®” labour pain.

b. In the true labour pain period, start NVP (Nevirapine) 200 mg.1 tab+
AZT 300 mg. 1 tab and then AZT 300 mg. 1 tab every 3 hour until
delivery.

4) All children born to mothers who are HIV-infected:

a. Infant will be given 1 dose of NVP syrup 6 ml. immediately after
birth (If the infant has a birth weight lower than 2,500 gm, they
should be given the NVP syrup in the following dose; 2 mg/ kg. body
weight)

b. For infants born to mothers taking ART during pregnancy for 4
weeks and above, these babies will be given AZT syrup at 2 mg/ kg
body weight after birth immediately and then the every 6 hours for 7
days.

c. For infant born to mothers taking ART during pregnancy for shorter
than 4 weeks, these infants will be given AZT syrup at 2 mg/kg body

weight immediately after birth and then every 6 hours for 6 weeks.

' True labour pain: Feeling pain or uncomfortable due to uterine contraction. Contractions come
continuously at regular interval (30-70 minutes), despite moving or changing position, contractions get
closer together at time goes on, it means “a baby is ready to come out ”
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5) Infants born to mothers infected with HIV have to be tested for immunity to
HIV infection at age 12 months and if the results show HIV positive
antibodies, this is to be repeated to confirm the diagnosis at 18 months.

6) Infants born to mothers infected with HIV will receive antiretroviral therapy
and artificial formula milk for their babies for 21 months.

7) For women after childbirth and their husbands/partners (In cases of women
willing to disclose their HIV status to their husbands/partnersn) they will
receive proper health care and antiretroviral drugs if indicated.

8) For children who are found to be HIV-infected, they will receive appropriate

care and be treated with antiretroviral drugs.

(Source: Department of Health (2007), these are the original guidelines).

2.9 Conclusion

Chapter 2 has presented the background information to this study in 7 main sections:
first, the current situation of the AIDS epidemic, second, AIDS and Retroviral Therapy
(ART), third, AIDS related stigma and discrimination, fourth, human and sexual rights,
fifth, women’s rights, health, sexual health and their reproductive health, sixth, gender

and HIV, and finally it has provided information about Thailand, the healthcare system

"' In cases of women willing to disclose their HIV status to their husbands/partners: There is no law in
Thailand which obliges an individual to reveal their HIV positive status to sexual partner
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in Thailand and HIV in Thailand. The chapter has shown that globally AIDS is a
significant health issue with 76.1 million persons currently infected with the disease
globally, of which 35 million have died (UNAIDS, 2017a). Although nowadays, with
the development of AIDS treatments, especially ART which improves the lives and
health of people who are living with AIDS better than ever before, stigma and
discrimination related to AIDS has not decreased as much as would have been expected.
AIDS related stigma and discrimination exists within HIV infected persons themselves,
in communities, countries and worldwide. The WHO cites fear of stigma and
discrimination as the main reason why people are reluctant to get tested, disclose their
HIV status and take antiretroviral drugs (AIDS Education & Research Trust, 2014a).
To reduce the level of stigma and discrimination in local and international societies,
people need to understand and respect others human and sexual rights and these must

also be supported by governments and international organisations.

In Thailand, AIDS is one of the top 10 causes of death contributing to physical
disability and mental health problems in Thai people of both sexes. The number of
people living with HIV/AIDS during the period 1984-2016 has increased to more than
1.5 million (Ministry of Public Health, 2016). The most infected groups are those of
working reproductive age (20 to 39 years old). The main reason for the spread of
HIV/AIDS was, and remains, through sexual intercourse and the high risk groups are
female sex workers or prostitutes, homosexual men, injecting drug users and migrants

(Bureau of Policy and Strategy, Ministry of Public Health, 2015; 2016). People who are
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living with AIDS still face prejudice, blame and other negative attitudes from Thai-

society.

The needs and choices of HIV/AIDS women in their reproductive years have changed
in recent decades. Making a decision to be pregnant in women who living with is an
unavoidable situation which public health providers must respond to by providing
healthcare services, manage risk, and importantly respect the decisions made by these
women to become pregnant. The challenge in taking care of reproductive-age women
who are infected with HIV, despite the current efficiency of treatment, is managing the
more complex problems like women who living with HIV becoming pregnant, their

rights and choices, and addressing the associated stigma.

The next chapter is a review of the relevant literature.
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Chapter 3

Literature review

This chapter is a systematic review of the literature on HIV positive women’s decision
making processes regarding their reproductive health and reproductive choices.
Specifically, the review set out to answer the following question: “What factors affect
HIV positive women’s decision to become pregnant?” The chapter begins by setting out
the method used to search and critically appraise the literature. It then presents the
findings from the review under 9 main themes. The chapter concludes by identifying
the gaps in the current knowledge base on the reasons why HIV positive women

become pregnant and it sets out the research question and objectives of the thesis.

3.1 Search terms and databases

Then the key search terms were created around the review question and these were
searched in electronic databases such as Summon™, MEDLINE/PubMed, CINAHL
(The Cumulative Index to Nursing and Allied Health Literature), ScienceDirect and

PsycINFO Details of these keywords and databases are described in tables 3.1-3.3.

Summon™ was suggested by the Hull University Library Services to search across the
majority of the library’s electronic resources; this resource covers journal articles,
electronic books, and web resources. This database also has records from other
publishers, government agencies, database providers, and the numerous other libraries

that participate in Summon (University of Hull, 2014; Virginia Tech, 2015).
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Summon

MEDLINE/PubMed

CINAHL

ScienceDirect

PsycINFO

Table 3.2: Search terms

HIV positive AND pregnan*®

HIV positive women and decision and pregnant

“ Why HIV positive women want to be pregnant”

“pregnancy experience and HIV positive women”

“infected women and pregnancy and needs”

“HIV infected women” and “pregnancy” and “needs”

“HIV positive women” and “pregnancy decision”

“HIV positive women” and “pregnancy” and “decision-making”

“HIV positive women” and “pregnancy decision” and “adolescent”

“HIV positive women” and “pregnancy’ and “reproductive choice”

“HIV positive women” and “pregnancy” and “family support”
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Database Search terms Search Initial | # Selected
date results in first
screening
Summon HIV positive AND pregnan*® 7/3/15 398 4
“HIV positive women” and “pregnancy | 7/3/15 68 16
decision”
“HIV positive women” and “pregnancy | 7/3/15 23 3
decision” and “adolescent”
“HIV positive women” and “pregnancy” | 7/3/15 82 15
and “reproductive choice”
“HIV positive women” and “pregnancy”’ 7/3/15 55 5
and“family support”
626 43
MEDLINE | HIV positive and pregnant 16/1/15 381 38
/PubMed
“HIV infected women and pregnancy and | 16/1/15 28 10
needs”
“pregnancy experience and HIV positive | 16/1/15 20 1
women”
“HIV positive women” and “pregnancy | 16/1/15 2 2
decision”
“HIV positive women” and “pregnancy | 16/1/15 1 1
decision” and “adolescent”
“HIV positive women” and “pregnancy” | 16/1/15 5 4
and “reproductive choice”
“HIV positive women” and “pregnancy” | 16/1/15 2 0
and‘“family support”
775 56
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Database Search terms Search Initial | # Selected
date results in first
screening
CINAHL | HIV positive and pregnancy 18/2/15 41 12
HIV positive and pregnant 18/2/15 21 9
“HIV infected women” and “pregnancy” | 18/2/15 3 1
and “needs”
65 22
ScienceDirect | “HIV positive women” and “pregnancy” | 18/2/15 8 7
and “decision-making”
“HIV positive women” and “pregnancy” 18/2/15 34 20
and “reproductive choice”
“Why HIV positive women want to be | 7/1/15 55 7
pregnant”
97 34
PsycINFO | HIV positive women and decision and | 12/5/15 22 5
pregnant
Total 1,585 160

3.2 Selecting criteria

3.2.1 First screening

The criteria used for first screening of the initial 1,585 database results down to 160 is

set out in table 3.4.
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Table 3.4: First screening

Relevance detected By title then abstract

Publication status Full text or abstract online

Articles from peer-reviewed publications

Language English language

Time frame 2005-2015

3.2.2 Second screening

The second screening step involved applying the inclusion and exclusion criteria to
select the eligible papers for review from the 160 papers. This process is described

below.

3.2.3 Inclusion and exclusion criteria

3.2.3.1 Inclusion criteria:

The criteria for considering studies for this review drew on PEQO (Participants,
Exposures, Outcomes) which is commonly used in qualitative research/search questions
(Khan et al., 2003; Bettany-Saltikov, 2012; University Campus Suffolk, no date). In this
review PEO is applied to the review question “What factors affect decision to become

pregnant in women who living with HIV? as follows: see table 3.5.
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Table 3.5: Second screening; PEO review question

Participants HIV positive pregnant women, HIV positive women, HIV
positive women in the reproductive years

Exposures HIV positive

Outcomes Desire for pregnancy, pregnancy experiences, decision-
making to become pregnant, desire to have a child,
motherhood experiences, reproductive choice, reproductive
health, reproductive rights, reproductive needs and family

support.

This review included the following specified additional criteria described in table 3.6

below.

Table 3.6: Specified additional criteria

Relevance detected Full text only
Time frame 2005-2015
Publication status Full text available online

Articles from peer-reviewed publications

Language English language

Study’s design target | Qualitative research, Quantitative research (Non-RCTs),

Mixed method, Systematic reviews and Literature reviews.
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3.2.3.2 Exclusion criteria:

A study was excluded from the review and analysis if it did not meet at least one of the

following:

1. Participants and research design not meeting the inclusion criteria.

2. Outcomes not meeting the criteria set for this review (PEO and Specified additional

criteria as described in tables 3.5 and 3.6 above).

For the second screening, 81 papers were selected for review in full because these met
the inclusion criteria and specified additional criteria as described. There were 79
excluded papers. The process of selecting the literature is described in the diagram

below.



3.3 Method of searching and selecting evidence
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PRISMA Diagram demonstrating the literature selection process (PRISMA, 2009):

Records identified through database searching

Additional records

(n=1,585) identified through
Y Y = Y Y other sources (n= 0)
Summon Medline CINAHL ScienceDirect PsycINFO
(n =626) (n =775) (n = 65) (n=42) (n=22)
¢ v / ¢
Records after duplicates removed _| Duplicates
(n=1,523) | (n=62)
v
Records screened of 1% screening Records excluded on
(n=160) —_— titles and abstracts
(n=1,363)
Summon Medline CINAHL ScienceDirect PsycINFO
(n=43) (n=56) (n=22) (n=34) (n=15)
l Full-text articles excluded, with
Full-text articles assessed and reasons:
included for 2™ eligibility. -Participants and research design
(n=281) — | did not meet inclusion criteria
-Outcomes did not meet the PEO
l outcomes criteria (n = 79)

Studies included in review and analysis (n = 81)

Summon (n= 28 ), Medline (n= 28 ), CINAHL (n= 10), ScienceDirect (n= 14), PsycINFO (n=1)

Figure 3.1: Selecting flow diagram (PRISMA, 2009)
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3.4 Critical appraisal framework to analyse eligible studies

The 81 eligible studies were analysed and evaluated in full by using the following

critical appraisal frameworks:

» Qualitative and Mixed method research were analysed and evaluated using the
Critical Appraisal Skills Programme (2013) checklists.

» Quantitative studies were analysed and evaluated using Downs and Black’s
checklists (Downs & Black, 1998) for non-randomised studies.

» Systematic reviews and literature reviews were analysed and evaluated using the

10 question PRISMA (2009) checklists.

(For evidence of the analysis of the 81 papers see appendix H)

3.5 Findings

The results from 81 eligible studies were reviewed and analysed in themes. Each theme
derives from primary coding where groups of similar data or variables are combined.
The review emphasises the 10 most recent years of research on women who living with
HIV related to the context of pregnancy and their reproductive choices. It also includes
other factors like family, community and health services which influence women’s
reproductive choices. The review findings are divided into 9 themes: 1) Pregnancy
experiences in women who living with HIV; 2) Decision making process and the
reasons to have a child; 3) Factors influencing pregnancy desire; 4) Stigma and

discrimination; 5) The effects of AIDS on HIV positive pregnant women’s health; 6)
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Interaction with health care providers and services; 7) Family planning; 8) Disclosure of

HIV and, 9) Family support. Each of these themes will now be discussed in turn.

3.5.1 Theme 1: Pregnancy experiences in women who living with HIV

This theme describes the lived experience of pregnancy as perceived by HIV positive
women. Sanders (2008) reported that all the HIV positive women in their study had
experienced emotional distress since hearing their positive diagnosis and some women
had experienced long term emotional effects. Women related how they had been
stigmatised in health care settings, which lead to very negative feelings. With respect to
the relationship between emotions, pregnancy and the baby, Sanders (2008) found that
the women feared HIV transmission to the baby and they worried about the effects of

ARV and of pregnancy on their health.

Liamputtong and Haritavorn (2014), in a study about the experience of pregnancy and
motherhood in women who living with HIV, found that Thai pregnant women, living
with HIV/AIDS, experienced shock and fear about their HIV positive status. Many
women did not wish to keep their pregnancy and they wanted to abort, but were
prevented from doing so because of high gestational age (GA) and religious beliefs.
Some women changed their minds about having an abortion because of positive family
support. As mothers they had ongoing multiple anxieties and worried about their own
and the baby’s health and that the baby would have HIV. The women tried to remain

positive and to live for their children.
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Ross et al. (2007) studied the lived experiences of newly diagnosed HIV positive
pregnant women in Thailand. Their findings are similar to previous studies conducted
across other groups of women who living with HIV about the issue of a “struggle”. Thai
pregnant women in this study perceived their life experience as a struggle, both after
becoming HIV infected and during pregnancy. The struggle included; “struggling
alone”, because most women kept their HIV positive status from others and they felt
overwhelmed and alone; “sharing one’s struggling”, after suffering from struggling
alone some women decided to share their struggle with others such as a partner and/or
family member; “struggling for the baby”, most women continued to struggle for the
sake for their babies, a baby was their hope and reason for living; and, “struggling
through ups and downs”, women felt sometimes content but sometime they felt

helpless.

3.5.2 Theme 2: Decision making process and the reasons to have a child

This theme presents findings from all the included studies which addressed the issues of
decision making and the reasons underpinning the desire to have a child in women who
living with HIV. International studies from a number of countries on women’s
reproductive intentions indicate that 40-64% of women who living with HIV desire to
have a child (Cooper et al., 2007; Nobrega et al., 2007; Gogna et al., 2009; Marcellin et
al., 2010; Loutfy et al., 2012; Huntington et al., 2013; Hernando et al., 2014).
Additionally, other studies conducted in the US and Canada show that the number of

women who living with HIV becoming pregnant increased from 41% between 2004 and
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2005, to 57.5%) between 2006 and 2009 (Loutfy et al., 2009; Firth et al., 2012). This is
also true in the UK where the pregnancy rate in women who living with HIV has risen

(Huntington et al., 2013).

There were two international studies and one Thai study found on the decision making
process to have a child among women who living with HIV. Internationally, Barnes and
Murphy (2009) studied reproductive decision making in 80 women who living with
HIV of childbearing age in the US. This study found that more than half of pregnant
women kept their pregnancy instead of having an abortion. Those women made their
reproductive decision based on their judgment of the positive perception of motherhood
versus the negative pressure of social opinion and they weighed their decision between

“forces against choosing pregnancy and reasons for choosing pregnancy”.

Chi et al. (2011) studied pregnancy decision-making among 20 women who living with
HIV in Vietnam. The study found that 13 out of 20 women decided to have an abortion
and 7 women kept their pregnancies. When making the decision to have a child, some
women made their own decisions while other complied with the wishes of others; most

often their husbands, relatives and health care providers.

In the Thai study, Youngwanichsetha et al. (2010) explored the decision making
processes in 38 Thai HIV positive pregnant women to either keep or terminate their
pregnancies. They propose a model of decision making from their findings; the core
category being “Weighing stress”, which involved the examination and weighing up of

options regarding keeping or terminating the pregnancy. Their results are divided into 3
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sub-categories; “Being ambivalent about continuing a pregnancy and considering an
abortion”, women were concerned about mother to child transmission; “Exploring
alternative options” such as seeking information, services and emotional support,
discussing concerns and decisions with health providers, husbands and family members,
seeking an abortion, considering the use of ART and offering the child for adoption,
and; “Selecting the appropriate choice”, appraising the influencing factors, deciding
between continuing the pregnancy and terminating the pregnancy, and adapting to their

decision.

With respect to the reasons for having children, women living with HIV had many
reasons. For example, women believed that using ART/PMTCT would prevent HIV
infection in the baby, they trusted in the efficacy of PMTCT and ART, and this
supported their desire to have a child (Demissie et al., 2014). Barnes and Murphy
(2009) found that women's decisions to have a child were based on their judgment of
the positive aspects of motherhood versus the often negative pressures of social and
public opinion. Kisakye et al. (2010) found that women made their pregnancy decisions
based on wanting a child and the importance of having a child. Other persons were
involved in women’s decisions such as the women’s husband, parents, siblings and in-
laws (Oosterhoff et al., 2008; Beyeza-Kashesya et al., 2010; Chi et al., 2011). In
addition, Hernando et al. (2014) found that women wanting to form a family are the
reasons they want to have children Cooper et al. (2007), by contrast, found that the
important factors influencing a decision to not have a child are concern about infecting

a partner and infant, having a previously infected baby, and perception of community
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disapproval of reproduction with HIV positive status. Carter and Kraft's (2013) review
of the literature on reproductive health behaviours in HIV positive adolescent and
young women in the US found that with respect to pregnancy intention that these
women hoped to have children in the future, but many wanted to avoid pregnancy until
later. In addition, regarding women’s reproductive decision making, Gruskin (2012)
summarised papers from a range of relevant disciplinary perspectives and found that
contraception, safe pregnancy, delivery and breast feeding, and safe abortion, emerged
as common themes emerging across different disciplinary perspectives of pregnancy

decision making in women who living with HIV.

Doull et al. (2006) identified several gaps in the knowledge base about women’s
decision making in the context of pregnancy and HIV and these included: evidence
around testing for one’s status, advanced directives for self and child, the impact of
disclosure, others perceptions of antiretroviral use and data on termination of

pregnancies.

3.5.3 Theme 3: Factors influencing pregnancy desire

While theme 2 has presented the general findings on women’s reproductive decision
making and the reasons to have a child, theme 3 presents the specific findings on the

factors influencing women’s pregnancy and reproductive decisions.

The analysis identified 8 sub-themes under this theme including; women’s desire for a

child and characteristics of previous pregnancies and children, family desire, fear of
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stigma and negative outcomes, age of women, marital status, HIV status and HIV
disclosure, health status and sexual behaviour. These are first listed in Table 3.7 below,
and then discussed after this. Many of the studies are cross referenced across the

different sub-themes.



Table 3.7: Factors influencing pregnancy desire
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Variables or factors found

Key findings

Studies

1. Women desire for a child and
characteristics of previous
pregnancies and children

- Types of pregnancy

- Death of a child, miscarriage, having no children
- Wanting children with a current partner

- Additional child related to child’s gender issues

(Suryavanshi et al., 2008; Kakaire et al., 2010; Kisakye et al.,
2010; Kipp et al., 2011; Smee et al., 2011; Mmbaga et al.,
2013; Demissie et al., 2014; Hernando et al., 2014)

2. Family members’ desire for a child

- Partner's desire for a child

- Other family members desire to have a child

- The desire to have at least one male child by husband
and family member(s)

- Kinship

(Nobrega et al., 2007; Oosterhoff et al., 2008; Suryavanshi et
al., 2008)

3. Fear of stigma, anxiety and negative
outcomes

- Perception of community disapproved of reproduction
- Stigma by partners, families, communities and health
care providers

- Levels of anxiety about the future and available family
support

- Fear of children infection

- Fear of partner infection

- Having previous infected baby

- Personal and social stigma and discrimination

(Cooper et al., 2007; Kanniappan et al., 2008; MacCarthy et
al., 2012; Demissie et al., 2014)
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Variables or factors found

Key findings

Studies

4. Age of women

- Age (women under 30 had higher reproductive desire
than those aged 30-39)

- Age of women between 18-39 years is related to
pregnancy desire

(Loutfy et al., 2009; Beyeza-Kashesya et al., 2010; Kipp et al.,
2011; Huntington et al., 2013; Demissie et al., 2014,
Hernando et al., 2014)

5. Marital status

- Marital length

- Level of sex relationship

- Being single and being ever-married status was
inversely associated with fertility intentions

(Kakaire et al., 2010; Mmbaga et al., 2013; Demissie et al.,
2014)

6. HIV status and HIV disclosure

- Being HIV positive status

- Intention to have children in women who living with
HIV

- Duration of HIV diagnosis, disclosed HIV status and
partner sero-difference

- Time of disclosure and concealing of HIV status

(Cooper et al., 2007; Nobrega et al., 2007; Ross et al., 2007;
Sanders, 2008; Gogna et al., 2009; Minnie et al., 2009;
Beyeza-Kashesya et al., 2010; Kisakye et al., 2010; Marcellin
et al., 2010; Kaida et al., 2011; Loutfy et al., 2012; Huntington
etal., 2013; Snow et al., 2013; Demissie et al., 2014;
Hernando et al., 2014; Liamputtong & Haritavorn, 2014)

7. Health status

- Women’s improved health status
- Perceived good health status and CD4 count >200
- Having a good physical health-related quality of life

(Kisakye et al., 2010; Marcellin et al., 2010; Mmbaga et al.,
2013)

8. Sexual behaviour

- Increased rates of intercourse and unprotected sex
- Decreased condom-unprotected sex, vigilant about
condom use in beginning of relationship

- Family planning method

(Sanders, 2009; Kikuchi et al., 2011; Finger et al., 2012)
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3.5.3.1 Sub-theme 1: Women’s desire for a child and characteristics of previous

pregnancies and children

This sub-theme included the studies that described or examined the women’s
characteristics of her previous pregnancies and children including preferences for a
particular gender of child, the number of living children and hopes for more children.
All of these are factors which influence desire to have a child in women who living

with HIV. The details of the studies as described next.

Smee et al. (2011) examined the predictors of repeat pregnancy and found that factors
associated with an increased likelihood of repeat pregnancy were death of a child,
miscarriage and the number of additional children desired by a partner. Factors
decreasing the likelihood of repeat pregnancy were associated with lower
socioeconomic status, age and higher the Fertility Attitude Score (8-items of attitude
toward fertility questions). Moreover, Hernando et al. (2014) found that reproductive
desire was greater in women who had no previous children. Similarly, Demissie et al.
(2014) found that women who had no biological living children and those who had

only one child were associated with fertility desire.

Suryavanshi et al. (2008) studied the factors influencing repeat pregnancies in women
with known HIV status in India. Their findings show that in an Indian context, there
are two important factors known to influence reproductive decision making; firstly,
family pressure, from the husband, but also from in-laws and other family members,

and secondly, the desire to have at least one male child. Kipp et al. (2011), found that
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statistically significant predictors for desiring more children were among other factors,

having a higher number of living children and the desire for a male child.

Kisakye et al. (2010) found that women made pregnancy decisions based on the desire
for a child of a different sex, prior child loss, prior abortions and other previous

children born without infection.

Mmbaga et al. (2013) found that in relation to the characteristics of previous
pregnancies and children the factors which increased the desire to have a child were
having no children or having no more than one child. In contrast, Kakaire et al. (2010)
found that the factors which reduced fertility desire were associated with having more
than two children. Women who had previous children die were less likely to have

fertility intentions.

3.5.3.2 Sub-theme 2: Family desire

This sub-theme presents the findings regarding the influence of family members on
women’s decisions to have a child. Family member’s desire is one of the most
important factors affecting decisions to have a child in women who living with HIV.
Family members include husbands or partners, parents, relatives and other family

members.

Nobrega et al. (2007) found that one of the variables independently associated with
women's desire to have a child was a partner's desire for a child. Similarly, Oosterhoff

et al. (2008) have also demonstrated that the family’s role in decision making about
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childbearing by women who living with HIV was important and affected to women’s
decisions to have a child. In addition to their findings on the importance of having a
male child in influencing repeat pregnancy in HIV positive Indian women,
Suryavanshi et al. (2008) also found that family pressure to have a child, from the
husband, but also from in-laws and other family members influenced reproductive

decision making.

3.5.3.3 Sub-theme 3: Fear of stigma, anxiety and negative outcomes with regard

to partner and baby

This sub-theme presents findings from those studies which examined the influence of
stigma, anxiety and negative outcomes on women’s decision making and their
experiences of being pregnant. One of the important factors influencing women to
consider having a child is a perception of community disapproval of reproduction with

HIV positive status (Cooper et al., 2007; Demissie et al., 2014).

MacCarthy et al. (2012) summarised that stigma has been shown in different ways in
different contexts for example, fear of stigma from partners, families, communities
and health care providers intensified women concealing their HIV status and
reluctance to discuss their desire to have a child with these people. Moreover, stigma
displayed by partner, family members, community and health care providers affected

the desire of women who living with HIV to become pregnant.
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Kanniappan et al. (2008) found the main factors distinguishing women who wanted to
have a child and those who did not were their levels of anxiety about the future and
available family support. Women who did not have family support and were
stigmatised by their family members were reluctant to carry pregnancy as they were
not sure of the future including having nobody to care for the child in the event of the

woman’s death.

Fear of negative outcomes is related to fear of infecting children and partner. Cooper
et al. (2007) claim that the important factors negatively influencing a woman to

consider having a child were fear of infecting a partner and infant.

3.5.3.4 Sub-theme 4: Age of women

This sub-theme shows the relationship of the age of women who living with HIV and
fertility decisions. The relevant included studies show that younger women who living
with HIV had a greater desire to have a child than older women (Loutfy et al., 2009;
Beyeza-Kashesya et al., 2010; Kipp et al., 2011; Huntington et al., 2013; Demissie et

al., 2014; Hernando et al., 2014).

Huntington et al. (2013) found that older women who living with HIV, with a CD4
cell count less than 200cells/pul and women of white ethnicity, were less likely to have
a pregnancy. This was confirmed by Hernando et al. (2014) who report that
reproductive desire was found in 49% of women and was associated with age, in that

women under 30 had higher reproductive desire than those aged 30-39. Kipp et al.
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(2011) discussed previously, found statistically significant predictors for desiring more
children were younger age, having a higher number of living children and a desire for
a male sex child. Demissie et al. (2014) found that one of the factors associated with
fertility desire was the age of women between 18-39 years. Beyeza-Kashesya et al.
(2010) found that among couples in which the woman was HIV positive, that young
age was significantly associated with increased fertility desire. In addition, Loutfy et
al. (2009) studied the fertility desire and intentions of 490 HIV positive in Toronto,
Canada and found that 69% desired to give birth and 57% intended to give birth in the
future. The significant predictors of fertility intentions were: younger age (age<40)
(p<0.0001), African ethnicity (p<0.0001), living in area of Toronto (p = 0.002), and a

lower number of lifetime births.

3.5.3.5 Sub-theme 5: Marital status

This sub-theme indicates the relationship between marital status of women who living
with HIV and their partner. Kakaire et al. (2010) found that one of the factors which
reduced fertility desire was being divorced or separated. Also, with respect to marital
status, Demissie et al. (2014) found one of the many factors associated with fertility
desire was marital length (<4years, within 5-9 years and 10-14years more likely to
have fertility desire as compared to the couples who had more than 15 years marital
length). Other factors identified in Demissie et al. (2014) study were shown in earlier
sections such as age, characteristics of the pregnancy, HIV status of partner and HIV

disclosure. Mmbaga et al. (2013) found that marital status and relationship with a
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partner increased the desire to have a child and included such factors as, having sex

with a partner, living with partner, and disclosure of HIV status to a partner.

3.5.3.6 Sub-theme 6: HIV status and HIV disclosure

This sub-theme identifies how HIV positive status and HIV disclosure to others
influences women’s fertility decisions. HIV counselling and screening are considered
a part of routine services for pregnant women at ANC, advice is given at this service
on how to prevent HIV transmission to their babies and sex partners (Minnie et al.,

2009).

A number of studies found that the majority of pregnant women discovered they were
HIV positive during routine services at ANC (Cooper et al., 2007; Nobrega et al.,
2007; Ross et al., 2007; Sanders, 2008; Gogna et al., 2009; Marcellin et al., 2010;
Loutfy et al., 2012; Huntington et al., 2013; Hernando et al., 2014; Liamputtong &
Haritavorn, 2014). These studies show both intention and non-intention to have a child
among women who living with HIV. Some studies found women who living with HIV
with lower pregnancy intention than HIV negative women with HIV positive women
being 60% less likely to report child bearing intention (Kaida et al., 2011; Snow et al.,
2013). However, many women who living with HIV reported intention to have a child
in other studies. For example, Kaida et al. (2011) found that 44% of women in their
study reported intent to have children with HIV positive status (P < .001). Beyeza-

Kashesya et al. (2010) found that among couples where the woman was HIV positive,
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of young age and with relatives' expectations for children, these factors were

significantly associated with increased fertility desire.

In addition, HIV positive status and women’s HIV disclosure to partner or family
members is related to pregnancy decisions. Kisakye et al. (2010) found awareness and
belief in disclosure of HIV status, awareness of spouse’s HIV status, availability of
antiretroviral therapy, stigma of HIV and childlessness, influence of partners and
family members, and the impact of the health of self and family members were all
factors that motivate women who living with HIV to conceive or influence pregnancy
decisions, in spite of being HIV positive. Moreover, Demissie et al. (2014) found that
duration of HIV diagnosis, disclosed HIV status and partner HIV status-difference

were some of the factors significantly associated with fertility desire.
3.5.3.7 Sub-theme 7: Health status

There is an association between women’s health status and pregnancy desire. This
sub-theme presents findings from studies which have examined this issue. Kisakye et
al. (2010) found that when women had improved health, they were more motivated to
have a child. Similarly Mmbaga et al. (2013) found that perceived good health status
and CD4 count >200 cells/mm’ was associated with increased fertility and the desire
to have a child. Marcellin et al. (2010) found that after adjusting for age, matrimonial
status, the number of biological children and sexual activity, the main factors

independently associated with this desire in a multivariate analysis were having a good
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physical health-related quality of life and a CD4 count at ART initiation <200

cells/mm’.

3.5.3.8 Sub-theme 8: Sexual behaviour

This sub-theme is about sexual behaviour among women who living with HIV and
their partners and is the last factor examined from the literature regarding pregnancy
decisions. Finger et al. (2012) found that Desire For Pregnancy (DFP) was associated
with sexual behaviours that may place young women at risk for sexual transmission
infection (STI) and HIV transmission to partners. These authors found that DFP in 130
young women who living with HIV was associated with increased rates of intercourse,
decreased condom use, increased partner concurrency, increased rates of unprotected
sex with a non-concordant partner, and a higher number of previous STIs. In addition,
DFP was associated with increased likelihood of recent intercourse, condom-

unprotected sex, and oral sex.

Kikuchi et al. (2011) investigated factors associated with unintended pregnancies after
knowing sero-positive status and also factors associated with the non-use of
contraceptives among women who living with HIV taking ART. These authors found
that among the 565 participants, 263 had engaged in sexual intercourse during the last

three months. Of these, 85 women had not used any contraception.

Further, Sanders (2009) found that in regard to sexual behaviours in 9 pregnant-

women who had become mothers post-diagnosis, some of them were vigilant about
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condom use at the beginning of relationship. Then women reported that as time passes,

more risks were taken and consistent condom use decreased.

3.5.4 Theme 4: Stigma and discrimination

This theme shows the effects of stigma and discrimination which women who living

with HIV faced in different contexts.

Pregnant women who living with HIV perceived discrimination from family, the
community and health care providers (Brickley et al., 2009). In relation to the health
care sector, Paxton et al. (2005) studied 764 women living with HIV/AIDS in 4
countries in Asia. They found that 54% of their sample experienced some form of
discrimination within the health sector such as refusal of treatment (15%) or delay in
the provision of health care (17%). Most of their sample did not receive pre-test
counselling, only 38% in all countries received pre-test counselling. Breaches of
confidentiality by health care workers were common and 34% of respondents said that
somebody else had been told of their HIV status without their consent. One-third of

the sample said they were advised not to have children after diagnosis.

Women were significantly more likely to experience discrimination than men in the
family, community and workplace. Over half of the HIV-positive women interviewed
postpartum in Cuca et al. (2012)’s study reported having experienced stigma, much of
which was self-stigmatisation where women had negative self-judgement resulting in

shame, worthlessness and blame because of being HIV positive. Women experienced
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a range of types of stigma: verbal abuse (6.1%), healthcare neglect (7.9%), social
isolation (4.9%) and workplace stigma (11.9%). Women also experienced minor
depression, and those whose family knew of their HIV status had a significantly

greater risk / incidence of experiencing stigma.

Nattabi et al. (2012) in a study of the HIV related stigma experiences of persons living
with HIV in northern Uganda, identified 3 types of stigma; received, internal and
associated stigma. Received stigma refers to behaviours targeted at participants and
experienced by them or by others such as neglect, avoiding and abuse. Internal stigma
refers to negative thoughts and behaviours from having a negative perception of
themselves toward HIV. Associated stigma results from a person’s association with
someone living with HIV. These people continue to experience stigma in various
forms, including internal stigma and verbal abuse from family, community members
and health care providers, either directly or indirectly, and this experience of stigma

enhanced or reduced their desire to have more children.

Kavanaugh et al. (2013) studied community attitudes towards childbearing and
abortion among women who living with HIV in Africa where abortion is
unacceptable. They found that women not only faced stigma from the community due
to their HIV status, but also with respect to abortion. However, this study indicated
that the community supported induced abortion among women who living with HIV

when ART was unavailable.
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A number of studies found that health care providers did not respect decisions to
become pregnant made by women who living with HIV (Sanders, 2008; Gogna et al.,
2009; MacCarthy et al., 2012). Women who were older, had less education, whose
husbands had other wives, and who perceived community discrimination against
people with HIV had significantly greater anticipation of HIV stigma (Cuca et al.,
2012). Women who anticipated HIV-related stigma from their male partner had lower
positive attitudes about giving birth at the health facility. Less positive attitudes about
a health facility birth were strongly related to women's intention to give birth outside

of a health facility (Medema-Wijnveen et al., 2012).

In contrast, a few studies claimed that some participants have positive attitudes to
health care services regarding HIV positive status. For example Hanh et al. (2009)
examined the role of health staff in supporting HIV-infected pregnant women, and
found that most women believed they were being supported by health care providers.
Similarly, Hardon et al. (2012) found that the large majority of HIV positive pregnant
women (85%) in Africa felt that the health workers and counselors respected their

desire for confidentiality by protecting their HIV results.

3.5.5 Theme 5: The effects of HIV/AIDS on health of women who living with

HIV.

These effects relate to mental and physical health among women who living with HIV

in pregnancy.
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In relation to the effect of AIDS on women’s mental health, Ross et al. (2009)
examined the predictors of depressive symptoms among HIV positive pregnant
women in Thailand. These authors found that self-esteem, emotional support and
financial support were negatively correlated with depressive symptoms. Kotze et al.
(2013) in a study aimed at identifying the coping strategies used by women who living
with HIV in pregnancy, identified 2 coping styles; active and avoidant. Increases in
active coping were associated with decreasing levels of internalized stigma and
depression, increasing self-esteem and positive social support, knowing someone else
with HIV, being healthy and living with sufficient financial resources. In contrast,
increases in avoidant coping were associated with increasing internalised stigma and
depression, this style was also associated with lower levels of self-esteem, HIV-

knowledge and lower levels of education.

Studies which examined the effect of HIV/AIDS on women’s physical health of
women who living with HIV, compared with HIV negative women, found that the
mortality and morbidity rate were increased for women who living with HIV during
the year of pregnancy, delivery and in the post-partum period (Chersich et al., 2008;
Zaba et al., 2013), and physical symptoms on HIV positive women’s physical health
relates to somatic of anxiety such as abdominal discomfort, inability to relax and
insomnia and other symptoms such as fever, dyspnea and dysuria (Chersich et al.,
2008). Moreover, Ross et al. (2009) found that physical symptoms were positively

correlated with depressive symptoms.
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3.5.6 Theme 6: Interaction with Health care providers/ health care services

Women experienced both encouraging and obstructive services with their HIV
positive status regarding their desire to have a child. This theme presents the women’s

experiences with these health care providers and services.

The study by Cooper et al. (2007) found that most of their participants had not
discussed their reproductive desire and intentions with health care providers because
they were anxious that they might face judgmental attitudes regarding their
reproductive options. Similarly Finocchario-Kassler et al. (2010) found that just 31%
of women who living with HIV of reproductive age discussed future childbearing

plans with their provider.

Women who do want to discuss their reproductive choices expressed their wish to
participate with obstetrics staff such as physicians and midwives or nurses (Zhang et
al., 2012). In this study 50% of participants, wanted to speak to an
obstetrician/gynaecologist regarding pregnancy planning, and 74% regarded
physicians as a main source of fertility service information. While the majority of
participants in this cohort desire access to ART information, most do not perceive
these services as readily accessible (Zhang et al, 2012). Tyer-Viola (2007) found that
obstetric nurses had more positive attitudes to HIV positive pregnant women in term
of respect for the women’s role as mother than sympathy-rights attitudes concerning
HIV testing and treatment. Nurses were significantly more prejudiced and less willing

to care for women who were HIV positive than those who were not. While Viana et al.
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(2013) found the role of nurses in the patient’s view was confused with other nursing
professionals and sometimes women resented not receiving more specialised nursing
care. This view is supported by the study conducted by Kelly et al. (2013) who found
that the key positive staff attributes that facilitated a positive patient experience were
knowledge and experience, empathy, and understanding of their unique needs and
continuity of care. A negative experience was attributed to lack of communication,

lack of knowledge and experience.

Notably, Gogna et al. (2009) mention that physicians had a lack of updated
information about the interaction between ARV drugs and hormonal contraception in
order to advise women who living with HIV. Thurling and Harris (2012) found that
lay counsellors need supervision and mentorship for the work environment and that
their training needs to be adapted to meet the extended roles that they are playing in

PMTCT.

Moodley et al. (2014) interviewed 28 health care providers and found that providers
recognised the sexual and reproductive rights of HIV positive individuals, but
struggled with the tension between supporting these rights and concerns about
spreading infection. They also had limited knowledge of safer conception methods and

this constrained their ability to advise and support clients in realizing fertility desires.

Ferguson et al. (2014) examined the factors associated with registration at ANC clinic
within 90 days of HIV diagnosis were: having cared for someone with HIV, not

having to pay for transport to the hospital, and having received enough information to
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decide to have an HIV test. Qualitative data revealed multiple factors underlying high
patient drop-out related to women's social support networks (partner's attitude to HIV
status), interactions with health workers (being given unclear/incorrect HIV-related
information) and health services characteristics (restricted opening hours, long waiting

times).

Moreover, Hanh et al. (2009) examined the role of health staff in supporting HIV-
infected pregnant women and found that overall the women believed they were being
supported by health staff. With respect to post-test counselling, women received both
emotional support and help to make hard decisions regarding whether or not to

maintain their pregnancies.

Hardon et al. (2012)’s study on the quality of information provision and counselling,
the patterns of HIV disclosure and how health services could be improved found that
the majority of HIV positive pregnant women (84%) were attending antenatal care
(80-90%), they were given explanations about the meaning of the tests performed,
how HIV can be transmitted, given advice on prevention, encouraged to refer their
partners for testing, and given time to ask questions. Of these women who living with
HIV, 79% reported that they generally keep their status secret; only 37% had disclosed
to their partner, the large majority (85%) felt that the health workers and counselors

respected their desire for confidentiality by protecting their results.
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MTCT and PMTCT service
This sub-theme of theme 6 is given particular attention because MTCT and PMTCT
services are the heart of services to reduce the transmission of HIV from mother to
child during pregnancy. Moreover, these women interact with health care providers

when they receive this service.

Health care providers appear to play an important role in reproductive health services
for women who living with HIV (Giles et al., 2009). The MTCT-Plus programme
emphasises access to family planning, early treatment of STIs, cervical cancer
screening, safe abortion, safe pregnancy, PMTCT and their positive children,
including engaging men and women in services together (Myer et al., 2005). Darak et
al. (2012) conducted a systematic review on PMTCT in India (N = 134). They found
that the 20 papers studied on experiences of implementing a PMTCT program show
high drop-out rates of women, particularly prior to receiving ARV. Studies on
individual components of the 26 studies show that HIV counselling and testing is
acceptable and feasible. Other components of the services were; pregnant women's
access to ANC care, HIV positive women's immunological assessment using CD4
testing, repeat HIV testing among pregnant women, early infant diagnosis and factors
related to linking women who living with HIV and children to postnatal care is

lacking.

Rujumba et al. (2013) found that prior to attending their current ANC visit, most

women knew that the hospital provided HIV counselling and testing services as part of
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antenatal care (ANC). HIV testing was perceived as compulsory for all women
attending ANC at the hospital but beneficial for mothers, especially those who test
HIV positive and their unborn babies. Most women who living with HIV were
satisfied with the immediate counselling they received from health workers, but
identified the need to provide follow up counselling and support after the test, as areas
for improvement. There were significantly more preterm births among women who
living with HIV (p=0.01) and women who received HAART were no more at risk of
preterm deliveries as compared to women who received dual ART. HIV exposed
infants confirmed HIV infected at birth numbered 9. The in-utero transmission rate
was highest among women who required HAART but did not initiate treatment (8.5%)
compared to 2.7% and 0.4% among women who received HAART and women who

were not eligible for HAART and received PMTCT prophylaxis (Hussain et al., 2011).

Thurling and Harris (2012)’s study suggested a need for supervision and mentorship of
counsellors in the working environment. The training of lay counsellors needed to be

adapted to meet the extended roles they are playing in PMTCT.

The results from a systematic review by Gay et al. (2011) found a range of successful
and promising interventions to improve the sexual and reproductive health in HIV
services and these include; early postpartum visits and providing family planning,
providing youth-friendly services, supporting information and skills, supporting
disclosure, providing cervical cancer screening and promoting condom use protection

for pregnancy prevention and HIV transmission.
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In addition, Kennedy et al. (2010) in a systematic review found evidence for
interventions linking sexual reproductive health and HIV. The majority of included
studies showed improvements in all outcome measures. Generally, positive effects
were shown for key outcomes, including HIV incidence, sexually transmitted infection
incidence, condom use, contraceptive use, uptake of HIV testing and quality of
services. Promising practices (n = 23) tended to evaluate more recent and more
comprehensive programmes. Factors promoting effective linkages included
stakeholder involvement, capacity building, positive staff attitudes, non-stigmatizing

services, and engagement of key populations.

3.5.7 Theme 7: Family planning in women who living with HIV

This theme presents findings on the use of hormonal and non-hormonal contraceptives

in women who living with HIV and couples.

Condoms were commonly used among HIV-infected couples (Myer et al., 2007;
Badell et al., 2012; Harrington et al., 2012; Carter & Kraft, 2013; Nakaie et al., 2014).
However, some problems were found among the users of condoms as these were used
inconsistently among HIV positive couples (Nakaie et al., 2014). When condoms were
used inconsistently, the highest rates of unintended pregnancy were observed among
these couples compared with the use of other contraceptive methods such as oral pills

and injectable method (Kikuchi et al., 2011; Wall et al., 2013).
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Other contraceptive methods commonly used include injectable hormonal methods
and sterilisation (Badell et al., 2012; Harrington et al., 2012). The prevalence of
sterilisation (13%) increased with age and not wanting to have a child (Myer et al.,
2007). Ngure et al. (2012) studied pregnancy incidence according to contraceptive
method and found that condoms being used as the primary contraceptive method
marginally reduced pregnancy incidence among HIV positive couples. Compared with
women using no contraceptive method, pregnancy incidence was significantly reduced
among women who living with HIV using injectable contraception. Oral contraceptive
pill users were more likely to become pregnant than injectable contraceptive users.
There were no pregnancies among women using intrauterine devices (IUD),

implantable methods or who had undergone surgical sterilisation.

McCall and Vicol (2011) claim that current evidence indicates that women living with
HIV can have excellent outcomes from a combination of hormonal contraception and
condoms. Although there are concerns about the effect of hormonal contraception on
lipid levels, bone metabolism, and insulin and glucose regulation, hormonal
contraceptives still present a highly desirable option for many women, and IUDs seem
to be an optimal choice for contraception. This finding was supported by a study from
Stringer and Giganti (2009) who compared the incidence of HIV disease progression
among antiretroviral therapy in women with and without exposure to hormonal
contraception in 4,109 women in 13 sites in the Africa and Asia regions. They found
no negative outcomes in terms of HIV disease progression among women using

hormonal contraception. Monitoring using contraceptive method as a time varying
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exposure did not change this negative finding, this provides some reassurance that

hormonal contraception is not associated with HIV disease progression.

However, in the practice setting, the oral hormone pill and the IUD were not used as
much as experts suggest. Counsellors and practitioners seem to be fearful of uncertain
drug interactions and the inflammation of IUD use in people living with HIV who
have low immunity. Most physicians encourage only condom use while a minority
refer patients to other family planning methods (Gogna et al., 2009). Chi et al. (2012)
studied the use of contraception before and after HIV diagnosis and consultation. Of
the 351 participants in their study, 63% stated they had used contraception before HIV
diagnosis and 89% stated they had used contraception after HIV diagnosis. Further,
46% of the women had been using either the pill or IUD before the diagnosis whereas
the same applied for only 8% of the women after diagnosis. With respect to condom
use; 39% stated they had been using a condom before HIV diagnosis whereas 87%
stated condom use after HIV diagnosis. A study by King et al. (2011) found that most
women reported family planning experiences with condoms and hormonal injections

only and also that men had limited family planning information apart from condoms.

Akelo et al. (2013) looked at the factors associated with the use of family planning
and found the following positive associated intentions: marital status (p=0.04), having
talked to their spouse or partner about family planning (p<0.001), perceived spouse or

partner approval of family planning (p<0.001), previous use of a family planning
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method (p=0.006), attitude toward the current pregnancy (p=0.02), disclosure of a

sexually transmitted infection (STI) diagnosis (p=0.03) and ethnic group (p=0.03).

Myer et al. (2005) systematic review of the efficacy of integrating reproductive health
services with MTCT programmes found that it increased access to contraception and
condom use and consequently secondary prevention of HIV. Additionally, integrating

the two services promoted engagement with the programme by both men and women.

3.5.8 Theme 8: Disclosure of HIV status

The decision to disclose or not to others about HIV status in women living with HIV
was often related to the perceived level of stigma and discrimination. Some women
disclosed their HIV status to their family members while many of those had not, the

results are mixed as indicated below.

Hernando et al. (2014) found that 87% of respondents in their study had disclosed
their sero-status to their family circle, and 39% reported having experienced
discrimination due to HIV infection. Most of the women living with HIV had not
disclosed their HIV status to their sexual partners for fear of abandonment, violence
and accusation of bringing HIV infection into the family. Most women living with
HIV deferred disclosure and requested health workers' support in disclosure. Those
who disclosed their positive status generally experienced positive responses from their

partners (Rujumba et al., 2012).
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In the adolescent group, disclosure was difficult for them and partners, and large
proportions of HIV-infected youth had not disclosed their sero-status to recent partners
(Carter & Kraft, 2013). However, Leonard et al. (2010) found that 18 of the 20 youth
had disclosed their HIV status to another individual at least once, the reasons for
disclosure were that they desired a closer relationship with someone and their post-
disclosure relationship as more open than before. Half of them agreed that their

supportive experiences encourage them to think about future disclosure.

Makin et al. (2008) found that 59% of their sample had disclosed to their partners and
42% to others. The factors associated with having disclosed to partners were identified
as being married, prior discussion about testing, having a partner with tertiary
education and less experience of violence. Better housing, less financial dependence
on partners, and knowing someone with HIV were associated with disclosure to
others. Increased levels of stigma at baseline decreased the likelihood of disclosure to
partners post-enrolment, and increased levels of avoidant coping decreased subsequent
disclosure to others. In contrast, Hardon et al. (2012) found that most of HIV positive
pregnant women (79%) reported that these women generally keep their status secret,

only 37% had disclosed to their partner.

Visser et al. (2008) found that women weighed fear of abandonment and
discrimination against their desire to raise risk awareness and their need for support,
partners most often responded to women’s disclosure with disbelief and shock,

whereas parents frequently exhibited emotional distress, but were still supportive.
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Sanders (2009) analysed issues of disclosure of HIV status and found that decisions
about disclosure and timing of disclosure were complex and often based on an
assumption that a sexual relationship was going to develop long-term. There was a
complex mixture of emotion including fear, stigmatization and denial which precluded
a woman’s ability to disclose. All of the participants in this study desired to have

children but wanted to protect their husband from transmission.

Brickley et al. (2009) reported that HIV positive pregnant and postpartum women in
their study described managing disclosure of their HIV infection because of fear of
stigma and discrimination, particularly to the wider community. Participants described
not disclosing their HIV status to family members because most of the participants
were in stable health, usually able to hide their infection status, concern about causing
emotional trauma to family members, worried about being the object of HIV stigma
and discrimination and in particular, that their children could face discrimination

whether they were infected or not.

Factors associated with having disclosed to partners were identified as; being married,
prior discussion about testing, having a partner with tertiary education and less

experience of violence (Makin et al., 2008).

In Thailand, Ross et al. (2012) found that 63% of HIV positive -Thai women had
disclosed their HIV status to someone. The significant predictors of disclosure to
someone else was high family support, included older age, employment, and high

family support.
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3.5.9 Theme 9: Family support

Family support was one of the most significant predictors of disclosure and intent to
have a child for women who living with HIV (Kanniappan et al., 2008; Ross et al.,
2012; Vescovi et al., 2014). This theme reports on findings in relation to family

support.

Kanniappan et al. (2008) reported that the main factors for women who wanted and
did not have a child were their levels of anxiety about the future and available family
support. Women who indicated that they did not have family support and were
stigmatised by the family were reluctant to carry for a pregnancy as they were not sure
about the future, including child care in event of parental death. Those women who
decided to have a child did so based on family support, especially when family
members offered to take care of the child in the future in the event of parental death. In
addition, awareness and access to ARV was another key factor guiding the final
decision on motherhood desire. Moreover, the reaction of family members to HIV
positive status among pregnant women found that they are disbelief and shock,
whereas parents frequently exhibited emotional distress, but were still supportive

(Visser et al., 2008).

There are 2 types of responses regarding family support to women who living with
HIV; negative and positive responses from their partners and families. Negative
responses; one in 10 women had experienced verbal or physical abuse by an intimate

partner since their HIV diagnosis (Myer et al., 2007). Maman et al. (2011) found that
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less than 25% of HIV-positive participants’ partners accompanied them to the clinic,
they described receiving other material and psychosocial support from partners. More
women living with HIV reported that their partners were not involved or not
supportive, and in some cases direct threats and experiences with violence caused

them to fear partner involvement (Maman et al., 2011).

With respect to positive responses; different studies in Thailand report that women
were positively supported by her family and husband or partner (Ross et al., 2007;
Youngwanichsetha et al., 2010; Liamputtong & Haritavorn, 2014). Ross et al. (2012)
found that high family support was one of the most significant predictors of disclosure
to someone else. Most participants reported that their male partners were emotionally
supportive through the difficult experience of pregnancy and motherhood (Brickley et
al., 2009). Most women living with HIV deferred disclosure and requested health
workers' support in disclosure, those who disclosed their positive status generally

experienced positive responses from their partners (Rujumba et al., 2012).

3.6 Gaps in the knowledge base

The systematic review of the literature in this chapter has highlighted the evidence
from various global contexts related to desire to have a child and become pregnant
among women living with HIV. It has also highlighted the literature pointing to a
number of important issues related to women’s problems with living with HIV, the
trends towards reproductive desire among these women, the problems experienced by

women who living with HIV within the context of pregnancy. The review also
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includes the literature on other important factors like family, community and health

services which influence these women’s reproductive choices.

The literature has importantly identified a number of gaps in the knowledge base on
many issues that need further research. For example the following questions remain;
How do women who living with HIV make the decision to become pregnant?; How do
women who living with HIV reveal their HIV status to their husbands/partners and
others?; How is the family involved in influencing pregnancy desire of women living
with HIV?; What are the sexual health and reproductive needs of adolescents who are
living with HIV positive women?; How do health care providers discriminate against
HIV positive pregnant women? And, how do health care providers address the needs
of HIV positive pregnant women as well as their rights to health provision and to

having a family?

The findings from the literature review, together with my practice and research
experience, highlight for me that the most important and interesting issue to emerge is
that of decision making process to become pregnant. Only 3 studies identified in this
review; 2 international studies Barnes and Murphy (2009) and Chi et al. (2011) and 1
Thai study (Youngwanichsetha et al., 2010) were found on this topic. Barnes and
Murphy’s (2009) study focussed narrowly on the decision making process to become a
mother while those of Youngwanichsetha et al., (2010) and Chi et al., (2011)
examined decision making to keep the baby or seek an abortion. None of these 3

studies examined the issue of reproductive decision making more widely, or in detail,
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by for example, looking at broader influences like partners or family on decision
making, or by looking at decision making over the course of the pregnancy. Further,
there are no research studies in Thailand which have inquired into this issue. Because
of the limited research in this area any models which explain the reproductive decision
making process in women who living with HIV throughout their pregnancy will be

helpful, important and provide new knowledge on this area of HIV care.

3.7 The research questions

The research questions of this study are:

1. What is the decision making process to become pregnant in Thai women
living with HIV?
2. What are the decisions Thai women living with HIV make throughout

their pregnancy and how do they make them?
3.8 The research objectives
The purposes of this study are:

1. To enquire into why HIV positive pregnant women in Thailand have
decided to become pregnant and have a child.

2. To explore the decision making processes throughout the pregnancy.
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3.9 Conclusion

This chapter has demonstrated the systematic review process used to identify the 81
papers included in this review. The chapter highlights what is known about
reproductive health and reproductive choices in women who living with HIV, their
pregnancy experiences, the factors influencing pregnancy decision making,
experiences by women who living with HIV of stigma and discrimination, the effects
of HIV/AIDS on women’s health, interactions between women who living with HIV
and their health care providers and services, issues around women who living with

HIV and family planning, HIV disclosure and family support.

The review reveals several gaps in the knowledge base on decision making processes
to become pregnant in women who living with HIV. Since there is so little known
about the decision making process to become pregnant in HIV positive women in
Thailand I have justified this as a reason for addressing this particular issue in the
study. The chapter has posed the research question to be addressed in this thesis, the
selection of the appropriate research methodology and methods to answer this question

will be outlined in the next two chapters.
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Chapter 4

Research Methodology

The purpose of science is to construct a body of knowledge that leads us to understand
the phenomena under investigation (Parahoo, 2014). To understand reality in both
natural science and human behaviour, we usually investigate by the processes of
induction or deduction. These different paradigms produce different ways to
understand, predict, prevent or control things under investigation. This chapter will
describe the research methodology of the study. It will start by providing a summary
of main differences between quantitative and qualitative research — arguing for a
qualitative approach to best address the research questions of this study. It will then
look at the basic principles such as; sampling, data collection, data analysis and ethics
shared by qualitative approaches. Then, the choice of Constructivist Grounded theory
is presented as the most appropriate qualitative research approach for this study. In
doing so it will also set out the unique features of Grounded Theory — exploring the

approaches to data collection, analysis, theory building and rigour.

4.1 Research Paradigms

The term of ‘paradigm’ was first used by Thomas, S. Kuhn, 1962 in ‘The structure of
scientific revolutions’ Kuhn (1996). A paradigm or the basic belief systems “is a
basic set of beliefs that we use in guiding our actions, and we use many paradigms

that guide disciplined inquiry” (Guba, 1990:18). The paradigm in Corbin’s view
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(Corbin & Strauss, 2008) is a perspective, a set of questions that can be applied to data
to help the researcher draw out the contextual factors and identify relationships

between context and process.

Guba (1990:18) argues that paradigms are based on three basic assumptions; the

ontological, the epistemological and the methodological:

The ontological question: “What is the nature of the ‘knowable’? Or, what is the

nature of ‘reality’?”

The epistemological questions: “What is the nature of relationship between the

knower (the inquirer) and the known (or knowable)?”

The methodological question: “How should the inquirer go about finding out

knowledge?”

Paradigms inform the different practices of research, this section will describe the

major three paradigm eras; positivism, post-positivism and constructivism.

4.1.1 Positivism

This paradigm is drawn from the natural sciences, especially physics and chemistry
and it has influenced the social and health sciences (Parahoo, 2014). Positivists believe
in important characteristics such as, the unity of science, reductionism (reducing
complex phenomena to simple laws and these laws are expected to test or predict),

scientific method, mathematics as the pattern to other knowledge by mathematical
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calculations, realist (the world has an existence independent of our perception of it and
an objective way of knowing what it is), empiricism (based on empirical data what can
be observed by researcher senses can be called facts), determinism (the notion of cause
and effect), and hypotheses that can be tested by deductive process or experimental

process (Parahoo, 2014).

Guba (1990) and Lincoln and Guba (1985) describe the basic beliefs of positivism as

follows:

Ontology: “Realist; reality exists “out there” and is driven by immutable
natural laws and mechanisms. Knowledge of these entities, laws, and
mechanisms is conventionally summarised in the form of time-and context free
generalisations. Some of these latter generalisations take the form of cause-

effect laws” (Guba, 1990:20).

Lincoln and Guba (1985) addressed the ontology of positivist that reality is single,

tangible and fragmentable.

Epistemology: “Dualist/objectivist; it is both possible and essential for the
inquirer to adopt a distant, noninteractive posture. Values and other biasing
and confounding factors are thereby automatically excluded from influencing

the outcomes” (Guba, 1990:20).

Lincoln & Guba (1985) addressed the epistemology of positivist that knower and

known are independent and dualism.
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Methodology: “Experimental/manipulative; questions and /or hypotheses are
stated in advance in propositional form and subjected to empirical tests

(falsification) under carefully controlled conditions” (Guba, 1990:20).

To summarise, positivists believe that reality can be measured. In the relationship

between knower and knowledge, knowledge is independent from the knower.

4.1.2 Post-positivism

This paradigm has been described as a “naive faith” of the scientific method to study
social phenomena (Parahoo, 2014:35). Although post-postivism has been through
many changes, criticisms and revisions, it has retained many of its original concepts.
Post-postivists believe in important characteristics such as, it is possible to be close to
the “fruth”, this belief became known as “critical realism”, that social phenomena
can be observed and measured to make a tool more objective and examine causes and
effects to establish “correlations or relationships” between variables, empiricism
(what can be observed by researcher senses can be called “social facts”) (Parahoo,

2014:35).

Guba (1990: 25) called this paradigm “critical theory or ideological” and summarised

its basic belief system as follows:

“Ontology: critical realist, as in the case of post-postivism

Epistemology: subjectivist, in the sense that values mediate inquiry
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Methodology: dialogic, transformative; eliminate false consciousness and

energise and facilitate transformation”.

According to Creswell (2007), this paradigm approach has the elements of being
reductionistic, logical, and places the emphasis on empirical data collection, is cause-
and-effect oriented and deterministic based on a priori theories. In terms of practice,
post-positivist researchers are likely to view inquiry as a series of logically related
steps, believe in multiple perspectives from participants rather than a single reality and
espouse rigorous methods of qualitative data collection and analysis. In addition,
Creswell (2007) emphasizes the systematic procedures of grounded theory in Strauss
and Corbin (1990; 1998) and the analytic steps in phenomenology (Moustakas, 1994)

as belonging to post-positivism.

4.1.3 Constructivism

This paradigm is advocated as an alternative to the positivism paradigm after the
revolution of science (Kuhn, 1970; Guba & Lincoln, 1989). Originating from the
naturalistic paradigm to become the “comstructivist paradigm” (Lincoln & Guba,
1985: 83) sees researchers recognize the contribution of each individual in

constructing a socially constructed reality (Lincoln & Guba, 1985).

Guba (1990:27) summarised the constructivist belief system as follows:
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Ontology: “Relativist-realities exist in the form of multiple mental
constructions, socially and experientially based, local and specific, dependent

for their form and content on the persons who hold them”.

Epistemology: “Subjectivist, inquirer and inquired into are fused into a single
(monistic) entity. Findings are literally the creation of the process of

interaction between the two”.

Methodology: “Hermeneutic, dialectic-individual constructions are elicited
and refined hermeneutically, and compared and contrasted dialectically, with
the aim of generating one (or a few) constructions on which there is

substantial consensus”.

Moreover, in this paradigm, individuals seek understanding of the world in which they
live. The goal of research is to rely as much as possible on the participants’ views of
the situation (Creswell, 2007). In addition researchers uncover reality as it is formed
through interaction with others rather than starting with theory, as in post-positivism.
Creswell (2007) refers that leading authors who are committed to this worldview are
Crotty (1998), Lincoln and Guba (2000), Schwandt (2001), Neuman (2000), and, in

grounded theory, by Charmaz (2006).

In terms of practice, constructivist researchers are interested in the process between
the individuals and specific situations in their lives (Creswell, 2007). In addition,

Corbin & Strauss (2008) agree with the constructivist viewpoint that concepts and
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theories are constructed by researchers and participants who are both trying to explain

their experiences.

These various, contrasting paradigms influence the type of research approaches used

and an exploration of how that is represented in the world of research follows.

4.2 Two main research paradigms: Quantitative and qualitative

research

The two main paradigms in social science, health science and nursing research are
quantitative (positivism) and qualitative (interpretivism) which have their own
philosophy to inform and frame the knowledge they produce (Parahoo, 2014). This

section will compare the differences of main concepts among them.

The paradigm associated with positivist quantitative researchers is a realist ontology
(asserts that there exists a single reality independent from any observer’s interest),
dual objective epistemology (asserts that an observer should exteriorise the
phenomena, remaining detached and distant from it) and interventionist methodology

(try to predict or control all variables) (Guba & Lincoln, 1989).

The paradigm of interpretivists, or qualitative researchers asserts that behaviour can
only be understood in context and the thinking process that give rise to it focuses on
subjective inner experiences. Observer and subject are affected by the world around

them and researchers cannot be a detached observer. The methods used by
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interpretivists are active and flexible and are also unpredictable in the terms of process

and outcome (Parahoo, 2014).

Patten (2007) illustrates the differences between quantitative and qualitative research
in that quantitative studies aim to test hypotheses and use a deductive approach in
research planning. In contrast, qualitative researchers use an inductive approach from
the preliminary data. Quantitative researchers design tools for measurement such as
structured questionnaires and scales while qualitative researchers obtain data by
interviewing or observing participants. For sample sizes, quantitative researchers
collect data from large samples because their methods can often enable the same
questions to be put to a large sample. In contrast, qualitative studies usually use an in-
depth process to deal with a smaller group of people. In addition, a randomised and
representative sample is used in quantitative research which enables the researcher to
generalise the results, whilst in a qualitative study, the participants are often chosen by
purposive sampling and consist of a small group for in-depth study — without the
requirement to be able to generalise the findings to others. The findings of quantitative
research are mainly presented by quantities or numbers while qualitative research
results are presented as themes based on words. The main differences between

quantitative and qualitative research can be seen in table 4.1.
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Table 4.1: Main differences between quantitative research and qualitative

research
Paradigm Quantitative Research Qualitative Research
(Positivist) (Interpretivist)
Ontology (The nature of | Meanings exist in the world | Meanings exist in our
reality) . interpretations of the world
Realist Relativist
Epistemology Dualist, objectivist Interactive, subjectivist

(The nature of relationship
between the knower and
the known (or knowable)

Knowledge reflects reality

Knowledge is interpretation

Methodology Deduction Induction

(The inquirer go about Interventionist Hermeneutic, dialectic
finding out knowledge)

Strategic characteristics | Testing hypotheses Exploration

Holistic approach
Dynamic data
Context-bound meaning

Information-rich case

Purpose Trends and pattern Why, How, process
Aim Attempt to inference and Attempt to interpretation
generalisation
Transferability
Sampling Randomise Purposive
Samples Subjects Participants, information-rich

Large numbers

case
Small numbers
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Paradigm (cont.) Quantitative Research Qualitative Research
(Positivist) (Interpretivist)

Tools Structured Unstructured

Data collection Questionnaires, secondary In-depth interview

data, tests, experiments.
Direct observation

Documents
Data analysis Based on statistics Based on themes or categories
Result presentation Numbers Text
Rigour Validity (internal and Credibility, transferability,
external), reliability, dependability, confirmability

objectivity

Summarised from (Guba, 1990; Patton, 2001; Creswell, 2007; Patten, 2007).

4.3 Qualitative Research

4.3.1 Philosophy and features

The qualitative or interpretive paradigm has the key features similar to Lincoln and
Guba’s description of “the naturalistic paradigm” also called hermeneutic or
interpretive paradigm (Lincoln & Guba, 1985:83). Lincoln & Guba (1985) indicate
that these axioms or realities are a better fit to the phenomena of social behavior.

Qualitative researchers accept the following;

Ontology: “Realities are multiple, constructed and holistic”

Epistemology: “Knower and known are interactive and inseparable”
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The possibility of generalization: “Only time-and context-bound working hypotheses

are possible”

The possibility of causal linkages: “All entities are in the state of mutual

simultaneous shaping, so that is impossible to distinguish causes from effect”

Axiology (The role of values): “Inquiry is value-bound”

(Lincoln & Guba, 1985:37)

In qualitative research, researchers use interpretive and theoretical frameworks to
shape their studies, and also bring these paradigms into their research (Creswell,
2007). The essential feature of qualitative research is ‘exploration’ as a means to
understand and is inductive, interactive, holistic, flexible and a reflexive method of

data collection and data analysis (Parahoo, 2014).

In the other words, Creswell (2007) argues that qualitative inquirers make certain
assumptions about reality, knowledge and its construction; these philosophical

assumptions consist of - ontology, epistemology, axiology, rhetoric and methodology.

Ontology

Ontological relates to the nature of reality and its characteristics. Qualitative
researchers see reality as fluid and socially constructed instead of the fixed reality of

the positivist paradigm (Creswell, 2007).
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Epistemology

Epistemological assumptions mean that qualitative researchers want to get close to

their participations to understand how they construct their realities (Creswell, 2007).

Axiology

Qualitative researchers make explicit their own values and how they position
themselves in the study, recognising the subjective element of qualitative research and

the importance of reflexivity (Creswell, 2007).

Rhetoric

Rhetorical assumption, Creswell (2007) described that rhetoric is writing style or the
form uses of language. Qualitative researchers use metaphors and they prefer to use

personal writing styles.

Methodology

Qualitative methodology or procedures, is “a way of thinking about and studying
social phenomena” (Corbin & Strauss, 2008:1). Creswell (2007) describes that
qualitative researchers follow an inductive method, from the ground up, and
sometimes, research question can be modified during data collection and analysis in

order to understand the research focus or questions better.
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4.3.2 Qualitative research design

The process of designing qualitative research starts with the broad assumptions around
its paradigms (Creswell, 2007). Qualitative methods tell us a story of peoples’
experiences, the story gives us insight into the nature of their lives and experiences—
often by in-depth interviewing and developing rich cases from purposive sampling to
enable the researcher to describe or interpret the participants experiences (Patton,
2001). The following sections explore the general methodological features of
qualitative research in terms of its approach to data collection, analysis, ethics and

rigour.

4.3.3 Data collection in qualitative research

Three of the most widely used data collection methods in qualitative research are;
interviewing, direct observation and documentary analysis (Patton, 2001; Creswell,

2009).

Interviews

Qualitative researchers often employ in-depth interviews that aim to delve into
participant’s interpretation of their lives and perspectives - seeking rich and detailed
accounts for analysis (Warren, 2001). The interview is like “a pipeline for
transmitting knowledge” from the participant to the researcher (Holstein & Gubrium,
1997:113). Researchers conducting face to face interviews with participant (s), it is

one of the main ways to explore- in detail- participants’ experiences of their lives
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(Creswell, 2009). Rapley (2004:16) argues that an in-depth qualitative interview is
“Interview-data-as-resource: data seen as reflecting the interviewees’ reality outside
the interview. Interview-data-as-topic: the interview data collected are also seen as
reflecting reality jointly constructed by the interviewee and interviewer” (Rapley,
2004:16). In addition, the qualitative interview is a conversation about the
phenomenon under investigation and researchers employ open-ended questions to
investigate the topic, collecting data typically from multiple participants (Creswell,

2007).

Observation

Patton (2001:48) describes observation as; “going where the action is, getting one’s
hands dirty, participating where possible in actual programme activities, and getting
to know programme staff and participants on a personal-level”, the purpose of
observational data is to describe the setting, the activities, the people in activities and
the meaning of what was observed. Observations are those methods in which the
researcher takes field-notes or records participants’ activities and interactions within
their own environment. The types of observation are where observation can be covert;
where the researcher conceals their role) overt; where the researchers role is known.
Observation can also be where the researcher is an active participant or without

participating (Creswell, 2009).
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Documents

Qualitative researchers may collect data from many resources such as journals, public
documents, private documents, meeting reports, official reports, newspapers diaries,
letters etc. (Creswell, 2009). These can then be subject to some form of analysis —
thematic or discourse analysis for example. Documentary analysis may also be
conducted alongside interviews or observation as well as being the sole method of data

collection.

4.3.4 Sampling in qualitative research

Patten (2007) described that qualitative researchers often obtain data by purposive
sampling, typically focusing on a small sample. Quantitative methods typically gather
from a larger samples selected randomly in order to generalise to the population which
it represents. On the other hand, in qualitative methods, purposive sampling allows
sampling from a population who have experienced the phenomena under investigation

and can provide information-rich cases (Creswell, 2009).

4.3.5 Data analysis in qualitative research

Corbin and Strauss (2008:1) summarised the meaning of qualitative analysis that “4
process of examining and interpreting data in order to elicit meaning, gain
understanding, and develop empirical knowledge”. This process comes after and

sometimes together with data collection, often, according to Creswell we do not
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always know clearly which stage we are in because of qualitative research’ emergent

nature (Creswell, 2009).

Qualitative analysis varies from method to method, but generally speaking, after
collecting, organising and storing data, data are separated into themes or categories.
This process is recognised as *“ working through multiple levels of abstraction” which
starting with “the raw data and forming larger categories” then developing matrices,
tables, using visual or figures to covey the data or theory in a meaningful manner

(Creswell, 2009:43).

Patten (2007) argues that the analytic process of qualitative research has three steps 1)
the coding data into group of domains, each domain containing the relevant data. 2)
the development of core ideas within the domains with short summaries, and 3) cross-
analysis where the researcher groups the core ideas into categories based on their

similarities.

4.3.6 Ethical principles in qualitative research

Beauchamp and Childress (2013)’ four principles is one of most widely used ethical
frameworks of both medical ethics issues and health related research (UKCEN, 2001).
Based on 4 key principles they are suggested as a framework particularly adapted to

qualitative research.
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1) Respect for autonomy (respecting and supporting autonomous decisions)
This principle includes both a negative and positive obligations that autonomous
actions should not be subjected to control by others, this principle respects the rights,
liberty, privacy, confidentiality, truthfulness and is centered on the importance of
informed consent. Respect for autonomy in health care and research involve clearly
explaining the purpose and risks of research to participants and ensuring they have the
information and time — free from pressure — to make an informed decision as to
whether to participate or not.

2) Beneficence (a norm of avoiding the causation of harm)

This principle argues that research is fundamentally about ‘doing good’ and that this
should be a goal of researchers. That good may not be to the individuals concerned but
that research should always aim to provide a benefit for society.

3) Non-maleficence (a group of norms pertaining to relieving, lessening, or
preventing harm and providing benefits and balancing benefits against risks and costs)
This principle argues that research should — intentionally or unintentionally — not harm
its participants. Research should:

¢ not to inflict evil or harm
e prevent evil or harm

e remove evil or harm
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4) Justice (a group of norms for fairly distributing benefits, risks and costs)
Researcher must always treat their population from which their participants are to be
drawn from fairly. Taking part or not taking part in research should not disadvantage
those who chose not to take part or advantage participants.

Qualitative researchers should apply ethical principles to their study in order to protect
participants from both physical and mental harm (Patten, 2007). Another important
value is that participants have a right to privacy and their individual information must
be kept confidential. They must also have the right to know and understand about the
purpose of the research before they engage (Patten, 2007).

Patten (2007) suggests the use of informed consent as one way to promote autonomy
in a research study. It is important the researcher informs participant of 1) the purpose
of the study, 2) what the process is and what will be done to them during the time of
study, 3) what the potential benefits are and what the potential hazards are; including
harm to them and others, 4) the fact that a participant may withdraw at any time
without penalty and lastly, researchers should provide the information above in writing

with participants freely completing a consent form.

4.3.7 Rigour and qualitative research

Trustworthiness is an important aspect of research and qualitative research is criticised
for a lack of rigour — especially when compared to quantitative research. In response

to this a number of authors have advocated measures by which qualitative researchers
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can demonstrate the rigour of their analysis. One approach commonly used is

described by Lincoln and Guba (1985:300) and is based on four elements;

4.3.7.1 Creditability

There are several techniques to increase higher creditability (Lincoln & Guba, 1985;

Guba & Lincoln, 1989) such as:

Prolonged engagement

Prolonged engagement allows the researcher build trust with the participants. An
extended study period can also reduce the chance of misinformation (Lincoln & Guba,

1985; Guba & Lincoln, 1989; Creswell, 2007).

Persistent observation

Sufficient observation helps the researcher identify and point out the most relevant
problems and issues thus preventing the risk of insufficient or premature results

(Lincoln & Guba, 1985; Guba & Lincoln, 1989; Creswell, 2007).

Triangulation

The use of different sources, methods, investigators and theories to recheck the
contextual validation of collected data (Lincoln & Guba, 1985; Guba & Lincoln,

1989), for example;
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- Multiple sources: can be “multiple copies of one type of source (such as
interview respondents) or different sources of the same information (for example
verifying an interview respondent’s recollection)” (Lincoln & Guba, 1985:305).

- Different methods: can be either different data collection modes (such
as interviews, questionnaires, observations, experiments or testing) or different designs
(Lincoln & Guba, 1985).

- Different investigators: the naturalist view, could be the members of a
team, those members need good communication with all members and keep “honest”
based on the facts be founded (Lincoln & Guba, 1985:307).

- Multiple theories: Lincoln & Guba (1985) argue that differing theories
may expand and diversify the findings by providing different perspectives on the data

(Lincoln & Guba, 1985:307).

Moreover, Patten (2007: 157) describes how triangulation can add rigour to qualitative

research — and describes how triangulation can take different forms;

- Data triangulation: this technique uses multiple sources of data from
two or more types of participants.

- Method triangulation: this technique uses just one type of participant
but collects data using different methods such as in-depth interviews, focus group

discussions and observation.
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- Researcher triangulation: this technique uses a research team to collect
and analyse data. The research team help to check the accuracy of transcriptions and

compare interpretive results in order to reduce the potential of bias with on researcher.

Peer debriefing

The task of the peer de-briefer is to ensure that the investigator has conducted the
study correctly and that the process of data collection and analysis is clear (Lincoln &
Guba, 1985). Peer de-briefers may be one or more reviewers (Creswell, 2007). In
addition, an external auditor can be used to check the accuracy of transcriptions, or the
relationship between the research question and data interpretation (Creswell, 2009).
This process is also sometimes called peer review (Patten 2007; Creswell, 2007,

2009).

Negative case analysis

Negative case analysis eliminates all ‘outliers’ and exceptions by continually revising

initial hypotheses until all cases ‘fit’ (Lincoln & Guba, 1985:312).

Referential adequacy

Referential adequacy requires the researchers to store a portion of raw data — for
interrogation once the analysis is complete — to examine the fit of any theories or

thematic explanations (Lincoln & Guba, 1985).
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Member checks (in process and terminal)

This technique sees the researcher take either raw data, analysed or interpreted data
back to the participants or stakeholders in order to judge the accuracy and creditability
of their analysis and interpretations (Lincoln & Guba, 1985; Guba & Lincoln, 1989;

Creswell, 2007)

4.3.7.2 Transferability

To establish transferability, qualitative researchers must provide a ‘proper thick
description’ to enable others to judge the quality and transferability of the findings

(Lincoln & Guba, 1985:316).

4.3.7.3 Dependability

Dependability means an auditor (second party) can audit the decisions, analytic
process, methodology, and findings of researcher (first party) (Lincoln & Guba, 1985).
There are many ways to establish reliability or dependability such as merging in the
process of tape recording, tape transcribing and coding by multiple coders (Creswell,
2007). In addition, Creswell (2009) recommends that single researchers should find
another person who can cross-check the codes for what he called “intercoder
agreement or cross-check” (Creswell, 2009: 191). This practical method, for

postgraduate researchers, can often include academic supervisor(s).
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4.3.7.4 Confirmability

The major technique for establishing confirmability is the confirmability audit, it is
included in the later process of the study to enable that the auditor is to examine the
study process and product so that ‘the bottom line’ might be accepted (Lincoln &
Guba, 1985: 318). This can be two or more auditors confirming (independently) about
the accuracy, meaning and relevance of the data as well as the findings (Polit & Beck,

2014).

4.3.8 Interview transcription quality

A further issue of rigour is the way in which interviews in different languages are
tested for accuracy of meaning and interpretation. Poland (2001) and Patton (1990)
suggest that the strategies to maximise transcription quality have involved the methods

as following:

4.3.8.1 Tape quality

To establish the quality of tapes, not only the quality of tape recorder should be

checked but also many things that occur before, during and after the interview such as

e Equipment; such as checking of tape recorder, battery, microphone

and other accessories.
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e Before interview; checking such as the interview location being free
from interruptions, position of recorder and interview and testing the
recording system

e After interview; listen to some part of the recording in order to make
sure that the conversation is recorded, then label and back up copy

before providing it to the transcriber.

4.3.8.2 Selecting the transcriber

Ensure that transcribers understand the process of transcribing, confidentiality issues

and the relationship between researcher and respondent. Prior experience is useful.

4.3.8.3 Reviewing transcription quality

One way to re-check any error in transcription is review onscreen; the researcher
selects some of transcripts for review onscreen while the interview tape is rolling,

takes notes and adjusts for minor semantic errors and major errors (meaning).

4.3.8.4 Member checking

This method includes the rubric of member checks for establishing creditability (Guba
& Lincoln, 1989). For example give the transcripts back to respondents to recheck

validity and originality (Lincoln and Guba, 1985).
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4.4 Justifying a qualitative approach and selecting an appropriate

method

Given the aim to explore, in-depth, the process of decision making among HIV
positive pregnant women a qualitative design was chosen for this study. The research
questions in this study lend themselves to a qualitative rather than quantitative
approach because these questions focus on complex issues and processes around
pregnancy which Corbin and Strauss (2008) call the inner experiences of people; their
feelings, beliefs, values, and perception in their social context. Secondly, pregnancy
decisions in HIV positive pregnant women are complex including the reasons to
become pregnant, the process of decision making within a context that requires the in-
depth exploration a qualitative method can provide. Lastly, qualitative research fits
with the aim of exploring such a social process of decision making in order to generate

a conceptual model.

There are many approaches in qualitative research, the common qualitative approaches
in social and health science are ethnography, phenomenology, case study, and
grounded theory (Creswell, 2007; Parahoo, 2014). Generally, any of these approaches
could explore the topic of this research study — but when applied to the particular

research questions in this study Grounded theory seemed the best fit to address them.

This section will summarise the important concepts of each approach and discuss why

another approaches are rejected and why grounded theory is chosen for this study.
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4.4.1 Ethnography

Ethnography focuses on how individuals or groups experience shared meaning or
interactions within a particular culture. Ethnographers believe that people develop
shared patterns of behaviour, belief, values, norms and language influenced by their
culture, in other words, human behaviours can influence and be influenced by the
cultural groups within which they live - the role of an ethnographer is to describe and
understand that cultural group (Creswell, 2007; Parahoo, 2014). The main method of
data collection in ethnographic research is participant observations — but may include
interviews and documentary analysis. Researchers spend a significant amount of their
time within the cultural setting and immerse themselves in the cultural group which

they want to study (Parahoo, 2014).

Why not ethnography?

The ethnographic approach focuses on cultural groups and societies and how
individuals or groups share experiences or interactions within a particular culture. This
study wants to explain the pregnancy decision making process HIV positive pregnant
women take about their reasons to become pregnant and the pregnancy process. This
research question, therefore, is about individual based decisions and seeks to model
the process — it is not a study that seeks to understand a cultural group - therefore, the

ethnographic method is not suitable to address the research questions of this study.
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4.4.2 Phenomenology

Phenomenology focuses on an individual’s interpretation of their experiences, and
explores how people experience a particular phenomenon (Parahoo, 2014).
Phenomenological researchers aim to describe and interpret the meaning of people’s

lived experiences (Creswell, 2007).

Why not phenomenology?

Phenomenology focuses on consciousness and the meaning of lived experience, but
this study does not seek to understand the experience per se but wants to explore the
process of pregnancy decision making and generate a conceptual model to guide
practice and service delivery model. Therefore, phenomenology is not suitable as a
method to use in this study as it would not enable the construction of a conceptual

‘theory’ that allows all the components and connections therein to be developed. .

4.4.3 Grounded theory

Grounded theory itself is not a theory but describes the development of middle range
theory grounded from the data to provide an explanatory model/theory about the
subject under investigation (Parahoo, 2014). Grounded theory aims to generate
conceptual theories that explain a social process or a social phenomenon (Glaser &
Strauss, 1967; Strauss & Corbin, 1990; Glaser, 1992; Charmaz, 2006). While
ethnography and phenomenology focus on either culture or consciousness and lived

experience — neither of which allow for the explanation, in detail, of a complex social
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process. Grounded theory, on the other hand, focuses on developing a model or theory
grounded from the data that explains the complex dimensions of a social process. The
aim of this study is to provide a detailed explanation decision making over a period of
time in Thai women who living with HIV and describe the varied elements of this
complex process — in particular to identify how the decisions are made to provide a
framework that may help professionals understand the processes involved — grounded

theory provides the best way to do this.

4.5 Grounded theory

This section explores grounded theory as an umbrella term that includes a variety of
approaches under that heading— its philosophical perspectives, its origins and the
various different approaches to grounded theory which have emerged over time. It will
then explain which grounded theory approach is to be used in this study. Grounded
theory is an approach to research that sees the researcher use data collection and
analytical processes to build a theory. It has been subject to change and development
over the years — as the following section will describe. However, in all versions the
features of grounded theory are that data analysis occurs alongside data collection and
that analysis informs the collection of further data. Analysis is, at first, supposed to be
‘grounded’ in the data and not influenced by prior knowledge. Unlike other qualitative
approaches, grounded theory then presents an explanatory theory — often in a

diagrammatical form to illustrate the elements of a social process.
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4.5.1 Different schools of Grounded theorists

There are 3 versions of grounded theory; Glaser and Strauss, Strauss and Corbin and

the constructivist Grounded Theory of Charmaz.

4.5.1.1 Glaser and Strauss (1967)

Glaser and Strauss developed a grounded theory in 1967 as a response to the
dominance of quantitative methodology within social research at that time. Glaser and
Strauss developed the concept of grounded theory where the researcher generates
conceptual categories to illustrate a social process — resulting in the generation of a
theoretical model (Glaser & Strauss, 1967:23). In their version of grounded theory the
researcher avoided subjectivity by not preceding the research with a literature review
and rigorously building the theory with strong links to the raw data — arguably — to

produce an objectively obtained theory of the social process under investigation.

4.5.1.2 Strauss and Corbin (1990, 1998)

Strauss and Corbin later modified Glaserian grounded theory to their grounded theory
with a process that moved away from the positivist approach of Glaser. Advocating a

literature review they also presented a more systematic and analytic procedure

(Creswell, 2009; Charmaz, 2006).
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4.5.1.3 Charmaz (2006)

Charmaz advocates constructivist grounded as a more flexible approach and one that
gives more consideration to the researcher’s and participants views on the emerging
theory (Creswell, 2009). In addition, Chamaz claims that “the interpretation of
constructivist delve into people implicit meanings, processes and actions that
constitute the categories” thereby adding a further element to the development of the

theory (Charmaz, 2006:146).

Charmaz (2006) claims that constructivists develop grounded theory in the following

mannecr:

e Grounded process is fluid, interactive and open-ended.

e Researchers are part of the study rather than above it.

e Analytic directions arise from how researchers interact and interpret
their comparisons and emerging analyses rather than from external

prescriptions.

4.5.2 Ciritical differences of three approaches to grounded theory

The two originators, Glaser and Strauss, ultimately disagreed about the meaning and
procedures of original grounded theory, Glaser has criticised Strauss’s systematic and
analytic procedures arguing that it forces data analysis into preconceived categories,
prescribed and structured (Glaser, 1992; Creswell, 2009; Parahoo, 2014: Chamaz).

While Charmaz criticises the differences between Glaser and Strauss in so much as
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Glaser having a background in quantitative approaches (and so does his Grounded
theory) for example. Charmaz is also critical of both other procedures in that they tend

to be inflexible and do not allow for the co-construction of the theory.

It’s also clear that — although adopting similar overall processes (the concurrent data
collection and analysis for example) that the different strands of grounded theory use
different terminology for their analytical steps; Glaser uses ‘Theoretical coding’ and
‘coding families’ while Strauss uses ‘coding paradigm’ and ‘axial coding’
(summarised from Bryant and Charmaz (2007:198-201). Moreover, in Strauss and
Corbin’s approach, researchers do the data collection and data analysis as a systematic

process while Charmaz believes that participants are included as a part of this process.

Notwithstanding the differences in terminology the following section describes the
different steps and processes in grounded theory — drawing out the differences where
appropriate. It is argued that these analytical steps are the most appropriate way of

answering the research questions in this study.

4.5.3 Grounded theory and the status of literature reviews

According to the classical grounded theory described by Glaser, he advocated that
researchers should avoid a formal literature review and the exploration of previous
substantive theories beforehand to avoid the ‘dangers’ of “received theory”
contaminating the analysis process and theory generation. The motivation for this is

linked very closely to Glaser’s desire to make the method as objective and positivist as
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possible. (Glaser & Strauss, 1967; Glaser, 1978; Charmaz, 2006; Birks & Mills, 2011).
However, later adaptations of grounded theory criticised this approach and argued that
a literature review could have a role — indeed a purpose — in grounded theory studies
(Parahoo, 2014, Charmaz, 2006, 2014). Charmaz agrees that a literature review
beforehand could inform the design of the research question and also — at certain

stages — assist the research’s ideas on emerging categories (Charmaz, 2006, 2014).

The literature review in this study was undertaken before a method was decided upon
— in order to identify the gaps in the knowledge base to be addressed. If one were to
follow Glaser that would immediately prevent a Grounded theory approach being
used. The review in this study allowed the systematic analysis of the state of
knowledge around pregnancy decision making and the factors influencing pregnancy
decisions among women living with HIV in 27 countries across the world. This review
therefore contributed to the understanding of relevant knowledge which helped the
development of a new knowledge and theory. It is therefore argued that most recent
advocates of grounded theory - especially Charmaz - are comfortable with a prior
literature review — arguing that it informs the questions and also later stages of theory
building. They also advocate the researcher being clear that early coding is faithful to
the data and not overly driven by the literature — something demonstrated in how the

coding is presented in the write up to allow the reader to judge this.
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4.5.4 Key processes of grounded theory

4.5.4.1 Theoretical sampling in grounded theory

Theoretical sampling: Theoretical sampling is one type of purposive sampling in
qualitative approach. Corbin and Strauss (2008:65) address the definition of
theoretical sampling saying that “Sampling on the basis of concepts derived from
data”. Strauss and Corbin (1990:176) define “theoretical sampling is on the basis of
concepts that have proven theoretical relevance to the evolving theory”. In addition,
Strauss and Corbin (1998:73) argue that theoretical sampling involves “sampling on
the basis of emerging concepts, with the aim being to explore the dimension range or
varied conditions along which the properties of concepts vary”. Participants are
selected according to the descriptive needs of the emerging concepts and theory
(Charmaz, 2006; Bryant & Charmaz, 2007). Moreover, Theoretical sampling helps
researchers to choose key participants which helps the researcher form the theory

(Creswell, 2009).

4.5.4.2 Data collection in grounded theory

Data collection occurs together with data analysis in grounded theory. When the first
participant is interviewed data are analysed before the next interview; researchers go
to the field to collect data, analyse the data, return back to the field to gather more

information and so on (Creswell, 2009). Research procedures in grounded theory can
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be summarised in the following manner (Strauss & Corbin, 1990, 1998; Creswell,

2007);

1)

2)

3)

4)

)

Researchers begin by determining if grounded theory is a good fit with
their studies or research problems

Individual’s experiences and processes will be investigated by interviews.
Researchers define what is a process? What is a core process or
phenomenon, what are causal conditions? What are strategies? And what
are consequences?

Opened ended questions are typically asked in interviews and other
methods such as observations and documents may be used, until data are
saturated, this may involve 20-30 interviews.

The analysis of the data involves open coding which forms categories; each
category finds several properties or subcategories, and dimensions. Then
axial coding and developing a storyline that connect the categories.

Lastly, the researcher develops the grounded theory.

4.5.4.3 Data analysis in grounded theory

4.5.4.3.1 Coding

Corbin and Strauss (2008:66) argue that “coding” is a common term for the use of

qualitative analysis, coding is the verb and codes are the names given to the concepts

derived through coding. Moreover, they suggested that coding involves interacting

with the analysis such as the use of questioning, making comparisons and developing
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the concepts and categories from their properties and dimensions. This table 4.2 below

shows the examples of coding.

Table 4.2: Coding procedures (the examples)

Coding
Examples Categories properties dimensions

Glaser (1992) gives | -Pain -duration -long, short
an example in his
study -organs of body -head to toe
Strauss &  Corbin | -Use (drug) | -frequency -occasionally,
(1992) gives an
example in their study -duration -minute to hour

-degree - try to addict

-type -oral, injection, inhalation

In addition, there are two types of coding in classic grounded theory, substantive

coding and theoretical coding (Bryant & Charmaz, 2007:265). Substantive coding,

which includes open coding and selective coding together. Theoretical coding

conceptualises how the substantive codes may relate to each other to be integrated into

the theory (Bryant & Charmaz, 2007:283). The next section will describe and compare

“coding” between two of the most commonly used methods of grounded theory;

Strauss and Corbin (Strauss & Corbin, 1990, 1998) who divide coding into 3 phases

and Charmaz (2006) who separates coding into 2 phases.
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A) Strauss and Corbin’s coding strategy

Strauss and Corbin (1998) described that grounded analysis consists of 3 phases: Open

coding, axial coding and selective coding.

1. Open coding

Open coding is a dynamic and fluid part of the analytic process through which
concepts are identified and their properties and dimensions are discovered in data”,
and “open coding” is the first step of analysis During open coding, data are formed
into“categories” which are closely examined for differences and similarities (Strauss

& Corbin, 1998).

2. Axial coding

Axial coding is “the process of relating categories to their subcategories, termed
“axial” because coding occurs around the axis of category, linking categories at the
level of properties and dimensions”, and the purpose of axial coding is to begin the
process of building data from categories and subcategories to form more precise
explanations of the phenomena, moreover, it is a sense of how categories relate to
subcategories along the lines of their properties and dimensions (Strauss & Corbin,

1998:123).

3. Selective coding

Selective coding is “the process of integrating and refining the theory”, in this step,

the data may become core categories and theory by using several techniques for the
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integration of concepts such as the writing of a storyline, making use of diagrams and

reviewing and sorting of memos (Strauss & Corbin, 1998:143,148).

B) Charmaz’s coding strategy

Coding means ‘“categorising segments of data with a short name that simultaneously
summarises and accounts for each piece of data, your codes show how you select,

separate, and sort data to begin an analytic accounting of them” (Charmaz, 2006:43).

Coding of Charmaz approach has at least 2 phases, ‘initial coding and focused coding’

(Charmaz, 2006: 42).

1. Initial coding; (summarised from Charmaz, 2006: 47-54).

a. The logic of initial coding: Researchers remain open to explore,
stick closely to the data, and try to see the interaction of the data rather than applying
pre-existing categories to the data. In this step, open coding may spark researchers’
thinking and allow new ideas to emerge, initial codes aim to remain open to other
analytic possibilities and create codes that best fit the data they have rather than force
the data fits to codes.

b. Initial coding practices: Charmaz (2006) suggests that
researchers pick up the general terms of experiences or events from the interviews,
codes tell us about the participants’ meanings or actions, if general terms seem
significant, then qualify them. Initial codes help us to separate data into categories and

to see a process. Charmaz suggests that coding:
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Remains open

Stay close to data

Keeps the codes simple and precise
Preserves actions

Compare data with data

Moves quickly through the data

Word-by-word coding: Some researchers use this technique

which may be helpful when working with documents or certain data such as Internet

data.

d.

Line-by-line coding: This first step of coding means namely

each line of the transcript or other data such as document, observation. It helps

researchers to identify explicit concerns as explicit statements, and also help to refocus

later interviews.

Broken down the data into their properties
Defining the actions on which they rest
Looking for tacit assumptions

Explicating implicit actions and meanings
Crystallising the significance of the point
Comparing data with data

Identifying gaps in the data

Using a comparative method: Constant comparative method is

to compare data with data to find similarities and differences. For example, we
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compare interview statements and incidents within the same interview and compare in
different interviews.

2. Focused coding: (summarised from Charmaz, 2006: 57-59).

Focused coding is the second phase of coding, it means “using the most significant
and/or frequent earlier codes to sift through large amounts of data. Focused coding
requires decisions about which initial codes make the most analytic sense to
categorise your data incisively and completely” (Charmaz, 2006: 57). It is more
directed, selective and conceptual than initial coding. Researchers develop focused
codes through comparing data to data then compare data to these codes which help to

refine them.

3. Axial coding

Axial coding relates categories to subcategories, determines its properties and
dimensions, emerge earlier broken data from initial coding to emerging analysis
(Charmaz, 2006: 60). In addition, Charmaz noticed that some studies or researchers
may not do axial coding because axial coding provides a frame to apply which may
limit researcher’s visions, this would depend on the preference of the researchers

(Charmaz, 2006: 61).

4. Theoretical coding

Theoretical coding follows the selected codes from focused coding, it specifies the

possible relationships among those categories, and they are needed for axial coding
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(Charmaz, 2006: 63). Theoretical coding is conceptual and moves the researcher to
think and link the relationships of categories to an analytical level in order to develop
a substantive model (Charmaz, 2006: 63). In this stage, the researcher might clarify the

general context, see initial structural ordering and the direction of substantive codes.

4.5.4.3.2 Comparison or Constant Comparative Method (CCM)

Glaser and Strauss (1967) suggested that when used to generate theory, CCM can be
applied to data units of any size (Glaser & Strauss, 1967: 45-60). This method aims to
understand human phenomena in their experiences and context by comparing the
similarities and differences with all others. CCM informs every step of the data
collection and analysis process in grounded theory. The researcher constantly
compares and contrasts the emerging codes in an iterative process that leads to the

development of categories and beyond.

4.5.4.3.3 Memos

Memos are “the researcher’s record of analysis, thoughts, interpretations, questions,
and directions for further data collection” (Strauss & Corbin, 1998:110). Memos help
researchers to reflect the important word(s) and thinking from their field notes which
need to be investigated or compared further (Strauss & Corbin, 1998:110). Making
memos is “a process that researcher keeps track of data collected, code data and
cluster together, making memos goes through the study that a researcher is warned

what data need to be labels and what become next” (Bryant & Charmaz, 2007:119).
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In the memo writing process, the researcher analytically interprets data through
sorting, analyzing and coding data in memos (Bryant & Charmaz, 2007). Moreover,
memoing not just describes the data but it is a methodological practice, a

conceptualization of the researcher’s ideas (Charmaz, 2006).

4.5.4.3.4 Theoretical saturation
Theoretical saturation is achieved through constant comparison of incidents in the data
to evoke their properties and dimensions until no new properties and dimensions

emerged from continued coding and comparison (Bryant & Charmaz, 2007:265).

4.5.4.3.5 Theory building

The result of data collection (interviews, observations and documents) and data
analysis (open coding, axial coding and selective coding) is a model or theory
(substantive-level theory). The substantive-level theory may be tested later for its
empirical verification by subsequent quantitative or mixed method research, however,
the study may end at this point with the final generated theory - to be tested by others

(Creswell, 2007).

4.5.5 Rigour in grounded theory

Glaser and Strauss argue that rigour in grounded theory should be linked to the clarity
and reproducibility of the strategies used for collecting, coding, analysing and
presenting data, (Glaser & Strauss, 1967; Parahoo, 2014). However, this is only one

aspect. Earlier in this chapter the generic issue of rigour in qualitative research was
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outlined — here Charmaz (2006) suggests a further set of criteria — in the form of
questions to be asked of the grounded theory - that can be used to judge the

trustworthiness, veracity and rigour of a constructivist grounded theory study:

1. Creditability

e Has the research achieved intimate familiarity with the topic?

e Are the data sufficient to support the results?

e Has the researcher made systematic comparisons between categories?

e Do the categories cover a wide range of empirical data?

e Are there strong logical links between the gathered data, argument
and analysis?

e Has the research provided enough evidence for claims?

2. Originality

e Are the categories fresh? Do they offer new insights?

e Does the analysis provide a new conceptual rendering of the data?

e What is the social and theoretical significance of this work?

e How does the theory challenge, extend, or refine current ideas,

concepts and practices?

3. Resonance

e Do the categories portray the fullness of the studies experience?
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Have the researchers drawn links between larger communities,
institutions and individual lives, when the data so indicate?

Does the theory make sense to the research participants or people who
share their circumstances? Does the analysis offer them deeper

insights about their lives and worlds?

Does the analysis offer interpretations that people can use in their
everyday lives?

Do the analytic categories suggest any generic process?

Can the analysis spark further research in other area?

How does this work contribute to knowledge? How does it contribute

to making a better world?

4.5.6 Selecting the best grounded theory approach

The constructivist approach of Charmaz (2006) was chosen for this study because this

approach seems to include the participant’s voice in the study more prominently than

other grounded theory approaches. In addition, this approach is more flexible in that in

Charmaz’ approach process, she agrees that in practice, the logic of grounded theory is

not often in a “/inear” form which starts with data collection, data analysis and ends

with writing of results but acknowledges that the researcher sometimes has to go back

to the field for further and deeper data analysis. Charmaz also argues that gathering
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rich data to learn how people make sense of their experiences and actions can be
conducted by a variety of methods - as tools - rather than recipes or packages such as
ethnographic, intensive interview and textual analysis (Charmaz, 2006). Grounded
theory includes these tools, for instance, memos, coding categories, comparing data,
theoretical sampling, saturation and sorting. These processes are argued to be the most
appropriate way to construct an explanatory theory to explain the pregnancy decision

making process of Thai HIV positive pregnant women — the central aim of this study.

4.6 Conclusion

This chapter has outlined how a qualitative research methodology was selected as the
process to investigate the research question in this study as it fits well with the aim of
exploring the decisions Thai women who living with HIV make during their
pregnancy. Moreover, the constructivist grounded theory of Charmaz was chosen as
the research approach and method to generate a pregnancy decision making process
model/theory which is shaped and constructed by personal and social process. The
following chapter sets out how the methodological descriptions in this chapter were

put into practice in the field.
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Chapter 5

Research Method

This chapter describes the research method. It outlines the steps taken to put the
methodology discussed in the previous chapter into practice. It includes the study
setting, the practical and ethical considerations, sampling strategy and participants. It
then covers recruitment, research safety, transcription quality, and the processes of the
grounded theory data collection and analysis — culminating in the final stages of theory

development.

5.1 Study setting

This study took place in the ante-natal care settings 2 provincial hospitals,

Mahasarakham and Roi-et, in the Northeast of Thailand (see figure 5.1 for setting).

Figure 5.1: Setting of data collection
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These two hospitals were chosen because Roi-et province has the fifth highest
prevalence of HIV in Northeast Thailand and Mahasarakham province has the biggest
HIV/AIDS care centre in the region. In addition Mahasarakham University has good
academic contacts and a ‘Memorandum of Understanding’ (MOU) with these two
hospitals and regularly sends nursing, medical and another health science students to

practice in these hospitals. The characteristics of the two hospitals are described below:

1. Mahasarakham Hospital, Mahasarakham province: Mahasarakham hospital is a
secondary level hospital and provides the largest public health service in the province.
Both HIV negative and HIV positive pregnant women services are provided here in the
Department of gynaecology and obstetrics. For HIV positive pregnant women care also

shared with the integrative AIDS care centre.

2. Roi-et Hospital, Roi-et province: Roi-et hospital receives patients from 22 district
hospitals. Again, in Roi-et hospital, services for HIV negative and HIV positive
pregnant women are provided by Department of gynaecology and obstetrics. There is

also an AIDS care clinic connected with this department.

Both locations have good, safe and private rooms for counselling that can also be used

for research interviews.

5.2 Ethical considerations

This study had ethical approval from the University of Hull and also from the hospitals

where the research was conducted (See appendix E). The following describes how the
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study was designed to reflect the ethical principles that guided the research outlined in

the previous chapter:

1) Respect for autonomy
This principle respects the rights, liberty, privacy, confidentiality, truthfulness and is
centered on the importance of informed consent.

To respect the autonomy of participants in this study the following steps were taken;

- Participants were provided with a clear explanation of the purpose, method,
study period and risks of the research to participants — this was done verbally and also
by the provision of an information sheet (appendix B). Participants were given a period
of time within which to make their decision. Participants who agreed were invited to

sign a consent form (appendix C) in private room without pressure.

-The participants were free to ask questions about the project and also informed

that they could stop the interview whenever they wanted.

-The interview took place in a private room.

-To respect the rights and the time of patients, the interviews would start after

their clinic.

2) Beneficence
To address this principle of ‘doing good’;
- Participants were made aware that although the study may not directly help them it

could help other women in the future.
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3) Non-maleficence

This principle argues that research should not— intentionally or unintentionally — harm

its participants. To that effect;

- Participants were assured of confidentiality (except in the case of an
emergency or the patient expresses an intention to harm herself or others, in this
instance the researcher may have to consult the women’s healthcare team without the
woman’s permission). Women were also assured that if they became upset the interview

would stop and informed that they could opt out of the study at any time.

- All recruitment and interview meetings took place in a room where privacy

and confidentiality was assured.

- Any emergency situation in the woman’s overall health would immediately
halt the interview and the women’s health needed and that of her unborn baby would be

attended to first.

- Any emotionally upset or distressed women would be given the option of being

referred to the hospital counselling service if they chose.

- Women would receive (100-200 Thai-baht/person/interview for their travel

expenses to interview.
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4) Justice (a group of norms for fairly distributing benefits, risks and costs)
To be fair to all participants and non participants any refusal to participate would not

affect their receipt of hospital services in any way.

5.3 Data collection

5.3.1 Sample size

Although in qualitative research, researchers do not know the exact numbers of
participants they require in advance until the data are saturated, sample sizes can be
approximated based on previous evidence-based practice. Charmaz (2006:114) suggests
that “a study of 25 interviews may suffice for certain projects”. Others argue that
approximately 20-30 interviews are often adequate to reach data saturation (Bryant &
Charmaz (2007). The advantage of grounded theory however is that sampling does not
cease until saturation occurs — unlike other methods where the sample size is fixed

before significant analysis begins.

In this study, finally, 15 women were recruited (10 women were registered-pregnancy
women living with HIV in list of ANC including 5 new women who walked- in at the
time of data collection). The proportion of women were asked to participate and agreed

that was 100% (all women who were asked that all agreed to participate in the study).
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5.3.2 Sampling strategy

Charmaz suggests that in grounded theory, the researcher should start with an initial
purposive type sampling approach in order to select participants with the right

experiences to start the process of data collection and analysis off;

“Initial sampling in grounded theory is where you start, whereas theoretical

sampling directs you where to go” (Charmaz, 2006:100).

Further sampling becomes then more theoretical;

“Theoretical sampling means seeking relevant data to develop emerging theory,
the main purpose is to elaborate and refine the categories to constitute the
theory, theoretical sampling conduct developing the properties of the categories

until no new properties emerge”. (Charmaz, 2006:96).

The process of data collection in this study is set out in the following key stages

following;

1) Scoping the number and identifying initial participants who reach the
main inclusion criteria by midwives at ANC and the researcher (detecting the pool of
participants). The number of initial participants was 10 women (from list of registered
women).

2) Selecting the first participant (initial sampling).

3) Further sampling by looking for the next key respondent to emerge

theoretical categories (Theoretical sampling).
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4) At the end of data analysis, 15 women were recruited and saturation was

judged to have been reached.

The detail of selecting and recruiting the participants was following:

5.3.3 Inclusion criteria of choosing the participants

HIV positive pregnant women

The inclusion criteria were used to initiate data collection in the study:

-HIV positive pregnant women during pregnancy all Gestational age (GA) and

aged above 18 years of age.

-HIV positive pregnant women who know their HIV positive status before

pregnancy.

-HIV positive pregnant women willing to be interviewed.

-HIV positive pregnant women who can communicate well without hearing or

speaking difficulties.

5.3.4 Process of recruitment

Following approval from the University of Hull and The Ethical Review Committee for
Research at Mahasarakham Hospital and Roi-et Hospital, the two proposed research
sites in Thailand, the relevant health care staff (midwives and doctors) in the Antenatal

Clinic (ANC), were approached to discuss the study and seek their assistance with
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recruitment to the study. The staffs were very supportive of the research and were
invaluable in helping with recruitment and providing suitable places for the interviews.

The following section outlines the steps in the recruitment process.

Recruitment of HIV positive pregnant women

1. Midwives and doctors working in Ante Natal Clinic (ANC) at both
Mahasarakham Hospital and Roi-et Hospital identified potential participants using the
inclusion criteria.

2. The midwives or doctors initially approached the pregnant women who
living with HIV at their routine antenatal appointments, told them about the study,
explained why they had been approached, and asked them to consider taking part in the
study. Those women who indicated their interest been asked by their doctor or
midwife, they were prepared to meet with me so that I could tell the women more about
the study and answer any questions they might have. Women had been reassured by
their midwife or doctor that they did not have to meet with me and even if they agreed
to meet with me that they would be under no obligation to take part in the study.

3. After receiving their normal care, those women who had indicated their
interest in participating met with the researcher and were handed them the invitation
letter and information sheet to read. At this meeting the women’s consent was obtained
for the researcher to woman’s consent to contact them in two weeks. At this point they

were asked again about taking part in the study.
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4. Following the agreed two weeks, in which time the women had been able
to consider the information about the study and made their decision about whether they
wanted to be a part of the study or not, they were contacted about their decision.

5. The women who agreed to take part met the researcher after their second
Ante Natal Clinic visit. Prior to interview women signed a consent form.

6. No further contact would have made with any woman who declined at
any time to take part in the study. Women were also reassured that their health care
would not in any way be affected by their decision to take part or not.

7. For those women who agreed to take part an interview date was agreed at
a time and date of the woman’s choosing and convenience. Most of interviews took
place in a private room at Ante Natal Clinic, although some took place at the woman’s

home — guided by the participant’s preference.

5.3.5 Interviews

Each interview took approximately 60-90 minutes. Interviews were guided by a flexible
interview schedule, particularly in the early interviews, however, this was adapted as
analysis and theoretical sampling guided the study (Charmaz, 2001). Table 5.1 shows
the interview schedule used. Field notes were also recorded following each interview to
record ideas, serve as memos and note any significant non-verbal elements of the

interview.
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Table 5.1: The interview schedule

Activities Time frame
> Explain the purpose of the study, method and time | 5-10 minutes
frame
> Informed consent 5 minutes
> Interview (Example of questions) 60-70 minutes

e Pregnant women
- Tell me about your pregnancy

- When did you know your HIV status? How?
- Have you revealed your HIV status to anybody?
Who? Why? How?

- How did you decide to become pregnant with HIV-
positive status?

- Who was involved in your decision?

- Who was the most significant person in your
pregnancy decision?

- How did they help you in your decision?

- How have others in your family reacted to HIV status
and pregnancy?

- What are your information sources on HIV?

- How did you deal with ...(struggles)..related to
become pregnant with HIV-positive status?

- How do you feel now?

- How do you plan for your/baby’s future?
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5.4 Interview transcribing strategy and transcription quality

After each interview was conducted and recorded, the transcripts were transcribed
verbatim and translated by the researcher. An English translator was used to audit the
transcripts for accuracy. The following procedures were applied to the translation
process — to ensure ethical practice and also to ensure the accuracy of translation, this

was guided by the advice of Poland (2001):

e The translator had been briefed on the confidential nature of the tapes and asked
to sign a confidentiality agreement.

e The translator had been given the opportunity to debrief with the researcher to
express any emotional concerns raised by the process and any technical terms
(such as the name of drugs, procedures, lab- testing results).

e The translator had been asked to explain, respond or discuss with the researcher
if either they were not clear on any word (s) or meaning (s).

e Transcripts were edited by bilingual translator. Here is an extract of a transcript

as an example (See the full transcript in appendix F).

Example 1 Tu= Tukta (women) JK= Jaruwan Kownaklai, the researcher
Age of participant: 21 years Marital Status: Marriage
Religion: Buddhist Occupation: Housewife
Education level: High School (Grade 9)

G2 P1 AO L1, last child 4 years Baby Gender: Male
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Table 5.2: Transcript's translation from Thai to English

Person Thai conversation Dialogue
(Translate from Thai to English)
......... more in appendix..............
JK. Rosfitoafinilninz Is it your first, second, or third pregnancy?
Woman | wesiiaesds It’s my second one.
(Tw)
JK. i lilaRerfueasnmissiaz Can you tell me about your first pregnancy?
Woman anauusniifumiiiiiaadedaeiu fudine aeutiod gnlildAado I had the first baby with the first infectious husband. I got a son,
(Tu) and now he is 4 years old. But my son is not infectious.
JK. wevzase fAnuihundudtewsndateaiimios Idivaz Tuihngile Can you tell the story from the first pregnancy till the present one,
and how can it happen?
Woman e nyesneuerlsznadunnawiadl aewhu ihihafimaiana Yes, I can. I was pregnant when I was 16-17 years old. I worked in
(Tu) Sindumiimuaniigndaedu i3 Aadeneuiignauisn the province, knew my first husband, and had the first child
wonaoaanldszesiianduaiinumsn mae e lfian s together. In addition, I knew that I was infectious when I had the
2 un . a4 ) e 2 a first child. After giving birth for a while, I broke up with him
nmiuidaumnanlisesn devnegnunuauil Almiivmdiamwau .
Ve oaad because he had another wife. However there were many men
auilituauiaimogivd paying attention to me. Before I have been living with a current
husband, I got 3 husbands and my current one is the fourth.
JK. 1?!’?]\31]E]ﬂfll'lgfll'laﬂl‘ﬁﬂé/ﬂmﬁ/ﬂﬂuiﬂ iemamisal ilanie Idifuns Can you tell me what happened because you said that you knew
Sufanzlsmu your HIV+ since the first pregnancy?
Woman Fnoudafosnunsnideailinngs asuliasinfosnoiueiyassdidaoudou I knew it 4 years ago. When I checked my first pregnancy , and I
(Tw) wueivenAaidel wluiida fAusundesy wunaeagnausn was pregnant for 2 months .A doctor said that I and my husband
da.y A 4wt pia were infectious ;however, I continuously took a medicine. After
Wﬂ@,ﬂﬂﬂﬂll'lﬂllﬂﬂ‘lﬂqﬂﬂi'Jﬂmﬂﬂwﬁﬂuﬂu’ﬂ@'ﬂ l‘llﬂﬂ .. .
A& fudndun giving the first baby, a doctor checked my baby and said that he
HosaanuHuANAULIITY was not infectious. Then I broke up with my husband and came
home.
JK. ieudiniugiumiiautogiuldhloniosdivay Could you tell me about the relationship between you and a current
husband, please?
Woman Anenynduinegiithudai e Liddhnilde mndsndusuriony After I had come home, I met him. It is nearly a year. My current
(Tw) sniidudaoiunie faoweny uduniindess dunuuoniunfumas husband had known my father and always V151te(:1 hlm-v That was
P < S ey o g e s the reason why we knew each other. My parents liked him, and so
WALNNFOULVT HUYNFOULU LL‘iJﬂmULlYilfJ'lﬂu nagaAnaIvygNUNUY l’lllﬂ\ﬂ] . : .
iy e did I. And they agreed that we should live together, so we decided
NUNDIAWUNUAS . .
to live together. I was pregnant when we lived together for nearly
a year.
JK. Rosfiveafimoatumbnulinifenutegiu annsduil This pregnancy is the second one with a current husband, well!
o1gnsad a1 Insudang mamsasaasas quatminazdniluedialstha How long have you been pre.gna.nt, how is mother and child’s
- Youoslssh health, and are there any complications?
HANZUNITNTOUDT ITNUNS
Woman ognssd Idudeuudanz hiianzunsndouosls vuevonhiguamidnia My pregnancy is 5 months, and there are no complications. A
(Tuw) widase doctor reports that mother and child’s health is very good.
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uadga v Idquis nuiuvuens wyfeanou

JK. aoumswdaesiiddnedlsny How did you feel when you knew you were pregnant?
Woman | fefhfesiaziienlannds aeuiiiintes asuusniiennieudnesn When I knew, I felt emotional. At first I wanted to do an abortion.
(Tw)
JK. hlufaeenienfinesnnz Why? Could you explain the reason?
Woman | misizdmydalindeuss iiulildiilaeziinz aewulszsudonma Because I was not ready, and I didn’t do it on purpose. At that
Au s oooa o Z i ion didn’ i i i
(Tu) vyRsedde Insilsziudeuazan siud lin fmel)Feuauasieioanasin time, my menstruation d%dn t Sh(?w’ and Iwalt.ed for it. I decided to
o3 vy @ 4 buy a pregnancy test strip, and it showed 2 lines. So my husband
gt weurludiviosinmy llasaod sw. > .
took me to the hospital to check it.
JK. fuendrdalaindou lindouiosnzls worzuendivns You said, “I was not ready.” What did you mean by this? Could
you explain more?
Woman Iddz Aoy hinazesaeut Yes, I meant that I didn’t want to become pregnant at that time, 1
(Tw) ornazligniuuiudnauuzazlufuilaluownn ndwni I8 aumerou wished to have a child with him in one day after I had consulted

the doctor about my planning, but haven’t asked them yet, 1
become pregnant.

Translated transcripts were also sent to supervisors for feedback on interview style and

skills — which was discussed during Skype supervision meetings and email feedback.

5.5 Researcher safety

Face-to-face- interviews in a private environment could be risk for researchers,

especially when emotive topics were being discussed (Hughes, 2004). To ensure

researcher safety a number of measures were taken — based on the work of Zoppi and

Epstein (2001):

When in the hospital:

- These interviews took place in a private room where

confidentiality was assured, but where there were people around

to call should need arisen.




148

o When visiting homes:
-Before the interview, the researcher left the name and address of
the participant, the expected start and end times of the interview
with supervisors by email,
A mobile phone was taken to each meeting and also a mobile
panic alarm.

- In situations where participants lived in remote locations, far
away from neighbours and community, the researcher requested
at least one other family member of the participant to be in the
vicinity of our meeting place (with permission from the
participant)

- After the interview, the researcher let supervisors and/or family

member know that all were well.

5.6 The process of data analysis

As discussed in the methodology section — data collection and analysis occur
concurrently in grounded theory. Data are gathered and analysed almost immediately.
Starting with open codes the theory is built as more data are collected, guided by
memos and theoretical sampling. This section describes these processes in a step-by-
step way to illustrate how the data collection and analysis process was conducted. It
takes the reader right to the penultimate grounded theory described in this study — which

is presented and explained in the chapter that follows this one.
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This section demonstrate the first steps of analysis following Charmaz’s (2006) method;

open coding, which starts from line by line coding then builds up to focused coding.

5.6.2 Line by line coding

The first step of grounded theory analysis is open coding which starts after reading the

full transcription from the very first interview — and continues almost to the end of data

collection. Open coding was conducted by naming each line of data that was meaningful

with a term that reflected its content. Alongside this process memos were recorded to

capture early thoughts about the data and also things to consider following up in future

interviews. An example of open coding can be seen in table 5.3.

Table 5.3: Line by line coding (examples)

Person Dialogue from transcription Line by line code
Woman Before I become pregnant and he (husband) | -Avoiding  disclosure  to
never known my HIV+, we talked to each other, | husband  before  pregnant
and he wanted to have a child because he was | -Husband intended to have a
old, 28 years old. However, in my opinion, child talk together
I thought that If he had known my HIV+ before, | -Weighing on  husband’s
maybe he wouldn’t have a child with me. acceptance
Moreover, I didn’t think to be pregnant sooner, | -Accidental pregnancy
but when I was pregnant and I checked.
Woman Yes, I meant that I didn’t want to become | -Accidental pregnancy
pregnant at that time, I wished to have a child
(Malee) with him in one day after I had consulted the | -Not the right time
doctor about my planning, but haven’t asked
them yet, [ become pregnant.
I didn’t use or take anything .I used to take birth | -Contraception
control pills before, but I experienced a vomiting
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problem like being allergic to birth control pills.
After contraceptive injection, I became fat, so I
stopped doing it. My husband wore a condom, | -Unsafe sex
but sometimes he didn’t do because he didn’t
know that I was infectious when we firstly lived | -Avoiding  disclosure  to
together. husband
Woman A nurse at ANC advised me to keep a baby, and | -Health care provider and
the medicines can help me and a child, they | ARV services
Peungpen should be ta}(en cgntinuously and a baby was less
( gpen) likely to be infectious. -ARV and M-C information
Woman I wanted to tell him, but I was afraid that he | -Fear of disclosure
would mind. I didn’t know how to start while we
(Panida) had spent life together for 3-4 months, -Difficulties of disclosure to
husband
Woman I had already got it HIV positive, and I didn’t | -Could not do anything with
y 8 p
know how I could do. I couldn’t do anything. being HIV+ (unchangeable?)
(Aree) . , »
I thought that “it’s my Karma” -“It’s my Karma
Woman ....Doing an abortion is the same as killing Fear sin (related to religion
someone .So, I thought that the baby was in my belief)
(Panida) uterus and [ feared the sin to do that.

5.6.3 Focused coding

Focused coding is the second step of Charmaz’s coding method. For Charmaz, focused

coding sees the researcher start to look at the open codes and look for patterns,

similarities and links — this process involves many experiments with forming larger

codes from the open codes — often seeing the researcher undo codes and reform others.

This process also involved the collection and analysis of more data — this saw some

focussed codes expanded and some amalgamated (Charmaz, 2006). Table 5.4 provides

an example of how open codes were built into focused codes.
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Line by line code

Focused code

“Unchangeable”

Cannot change HIV positive result

Feeling forced to accept and no choice first

Could not do any thing

“Unchangeable”

“It is my Karma”

It about rule of Karma

“It is my Karma”

Receiving ARV and treatment information by health care
providers

Deciding to receiving ARV

Health care providers and ARV services

Having a new partner (s)

Avoiding HIV positive disclosure

Concealing HIV positive status

Pros and con of concealing and disclosing

Weighing on husband’s acceptance to her HIV
positive

Try to control and keep it secret as long as possible (controlled)

Husband no doubt

Avoiding HIV status disclosure
Avoiding force husband to wear condom

Avoiding HIV positive disclosure

Cannot control and keep it secret when HIV status was
disclosed (out of controlled)

HIV status was doubted by husband

HIV positive status was disclosed

out of controlled

HIV status would disclose by bigger pregnancy’ gestational age

Semi-controlled

HIV status would be detected by blood screening at ANC
service (husband would know this result)

HIV status would disclose

Semi-controlled

HIV status was disclosed to husband by nurse at ANC service

HIV status was disclosed

Out of controlled
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5.6.4 Memos during early analysis

Memos are an important aspect of grounded theory analysis. After transcribing and
reading through the full transcription of the first interview coding began as described
above — as did making memos as short notes that highlight the important data for further
exploration and analysis. Memos included a descriptive text, further investigative
questions, signal posts, noticed symbols and diagrams. For example, when open coding
about women and HIV concealing their diagnosis from their husband, questions in
memos were; When did women who living with HIV disclose their HIV status to
husbands? Why did they either conceal or reveal? How different were those women
conceal and reveal?; How and what are important factors affecting their HIV
disclosure?; How does HIV status concealing plays a role on decision making to

become pregnant in those women?

5.6.5 Theoretical sampling

Initially purposive sampling, as mentioned earlier, was used to select participants.
However, as analysis proceeded theoretical sampling was used to explore some of the
avenues the data were opening up. Using memos and the constant comparative approach
to the data helped guide the seeking out of further participants who may be able to
expand on some emerging themes in the analysis. For example, when open coding it
was clear that women were, so far, concealing their HIV status from their husbands.

This seemed important in their decision making — memos on this required this issue to
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be explored more fully in new interviews — and also to seek out women whose husbands

were aware of their HIV status in order to explore differences.

5.6.6 Axial coding and category formation

Following the process of focused coding the next step is to start to generate Axial codes
(Charmaz, 2006) — although Charmaz argues that this step is optional in theory building,
if the data are strong and available it is a helpful step in developing a constructivist
grounded theory — providing the framework for researchers to generate a conceptual
model (Charmaz, 2006). Axial coding relates categories to subcategories, specifies the
properties and dimensions of a category and recruits the broken data from focused

coding to emerge analytic concept (Charmaz, 2006:60).

Table 5.5 illustrates the selected coding as the results of axial coding in this study. This
part of the analysis is similar in principle to focused coding. The researcher looks for
links and places focused codes in to larger axial codes which describe linked elements
of processes. As with focused coding, axial coding sees many iterations being tested and
rejected before the complete process, as in table 5.5, is arrived at. In this step of the

analysis 6 categories were produced and selected from the axial coding.
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Table 5.5: Category 1 (Concealing HIV positive status from husband)

Focused code

Axial coding

Weighing on husband’s
acceptance to her being HIV+

Weighing Pros and cons of
concealing

Weighing/Balancing
Pros and cons of
concealing

Weighing on husband’s
acceptance to her being HIV+

Avoiding HIV disclosure

Difficult to tell

Controlled concealing (being
under concealed)

Concealed

Weighing on husband’s
acceptance to her being HIV
positive

Acceptable of infected causes

Strong relationship to husband

Out of controlled (Disclosed)/

Being suspected

Disclosed

Fears of negative results

Fears of stigma

Fears of the future

Fears

Concealing HIV positive
status

(concealed and
disclosed)
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Focused code

Axial coding

Husband’s acceptance to her
being HIV positive

Husband’s wanting to have a
child

Self wanting to have a child

Other family member’s wanting
to have a child

Significant persons to

have a child

Husband’s wanting a child

Motherhood

ARV effectiveness

Mother to child transmission(less)

Reasons to have a child

Seeking ARV information

Seeking MTCT information

Seeking information

Desire to have

a child




156

Table 5.7: Category 3 (Becoming pregnant)

Focused code

Axial coding

Plan for pregnancy

Wanting a child

Timing (right time)

Disclosed HIV positive status
before becoming pregnant

Leaving contraception

Planned pregnancy

Accidental pregnancy

Timing (not right time)

Mistake contraception

Missing contraception

Concealed HIV positive status
before becoming pregnant

Unsafe sex

Becoming pregnant

Unplanned/Accidental

pregnancy

Contraception using

Unsafe sex due to HIV+
concealing

Information (insufficient)

Contraception and

information

Fears of negative results from
HIV disclosure

Fears
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Table 5.8: Category 4 (Keeping or terminating pregnancy)

Focused code

Axial coding

Fear sins

Keeping pregnancy

Weighing on husband’s
acceptance to her HIV positive

Weighing on husband’s
acceptance to pregnancy (baby)

Motherhood

Bonding

Keeping pregnancy

Weighing on husband’s
acceptance to her HIV positive

Weighing on husband’s
acceptance to pregnancy (baby)

Doing abortion

Terminating pregnancy

Being ambivalent on

pregnancy decision

(Keeping or

terminating pregnancy)

Issue of pregnancy disclosure

Telling or not telling being Telling or not
pregnant

Illegal abortion information Information
ARYV information

Fears of sins Fears

Fears of baby infection

Fear of the future
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Focused code

Axial coding

Accepted of being HIV positive

women with pregnancy

Accepting pregnancy and

consequences

Accepting HIV disclosure’s

results and consequences

Accepting consequences
of pregnancy and HIV

disclosure

Accepted a baby

Wanting pregnancy

Wanted pregnancy Accepting a decision

HIV screening at ANC

HIV+ status was revealed at ANC

Out of control

Crisis point of HIV

disclosure

Maternal services

ANC supports

Information

ANC supports

Couple/ partner support

Family supports

Couple and  family
supports
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Focused code Axial coding
Rule of Karma/ “It’s my Karma” | Adapting to self
Something wrong or mistake in
the past
Positive thinking
Motherhood Adapting to a
Adapting to their
baby/pregnancy
Bounding decision
“What will be will be”,” let it be” | Adapting to the

relationship to husband

Preparing for delivery

Preparing for the future

Information

Adapt to Fears

Preparing for delivery

and the future

5.6.7 A substantive model emerging

This section will describe how steps were taken towards developing a substantive model

of HIV and pregnancy decision making in this study, it will describe the process,

present the penultimate framework of decision making to set the scene for the detailed

and in-depth presentation of the complete grounded theory in the fallowing chapter.
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In developing a grounded theory the researcher must always keep in the main research
question and objectives of the study; how women who living with HIV decided to
become pregnant and what is the process of decision making throughout their
pregnancy and have a child in a Thai context. The grounded theory analysis process
allowed the emergence of 6 key categories in that process — and further analysis and
reflection on memos and notes during the analysis led to efforts to develop and expand
these categories into a conceptual model. This firstly led to the development of the
process as a linear model— the grounded theory process enabled the researcher to place
the categories of decision making into a longitudinal type diagram — the categories
represent stages in the pregnancy process. Following this, further analysis also allowed
the decision making issues related to each of these stages to be defined — along with

attempts to describe an overall ‘process’ by which women navigate this journey.

Developing a substantive model is actually an iterative ‘messy’ process in practice. The
model presented here is the result of numerous attempts to describe this process —
diagrams and models that were tried, modified, rejected and refined. Field notes and
diagrams can illustrate this process. In the penultimate stages of analysis a ‘skeleton’
model of the decision making process was arrived at. There were still question marks
(?) attached to sections related to factors driving the decision making process. Figure

5.2 represents the penultimate model from this analysis;
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Decision making process to become pregnant in Thai HIV+ women (developing process)

Some women

Most of women deciding to conceal HIV status to husband until ANC (9) e
YES HIV deciding to keep
an disclosur concealing as long
\ / as possible (2)

| G \
= o

Planned
pregnancy (4)

Concealing
HIV+
status

Keeping or

terminating
Terminate
3
v
. I
Failed
abortion (3) 0

Desire to
have a child

Becoming

Accepting
pregnant

I
1
1
I
I
I
| pregnancy
|
I
I
I
I
I

Adapting to
pregnancy

pregnancy

Accidental
pregnancy (11)

&

L9

Women balancing or Weighing up? >

Figure 5.2: A substantive model developing
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5.6.8 Constant comparative method (CCM)

A vital element of grounded theory analysis is the process of constant comparison. This
analytic step compares the similarities and differences between categories from case to
cases in order to reach theoretical saturation and a solid, complete conceptual model of
the social process under investigation. This occurs alongside all data analysis in
grounded theory - but is also important in later stages when constructing a conceptual
model/grounded theory. Using the 6 categories from Axial coding the constant
comparative method was used to check and compare the data supporting each category
— asking the main question; “How different and similar were the concerns and decision

making processes to become pregnant?”

For example, one coding was about Concealing HIV positive status from husband,
constant comparison allowed the researcher to explore the differences and similarities
(properties and dimensions such as time of concealing, reasons, why concealed and why
not?). As a result, 2 sub-types or sub-categories emerged of concealing: early disclosure

and concealing.

This process is illustrated in table 5.11.



Table 5.11: Comparative method
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P
<

Comparison to all others

v

Category

Participantl

Participant2

Participant3

Participant4

Participant ...x...

Until
Saturated(15)

1: Concealing
HIV+ status
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

2: Desire to have
a child
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Category 3
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Category 4
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Category 5
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Category 6
Sub-category?

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences

Similarities and
differences
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5.6.9 Data saturation

Bryant and Charmaz (2007) describe that researchers know when they have reached
saturation when they hear nothing new from the data and they are also satisfied the
categories are robust and well supported by the data. This study reached this point
around 12 interviews — although additional ones were conducted to test this — after 15
interviews no new codes emerged. At the end of interviewing 15 participants, the
researcher was satisfied and ceased data collection as it was clear that the categories
developed were strong and well supported by the data — and that the theoretical
explanation of the process of pregnancy decision making that these women living with

HIV had undergone was robust and complete.

5.7 Rigour of Charmaz

Charmaz (2006) proposed that the rigour of a grounded theory can be tested by two
approaches. One is to ask a series of question of the final theory as to its applicability
and how it has addressed the research question, what contribution it makes to our
understanding etc. These questions will be addressed and answered in the final chapter
of this thesis. However, Charmaz also suggests some methodological criteria by which
the rigour of a grounded theory can be addressed — base around 4 domains;
Creditability, originality, resonance and usefulness. To address these it is proposed that

this study used several methods to establish trustworthiness:
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» Using the constant comparative method for creditability and originality. When
there is a strong combination of creditability and originality then the resonance
will be increased, because creditability and originality increases resonance
(Charmaz, 2006).

» Using purposeful sampling and theoretical sampling for transferability.

» Using a bilingual translator to double check of bilingual transcriptions for
originality and dependability.

» Using member checking by presenting emerging findings to participants and
clinicians caring for women living with HIV.

» Using peer debriefing (academic supervisors) for creditability and
dependability.

» The substantive model reflects ‘usefulness’ in Charmaz’ guidelines.

Importantly, the researcher also believes that the grounded theory process itself
reinforces the trustworthiness of the final model as the techniques of theoretical
sampling and concurrent data analysis and collection lend the design of the study extra

credibility over other qualitative approaches.

5.8 Conclusion

This chapter has described manner in which the methodology was put in to practice in
the field. It set out the practical steps used recruit participants in an ethical manner and
described how interviews were used to collect data. It them sets out — with examples —

the various stages of the grounded theory process towards the development of a theory
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that addresses the research questions guiding this study. It also provides practical
examples of how the issues of rigour outlined in theory were put into practice in the
field. The various steps in the data collection and analysis process are summarised in

figure 5.3:
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Data
saturated
(case 12-15)

Data+ model
confirming with
-Memos ming v
more interviews
Member checking
-Theoretical -3 participants
-2 small groups discussion with
sampling nurses
Initial substantive model
Next interview \
-Constant Substantive model developing A
comparative Emerging categories
method Next interviews

Categories building
Axial coding

Next interviews+ coding

Initial or purposive sampling+ first interview

Open coding

Figure 5.3: Data collection and analysis processes

This figure summarises the process of gathering and analysing data in this study up until
the final stages of the analysis. The complete grounded theory will be presented in the

following chapter.
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Chapter 6

Findings

This chapter presents the findings of the study. Firstly the role of the researcher in
constructing the theory will be illustrated and presented. Following this the final
grounded theory and the development of “the core category” as the overarching process
of “balancing” will be presented and discussed as the key process by which women
make their pregnancy related decisions. The chapter will then present demographic
information for the participants and will then set out, in detail, using paradigm extracts

from the data, the 6 categories that make up the final grounded theory model.
The following covers how the findings will be presented;
6.1 The role of the researcher in constructing a final theory

6.2 A substantive model: Pregnancy decision making process in Thai women living

with HIV

6.1.1 The core category: “Balancing as a process to manage the pregnancy

decisions”.

6.2 Demographic data of participants
6.3 Concealing HIV positive status from husband
6.4 Desire to have a child

6.5 Becoming pregnant
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6.6 Keeping or terminating pregnancy
6.7 Accepting a decision
6.8 Adapting to their decision

6.9 Conclusions

6.1 The role of the researcher in constructing the final theory

In constructivist grounded theory of Charmaz the researcher is considered as a part of
processes of data collection and analysis rather than being above the data or
phenomenon (Charmaz, 2006). Categories and models emerge and are constructed from
the interpretation of both the participants and the researcher (Charmaz, 2006). In this
study, although the elements of the 6 categories of pregnancy decision making were
expressed by these women, the findings were interpreted, determined and shaped by my
clinical experience in the field of HIV maternity care in a Thai context. Although my
principal position in the field was as the researcher, my other background as a nurse and
midwife working with people and women living with HIV helped me to understand the
women’s experiences in a more contextual manner. My clinical experiences also helped
me to be theoretically sensitive to pregnancy decision making from the participant’s
viewpoint, it also helped me in writing memos and field notes - extending my ability to

refine, define and develop the categories to become a substantive model.
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6.2 A substantive model: Pregnancy decision making process in Thai
women living with HIV
The product of this study is the model; “Pregnancy decision making process in Thai

women living with HIV” (Figure 6.1). It presents the decision making process in a

chronologic manner — and linking this to key aspects of the decision making process.
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Figure 6.1: A substantive model



172

The data in this study reveals the complexity of the decision making process affecting
these women. The above model consists of 6 categories as part of the decision making

Process.

Concealing HIV positive status is a thread throughout the process, together with fear
and information and all play a significant role in each stage of decision process. Living
together with their current husbands, most of whom were unaware of the women’s HIV
positive status at the beginning. Disclosure of HIV status to husband seemed very
difficult for all the women. Regarding the decision to disclose or avoid disclosure,
women were divided into 2 groups; disclosed and concealed. Most of them decided to
conceal their HIV status during the early time of them living with their husband, they
feared that disclosure would lead to them being abandoned by their husband. HIV status
concealment and a lack of contraceptive knowledge were the main causes of unsafe sex
and becoming pregnant. As a result, this ‘unplanned’ pregnancy created a “crisis point
of HIV disclosure to husband”, this situation came from HIV routine screening at ANC
to women who living with HIV and their partner, at this point women felt a “loss of
control” about their status and some felt they then needed to reveal their HIV status to
their husband. However, there were some women who decided to reveal their HIV
status to husband before pregnancy, these women faced the crisis of disclosure less than
the concealed HIV status group of women because they felt that their HIV status would
be more acceptable to their husband because of how they had acquired the virus — for

example, from their own mother or from their current husband.
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All of women in the study intended to have a child at some point in their lives (after
their HIV diagnosis) but most of them became pregnant earlier than they expected

(unplanned pregnancy).

In this study, although all of women planned to have a child one day most of them did
not plan for this pregnancy at this precise time — although they knew it was a possibility.
Only 4 women had planned and prepared to become pregnant at this specific point in
time (planned pregnancy) while most of women had “unplanned/unexpected/accidental

pregnancy”.

The model presented on figure 6.1 provides a diagrammatical depiction of the decision
process and the elements within it. The following section explores those elements in

more detail and also explains how they are linked.

Concealing HIV positive status from husband and desire to have a child

Concealing HIV positive status from husband:

Women would weigh if they should tell their husbands about their HIV status -
evaluating the pros and cons of concealing or revealing. For example, if women told
their husbands that they were infected, what would happen? If they did not tell their
husbands, what would happen? For the women who concealed their HIV status, they
had evaluated that the results would be negative if they told their husbands. Such
negative results included fears of abandonment, reproach, contemptand an
unstable/unpleasant future. This weighing and balancing also included the fear of

negative reactions from others such as stigmatising, accusations of sexual promiscuity
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and discrimination. Furthermore —the HIV positive concealing groups of women were
actually divided into 3 sub-groups; deciding to disclose earlier (before pregnant),
deciding to disclose later (after becoming pregnant) and deciding to conceal for the

long term (see model in figure 6.1).

Desire to have a child:

A key element to the decision making process was the fact that all the women wanted a
child — at some point. Importantly, women revealed that their husband was the most
significant person influencing the wanting a child decision. In many cases, of course,
this desire of their husbands was based on their ignorance of their wife’s HIV positive
status. Another issue that drove the women to become pregnant was the information
they received about lower rates of mother to child transmission and ARV effectiveness
from health care providers, the internet, and, with some women, their own experience

of having HIV negative children in the past.

Becoming Pregnant and ambivalent pregnancy decision

Becoming Pregnant:

The category of becoming pregnant divided women into 2 groups: planned or
unplanned pregnancy. For unplanned pregnant women, most of those women become
pregnant because of a lack of contraceptive knowledge and practicing unsafe sex.
Another important cause of unplanned pregnancy was that their partners did not put on
condoms while having sex intercourse. Because they were avoiding disclosing their

HIV positive status, many women did not ask their husbands to wear condoms. The
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women revealed that, if they asked for condoms to be used their husbands may become
suspicious of their HIV positive status. In the group of women who did disclose their
HIV status to their husband before becoming pregnant, they discussed their disease,
their desire for a child, and low mother to child transmission rates with their husband.
After this discussion and acceptance by her husband, these women ceased using

contraception and became pregnant.

Keeping or terminating pregnancy

Despite women intended to have a child and planned to become pregnant, being
ambivalent between keeping and terminating unborn babies happened in all
participants. It was during “an ambivalent pregnancy stage”, that many women were

in two minds about continuing the pregnancy or having an abortion.

Among women who decided to continue their decision was impacted by their religious
beliefs; fear sin(s), they believed that doing an abortion was a serious sin; furthermore,
Buddhists believe that doing an abortion is killing a child or a person in another way.
According to the law of Karma, this will have a heavy penalty for the person and will
show its results in this world or the next one. Therefore, some women with HIV

positive status were afraid of doing an abortion.

Some women did decide to have an abortion, driven by fears related to their husbands
finding out their HIV status. The women then sought an abortion in an illegal clinic.
These women saw an abortion as the way to eliminate any problems related to HIV
disclosure. However, in these women in this study — the abortion attempt failed and

they subsequently continued with their pregnancy.
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Accepting a decision and adapting to their decision

Another stage of the decision process that all women reached at one point or another
via different paths was; the ultimate acceptance of being pregnant. Women went to the
hospital and ANC to confirm their pregnancy and receive antenatal care. At the ANC,
all women had HIV screening. Once their HIV status was confirmed by staff they were
advised to take their partners to take HIV testing. At this point women again felt that
their HIV positive was getting “loss of control”, and that this clinic visit and advice
meant it was time to tell their husband - themselves or by nurses in the clinic. This

stage again made the women think about the consequences of disclosure.

Surprisingly, although this process was a crisis point, after disclosing their HIV status
all women received positive supports from husbands, family members and health care
providers especially, an acceptance from their husband — helped by the support
provided by the ANC nurses. Women then used “Karma” and “something wrong or
missing in the past” to manage their thought and fears, they adapted to a baby in their
womb with positivity and motherhood. They also adapted to their relationship with the

husband by thinking “what will be, will be” and “let it be”.

For the women who still did not disclose (Panida and Peungpen), the core processes of
decision making were very similar to women who had revealed their status to their
husband. However, there were some different points in ‘accepting the decision’ and
‘adapting to their decision’ categories. The data from interviews found that at ANC
was not a crisis point of HIV disclosure for these two women, they had already decided

that they would not tell their husband anyway and that they believed they could control
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their secret. They would try to control this by not involving their husband in the

pregnancy at all - including not taking them to the ANC services.

“I think to tell him so, but not yet, I may raise my children until they grow
enough .At that time in the near future, I may let him know if he should decide to
leave me, I would let my child alone. But absolutely not this time, I'm afraid that
my family will be broken...Just keep life going on, say nothing about infection, |
could keep it secret as long as possible” (Panida 22 year-old)

“Nurse at Clinic (ANC) asked me bringing my husband to have screening test
but I said “no, not yet” and I never accompanied him with me going to Clinic.
He needed to work also. ..... Yes, I thought about it, if I tell him he leaves me, I'll
be in a trouble” (Panida)

“I have thought about it, I would tell him in the future but not yet,... I think
...sometime we would know each other secret but we don’t to talk about it”

(Peungpen)

In terms of the ‘processes of accepting a decision’; these 2 women would accept the
potential consequences of their pregnancy, like the women who disclosed, but they
also accepted the potential consequences of concealing their HIV status from their
husband. They realised that the consequences of concealing would be such as their
husband would know one day in the future, and the husband may also be infected with
unsafe-sex. These two women (Panida and Peungpen) had weighed and balanced the
pros and cons like the other women, but unlike them they decided to keep their HIV
status secret.
“It’s not sure about who I got HIV from. Yes, it might be from this husband
because he told me about his play boy behaviours and didn’t wear condoms
when having sex with some sex workers. However, I don’t care too much
whoever I got HIV from. I just think that we are now living together, what will
be will be.,... It is as normal, we have no used any condom until I became

pregnant... ... May be, I will take about it but not this time. Now I feel better, less
worrying. Last time I had worried about disclosure to relatives, I afraid they
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would ask me about a baby. Now, I have some answers to reply them. I would
say “I'm aneamia, I can’t feed a baby my breast milk” (Peungpen)

Some women did not disclose at this point — so within the model there were 2 groups
of women; pregnant women whose husbands knew her HIV status and still supported
them and pregnant women whose husband still did not known her HIV status and were

still supporting her pregnancy.

6.3 Core category

This section will describe what the core category is and come from and how I

developed the core category.

The core category is the theoretical concept which is in the central aspect of the
grounded theory which incorporates and connects the categories (Charmaz, 2008,
2014). In this study the core category is the main processes by which the participants
move through their pregnancy journey and is presented as “balancing”. This process
is evident the whole journey, for example, in early coding a key main concern and
problem for the women was “concealing HIV status and try to control it” Whether
women chose to conceal or reveal their HIV status involved them balancing their
decision on ‘‘feeling fears to the cons of HIV disclosure and insufficient information”
in the early stages of their relationship with their husband so most of them (11 women)
decided to hide their HIV status first rather than disclose. In each step of the decision
process “balancing on concealing HIV status, fears and information” was evident as
the core essence of the way women navigated their pregnancy journey. (See Figure

6.2 and Table 6.1).
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To summarise, the central process of balancing - the manner in which women weighed
the consequences of each decision they took as part of the pregnancy process was the
core — central — category in the grounded theory of pregnancy decision making in this
study. This process played a significant role of each category as shown in Figure 6.2

and Table 6.1 below.

Concealing
HIV+ status
from
husband

Adapting Desire to

to their Bal . have a
decision alancing or child

weighing on
-Concealing HIV
status
-Fears

Accepting -Information Becoming
a decision pregnant

Keeping or
deminating
pregnancy

Figure 6.2: The core category is the central of pregnancy decision
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Table 6.1: The relationship between balancing and 6 categories

Fears

Concealing HIV status

related to 6 categories

Information

-fear husband know
-fear husband will not accept her
HIV status —

-fear stigma from social and

husband

o

Concealing HIV + status

-

from husband

-disease stigma and

discrimination
]

-fear husband not desire a child if
know her HIV status

-fear husband not accept herse}-
and a baby

o

Desire to have a child

-

-Mother to child transmission

-ARYV information

1

-fear husband know her HIV
status because of getting pregnant
—

-fear baby would be infected

Becoming pregnant

-

-contraception

-unsafe sex

-lack of knowledge and
u|
information

-fear sins if do abortion

-fear husband know HIV status
-fear baby would be infected

-fear relationship with husband
will be broken —
-fear husband will abandon

-fear issues related income and
money

-fear the future

o

Keeping or terminating

-

pregnancy

-abortion information
-Mother to child transmission
-ARYV information
-information from ANC

LI

-less fears but fear baby will be

infected
—

-

Accepting a decision
“Concealing out of

control”

<

-counseling from ANC
-Mother to child transmission

-ARYV information

-adapt to fears

Adapting to a decision

-

-Pregnancy care from ANC
71-Mother to child transmission

-ARV information

-Delivery information

-Baby care information
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From table 6.1, we can see the relationship between fears, HIV concealing and

information within 6 categories, summarise as the following.

e Fears

Fear was the most significant feeling within the women since starting to live with their
husband, becoming pregnant and during their pregnancy. Before becoming pregnant
11women decided to conceal their HIV positive status because of fears such as; they
feared their husband would not accept their HIV status, fear their husband would not
intend to have a child, would not accept a baby and fear of stigma and discrimination
from society and husband. They were also afraid that by a baby becoming infected,
their husband would know their HIV and her husband would abandon them. They also
had fears about the consequences of an abortion — socially and also in relation to their

beliefs.

e Concealing HIV positive status from husband (controlling)

Of 11 women chose to conceal their HIV status from their husband at the beginning of
living together, they tried to keep their HIV status secret as long as possible until they
could not control the information any longer. This element seems to be about retaining
some control over their lives and also about control over their decisions relating to
pregnancy. They had to balance these fears against the knowledge that they must,
ultimately disclose their status. Women responded to this differently, and disclosed at
different stages — however, this seemed always related to the desire not to lose control

of their situation.



182

e Information

In this study, information was a key aspect upon which women based their decisions.
Information could have a positive effect — such as information from health
professionals or other reliable sources of HIV information. This type of information
reduced fears and supported women in keeping and accepting their pregnancy. In
contrast, negative or incorrect information could increase fears and contribute
negatively to the decision making process, for example receiving information such as
concealing HIV status from a partner was the best choice, having an illegal abortion
being the answer, and that continuing with unsafe sex behaviour to conceal HIV status.
This seemed connected to some women not getting enough information on
contraception, safer sex and pre-marriage counselling for women who living with HIV

or their partner.

6.4 Demographic data of participants

This section reports the demographic data of the 15 participants in the study table

below. This information is shown in table 6.2 below.



Table 6.2: General demographic data
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Pseudonymous | G'-P"-A"-L"” | Age | Marital Religion Education Planned/ HIV caused HIV Partner’s

name status unplanned disclosure HIV
pregnancy status

1.Panida G,PAoL,; 22 Couple Buddhist Grade 12 Accidental/ Sexual None unknown
Unplanned (from one of partners)

2.Peungpen G4P3A(L; 25 Couple Buddhist Grade 8 Accidental/ Sexual None unknown
Unplanned (from one of partners)

3 Uraiwan G;PA L, 21 Couple Buddhist Grade 12 Accidental/ Sexual Family and Negative
Unplanned (from ex-partner) husband

4 Kanchana G, 19 Couple Buddhist Grade 12 Planned Mother Family and Negative

(MTCT) husband

5.Aree G,PA¢L,; 36 Couple Buddhist Grade 12 Accidental/ Sexual Husband at Negative

Unplanned (from ex-partner) ANC

"> G:Gravidity = number of pregnancy

¥ P:Para-= number of baby birth
* A: Abortion= number of successful abortion

" L:Living child= number of living child
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Pseudonymou G-P-A-L Age | Marital Religion Education Planned/ HIV caused HIV Partner’s
s name status unplanned disclosure HIV
pregnancy status
6.Buraya G, 19 Couple Buddhist Grade 9 Planned Mother Family and Negative
(m-c) husband before
pregnant
7 Tukta G,PAjL,; 21 Couple Buddhist Grade 9 Accidental/ Sexual Husband at Negative
Unplanned (from ex-partner) ANC
8 Napat G4PoA;3L 33 Separated Buddhist Grade 12 Accidental/ Sexual Mother and unknown
Unplanned (from one of partners) husband
9 Malee G;P AL, 29 Couple Buddhist Grade 12 Accidental/ Sexual Husband before Positive
Unplanned (from current-partner) pregnant
10.Hom G,P AL, 33 Separated Buddhist Grade 9 Accidental/ Sexual Husband after unknown
Unplanned (from one of partners) pregnant
11.Navarat G,P AL, 30 Widow Buddhist Grade 9 Accidental/ Sexual husband Positive
Unplanned (from current partner)
12.Muay G,P1AL; 22 Couple Buddhist Grade 12 Accidental/ Sexual Husband at Negative
Unplanned (from ex-partner) ANC
13.Lew G4PyAsL, 23 Divorced Buddhist Grade 9 Planned Sexual Husband at Negative
(from ex-partner) ANC
14.Aonicha G;3P,A(L, 36 Couple Buddhist Bachelor Accidental/ Sexual None unknown
Unplanned (from partner)
15.Sai G,PAjL,; 24 Couple Buddhist Grade 9 Planned Sexual Husband before Positive
(from current-partner) pregnant
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From table 6.2, the 2 youngest participants were 19 years old having their first
pregnancy. 7 out of 15 women were 20-25 years old, and 6 out of thel5 women were
more than 30 years old. 7 out of the 15 were on their second pregnancy, 3 out of 15 on

their third pregnancy and 3 out of 15 on their fourth pregnancy.

All 15 women were Buddhist. Most of them (11 out of 15) were holding a marriage
status and living with their current husband. Of 7 women had finished a secondary

school, with one woman holding a bachelor degree.

6 out of 15 women had prior experience of having an abortion in previous pregnancies,
2 of them had illegal abortions more than one time. For 3 out of these 6 women the
failed abortion in this study was their first experience of abortion in this pregnancy

(Aree, Tukta and Malee)

13 out of 15 women got HIV from sexual intercourse and 2 out of 15 got HIV from
their mother. Receiving HIV through sexual intercourse, 6 out of these 13 women
claimed that they got HIV from ex-partner and could identify which one they got HIV
from, the other 4 out of 13 women knew that they got HIV from one of partners but they
did not intend to identify them, the last 3 of 13 women got HIV from their current

husband (Malee, Navarat and Sai).

4 out of the 15 women had revealed HIV status to husband earlier before getting
pregnant, 9 out of 15 women had revealed after getting pregnant at ANC services and 2
(Panida and Peungpen) out of 15 women were still keeping their HIV secret from their

husband at the point of interview.
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The next section of this chapter presents, in detail each category, sub-categories and the

relationships within them — using paradigm extracts from the interview data.

6.5 Category 1 “Concealing HIV positive status from husband”

Concealing or disclosing her HIV positive status was a clear finding from the data. Most
of the women (11 out of 15) did not tell their husbands about their HIV before
becoming pregnant. 4 women did reveal this to their husband before getting pregnant. In
terms of making this decision there were 3 factors involved; fears, pros and con of

concealing and ART information as show as figure 6.3.

Within this category there were 2 sub-categories; women’s deciding to conceal and
deciding to reveal, and there were 3 factors that affected to this decision; fears, pros and

con of concealing and ART information as show as figure 6.3 below.

Fears

* Stigma

* relationship with husband

Weighing/Balancing
the pros and cons.

® Future

ART information

Deciding to
disclose (4)

*Husband would
accept

e Cause of HIV
eBase on HIV+ status

Deciding to
conceal (11)

e Husband would
not accept

Concealing

¢ Avoiding stigma

relationship

¢ Disclosed to
husband before
pregnancy

—_——

and discrimination

*Keep secret as long
as possible

—

Figure 6.3: The relationship in category 1
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6.5.1 Women who disclosed HIV status (before pregnancy)

There were 4 women who disclosed their HIV status to their husband before pregnancy
(Kanchana, Buraya, Malee and Sai). In terms of what affected their decision to do this —

a number of issues seemed important.

1. Cause of HIV infection would be accepted by her husband

Women said that they decided to reveal their HIV status to their husbands earlier
because they had evaluated that their husband would accept it and be sympathetic. This
was as a result of their belief that acquiring HIV from their own mother or from their

current partner would result in this type of reaction from their husband;

“Yes, I could. My partner is 23 years old, and we made friends with each other
before my pregnancy. At first, I didn’t tell him that I was infected, but I told him
before my pregnancy.......At that time, I had had a good relationship with him for
more 2 years, I loved him and I thought so did he. I knew later that he had
known and doubted on me when he saw me took medicines usually. At first, |
told him that I took anaemia drugs, he would not believe my reason. One day, |
decided to tell him about my HIV status, because he asked whether I had
something to tell him. He said, “It seems you have something in mind, and you
are worried.” When I heard his asking, I cried and I told him. I told him that 1
got this disease, and I got it from my parents when I was born. He showed
nothing. He told me that “never mind”. I asked him if he’d like to leave me after
he had known. He replied, “No, I don’t leave you......” (Kanchana)

“At that time, when I told him about my HIV positive, he was quiet a minute and
could not say anything, he could not believe it. He asked me that “How was it
happened? How did you get this disease? I replied him that I've got it from my
mother since I was born. I was not a playgirl and having sex with many guys, he
knew me well. Later, he sympathised me he told me that “Never mind if you got
infection from your mother, you had no choice”. I was happy to hear that. Then
we desire to have one child together ..... ” (Buraya)
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“I told my husband because I got HIV positive from him. He never knew HIV+
before, he knew first time when he been in hospital to have an arm operation.
After telling his HIV+ by a doctor, the same doctor requested me to take blood
testing, then I knew that I was infected” (Malee 29 year-old)

“Many years ago, my husband was infected first, the doctor advised me to take
blood for HIV testing, the result was negative then the same doctor asked me to
take seriously thinking about living with him because he was HIV positive but 1
replied to doctor, I would not leave him because we love each other. One year
later, I was infected when I was being pregnant the first child....we were sad just
a few week but we were happy to have and looked after each other.....” (Sai 24
year-old).

2. Having a good relationship with husband

All of the 4 women who disclosed have been living with their current husband between
1 and10 years, they had a strong relationship together which was another reason given
for disclosing HIV status. Women expected and predicted that their husband would

accept and not leaving them after disclosure;

“.... At first, I didn’t tell him that I was infected, but I told him before my
pregnancy.......At that time, I had had a good relationship with him for more 2
vears, I loved him and I thought so did he (Kanchana).

“I met and lived with him more than 1 year ago, I had made a commitment
relationship with him. I decided to tell him about my HIV because I thought that
he would accept me, at the first thought, I had been hesitated to tell him because
I’'m not sure about the results, there might be terrible. However, he sympathised
me, one thing was that I took care him well. We had very good relationship with
each other, I loved him and he did” (Buraya)

“We married and lived together for ten years, I knew that he was HIV positive in
2013 and I was not, then on I decided to live with him even he was infected. Two
vears later I got HIV positive from him, I told him not worry, what will be will
be, I didn’t mind so much about my HIV positive because I decided to live with
him at the beginning, so far it almost 10 years. ...We took care each other with
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love and sympathy, this is my family where I will live and die with them, we have
no others” (Sai).

3. Husband’s suspicion about HIV

2 out of 4 women revealed that they needed to conceal first but because they were
taking a lot of medication (ARV) every day, their husband had asked questions such as
what kind of medicine did you take every day?, why did you need to take the medicine?.
These questions prompted the women to use this as an opportunity to disclose;
“He saw me taking medicine every day, he asked what kind of medicine did you
take every day?, why did you need to take some medicine. At first time, I was
telling lie to him such as I was sick, I was aneamia but I thought he did not

believe me......at one day I decided to tell the truth to him, if I had not to tell him
that day, he would know later...” (Buraya 19 year-old)

“....1 decided to tell him about my HIV status, because he asked whether I had
something to tell him. He said, “It seems you have something in mind, and you
are worried.” When I heard his asking, I cried and I told him” (Kanchana 19
year-old)

6.5.2 Woman who concealed their HIV status (until ANC)

Most women (11 out of 15) decided to conceal their HIV positive status from their
husbands. There were many reasons that women discussed in the interviews as to why
they chose to conceal this information. Firstly, women feared a negative reaction and
that their husbands would reject, abandon, blame or stigmatise them. Secondly, women
had no idea how to disclose, how to start it or say it, it was difficult for them. So, these

women thought that keeping it secret and disclosing later was the best course of action;
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“I decided tell him about getting pregnant first because it was a good news for
him, hired my HIV+ to tell later. I didn’t tell him at first time because we just
wanted to learn each other, I was not sure that he has loved me and accepted
me. If I told him, he would leave me far away, I'm not sure so, I left it to be
secret until [ was pregnant. ” (Muay 22 year-old)

“I decided tell him because I was being suspected by my husband and I think
that he would know soon” (Uraiwan 21 year-old)

“I told nobody even my husband, I didn’t know how to say. However, he did
know it just this pregnancy, I told him...” (Aonicha)

As a result, 9 out of 11 women concealed their HIV status until visiting ANC clinics.
After deciding to keep pregnancy and visiting the ANC clinics. At this point women
were given advice about telling their partners and also seemed to value the support of
the ANC in doing this. The ANC visit prompted many to choose that moment to

disclose;

“When I knew that I was pregnant, I decided to tell my husband about getting
pregnant, he felt happy because he intended to have a child. After going to
ANC, the nurse told me that I should take my husband to test HIV, I had
thinking about for 3 days before telling my husband. I thought that I could not
keep it secret, his mother is a nurse. She would know in one day, she would
know. Another reason was the nurses would help me to talk with him, he would
listen to them ...." (Uraiwan)

“Moreover, I didn’t think to be pregnant sooner, but when I was pregnant and
I checked. A doctor advised me to keep a baby and the medicines can help me
and a child, they should be taken continuously and a baby was less likely to be
infectious. At the hospital (ANC), I had confirmed my HIV positive and my
husband been beside me, he never knew my HIV before, that day the doctor and
nurse called me and husband to the counselling room. I knew immediately what
did they want to with us but I could not imagine what would happen to my
husband if he knew. However, I would accept and face the truth which the
doctor would tell my husband, it could not conceal in any way...So, he was
informed my HIV positive at that day...... " (Tukta)
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However, there were 2 women who decided to continue concealing their HIV status to
their husband and did not allow the nurses at ANC to reveal their HIV positive status;
“He ever had some questions to me, but I told him that I had anaemia. I think to
tell him so, but not yet, I may raise my children until they grow enough. At that
time in the near future, I may let him know if he should decide to leave me, I would

let my child alone. But absolutely not this time, I'm afraid that my family will be
broken” (Panida 22 year-old)

6.5.3 Fears

Further analysis highlighted the fears that lead many women to conceal their diagnosis
— and all of these issues were part of the decision making processes round disclosure —
whatever the decision. There were 3 main aspects that were linked to the fears these
women had: stigma from society and their husband, relationship with husband and

their future.

1. Fear of stigma from society and husband

In Thai society, HIV stigma and discrimination is still significant. Participants had a
strong perception that the community, family, health care providers even their

husbands would reject and blame to them if they revealed their HIV status;

“That’s right, you know? It (HIV positive) is socially hateful or undesirable,
I'm afraid that when he discovers his status or my HIV, he may flee or runs
away in disorder......I felt undermined. A doctor blamed me that I was not
responsible for myself and asked me how I would look after my baby” (Panida)

“Quiet for a while... I was afraid that others might doubt of me because I had
to go to the hospital very often and receive ARV drugs even after giving birth.
Many would have a doubt of why I had to take a medicine, why I had to go to
the hospital, and what I was. ....I'm afraid that the people will suspect me
because my health is always strong. They may doubt why I see a doctor very
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often. I have realized that, in the district hospital, there are many people
recognizing me .So I must go to the provincial one to get drugs. (Panida)

“I told just closed family member, I not told anybody in my village because they
would discriminate against me. In my community, people would not talk to me if
they knew my HIV status, they would not have meals together and would not be
associated with AIDS patient, as far as I know they would do like this” (Tukta)

“It is untreatable and social stigma disease...., in our society, people have been
stigmatising and discriminating so far” (Muay)

“I have knew 2 women who just knew HIV positive and got pregnant, they did a
suicidal themselves, they could not cope and accepted with this news as well as
they fear of social stigma and undesirable. One of them I could help, she said to
me that she had no one to talk with, then I encouraged, gave some information
and took her to meet the doctor, she accepted herself and a baby, and kept
going on her pregnancy later. Unfortunately, another one woman, she killed
herself successful, I'm so sorry to hear that..” (Sai)

Women explained that they would suffer blame and/or abandonment from their
husbands if they disclosed;
“Before I became pregnant, I never told my husband about my HIV
result........ 1 thought that if he knew earlier he would not have a child with me,
he would ask and blame me, at worst he will run away from me to look for

better woman... I intended to tell him but didn’t know how to start, which
word?...” (Tukta)

2. Fear of relationship with husband

The concern over the potential impact on their relationship was substantial amongst
many of the women. They feared this would be broken, husbands would leave them to
live alone. This feeling was higher in the cases of women who were highly dependent

on their husband’s income - as they had no source of income themselves;
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“Yes, It shows that I need rely on him including money. I don’t want anything
(form this bad news) to hurt him and as well don’t want him to leave me later. If
he leaves me, I'll be in a trouble. ....Yes, I'm afraid that my family is not going
to survive because I have to look after 2 children”. (Panida)

“Why would I not tell husband? It was hard to say...very difficult to let him
know, I'm afraid that he would not accept me, he would angry. I decided tell him
about getting pregnant first because it was a good news for him, hired my HIV+
to tell later” (Muay)

“... Lintended to tell him but didn’t know how to start, which word?...” (Tukta)

“I cared about my husband’s feeling, I imagined that I had no idea about his
reactions to this news,...I'm just a housekeeper, he is working for me...”.
(Tukta)

“I would have told him but I had no idea how to tell him, how to start, one day,
he asked my about the medicines which I'm taking every day, I let him look at
my medicines and he knew immediately what the medicines were, I thought that
it was time to tell him.... ” (Aonicha)

3. Fear of their future

There was also a fear of an uncertain future with their partners because of their HIV
status amongst some women. They feared that one day, if they told partners or family
members, they would be rejected and abandoned;

“Yes, I have reminded myself because he isn’t infectious. I'm afraid that he’ll

find another woman without HIV+ disease in the future. However, he told me
that he never left me and our baby....but I don’t know nothing is guarantee and
I'm infected, he isn’t...” (Tukta)
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6.5.4 Weighing/Balancing the pros and con of concealing HIV status

It was by weighing and balancing their assessment of the positive and negative results
of concealing their HIV that was important in women’s decision making. Table 6.3 sets

out the pros and cons that came from the data on this aspect.

Table 6.3 Weighing/Balancing the pros and con of concealing HIV status

Pros of concealing Con of concealing

- Avoiding stigma and discrimination, - Husband would know later
could live as normal in society and family - Husband would get HIV from women
-  Could maintain a good or normal because of unsafer sex related to

relationship with husband

- Husband did not worry

- If husband knew women’s HIV+ status
after getting pregnant, husband would not
leave because he would love of a baby

concealing issue

(sometime, women would use
pregnancy/baby as a negotiation)

Pros of disclosure Con of disclosure

If husband accepted women’s HIV status,
they could live normal in family

Women would feel better and free from
having worry of keeping secret

Husband would have choices earlier to

If husband did not accept women’s HIV
status, they could leave, abandon and
blame them.

Husband would not intend to have a child
and support doing abortion

live or to leave with husband

6.5.5 ARYV information from health care providers

Most women had been receiving ARV drugs since having their HIV positive diagnosis
and visited hospital regularly before getting pregnant. Women said that the provision of
ARV information made they have hope again about having a baby, they trusted the

health care providers and ARV and this was also a factor in their decision making;
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“Antiviral drug is my hope to live with my children longer, the nurse at ANC
advised to me very well, they gave everything that I needed to know...”
(Aonicha)

“I have believed in the doctors and ARV ....” (Sai)

“Receiving the information about medicines and the transmission from mother
to child rates from health care providers very important, for me I have been
taking the medicines for a long time, my baby would not be infected, they said
like this. Moreover, they advised me how to take care myself. This disease you
know, the nurses said that the AIDS patient could live longer than some diseases
such as severe diabetes mellitus (DM) or heart disease which the patient would
have sudden dead, I would not die sooner if I take the medicine constantly and
take care myself very well” (Lew)

“Information that I have got from internet of other women and the health care
providers as well as the supportive from my husband helped me to think about
having a child ” (Buraya)

Insufficient information and stigma from health care sector experiences

Although many women felt helped by their contact with health care professionals —

some women remarked on receiving incorrect information. Such as they could not get

pregnant if they were taking ARV. Moreover, some women described negative aspects

of their interactions with their health care providers;

“..the doctor just said that “you (women) should not become pregnant at this
time, there would be many problems coming through to you and your baby in the
future if the baby would be infected” (Buraya)

“A doctors at AIDS clinic disagreed and felt unpleasant when I had becoming
pregnant....., the doctors blamed me that I was not responsible for myself to
take constantly medicines and asked me how I would look after and feed my
baby” (Panida)
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“....the doctor had a strong disagree with me to have the second one, he said
that I would not lucky like the first pregnancy....., before this pregnancy the
doctor suggested me to adopt a child from relatives if I wanted a child ” (Sai)

“I think that none of doctors are happy and want the patients with HIV positive
getting pregnant. I been experienced when I went to see the doctors, they have
been asking the same questions like “why did you allow yourself becoming
pregnant?, you knew that you are HIV positive, why didn’t got just one kid, why
got the second one?” It shows that they re not happy to see that I was pregnant.
Moreover, what happen you know, even if they don’t agree that women are
becoming pregnant, they don’t allow those women to do abortion, and tell
women keeping their pregnancies. I have been confused...” (Muay)

6.6 Category 2 “Desire to have a child”

The reasons

Significant
persons

Seeking

e Husband
o Self

e Other family
members

information

Desire
to have
a child

Figure 6.4: The relationship in category 2

Desire to have a child

Living together with either their partners or husbands, like other couples of

reproductive age, these women intended to have a child one day not withstanding their
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HIV positive status. Desire to have a child was affected by 3 factors: significant

persons wanting to have a child, the reasons to have a child and seeking information.

6.6.1 Significant persons

Significant people who influenced the decision making process were husbands, women
themselves and other family members. Moreover, women who concealed their HIV
status to husband said that they felt it would make no difference in terms of their
husband wanting a child. Furthermore, among the women who disclosed their HIV
status to their husbands early they still wanted to have a child - even though he was
aware of this wife’s HIV positive status:

“...my husband wanted a child, he has accepted my HIV, I told him that if [ took

medicine regularly, a baby would not be infected. So, he believed me... ”
(Buraya)

“I wanted a baby this time, I think I'm getting old, at least one child would be
better than having none, it was myself desire to have a child” (Sai)

“I'm so happy because I intended to have a child before. I meant that I have
intended to have a child, and I wanted to have a child before I became pregnant.
When I knew my HIV positive, I let my husband know, then we decided to get
married, after that I was pregnant.” (Kanchana)

6.6.2 The reasons to have a child

There were many reasons for wanting to have a child - they wanted at least one child
with their current husband, they loved children and wanted to be a mothers, they trusted

in ARV and that it could improve their health and reduce transmission rate from
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mother- to-child, the doctors and nurses informed that ARV can help mothers and

babies against the HIV (generally) and some have a previous child without HIV;

“My first child was HIV negative although I knew when I had being pregnant up
to 4 months then started medicines. So, this unborn baby would not too because
I have been taking before becoming this pregnant... ... ” (Sai)

“I had the first baby with the first infectious husband. I got a son, and now he is
4 years old. But my son is not infectious.” (Tukta)

“......] got one son (age 14 month) with my ex-partner, my son is living with my
mum in her house. I had the first son after getting HIV+ but my son was HIV
negative.....”" (Muay)

“I knew that I was infected since become first pregnant, this one is the third, all
of my previous two children were not infected. So, this baby would not too, 1
expected that way” (Aonicha)

They also felt that they and their child had a future ahead of them;

“...my husband wanted a child, he has accepted my HIV, I told him that if I took
medicine regularly, a baby would not be infected. So, he believed me...I have
intended to have a child and wanted to be a mother, I searched through the
internet by Google searching, I had looked for “Do HIV women can pregnant?,
How about one having a child”. The result was that they can be a pregnant but
must take a medicine to protect the transmission to a child. In fact, I have took
ARV since I was 7 years old” (Buraya)

“Yes, he did want a child. He told me that “that was fine”, he wanted to grow
up a child, and so did I.” (Kanchana)

“He told that he was glad because he wanted to have a baby with me. At that
time, he hadn’t known my blood test result yet. He knew it later....Now my first
son is 13 years old, he would take care his young brother when something
happen to me” (Aree)

7 of the women repeated this pregnant with a new partner as they wanted one child with

this husband;
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“This is a new husband, we decided to have a child together, I and husband
wanted at least one child. ......”" (Muay)

“I was pregnant when I was 16-17 years old. I worked in the province, knew my

first husband, and had the first child together. In addition, I knew that I was
infectious when I had the first child. After giving birth for a while, I broke up
with him because he had another wife. However there were many men paying
attention to me. Before I have been living with a current husband.....I wished to
have a child with him in one day... ... My parents liked him, and so did I. And
they agreed that we should live together, so we decided to live together. I was
pregnant when we lived together for nearly a year.” (Tukta)

6.6.3 Seeking information

Women have a follow up HIV/AIDS clinic appointment every 3 months for blood tests
and to receive more ARV. In the hospital, women were given information about ARV
that if taken ARV regularly, a baby would not be infected. In addition, some also sought

HIV information on TV, the internet and from friends;

“Yes, A doctor has ever let me know that if I take the drugs early and regularly,
the baby won’t be infected. And unless I feed the baby through breastfeeding,
she won'’t be infected” (Kanchana).

“I got information from doctors, nurses, internet and some of family member
such as my step mother she is a nurse” (Uraiwan)

“I got information from doctors, nurses, a friend(a lady boy), my mother and my
new boy friend, he helped me very much, he gave me a lot of information and
encourages. So, I very appreciated him...... ” (Napat)

“I have intended to have a child and to be mother, I searched through the
internet by Google searching, I had looked for “Do HIV women can pregnant?,
How about one having a child”. The result was that they can be a pregnant but
must take a medicine to protect the transmission to a child” (Buraya)

“The doctor said that I would live longer if I took constantly medicines, ARV is
my hope.... ” (Aonicha)
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“I went to consult the doctor in the hospital that I wanted to have the second
child (that time I was infected already), the doctor had a strong disagree with
me to have the second one, he said that I would not lucky like the first
pregnancy. However, I went to meet him and show him how much I wanted to
have more child, finally, the doctor said if [ wanted to become pregnant I must
do as he suggestion as much as possible. He advised me to stop having sexual
intercourse with husband since I become pregnant through pregnancy time, 1
needed to take ARV as a guideline toward a baby birth and post partum period,
until a baby would be confirm HIV status. When I became pregnant, the doctor
encouraged me that a baby would be less infected because the virus were under
controlled. I have believed in the doctor and ARV .... " (Sai)

6.7 Category 3 “Becoming pregnant”

Being pregnant in this study was divided into 2 types of pregnancy; planned and

unplanned pregnancies. There were 3 factors related to becoming pregnant, Figure 6.5.

Timing

Contraception
using and Fears
information

Planned Becoming
pregnancy (4) pregnant

Unplanned

pregnancy (11)

Figure 6.5: The relationship in category 3
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6.7.1 Planned pregnancy

Where women had disclosed their HIV to husbands before becoming pregnant, women
and their husbands talked together about having a child and the risks that they would
face in the future. The women also sought information about pregnancy and mother to
child transmission of HIV. The sources of information were doctors, nurses, internet,
leaflets and friends (amongst those who decided to tell their friends). Figure 6.6-6.7
sets out the factors related to decision making within planned and unplanned

pregnancy and figure 6.6 shows the characteristic of them from data analysis.
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Figure 6.6: The characteristics of planned and unplanned pregnancy in this study

From figure, women who living with HIV identified being planned and unplanned

pregnancy as follows:
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Planned pregnancy

Planning to become pregnant happened in a group of women who disclosed HIV
positive status to their husbands before pregnancy. The main reasons for becoming
pregnant were wanting a child and ceasing contraception in order to become pregnant.
In addition, women prepared themselves by seeking information from health care
providers (Doctors and nurses), the internet, friends and family members. Women also
talked to their husbands about wanting a child, the risks to transmit to partner and

baby, future living then after agreement her with husband, stopping contraception;

“I’'m so happy to become pregnant because I intended to have a child before. |
mean that I have intended to have a child, and I wanted to have a child before [
became pregnant. After he knew my HIV he hasn’t were condom because we
have intended to have a child. Since I became pregnant, we haven’t had sexual
intercourse so far” (Kanchana)

“I went to consult the doctor in the hospital that I wanted to have the second
child (that time I was infected already), ... [ went to meet him and show him how
much I wanted to have more child, finally, the doctor said if [ wanted to become
pregnant I must do as he suggestion as much as possible. He advised me to stop
having sexual intercourse with husband since I become pregnant through
pregnancy time, I needed to take ARV as a guideline toward a baby birth and
post partum period, until a baby would be confirm HIV status. When I became
pregnant, the doctor encouraged me that a baby would be less infected because
the virus were under controlled. I have believed in the doctor and ARV .... ”

(Sai).

“After I my first child was born, I and my husband planned to have more
children closely and we planned to do sterilization after having the second
child. So, I left contraceptive pills and become pregnant. We discuss a lot
before deciding to have more child such as he must pause having sex with me
after I becoming pregnant, I must take the medicine constantly..... ” (Sai)

“we talked together about having child, he intended to have and 1 did, I left
contraception pills and male condom until I got pregnant...” (Buraya)
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6.7.2 Unplanned pregnancy

In this study unplanned or accidental pregnancy means getting pregnant earlier than
expected. The participants all intended to have a child in the future but not at this time,
not right now. The main cause of getting accidentally pregnant was missing
contraceptive pills. For the group of women who avoided HIV positive disclosure to
their husbands, all of them were not ready to get pregnant at that time because they had
to go to the hospital for routine HIV screening, and their husbands might then come to
know their HIV positive status. Normally, all pregnant women, who were infectious to
HIV positive, would be informed by nurses to take their partners for HIV screening
altogether. Moreover, planned and unplanned pregnancies were also affected by fears,

contraception use, information, and timing as figure 6.7 below:

Getting . Getting
pregnantas ___| Tlmll’lg I pregnant
expected earlier than
expected

Planned
pregnancy

Unplanned
pregnancy

\ Leave Contraception |
L No condom —

contraception
\Missed/mistake /
g oral pills
Information
Lack of — \ Lack of
information information
(safer sex) | (contraception)
Seeking information

(MTC)

Figure 6.7: Becoming planned and unplanned pregnancy in this study

From figure 6.7, the women who got pregnant accidentally were all using oral
contraception. Pregnancies arose as a result of missed pills. None of the couples were

using condoms as asking for this may raise questions about HIV from their husbands;
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“This pregnancy is unplanned because it was just only 10 months between two
pregnancies, I didn’t think it comes soon, I took pills but I become pregnant
again in 10 months. Might be one time I forgot to take a pill then I restarted”
(Panida)

“This pregnancy I'm not intended to have this time, [ missed some
contraceptive pills, at that time I went out of the city and forgot pills and then I
become pregnant” (Peungpen)

“This pregnancy is unplanned, it’s about missing contraceptive pill, the doctor
ever told me to do sterilisation after giving last child but I'm afraid of surgery
and I did know a little bit about contraceptive using ” (Aonicah)

“It was unplanned pregnancy, I intended to have in the future but not right
time. I was pregnant by accident because I didn’t understand about taking
contraceptive oral pills, I have confused that when to start and how to take
them as well as my husband didn’t wear condom, he said it was not felling

naturally when wearing condom, I didn’t force him to use condom too
(Malee)

“When I knew that I got pregnant, I felt emotional, not happy. At first [ wanted
to do an abortion because I was not ready, and I didn’t do it on purpose. At
that time, my menstruation didn’t show, and I waited for it. I decided to buy a
pregnancy test strip, and it showed 2 lines. I meant that I didn’t want to become
pregnant at that time, I wished to have a child with him in one day after I had
consulted the doctor about my planning, but haven’t asked them yet, I become
pregnant. I didn’t use or take anything .I used to take birth control pills before,
but I experienced a vomiting problem like being allergic to birth control pills.
After contraceptive injection, I became fat, so I stopped doing it. My husband
didn’t wear condom because he didn’t know that I was infectious when we
firstly lived together” (Tukta)

“The first pregnancy was unplanned, this second one was too, I have known
about kinds of contraception such as male condoms, oral pills and injection but
they were not my pleasant pills and injection as well as male condoms so, I got
pregnant. By the way, in my opinion, I thought that males have been less
infected because a man injected semen out of the body meanwhile a woman
received his semen so, a man has low risk, a woman has high risk up to 80% to
get HIV, isn’t it?. Moreover, my husband hasn’t preferred to wear condoms
sometime even he has known my HIV status” (Muay)
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6.8 Category 4 “Keeping or terminating pregnancy”

Some women from both groups, whether their pregnancy was planned or unplanned,
weighed up the issues related to keeping or terminating their pregnancy. This decision
was the consequences or sub-categories of a bivalent decision stage. Please see figure

6.8 below.

S
Telling or not Fears
Y,
Keeping or Terminating
. terminating
Keeping of ¢ Failed
pregnancy abortion

Figure 6.8: The relationship in category 4

6.8.1 Keeping pregnancy

The reasons for keeping the pregnancy were linked to the fear of committing a
religious sin (rule of Karma in Buddhism), fearing the complications of an illegal
abortion, their prolonged gestational age (GA), wanting a child, feeling love for a baby

in womb, desire for motherhood, husband had accepted her HIV status and baby;
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“I never thought of abortion because I wanted a baby, I wanted to be a
mother. I was exited and worried to have the first pregnancy but happy more
than worrying. I'm really happy especially when a baby is moving in my
womb” (Buraya)

“...I didn’t do abortion because I needed and loved a baby, motherhood is
very important, I would do any things in order to against HIV infection to my
baby such I would take medicines everyday even sometime I could not tolerant
with side effects, I would not abandon my child even if he would be infected,
thought that whatever happened, I would love my child in any ways.... (Sai)

“I have never thought about doing abortion in this pregnancy because I did 3
time of abortions, no more abortion, it’s time to have at least one child for
me... ” (Lew)

“I have never had an abortion, I'm afraid of complications like bleeding and

2

shock. If an abortion was failed and I was sick, I would be in trouble...
(Aonicha)

6.8.2 Terminating pregnancy

6 out of the 15 women had a prior experience of abortion in previous pregnancies, 3 of
6 women (Aree, Tukta and Malee) attempted an abortion in this pregnancy. The
reasons to have an abortion were around not being ready to become pregnant this time,
concealing HIV positive status (did not want husband to know), fear of negative

relationship with husband, and concern that the child will be infected.

- Aree knew when she was 3 months pregnant. The reasons to have an abortion were
afraid of disclosure and fearful of a baby’s infection.

“When I knew my pregnancy, I was afraid, I was afraid that my cousins would
know .1 didn’t want them to know and I didn’t my baby born with infection.....I
tried to drive a baby out. My pregnancy was nearly 3 months. I started taking a
blood-driving medicine, which could be found in general pharmacy. After
taking it, I had a uterus ache, but nothing happened. Then I decided to do an
abortion in an illegal clinic. An officer in the clinic inserted a medicine into my



207

vagina, half an hour later, there was blood flowing out except a baby, and I

spent B12,000 (300 GBP) for an officer. A day later, I went to my home for

waiting to see something dropped out from my womb but nothing. I phoned to
an illegal clinic why a baby didn’t come out. It let me do an abortion three
times, but it failed again. So I stopped doing an abortion because I had no more
money. I thought that an abortion for me might fail, so I let it be.” (Aree)

- Tukta knew when she was 2 months pregnant. The reasons to have an abortion were
not ready at that time, afraid of relationship between her and husband, and worried
about a child.
“Not only a thought but also I tried, I bought a blood —driving medicine (herbal
liquor, a trade mark is given here............. ) from a grocery to drink. An
acquaintance told me that a blood — driving medicine could drive off the blood
and a very little baby. Some local people, they knew that I wanted to do an
abortion, but I didn’t tell them that [ was infectious. They always asked me why

I wanted to do an abortion. I told them that I was not ready and I wanted to do

an abortion. So they suggested me to buy a blood - driving medicine to take”
(Tukta)

- Malee, the reasons to have an abortion were not ready at that time (unplanned).
“I’'m not ready to have in that time, I thought and did it an abortion, I took a

blood — driving solution but failed then I told my husband about pregnancy but
hide doing abortion” (Malee)

Outcome of Abortion attempt

Although some of women (4 women) had successful abortions in previous
pregnancies, all of 3 women who tried an abortion for this pregnancy failed. Following
this they decided to keep the baby and not try an abortion again. The next step was to

tell their husbands about their pregnancy.
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“Yes, I had did abortion in this pregnancy, but it failed.... It let me do an
abortion three times, but it failed again. So I stopped doing an abortion

because I had no more money. I thought that an abortion for me might fail, so [
let it be” (Aree)

“After taking, I had a uterus ache, but nothing out from my womb... I didn’t try
other method, I just tried to drink this liquid up to a half of bottle, it wasn’t
success. My husband didn’t know at I did an abortion. After that, after failure, 1
had just told him. I decide to discuss with my husband about what to do next.
He said, “A baby wants to be born with us, it doesn’t matter, and let it be?”
(Tukta)

“....I took a blood — driving solution but failed then I told my husband about
pregnancy but hid doing abortion” (Malee)

Despite the fact that women intended to have a child and planned to become pregnant
at some point in their lives, being ambivalent between keeping and terminating unborn
babies happened to all participants. There were 2 factors that contributed to this
bivalent decision phase; fears and pregnancy disclosure (telling about getting pregnant

or not) — these are described in the next section.

6.8.3 Fears and ambivalent decision on pregnancy

The main concern in this category was fear. Fear was a feeling or emotion which

happened through pregnancy period and near birth.

What did they fear in this process?

There were 2 kinds of fears, in findings, which they felt fearful: babies’ infection and

the woman’s own future.
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-Fear of a baby’s infection: this kind of fear was the most worrying in both a planned
group and an accidental pregnant. Every woman stated that she was worried about a
baby’s HIV positive result; a baby would be infected with HIV positive although she
took ARV consistently;

“Although the doctor told me that a baby would be less infected in my case

because I have taken ARV for a long time, I was still being fears in my deep
mind of a baby’ HIV result” (Aonicha)

“I am scared that my baby will be infected. A doctor is in charge of an infected
clinic said that the baby must be infected. Because I didn’t use a condom before
pregnancy, and I didn’t take care of myself as well as I did during a previous
pregnancy, I paused ARV before this pregnant and started too late...” (Panida)

“I’'m afraid that he’ll (a baby) be infectious and others know.” (Aree)

-Fear of their future: it was a fear of uncertain future based on the relationship with
their partners - they feared that in one day if they told partners or family members, they
would be rejected and abandoned. Although some women had told husband earlier,
they still being feared that their husband would abandon them, especially women
whose husbands were HIV negative;
“I was afraid that my cousins would know. I didn’t want them to know and I
didn’t my baby born with infection” (Aree)

“I'm afraid that he (husband) couldn’t bear his or my HIV status if he were
transmitted and knew my infection. I must raise my child alone.Moreover, I'm
afraid that the people will suspect me because my health is always strong. They
may doubt why I see a doctor very often” (Panida)
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6.8.4 Telling or not telling about getting pregnant

Pregnancy disclosure was related to the concealing of their HIV positive status in these
women. Most of the women who got pregnant accidentally did not let husbands know
immediately about the pregnancy, some of them decided to attempt an abortion before
letting their husbands know. In women who did not attempt an abortion, they would let
their husbands to know later. Telling husband about being pregnant resulted in women
going to receive antenatal care at ANC clinics. Once at the clinic, women needed to

disclose their HIV status because of routine HIV screening at the hospitals;

“I decided tell him about getting pregnant first because it was a good news for
him, hired my HIV positive to tell later. I didn’t tell him at first time because we
just wanted to learn each other, I was not sure that he has loved me and
accepted me. If I told him, he would leave me far away, I'm not sure so, I left it
to be secret until I was pregnant. ~’ (Muay 22 year-old)

“When I knew that I was pregnant, I decided to tell my husband about getting
pregnant, he felt happy because he intended to have a child. After going to
ANC, the nurse told me that I should take my husband to test HIV, I had
thinking about for 3 days before telling my husband. I thought that I could not
keep it secret, his mother is a nurse. She would know in one day, she would
know. Another reason was the nurses would help me to talk with him, he would
listen to them ...." (Uraiwan)

“Moreover, I didn’t think to be pregnant sooner, but when I was pregnant and
I checked. A doctor advised me to keep a baby and the medicines can help me
and a child, they should be taken continuously and a baby was less likely to be
infectious. At the hospital (ANC), I had confirmed my HIV positive and my
husband been beside me, he never knew my HIV before, that day the doctor and
nurse called me and husband to the counselling room. I knew immediately what
did they want to with us but I could not imagine what would happen to my
husband if he knew. However, I would accept and face the truth which the
doctor would tell my husband, it could not conceal in any way...So, he was
informed my HIV positive at that day......” (Tukta)
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6.9 Category 5 “Accepting a decision”

The women had come along the process of their pregnancy so far, and they passed many
steps such as the initial HIV positive disclosure and concealing HIV to their husbands,
getting pregnant with a plan or by accident, deciding to keeping or trying to terminating
their unborn babies. Since deciding to keep their pregnancy, all women accepted their
pregnancy. There were 2 consequences of accepting the decision to continue with the
pregnancy; wanting the pregnancy and accepted any results from the pregnancy and
HIV disclosure. Factors which affected this process were; ANC support, crisis point of

HIV disclosure and couple and family supports (See figure 6.9).

ANC support

Couple and

Crisis point of

HIV disclosure family support

Accepting @ Accepting
Wanted a decision consequences of
pregnancy pregnancy and
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)

Figure 6.9: The relationship in category 5
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A wanted pregnancy was the result of wanting to keep a baby until its birth. In

addition, this study found that women would eventually come to accept their

pregnancy, want a baby to be born, stop thinking about an abortion, keep going in their

pregnancy and feel happier. The components of wanted pregnancy in women who

living with HIV described in figure 6.10.
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Figure 6.10: The characteristic of wanted pregnancy in this study

A wanted pregnancy was described by women in terms of feeling they had the

autonomy to decide to keep their baby, this was accompanied by their awareness of

being HIV positive, and having a strong desire to be a mother, whatever the

consequences.
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6.9.2 “Crisis point of HIV disclosure”

“Loss of control”

If a woman’s HIV result was positive in the ANC, a nurse would advise the woman to
ask her partner in for HIV screening. This request for partner HIV screening is to
prevent a transmission from or to a partner(s). However, this advice was a

recommendation only — the clinic cannot compel the woman to do this.

However, 9 women who had avoided disclosure so far decided to reveal their HIV
positive status to their husband at this point, they allowed the nurses to tell this news at
the next ANC follow-up when accompanied by their husbands. At this time, women
knew that there would be “loss of control” of their HIV positive status. This was a

difficult stage in the pregnancy process for both the women and their husbands;

“Yes, after I went to ANC, a nurse recommended me to let my husband know
and convince him to test his blood. Then I took him to the hospital to see the
doctor....The doctor called us and informed my HIV to him, he was frightened
and up set, but said nothing. The nurse at ANC advised him to take HIV testing,
he did it, but virus (HIV) didn’t show at first time. Next 3 months, a nurse made
an appointment with him to do a blood test again in February...... However,
after the nurse had told him my HIV, and he wasn’t infected [ was really happy,
it released my tension to tell him, moreover, he didn’t get HIV” (Aree)

“It shouldn’t be like this. He knew it later, and I never told him that I was
infected. A nursing officer took our blood for HIV tested when I came to the
hospital to do antenatal care with my husband. I certainly thought that he would
know this time, I couldn’t do anything. After that, a doctor told us to know the
blood test at a time. The results were that I was infectious, but he wasn’t. I cared
about my husband’s feeling, I imagined that I had no idea about his reactions to
this news, but I was glad that husband wasn’t infectious. When he knew that 1
was pregnant, he was glad but when he knew that I was infectious, he was
stunned and cried, especially in the day when we knew our different blood test
results. He was disappointed because I never told him, he told me that he
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sympathised me and a baby and he thought he might be infected also. I wanted
to tell him, but I was afraid that he would mind. I didn’t know how to start while
we had spent life together. He was just in silent when a nurse let him know.
When coming back home, he blamed me and asked the reason why I didn’t tell
him. I replied to him that I didn’t want to have a baby and going to do abortion
if he didn’t want a baby. Then he comforted me that it happened and could not
be solved and let it be. It already happened. ...... 1 or 2 weeks later, we went to
see the doctor again, the nurse at ANC helped us very much to support mental
health and gave useful information, I and husband felt better then. He said to me
that “we had a baby, and he had to be accepted”, “Don’t worry about the blood
test result, I would infect, if ['m infected, let it be....” (Tukta)

“The reaction of husband to the news”

There were a lot of emotional reactions from husbands when the women’s HIV status
was disclosed. Most women said that the first reaction from their husband was shock
then lack of belief, panic or quiet, confusion, asking, and wanting to confirm that was
real? These reactions would take a different time, from a few hours to many days, to be
resolved. All the women’s husbands (13 out of 13) eventually accepted this news (the
women’s HIV positive status) when informed by the woman or the nurses at ANC (even

though the timing of disclosure varied across the time span of their pregnancy):

“The doctor called us and informed my HIV to him, he was frightened and up
set, but said nothing. The nurse at ANC advised him to take HIV testing.....,
....... He was sad that I was infectious. He asked me how it could happen, and
who I was infectious with. I said, “I don’t know because I have sexual
intercourse with you and ex-husband, might be from one of ex-husbands..... He
changed his behaviours from never drank alcohol previously to drink very often,
and is distressed. He thought that he might be infected but after testing, he
wasn’t infected......” (Aree)

“My husband was glad when he knew I was pregnant. But when he knew that 1
was infectious, he was stunned and cried, especially in the day when I knew my
blood test result. He was disappointed because I never told him, When coming
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back home, he blamed me and asked the reason why I didn’t tell him....... Ididn’t
know how to say and I'm afraid of his leaving.......... Then he comforted me that
it happened, HIV could not be changed and let it be...... He told me that he
sympathised me and a baby, he would not leave me and children ...... Now, he
never blames me again, it seems that he may cope with my HIV but we are
worrying about a baby blood result after birth... ” (Tukta)

He said, “It seems you have something in mind, and you are worried.” When [
heard his asking, I cried and I told him. I told him that I got this disease, and I
got it from my parents when [ was born. He showed nothing. He told me that
“never mind”. I asked him if he’d like to leave me after he had known. He
replied, “No, I don’t leave you......”" (Kanchana)

“At that time, when I told him about my HIV positive, he was quiet a minute and
could not say anything, he could not believe it. He asked me that “How was it
happened? How did you get this disease? I replied him that I’'ve got it from my
mother since I was born. I was not a playgirl and having sex with many guys, he
knew me well. Later, he sympathised me he told me that “Never mind if you got
infection from your mother, you had no choice”. I was happy to hear that. Then
we desire to have one child together ..... ” (Buraya)

“From worst to worth”

After their HIV status was disclosed most of women felt bad and experienced fear and
worry about their husband’s reaction to this news. However, later, all of them felt that
they were set free from feeling bad and fearful for keeping the secret of their HIV
positive status. Although still anxious about their husband’s reaction they felt lightened
that the big secret from their husband was gone and there was no secret to worry about.
In another words, it could be said that “A crisis point of HIV disclosure” was actually
also “a turning point” in that it relieved the women from this burden they were
carrying, concealing. Moreover, it was also a starting point to receive mental and

physical support from their husbands and health care providers;
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“You know, after he had known my HIV, I felt that my tension has been
released, my head was lighter not hard, it was not very happy but better”
(Aonicha)

“...Later, he sympathised me he told me that “Never mind if you got infection
from your mother, you had no choice”. I was happy to hear that. Then we desire
to have one child together ..... ” (Buraya)

“.....He did blame me at first, but he didn’t do it later. It’s pretty good now. He
understands me more. We always go everywhere together, and he takes care of
me very well” (Aree)

“...He told me that “never mind”. I asked him if he’d like to leave me after he
had known. He replied, “No, I don’t leave you......"”" (Kanchana)

6.9.3 ANC support

It was clear that the support the women received at the ANC was very important. They

got help regarding their HIV status, advice on the therapy and pregnancy and also,

crucially, support (if required) with disclosing their status to their husband;

..... I went to meet doctor and show him how much I wanted to have more
child, finally, the doctor said if I wanted to become pregnant I must do as he
suggestion as much as possible. He advised me to stop having sexual intercourse
with husband since I become pregnant through pregnancy time, I needed to take
ARV as a guideline toward a baby birth and postpartum period, until a baby
would be confirm HIV status. When I became pregnant, the doctor encouraged
me that a baby would be less infected because the viruses were under
controlled” (Sai)

“Receiving the information about medicines and the transmission from mother
to child rates from health care at providers ANC very important, for me I have
been taking the medicines for a long time, my baby would not be infected, they
said like this. Moreover, they advised me how to take care myself. This disease
you know, the nurses said that the AIDS patient could live longer than some
diseases such as severe diabetes mellitus (DM) or heart disease which the
patient would have sudden dead, I would not die sooner if I take the medicine
constantly and take care myself very well”. (Lew)
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......... Furthermore, the doctor let me think about how I plan for an infected
baby if a baby be infected. Yes, I have. I intend to take care of a baby and feed
her AVR syrup as told” (Panida)

There were some women who felt they did not have enough information to prepare to
become pregnant from AIDS clinics, but they got this information from their ANC

clinics after receiving maternal and child care;

“At AIDS clinic, doctors and nurses didn’t want me to have a child soon
because they told me I just teenager but I wanted to have a baby after I and
husband discussed about wanting a child I decided to become pregnant. I didn’t
get the information from that clinic about pregnancy too much because they
disagreed to me, they just recommended me to take ARV regularly all my life,
but I got from ANC after becoming pregnant” (Buraya)

“I’ve got information and treatment from a doctor and nurses at Ban rom yean
(AIDS clinic), they suggested me to receive the medicines every three month and
take my blood checked every six month, and pregnancy care from ANC clinic.”
(Kanchana)

6.9.4 Couple and family support

In this study, it was found that almost the husbands (11 out of 13) who had had HIV
concealed from them were ultimately supportive of their wives. Those husbands still
living with women, did not leave as the women feared and began to support or
encourage their wives until the baby was born (some women gave birth during data
collection period):
“I'm HIV positive and pregnant, my partner is a foreigner, he understands my
situation and encourages me to have no worry, don’t stress he said. He sent the
money from abroad to take care a baby, he has come to visit me at least once a

vear, he’s not a rich man and he send the money every month. This support
helps me not in trouble too much” (Hom)
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“My husband wasn't infected, after he knew and accepted my HIV, he told me
“that’s fine, I would not leave you, I will help you take care our baby”
(Uraiwan)

“Supports each other in my family which both of us are infected very important
to each other too, we have to support and encourage our family, no one can’t

’

help if we leave each other. I love him and he loves me, and our children....’

(Sai)

“I live with my mother and brother after divorce from my husband, they are very
important to me, they accepts me. They know that, my HIV status could not be
changed.....” (Lew)

“It’s very important to me. My parents told all members not to drive in me but
take care of me, because I'm considerably distressed. My mom gives an advice
for everything; disease and life. Also my husband told that he never left me
alone, would live together, and did not fear what would happen” (Tukta)

“It’ pretty good, my family are very good to me but they don’t know my HIV.
When they knew I was pregnant, they wanted to help me to look bring up my
baby, especially after giving birth. When my health is strong, I’ll return to do my
sewing job. Yes, my husband supports me also, he has to work” (Aree)

Although all of the husbands (13 out of 13) initially accepted this news (women’s HIV
positive) and almost of them (11 out of 13) chose to stay in the relationship 2 husbands
later left the women (Lew and Napat). Lew’s HIV negative husband left 2 years after
knowing her HIV positive status, he and Lew decided to divorce and he left a few
months before the interviews for this study. For Napat, her pregnancy was as a result of
her sex work and her husband, although initially accepting this situation eventually
decided to leave her (4 months later) — although they still contacted each other by phone

occasionally. (See their background in appendix G for further details).
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Husband’s HIV results

7 out of thel5 husbands were HIV negative. 3 were positive before their relationship
with the woman in this study and transmitted HIV to their wives (Malee, Navarat and
Sai). 5 men’s (husbands of Panida, Peungpen, Napat, Hom and Aonicha) HIV status
was unknown before they met the women in this study because they did not have a test

(Please see details in demographic data table in table 6.2 and appendix G also).

6.9.5 Accepting the consequences of pregnancy and HIV disclosure

Part of the latter stages of decision making involved women accepting the
consequences of the decisions that they had taken. In terms of their pregnancy, women
would accept the outcomes; whether a baby would be infected or not, a baby would
healthy or not and also any economic impact of the pregnancy. Women would also
accept the consequences of their HIV disclosure such as a period of instability within
their relationship with their husband or stigma from the people who would now know

their HIV status (husband, family, health care provider or neighbour):

Yes, I'm worried about 2 things, firstly, It is the most worried for me that I'm
afraid my baby will be infectious. Secondly, relationship with my husband in the
future because he isn’t infectious, I'm afraid that he’ll find another woman
without HIV positive disease. However, if my baby would be infected, I will love
and take care my children always. If he leaves me, I will be strong and try to
keep my life going on” (Tukta)

“There are two types of HIV mother, one is that the mothers not accept the baby
in womb, they may think about doing abortion of unborn baby or abandon baby
after born in order to have new life, some women would kill themselves (suicide)
to eliminate any problems. Another one is women who can accept baby, these
women love their baby more someone love more than love herself” (Sai)
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“So far, I don’t care, don’t think too much about how people think of me, I'm
not look down on myself. I have faced and passed many troubles in my life. Now,
I'm divorce, if my husband doesn’t respect me, he would tell about my HIV to
others, I don’t care, no worry. I think that I'm already got HIV, It can’t change,
and I'm not harm or hurt people....Now, I live for my baby and my mum ~ (Lew)

“In the future, whether this baby would be infected or not, my husband would
stay or leave me, I must be strong now and would live by myself although it will
be hard” (Aonicha)

R I would happy if my baby were not infected but...Umm...a doctor said
that this baby would be infected because of lack of ARV drugs, I didn’t take the
drugs continuously. For the previous pregnancy, I took the drugs continuously.
After giving birth, I had stopped taking until I knew that I became pregnant at 5
months. However, I have to accept it whatever will happen I will live for my
children. Furthermore, the doctor let me think about how I plan for an infected
baby if a baby be infected. Yes, I have. I intend to take care of a baby and feed
her AVR syrup as told.” (Panida)

......... My babies! Now I have one in my body, one is waiting at home. How
they will be are important. I have to go on with my family and am ready what
will happen next.” (Aree)

6.10 Category 6 “Adapting to their decision”

S
- "What will
Positive .
thinkin be will be,
& let it be"
J

Preparing for
delivery and

Adapting future
to their

decision

Figure 6.11: The relationship in category 6
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Women use their beliefs as important strategies for managing fears and adapting,
explaining and justifying their decisions in relation to their pregnancy. Their religious

faith was an important element of this - called “Rule of Karma”.

There were 3 targets of adaptation in this study; Adaptation to Self, adaptation to

pregnancy and adaptation to their relationship with their Husbands.

6.10.1 Adaptation to Self: "It's my Karma" or “something wrong or mistakes in

the past”

Those women believed that their infection was caused by Karma and mistakes by them
in the past. So, the strategy women living with HIV used was the acceptance of
“Karma”. Karma; when they believe that their infection was the result of karma that
was committed to them in this life or in the past. They have to accept and compensate
for Karma. To manage Karma women are required to do good deeds for bad Karma to

be ‘blown away’.

Likewise, they believed that their HIV infection is also caused by such karma as some
women had had unsafe-sexual intercourse in the past and therefore believed that they

were being affected by “something wrong or mistakes in the past”:

“It’s my Karma, I have accepted it and paid for by myself, I didn’t blame
anybody including my ex-husband who had transmitted HIV to me, just blamed
myself what a silly me....” (Aree)

“....I had blame myself what the bad things and bad behaviours which I had
done in the past.....It myself Karma to accept” (Napat)

“It’s my Karma which turned from my parent, my father was a playboy, he
might hurt many women then those women or their parents could anathematize
for his scandal behaviours. So, this Karma can entail to me. However, Karma
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isn’t the main matter for me, it was something wrong which I had done in the
past by foolishness, during my teenage time I spent my time in waste way and
prank” (Lew)

“I'was just 17-18 years old at that time, I was innocent and didn’t relies on the
dangerous of sexual disease transmission such AIDS via sexual intercourse
with my boy- friend. I have reflected thinking back to that time, I might be
infected from one guy but how I can do now, I can’t change anything in the
past. I wished, I could have changed the past.....” (Muay)

)

“I can’t change my HIV positive so, nowadays I'm living as a normal one...."
(Aonicha)

6.10.2 Adaptation to Pregnancy (An unborn Child): Positive thinking and

motherhood

Alongside the belief in Karma women also began to focus on the positives of their
situation — by concentrating on their baby. Woman indicated that a baby is the most
important person, a heart of motivation and a meaning for living. The strategy used to

adapt to being pregnant and to the unborn child was thinking positively.

Positive thinking

A negative element of their pregnancy for all the women was the fear of a child’s
infection. Therefore, a positive thought was used to negate this. Positive thoughts and
reasons derived mainly from the reliability of the effectiveness of antiviral drugs to
decrease in the risk of their baby’s infection helped women to believe that their baby
will not be infected. In addition, the majority of women (9 out of 15) had a child before

this pregnancy and they had delivered a child HIV-negative then for example.
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Moreover, positive beliefs about the effectiveness of antiviral drugs also helped women

frame their pregnancy more positively;

“My first child was HIV negative although I knew when I had being pregnant
up to 4 months then started medicines. So, this unborn baby would not too
because I have been taking before becoming this pregnant. The doctors said that
“you are taking ARV, don’t worry, If you are worry too much, your CD4 would
be decreased and your health would be weaken, a baby would not full healthy”
so, I became taking care myself and my unborn baby, took ARV constantly
although I have been allergy some medicine, I have vomiting and fatiqued but 1
‘m still taking for my child” (Sai)

“I knew that I was infected since become first pregnant, this one is the third, all
of my previous two children were not infected. So, this baby would not too, 1
expected that way” (Aonicha)

“So far, I have less worried because I had talked and seen with some HIV
mothers who were got 1 and 2 children, their children without HIV positive so, I
do. If I'm on ARV constantly, my baby would not be infected, I'm quite sure
about this, it was waste time to worry about it......I don’t care, don’t think too
much about how people think of me, I'm not look down on myself.....”" (Lew).

Motherhood and bonding
Women indicated that feelings of motherhood were intensified when they became
pregnant. This increased as their pregnancy progressed, and their baby grew bigger in

their womb, enabling them to sense its movement:

“For me, ... motherhood is very important, I would do any things in order to
against HIV infection to my baby such I would take medicines everyday even
sometime I could not tolerant with side effects, I would not abandon my child
even if he would be infected, thought that whatever happened, [ would love my
child in any ways.... There are two types of HIV mother, one is that the mothers
not accept the baby in womb, they may think about doing abortion of unborn
baby or abandon baby after born in order to have new life, some women would
kill themselves (suicide) to eliminate any problems. Another one is women who
can accept baby, these women love their baby more someone love more than
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love herself...I'm a mother, I can accept myself, my husband and my children
and I love them so much...” (Sai)

“I'm very glad to become pregnant and have my own baby, when I saw other
children, I always feel happy and now I have my baby. When I knew that I got
pregnant, my tear came out from my eyes with happiness. ... I'm really happy
especially when a baby is moving in my womb. I think that he (the baby) is
communicating to me, response to me, wants to react to me. I can’t wait to see
his face..my son” (Buraya)

“I want to become pregnant, [ wished to grow up children (smile widely), I have
experienced with taking care of my younger sister, my husband wants me to
have our own child, because my husband and I love children... I don’t think and
worry so much and take it easy.” (Kanchana)

“....1 live right now because of my baby. I want to take care of them best...
I'm afraid that he’ll find another woman without HIV+ disease. However, if my
baby would be infected, 1 will love and take care my children always. If
he(husband) leaves me, I will be strong and try to keep my life going on”
(Tukta)

“So far, I don’t care, don’t think too much about how people think of me, I'm
not look down on myself. I have faced and passed many troubles in my life. Now,
I'm divorce, if my husband doesn’t respect me, he would tell about my HIV to
others, I don’t care, no worry. I think that I'm already got HIV, It can’t change,
and I'm not harm or hurt people....Now, I live for my baby and my mum ~ (Lew)

“I'm also afraid that my baby may be delivered with physical disability because
I had done abortion, it might affect to my unborn baby.......I live right now
because of my baby. I want to take care of them best *“ (Tukta)

......... My babies! Now I have one in my body, one is waiting at home. How
they will be are important. I have to go on with my family and am ready what
will happen next.” (Aree)

Some of participants indicated that they will “do my best” as a mother:

“...My husband is not living with me now, he is a foreigner and living abroad.
He wants me take care a baby at home, he has been sending me the money every
month. I'm doing my best now as a mother, I will do my best to care of her

during and after birth” (Hom)
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“......] live right now because of my baby. I want to take care of them best”
(Tukta)

“It’s my duties, I'm a pregnant I have to take care my baby in me best” (Napat)

“It’s my responsibility, as a pregnant I have to set alarm clock to take medicines
at the same time ever day, eat the healthy food and have a good mind, ....just do
it like that and do as much as possible, do it best. However, for a good mind I
think I have not do well because I'm often moody, irritation, and drink coffee”
(Malee)

6.10.3 Adaptation to Husbands’ Relationships: ""What will be will be, let it be"

The strategy used towards any issues in their relationship was “What will be, will be”.

This thought might occur as a result of preparing to accept the negative effects that

may occur in the future, such as their husbands’ desertion, preparing themselves to

accept their husband’s HIV infection, and a whole family’s infection at worst. The

thought, “What will be will be”, occurs with preparing themselves to experience the

situations which they cannot define or control. Their goal was to lessen current

tensions and it was a way to prepare them for potential bad news in the future:

“Yes, I have reminded myself because he isn’t infectious. I'm afraid that he’ll
find another woman without HIV+ disease in the future. However, he told me
that he never left me and our baby....but I don’t know nothing is guarantee and
I'm infected, he isn't......Just live and let it be, what will be will be......... ”
(Tukta)

“It already happened .We had a baby, and he had to be accepted. “Don’t
worry about the blood test result, [ would infect, if I'm infected, let it be,” said
he “(Tukta)

“We are just living with each other as long as possible, what will happened in
the future, will be” (Aonicha)
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“I decided to live with him from my HIV negative to positive, I would not leave
him alone, let it be... ” (Sai)

6.10.4 Preparing for delivery and the future

The last step of the pregnancy decision process is preparing for delivery and the future.
From acceptance of the decision to adaptation to self, a baby and husband, women had
found ways of thinking to cope with their situation, as thoughts became more positive
women began thinking of plans and behaviours such as how to take care of their baby,

preparing for childrearing, the postpartum period and some sort of future:

“I have planned to tell my mother come to help me taking care a baby after
maternity leaving. During leaving I will take care my children (Aonicha)

I care of my child, I couldn’t have free life style as a single because I'm going
to be a mother. I'm going earn and save the money for baby and future, it’s
hard to be a single mum but not too much, I think I can do it as well as
possible...” (Lew)

“I don’t intend to have more child after this pregnancy, I have already
discussed with my husband that If this baby birth I'll do sterilization. After a
baby birth, I don’t allow my baby to drink my breast milk, but powdered whole
milk because a baby would receive HIV by breast milk. I think that my mom can
help me taking care my children. After 5-6 months, I'll find a job to do because
my baby may be strong enough” (Tukta)

......... Furthermore, the doctor let me think about how I plan for an infected
baby if a baby be infected. Yes, I have. I intend to take care of a baby and feed
her AVR syrup as told” (Panida)

“I can’t wait to see his face.....my son....I will take care a baby as a doctor and
nurses told me, I won't feed breast feeding, I will feed syrup medicine for the
baby, I wish I would live as long as possible, may be many years to take care my
baby, I have to take care myself best to be healthy. A doctor told me that I would
live up to 10 years if I take care well myself and take ARV drugs regularly. I hope
that, if something would happen to me later, my husband would take care our
child...” (Buraya)
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1 wished to grow up children (smile widely), ... I don’t think and worry so much
and take it easy. I think that if she is born, I can take care of her. In the future, if |
should die, I would ask for help from my husband and his relatives. If my baby is
born, I'll have enough money, and I'll be supported by my step mother because
my grandma is too old to take care of a child. (Kanchana)

“I would do anything for better life as far as I can...I even thought that if I and
husband would die, before that, I would send my children to the orphan
foundation houses which I have contacted... ” (Sai)

6.11 Conclusions

The main research question of this study has been investigated using a constructivist
grounded theory approach. As the result of the data analysis, a model of pregnancy
related decision making process consisting of 6 categories was constructed. This
complex model is proposed to explain the issues and struggles these women went
through as part of their HIV positive pregnancy journey. The model shows how they
faced dilemmas along the way and throughout had to make difficult decisions. They did
this by using the concept of ‘balancing’ — weighing the issues and consequences of each
stage of their pregnancy and the decisions it required of them. This included managing
the disclosure of their HIV status, decisions about even whether to continue their
pregnancy through to eventually arriving at a place where they were able to accept their
pregnancy and manage, with health professionals help, their pregnancy and lives in a
positive way. The next chapter will discuss the findings by placing them in the context

of both the empirical and theoretical literature.
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Chapter 7

Discussion

The pregnancy decision making process for these women who living with HIV is not
simple, and is influenced by the infection itself, socio-economic factors, stigma and
discrimination from others and their own and others personal and social beliefs. This
chapter will place the findings in the context of the empirical literature presented earlier
in the thesis — exploring and discussing how this study adds to that research. It will also
look at the theoretical context of the grounded theory of pregnancy decision making
process and present how this study links to those theories. The chapter is divided into 2
sections. The first section will discuss the model and its 6 categories in detail, linking
them to the most significant global and Thai literature — including the concept of
balancing as the concept guiding the decision making process. The second section will
cover the theoretical issues emerging from the study — particularly around pregnancy

decision making.

7.1 Section 1: Discussion on the overall model and categories

According to Charmaz (2006: 130), “A constructivist proceeds to the phenomena to see
how and why the participants construct the meaning and action in specific situation by
interpretation of participants and a researcher”. In this study, based on a constructivist
grounded theory, a substantive model was a produced and demonstrated how women
living with HIV construct their pregnancy choices and decisions around 6 categories; 1)
Concealing HIV positive status from husband, this category was divided into 2

subcategories; disclosed and concealed. The factors affecting a disclosure decision were
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weighing the pros and cons of concealing — informed by the fears and information that
they had at this stage; 2) Desire to have a child, influenced by 3 factors; the reasons to
have a child, seeking information and the desires of significant others (husband) in
wanting a child; 3) becoming pregnant, was divided into 2 subcategories; planned and
unplanned pregnancies. The factors affecting becoming pregnant were fear and
contraceptive and safer sex information; 4) keeping or terminating pregnancy, was
divided into 2 subcategories; terminating and keeping pregnancy. The factors affecting
this bivalent decision were pregnancy disclosure to husband and fear; 5) accepting a
decision, consisted of 2 subcategories; accepting a pregnancy (baby) as wanted
pregnancy and accepting the consequences of pregnancy and HIV disclosure. The
factors playing significant roles to pregnancy acceptance were Ante Natal Clinic (ANC)
support, mother to child transmission information and couple or family support. In
addition, “loss of control” relating to HIV concealing control and “HIV disclosure
crisis point” were discovered and offered as key factors in this stage; 6) adapting to
their decision, this stage was divided into 3 categories; adapting to self, women using
religious belief as “Rule of Karma” and reflections on the past as “something wrong or
missing in the past”, adapting to the pregnancy and the baby by using “think positively
and motherhood”, and adapting to husband and further relationship with husband as

“what will be, will be” and “let it go”.

7.1.1 Category 1 “Concealing HIV positive status from husband”

All of the 15 women decided to conceal their HIV status from their husband at first,
just 4 women told their husband before pregnancy, 11 out of 15women told their

husbands after getting pregnant and 2 women kept their HIV status secret until much
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later in the pregnancy. The women had many reasons to conceal their HIV status.
Firstly, they feared the negative results of disclosure. Secondly, they struggled with a

difficult situation such as how to break their news, how to start with this issue.

HIV disclosure related to stigma and discrimination

Many studies show that the issue to disclose HIV status or not varies - some women
disclose while many do not (Hardon et al., 2012; Rujumba et al., 2012; Carter & Kraft,
2013; Hernando et al., 2014). Deciding whether to disclose or conceal HIV to someone,
especially a new partner, depends on personal beliefs, perception of level of stigma and
discrimination to self and the level of relationship with those people. Sanders (2009)
analysed the issues of disclosure amongst women with HIV and found that decisions
about disclosure and the timing of disclosure were complex and often based on the
assumption the women had a sexual relationship that was going to develop into a long-
term one, and that there was complex mixture of emotions including fear, stigmatization
and denial affecting the decision to disclose. In Sander’s (2009) study all of the
participants desired children but also wanted to protect their husband from transmission.
In this study of Thai women the issue of wanting to protect husband from transmission
did not feature strongly — perhaps because some were using condoms, but protecting
their husbands did not appear to be a strong motivation factor. The relationship between
HIV disclosure and stigma among HIV infected people is identified by Brickley et al.
(2009) where participants chose not to disclose their HIV status fearing stigma and
discrimination. In addition, they described how participants chose not to disclose their
HIV status to family members because firstly, they were in stable health and were able

to hide their infection, secondly, participants expressed concern about causing
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emotional trauma to family members, and thirdly, the participants worried that their

children could face discrimination whether they were infected or not.

HIV disclosure relates to the nature of the relationship

This study of Thai women found that in the early part of the relationship women had not
wanted to tell their husband about their HIV positive status until they were sure about
the relationship. If the relationship between women and couples was strong, they would
plan to reveal their HIV status. If it was not, they would keep it secret. Women would
weigh the significant pros and cons of disclosure each time. This aligns with the work
by Derlega et al. (1998) who found that women weigh carefully who to tell about HIV
and that factors such as the importance of the relationship, the level of relationship,
length of time of the relationship and the development of trust were all considered

within the decision making process.

Hays et al. (1993) describe how women may receive psychological benefits from
disclosure if surrounded by understanding family and friends — but that many also do
not disclose because they fear that their partners will leave and they will attract social
stigma and discrimination if their HIV positive status becomes known. In other words
there would be few benefits of disclosure (Hays et al., 1993). In this study the HIV
positive Thai women were clearly aware of the potential consequences of disclosure and
this was a result of their awareness on many of the widespread beliefs about HIV in

Thailand.

In general, Thai people have negative attitudes to HIV positive people. Attitudes such as

prejudging, rejection, disapproval, and discrimination have been linked to the public’s
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fear of AIDS and the belief that HIV is associated with risk behaviours/groups of people
such as sex workers, drug addicts, the sexually promiscuous and men who have sex
with men (Ross et al., 2009; Thiangtham & Bennett, 2009; Ministry of Public Health,
2014). The Thai public’s fear of AIDS is also driven by the belief that there is no
method or treatment that can cure HIV infection and that it is a deadly disease. So, in
Thailand people with HIV can still face significant social stigma and discrimination

(Ross et al., 2007, 2009; Thaingtham et al., 2009).

More recently, in Thailand, HIV has moved away from high-risk groups to women who
are the wives or housekeepers infected by their husbands. However, this has created a
sense of the innocence of these women and how they became infected (Ross et al.,
2009; Youngwanichsetha et al., 2010; Ministry of Public Health, 2014) — the strong
negative attitudes against HIV continue to persist. Consequently, most Thai people
living with HIV/AIDS including the pregnant women in this study decided to conceal
their status rather than disclose until visiting the ANC service to avoid suffering from

social stigma and discrimination.

However, whilst the women chose to not reveal their HIV status in order to avoid
problems such as stigma this led to another problem; the risk of transmission to their
husband/partner during having unprotected sexual intercourse. Choosing to disclose or
not disclose HIV to another is affected by what Derlega and Barbee (1998) refer to as
the “social implications” of disclosure and would depend on an individual’s personal
characteristics and their perception of people and how those people actually react to

them. In this study, driven by the fears of the consequences of disclosure and being
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aware of the risks to their husbands the women decided to conceal their HIV status from

their husband — although the length of time for this non-disclosure varied.

7.1.2 Category 2 “Desire to have a child”

In this study all the women knew their HIV positive status before becoming pregnant
and desired to have at least one child with their current husband. This desire was a
strong motivating factor and this part of the decision process was divided into 4 parts;
desire to have a child, the reasons to have a child, significant persons and seeking

information.

Firstly, the desire to have a child among women who living with HIV, this desire is
seen within the global literature; HIV positive women desire a child despite their HIV
infection (Cooper et al., 2007; Nobrega et al., 2007; Gogna et al., 2009; Marcellin et al
et al., 2010; Firth & Wang, 2012; Loutfy et al., 2009, 2012; Huntington et al ., 2013;

Hernando et al., 2014).

This desire is often against strong social disapproval of women with HIV having a child
(Cooper et al., 2007; Ross et al, 2007; Kanniappan et al., 2008; Sanders, 2008; Barnes
& Murphy, 2009; Demissie et al., 2014; MacCarthy et al., 2012; Liamputtong &
Haritavorn, 2014). Despite this, many women in this study and those in prior studies
still wanted children. Although the desire to have a child by women who living with
HIV is often against social opinions, as Barnes and Murphy (2009) found, many women

chose to weather these social opinions and become pregnant.
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This study also found that although women desired to have a child and become pregnant
they were reluctant to tell their health care providers in HIV clinics. This was because
they were afraid of the health care professional’s reaction to this. This reluctance is also
reflected in the global literature where women fear a judgemental reaction from their
health care providers (Cooper et al., 2007). Indeed, Finocchario-Kessler et al. (2010)
found that just 31% of women living with HIV of reproductive age discussed their
childbearing plans with their provider. In Thailand the research amongst HIV health
professionals also shows that many feel women who living with HIV should not
become pregnant (Youngwanichsetha et al., 2010; Ross et al., 2013; Liamputtong &
Haritavorn, 2014). This study has shown that these attitudes and beliefs held by health
professionals are conveyed to women in HIV care services (but not ANC care services)
with women in this study reporting instances of disapproval and blaming coming from
HIV care providers in relation to HIV related pregnancies. This demonstrates that many
of the Thai negative beliefs and attitudes towards HIV even make their way into the
health care environment and affect the openness of women about their pregnancy plans

and desires.

Secondly, the reasons why the women wanted to have a child. This study found that
there were many reasons such as wanting at least one child with their current husband;
their husband wanted a child (ren), they loved children and wanted to be a mothers. In
addition, they trusted that their ARV treatment would maintain their health and also
reduce the HIV transmission rate from mother to child, this enabled women to think of

their future raising children.
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Deciding to have a child in women is related to the concept of motherhood. Women in
this study decided to have and carry a pregnancy because they loved children and they
wanted to be a mother and seen by others in a mother’s role. Motherhood is described
by some as a basic instinct of being a woman — a biological factor influenced by
psychological and social norms (The Royal College of Midwives, 2012). In this study
the women demonstrated their desire to become mothers. In a Thai context, motherhood
holds an important status and women are expected to have children when they marry —
so there is a social pressure on women that compounds their desire to have a child (Ross
et al.,, 2007; Youngwanichsetha et al, 2010; Liamputtong & Haritavorn, 2014).
However, the women had to balance this against the stigma associated with HIV
infection with pregnancy in a Thai context. The way they chose to do this was by

becoming pregnant but concealing their HIV status.

Thirdly, all of the 15 women declared their decision to become pregnant was
influenced by the desire of their husbands to become a father. However, this was
without the knowledge that their wife was HIV positive. This decision not to disclose
seemed related to not trying to dampen this desire for fatherhood — indeed, the women
revealed that if their husbands had known their HIV status before they became pregnant,

he would have not desired to have a child.

The impact of a male partners desire to have a child has also been seen in international
studies. For example, Nobrega et al. (2007) found the variables independently
associated with women's desire to have a child was the partner's desire for a child, a
partner who did not know about the woman's HIV positive status was negatively

associated with the woman's desire for a child. In addition, other family members
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wanting a child also affected women, Oosterhoff et al. (2008) found that the family’s
role in decision making about childbearing by an HIV infected woman was an important
factor that affected women. In addition, Beyeza-Kashesya et al. (2010) found among
couples in which the woman was HIV positive, young age and relatives' expectations
for children were significantly associated with increased fertility desires. Within this
literature there were no accounts of women deliberately concealing their HIV status
from their husband in order to become pregnant; something that this study adds to our

understanding of HIV related pregnancy.

Lastly, seeking information; a key factor that influenced the desire for a child was the
HIV therapy they were receiving, and the health information they had about HIV
transmission rates. Women gained this from their ANC health providers. Studies
internationally show that as women become more aware of the way HIV risks to their
baby can be reduced and also the support they can receive from health care providers (in
the ANC) their desire to have a child outweighs the risks (Taha et al., 1995; Sheri et al.,

2004; Chilongizi et al., 2008; Gruskin et al., 2008; Finocchario-Kassler et al., 2010).

7.1.3 Category 3 “Becoming pregnant”

11 out of the 15 pregnancies in this study were “‘unplanned’ with 4 participants saying
their pregnancy was planned. However, in any case the fact that a pregnancy occurred
shows that all the women had unprotected sexual intercourse with their partners.
Furthermore, all 15 participants intended to have a child at some point —when they had
more money or had told their husband about their HIV status for example. However,

in reality, most of them were pregnant earlier than their expectations and plans,
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especially amongst the group of women who concealed HIV status to husband.
Furthermore, although women used the term ‘unplanned’ it seems that they mean this
quite literally ‘at that point’ as they were aware of the chances through unprotected
sex. In addition — these women were also reluctant to ask their husband to use a

condom as this would raise suspicions as to the reason for this.

In this study then the use of the term ‘planned’ would fit with the definition of
‘planned pregnancy’ by Barrett and Wellings (2002) which was when a women had a
conscious decision to become pregnant and that her and her partner had discussed
about how the baby would fit into the women or couple’s life. The explanation of
“unplanned” was lack of intention to become pregnant. In another words, it would be a
“mistake” and “accident” to become pregnant. However, these terms actually cover
women who desired to get pregnant and those who — although aware of the risk — still
thought of the pregnancy as unintended. This also affected the way women responded

to their pregnancy related to abortion decisions that will be discussed later.

Kikuchi et al. (2011) investigated factors associated with unintended pregnancies
amongst women living with HIV knowing seropositive status, and also factors
associated with the non-use of contraceptives among women who living with HIV
under ART, found that among all 565, 263 had sexual intercourse during the last three
months. Of them, 85 women did not use any contraceptives. Sanders (2009) found
sexual behaviours in 9 pregnant-women who had become mothers post-diagnosis that
some of them were vigilant about condom use in the beginning of a relationship. The
women reported that as time passes, more risks were taken and condom use decreased.

What none of the studies show is how this sexual behaviour fits with pregnancy related
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decisions — where this study does show how this ‘risky’ sexual activity fits within a

larger pregnancy decision taking model/process.

In the data there was some discussion that ineffective use of contraception was also a
contributory factor; missed pills, lack of knowledge of safer sex and non-condom use
for example were cited as one of the reasons some women became pregnant earlier
than expected. Although Thailand has high percentage of contraceptive prevalence in
reproductive age at 80% (Bureau of Policy and Strategy, 2013), contraceptive health
education in specific groups such as teenagers and high risk of sexual transmission

diseases (STDs) groups especially AIDS are still insufficient.

Studies in Thailand describe how insufficient information during the reproductive age
contributes to the rates of unwanted pregnancy in teenagers, sexual disease
transmission, high rates of illegal abortions and new born baby abandonment amongst
young women (Ministry of Public Health, 2014; Ministry of Public Health, 2015) and
can create suicidal ideation among Thai women who living with HIV all ages
(Boonpongmanee et al., 2003; Thiangtham et al., 2003; Ross et al., 2007; Ross et al.,
2009; Thiangtham & Bennett, 2009). A lack of male condom use in this study supports
the findings of other studies that negative attitudes towards using the male condom by
the husband is the main cause of problem in Thailand (Kaewruomwong & Singchai,
2009; Rujkorakarn et al., 2010; Ministry of Public Health, 2014). Internationally,
inconsistent condom use was found in women who living with HIV and couples
(Nakaie et al., 2014). When condoms were used inconsistently, the highest rates of
unintended pregnancy were observed among couples requesting condoms compared

with contraceptive methods (Kikuchi et al., 2011; Wall et al., 2013).



239

So, lack of safer sex information and knowledge are the main reasons for the spread of
HIV in Thailand (Ministry of Public Health, 2014, 2016). For example, Rujkorakarn et
al. (2010) studied the sexual behaviour of Thai HIV infected people of both sexes who
were taking ARV and found that women considered that they could not refuse sexual
intercourse irrespective of the use of a condom or not - as sexual intercourse was their
duty, whereas men were much more in control over whether a condom was used or not.
Moreover, some HIV positive people in this research revealed higher rates of sexual
activity as they felt better due to the ARV treatment they were taking - this sometimes
led to unsafe sex behaviours and of some of women who living with HIV becoming
pregnant. (Rujkorakarn et al., 2010; Ministry of Public Health, 2014, 2016;

Kaewruomwong & Singchai, 2009).

Finger et al. (2012) also found that the pregnancy rate in young HIV positive women
was associated with increased rates of unprotected sex with their non-concordant
partner. Similarly, Kikuchi et al. (2011) found that unintended pregnancies in women
who living with HIV using ARV was associated with having sexual intercourse during
the last three months with non-use of contraceptives. In addition, Sanders (2009) found
pregnant-women who had become mother post-HIV diagnosis were vigilant about
condom use in the early stages of a relationship, but as time passed, more risks were

taken and consistent condom use decreased.

7.1.4 Category 4 “Keeping or terminating pregnancy”

When faced with the news that they were pregnant 12 women decided to keep their

pregnancy and 3 women attempted an illegal abortion (up to 1-3 times in one instance)
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but failed — with all 3 eventually deciding to keep their pregnancy. At this point in the
decision making process all the women faced a bivalent decision between seeking an
abortion and keeping the pregnancy. The reasons for keeping the pregnancy were fear
of committing a sin (rule of Karma in Buddhism), fearing the complications of an illegal
abortion, the prolonged gestational age (GA), wanting a child eventually, feeling
connected to the baby in womb, desire for motherhood, husband had accepted her HIV
status and the pregnancy. On the other hand, the reasons for an abortion were women
feeling not ready to become pregnant, that a pregnancy would result in them having to
reveal their HIV positive status to their husband, the fear that the pregnancy will
damage the relationship with her husband, and worried about that the child becoming

infected with HIV.

The factors in the HIV pregnancy decision process in this study are similar to those
described in the international research on HIV pregnancy (Liamputtong & Haritavorn,
2014; Ross, 2013; Chi et al., 2011; Youngwanichsetha et al., 2010). In addition, Chi et
al. (2011) explored decision making with 20 women who living with HIV in Vietnam
who decided whether to continue or terminate their pregnancies. They found that 13 of
20 pregnant women with HIV positive decided to terminate pregnancy because of their
concerns about HIV social stigma, disapproval by their partners and family, their short
life, and their babies difficulty life (whether getting infected or not). 7 of 20 women
decided to keep their babies because they, their husband and other family members
wanted a child. They described feeling hesitant, insecure and uncertain about what to
do. Some women revealed that they made pregnancy decision responding to the needs

and demand of their husband or others while some women decided their own choices
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(Chi et al., 2011). Unlike this study, none of these international studies found, explicitly,

that an abortion was considered to protect a woman’s HIV status from her husband.

Youngwanichsetha et al. (2010) found that HIV positive pregnant women weighed their
options regarding the continuation or termination of their pregnancy. Being ambivalent
between continuing and terminating was based on 4 things. Firstly, being concerned
over mother to child transmission of HIV; they were worried that the children would be
infected and they did not want to give birth to infected children. Secondly, the desire to
have a child and the social value of motherhood. Thirdly, preferring to keep the child;
women who preferred to keep a child expressed a strong desire to have a child, had a
planned pregnancy and had a low concern over mother to child transmission of HIV.
Fourthly, considering an abortion; women who preferred to do an abortion expressed a
low desire to have a child, had an unplanned pregnancy and had a high concerns over

mother to child transmission of HIV.

In short, although most women faced the choice of an abortion this would have needed
to be illegal and was one that might be seen from the perspective of Thai laws and
beliefs about abortion in order to fully understand this aspect of the decision making

process concerning the women in this study.

Abortion law, policy and beliefs in Thailand

Abortion is largely illegal in Thailand as it is against Buddhist beliefs and laws. In Thai
law there are fines or even imprisonment associated with seeking or conducting an
abortion (Kusalanan, 2011). However, there is a legal exception when the mother’s life

is in danger. There are many conditions and diseases that are included in this law but
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HIV/AIDS is not one of them (Youngwanichsetha et al., 2010; Kusalanan, 2011).
Therefore, the only path to women living with HIV who did not want to continue with a
pregnancy was an illegal, potentially very unsafe and very ineffective procedure. In
addition to legal barriers there were strong beliefs around abortion in Thailand that also

influenced women’s reproductive decisions.

Thai culture also views abortion as wrong — largely influenced by Buddhism. Firstly,
Buddhism believes that nobody should violate another. Physical, mental and verbal
violence to self and others are considered as “bad sin or bad karma”. Abortion in
Buddhism is killing someone, killing self or someone else is considered as severe bad
karma which the makers would receive the highest punishment in their next life. In this
study, there were 12 Buddhist women who avoided doing an abortion due to their fear

of bad Karma.

Nevertheless, despite the legal and religious influences there were 3 women who
decided to seek an illegal abortion, some of them tried to do it more than two times.
Doing an abortion was a contrast to their religious beliefs and also illegal but these
women indicated that they really needed to do it as they had no way out on their
situation. The women also thought that if an abortion was successful, many further
problems would have not happened. It seemed to be “selfish” to decide to terminate a
baby by others’ views but for women it was a “survival way” for a better future. It was
also the case that some women decided to abandon their religious beliefs in order to

keep their HIV secret.
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7.1.5 Category S “Accepting a decision”

This stage of the decision making process would emerge when women started to
recognize and realize that they are women who living with HIV and accept their
pregnancy. Pregnancy acceptance consists of two linked two sub-categories: 1) wanted
pregnancy, 2) I will accept the consequences of being pregnant and an HIV positive
woman (pros and cons in terms of an infected child and a husband’s relationship in the

future).

Even though some women claim their pregnancy was unplanned — and also some of
them tried unsuccessfully to have an abortion — all 15 women eventually reached a stage
where they came to accept their pregnancy. This was partly due to the matter of
unplanned pregnancy becoming a wanted pregnancy — an example of how ‘unplanned’
does not always mean ‘unwanted’. This point is made by Barrett and Wellings
(2002:550), “unplanned or unintended pregnancy could become a wanted pregnancy”.
However, once deciding that the pregnancy was wanted the women were very aware
that this created a situation they had to face — a situation which involved them having to

manage the consequences of their pregnancy.

These consequences were whether her baby would be infected or not, whether her baby
would not be healthy due to the complications of an illegal abortion attempt, economic
issues (leaving her job for example). However, although challenging, the issue of
disclosure of her HIV status (for the women who had not already disclosed) became a
very real matter. In this part of the decision process women realised that there may be

consequences to their HIV disclosure, women would have to accept whatever may
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follow disclosure, such as, an unstable or unpredictable relationship with their husband
and stigma from the people who would know their HIV (husband, family, health care

provider or neighbours) in the future.

HIV disclosure ‘control and out of control’

A crucial stage in the decision making process was the involvement of the Ante Natal
Clinic (ANC) and the health professionals the women engaged with at this stage of their
pregnancy. At the ANC, HIV status is routinely discussed with all women — with
women either disclosing their status or undergoing HIV screening. All of the 15 women
in this study had already had their HIV status confirmed so the discussion with the ANC
nurse turned to the next step of inviting the women’s partner/husband for HIV screening
also. However, this advice was only a recommendation to the woman to do so — there is
no compulsion. At this point, women who had not disclosed their status experienced a
“loss of control” in that they were now faced with a strong motivation to inform their
husband. This was a cause of worry — but the ANC also offered a way of gaining help

with this difficult issue.

This study found that ANC nurses played an important role of women’s acceptance of
their pregnancy, having a positive outlook and also facilitating the disclosure of their
HIV status to their husbands. This mental and physical support from nurses at the ANC
during pregnancy was a great support and a turning point for these women. Similar
support for women living with HIV who often feel isolated is described by Rujumba et
al. (2012), who found that most HIV-positive women requested health workers' support

in disclosing their HIV status to a partner or husband. Tyer-Viola (2007) and Hanh et al.
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(2009) also report how good ANC care helped women with HIV make decisions about

their pregnancy, disclosure of HIV status and birth decisions.

However, despite this support in the ANC some women in this study stated that they
still faced negative attitudes from some health care providers and did not want to share
their story too much. This ‘mixed-picture’ is also reflected in the literature — studies still
reveal women with HIV describing negative attitudes and poor care in the ANC
environment (Viana et al., 2013). Kelly et al. (2013) found that the key ANC staff can
have significant positive and negative impacts on the experiences of HIV positive
pregnant women; empathy and understanding of their unique needs and continuity of
care fostered a good experience for example whilst lack of communication, lack of
knowledge and experience of HIV care contributed to negative experiences (Gogna et
al., 2009). Similarly, Moodley et al. (2014) argue that the ANC as a place that fosters
reproductive rights for women with HIV and is a crucial aspect of HIV maternity care
and that staff should be non-judgemental. In addition, research also suggests that the
social-cultural context within which women who living with HIV of reproductive age
live and how that affects pregnancy decisions should be better understood by all health

professionals who hope to improve the quality of their lives (Nattabi et al., 2012).

Couple and family acceptance is a great support

Unsurprisingly, all the husbands who learnt by the work of the ANC that their wife had
HIV reacted negatively at first. Most of them felt shock, unbelievable, panic or
confusion, asking, and wanting to confirm their wife’s HIV status. These reactions

would take different times to play out - from a few hours to many days. At the ANC the
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husbands were offered an HIV screening test after which most of them were confirmed
HIV negative. However, in all 15 cases husbands moved from this “crisis point” to “a
turning point” and decided to be supportive of their wife and her pregnancy. This type
of process was also found by Visser et al. (2008), who report that the initial the reaction
of family members to the HIV positive status of a pregnant woman was disbelief and
shock, but that this eventually turned to them being supportive. In addition, in another
study, HIV infected pregnant women who disclosed their positive status generally

experienced supportive responses from their partners (Rujumba et al., 2012).

Family support was one of the most significant predictors of disclosure, intent to have a
child and keeping a pregnancy for women who living with HIV. Kanniappan et al.
(2008) and Ross et al. (2012) found that the main factors contributing to women living
with HIV who wanted but did not have a child were their levels of anxiety about the
future and family support. Women who indicated that they did not have family support
and were stigmatised by the family were continue their pregnancy as they were not sure
about the future, including child care in event of their death. In contrast, those women
who decided to have a child did so based on family support, especially when family

members offered to take care of the child in the future in the event of parental death.

7.1.6 Category 6 “Adapting to their decision”

The final stage in the model of HIV pregnancy decision making was the women and
their husbands adapting to their decision to accept the pregnancy and the forthcoming
child. There were three elements to this stage; adaptation to self, adaptation to

pregnancy and adaptation to relationship.
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Adapting to self; women used their personal and religious beliefs to deal with their
fears and to develop coping strategies. This religious belief was “Karma”. Adapting
one’s mind to the decision was found to be a useful strategy to accept the pregnancy and
the outcome in an HIV positive pregnancy. This does reflect the findings of other
research into HIV and pregnancy where one of the most common coping strategies was
spirituality (Ross et al., 2007; Youngwanichsetha et al., 2010; Leyva-Moral et al.,

2017).

Adapting to a baby and pregnancy; women in this study adapted their thoughts in
relation to their pregnancy decision by thinking positively about their motherhood.
These positive thoughts helped the women to refute any negative fears, worries, and
stress. Help from nurses in the ANC was important here —they helped develop the
women’s positive thoughts and also provided information — for example, on the
effectiveness of antiviral drugs in decreasing the risk of baby being infected with HIV.
Thinking positively is one most successful psychological strategies to deal with
problems, and has been found to be useful in other studies into HIV and pregnancy
(Liamputtong & Haritavorn, 2014; Ross, 2013; Chi et al., 2011; Youngwanichsetha et

al., 2010).

Motherhood

Connected to the development of positivity was the way in which women adapted to the
concept of motherhood and focus on their baby rather than stigma and negative attitudes
from others. This drive also prompted them to face potential problems in the future such
as caring for their baby alone if their husband left. This is embodied in the women’s

belief that they “do the best” or “do my best” for themselves and their babies. This
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process is reflective of the work of Miller (2009) on motherhood. She explained that a
sense of motherhood relied on “what good mothers do”, it is about responsibilities and
the right ways of doing things (caring) (Miller, 2009). Thinking about motherhood
helped these Thai women desire to have a child, celebrate becoming pregnant and
decide to keep the baby rather than terminating pregnancy. And as in this study, Miller
(2009) describes how during pregnancy health care professionals can help foster a sense
of motherhood. In addition, positive feeling about motherhood was identified to be the
protective factors of the pregnancy experience and motherhood among young mothers
living with HIV (Vescovi et al., 2014). In short, motherhood, combined with their
Buddhist beliefs, was one of the key factors that help women in this study shift from
fears and suffering regarding to HIV/AIDS disease to living with hope and purpose for
their babies. This process reflects other research by Leyva-Moral et al. (2017) and

Fletcher et al. (2016).

Bonding

Another element of adaptation was the bond that women developed with their unborn
child. Feeling the baby growing bigger and sensing movement of the baby in their
womb were factors in this. These feelings intensified a commitment between the woman
and the baby as a mother. The literature is quite clear that the bonding between mother
and unborn baby can predict a good pregnancy and a positive relationship between
mother to baby (Liamputtong & Haritavorn, 2014; Willcocks et al., 2016). However,
this relationship depends on whether the baby or pregnancy was planned and/or wanted,

(Stern, 1998).
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In short, in coming to accept and adapt to their pregnancy, maternal responsibilities,
motherhood and bonding these women were prompted to improve their lives, develop a
great sense of being alive, make sense of doing the right thing and knowing who they
want to live for — elements seen in other research into maternal health and wellbeing
(Miller, 2009; Barns & Murphy, 2009; Liamputtong & Haritavorn, 2014; Leyva-Moral

etal., 2017).

Adapting to husband as positioning a relationship with her husband

Prior to their HIV positive being discovered and accepted by their husband the women
in this study prepared themselves to accept any negative relationships outcomes. The

thought, “What will be will be”, guided this preparation. Their goal was to lessen

current tensions and it was a way to prepare them for bad news in the future.
Moreover, “What will be, will be” or “Let it be” is also linked to other strategies in the
decision making process model in this study — for example, the category of accepting
and adapting, “Thinking positively” and the concept of “Karma”. Indeed, these
strategies have been found in other studies where people are Buddhists (Thiangtham &
Bennett, 2009; Chi et al, 2011; Liamputtong & Haritavorn, 2014) where similar terms
to the above are used — for instance “throwing the dices” to consider their pregnancy
with HIV positive and to deal with the unpredictable nature of HIV transmission to the

baby (Sheri et al., 2004).
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7.1.7 Discussion on the core category: The process of ‘balancing’

The core themes of this grounded theory come from the main concerns of the
participants about their situation and how they navigated the pregnancy journey — how
they thought about the factors involved and also the stages of that journey (Charmaz,
2006). Along that journey, through these stages, the concept of ‘balancing’ was
identified as the process by which these women made the decisions they did. Each stage
of the journey through pregnancy presented women with the need to balance and weigh
the factors related to that particular step. Irrespective of what the decision was, the
stages were constant for all women as was the process of ‘balancing’. This study found
that fear, to disclose or not disclose HIV and information were important factors in the
decision to have a child, become pregnant, keep the pregnancy, accept the decision and

adapt to the decision.

7.1.7.1 Balancing on feelings of fear

Fear of disclosure

One of the most significant concerns women had was the fear of HIV disclosure to their
husband. This fear was almost overwhelming in the women whose husbands did not
know their HIV positive status; the women needed to conceal because they feared the
negative outcomes which related to HIV disclosure. The fear of HIV disclosure to her
husband and keeping control of this secret was at its highest level at the time of a “/oss
of control” when, for many women, their HIV status was revealed to husbands by
women themselves or nurses at the ANC clinics, this thesis called this point the “HIV

disclosure crisis point”. It was a crisis point because there were many emotional
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reactions from women, husband and nurses, women were very upset, feeling guilty,
uncertain, with one woman (Tukta) having suicidal thoughts. To cope with this women
would balance the pros and cons of disclosure and use this to try to keep control of this
information — using this women judged the best time to disclose their HIV status.
Feelings of fear related to HIV disclosure has also been described in the Thai and
international literature. For example, in Thailand, Ross et al. (2007) studied the lived
experiences of newly diagnosed HIV positive pregnant women who perceived their
lives as a “struggle” after HIV infected and during pregnancy with most women keeping
their HIV positive status from others - making them feel overwhelmed and alone.
Thiangtham et al. (2003) also found that women who living with HIV experienced a
dilemma about whether to disclose their status to close family or their husband or
family. Internationally studies, such as the one by Hardon et al. (2012) found that most
of HIV positive pregnant women (79%) keep their status secret, only 37% disclosed to
their partner and some studies found women’s HIV disclosure to partner or family
members did link to decisions about their pregnancy (Kisakye et al.,2010; Carter et al.,
2013; Demissie et al., 2014; Hernando et al., 2014). However, none of these studies

examined the process by which these women decided to disclose or not.

Fear of HIV transmission to her baby

Women were aware that this was a risk but had to balance this against their desire to
have a child. They sought information to help them balance these two factors — much
of it from the ANC. They also had to factor in the concerns they had about the
potential effects their HIV medication would have on their baby. This issue has also

been found to be important in several studies internationally (Cooper et al., 2007; Ross
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et al., 2007; Kanniappan et al., 2008; Sanders et al, 2008; Barnes & Murphy, 2009;

MacCarthy et al., 2012; Demissie et al., 2014; Liamputtong & Haritavorn, 2014).

Fear of stigmatisation

Women also feared social stigma and discrimination. Women had to weigh and
balance the consequences of revealing or concealing their pregnancy and HIV status
throughout their pregnancy process. Stigma is a significant part of living with HIV and
has been reported widely (Cooper et al., 2007; Kanniappan et al., 2008; MacCarthy et
al., 2012; Nattabi et al., 2012; Demissie et al., 2014;) however, the need for support
and health care for HIV related pregnancies is also relevant and linked to women’s and
their babies health (Kanniappan et al., 2008; Hanh et al., 2009; Hardon et al., 2012;
Ross et al., 2012; Thurling & Candice, 2012). This study shows how women must
balance and weigh these issues and expands and contributes to other work that shows
the difficult decisions women who living with HIV have to make — especially around
pregnancy (Myer et al., 2005; Ross et al., 2007; Visser et al., 2008; Hanh et al., 2009;
Ross et al., 2009; Darak et al., 2012; Ross et al., 2013; Liamputtong & Haritavorn,

2014).

Fearing the social and economic consequences of pregnancy

Women feared the effect of pregnancy on their financial and social position. In
Thailand and around the world, many studies indicated that many women avoided
being pregnant because this would bring many problems (Squire, 1993; Ross et al.,
2007; Hanh et al., 2009; Thiangtham & Bennett, 2009; Ross et al., 2012; Liamputtong

& Haritavorn, 2014). Many women in Thailand experience socioeconomic difficulties
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for example, low educational and income levels, being dependant on the husband’s
money, limited decision and power due to male dominated in families and society.
These problems would be exacerbated if they became pregnant with HIV (Sae-Han,
2002; Boonpongmanee et al., 2003; Thiangtham et al., 2009; Youngwanichsetha et al.,
2010; Ross et al., 2007, 2012, 2013; Liamputtong et al., 2014). These are key issues
which women, especially women with HIV face around the world and are widely
reported ( Cooper et al, 2007; Nobrega et al., 2007; Sanders et al., 2008; Gogna et al.,
2009; Marcellin et al., 2010; Loutfy et al., 2012; Huntington et al .,2013; Hernando et
al., 2014). This grounded theory study reveals how these fears are managed within the

pregnancy decision making process.

7.1.7.2 Balancing information

HIV treatment and mother to child transmission

The perception of the effectiveness of ARV (before women became pregnant) played
both a positive and negative role in the decision making process and women had,
again, to take a balancing approach. The positive aspects of ARV were the women
having hope, improved health and the feeling of being able to live longer. However,
the negative aspects meant that women using ARV their health status was better and
sometimes they had unprotected sexual intercourse which could spread HIV to others.
Other negative aspects were the fact that the need to take medication regularly made
life difficult for the women who had not yet disclosed their HIV status to their
husbands or family. These factors are seen in the literature, for example in studies by

Kisakye et al. (2010), Rujkornkan et al. (2011) and Mmbaga et al. ( 2013) - although



254

this work does not explore how these issues affect the wider pregnancy decision

making process.

Women were also concerned about the risks of infecting their baby and some
considered an abortion (although abortion attempts were also linked to fear of
disclosure too). There is evidence women with HIV consider this option
(Youngwanichsetha et al., 2010; Chi et al., 2011; Kavanaugh et al., 2013; Ross et al.,
2013; Liamputtong & Haritavorn, 2014). However, women also came to realise that
their ARV would reduce the risk of transmission — particularly when they sought ANC
advice — and this was a major factor in the decision of the many women to continue the
pregnancy. These information issues have been identified in other studies (Chi et al.,
2011; Cogna et al., 2013; Liamputtong & Haritavorn, 2014) but not in a way that
integrates them into the wider scope of pregnancy decision making process, or explores

them in an in-depth qualitative manner.

Contraception and safer sex information

The lack of good contraception and safer sex services and counselling was seen, by
some women, as a factor. Indeed in Thailand there have been concerns about the
availability and quality of sexual health services (Rujkornkan et al., 2011; Liamputtong
& Haritavorn, 2014; Bureau of Policy and Strategy, Ministry of Public Health, 2015).
In addition women with HIV were faced with a concern that if they discussed issues
such as becoming pregnant with their health care providers in the HIV services they
faced potential negative reactions. This issue is supported by the work of Barnes and

Murphy (2009: 484) who found medical providers can have negative attitudes towards
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HIV+ women having a child; “you shouldn’t have a baby”. However, after becoming
pregnant women accessed the ANC clinic service. At this point the staff played a
significant role in helping the women to cope with their pregnancy. At this stage,
women also got more information on m-c transmission and the positive effects of
taking ARV. This new support and information ‘tipped the balance’ for the women
regarding their feelings and decisions about their pregnancy. Several studies identify
the support that specialised HIV ANC staffs provide for women (Myer et al., 2005;
Tyer-Viola, 2007; Hanh et al., 2009; Gay et al., 2011; Ngure et al., 2012; Kelly & Reid
2013; Zhang et al., 2012; Rujumba et al., 2013; Moodley & Cooper, 2014) — this
grounded theory helps explain how and where in the pregnancy decision process this

information and support has an effect.

7.1.7.3 Balancing HIV concealing with disclosure

A crucial balancing process that women managed throughout the pregnancy process
was the issue of disclosure versus non-disclosure of their HIV positive status. Should
women disclose HIV or not? If so or if not; when would the right time be? This study
found that HIV concealing and disclosure was linked to the process of “controlling”.
According to the model, this started with concealing HIV positive status in category 1;
in this stage women balanced the pros and cons of concealing (drawing on their fears
and knowledge levels at the time) and if concealing was better than revealing, they
could control this information and not disclose at this time - which most of women (11
women) chose to do. In category 2; the desire to have a child and; category 3 becoming
pregnant and category 4; keeping or terminating pregnancy, women who did not tell

husbands of being HIV positive decided to keep control of their HIV status
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information. They were still balancing fear and information until they became
pregnant, decided to keep pregnancy and then chose to tell their husband about being
pregnant, and, via the ANC clinics, informed him of their HIV positive status.
Disclosure of HIV status to a partner is described as a source of great stress in
numerous studies. For example research by Thiangtham et al. (2009), Kisakye et al.
(2010), Ross et al. (2012), Hardon et al. (2012), Carter et al. (2013), Demissie et al.
(2014) and Hernando et al. (2014), all highlight that women with HIV face this
dilemma. However, although identifying this as a key issue these studies do not
explore in any detail the process by which pregnant women chose to disclose or not

disclose - an aspect that this grounded theory contributes towards.

7.2 Section 2: Decision making theories and their relationship to this

grounded theory of HIV positive pregnancy decision making

Very few studies were found in international publishing which attempted to theorize
pregnancy decision making in general and/or in a specific HIV context. Some studies,
found that women who living with HIV made their decisions based on wanting a
child;desire for a child, desire for a child of a different sex, prior child loss, prior
abortions for example (Kisakye et al., 2010). Similar to Barnes and Murphy (2009)
found that women's decisions were based on their judgment of the relative weight of
positive aspects of motherhood versus the often negative pressures of social and public
opinion. In addition, women’s partner and family members including husband, parent,
siblings and in-laws wanted children (Oosterhoff et al., 2008; Beyeza-Kashesya et al.,
2010; Chi & Rasch, 2011;), and women wanting to form a family are the reasons to

have children (Hernando et al., 2014). However, unlike this study, none of this work
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attempted to analyse and describe the pregnancy process in HIV from start to

completion — or develop a conceptual theory of the process.

7.2.1 Theorising pregnancy decision making

Four studies were found which attempt to theorize pregnancy decision making process
around pregnancy that are closely related to this study. The next section describes each
study in detail and outlines the similarities and, importantly, the differences between

them and this study on pregnancy decision making.

Barrett and Wellings (2002)

This UK study explored how HIV negative pregnant women describe their pregnancy in
terms of planned/unplanned, intended/unintended, wanted/unwanted pregnancy. They
found that in general, the term “planned” and “unplanned” were preferred by women.
Of the 43 women the terms “intended” and “unintended” to describe their pregnancy 11
women referred to their pregnancy as “planned”, 29 applied “unplanned”, 8 applied
“intended”, 14 applied the terms “unintended”, 15 applied “wanted” and 8 applied
“unwanted”. In addition, women who used the term “planned” had 4 criteria in
common:

1) They had had a clear intention to become pregnant

2) They had not used contraception in order to become pregnant

3) They had all discussed and agreed with their partners that they would try to

conceive
4) They had all made wider life style preparations/ reached the right time in their

life (e.g. got married, got the right job/house etc.)
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This UK study described the meanings attributed to the start of their pregnancy among
HIV negative women. Some findings relate to this study of Thai women who living
with HIV in that 4 of the women meet the criteria for a ‘planned pregnancy’. However,
the key difference between this study and the grounded theory presented in this thesis is
that this study only looked at the first element of the pregnancy journey — simply
concentrating on the ‘becoming pregnant’ part. It did not continue through the
pregnancy process or attempt to present any theoretical explanations of the decisions the

women subsequently took regarding the rest of their pregnancy.

Barnes and Murphy (2009)

This feminist, grounded theory study focussed on the reproductive decisions of 80
women living with HIV of childbearing age in the United States over 5-years. They
describe how women made their reproductive decisions based on their judgment on the
positive degree of motherhood and the negative pressure of social opinion against their
desire to have a child. Pregnancy decisions amongst these women weighed between
“forces against choosing pregnancy and reasons for choosing pregnancy”; forces
against included women perceiving the negative attitudes from public opinion, medical
providers, family and other women who living with HIV about becoming pregnant. The
positive influences for having a child were mothering as a social value and their

spiritual beliefs.

The similarities between Barnes and Murphy’s (2009: 484) work and this thesis are the
interplay between the social/cultural and personal influences. Social opinions on HIV

such as “you shouldn’t have a baby” occur in both studies as do the issues of
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motherhood and religious beliefs. There is also the process of competing negative and
positive aspects. However, this grounded theory study offers a more complete look at
the whole pregnancy decision process — including decisions about abortions, the issues
around the disclosure of HIV status, the role of the ANC, a more detailed look at
religious reasoning for a pregnancy and the specific way in which women adapt and
adjust their pregnancy. In short, it is proposed that this grounded theory study offers a
more detailed and extensive depiction of the HIV positive pregnancy decision process
than Barnes and Murphy’s (2009) study. In addition, Barnes and Murphy’s study was

also undertaken in a culture very dissimilar to Thailand.

Chi et al. (2011)

Chi et al. (2011) studied pregnancy decision-making among 20 women who living with
HIV in Northern Vietnam using ethnography. The participants in the study were 10
women who had known their HIV positive before becoming pregnant and 10 women
discovered their HIV positive status after getting pregnant. The main findings were that
13 out of the 20 women decided to have an abortion and 7 women kept their
pregnancies. However, it’s not clear in the study as to which group the women who
chose an abortion came from so it is difficult to infer much in relation to comparisons
with the grounded theory in this thesis where all the women knew their status before
becoming pregnant. In terms of factors related to decision making some women made
their own decisions whilst others complied with wishes of others; most often their
husband, relatives and health care providers. Chi et al. (2011)’s study was similar to this

thesis on the point of recognising the role of other significant people in the decision
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making process. Both studies have support each other to the extent that HIV positive

women’s decision making is influenced by social norms of family, gender and kinship.

However, there were some significant differences between the research in this thesis
and Chi et al. (2011)’ work. Firstly, the numbers of women deciding to have an abortion
in the Vietnam’s study were 13 of 20 while in this Thai study were 3 of 15. This
difference might be that in Vietnam abortion is legal, pregnant women with HIV
positive would have more options than in Thailand where abortion is illegal. Although
the national religion in both countries is Buddhism and abortion is against its social
moral and beliefs, abortion policy was one of the main factors that affected pregnancy
decisions and choices among Thai women. Secondly, the Vietnam study studied the
decision of women who learned about their HIV positive status both before and during
pregnancy whilst this thesis studies women who already knew they were HIV positive
before becoming pregnant — making them two very different populations. Furthermore,
Chi et al. (2011) did not explore the role of partners/husbands, look at the issue of HIV
disclosure or the role of health providers in the ANC clinic in the decision making

Process.

Youngwanichsetha et al. (2010)

Youngwanichsetha et al. (2010) used grounded theory to explore the decision making
process that 38 -HIV positive Thai women used to either keep their pregnancy or seek
an illegal abortion. The study presented a model of decision making with the core
category is “Weighing stress” divided into 3 sub-categories.1) Being ambivalent about

continuing pregnancy and considering an abortion; 4 codes; being concerned Mother To
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Child Transmission (MTCT), considering the desire to have a child, preferring to keep
the child, and considering an abortion. 2) Exploring alternative options such as seeking
information, services and emotional support, discussing concerns and decision making
with health providers, husbands and family members, trying to seek an abortion,
considering the use of ART and offering the child for adoption. 3) Selecting the
appropriate choices was appraising the influencing factors, deciding between continuing

the pregnancy and terminating the pregnancy, and adapting the mind to the decision.

The study of Youngwanichsetha et al. (2010) differs from the model offered in this
thesis because they included both women who discovered they were HIV positive
before (8 women) and after becoming pregnant (30 women). Furthermore, the study
focussed on the decision to either keep the baby or seek an abortion and did not seek to

explain all the other decision aspects throughout the rest of the pregnancy.

7.2.2 Fit with generic health decision making models

This section discusses how the grounded theory presented in this study contributes to
our understanding of general health decision making theories. This study is the first to
empirically test two of the most commonly used health decision makings models — the
Health belief Model and The Theory of Reasoned Action/ Theory of Planned Behaviour

Model in the field of HIV pregnancy decision making.

1. Health Belief Model (HBM)

The Health Belief Model (HBM) by Becker (1974) has been applied to all study all

types of health behaviour and decision making. This model attempts to predict health-
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related behaviour in terms of certain belief patterns. The concept is based on a person's
motivation to undertake health behaviour related to three main categories: individual
perceptions, modifying behaviours, and likelihood of action. Individual perceptions are
factors that affect the perception of illness or diseases, people deal with the importance
of health to the individual, perceived susceptibility, and perceived severity (University

of Twente, 2017a).

Perceived Susceptibility:

Perceived Susceptibility is one's opinion of the chances of getting a condition (Glanz et
al., 1997). Individuals vary widely in their perception of susceptibility to a disease or

condition (University of Twente, 2017a).

Perceived Severity:

One's opinion of how serious a condition and its consequences are (Glanz et al., 1997).

Perceived Benefits:

Is one's belief in the efficacy of the advised action to reduce risk or seriousness of

impact.

Perceived Barriers:

One's opinion of the real and psychological costs of the advised action (Glanz et al.,
1997). Barriers relate to the characteristics of a treatment or preventive measure may be
inconvenient, expensive, unpleasant, painful or upsetting. These characteristics may

lead a person away from taking the desired action (University of Twente, 2017a).
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Cues to Action:

Strategies to activate "readiness" (Glanz et al., 1997). An individual's perception of the
levels of susceptibility and seriousness provide the force to act. Benefits (minus
barriers) provide the path of action. However, it may require a 'cue to action' for the
desired behaviour to occur. These cues may be internal or external (University of

Twente, 2017a).

Self-Efficacy:

Confidence in one's ability to take action (Glanz et al., 1997).

Table 7.1 illustrates the fit of this grounded theory to the HBM — and how it relates to

the women’s decision making around their pregnancy.
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Health Belief Model applied to pregnancy decision making
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Concept

Decision to become pregnant in HIV+ women
(who planned to have a child in advance)

Decision to become pregnant in HIV+ women
(who did not plan to have a child in advance)

1. Perceived
Susceptibility

- Women believe that they can become pregnant even though HIV
positive.

- Women believe that they should disclose HIV+ status to their husband
before pregnant.

-Women believe that they would have at least one baby with a current
partner one day.

- Women believe that they would have not become pregnancy this time.

- Women believe that they should keep HIV+ status secret as long as
possible.

-Women believe that they would have at least one baby with a current
partner one day.

2. Perceived
Severity

- Women believed that a baby would not be infected.

- Women believed that they would have negative outcome and
consequences of HIV disclosure.

-Negative outcome and consequences of becoming pregnant
(abandonment from partner, stigma from partners and family, economic
problems, baby getting HIV, husband getting HIV).

These negative outcomes are the factors on whether to keep or terminate
the pregnancy. Or whether to have a child or not.

- Women believe that unplanned or becoming pregnancy earlier than
expectation would lead to: baby getting HIV, husband getting HIV and
negative outcomes and consequences of HIV disclosure.

-Negative outcomes and consequences of becoming pregnant
(abandonment from partner, stigma from partners and family, economic
problems, baby getting HIV, husband getting HIV).

These negative outcomes are the factors on whether to keep or terminate
the pregnancy. Or whether to have a child or not.
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Concept

Decision to become planned pregnancy in HIV+ women

Decision to become unplanned pregnancy in HIV+ women

3. Perceived
Benefits

-Women believe that ART and PMTCT would protected their babies and
partners from contracting HIV.

- Women believe that having at least one child would have been better than
none.

-Women believed that their husband would accepted their pregnancy and HIV
when told.

-Women believe that ART and PMTCT would protected their babies and
partners from contracting HIV.

- Women believe that having at least one child would have been better than
none.

-Women believe that their husband would not accept their pregnancy and
HIV if told.

4. Perceived
Barriers

-Women identified their personal and social barriers such as social beliefs
about HIV+ pregnant women, stigma from partners and family, stigma and
prejudge from their health care providers, abandonment and negative
outcomes from HIV disclosure and pregnancy.

-Women identified their personal and social berries such as social beliefs
against HIV+ pregnant women, stigma from partners and family, stigma and
prejudge from their health care providers, abandonment and negative
outcomes from HIV disclosure and pregnancy.

-Women were not sure whether they and their pregnancy would be accepted
by their husband.

5. Cues to Action

-Women received HIV screening and advice from ANC to bring their partner
to clinic for an HIV test.

- Women received advice and information at ANC to inform their partners
and plan for further treatment for individually, baby and partners.

-Women received HIV screening and advice from ANC to bring their
partner to clinic for an HIV test.

- Women received advice and information at ANC to inform their partners
and plan for further treatment for individually, baby and partners.

6. Self-Efficacy

-Women decided to tell their HIV status to their partners and accepted any
consequences from HIV disclosure and pregnancy from that point — this was
facilitated by the ANC.

-Women decided to tell their HIV status to their partners and accepted any
consequences from HIV disclosure and pregnancy from that point - this was
facilitated by the ANC.
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2. Theory of Reasoned Action (TRA)/ Theory of Planned Behavior (TPB)

Ajzen and Fishbein formulated the theory of reasoned action (TRA) in 1980, later
adding perceived behavioral control to develop the theory of planned behavior (TPB)

(University of Twente, 2017b).

Health behaviours including the pregnancy decisions made by women who living with
HIV can be related to the TPB and provide an empirical test of this theory in this area of
HIV. The theory states that people’s behaviour is influenced by their personal beliefs
and attitudes toward the behaviours and by social factors such the influence of
significant others. This theory fits with a constructivist of grounded theory (Charmaz,
2006) as a constructivist believes that a person’s attitudes and acts are shaped and
constructed by personal and social processes. Similarly, the TPB believes that personal
beliefs are influenced by normative beliefs and subjective norms about a certain
behaviour or action (Ajzen, 2002; Natan & Kutygaro, 2015). In this study significant
others often have a considerable influence on women’s health behaviours. Women’s
decision making whether to have or a child were influenced by significant others such
as partners, family members, community and health care providers - with women in
this study indicating that the husband or partner was the most significant person that
made them decide to have a child or not. In addition, the grounded theory in this study
shows that involvement of significant others occurs along the pathway of decision
making and in each category; such as women’s the desire to have a child, keep

pregnancy and bring husband to HIV screening at ANC.
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The Theory of Reasoned Action suggests that a person's behavior is determined by
his/her intention to perform the behavior and that this intention is, in turn, is a function
of his/her attitude toward the behavior and his/her subjective norm (Ajzen, 2002;

University of Twente, 2017b).

Intention performs behaviour:

The best predictor of behavior is intention. Intention is the cognitive representation of a
person's readiness to perform a given behavior, and it is considered to be the immediate
antecedent of behavior. This intention is determined by three things: their attitude
toward the specific behavior, their subjective norms and their perceived behavioral

control (Ajzen, 2002; University of Twente, 2017b).

The intention to have a child and making decisions within each step in this study fits
closely to the TRA. This intention is determined by person’s attitude toward the specific
behaviour, by subjective norms and by perceived behavioural control (Ajzen, 2002). In
this study, intention is determined by a woman’s attitude towards specific behaviours,
such as disclosing or concealing HIV status, the desire to have a child with a current

husband one day and keeping or terminating the pregnancy.

Person’s attitude toward behaviour:

The theory of planned behavior holds that only specific attitudes toward the behavior
can be expected to predict that behavior. In addition to measuring attitudes toward the

behavior, we also need to measure people’s subjective norms — their beliefs about how
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people they care about will view the behavior in question. To predict someone’s
intentions, knowing these beliefs can be as important as knowing the person’s attitudes
(Ajzen 2002; University of Twente, 2017b). In this study this is represented by such
decisions, as in category 1, the attitude towards the pros and con of HIV disclosure is

predictive of subsequent behavior.

Perceived behavioral control:

Perceived behavioral control influences intentions. Perceived behavioral control refers
to people's perceptions of their ability to perform a given behavior. These predictors
lead to intention. A general rule, the more favorable the attitude and the subjective
norm, and the greater the perceived control the stronger should the person’s intention to
perform the behavior in question (Ajzen, 2002; University of Twente, 2017b).
Perceived behavioral control in the context of the women in this study refers to women's
perceptions of their ability to perform a decision in each step and along the whole
processes. For example, women’s ability to control and perform behavior is seen within

the “control of HIV positive concealing to husband” aspect of the process.

Person’s subjective norms:

Pregnant women accepting HIV infection, becoming pregnant, keeping pregnancy and
adapting to consequent results are shaped and influenced by religion/Buddhism beliefs
such as “Karma”. Leyva-Moral et al. (2017) argue that pregnant women living with
HIV are influenced by societal beliefs, values and experiences. Subjective norms are the
individual’s perceptions of the social pressure to perform or not perform behaviours

(Ajzen & Fishbein, 1980; Natan & Kutygaro, 2015). Women perceived Thai people’s
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attitudes around them that those people believe that “women who living with HIV should
not have a child or becoming pregnant”. This opinion is confirmed by other
international and Thai context (Boonpongmanee et al. 2003; Thaingtham et al., 2003,
2009; Ross et al., 2007, 2009; Barnes & Murphy, 2009; Youngwanichsetha et al., 2010;
Chi et al., 2011; MacCarthy et al., 2012; Leyva-Moral et al., 2017). So, if women desire
to have a child, they know this desire may go against social norms and they need to
weigh their desire against people’s opinions. Indeed, this aspect is found in other
studies of women who living with HIV who report this kind of tension (Cooper et al.,
2007, Kanniappan et al.,, 2008; Sanders, 2008; Barnes & Murphy, 2009;
Youngwanichsetha et al., 2010; Chi et al., 2011; MacCarthy et al., 2012; Demissie et
al., 2014; Liamputtong & Haritavorn, 2014; Leyva-Moral et al., 2017). This study has

added to our understanding of how women may navigate this issue.

Thai social norms were also including “telling lies is bad Karma (or sin)’ (Thiangtham
& Bennett, 2009; Chi et al, 2011; Liamputtong & Haritavorn, 2014). However, some
women in this study chose to conceal their HIV positive status until ANC. Hence, they
went against a social norm related to lying because they feared the stigma and

discrimination more than the bad karma created by deceit.

To sum up, this grounded theory study has provided an empirical test of two of the main
health decision making models using HIV and pregnancy as a case study — it has found
that these models are robust and also given clear examples from an HIV perspective of

the way they fit with HIV pregnancy related decision making.
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7.3 Conclusion

This study investigated the decision making processes to become pregnant and have a
child among HIV positive Thai women using grounded Theory. This chapter has shown
how this model fits with and contributes to the international and national literature on
HIV and pregnancy. This study contributes a whole decision making process model
which can be used to understand the pathway and steps of the decision making process
around pregnancy in women who living with HIV. The model illustrates not only the
process of decision making but also highlights the main stages, issues and concerns of
women living with HIV wanting a child. It makes several contributions to the
knowledge base around HIV and pregnancy and can serve as starting point for
conceptually understanding the pathways and issues facing women living with HIV
considering or progressing through a pregnancy. The next chapter will conclude the
thesis by revisiting the issues of reflexivity and rigour and also discuss the limitations of

the study and the implications for research, health policy and clinical practice.
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Chapter 8

Conclusion

This chapter is divided into 3 sections; the first provides a brief summary of the thesis
outcomes as well as setting out the contribution this study makes to knowledge. The
following section explores issues of rigour and the strengths and limitations of the
study. The final section will outline the recommendations for health policy around HIV

maternal care, clinical practice and further research.

8.1 Overview of the project and its contribution to knowledge

The origins of this study was in interest in why women who living with HIV wanted to
become pregnant despite being HIV positive and the social stigma attached to both HIV
and being pregnant and HIV positive? How did these women make their decisions?
From experience and from the literature we can see that women with HIV face many
challenges in their lives — where does the decision to become pregnant fit in with those
challenges. Also, looking at the research there was a gap in the knowledge base on this
issue. There were studies that looked at different aspects of pregnancy in HIV but none
that set out to describe and conceptualise the whole social process of being HIV
positive, deciding to become pregnant and then moving through the pregnancy process.
This type of knowledge was missing and was the gap this study aimed to fill. The
findings will be useful for the research community but also, it is hoped, also for health
care providers working with women with HIV and, through them, hopefully informs

and improve the care they deliver.
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The research questions of this study were:

. What is the decision making process to become pregnant in Thai women living

with HIV?
What are the decisions Thai women living with HIV make throughout their

pregnancy and how do they make them?

The purpose of the study and the research question informed the methodology used; a

qualitative approach using a constructivist grounded theory (Guba & Lincoln, 1989;

Guba, 1990; Patton, 2001; Charmaz, 2006; Patten, 2007; Creswell, 2007; Parahoo,

2014). The main outcome of the study is the conceptual model of this decision making

represented and discussed in chapters 6 and 7.

The unique of contribution of this study

This study makes a substantial contribution to the understanding of the lives of HIV

positive pregnant women. These contributions are;

1.

This study presents, through Grounded Theory, a unique model that explains in
detail the HIV related pregnancy decision making process. This is the first
conceptual model of this kind and can be applied and refined by researchers in
other settings to expand our understanding of how HIV positive pregnant
women make decisions.

The model identifies and links the ‘stages’ in the pregnancy decision making
process and therefor highlights the key times or ‘crisis points’ faced by HIV

positive pregnant women. This model incorporates lots of different foci of
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research on HIV and pregnancy and places it in a conceptual model for the first
time. It can now be used by health care professionals to anticipate crisis points
for women living with HIV in their care and intervene appropriately and
positively.

It adds to the understanding of issues around disclosure of HIV status and
provides a unique analysis of how HIV positive pregnant women manage their
HIV information. Again, this can be used by researchers and health care
providers in their work. It particularly adds to the work of Youngwanichsetha et
al. (2010) and Vietnam study; Chi et al. (2011), in extending the knowledge base
about HIV positive pregnancy in South-East Asia.

It provides a unique empirical example of both the Health Belief Model and
Theory of Reasoned Action within the sphere of HIV pregnancy decision
making — no study has applied these theories to HIV and pregnancy and this
study provides a detailed presentation of the way HIV pregnancy decisions can
be mapped to the components of both models. It also contributes to the empirical
evidence of the robustness of both theories in understanding health related
decisions.

The process of balancing adds to the understanding of how pregnant women
with HIV navigate the issues of stigma, ARV treatment, maternal transmission,
abortion and others as they move through the pregnancy process. It also
reinforces the research that demonstrate the importance of good, non-judgmental
ANC care is for women — and also highlights that there is still work to be done

on some health care providers attitudes towards HIV and pregnancy.



274

8.2 Strengths and limitations

All studies have their strengths and limitations and this one is no different. The next
sections will use reflexivity, the rigour tests of Charmaz and a discussion of the methods
of the study to outline the strengths and rigour of this research and also discuss its

limitations.

8.2.1 Reflexivity and rigour

Reflexivity

According to Charmaz reflexivity is: “a reflexive stance is explicitly recommended
informing, how the researcher conducts the research, relates to research participants
and represents them in written reports” (Charmaz, 2006;189). The purpose of this
reflexivity section is to address the following questions; “How did reflexivity occur
within the study? Who was involved in this process, and how was the study “kept on
track and remain valid?” In order to do this, the rigour and authenticity tests and
procedures of constructivist grounded theory, advocated by Charmaz (2006), will be

used as a framework.

Rigour and Constructivist Grounded theory (CGT)

Charmaz proposes 4 domains with criteria that relate to the rigour of a CGT study;
creditability, originality, resonance and usefulness. Table 8.1 describes a summary of

these and the techniques used in this study to address them.
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Table 8.1: Rigour of the study

Charmaz’s Establishing rigour in this study
rigour domains

Creditability - Using constant comparative method for creditability and
originality. When a strong combination of creditability and
originality is settled then the resonance will be increased,
because creditability and originality increase resonance
(Charmaz, 2006).

- Using multiple sources of data (women and nurses) to
establish creditability.

- Using member checking (3 out of 15 participants, 6 nurses)

- Using peer debriefing (2 academic supervisors) for

creditability and dependability.

Originality - Categories were from the significant coding and concerns
of women, and were coded line by line and focused coding
of transcriptions for originality.

- Using a bilingual translator to double check of bilingual
transcriptions for originality.

- Using the constant comparative method for originality and

creditability.

Resonance - Using member-checking by 3 out of 15 participants to
recheck, refine, extend and confirm the given data and
categories.

- Using the constant comparative method to increase

resonance.

Usefulness - The substantive model produced (product) reflects its
usefulness.
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According to Charmaz’s ideas relating to rigour, there are 19 questions within the 4
domains. Charmaz (2006) does not advocate that a study should be able to address all of
them, but the rigour of a study can be judged against a range of these questions. The
following section expands on table 8.1 and gives detailed account of the rigour

processes used in this study.

8.2.1.1 Creditability

e Has the research achieved an intimate familiarity with the toping or topic?

In this study, the topic is about HIV positive Thai women’s decision making processes
around becoming pregnant. The main objective was to explore and understand the
processes and influences underpinning decision to become pregnant and have a child in
women who living with HIV. A substantive model is the main finding which has been

generated by grounded theory method.

e Are the data sufficient to support the results?

Themes are robust and well supported by data. Each stage of the model is grounded in

the data. Data collection and analysis continued until saturation was achieved.

e Has the researcher made systematic comparisons between categories?

Systematic comparisons in this study were done to compare the similarities and
differences between categories from case to all cases. This comparative method began

from the earlier interviews and coding. The constant comparative method was used code



277

by code and incident by incident to determine when emerging and comparing categories

and concepts became a substantive theory/model.

e Do the categories cover a wide range of empirical data?

Yes, a significant number of in-depth interviews generated a large amount of data.
These data were used to build the theoretical model. The analysis process and
presentation of the findings using paradigm quotes from participants demonstrates this

range of data.

Member checking

Member checking is one of the ways to establish validity. In this study I returned to the
fields to meet 3 participants (Buraya, Malee and Muay) with whom I shared the
emerging substantive model visually in a diagram and also by discussing it with them.
In this recheck process the participants confirmed and gave suggestions I used to refine
the selected categories and also guide more interviews. From the 15 participants 3
women were chosen from different backgrounds to be representative respondents to
recheck and confirm given data. For example; Buraya was recalled to represent women
who disclosed their HIV status before becoming pregnant, women for whom this was
their first pregnancy, women who got HIV from their mother and who had not sought
an abortion; Mauy represented the women who concealed their HIV status until the
ANC, women who had more than 1 child, women who got HIV from an ex-partners.
Malee represented women who got HIV from a current partner and had attempted an

abortion.
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Small group discussions also took place with nurses from the ANC where the findings
of the study were presented. There were 2 small group discussions in the ANC clinic A
(4 nurses) and Clinic B (2 nurses). Similar to the process with participants, I shared the
overview of categories, my interpretations and the substantive model. The nurses did
not challenge the model and discussed the findings and also the implications of the

research for HIV ANC care.

Peer debriefing

The de-briefers in this study were the two academic supervisors who helped me to
recheck the quality of the process and outcomes of the study. Supervision discussions
enabled me to present my work and discuss the emerging codes and categories from the
data. These discussions helped me develop my theory and helped me strengthen it by
agreeing the direction of further data collection and analysis. This process also provided
a quality control on my analysis of the data to ensure the rich ness was there and also

the data analysis was faithful to the data.

Constant comparative method

The comparative method in this study was used to compare the similarities and
differences between categories from case to all cases. This began from earlier coding
from the first interview to theoretical saturation following further interviews.
Comparison of all data to data, code by code and incident by incident helped to
determine and know that when emerging and comparing categories and concept were

strong enough and to become a substantive theory or model.
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8.2.1.2 Originality

e Are the categories fresh? Do they offer new insights?

The categories in this theory do provide new insights on the HIV pregnancy decision
making process. A significant example would be the elements and complexities within
the decision making around HIV disclosure. The role of the ANC in the decision

making process provides a fresh insight into HIV pregnant decision making also.

e What is the social and theoretical significance of this work?
e How does the theory challenge, extend, or refine current ideas, concepts

and practices?

These 2 questions are addressed in the contribution to knowledge and practice parts

(heading 8.1).

The other methods to increase originality are transcription quality and language

accuracy and cross-check.

Cross-check by academic supervisors

This cross-check method is recommended for originality and creditability, in that single
researcher should find another person who can cross-check the codes for what is called
“inter-coder agreement or cross-check” (Creswell, 2009: 191). For a postgraduate

researcher this checking can be undertaken by academic supervisor(s).
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8.2.1.3 Resonance

Using member-checking by 3 out of 15 participants and 6 nurses to recheck, refine,
extend and confirm categories, not only to recheck on data but also asking the
participants about the model and its fit to the real world. Moreover, data comparison by
constant comparative method was employed to increase resonance as described in

earlier section.

8.2.1.4 Usefulness

According to Charmaz, the value of a substantive model is reflected by its usefulness. It
is proposed that the findings in this study will be useful in the care provided to women
who living with HIV. Understanding the decisions process they go through will
contribute to the development of Ante Natal Care for women who living with HIV. The

details of this will be set out later in this chapter.

8.2.2 Limitations of the study

1) Although I interviewed pregnant women of different gestational ages to reflect some
issues, situations and decision of the past, present and plans for the future it is possible
that some experiences would be recast by both time and environment.

2) This model constructed by pregnant women living with HIV and the researcher is
based on data collected from 2 provincial hospitals (northeastern Thailand), this may be

similar or different from other regions in Thailand.



281

3) This model constructed by pregnant women living with HIV and the researcher is
based on the Thai context in which it was conducted. This may limit its generalisability

to other settings, cultures and contexts.

8.3 Recommendations

This section sets out the recommendations that arise from this study for policy, practice

and research.

8.3.1 Recommendations for policy

1) More ANC and HIV nurses are needed. The Thai government by Ministry of Public
Health should seriously solve the problem of lacking health care staff especially doctors
and nurses across the country. Comparing with many countries in Asia and South East
Asia, Thailand has more population per 1 doctor and 1 nurse than many countries
(Doctor=1:2,535, Nurse= 1:498). As a result those staffs are working hard to provide a
service to large groups of patients. Moreover, many parts of services need experts who
can take more time to advise patients on sensitive issues such as HIV in relation to

reproductive health.

2) Continued investment and support for HIV/AIDS training among health
professionals and efforts made to increase the numbers and skills of reproductive health

counsellors.

3) The reproductive decisions and health rights of HIV couples need to be respected by

policy makers and health care providers.
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8.3.2 Recommendations for practice

1) Some of the women became pregnant by mistake/accident/unintended or unplanned
because of lack of knowledge. Therefore, safer sex and contraceptive education to
reproductive aged people who are living with HIV should address the issues around

pregnancy and its prevention more fully.

2) Health care providers should help women who living with HIV to reveal their HIV
status to their partner at the appropriated time and by an appropriate method. This
advice would respect and balance the women living with HIV confidentiality and the
rights of the partners to protect themselves from HIV through sexual intercourse with

the partner.

3) Integrative services such as pre-marriage counselling, safer sex, antenatal and
postnatal counseling related to maternal, child and partner’s health should be provided

systematically by a multidisciplinary team to women living with HIV and their partners.

4) The pregnancy decisions by women who living with HIV should be respected by
health care providers. More training should be provided to prevent instances of

judgmental care/remarks by health professionals.

8.3.3 Recommendations for further research

1) The model of Thai women living with HIV in this study could extend to cover
similar groups or contexts and should be tested by qualitative, quantitative or mixed

method studies.
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2) Further research with the male partners of women living with HIV or female partners

of men with HIV would add to the pregnancy decision making research field.

3) The model in this study focused on women living with HIV who knew their HIV
positive before deciding to become pregnant. Further research with women who did not

know their status will add a further dimension to HIV pregnancy related research.

8.4 Conclusion

This chapter has provided an overview of the thesis and explored how the tests of rigour
can be applied to its methodology and findings. This is the first study to research in
detail the decisions that HIV positive pregnant women in Thailand make before and
throughout their pregnancy, indeed, it is the first study to look at this in detail
internationally. This study has moved from the context, through the development of
research questions to the use of a grounded theory method to produce a substantive
theory of the issues these women face during their pregnancy. It has therefore provided
a unique insight into this aspect of their lives and therefor contributes to the body of

knowledge around HIV related health care and service provision.



284

References

AIDS Education & Research Trust (2014a) HIV & AIDS Stigma and Discrimination.
Available online: http://www.avert.org/hiv-aids-stigma-anddiscrimination.htm
[Accessed 20/4/2015].

AIDS Education & Research Trust (2014b) HIV & AIDS in Thailand. Available online:
http://www.avert.org/hiv-aids-thailand.htm [Accessed 16/4/2015].

AIDS Education & Research Trust (2016a) HIV and AIDS in the United Kingdom (UK).
Available online: https://www.avert.org/professionals/hiv-around-world/western-
central-europe-north-america/uk [Accessed 30/07/2018].

AIDS Education & Research Trust (2016b) HIV and AIDS in Thailand. Available
online:  https:/ www.avert.org/professionals/hiv-around-world/asia-pacific/thailand
[Accessed 30/07/2018].

Ajzen, 1. (2002) Perceived Behavioral Control, Self-Efficacy, Locus of Control, and the
Theory of Planned Behavior. Journal of Applied Social Psychology, 32, 665-683.

Ajzen, 1. & Fishbein, M. (1980) Understanding attitudes and predicting social
behaviour. New Jersey: Prentice Hall.

Akelo, V., Girde, S., Borkowf, C. B., Angira, F., Achola, K., Lando, R., Mills, L. A.,
Thomas, T. K. & Lee Lecher, S. (2013) Attitudes toward family planning among HIV-
positive pregnant women enrolled in a prevention of mother-to-child transmission study
in Kisumu, Kenya. PLoS One, 8(8), €66593.

Anamai (2012) The situation of AIDS patients in Thai. Available online:
http://www.anamai.moph.go.th [Accessed 8/2/ 2015].

Anderson, B. L. & Cu-Uvin, S. (2009) Pregnancy and optimal care of HIV-infected
patients. Clin Infect Dis., 48(4), 449-455.

Andrews, G. (2005) Women'’s sexual health, 3 edition. Eastbourne: Elsevier Ltd.

Angloinfo (no date) The Thai  Health  System.  Available online:
http://thailand.angloinfo.com/healthcare/health-system/ [ Accessed 14/4/2015].



http://www.avert.org/hiv-aids-stigma-anddiscrimination.htm
http://www.avert.org/hiv-aids-thailand.htm
http://www.anamai.moph.go.th/
http://thailand.angloinfo.com/healthcare/health-system/

285

Asia Pacific Observatory, WHO (2015) The Kingdom of Thailand Health System
Review. Available online:
www.wpro.who.int/asia_pacific_observatory/.../thailand_health _systems review.pdf.
[Accessed 1/11/2017].

Badell, M. L., Lathrop, E., Haddad, L. B., Goedken, P., Nguyen, M. L. & Cwiak, C. A.
(2012) Reproductive healthcare needs and desires in a cohort of HIV-positive women.
Infection Diseases Obstetric Gynecology, 2012, 107878.

Barnes, D. B. & Murphy, S. (2009) Reproductive Decisions for Women With HIV:
Motherhood's Role in Envisioning a Future. Qualitative Health Research, 19(4), 481-
491.

Barrett, G. & Wellings, K. (2002) What is a 'planned' pregnancy? Empirical data from a
British study. Soc Sci Med, 55(4), 545-57.

Beauchamp, T. L. & Childress, J. F. (2013) Principles of biomedical ethics, 7 edition.
Oxford: Oxford University Press.

Becker, M. H. (1974) The Health Belief Model and Personal Health Behavior. New
Jersey: Charles B. Slack.

Bettany-Saltikov, J. (2012) How to do a systematic literature review in nursing: a step-
by-step guide. Maidenhead: McGraw-Hill/Open University Press.

Beyeza-Kashesya, J., Ekstrom, A. M., Kaharuza, F., Mirembe, F., Neema, S. & Kulane,
A. (2010) My partner wants a child: a cross-sectional study of the determinants of the

desire for children among mutually disclosed sero-discordant couples receiving care in
Uganda. BMC Public Health, 10, 247.

Birks, M. & Mills, J. (2011) Grounded theory: a practical guide. London: SAGE
publications Inc.

Boonpongmanee, C., Zauszniewski, J. & Morris, D. (2003) Resourcefulness and self-
care in pregnant women with HIV. Western Journal Of Nursing Research, 25(1), 75-92.

Bott, J. S. (2005) HIV and Midwifery Practice. Wiltshir: Cromwell Press.



286

Bouhnik, A., Preau, M., Lert, F., Peretti-Watel, P., Schiltz, M. & Obadia, Y. (2007)
Unsafe sex in regular partnerships among heterosexual persons living with HIV:
Evidence from a large representative sample of individuals attending outpatient services
in France (ANRS-EN12-VESPA Study). 4IDS, 21, S57-S62.

Brickley, D. B., Le Dung Hanh, D., Nguyet, L. T., Mandel, J. S., Giang le, T. & Sohn,
A. H. (2009) Community, family, and partner-related stigma experienced by pregnant
and postpartum women with HIV in Ho Chi Minh City, Vietnam. AIDS Behav, 13(6),
1197-204.

Bryant, A. & Charmaz, K. (2007) The SAGE. handbook of grounded theory. London:
SAGE publications Inc.

Bureau of AIDS TB and STIs (2015) Sexually Transmitted Infection. Available online:
http://aidssti.ddc.moph.go.th [Accessed 20/03/2018].

Bureau of Policy and Strategy (2013) Statistical Thailand 2013. Available online:
http://bps.ops.moph.go.th/Healthinformation/ayiladaiidina%20n.4.%202556.pdf

[Accessed 11/13/2015].

Bureau of Policy and Strategy (2014) Strategy, KPI and Dataapproach Guideline for
2015. Available online:

http://bps.moph.go.th/sites/default/files/strategy and kpi 2558 .pdf [Accessed
15/4/2015].

Carter, M. W. & Kraft, J. M. (2013) The reproductive health behaviours of HIV-
infected young women in the United States: A literature review. AIDS Patient Care
STDS, 27(12), 669-680. .

Carter, M. W., Kraft, J. M., Hatfield-Timajchy, K., Snead, M. C., Ozeryansky, L.,
Fasula, A. M., Koenig, L. J. & Kourtis, A. P. (2013) The reproductive health behaviors
of HIV-infected young women in the United States: A literature review. AIDS Patient
Care STDS, 27(12), 669-80.

Charmaz, K. (2006) Constructing grounded theory: A practical guide through
qualitative analysis. London: SAGE publications Inc.

Charmaz, K. (2014) Constructing grounded theory. 2™ edition. London: SAGE
publications Inc.


http://aidssti.ddc.moph.go.th/
http://bps.ops.moph.go.th/Healthinformation/
http://bps.moph.go.th/sites/default/files/strategy_and_kpi_2558_.pdf

287

Chatchotisak, P. (2009) The use of antiretroviral therapy in Universal coverage (UC).
Available online:
http://med.md.kku.ac.th/mdbtemplate/mytemplate/template.php?component=view_artic
e&qid=438 [Accessed 17/4/2015].

Chersich, M. F., Luchters, S. M., Yard, E., Othigo, J. M., Kley, N. & Temmerman, M.
(2008) Morbidity in the first year postpartum among HIV-infected women in Kenya. /nt
J Gynaecol Obstet, 100(1), 45-51.

Chi, B. K., Gammeltoft, T., Hanh, N. T. & Rasch, V. (2012) Contraceptive use among
HIV-positive women in Quang Ninh province, Vietnam. Trop Med Int Health, 17(10),
1227-34.

Chi, B. K., Rasch, V., Thi Thuy Hanh, N. & Gammeltoft, T. (2011) Pregnancy decision-
making among HIV positive women in Northern Vietnam: reconsidering reproductive
choice. Anthropol Med, 18(3), 315-26.

Chilongizi, D., Wang, L. & al, e. (2008) Morbidity and mortality among a cohort of
human immunodeficiency virus typel-infected and uninfected pregnant women and
their infants from Malawi, Zambia, and Tanzania. Pediatr Infect Dis,, 27(9), 808-814.

Chin-Hong, P. V., G, D. S., Liegler, T., Hagos, E., Krone, M. R., Grant, R. M. & al, e.
(2005) Hight-risk sexual behavior in adults with genotypically proven antiretroviral-
resistant HIV-infection. Journal of Acquired Immune Deficiency Syndrome, 40(4), 463-
471.

Cooper, D., Harries, J., Myer, L., Orner, P., Bracken, H. & Zweigenthal, V. (2007)
"Life is still going on": reproductive intentions among HIV-positive women and men in
South Africa. Soc Sci Med, 65(2), 274-83.

Corbin, J. & Strauss, A. (2008) Basics of Qualitative research 3e. USA: SAGE
publications Inc.

Creswell, J. W. (2007) Qualitative inquiry and research design: Choosing among five
traditions, 2 edition. London: SAGE publications Inc

Creswell, J. W. (2009) Research design: Qualitative, Quantitative and Mixed methods
approaches, 3 edition. USA: SAGE publications Inc.


http://med.md.kku.ac.th/mdbtemplate/mytemplate/template.php?component=view_artice&qid=438
http://med.md.kku.ac.th/mdbtemplate/mytemplate/template.php?component=view_artice&qid=438

288

Critical Appraisal Skills Programme, C. A. S. P. (2013) Qualitative Research Checklist
31.05.13. . Available online: www.casp-uk.net/casp-tools-checklists. [Accessed
04/11/2017].

Cuca, Y. P., Onono, M., Bukusi, E. & Turan, J. M. (2012) Factors associated with
pregnant women's anticipations and experiences of HIV-related stigma in rural Kenya.
AIDS Care, 24(9), 1173-80.

Curran, J. W. & Jaffe, H. W. (2011) AIDS: the Early Years and CDC's Response.
Available online: http://www.cdc.gov/mmwr/preview/mmwrhtml/su6004al1.htm
[Accessed 22/2/2015].

Darak, S., Panditrao, M., Parchure, R., Kulkarni, V., Kulkarni, S. & Janssen, F. (2012)
Systematic review of public health research on prevention of MTCT of HIV in India

with focus on provision and utilization of cascade of PMTCT services. BMC Public
Health, 12(1), 320.

Demissie, D. B., Tebeje, B. & Tesfaye, T. (2014) Fertility desire and associated factors
among people living with HIV attending antiretroviral therapy clinic in Ethiopia. BMC
Pregnancy and Chaildbirth, 14(1), 382-392.

Department of Disease Control (2014) DDC Watch. Available online:
http://www.ddc.moph.go.th [Accessed 17/4/ 2015].

Department of Health (2007) Guidelines for HIV prevention from mother to child
transmission (PMTCT) and family care. Publishing house of War Veterans
Organization of Thailand.

Department of Health (2010) Department of Health set the target for 201 1. reducing the
number of HIV-transmission from mother to child is 3.5% [data 2010 November 30].
Available online: http://www.anamai.moph.go.th [Accessed 8/2/2015].

Department of Health (2016) The situation of AIDS patients in Thai. Available online:
http://www.anamai.moph.go.th [Accessed 07/6/2017].

Department of Reproductive Health and Research (2010) Developing sexual health
programme. Available online: http://www.who.int/reproductivehealth [Accessed
8/2/2015].



http://www.cdc.gov/mmwr/preview/mmwrhtml/su6004a11.htm
http://www.ddc.moph.go.th/
http://www.anamai.moph.go.th/
http://www.anamai.moph.go.th/
http://www.who.int/reproductivehealth

289

Derlega, V. J. & Barbee, A. P. (1998) HIV & social interaction London: SAGE
publications.

Derlega, V. J., Lovejoy, D. & Adelman, M. B. (1998) Personal accounts of disclosing
and concealing HIV-positive test results, in Derlega, V. J. & Barbee, A. P. (eds), HIV &
social interaction. London SAGE publications,147-164.

Doull, M., O'Connor, A., Jacobsen, M. J., Robinson, V., Cook, L., Nyamai-Kisia, C. &
Tugwell, P. (2006) Investigating the decision-making needs of HIV-positive women in
Africa using the Ottawa Decision-Support Framework: Knowledge gaps and
opportunities for intervention. Patient Educ Couns, 63(3), 279-91.

Downs, S. H. & Black, N. (1998) The feasibility of creating a checklist for the
assessment of the methodological quality both of randomised and non-randomised

studies of health care interventions. Journal Epidemiol Community Health, 52(6), 377-
384.

European Collaborative Study, E. U. (2003) Pregnancy-related changes in the longer-
term management of HIV-infected women in Europe. Eur J Obstet Gynecol Reprod
Biol, 111(1), 3-8.

Ferguson, L., Grant, A. D., Lewis, J., Kielmann, K., Watson-Jones, D., Vusha, S.,
Ong'ech, J. O. & Ross, D. A. (2014) Linking women who test HIV-positive in
pregnancy-related services to HIV care and treatment services in Kenya: a mixed
methods prospective cohort study. PLoS One, 9(3), e89764.

Finger, J. L., Clum, G. A., Trent, M. E., Ellen & the Adolescent Medicine, J. M. (2012)
Desire for Pregnancy and Risk Behavior in Young HIV-Positive Women. AIDS Patient
Care and STDs, 26(3), 173-180.

Finocchario-Kassler, S., Dariotis, J. K., Sweat, M. D., Trent, M. E., Keller, J. M.,
Hafeez, Q. & Anderson, J. (2010) Do HIV-Infected Women Want to Discuss
reproductive plans with providers, and are those conversation occuring? AIDS Patient
Care and STDs, 24(5), 317-323.

Firth, J., Wang, C. C., Gillani, F., Alexander, N., Dufort, E., Rana, A. & Cu-Uvin, S.
(2012) The changing face of HIV in pregnancy in Rhode Island 2004-2009. Infect Dis
Obstet Gynecol, 2012, 895047.



290

Fletcher, F., Ingram, L. A., Kerr, J., Buchberg, M., Richter, D. L. & Sowell, R. (2016)
"Out of All of this Mess, I Got a Blessing": Perceptions and Experiences of

Reproduction and Motherhood in African American Women Living With HIV. J 4ssoc
Nurses AIDS Care, 27(4), 381-91.

Fried, S. T. & Kelly, B. (2011) Gender, Race+Geography= Jeopardy: Margin.. Women,
Human Rights and HIV in the United States. Women’s Health Issues, 21(6S), S243-
S249.

Gay, J., Hardee, K., Croce-Galis, M. & Hall, C. (2011) What works to meet the sexual
and reproductive health needs of women living with HIV/AIDS. J Int AIDS Soc, 14, 56.

Giles, M. L., Hellard, M. E., Lewin, S. R. & O'Brien, M. L. (2009) The "work" of
women when considering and using interventions to reduce mother-to-child
transmission (MTCT) of HIV. AIDS Care, 21(10), 1230-7.

Glanz, K., Marcus Lewis, F. & Rimer, B. K. (1997) Theory at a Glance: A Guide for
Health Promotion Practice. London: National Institute of Health. .

Glaser, B. G. (1992) Basics of Grounded theory analysis. CA: Sociology Press.

Glaser, B. G. & Strauss, A. L. (1967) The discovery of Grounded theory: strategies for
qualitative research. London, Aldline Transaction Publishers. London: Aldline
Transaction Publishers.

Gogna, M. L., Pecheny, M. M., Ibarlucia, 1., Manzelli, H. & Lopez, S. B. (2009) The
reproductive needs and rights of people living with HIV in Argentina: health service
users' and providers' perspectives. Soc Sci Med, 69(6), 813-20.

Gruskin, S. (2010a:3)  Defining  sexual  health. Available  online:
http://www.who.int/reproductivehealth/topics/sexual _health/conceptual elements/en/
[Accessed 22/2/1015].

Gruskin, S. (2012) Pregnancy decisions of women living with HIV: the need for
multidisciplinary perspectives. Reproductive Health Matters, 20(sup39), 1-4.

Gruskin, S., Firestone, R., Maccarthy, S. & Ferguson, L. (2008) HIV and pregnancy
intentions: do services adequately respond to women’s needs? . Am J Public Health,
98(10), 1746-1750.


http://www.who.int/reproductivehealth/topics/sexual_health/conceptual_elements/en/

291

Guba, E. G. (1990) The paradigm dialog. London: SAGE Publications.

Guba, E. G. & Lincoln, Y. S. (1989) Fourth generation evaluation. London: SAGE
Pulications.

Hanh, N. T., Rasch, V., Chi, B. K. & Gammeltoft, T. (2009) Posttest counseling and
social support from health staff caring for HIV-infected pregnant women in Vietnam. J
Assoc Nurses AIDS Care, 20(3), 193-202.

Hardon, A., Vernooij, E., Bongololo-Mbera, G., Cherutich, P., Desclaux, A.,
Kyaddondo, D., Ky-Zerbo, O., Neuman, M., Wanyenze, R. & Obermeyer, C. (2012)
Women's views on consent, counseling and confidentiality in PMTCT: a mixed-
methods study in four African countries. BMC Public Health, 12, 26.

Harrington, E. K., Newmann, S. J., Onono, M., Schwartz, K. D., Bukusi, E. A., Cohen,
C. R. & Grossman, D. (2012) Fertility intentions and interest in integrated family
planning services among women living with HIV in Nyanza Province, Kenya: a
qualitative study. Infect Dis Obstet Gynecol, 2012, 809682.

Hays, R. B., McKusick, L., Pollack, L., Hilliard, R., Hoff, C. & Coates, T. J. (1993)
Disclosing HIV seropositivity to significant others AIDS, 7425-431.

Hayter, M. (2013) Representations of sexuality: a snapshot of 5 years of scholarship in
the Journal of Clinical Nursing. Journal of Clinical Nursing 22, 3237-3238.

Hernando, V., Alejos, B., Alvarez, D., Montero, M., Perez-Elias, M. J., Blanco, J. R.,
Masia, M., Del Romero, J., de los Santos, 1., Rio, I., Llacer, A. & CoRis (2014)
Reproductive desire in women with HIV infection in Spain, associated factors and
motivations: a mixed-method study. BMC Pregnancy Childbirth, 14, 194.

Holstein, J. A. & Gubrium, J. F. (1997) Active Interview, in Silverman, D. (ed),
Qualitative research: Theory, method and practice. London: SAGE publications Ltd,
113.

Hughes, R. (2004) Safety in nursing, social research. International Journal of Nursing
Studies, 41, 933-940.



292

Huntington, S. E., Thorne, C., Bansi, L. K., Anderson, J., Newell, M. L., Taylor, G. P.,
Pillay, D., Hill, T., Tookey, P. A., Sabin, C. A., Study, U. K. C. H. C., the National
Study of, H. I. V. i. P. & Childhood (2013) Predictors of pregnancy and changes in
pregnancy incidence among HIV-positive women accessing HIV clinical care. AIDS,
27(1), 95-103.

Hussain, A., Moodley, D., Naidoo, S. & Esterhuizen, T. M. (2011) Pregnant women's
access to PMTCT and ART services in South Africa and implications for universal
antiretroviral treatment. PLoS One, 6(12), €27907.

Jantarat, W. (2009) Decision making to pregnant of AIDS patients (Power point
presentation slides in Thai language). Available online:
http://www.thainurseclub.org/Waraporn%20decision.ppt [Accessed 20/2/2015].

Kaewruomwong, N. & Singchai, A. (2009) The pregnancy of HIV-positive women who
are on antiretroviral therapy. Thai AIDS Journal, 21(3), 143-157. ,21(3), 143-157.

Kaida, A., Lacher, F., Strathdee, S. A., Janssen, P. A., Money, D., Hogg, R. S. & Gray,
G. (2011) Childbearing Intentions of HIV-Positive Women of Reproductive age in
Soweto, South Africa:The influence of expanding access to HAART in an HIV
hyperendemic setting. American Journal of Public Health, 101(2), 350-358.

KaiserFamilyFoundation (2014) The Global HIV/AIDS Epidemic. (1 December, 2014.
Available online: http://kff.org/hivaids/fact-sheet/the-global-hivaids-epidemic/
[Accessed 4/3/2015].

Kakaire, O., Osinde, M. O. & Kaye, D. K. (2010) Factors that predict fertility desires
for people living with HIV infection at a support and treatment centre in Kabale,
Uganda. Reprod Health, 7, 27.

Kanniappan, S., Jeyapaul, M. J. & Kalyanwala, S. (2008) Desire for motherhood:
exploring HIV-positive women's desires, intentions and decision-making in attaining
motherhood. AIDS Care, 20(6), 625-30.

Kavanaugh, M. L., Moore, A. M., Akinyemi, O., Adewole, 1., Dzekedzeke, K.,
Awolude, O. & Arulogun, O. (2013) Community attitudes towards childbearing and
abortion among HIV-positive women in Nigeria and Zambia. Cult Health Sex, 15(2),
160-74.


http://www.thainurseclub.org/Waraporn%20decision.ppt
http://kff.org/hivaids/fact-sheet/the-global-hivaids-epidemic/

293

Kelly, C., Alderdice, F., Lohan, M. & Spence, D. (2013) 'Every pregnant woman needs
a midwife'--the experiences of HIV affected women in maternity care. Midwifery, 29(2),
132-8.

Kennedy, C. E., Spaulding, A. B., Brickley, D. B., Almers, L., Mirjahangir, J., Packel,
L., Kennedy, G. E., Mbizvo, M., Collins, L. & Osborne, K. (2010) Linking sexual and
reproductive health and HIV interventions: a systematic review. J Int AIDS Soc, 13, 26.

Kennedy, J. (2003) HIV in Pregnancy and Childbirth 2edition.Elsevier Science.

Khan, K. S., Kunz, R., Kleijnen, J. & Antes, G. (2003) Systematic Reviews to Support
Evidence Based Medicine: How to Review and Apply Findings of Healthcare Research.
London: Royal Society of Medicine Press.

Kikuchi, K., Wakasugi, N., Poudel, K. C., Sakisaka, K. & Jimba, M. (2011) High rate of
unintended pregnancies after knowing of HIV infection among HIV positive women
under antiretroviral treatment in Kigali, Rwanda. BioScience Trends, 5(6), 255-263.

King, R., Khana, K., Nakayiwa, S., Katuntu, D., Homsy, J., Lindkvist, P., Johansson, E.
& Bunnell, R. (2011) '"Pregnancy comes accidentally--like it did with me': reproductive
decisions among women on ART and their partners in rural Uganda. BMC Public
Health, 11, 530.

Kipp, W., Heys, J., Jhangri, G. S., Alibhai, A. & Rubaale, T. (2011) Impact of
antiretroviral therapy on fertility desires among HIV-infected persons in rural Uganda.
Reprod Health, 8, 27.

Kisakye, P., Akena, W. O. & Kaye, D. K. (2010) Pregnancy decisions among HIV-
positive pregnant women in Mulago Hospital, Uganda. Cult Health Sex, 12(4), 445-54.

Kotze, M., Visser, M., Makin, J., Sikkema, K. & Forsyth, B. (2013) Psychosocial
variables associated with coping of HIV-positive women diagnosed during pregnancy.
AIDS Behav, 17(2), 498-507.

Kownaklai, J. & Hornboonherm, P. (2012) Nursing care of HIV infected pregnant
women: the challenging situation among the changing choices. Journal of Nurses
Association of Thailand, North-Eastern Division, 30(2), 6-15.



294

Kownaklai, J., Rujkorakarn, D., Meena, P., Khamenkarn, K. & Tanwattananon, W.
(2009) Family strength among AIDS patients. Thai AIDS Journal 21(4), 190-204.

Kownaklai, J., Rujkorakarn, D. & Williams, D. (2012) Disclosure of Information by
Patients about HIV/AIDS Infection in Northeastern Thailand. Journal of AIDS and HIV
Research, 4(5), 133-140.

Kownaklai, J., Tanwattananon, W. & Rujkorakarn, D. (2014) Developing denial
techniques to avoid unsafe sexual intercourse with a HIV positive partner. Oral
presentation. , The 2nd Commonwealth Nurses Conference: Nurses and midwives:
agents of change. Royal college of Physicians, London, 8-9 March, 2014.
Commonwealth Nurses Federation.

Kuhn, T. S. (1970) The structure of scientific revolutions, 2 edition.The University of
Chicago Press.

Kuhn, T. S. (1996) The structure of scientific revolutions, 3 edition.The University of
Chicago Press.

Kusalanan, A. (2011) Abortion: laws and The Thailand Medical Council. Available
online: www.med.cmu.ac.th [Accessed 16/6/2017].

Kwalombota, M. (2002) The effect of pregnancy in HIV-infected women. AIDS Care,
14 (3), 431-433.

Lancioni, C., Harwell, T. & Rutstein, R. M. (1999) Prenatal care and HIV infection.
AIDS Patient Care STDS, 13(2), 97-102.

Leonard, A. D., Markham, C. M., Bui, T., Shegog, R. & Paul, M. E. (2010) Lowering
the risk of secondary HIV transmission: insights from HIV-positive youth and health
care providers. Perspect Sex Reprod Health, 42(2), 110-6.

Leyva-Moral, J. M., Piscoya-Angeles, P. N., Edwards, J. E. & Palmieri, P. A. (2017)
The Experience of Pregnancy in Women Living With HIV: A Meta-Synthesis of
Qualitative Evidence. J Assoc Nurses AIDS Care, 28(4), 587-602.



295

Liamputtong, P. & Haritavorn, N. (2014) My life as Mae Tid Chua (motherhood who
contracted HIV disease): Motherhood and women living with HIV/AIDS in cemtral
Thailand. Midwifery, 30(12), 1166-1172.

Lincoln, Y. S. & Guba, E. G. (1985) Naturalistic inquiry. London: SAGE Publications.

Loutfy, M., Hart, T. A., Mohammed, S. S., Su, D., Ralph, E. D., Walmsley, S. L., Soje,
L. C., Muchenje, M., Rachlis, A. R., Smaill, F. M., Angel, J. B., Raboud, J. M.,
Silverman, M. S., Tharao, W. E., Gough, K., Yudin, M. H. & Ontario, H. I. V. F. R. T.
(2009) Fertility desires and intentions of HIV-positive women of reproductive age in
Ontario, Canada: a cross-sectional study. PLoS One, 4(12), €7925.

Loutfy, M., Raboud, J., Wong, J., Yudin, M., Diong, C., Blitz, S., Margolese, S., Hart,
T., Ogilvie, G., Masinde, K., Tharao, W., Linklater, G., Salam, K., Ongoiba, F., Angel,
J., Smaill, F., Rachlis, A., Ralph, E., Walmsley, S. & Ontario, H. I. V. F. R. T. (2012)
High prevalence of unintended pregnancies in HIV-positive women of reproductive age
in Ontario, Canada: a retrospective study. HIV Med, 13(2), 107-17.

MacCarthy, S., Rasanathan, J. J. K., Ferguson, L. & Gruskin, S. (2012) The pregnancy
decisions of HIV-positive women: the state of knowledge and way forward.
Reproductive Health Matters, 20(sup39), 119-140.

Mahasarakham University (no date) Health and Management. Available online:
http://www.elearning.msu.ac.th/opencourse/0701501/Unit03/un03_02.htm  [Accessed
14/5/2015].

Makin, J. D., Forsyth, B. W., Visser, M. J., Sikkema, K. J., Neufeld, S. & Jeffery, B.
(2008) Factors affecting disclosure in South African HIV-positive pregnant women.
AIDS Patient Care STDS, 22(11), 907-16.

Maman, S., Moodley, D. & Groves, A. K. (2011) Defining male support during and
after pregnancy from the perspective of HIV-positive and HIV-negative women in
Durban, South Africa. J Midwifery Womens Health, 56(4), 325-331.

Marcellin, F., Protopopescu, C., Abe, C., Boyer, S., Blanche, J., Ongolo-Zogo, P.,
Koulla-Shiro, S., Moatti, J. P., Carrieri, M. P., Spire, B. & Marcellin (2010) Desire for a
child among HIV-infected women receiving antiretroviral therapy in Cameroon: results
from the national survey EVAL (ANRS 12-116). AIDS Care, 22(4), 441-51.


http://www.elearning.msu.ac.th/opencourse/0701501/Unit03/un03_02.htm

296

McCall, J. & Vicol, L. (2011) HIV infection and contraception. J Assoc Nurses AIDS
Care, 22(3), 193-201.

Medema-Wijnveen, J. S., Onono, M., Bukusi, E. A., Miller, S., Cohen, C. R. & Turan,
J. M. (2012) How perceptions of HIV-related stigma affect decision-making regarding
childbirth in rural Kenya. PLoS One, 7(12), €51492.

Miller, T. (2009) Making sense of motherhood [eBook]. Cambridge: Cambridge books
online, Cambridge university press.

Ministry of Public Health (2014) The situation of AIDS patients in Thai. Available
online: http://www.moph.org [Accessed 24/1/2014].

Ministry of Public Health, (2015) The situation of AIDS patients in Thai. Available
online: http://www.moph.org [Accessed 24/7/2017].

Ministry of Public Health (2008-2010) Thailand Health Profile Report (2008-2010).
Available online: http://eng.moph.go.th/index.php/health-situation-trend/130-thailand-
health-profile-report [Accessed 17/1/2015].

Ministry of Public Health (2012) Mother and Child Health Handbook. Available online:
http://www.moph.org [Accessed 11/6/2015].

Ministry of Public Health (2016) The situation of AIDS patients in Thai. Available
online: http://www.anamai.moph.go.th [Accessed 07/6/2017].

Minnie, K. S., van der Walt, S. J. & Klopper, H. C. (2009) A systematic review of
counselling for HIV testing of pregnant women. J Clin Nurs, 18(13), 1827-41.

Mmbaga, E. J., Leyna, G. H. & al., e. (2013) Fertility desire and intention of people
living with HIV/AIDS in Tanzania: a call for restructuring care and treatment services.
BMC Public Health, 30(13).

Moodley, D., Cooper, D., Mantell, J. & Stern, E. (2014) Health care provider
perspectives on pregnancy and parenting in HIV-positive individuals in South Africa.
BMC health services research, 14, 384.


http://www.moph.org/
http://www.moph.org/
http://eng.moph.go.th/index.php/health-situation-trend/130-thailand-health-profile-report
http://eng.moph.go.th/index.php/health-situation-trend/130-thailand-health-profile-report
http://www.moph.org/
http://www.anamai.moph.go.th/

297

Moustakas, C. (1994) Phenomenology research method. Thousand Oaks California:
SAGE Publications.

Mpyer, L., Rabkin, M., Abrams, E. J., Rosenfield, A. & El-Sadr, W. M. (2005) Focus on
Women: Linking HIV Care and Treatment with Reproductive Health Services in the
MTCT-Plus Initiative. Reproductive Health Matters, 13(25), 136-146.

Mpyer, L., Rebe, K. & Morroni, C. (2007) Missed opportunities to address reproductive
health care needs among HIV-infected women in antiretroviral therapy programmes.
Trop Med Int Health, 12(12), 1484-14809.

Nakaie, N., Tuon, S., Nozaki, I., Yamaguchi, F., Sasaki, Y. & Kakimoto, K. (2014)
Family planning practice and predictors of risk of inconsistent condom use among HIV-
positive women on anti-retroviral therapy in Cambodia. BMC Public Health, 14, 170.

Natan, M. B. & Kutygaro, R. (2015) Predictors of women’s intention to be screened for
HIV during pregnancy. Journal of the Association of Nurses in AIDS Care (JANAC)
26(5), 673-679.

Nattabi, B., Li, J., Thompson, S. C., Orach, C. G. & Earnest, J. (2012) Between a rock
and a hard place: stigma and the desire to have children among people living with HIV
in northern Uganda. J Int AIDS Soc, 15(2), 17421.

Ngure, K., Heffron, R., Mugo, N. R., Celum, C., Cohen, C. R., Odoyo, J., Rees, H.,
Kiarie, J. N., Were, E., Baeten, J. M. & Partners in Prevention, H. T. S. T. (2012)
Contraceptive method and pregnancy incidence among women in HIV-1-serodiscordant
partnerships. AIDS, 26(4), 513-8.

Nobrega, A. A., Oliveira, F. A., Galvao, M. T., Mota, R. S., Barbosa, R. M., Dourado,
L., Kendall, C. & Kerr-Pontes, L. R. (2007) Desire for a child among women living with
HIV/AIDS in northeast Brazil. AIDS Patient Care STDS, 21(4), 261-7.

Office of the High Commissioner for Human Rights, U. N. (1996-2015a) Women's
Human Right and Gender Equality Available online:
http://www.ohchr.org/EN/Issues/Women/WRGS/Pages/WRGSIndex.aspx  [Accessed
22/2/2015].

Office of the High Commissioner for Human Rights, U. N. (1996-2015b) Sexual and
reproductive health and rights. Available online:


http://www.ohchr.org/EN/Issues/Women/WRGS/Pages/WRGSIndex.aspx

298

http://www.ohchr.org/EN/Issues/Women/WRGS/Pages/HealthRights.aspx ~ [Accessed
22/2/2015].

Office of the High Commissioner for Human Rights, U. N. (1996-2015c) United

Nations Human Rights. Available online:
http://www.ohchr.org/EN/Issues/Pages/WhatareHumanRights.aspx [Accessed
8/3/2015].

Oosterhoff, P., Hardon, A., Nguyen, T., Pham, N. Y. & Wright, P. (2008) Holding the
line family responses to pregnancy and the desire for a child in the context of HIV in
Vietnam. Culture, Health & Sexuality, 10(4), 403-416.

Parahoo, K. (2014) Nursing research: Principles, process and issues, 3 edition.Palgrave
Macmillan.

Patten, M. L. (2007) Understanding research methods: An overview of the essentials
6edition. USA: Malloy, Inc.

Patton, M. Q. (1990) Qualitative research & Evaluation methods, 2 edition. London:
SAGE publications Inc.

Patton, M. Q. (2001) Qualitative research & Evaluation methods, 3 edition. London:
SAGE publications Inc.

Paxton, S., Gonzales, G., Uppakaew, K., Abraham, K. K., Okta, S., Green, C., Nair, K.
S., Merati, T. P., Thephthien, B., Marin, M. & Quesada, A. (2005) AIDS-related
discrimination in Asia. AIDS Care, 17(4), 413-24.

Poland, B. D. (2001) Transcription quality, in Gubrium, J. F. & Holstein, J. A. (eds),
Handbook of interview research: Context & method. London: SAGE Publications, 629-
647.

Polit, D. F. & Beck, C. T. (2014) Essentials of nursing research: Apprasing evidence
for nursing practice, 8 edition. London: Wolters Kluwer Health, Lippincott Williams &
Wilkins.

PRISMA (2009) PRISMA 2009 Flow Diagram. Available online: http://www.prisma-
statement.org [Accessed 17/2/2015].



http://www.ohchr.org/EN/Issues/Women/WRGS/Pages/HealthRights.aspx
http://www.ohchr.org/EN/Issues/Pages/WhatareHumanRights.aspx
http://www.prisma-statement.org/
http://www.prisma-statement.org/

299

Rapley, T. (2004) Interviews in Seale, C., Gobo, G., Gubrium, J. F. & Silverman, D.
(eds), Qualitative research practice. London: SAGE publications, 16.

Reproductive Health Division (2016a) Repeat pregnancy in adolescent. Available
online: http://rh.anamai.moph.go.th [Accessed 22/03/2018].

Reproductive Health Division, (2016b) Abortion in Thailand. Available online:
http://rh.anamai.moph.go.th [Accessed 22/03/2018].

Ross, R., Sawatphanit, W., Draucker, C. B. & Suwansujarid, T. (2007) The lived
experiences of HIV-positive, pregnant women in Thailand. Health Care Women Int,
28(8), 731-44.

Ross, R., Sawatphanit, W., Suwansujarid, T., Stidham, A., Drew, B. & Creswell, J.
(2013) The Effect of Telephone Support on Depressive Symptoms Among HIV-
Infected Pregnant Women in Thailand: An Embedded Mixed Methods Study. Journal
Of The Association Of Nurses In AIDS Care (JANAC), 24(5), e13-24.

Ross, R., Sawatphanit, W. & Zeller, R. (2009) Depressive symptoms among HIV-
positive pregnant women in Thailand. Journal Of Nursing Scholarship, 41(4), 344-350.

Ross, R., Stidham, A. W. & Drew, B. L. (2012) HIV disclosure by perinatal women in
Thailand. Arch Psychiatr Nurs, 26(3), 232-9.

Rujkorakarn, D., Kownaklai, J., Meena, P., Jandeekrayom, S., Khamenkarn, K.,
Piyasuwan, S. & Jansiri, K. (2010) Overviews on sexual intercourse of HIV infected
people taking Anti-Retroviral drugs: Duty or Happiness. Journal of Nurses Association
of Thailand, North-Eastern Division, 29(1), 12-21.

Rujumba, J. & Neema, S. et al. (2013) Pregnant women's experiences of routine
counselling and testing for HIV in Eastern Uganda: a qualitative study. BMC health
services research, 24(13), 189.

Rujumba, J., Neema, S., Byamugisha, R., Tylleskdr, T., Tumwine, J. K. &
Heggenhougen, H. K. (2012) “Telling my husband I have HIV is too heavy to come out
of my mouth”: pregnant women's disclosure experiences and support needs following
antenatal HIV testing in eastern Uganda. Journal of the International AIDS Society,
15(2).


http://rh.anamai.moph.go.th/
http://rh.anamai.moph.go.th/

300

Sae-Han, C. (2002) Effects of depression on learned resourcefulness and prenatal self-
care practices in pregnant women with and without HIV seropositivity in Thailand.
BMC, 24(13), 189.

Sagay, A. S., Kapiga, S. H. et al. (2005) HIV infection among pregnant women in
Nigeria. International Journal of Gynecology & Obstetrics 90(1), 61-67.

Sanders, L. B. (2008) Women's voices: the lived experience of pregnancy and
motherhood after diagnosis with HIV. J Assoc Nurses AIDS Care, 19(1), 47-57.

Sanders, L. B. (2009) Sexual behaviors and practices of women living with HIV in
relation to pregnancy. J Assoc Nurses AIDS Care, 20(1), 62-8.

Sheri, B. K., Elizabeth-Hirky, A. & al, e. (2004) Throwing the dice: Pregnancy
decision-making among HIV-positive women in four U.S. cities. Perspectives on Sexual
and Reproductive Health 36(3), 106-113.

Smee, N., Shetty, A. K., Stranix-Chibanda, L., Chirenje, M., Chipato, T., Maldonado,
Y. & Portillo, C. (2011) Factors associated with repeat pregnancy among women in an
area of high HIV prevalence in Zimbabwe. Womens Health Issues, 21(3), 222-9.

Snow, R. C., Mutumba, M., Resnicow, K. & Mugyenyi, G. (2013) The social legacy of
AIDS: fertility aspirations among HIV-affected women in Uganda. Am J Public Health,
103(2), 278-85.

Sowell, R., Murdaugh, C., Addy, C., Moneyham, L. & Tavokoli, A. (2002) Factors
influencing intent to get pregnant in HIV-infected women living in the southern USA.
AIDS Care, 14(2), 181-191.

Squire, C. (1993) Women and AIDS: Psychological perspective. London: SAGE
Publication.

Stern, D. N. (1998) The interpersonal world of the infant: A view from psychoanalysis
and developmental psychology. London: KARNAC.

Strauss, A. & Corbin, J. (1990) Basics of Qualitative research: Grounded Theory,
procedures and techniques. London: SAGE publications Inc.



301

Strauss, A. & Corbin, J. (1998) Basics of Qualitative research: Techniques and
procedures for developing Grounded Theory. London: SAGE publications Inc.

Stringer, E. M. & Giganti, M. (2009) Hormonal contraception and HIV disease
progression:a multicountry cohort analysis of the MTCT-Plus Initiative. AIDS, 23(Suppl
1), S69-77.

Suryavanshi, N., Erande, A., Pisal, H., Shankar, A. V., Bhosale, R. A., Bollinger, R. C.,
Phadke, M. & Sastry, J. (2008) Repeated pregnancy among women with known HIV
status in Pune, India. AIDS Care, 20(9), 1111-8.

Taha, T. E., Dallabetta, G. A. et al. (1995) The effect of human immunodeficiency virus
on birth weight, and infant and child mortality in urban Malawi. Int J Epidemiol, 24(5),
1022-1031.

Thai Red Cross Society (2012) Guideline of Reducing MTCT Project in the support of
Her Royal Highness Princess Soamsawali (2005). Available online: www.redcross.or.th
[Accessed 26/1/2015].

Thailand Reproductive Health Database (2016) Adolescent pregnancy. Available
online: http://rhdata.anamai.moph.go.th [Accessed 22/03/2018].

The Royal College of Midwives, U. K. (2012) Maternal emotional wellbeing and infant
development: A good practice guide to midwives. Available online:
www.rcm.org.uk/sites/default/files/Emotional Wellbeing Guide WEB.pdf  [Accessed
20/5/2017].

Thiangtham, W. & Bennett, T. (2009) Suffering and Hope, the Lived Experiences of
Thai HIV Positive Pregnant Women: A Phenomenological Approach. J Med Assoc
Thai, 92(7).

Thiangtham, W., Padumanondha, S., Sringernyuang, L., Lagampan, S. & Bennett, T.
(2003) The lived experiences on blood repeated and first learned of blood result of Thai
HIV positive pregnant women. Thai Journal Of Nursing Research, 7(4), 266-280.

Thurling, C. H. & Harris, C. (2012) Prevention of mother to child transmission lay
counsellors: Are they adequately trained? Curationis, 35(1), 64.


http://rhdata.anamai.moph.go.th/

302

Tyer-Viola, L. A. (2007) Obstetric nurses' attitudes and nursing care intentions
regarding care of HIV-positive pregnant women. Journal of Obstetric, Gynecologic &
Neonatal Nursing, 36(5), 398-409.

UKCEN (2001) Ethical frameworks. Available online:
http://www.ukcen.net/index.php/ethical_issues/ethical frameworks. [Accessed
30/6/15].

UN (2014) Women'’s rights are human rights. Available online:
www.ohchr.org/Documents/Events/ WHRD/WomenRightsAreHR.pdf [Accessed
30/10/2017].

UNAIDS (2011) We can ensure that people living with HIV receive treatment. Joint
Action for Results UNAIDS Outcome Framework: Business Case (2009-2011).
Available online: www.unaids.org. [Accessed 23/2/2015].

UNAIDS (2014) Factsheet. Available online:
http://www.unaids.org/en/resources/campaigns/World-AIDS-Day-Report-
2014/factsheet [Accessed 26/1/2015].

UNAIDS (2017a) Fact sheet-Latest statistics on the status of the AIDS epidemic.
Available online: http://www.unaids.org/en/resources/fact-sheet [Accessed 27/10/2017].

UNAIDS (2017b) 90-90-90 target. Available online: http://
http://www.unaids.org/en/resources/documents/2017/90-90-90 [Accessed 27/10/2017].

University Campus Suffolk (no date) Using PICO & PEQ: Developing your research
question and search strategy. Available online:
https://www.researchgate.net/profile/Maria_Karabatzakis/post/Howdoconductaorganize
dliteraturesearchfortopicsthatdonotfitinaPICOformat/attachment/59d6329579197b8077
9904db/AS:371030943125504@1465472078006/download/PICO+PEO+Searching.pdf
[Accessed 5/3/2018].

University of Hull (2014) Summon. Library services. Available online:
http://www?2.hull.ac.uk/lli/library-services/books/summon.aspx [Accessed 16/3/2015].

University of Twente (2017a) Health Belief Model. Available online:
http://www.utwete.nl/en/bms/comunication-theory/sorted-by-
cluster/health/communication/healthbeliefmodel/ [Accessed 15/1/2018].



http://www.ukcen.net/index.php/ethical_issues/ethical_frameworks
http://www.unaids.org/en/resources/campaigns/World-AIDS-Day-Report-2014/factsheet
http://www.unaids.org/en/resources/campaigns/World-AIDS-Day-Report-2014/factsheet
http://www.unaids.org/en/resources/fact-sheet
http://www.unaids.org/en/resources/fact-sheet
http://www.unaids.org/en/resources/fact-sheet
https://www.researchgate.net/profile/Maria_Karabatzakis/post/HowdoconductaorganizedliteraturesearchfortopicsthatdonotfitinaPICOformat/attachment/59d6329579197b80779904db/AS:371030943125504@1465472078006/download/PICO+PEO+Searching.pdf
https://www.researchgate.net/profile/Maria_Karabatzakis/post/HowdoconductaorganizedliteraturesearchfortopicsthatdonotfitinaPICOformat/attachment/59d6329579197b80779904db/AS:371030943125504@1465472078006/download/PICO+PEO+Searching.pdf
https://www.researchgate.net/profile/Maria_Karabatzakis/post/HowdoconductaorganizedliteraturesearchfortopicsthatdonotfitinaPICOformat/attachment/59d6329579197b80779904db/AS:371030943125504@1465472078006/download/PICO+PEO+Searching.pdf
http://www2.hull.ac.uk/lli/library-services/books/summon.aspx
http://www.utwete.nl/en/bms/comunication-theory/sorted-by-cluster/health/communication/healthbeliefmodel/
http://www.utwete.nl/en/bms/comunication-theory/sorted-by-cluster/health/communication/healthbeliefmodel/

303

University of Twente (2017b) Theory of Planned Behaviour/Reasoned Action.
Available online: http:// www.utwete.nl/en/bms/comunication-theory/sorted-by-

cluster/health/communication/theory/sorted-by-cluster/health/communication/theory
planned behaviour/ [Accessed 15/1/2018].

Vescovi, G., Pereira, M. & Levandowski, D. C. (2014) Protective factors in the
experience of pregnancy and motherhood among Brazilian adolescents living with HIV:
A case-series report. J Assoc Nurses AIDS Care, 25(6), 541-54.

Viana, R. B., Ferreira, H. C., Santos, M. L. & Cabrita, B. A. C. (2013) Experiences of
HIV-positive pregnant women in relation to nursing care: A descriptive study. DOI:
10.4025/cienccuidsaude.v12i3.18903. Ciéncia, Cuidado e Saude, 12(3), 550-557.

Virginia Tech (2015) What is Summon? Available online:
http://www.lib.vt.edu/help/summon/what-is-summon.html [Accessed 16/3/2015].

Visser, M. J., Neufeld, S., de Villiers, A., Makin, J. D. & Forsyth, B. W. (2008) To tell
or not to tell: South African women's disclosure of HIV status during pregnancy. AIDS
Care, 20(9), 1138-45.

Wall, K. M., Haddad, L., Vwalika, B., Htee Khu, N., Brill, I., Kilembe, W., Stephenson,
R., Chomba, E., Vwalika, C., Tichacek, A. & Allen, S. (2013) Unintended pregnancy
among HIV positive couples receiving integrated HIV counseling, testing, and family
planning services in Zambia. PLoS One, 8(9), €75353.

Warren, C. A. B. (2001) Qualitative interviewing, in Gubrium, J. F. & Holstein, J. A.
(eds), Handbook of interview research: Context & method. London: SAGE
Publications, 83-101.

WHO (2002) Gender and mental health, gender and health. Available online:
http://www.who.com [Accessed 22/2/2015].

WHO (2010a) Defining sexual health. Available online:
http://www.who.int/reproductivehealth/topics/sexual_health/conceptual _elements/en/
[Accessed 22/2/2015].

WHO (2010b) Sexual and reproductive health, Defining sexual health. Available
online:  http://www.who.int/reproductivehealth/topics/sexual health/sh _definitions/en/
[Accessed 22/2/2015].



http://www.utwete.nl/en/bms/comunication-theory/sorted-by-cluster/health/communication/theory/sorted-by-cluster/health/communication/theory
http://www.utwete.nl/en/bms/comunication-theory/sorted-by-cluster/health/communication/theory/sorted-by-cluster/health/communication/theory
http://www.lib.vt.edu/help/summon/what-is-summon.html
http://www.who.com/
http://www.who.int/reproductivehealth/topics/sexual_health/conceptual_elements/en/
http://www.who.int/reproductivehealth/topics/sexual_health/sh_definitions/en/

304

WHO (2013a) Women’s health. Fact sheet N°334. Available online:
http://www.who.int/gender/hiv_aids/en/ [Accessed 4/3/2015].

WHO (2013b) Consolidated guidelines on the use of antiretroviral drugs for treating
and preventing HIV infection. Available online: http://www.who.int [Accessed
20/4/2015].

WHO (2014a)  HIV/AIDS, Fact  sheet  N°360. Available  online:
http://www.who.int/mediacentre/factsheets/fs360/en/# [ Accessed 22/2/2015].

WHO  (2014c)  HIV/AIDS,  Fact  sheet  N°360. Available  online:
http://www.who.int/hiv/data/en/ [ Accessed 22/2/15].

WHO (2017a)  Mother-to-child  transmission of HIV. Available online:
http:// www.who.int/hiv/topics/mtct/about/en/ [ Accessed 30 October 2017].

WHO (2017b) Guideline on when to start antiretroviral therapy and on pre-exposure
prophylaxis for HIV. Available online:
http://apps.who.int/iris/bitstream/10665/186275/1/9789241509565 _eng.pdf?ua=1
[Accessed 30/10/2017].

WHO (2017¢) Thailand maternal mortality rate 1995-2015. Available online:
www.who.int/gho/maternal_health/countries/tha.pdf [Accessed 1/11/2017].

WHO/Thailand (2017) Thailand country. Available online:
http://www.who.int/countries/tha/en/ [Accessed 1/11/2017].

WHO (2018) Guideline on when to start ART. Available online:
http://www.who.int/hiv/pub/guidelines/earlyrelease-arv/en. [ Accessed 27/07/2018].

Willcocks, K., Evangeli, M., Anderson, J., Zetler, S. & Scourse, R. (2016) "I Owe Her
So Much; Without Her I Would Be Dead": Developing a Model of Mother-Infant
Bonding Following a Maternal Antenatal HIV Diagnosis. J Assoc Nurses AIDS Care,
27(1), 17-29.

World Association for Sexual Health (2014) The declaration of sexual rights. Available
online:


http://www.who.int/gender/hiv_aids/en/
http://www.who.int/
http://www.who.int/mediacentre/factsheets/fs360/en/
http://www.who.int/hiv/data/en/
http://www.who.int/hiv/topics/mtct/about/en/
http://apps.who.int/iris/bitstream/10665/186275/1/9789241509565_eng.pdf?ua=1
http://www.who.int/countries/tha/en/

305

http://www.worldsexology.org/wpcontent/uploads/2013/08/declaration_of sexual right
s_sep03_2014.pdf [Accessed 22/2/2015].

Worldlifeexpectancy  (2017)  Health  profile:  Thailand.  Available online:
http://www.worldlifeexpectancy.com/country-health-profile/thailand [Accessed
1/11/2017].

WP_Map (2014) Thailand map. Available online: http://www.wpmap.org/tag/thailand-
map/ [Accessed 3/3/2015].

Youngwanichsetha, S., Isaramalai, S., Songwathana, P. & Wiroonpanich, W. (2010)
Weighing stress, Decision- Making Surrounding Management of the Pregnancy
Experience Among HIV-infected Thai Women. Health Care for Women International,
31, 902-920.

Zaba, B., Calvert, C., Marston, M., Isingo, R., Nakiyingi-Miiro, J., Lutalo, T., Crampin,
A., Robertson, L., Herbst, K., Newell, M.-L., Todd, J., Byass, P., Boerma, T. &
Ronsmans, C. (2013) Effect of HIV infection on pregnancy-related mortality in sub-
Saharan Africa: secondary analyses of pooled community-based data from the network
for Analysing Longitudinal Population-based HIV/AIDS data on Africa (ALPHA). The
Lancet, 381(9879), 1763-1771.

Zhang, Y., Margolese, S., Yudin, M. H., Raboud, J. M., Diong, C., Hart, T. A., Shapiro,
H. M., Librach, C., Gysler, M. & Loutfy, M. R. (2012) Desires, Need, Perceptions, and
Knowledge of Assisted Reproductive Technologies of HIV-Positive Women of
Reproductive Age in Ontario, Canada. ISRN Obstet Gynecol, 2012, 853503.

Zoppi, K. A. & Epstein, R. M. (2001) Interviewing in medical setting, in Gubrium, J. F.
& Holstein, J. A. (eds), Handbook of interview research: Context & method. London:
SAGE Publications, 355-357.


http://www.worldsexology.org/wpcontent/uploads/2013/08/declaration_of_sexual_rights_sep03_2014.pdf
http://www.worldsexology.org/wpcontent/uploads/2013/08/declaration_of_sexual_rights_sep03_2014.pdf
http://www.worldlifeexpectancy.com/country-health-profile/thailand
http://www.wpmap.org/tag/thailand-map/
http://www.wpmap.org/tag/thailand-map/

306

Appendix

Appendix A: Introductory letter

Introductory letter

Dear Participant (Pregnant women)

I am Jaruwan Kownaklai and I am studying on a Ph.D. programme in University
of Hull, UK (Nursing studies). I am interested in understanding more about your
decision-making processes and experiences of becoming pregnant. The health

care team and your consultant in ANC have identified you to me.

I expect that my study will help Thai health care providers to better understand,
respect and develop health care services for Thai women who are affected by a

positive HIV status.

Before you decide to take part, you should understand why the research is being
done and what it would involve to you. If you decide to take part I would be
grateful. The participant information sheet about the study will be sent you to
read and if you wish to take part, I will meet you to explain about my research

once again.
Yours sincerely
Jaruwan Kownaklai

Ph.D.Student
Contact: 0894165257
Email:;jaruwan.o@msu.ac.th; J. Kownaklai@?2014.hull.ac.uk

Address: Faculty of Nursing, Mahasarakham University 44150.



307

Appendix B: Participant Information Sheet (In English language)

Participant Information Sheet (Pregnant women)

Title: Pregnancy decision making among Thai women living with

HIV: a grounded theory study.

I am writing to you because I would like to invite you to take part in a research
study. Importantly, before you decide to take part, you should understand why the
research is being done and what it would involve for you. This leaflet provides
important information about the study. Please take the time to read it and do ask
any questions if you are unclear about anything, or want further information about
the research and taking part. If you find reading this leaflet difficult, please do not
hesitate to ask me to give you a verbal explanation of the information contained in

it.
* What is the purpose of the study?

The purpose of the study is to improve understandings of how HIV positive
pregnant women make decisions about becoming pregnant and how their families
are involved in pregnancy decisions. The findings of the study will be used to
provide evidence of how to improve health and social care systems delivering care

and services to women who are living with HIV in Thailand.
% Who is doing this study?

My name is Jaruwan Kownaklai, my background is a nurse, midwife and a
lecturer in the Faculty of Nursing, Mahasarakham University. I am undertaking a
doctoral research degree at the University of Hull, UK. I expect that my study will
help Thai health care providers to better understand, respect and develop health
care services and the fertility decisions and reproductive health and rights among

Thai women who are affected by their HIV status.
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% Why have I been chosen? How many other participants will be

involved?

You have been chosen because I would like to interview women living with HIV
who become pregnant. I am interested in understanding more about your decision-
making in becoming pregnant by exploring your real life story. In addition, but
only with your consent, I would like to speak with one of your family members or
significant others to know more about his or her opinion of your pregnancy. I will
only meet with one of your family members/or significant others if you allow me
to meet with them and only if you have already disclosed your HIV status to them
and given your permission by signing the consent form. If not, I will not meet

them.

I will be conducting around 15-20 interviews with other pregnant women and

interviewing around 15-20 family members or significant others.
¢ Do I have to take part?

No. Your participation is completely voluntary. If you do decide to take part you
can withdraw from the study at any time without giving a reason. The care you
receive from the hospital and health care staff will not be affected in any way by

your decision to decline to take part.
+ What will happen if I take part?

If you are willing to take part, I would like to interview you about your decision-
making around pregnancy and your experiences during pregnancy. I will
interview you at least once but some participants may be approached for a second
interview. Each meeting at which the interview will take place will take between
60-90 minutes. During the interview, I will listen to your experiences, your story,
and your point of view. I would, with your permission, like to record the

interview to keep an accurate record of our meeting.
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“* What is the topic that is being investigated?

The topic of the study is about how women who living with HIV make decisions
to become pregnant and how their families or significant others are involved in
these decisions. To investigate this topic, you will be asked some questions. The
questions you will be asked will focus on subjects such as your pregnancy, your
decision-making around becoming pregnant, and the how your family or others

has been involved in your decisions.
“* What are the benefits and risks?

Sometimes talking about your HIV status can be an emotional experience and it
can also be upsetting. If it is, and you are in agreement, it may be necessary to
refer you to talk to the hospital counselling team about how you are feeling. This

will of course only be done with your agreement and permission.

The findings from the study will potentially be used to help health care
practitioners to better understand and improve health care services for women and

their families who are affected by HIV.
+ How will you ensure the confidentiality of personal data?

Your real name and address will not appear in any reports of this research and it
will not be possible to identify participants. The direct quotations from the
interview may appear in the research report and other related papers but only
without personal identifiable or detectable information. The research will only use

an anonymous or pseudonymous name for participants.

The recordings of the interviews and all the transcriptions will be kept in a safe
locked cupboard and/or on a computer that requires a password. The data from
the interviews will only be seen by the researcher, the person checking the
translation and the persons supervising the project. All raw data will be destroyed

after the research report is completed.
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On the rare occasion that an emergency arises for you or your baby, or if I become
worried about you or your unborn baby’s health or well-being, it may be
necessary to consult with your healthcare team first to get you the right help
without getting your permission first. In most situations however, nothing that

you say will be shared with others unless you request someone help you.
¢ What will happen to the research results?

The study will be written up as a thesis in hard copy and this will be maintained
by the University of Hull. I will use a part of the whole thesis for publication or

academic conferences without your real name and address.
** Would you receive anything for taking part?

I will pay for your transportation such as your travel tickets or car fuel up to 100-

300 Thai Baht (depending on travel distance) for travel to the interview.
% I would like to participate. What do I do now?

If you do decide you would like to take part in this study tell me directly, or tell
your nurse or doctor and they will, with your permission, pass your name and
contact details on to me. I will then contact you to explain the research objectives

and you will be asked to sign a consent form before starting the interview.

Researcher contact details for further information
Contact number: 0894165257
Email: jaruwan.o@msu.ac.th

Address: Faculty of Nursing, Mahasarakham University 44150.
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Appendix C: Consent form (In English language)

Consent form (All participants)

Title: HIV positive Thai women’s decision making process around becoming

pregnant: a grounded theory study.

I confirm that I have read and understood the information sheet which given by
the researcher. I have had an opportunity to consider the information, asked

questions and these had answered satisfactorily.

I understand that my participation is voluntary. So, I feel free to take part or

withdraw in any times without my medical care or legal rights being affected.

I understand that any interview will be tape recorded and these tapes will only be
listened to and transcribed by the researcher, the transcriptions be translated by the

researcher and re-check by bilingual translator (Name.............................. ).

I understand that my real name and address will not appear in any part of research
report but will use instead anonymous or pseudonymous name. The direct
quotations from the interview may appear in the research report and other related

papers without personal identifiable or detectable information.

I agree to take part in this study.

(Signature) (Date)
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Appendix D: Question guideline

Semi-structured question guideline

1. Demographic data
- Pseudonymous name of participant
- Age
- Marital status
- Religion
- Education
- Occupation
- Pregnancy history (G-P-A-L, GA, last child age, number of children
- Complications during pregnancy (if applicable)

- Family members (number and relationship)

2. Question guideline for pregnant women

- Tell me about your pregnancy

- When did you know your HIV status?

- How did you know your HIV status?

- How did you feel?

- How did you decide to become pregnant with HIV-positive status?

- How do you feel now?

- Who was involved in your decision?

- How did they help you in your decision?

- How have others in your family reacted to HIV status and pregnancy?

- What are your information sources on HIV?



313

- How did you deal with ...(struggles)..related to become pregnant with HIV-

positive status?

- How do you feel now?

- How do you plan for baby/ future?
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Appendix E: Ethical approval letters

5) Ethical approval letter from University of Hull

QTN
UNIVE%SIT?OF Hull

PRIVATE AND CONFIDENTIAL Faculty of Health and Social Care
Research Ethics Committee
Jaruwan Kownaklai
Faculty of Health & Social Care T: 01482 464030
E: T.Alexander@hull.ac.uk
REF 210

07 March 2016
Dear Jaruwan

RE: HIV positive Thai women’s decision making processes around becoming
pregnant: a grounded theory study

Thank you for your emails and revised participation sheets.

Given the information you have provided | am pleased to grant ethical approval for your
study.

| wish you every success with your research.

Yours sincerely

Y /- /
—~ ‘f@ez-z,u

Dr Tim Alexander
Deputy Chair, FHSC Research Ethics Committee
cc file
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6) Ethical approval letter from Roi-et Hospital and branches (Thai language)
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7) Ethical approval letter from Mahasarakham hospital (Thai language)
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Appendix F: Transcript is translated from Thai to English (An example)

Tu= Tukta (women)
Age of participant:
Marital Status:
Religion:
Occupation:

Education level:

JK= Jaruwan Kownaklai, the researcher
21 years

Marriage

Buddhist

Housewife

High School (Grade 9)

G2 P1 AOQ L1, last child 4 years Baby Gender: Male
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Person Thai Dialogue (Translate from Thai to English)
JK. vonwdoyaia iieuuzaz aouilguergeilning anunmausd ovim uasmsdnudz | May I have your general personal data such as age, marital status, job, and
educational level, please?
Woman | Iz e1g 213z udsenuds aeuiliihunithuegiiumen dy susu 1.3 . Yes, I'm 21 years old. I’'m married, but not registered. I’'m a housewife
(Tu) without doing any job. My education was grade 9 from Non- Formal
Education.
JK. feusnss e saz What job did you do before your pregnancy?




Woman | showfhumithuiiness I was a house keeper in Pattaya.
(Tw)
JK. Wudemaues lsnz What’s your religion?
Woman MAUINNTAZ I’m a Buddhist.
(Tu)
JK. Roafitesiimlnsaz Is it your first, second, or third pregnancy?
Woman Roafidens It’s my second one.
(Tu)
JK. i ldilafvasuiesusnmisoiag Can you tell me about your first pregnancy?
Woman | gnaunsniifumiiiideidedaoiy dudang aeuilerwdl gn'lildaaie I had the first baby with the first infectious husband. I got a son, and now he is
(Tu) 4 years old. But my son is not infectious.
JK. weszianlsySAnnuiundaaieusndsfeatiniesldioay 1ufhuindals Can you tell the story from the first pregnancy till the present one, and how
can it happen?
Woman 4z wyRosaeuoglszinadunnauied aowiulhauiideimia Yes, I can. I was pregnant when I was 16-17 years old. I worked in the
(Tw) Hinfumiauusnifigndaeiu F3hAndeaoufignauisn province, knew my first husband, and had the first child together. In addition,

v, & 3 a o ' ™ '
waﬂaaﬂgn"lﬂizﬂwmman VAIUAULLITN mﬂmum'lﬂmu‘lﬁm

Y da A ' a o &g o v,
iﬂﬂuuﬂllﬂull'lﬁuﬁli]ﬁﬂﬂ‘] AOUNIDYNUAVAUY NNAINNILAITINAY

I knew that I was infectious when I had the first child. After giving birth for a
while, I broke up with him because he had another wife. However there were
many men paying attention to me. Before I have been living with a current
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husband, I got 3 husbands and my current one is the fourth.

E

o A T . . = z :
JK. Hoewend Fndaedwatesn mumgmsalliianiesldisn: Juiaes 1siu Can you tell me what happened because you said that you knew your HIV+
since the first pregnancy?
Woman | f3neudstesauusnifedilfiuga aewliasiafesneuiuergassdidaoaudon I knew it 4 years ago. When I checked my first pregnancy , and I was pregnant
(Tu) wueivenhAndel wliiida AAvenndesn wwAasagnAusn for 2 months . A doctor said that I and my husband were infectious ;however, I
49 A ey N AV continuously took a medicine. After giving the first baby, a doctor checked
wegneenuuen lignasvdeanaduduign luda weoldidnduuuanduuthy ) > . 3
my baby and said that he was not infectious. Then I broke up with my
husband and came home.
JK. mnuduiustumiauiligiulilanies1disas Could you tell me about the relationship between you and a current husband,
please?
Woman | Anewyndumegithudadlden liddniay mfsnduduvony widunaudwdue | After I had come home, I met him. It is nearly a year. My current husband had
(Tu) fammeny  udwnindosy  dunueantiniuma:  vewifvewan  wyfvoun known my father and always visited him. That was the reason why we knew
& ey o g N each other. My parents liked him, and so did I. And they agreed that we
wifiaeliorty fasanasegiuin litdl Altesdeiuds ) ) i
should live together, so we decided to live together. I was pregnant when we
lived together for nearly a year.
JK. Rosiiosiiaestumiiaulmionutigiu masnfuil ogassdIdim nsuding This pregnancy is the second one with a current husband, well! How long

' ' 8 g ' Y ¥ 2
WANITAIIVATIN qmmwummzmmﬂuamﬂsun Nﬂ1?$1!ﬂ§ﬂ“}fﬂuﬂ$qiﬂﬂﬂ$

have you been pregnant, how is mother and child’s health, and are there any
complications?
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Woman | ewassdldiudoundan: hiianzunindoussls nueveniiguamidnia wiidnz My pregnancy is 5 months, and there are no complications. A doctor reports
(Tu) that mother and child’s health is very good.
JK. aounshRatesiidanethalsn How did you feel when you knew you were pregnant?
Woman | Aehwesiaziioulannde asuiiiinies asuusnfionnienineen When I knew, I felt emotional. At first I wanted to do an abortion.
(Tu)
JK. hlufsesneufinesnns Why? Could you explain the reason?
Woman | msizimydalindeuds iulilddaleeziinz aouhuilszsudounyua Because I was not ready, and I didn’t do it on purpose. At that time, my
Cdw o a o y oA i idn’ i i i
(Tuw) nydseile lusilszsuAouazin Sudliin felilFeununsinieanasn fuludesia menstruation didn’t show, and I waited for it. I decided to buy a pregnancy
vi 9 g 4 test strip, and it showed 2 lines. So my husband took me to the hospital to
wouruitesnmny lilasaoh sw. )
check it.
JK. fionnidalindon lindeuidosnsls woazuendivn You said, “I was not ready.” What did you mean by this? Could you explain
more?
Woman 18n fowy luesnaziesneni sonagiigniumludnauuzazluiuiicluewna | Yes, I meant that I didn’t want to become pregnant at that time, I wished to
(Tu) wéni dEnumwereu uaga i ldqnnudumeing wyieaneu have a child with him in one day after I had consulted the doctor about my
planning, but haven’t asked them yet, I become pregnant.
JK. fiuenhdalindon nouesldauiuiindons 1955msln How did you do for birth control, or did you have any method to do?
Woman | wyhildl9esls mnedusnquundeundienion mieuiuuiegy I didn’t use or take anything .I used to take birth control pills before, but I
(Tu) weRanquisunyfaoania weaniey lsfuaiilfinldgeena uanndldiheluldha experienced a vomiting problem like being allergic to birth control pills . After

contraceptive injection, I became fat, so I stopped doing it. My husband wore
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' v a & 'Y Wy
w1z hiihmudadeasuunegdaeny wylilduenan

a condom, but sometimes he didn’t do because he didn’t know that I was
infectious when we firstly lived together.

JK. poufimyailm uazn i hmydaie nylénamunsiignswiuedialsaz | Because you have a new husband and he doesn’t know you are infectious,
Sumiiaut Aeufiites how do you plan to have a child with him before becoming pregnancy?
o i s = I = ' a &
Woman finoauiueg mRewa Idgamszideiginauds ddunlailuds uaneuivziimydaweuz | Before I become pregnant and he knew my HIV+, we talked to each other,
' ' ' a & ' a 1 1
(Tu) uadundieuimyiive  wiilerwes lienneniild waznyilifainziaady | @and he wanted to have a child because he was old, 28 years old. However, in
y PR N AR s my opinion, I thought that If he had known my HIV+ before, maybe he
werteslasn vwenvend lidewnteennld AiuedeanaiiTemadntios > ) ’ .
wouldn’t have a child with me. Moreover, I didn’t think to be pregnant
sooner, but when I was pregnant and I checked. A doctor advised me to keep a
baby and the medicines can help me and a child, they should be taken
continuously and a baby was less likely to be infectious.
JK. aouiintesil e1gasssim lusng When you knew, how many months were you pregnant?
Woman | aeudeuns It was 2 months.
(Tu)
JK. anoalang e haunatesdnate How did you feel when you knew you were pregnant again?
Woman | fesldnz I cried.
(Tu)
JK. mizes lsfefealw Why did you cry?
Woman | fidadldinaziueteil wnfinngaull  Bniandagniiadeden  wazan@iiliilu | It shouldn’t be like this. He knew it later, and I never told him. I was afraid
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(Tu) fuinnenities Wnihntflanzidenyllngma wiaudanfvenliianiildnma | that my baby would be infectious. At the hospital (ANC), a nursing officer
wyfidnudadn  wnazfiedfudy  dwgiu  weznewnihilldieevenian  wlfunden tO_Ok our blood for HIV tqsted when I came to the hospital to do antenatal care
. ., with my husband. I certainly thought that he would know. After that, a doctor
Wﬂ@’]ﬂiﬂm?'}@ ﬂN@ﬂL?ﬂﬂiﬂLL’ﬂ\iNﬂW\?ﬂ@\?ﬂu LLWuﬂ’r]?%I,‘Ll'N"] nU “NauanI ﬂ?iﬂ’]ﬂm’ﬂlfﬂ“ﬂi@'} told us to kIlOW the blood test at a tlme The results were that I was infectious’
antlaiflide but he wasn’t.
JK. powiiudAnoeals How did you feel at that moment?
Woman | @elauazndine ndameunounniiy wysiseanngauesnsindanie ndnaniulyld I’m really very upset and fearful, before telling him I was distress, I had a
(Tuw) g AeavyRany suicide thought, I wished I want to kill myself because I feared he would hate
me and leave me alone.
¢ y= =y "y P oL A ow
ﬁHl!ﬂiﬂ'J'liJgﬁﬂﬂlﬂiLlwu Nﬂvlllf]ﬂﬂlﬂEJ'NE]1ﬁl'liﬂg'é'lﬁhlﬂﬂﬂﬁﬂi]zﬂﬂﬂiiﬂ . . X . .
ke 4 w4 I cared about my husband’s feeling, I imagined that I had no idea about his
Lmalilﬁuxiﬂﬂ‘li]‘ﬂﬂlfllmﬂl‘]fﬂﬂTﬂLiT . . 9y - . .
reactions to this news, but I was glad that husband wasn’t infectious with me.
JK. ZanoehalsBnions How did you feel more?
Woman | aewfuameh durliiumysugnli1d wydeas iuts At that time, I had thought that if my husband didn’t accept me and a baby, I
(Tu) would do illegal an abortion
JK. udamemiinadeauanveany maozlsiung i lilanievdas aeuimiiZintesnewusn | What happened when your husband discovered your HIV positive?
Y= v N X4 YA w1 o a &
mgﬁﬂaEm“lsuazmﬂaz“lsmumaﬁ‘mmgmﬁ 4NUBDINALYD
Could you tell me about his reaction with this news when your husband knew
you were pregnant and infectious?
T v o & . a2 )
Woman | aeufindehiiimydaie weniimyses sildle uawernnimudeiie My husband was glad when he knew I was pregnant. But when he knew that I
(Tu) was infectious, he was stunned and cried, especially in the day when I knew
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my blood test result.

E

JK. weaziNoinh luandedodli Did you know that why he was stunned and cried?
Woman | wideleiinylivenndou miveninnaamsnyuazgn uazaahdiosinziada He was disappointed because I never told him, he told me that he sympathised
(Tu) me and a baby and he thought he might be infected also.
JK. i liuenimiusaudnsn denozuenn Why didn’t you tell him, and how long had you decided to tell him?
Woman | somazueneguands  adaveziaion  hijasdudeis  egdeiuumwdideunertos | 1 wanted to tell him, but I was afraid that he would mind. I didn’t know how
(Tu) midmazneaiiuauen leesnazuananustlifaziudedy faasnelm to start while we had spent life together for 3-4 months, and later a nurse let
him know. I intended to tell him but didn’t know how to start, ..which word?
JK. wnfuines Istususeanzmil luaudniufinznssaduladesgn What will happen to you and your husband on a relationship and a decision
about your pregnancy?
Woman | wenduunhu wnidTnuvyed wiawnyinilulivenmnneu  wyduenihhifiedngiign | When coming back home, he blamed me and asked the reason why I didn’t
(Tu) mnthunidaouTonyd Tidhels sufatunds sufud e oz lsosdui1diud tell him. I replied to him that I didn’t want to have a baby. Then he comforted
me that it happened and could not be solved and let it be.
JK. vnennuedls What does this mean?
Woman | wneanun et Aogninegudn powiinyiignégniludeswensu | It already happened .We had a baby, and he had to be accepted. “Don’t worry
(Tuw) SR anaEeatndas msluidde sl aqdluezls s 1d about the blood test result, I would infect, if I’m infected, let it be,” said he.
JK. usvondwaideamil lidaiiag udai ludeRatunaziy According the doctor, she or he informed you and your husband that he didn’t

get HIV+. Why did you say that he thought he would be infectious despite his
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blood test result without HIV +?

Woman | miwendr udfneuiinsanline Sunihinemilewdy miiiuniiiidesnsiue He said that his HIV+ might be found in the future even if it wasn’t found that
(Tu) day.
JK. iludsfaethafuny iluasadenlufnfwds udrdwdnsaden Why do you think so? How any times does your husband take his blood
A L FUR e tested? Do you both put on a condom while having sexual intercourse?
Woman | asenfadmdy mnuenduiuenazdshined 1§ ieiuenazravey He had his blood tested, just once. He thought that it might hide or could not
(Tu) e gl 18 dnnndane be found. When we had sexual intercourse, we didn’t use a condom every
time.
JK. mazezl3alildnens e Adnaideanaaesnu Why don’t you both use or wear a condom even if you all know a blood test
result?
Woman Nifmieunu w1 lild I don’t know, but he didn’t put it on.
(Tu)
JK. mopmansoi ludehild Have you ever asked him about his reason?
Woman liiawnag No, I haven’t.
(Tu)
JK. mizey lsdahinwez  hindwndamsens Why don’t you ask him? Are you afraid that he’ll be infectious?
Woman adAz Temaliinda udi lildies Yes, I’'m. I don’t want him to be infectious, but he refuses himself.
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(Tu)
JK. gueaf lii'ldvez lsmsenz Wy Ufesvievguenandd  vieveYewnt Imgwawn | Do you act anything, such as denial, finding a condom provided, asking, or
Aviludesld oxlsiuesiias reasoning him why he had to put it on? Whatever!
Woman lisiz laildvhezls Mldeslfiniieslsde No, I don’t .I do nothing, but let him do what he wants.

(Tu)

JK. Ton rlauda Okay. I see.

JK. wediites wyuenhaae Wliodneen aewuiudames wieliidaony You said that you had a thought to do an abortion when you knew you were
pregnant, could you tell me that this thought just a thinking or you tried to do
an abortion?

Woman | aswidhe ldenduideamniunmiud fumédineaen Not only a thought but also I tried, I bought a blood —driving medicine (herbal

(Tu) liquor) from a grocery to drink.

JK. gothals desdereslsniu Aundaldrnedslin: How did you know that you should take any medicine to drive the foetus out
from your womb, and how did it effect on you?

Woman | faudintumjruenin hendiiiheduiden Auudizeen An acquaintance told me that a blood — driving medicine could drive off the

(Tu) blood and a very little baby.

JK. uaasiuvimsen Jusidesmsieunesn venedils g It meant that the local knew you wanted to do an abortion. What were their
ideas?

Woman | Az mn? wyuendmuydalindeuiign udnyli1duenhaaieusas They knew, but I didn’t tell them that I was infectious. They always asked me
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(Tu) wiewegini lufnzieeen vydueni'hindeu emneudneen why I wanted to do an abortion. I told them that I was not ready and I wanted
O T o L T AN to do an abortion. So they suggested me to buy a blood - driving medicine to
take.
JK. Aundaiuedials What was happen after taking?
Woman | fundwiufharesiiug udlifies 1se0nm After taking, I had a uterus ache, but nothing out from my womb.
(Tw)
JK. wdnhedhalsdens 1819550 usmin What did you do then or other methods did you do or have?
Woman | lidz Amegetuanil  iaunduinzieialsde  mafvenh  asdmuneenuudadn | No, I didn’t try other method, I tried to drink this liquid up to a half of bottle,
(Tu) Yifls Sudadaesy it wasn’t success. After that, I decide to discuss with my husband about what
to do next. He said, “A baby wants to be born with us, it doesn’t matter, and
let it be?
JK. aovdnueniIfguts miiifuazTmyaariums While you were taking a blood - driving medicine, did your husband know
that you wanted to do an abortion?
Woman | hifsz sivhisenudrresunuenin No, he didn’t. After failure, I had just told him.
(Tw)
JK. wnedils How did he say?
Woman | wih “hifhuls daeslignesnn maaiinsuIdimilewdn duiuszifaiufiia He said, “It shouldn’t have any problem, let him be born, it’s acceptable, what
(Tuw) Fuedu i lduds” wiwend wiA lusuReamy suld will happen is irrevocable, and I don’t mind.”
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JK. uwdrnduleetinlsaeRmiumsaings s How did you decide on your pregnancy then?
Woman Aol 4ne I kept my baby.
(Tu)
JK. nmsdadulueignlifluaufevesyaudomieFnuaniidae Was keeping a baby your idea or husband?
Woman Ansaesaudz  wewyvennhiundiAnesnuz  ualieen  iAuennldugaiue | It was ours. I told him that I had taken a blood — driving medicine but it
(Tu) wyiundahinunvamers welduaesiniuingaiue udatede failed. So he told me to stop taking a medicine. After he had told me to stop, I
did it and kept on my pregnancy.
JK. & amomsanierulasdniony venanmil Did anybody know your pregnancy except your husband?
Woman venaFnynauluriunz I told all my family members.
(Tu)
JK. mhuegdrenunnu How many family members have been living altogether?
Woman Sandanusz Treuminy m desanaesauegduatudil vy gony udaiuilunsg Seven to eight persons: my parents, granddad, two younger sisters, my child,
(Tu) my husband, and I.
JK. anuduiussuaulunseunsaiiuedalsthens How’s your relationship with your family members?
Woman | @sz afindunnau It’s pretty good. We’re all familiar to each other.

(Tw)
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JK. Buvenlasfuauusnnouns Wungmsai fnfuldilanies 1divaz Who was the first person that you told your HIV status?
Woman | venuidy  wednaideaswarewsn  fdealiieslshign  Alnswenmifiniumeid | It was my mom because I phoned her since I knew a blood test result .I cried
(Tw) saddasnlo Wihuls dhuudaderanlyle helplessly, and my mom comforted me. She said, “It is irrevocable, and it
doesn’t matter.”
JK. udmnmutenz ndsnuenu Seadulienauduluaseunsade How long did you decide yourself to tell anybody after telling your mom?
Woman | flszanaeiindaeseniind az adunthuduenwiousu It was about 1-2 weeks. After coming back home, I told them at a time.
(Tw)
JK. hludsdadulavenynau Tivenithnnaau Why did you decide to tell everybody, not anybody?
Woman | Alifestlasily aseuaus wydlilagaau seratesq wofudunimedeunyiiun | I didn’t know the reason why I had to keep a secret .1 trusted all my family
(Tu) Saenleau members. All my younger brothers (sisters) always reminded me to take a
medicine.
JK. usazauilfazendils iosuon How did they react when you told them?
Woman | miissmmitulony mnfmdudesdls idels fndu They had a pity and understanding on me. They cried and regretted with what
(Tu) I was.
JK. flosn ds ndteantedunoaiulsni Do your younger brothers or sisters know what a HIV disease is?
Woman | inz Yes, they do.

(Tw)
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JK. $hed1als What do they know?
Woman ptatosnuiiduatiniiteshlsaifuedils udauogduils lineedisear ng My 14 — year - old sister knows that what this disease is, but my 10 — year -
(Tu) old sister doesn’t know what it is.
JK. udAahaulunseuniusagsnuanudyd Do you think that your family members can keep your secret?
Woman | I8z mnenyvond Judedliuenlnade mernudusziaufvany sdhuwnsiulild | Yes, I do .1 told them not to tell anybody because others would despise me.
(Tu) w5z TsadhiluTsmiiuRes Tuaemynrhu
JK. WsuAeauy lny How are they disgusted with you?
Woman | 'l lmuannuauilissnaedas lissnldiudindas lisninaummnaudions Nobody wants to talk to me, have meals together, and be associated with.
(Tu)
JK. aulunsouaiaaindulasniiga inlFanlannaiige Who are the most familiar to you and you asked an advice as much as
possible?
Woman iy My Mom
(Tu)
JK. Tnsidanlumsdadulanitosdeveanynniig Who helped you to make a decision on pregnancy?
Woman dliay My husband

(Tw)

329



JK. mizezls Why?
Woman | mszh mifluaumivayuesnlinyiesse nivend1 gnesinuiinadie My husband supported me to be pregnant, and he told me that a baby wanted
. 1 s . . .
(Tu) wivzdalidadliduls mnee: lided dmsemgAuney to be born with us. He said, “Don’t worry if a baby is infectious because you
are taking a medicine.”
JK. udmyAnignizanils szsieldedils Do you think your baby will be infectious?
Woman | hifmilousu udmwzssdada dusnunaiiaue hivian gnetnez lidan 18 I don’t know, but a medicine can help resist a virus. If I always and
(Tu) continuously take a medicine, a baby may not be infectious.
JK. idanumasiuaueity noviagiie Do you always take a medicine or stop taking it sometimes?
Woman | ez nenandsnnaneagnauusn  wegn hidadmamedienils  sihauedine | Yes, I do. After giving my first child, I worked in Pattaya, it was about three
. . p o . . 1, .
(Tu) viadsznauidon maehbizee ol Bildnduinth months when I stopped taking a medicine. I didn’t know where I could receive
a medicine because I didn’t go home.
JK. udeaiinevinenions Have you ever stopped taking a medicine while your current pregnancy?
Woman | swa¥iiesil Afuemniu fuazaesnsa dh-iiu After knowing this pregnancy, I have been taking a medicine every day, twice
(Tu) a day: in the morning and in the evening.
JK. quaduesedielsthartosil How do you take care of yourself?
Woman Ahunaivawe I always take a medicine.

(Tw)
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JK. azengndniony Maus 13 e lsfumil How do you plan your life with your husband? Do you want another child?
Woman | quiudwesiiudr nyfezsimiiush liedauda No, I don’t. I have already discussed with my husband that I’ll do sterilization.
(Tu)
JK. g Why?
Woman | wiuwenh hifwziodaili 18udmiisauine My husband recommends me to stop having another child because we have
(Tu) already got it.
JK. udrgniniineundaoegdil Wi Idsueilmidons Can your 4- year- child go along with your new current husband?
Woman | 14 mndsnmilougnaz Yes, my husband loves him like his son.
(Tu)
JK. ot lsfiaasoeninmiloiugn How does he show that he loves your child like his son?
Woman | mifiguad litezls midunsennia oiduld devesldt deuundan My husband takes care of him very well. He looks after our family, gives
(Tu) money, and teaches my son.
JK. powdinaieses lanniigany What are the most worried for you right now?
Woman nagnannz I’m afraid that my baby will be infectious.
(Tu)
JK. msezlsaz mszilszaumsainmsiignuudamdsdadenilnuazgnd lifa Why are you worried? You had a child before, but he wasn’t infectious. Why
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do you think this pregnancy will be infectious?

Woman Hewsnyiueasaa limeaenar  Hedifdnhdusiasnanliies Suazaeseuin@ | For the first pregnancy, I took a medicine on time, but this pregnancy I always
(Tw) msTneihesudued take a medicine after time specified, 2-3 minutes, because I'm busy.
JK. wenmniue hinsanauds dessusmivaziitinaignauiisdateda What other matters else are you worried except taking a medicine?
Woman | Geswnandauns Aonyananaounesiivoninnaaudion Yes, I stopped taking a medicine for 3 months before pregnancy. After I had
(Tuw) forourtosii hildRusmmaniion wodnwesiidesidulniae Ansndaingdhli known, [ started talking a medicine again. So I have been worried up to now,
and I’m afraid that it’1l be late.
JK. #'lldmSves lsaz Why do you say it’ll be late?
Woman | dundrlilaz ndrimeusiviasuiuezdalihignnou It is taking a medicine too late, and I’m afraid that HIV+ will be infectious to
(Tu) my baby.
JK. fletdudnifonz finraanzihlignan Do you have other reasons else able to infectious to your baby?
Woman | ififg msrzsumenyfudauised No, I don’t. My health is very strong.
(Tu)
JK. quaduetedhalsiudused How do you take care of yourself to be strong?
a o A a a ] 1a a [ .
Woman Afumaineue sdeduilaasssuar Auemsnuthu Tudumdrduen I always take a medicine, have local foods, but don’t drink alcohol.

(Tw)
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JK. fiodhadudnivaziinaa Do you have anything else to worry?
Woman AuAaeaiosnziifan Sunsnifaamnnindrhgneziacie uddgndaesen | Just two things that I told you. I’'m worried about 2 things, firstly, It is the
wyfdisnuazquann suiimesingriuiuazialums iz hifade wiewllwedudgidu mOSt. Wonjled 'for me that I'M .afrald my baby will be 11'1fe0t1f)us- SecondIY>
(Tu) y 2 - 4y oo gy oy oy . aans | relationship with my husband in the future because he isn’t infectious. I'm
sazdunianyldesen  nyddeaduuds  eglild  Aewdunihae il urag iR . X . . A
S raslans afraid that he’ll find another woman without HIV+ disease. However, if my
APEBERAENAN RN baby would be infected, I will love and care my children always. If he leaves
me, [ will be strong and try to keep my life going on. Just live and let it be,
what will be will be.
JK. ot uaudundwesnpnougay Tethedudnionziitaa I’m really appreciated to your strong. Do you have anything else to worry?
Woman | usiidz That’s all
(Tu)
JK. wvenmnmtumasnivesTsaii Idniosusag May 1 ask about your HIV knowledge resources? How do you get any
1850 2 0 T anas maauadae a0 it knowledge about HIV disease and the way to take care of yourself?
Woman nnweai .89 Yes, I got them from nurses in this hospital
(Tu)
JK. I¢Rumnnitaudnions s Suiaediiia whuiy Do you find any information from other sources like the internet or leaflets?
Woman liing No, I don’t.

(Tw)
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JK. dnlugjiFesitlduiudeatondues s What main information have you gotten?
Woman msaundany daulnejazifudeamsfivetuasiuen How to take antiviral drugs and follow-up
(Tu)
JK. aaeaudaMarumsiatign e lshans lasezaaoquagniia After giving birth, how do you plan to bring up your baby, and who will help
you?
Woman | #al¥iezldnisiedegn aneaiagnuds I think that my mom can help me .After 5-6 months, I’ll find a job to do
(Tu) Uszinaimndoudzen liinumiGuadseni because my baby may be strong enough.
JK. Nuwuligniuuues Tsnzudnana What kinds of milk do you want your baby to drink after giving birth?
Woman TRy Auuuwe I don’t allow my baby to drink my breast milk, but powdered whole milk.
(Tu)
JK. miszez lsazdalildgaiunu Why don’t you allow your baby to drink your breast milk?
Woman | msizignazfuiedauay I’m afraid that my baby will be infectious.
(Tu)
JK. faunaz wasutedils Hanathuauiniluliligaiuu How do you give an answer if the villagers ask you about the reasons?
Woman Aapun i lifbwds marzaunsnd ildauumning I’ll tell them that my breast milk is not enough, and also my first child didn’t

(Tw)

drink mine.
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JK. ndAuifinsfioas Jusuilulsail Are you afraid that everybody will know that you are infectious to HIV+?
Woman GCRLE Yes, I'm.
(Tu)
JK. ndandnh lundunegtumasiinofiuay ldvaeauiidu Tsainawau liosnndunegd | Why have you been living at home if you are worried? I have seen many
nnideagludnuiiiaudinnn mnzndnudugadlagae Tunsdivenios AIDS patients not to come back home or their societies, because they are
I N T y o g 4 Hyg? afraid that their secrets will be disclosed. In your case, why do you come back
Luagamﬂwaumm'lumﬂaum@gmumﬂ wmzclwmmﬂﬂmmsmu"lﬂuﬂﬂx A )
to your hometown after knowing your blood result? Do you have any idea?
Woman | wyndumnegihumagaaiuiininggnd lomnih iy The reasons are that it should be better, and I don’t want to be in other places.
] g g b T 1 T
(Tuw) athatesithuilaninmnTsaldidesalud 19ans a0 At least, at my home town I’'m secured about my medical services with free of
dd ava L4 WYy an oo o g services under Universal Coverage Scheme. It means that if I have been living
Tlogionldans 1 1dd Iui ludeda sfungaenn - - i ‘
sootrndod Aoy Lo . in other places, it become busier and not free services charges. Another reason
LHAgINDYNUIIAU IUATDUATUIINIUNALATY [UADIUAUI NNAUYDNITULI . .
¢ ) is that all family members have already known my HIV status, and I don’t
x4 3 my v ' Y Yy gy 1y < Yo oA o
uﬂuum’mag"lmtm mumnmum"luuammn'lug 1IN NIRDAUIINHNDUNY haVe to keep it a secret I can llVe Wlth everybody’s acceptance. F()r the
< ' o < ' s v Vo d . .
mnnwdwmhes s Avendunmmue Aliawseduiiuels villagers, they have never known if I don’t tell them. I was always asked when
visiting the hospital. I told them that I just saw a doctor, and they asked
nothing.
JK. aulunsenairlimdslusedlsthe fuddasenyedinls How do your family members encourage you? How is it important to you?
Woman fuididaunn auluaseunia vowign mivenauduluasounsah It’s very important to me. My parents told all members not to drive in me but
v v N o N E . :
(Tu) vyihuniiet laenevy TWaiesuguany magvyinadvesiyeguda take care of me, because I'm considerably distressed.
JK. aouiiny Iddsalannlasuniigalunsounsa Who encourages you most right now?
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Woman | 'ldnnui anil uazfignas From my Mom, husband , and my baby
(Tw)
JK. 1&5ued1alsng mnAumaril How do you get encouragement from them?
Woman | witldsnfnumnides Goslsn Geddia mhuvydenliidaled miiventliniildlvu | My mom gives an advice for everything; disease and life. Also my husband
(Tu) addeiude ozlswzRafldifuia uaziegitogniton quannldaiige eunaineshiiu told that he never left me alone, would live together, and did not fear what
iy da . . (1 e e yia . . .. | would happen. I live right now because of my baby and parents. | want to take
ANV NNABIUINAGN ﬂ'ﬁ'JgﬂﬂZﬁTHTﬂUlN?Tﬁ]ZﬂﬂWﬁ@ulﬂﬂﬂ NAAVIDYYINIUINARA . .
. - Ty L care of them best. However. I’'m worried about my children’s future. I’'m not
LAZDUVINALNIIEDYD Y LT LTINHIUVT NAIYNAIVIN . . . . . .
: ¢ afraid that my baby will be infectious, but I don’t want him to be in trouble.
JK. FotmyTynduniinsouasisenfuuasasunynnan You are very good luck that your family accepts and takes care of you very
q 1 o @, A dad a aw 1 1 ’ 1
Nildauldmnauez Id5umssensunazquasinail ifduuazduaiumydiouzas well. Not every patient is accepted and treated well. I'd be glad with you
Woman | sz nyitidiiiasouniasouiumy Yes, it’s my luck that my family members accept me.
(Tu)
Woman | wyesnamomsdogazd shluunyialida i @lildge deliiniiTemadasions | I'd like to ask you why your husband isn’t infectious even if he didn’t put on a
(Tuw) wyfuATavzAT e condom. You both are worried about infection. Will he have a chance to be
infectious?
2 N Z ' a & ' : : : : :
JK. AsINReMNARswdIng duans s Aawe udwailuecals How many times he has his blood tested since he knew you were infectious?
How was his blood test result?
Woman | aoswndsnz waftlifans wyaudeiiiie Twice! Only I was infectious but he wasn’t.

(Tw)
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JK. aosnsnfuthniesuiidou How far is it between the first blood test and the second one?
Woman | awideuny afsiiaosdlifads wydulanlawiduanladihllida It was 3 months. Also his blood hadn’t shown a negative result at the second
(Tu) time. So I was surprised that he wasn’t infectious.
JK. faudanz sMuiufuiannesuienlida gl idnyiunduderiied It’s good news that he isn’t infectious. May be, because you have taken a
s hsaerh S hialudesvestedivsinadossu limusodenealugeail1d medicine when you was 17 years old. Antiviral drugs may decrease a virus in
Lan oo oo s - . 2 . your blood less. You and husband had sexual intercourse without a condom,
nanfimeduiusiuTaolildgeounis dmsasieline lunfusn livere ) ) )
w ey e B but he wasn’t infectious. Even though a virus (HIV) wasn’t found at the first
fﬂ‘i]iwﬂgrlu“]ﬂﬂl‘]fﬂﬁﬂﬂﬂi‘{ NADIUANIATIVYUIUDNATIN NAUTINIADY . . . . . . .
. time, it might hide .So a doctor made an appointment to check his blood again
=& P A o gy a4 I ' = o Ao
Famninsnduduihida duimneanud o wdduiiesdudy between 3 months. However, he was confirmed not to be infectious. He has no
e - oo . o & “ . L . .
il faeadlunszumaen mazdiiiufzlnnguaninmsiusemelumniou a virus (HIV) in his bloodstreams up to the present time because he didn’t get
watiuli ldmneanuhluemamanes lidaaue g daimaduiusfuduny Taslildgen | it.  If he got it, virus (HIV) could appear after getting infection within 3
I months. However, it doesn’t mean, he is safe in the future if he has sexual
intercourse with you without a condom.
JK. fidannmyswdaouusn Jodnhludeilhnldganseunly That’s why I asked you at first. Why did you allow him not to put on a
Mamapaudaaa e Wlueaneztifinldifon: condom? After listening to the reason, will you let him put on the condom for
next time’ sexual intercourse?
Woman | fennlitldnz udliinszeemis (¥as1z) Yes, I will. But I don’t know whether he agrees.
(Tu)
JK. hludees liew Why doesn’t he agree?
Woman | ifsz ermsdaesnmiuzas I don’t know. Please ask him yourself?
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(Tu)
JK. fiz flazaoen g AouRBRLIIAL OK, I’ll ask him when I talk to him.
JK. wdrfraRmsuaduiu o luewanions Are you worried about your relationship with him in the future?
Woman faegas msznlida 5da ndavegium lium Yes, I have reminded myself because he isn’t infectious. I’m afraid that he’ll
(Tu) s I Tan It 1 18w Tsmandernes Lifiu Tsa Tuswag find another woman without HIV+ disease in the future. However, he told me
wandentihifony ifegn mdvasgedan that he never left me 'fmd our baby. Nthmg is guarant@e e}nd everything would
C aw e . .3 . - = happen with our relationship because I’'m infected, he isn’t.
uan liinzes lsneamainlunnuduiufinsznydam lifa
JK. auinfaduliaamh wonesunuad ainezauiulunyde awinyoyana’ld On appointment schedule, I’ll interview him after talking to you, according to
your permission.
JK. fvonmBnaesmomuzaz noufiszaumsdumuaidmiviull Momusnife May I ask you about 2-3 questions before we end our conversation? First, how
audandeniinensaiviedugn uandeiuedielsag are you feelings on pregnancy or with your baby between you having a virus
. 2 4 and having no it?
sgnamaiiusativag lidluTsail gnott
Woman | sudwdudz  dunlidhuiudlidestonsesgn dwuilu sfesdnaidesgn | Its different. Unless I were infectious, I wouldn’t have been worried. Now, I
) . , . . .
(Tu) fatmnaziuedisls wwegdilsde’hl Avzduaisesemaduiiudnlvajas was infected and I'm concerned about my children, especially over their
future. How will they be and live?
JK. Anwiiaosny anuindomsainsainiefugniuuanmaiusiony For the second question, what are your feelings on your pregnancy and your

oYy g g1 a & P Yia & 9 g9 y 4
53'1431\33'JTVl@\3ﬂﬂullﬁ3§31ﬂﬂl‘ﬁﬂiuﬂﬂ\illiﬂ U,ﬁ3331ﬂﬂLT@lLﬁ3ﬂ@\31uWﬂ\iﬂﬁﬂﬂ

v o 1wy ' Sa
Huamiumaiuedils WANY) NAD

baby between knowing pregnancy before infection and knowing infection
before pregnancy, especially for the second pregnancy? Easily speaking, do
you have different feelings between knowing infection before and after

338



Y= 2 ‘o 1 o 3 vy a A o 2 <
ANUFANADMITAIATINNUANNUNYTENINGNTAATONDULASHAIAIATIN

pregnancy?

Woman | wyiwiudiduiiiniiudaduidannn e I know more that they are different between being infectious and uninfected.
(Tu) But now, I’'m infectious, knowing HIV status before or after pregnant is not
o2 Ca o oan o vo  ge 4 .y ) : ; ; ;
uadmyAneudy Fnountendates wud lududu mizdidusiniaiGeignega Ay different for me, why I say like this, because I have had experience with both
situations on my two pregnancies. I’'m still worrying about my children’
health being. Each pregnancy, I have feared my child to be infectious.
JK. Tugnzinydududenuniliidaronylotuazegluioniaius fidounandyllld You are a woman infectious to HIV+ , and you are in a reproductive age. If
reoutasil duden’d dudensziigniiertesagiuns you could return and choose, would you have chosen to be pregnant?
Woman Rewmniignogns nazaslaszinfSnumueneuiing msznyudsunuandiini | Yes, I would. I intended to come and consult with a doctor before being
(Tu) wfteniign wyfeenildndnay  uadnilienninyios bifidy fuediumide | Pregnant because I was married to my new husband. He wanted to have a
o o < g . a s € baby, and so did I. But unless he had wanted, I wouldn’t have been pregnant
HaANUNgNNOUY ﬂlﬂﬂvlllvlﬂlﬁﬂ}ﬂﬁllﬂﬂﬂu ll'llﬁﬂ‘}:ﬂﬂ?iﬂ\i INLUSUINBYUDIDDNIAY . . .
) . for him. It depended on him. However, I was pregnant sooner expectation, so I
HaunTemagnaaitios C,
: didn’t consult a doctor first. And later a doctor recommended to me not do an
abortion and take a medicine.
JK. dweniifanednlsiumsdaduledntosdeny inldnufenudd How do you feel with a decision to your 5 month pregnancy?
Woman Aoouiulduds ozlsvzianliiiuna wiufesnlitesdedas It’s acceptable, let it be, and my husband wants my pregnancy to be
(Tu) continued.
JK. wdanzeonsuld exlsiihldhleniuld How long can it be acceptable? What makes it acceptable?
Woman Adauanundunlieen weantiiniwbildiusn AdnAuwasndudn wediwmusensy | After I had taken an abortion-inducing drug, but it failed .My husband had

4

known, and he stopped me to take it. After my husband had been acceptable .1

339



(Tu) nntiufaalaguann Augeiiaue whiilisidalad always took a medicine and was encouraged by him.
JK. Tomaz Annlasuilaszaumseiuaz 1dlFnannneauaisudnzay It’s OK.I think I have listened to your experiences for a long time, and I asked
fowdied ouni ldammuanda 8nezlsia i idom udmyenna ldilaiufun you all my questions prepared. Do you want to let me know anything apart
from my asking questions?
Woman | lhifisz fin'lhieen No, I don’t .Nothing comes to mind.
(Tu)
- . . 5 - -
JK. fudhi Rvoveunauzazdmsunafidwszaumsaigila If you don’t have any question, I would like to thank you very much for your
. . A e e e aus y L time to talk about your experiences. You might tried from interview, please
AUMBPUUIUDINILHUDY naunaumwrmaun'lﬂuzm MUUT MUVBIITNNOUAY .
take a rest and have some refreshments before going back home. Thank you
very much.
Woman fiz BuAnz veunueINIAITUTUAY OK, you’re welcome, thank you too.
(Tu)

Tamsdunyal

Close the interview
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Appendix G: Background and context of women

Case 1 (Panida)

Panida is 22 years old, this is her second pregnancy with her current husband and
the couple are living together. Her first child and current pregnancy are both from
this husband. Her child was aged 10 months when she conceived this pregnancy.
She knew her HIV positive status during her first pregnancy but the first child was
HIV negative. She conceived this pregnancy by accident because she missed her
contraceptive oral pill and the couple had not been using a male condom. She did
not abort the pregnancy because she has fearful of committing a ‘sin’ and the
pregnancy was too advanced (4-5 months) to do an abortion. She had paused her
ARYV before becoming pregnant because she did not want to be suspected of being
HIV positive by her husband, family and neighbours with her frequent visits to the
hospital. She had been keeping her HIV positive status secret from her husband

and family members so far.

Case 2 (Peungpen)

Peungpen is 25 years old, her current partner is her third; she has 3 children from
her different ex-husbands. The first daughter is from the first husband, the second
and third daughters are from the second husband and this pregnancy from the
current husband with whom she has been living for at least 2 years. She knew her
HIV status before becoming pregnant. She and her husband planned to have at
least one child in the future but she got pregnant earlier by accident because of

missing the oral contraceptive pill and the couple not using a male condom. She
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did not have an abortion because her husband wanted a baby. So far, she has
concealed her HIV status from her husband, and she did not know his HIV status

because he had never been tested. She is living with her husband.

Case 3 (Uraiwan)

Uraiwan is 21 years old, she had many partners previously and did not want to
reveal how many this was. She said that she contracted HIV from her ex-partner
during her last pregnancy and she then had an illegal abortion. She then decided
to split from her ex-partner. This pregnancy is her third but her first with her
current husband; her first child is aged 3 years and from an earlier ex-partner, the
second pregnancy was terminated. The current husband got to know her HIV
status following her attendance at the ANC service. She did not have an abortion
with this pregnancy because the pregnancy was too advanced and her fear of the
complications associated with abortion. She got pregnant by accident earlier than
her planned time (she had wished to get pregnant at 27-28 years old) because of
her lack of knowledge of contraception. Presently, she is living with her husband

although he knows her HIV status and he is not infected.

Case 4 (Kanchana)

Kanchana is 19 years old and one of the two youngest participants. She
contracted HIV from her mother. Her HIV status was confirmed when she was a
14 years old. This is her first pregnancy, she is married to and lives with her
husband. He knew her HIV status before she became pregnant. Kanchana and her

husband, who was HIV negative, planned to have a child so she stopped taking
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her oral contraceptive pills. She felt confident that her husband and baby would
not be infected from her because she had been taking ARV constantly for many

years.

Case 5 (Aree)

Aree is 36 years old and one of the 2 oldest women in this study. She had been
married 2 times previously and she contracted HIV from one of her ex-husbands
but she could not identify which one. Aree has a 13-year old son with her ex-
husband and her son is HIV negative. She has been living with her current
husband for 4 years and this is her second pregnancy, but first with this husband.
She concealed her HIV status from her husband and attempted an illegal abortion
on 3 occasions during this pregnancy. All her abortion attempts failed. Following
ANC attendance, she allowed a nurse to inform her husband of her HIV status.

His HIV test revealed he was HIV negative.

Case 6 (Buraya)

Buraya is 19 years old and an orphan. She contracted HIV from her mother. She
had her HIV status confirmed when she was aged 7 years. This is her first
pregnancy. She is married and lives with her husband. He knew her HIV status
before she became pregnant. Baraya and her husband, who has tested and has
been confirmed on 2 occasions as being HIV negative, planned to have a child
together. She then stopped her oral contraceptive pills. She and her husband

wanted at least one child. She was worried that her husband would be infected
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because he never wore a condom when having they were having sexual

intercourse. However, he remained HIV negative.

Case 7 (Tukta)

Tukta is 21 years old, she had 3 previous partners before her current partner. She
revealed that she became HIV positive from an ex-partner. This was revealed at
ANC during her last pregnancy but her child was HIV negative. She separated
from that ex-husband, returned to her home town, then met and married her
current husband, her fourth. She is pregnant with her second baby with her
current husband. She lives with him and concealed her HIV status from him until
attending ANC services. She then told her husband of her HIV positive status and
decided to do an illegal abortion but this failed. The husband was advised by ANC
services to be tested but he was HIV negative. She remained living with her

husband despite him knowing her HIV status. He remained HIV negative.

Case 8 (Napat)

Napat is 33 years old. She revealed that her background had been as a prostitute
and that she had had a drug addiction since being a teenager living in a large city.
She had known her HIV status since when she was 19 years old and working as a
sex worker. She had 3 previous unwanted pregnancies and had successfully
illegally aborted all of her pregnancies before this pregnancy. She decided to
accept this baby even though she was HIV positive and in an unstable relationship
with a partner. She lived as a single person and the reason she decided to keep

this pregnancy was that she felt she had had enough abortions and she wanted to
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have one baby because she getting older. She said that people said that she is a
beautiful woman and that she was able to attract many men. She was being
treated for the complications from her drug addiction in the same hospital as
where she received her ANC services. She was living with her aunt in a small

town.

Case 9 (Malee)

Malee is 29 years old, she had a 4-year daughter from an ex-husband and he was
HIV negative. She contracted HIV positive from her current husband. Both their
HIV status was revealed after her husband underwent arm surgery. The doctor
treating her husband advised her to have a test for HIV. She became pregnant by
accident because of errors with taking her contraceptive pills. However, they

decided not to have an abortion but to keep the baby.

Case 10 (Hom)

Hom is 33 years old, she has a 14-year daughter from an ex-husband. Her current
pregnancy is the second with an overseas partner who is living abroad with his
family. He will visit Hom as a tourist once a year. She had background as a sex
worker of 8-9 years duration. She knew her HIV status 8 years ago and she had
no idea from whom she had contracted her HIV. Currently, she had stopped sex

work and had returned to her home town, living as a single mum.
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Case 11 (Navarat)

Navarat is 30 years old, she has a 6-year son from her current husband and this
child is HIV negative. She was infected by her current husband. This is her second
pregnancy with the same husband. At the time of interview Navarat revealed that
her husband had died from complications of AIDS one month previously. Now,
widowed, she was living with her son, and mother. She had not revealed her HIV

status to anybody.

Case 12 (Muay)

Muay is 22 years old. She revealed that she had been having sex intercourse since
she was 14 years with many partners. She had not been concerned about the
sexual transmission of diseases and had not requested partners use a male
condoms until she was18 years old. Following a deterioration in her health and
with the symptoms of tuberculosis (TB), she was diagnosed as HIV positive with
TB. She did not know from whom she had contracted HIV. She had a 1- year son
with an ex-husband who was in jail for illegal drug selling. She was re-married to
a new husband who was HIV negative. She concealed her HIV positive status
from her current husband until attending ANC services. She then told her
husband of her status, he was tested and confirmed as being HIV negative.
Currently she is living with her husband and his family. The couple have not

revealed her HIV status to other family members.
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Case 13 (Lew)

Lew is 23 years old, this is her fourth pregnancy with her current husband. She
aborted all 3 previous pregnancies but decided to keep her current pregnancy. Lew
knew she was HIV positive when she became the pregnant with her third
pregnancy. She had planned for this pregnancy because she thought that if she
wanted at least one child, and a baby would be less likely to be infected if she
took ARV consistently. She was divorced from her husband when she was 5
months pregnant as he was HIV negative. She was living with her brother and

mother who have known her HIV status and were supportive of her.

Case 14 (Aonicha)

Aonicha is 36 years old. She had completed a bachelors degree. She had 2 HIV
negative children with the same husband. This is the third pregnancy with her
husband. She knew her HIV positive status from the time of her first pregnancy
but only decided to tell her husband in the second pregnancy. Her husband had
never been tested for HIV so, she did know his HIV status. He has decided not to
be tested. Her pregnancy was unplanned because of her missing contraceptive
pills. Currently she is living with her husband and children. She and husband have

kept her HIV status from others.
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Case 15 (Sai)

Sai is 24 years old, she contracted HIV from her current partner even though she
knew his HIV status before getting it. She had decided to live and have children
with her husband despite the fact that she could have left the relationship before
becoming infected. Her first son is 2 years of age and confirmed as HIV negative.
She planned and consulted the doctors before having this her second child. Sai

expects that this baby will not be infected as with her previous child.



Appendix H: Critical appraisal 81 papers in a systematic review

349

Cwiak, C.A. 2012

and knowledge, future
fertility desires, and
sterilization regret in a
cohort of HIV-positive
women.

receiving care at an
urban infectious
disease clinic.

-Setting: USA.

-Multivariate analysis

than 1% used a long-term reversible method of
contraception (LARC) despite these being the
methods that best fit their desired attributes of a
contraceptive method.

2. Desire for Fertility and Discussion with
Providers: Overall, 29.4% desired future fertility.
Only 50.6% of those sexually active had spoken
with a provider within the last year regarding their
contraceptive plans.

No. Authors Objective of study Samples/ Methodology/ Key Findings Strengths/ limitations
participants Method
1 Akelo & Girde et -To analyse Family N=522 -Quantitative research -Most participants (87%) used FP, only 8% -The research design is clearly
al (2013) Planning (FP) attitudes indicated condoms as a preferred FP method, and described and the researchers offered
among  HIV-infected -HIV-infected -Structured 59% of current pregnancies were unintended. additional support & counselling for
pregnant women pregnant. questionnaires participants taking part in the study.
enrolled in a PMTCT -Factors associated with positive intentions to use
clinical trial in Western -Setting in Western -Fisher's exact test FP were: marital status (p=0.04), having talked to - Validity was assessed with a pilot
Kenya. Kenya. their spouse or partner about FP (p<0.001), study but reliability of the tool is not
perceived spouse or partner approval of FP documented in the paper.
(p<0.001),previous use of a FP method
(p=0.006), attitude toward the current pregnancy -Population is identified but sampling
(p=0.02), disclosure of a sexually transmitted strategy is not indicated.
infection (STI) diagnosis (p=0.03) and ethnic
group (p=0.03).
2 Badell, M.L., -To determine current N= 127 -Quantitative 1. Contraceptive use and desires: the most -Most participants were older women
Lathrop, E., Haddad,  contraceptive use, common forms of contraception used were which may have influenced the
II:I';’ ;Oﬁkﬁng " contraceptive  desires - HIV-positive women -Cohort study sterilization (44.4%) and condoms (41.3%), less findings with respect to the high use
uyen, M.L.

of sterilization as a contraceptive
method.

-Sampling strategy is not indicated.




-There was a high degree of sterilization regret
(36.4%), and 18.2% of sterilized women desired
future fertility.

3. Female Sterilization: The mean age of
sterilization was 28 years of age with a range 21 —
39 years.

-More than half (56.4%) reported that HIV/AIDS
was one of the reasons they chose to be sterilized.

-Sterilization regret was reported in 36.4%, and
18.2% of these women desired to become
pregnant in the future.

- Age, education, reproductive history, sexual
relationship, HIV history, AIDS diagnosis, and
use of HAART medication found that women in a
monogamous relationship had a statistically
increased rate of regret compared to women who
were not sexually active.
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Barnes, D.B. &
Murphy, S. 2009

-To explore women
with HIV made
reproductive decisions
during a time of
transition from HIV as
potentially  fatal to
mothers and newborns.

N= 80

- HIV-positive women
of childbearing age in
three United States
cities.

-Setting: USA.

-Qualitative research.

- Grounded theory.

- Women's decisions were based on their
judgment of the relative weight of positive
aspects of motherhood versus the often negative
pressures of social and public opinion.

-Large number of participants (80
women) were interviewed by sociologists
but were interpreted and analysed by a
single researcher, dealing and analysing
with huge transcripts were not indicated.

- Number of interviewers is not indicated.
- Authors do not explain how rigor was

maintained in the study ie member
checks, reflexivity.
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positive pregnant and
postpartum women.

pregnant and
postpartum women.

-Setting, in Vietnam.

-Semi-structured
interviews and focus
group discussion

-Thematic analysis

wider community.

-Family: participants described not to disclose
their HIV status to family members based on how
they thought the information would be received.
Because most of the participants were in stable
health, those who chose to were usually able to
hide their infection status.

-2 primary reasons for not disclosing their HIV
status to family members. First, participants

No. Authors Objective of study Samples/participants Methodology/ Method Key Findings Strengths/ limitations
4 Beyeza-Kashesya, -To identify the N= 114 couples , 228 -Quantitative research -The majority, 59%, of the participants, desired to -Population, sample size and
J., Ekstrom, A.M., determinants of the individuals. have children. sampling  strategy are clearly
Kaharuza, F., decision to have - Multivariate logistic described.
Mirembe, F., children among sero- -Couples receiving regression modelling -The belief that their partner wanted children was
Neema, S. & discordant couples. HIV care at four a major determinant of the desire to have -The research design and statistical
Kulane, A. 2010 centres in Greater children, irrespective of the HIV sero-status analysis is clearly described and
Kampala, Uganda. (adjusted odds ratio 24.0 (95% CI 9.15, 105.4). appears thorough.
-Setting: Uganda. -Among couples in which the woman was HIV-
positive, young age and relatives' expectations for
children were significantly associated with
increased fertility desire, while among couples in
which the man was positive; knowledge of ART
effectiveness was associated with increased
fertility desire. Availability of information on
contraception was associated with decreased
fertility desire.
5 Brickley & Le -To explore N=20 -Qualitative study -Community: participants described managing - Authors explain how rigor was
Dung Hanh et al discrimination disclosure of their HIV infection because of fear maintained in the study i.ec member
(2009) experienced by HIV- -HIV-positive -In-depth interviews of stigma and discrimination, particularly to the checks by focus group participant

discussion.



Carter
(2013)

& Kraft

-To describe the
prevalence, correlates,
and characteristics of
the sexual activity,
relationships,
pregnancy intentions,
HIV status disclosure,
and contraceptive and
condom use among US
HIV-infected
adolescents and young
women.

N= 32 articles

- searched Pubmed
and relevant
bibliographies

- published from 2001
to July 2012 that
described the
prevalence, correlates,
and characteristics of
the sexual activity,
relationships,
pregnancy intentions,
HIV status disclosure,
and contraceptive and
condom use among
US HIV-infected
adolescents and young
women.

- Literature review

expressed concern about causing emotional
trauma to family members. Second, many
participants worried about being the object of
HIV stigma and discrimination, and in particular
that their children could face discrimination
whether or not they were also infected.

-Partner: most participants reported that their
male partners were emotionally supportive
through the difficult experience of pregnancy and
motherhood.

- Like other youth not infected with HIV,
substantial proportions of HIV-infected youth
were sexually active, and most sought romantic or
sexual relationships, though their serostatus may
have affected the pace of physical and emotional
intimacy.

-Disclosure was difficult, and large proportions of
HIV-infected youth had not disclosed their
serostatus to recent partners.

-A few studies suggest that most HIV-infected
young women hoped to have children in the
future, but many wanted to avoid pregnancy until
later.

-Only one study described contraceptive use
among this population in detail and

found that condoms were a primary method of
contraception.

352

-This was a literature review based on
topic of reproductive health
behaviours in HIV positive young
women in USA.
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-Setting in Northern
Vietnam.

-these women came to the decisions that they had
to make and shows that women's choices were
configured through everyday social relations,
shaped through intimate engagements with
husbands, parents, siblings, and in-laws.

No. Authors Objective of study Samples/ Methodology/ Key Findings Strengths/ limitations
participants Method
7 Chersich, M.F. & - To assess the effects N =500 - Quantitative research 1. Of 496 women, 54 were HIV infected (10.9%)  -The research design was appropriate
Luchters, SM.. of HIV infection on to address the aims of the research.
(2008) morbidity and needs of - 500 HIV+ women -Cross-sectional study 2. The median time since delivery was 3.3 months
infected women for attending a child- with no difference between HIV infected and -Population frame and sampling
services in the first year health  clinic in  -Odds ratios uninfected women. strategy were clearly described.
postpartum. Mombasa, Kenya.
- Chi square 3. A substantial proportion of HIV infected - Validity and reliability of data
-Setting: Kenya. women reported symptoms of fever, dyspnea, collection tool were not described.
- t-test dysuria and complaints were less common in the
uninfected group.
-Wilcoxon  rank-sum
test 4. Painful, swollen, hot or red breasts was
reported by 5.1% of HIV uninfected and 11.5%
of HIV infected women.
5. Of 31.5% women had bacterial vaginosis.
8 Chi & Rasch et al -To explore of the N=20 -Ethnography -Some women made their own decisions. While -The research design and method was
(2011) social processes other complied with wishes of others, most often appropriate to address the aims of the
through HIV positive - HIV positive women -Open ended husband, relatives and health care providers. research.
women. living. interviews

- Authors do not explain how rigour
in the study was maintained.
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No. Authors Objective of study Samples/ Methodology/ Key Findings Strengths/ limitations
participants Method
9 Chi, BK,, -To investigate N=351 -Quantitative - Of the 351 participants, 63% stated they had -The research design and method was
Gammeltoft, T., contraceptive use used contraception before HIV diagnosis and 89% appropriate to address the aims of the
Hanh, N.T.T. & among HIV-positive - Among HIV-positive -A cross-sectional stated they had used contraception after HIV research.

Rasch, V. 2012

women.

women.

-Setting, a Northern
province of Vietnam.

study

- Chi-square testing

- Crude Odds ratios
- Logistic regression
analyses

diagnosis.

-46% of the women had been using either the pill
or an intrauterine device (IUD) before the
diagnosis whereas the same applied for only 8%
of the women after diagnosis.

-39% stated they had been using condom before
HIV diagnosis whereas 87% stated condom use

-Population frame and sample size
were clearly described.

- Validity of data collection tools
were described but reliability was not
described.

- Statistical analysis was appropriate

after HIV diagnosis. to measure the intended set of
variables.
-Condom use was more common among women
who had received post-test counselling.
10 Cooper & Harries -To investigate HIV N=60 -Qualitative research -Most of participants had strong desire for -Data were analysed wusing a

et al (2007)

positive’s reproductive
intentions.

-HIV+ Women (40)
and men (20).

-Setting: Cape town,
South Africa.

-In-depth interview

biological parenthood, have a child. Some of
them avoid pregnancy

-The important factors influences for considering
to have a child are fear of partner and infant
infection, having previous infected baby,
perception of community disapproved of
reproduction in these situation with HIV status.

-Most of them had not discussion their reproductive
desire and intentions with health care providers because
they were anxious that they might face judgmental
attitudes regarding their reproductive options.

grounded theory approach but key
components of grounded theory such
as comparative method, theoretical
sampling and memos were not
indicated.
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No. Authors Objective of study Samples/ Methodology/ Key Findings Strengths/ limitations
participants Method
11 Cuca & Onono et -To examine factors N=1,777 Quantitative research -Women who were older, had less education, -The research design and method was
al (2012) associated with whose husbands had other wives, and who appropriate to address the aims of the
anticipating and -HIV positive perceived community discrimination against research

experiencing HIV
related stigma.

pregnant women
attending antenatal
care clinics in rural
Kenya.

people with HIV had significantly greater
adjusted odds of anticipating HIV stigma.

-Over half of the HIV-positive women
interviewed  postpartum  reported  having
experienced stigma, much of which was self-
stigma.

-Women experiencing minor depression, and
those whose family knew of their HIV status had
significantly = greater = adjusted odds of
experiencing stigma.

-Lack of women's empowerment, as well as
depression, may be important risk factors for
HIV-related stigma and discrimination.

-Population frame and sample size
were described

- Validity and reliability of tool s
were described

- Statistic analysis was appropriate to
measure set of variables
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NO. Authors Objective of study Samples/participants Methodology/method Key Findings Strengths/ limitations
12 Darak, S., -To systematically N= 167 papers -Systematic review -A huge share of the empirical literature on -Demonstrated process of selecting
Panditrao, M., retrieve, thematically PMTCT in India (N=134) deals with studies by diagram.
Parchure, R., categorize and review - To focus on research epidemiological studies (N = 60).
Kulkarni, V., published research on related to the
Kulkarni, S. & PMTCT of HIV in provision and/or -The 46 papers related to utilization/provision of
Janssen, F. 2012 India. utilization  of  the the cascade of PMTCT services were mostly from

cascade of services
provided in a PMTCT
program in India.

the four high HIV prevalence states in southern
India and from the public sector.

-Studies on experiences of implementing a
PMTCT program (N=20) show high rates of
drop out of women in the cascade particularly
prior to receiving ARV.

-Studies on individual components of the cascade
(N'=26) show that HIV counselling and testing is
acceptable and feasible.

-Literature on other components of the cascade -
such as pregnant women's access to ANC care,
HIV infected women's immunological assessment
using CD4 testing, repeat HIV testing among
pregnant women, early infant diagnosis and
factors related to linking HIV infected women
and children to postnatal care - is lacking.
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NO. Authors Objective of study Samples/participants Methodology/method Key Findings Strengths/ limitations

13 Demissie, D.B., -To determine fertility N=340 -Mixed method -The prevalence of fertility desire of PLHIV in -The mixed method design was
Tebeje, B. & desire and associated Fitche Hospital was 133(39.1%) with 95% Cl of  appropriate to address the research
Tesfaye, T. 2014 factors among PLHIV - HIV positive (Quanti-quali) (34.3% -44.3%). purpose and research questions.

attending ART clinic in
Ethiopia.

diagnosis and
reproductive age, 18
to 49 years of age for
women and 18 years
and above for men.

-Setting, in Ethiopia.

-A cross-sectional
study

-Factors found to be associated with fertility
desire were:

Age from 18-29years and 30-39years

Marital length <4y, within 5-9years and 10-
l4years

Had not biological living children and had
more than one child

Community pressure, partner fertility
Duration HIV diagnosis<ly

Disclosed HIV sero-status and partner sero-
difference

- The main reasons mentioned for their current
fertility desire were 36.8% wanted to replaced
themselves, 38.3% did not have desired number
of children and 20.3% believed that by using
ART/PMTCT to get HIV free baby (perceived
efficacy of PMTCT and ART).

-Population, sample size and
sampling were described.

- Validity of tools was described but
reliability was not described.

- Statistic analysis was appropriate to
measure the intended set of variables
in the quantitative part of the study.
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14 Doull & O’Connor
et al (2006)

-To examine HIV
positive women’s
decision making in the
context of pregnancy
and HIV/AIDS.

15 Marcellin et al -To

2010

explore

desire to have a child.

factors
associated with the

Not Given number of
papers.

-Review papers

-The Ottawa Decision-
Support Framework
was used to assemble
evidence of women’s
decision-making needs

N=1,433 -Quantitative research

- among ART-treated - Logistic regression
fertile HIV women analysis

aged <50

-Setting: Cameroon.

-Several gaps knowledge about women’s decision
making in the context of pregnancy and HIV were
identified.

-The availability of evidence varied for each
decision, the significant gaps included: evidence
around testing for ones status, advanced directives
for self and child, disclosure (specifically, the
impact of), others perceptions of antiretroviral use
and data on termination of pregnancies.

-Conclusion: Decision making as a concept was
generally not addressed in the MTCT literature.
Evidence regarding the perceptions of women and
others regarding the various decisions was often
not available and subsequently an important
aspect of MTCT interventions neglected.

-A total of 791 women (55%) reported the desire
to have a child.

-After adjusting for age, matrimonial status,
number of biological children, and sexual activity,
the main factors independently associated with
this desire in a multivariate analysis were having
a good physical health-related quality of life and a
CD4 count at ART initiation <200 cells/mm 3.

- Using The Ottawa Decision-Support
Framework to assemble evidence
through data bases and included grey
literature sources.

-Number of selected papers was not
described.

-Large sample size but population
and sampling strategy were not
clearly indicated.

- Validity and reliability of tools were
not described.

- Statistical analysis was appropriate
to measure the intended of variables.
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16

Ferguson & Grant
etal., (2014)

-To assess attrition
between women testing
HIV positive in
pregnancy-related
services and accessing
long-term HIV care and
treatment services.

N=100

-HIV positive women
within pregnancy-
related services in a
district hospital in
Kenya.

- A mixed methods
prospective cohort
study. (Quali-quanti)

- Multivariable logistic
regression

analysis.

-Thematic analysis.

-(53%) women registered at an HIV clinic within
90 days of HIV diagnosis, (41%) women were
eligible for immediate antiretroviral therapy
(ART); only 6/11(55%) started ART during study
follow-up.

-Factors associated with registration at the HIV
clinic within 90 days of HIV diagnosis were:
having cared for someone with HIV, not having
to pay for transport to the hospital, and having
received enough information to decide to have an
HIV test.

-Qualitative data revealed multiple factors
underlying high patient drop-out related to
women's social support networks (e.g.partner's
attitude to HIV status), interactions with health
workers (e.g. being given unclear/incorrect HIV-
related information) and health services
characteristics (e.g. restricted opening hours, long
waiting times).

- The mixed method design was
appropriate to address the research

purpose.

-Population frame and sample size
were clearly described.

- Validity of tool was described but
reliability was not described.

- Statistic analysis was appropriate to
measure the intended set of variables
in the quantitative part of the study.

-Recruitment of participants in
qualitative part was appropriate.

-Cohort recruitment and follow-up
were clearly described.
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17

Finger & Clum et
al (2012)

-To examine the
association between
desire for pregnancy
(DFP) and both
sociodemographic
variables and sexual
risk behaviors.

N=130

-130 young women
HIV positive.

-Setting: In USA.

-Quantitative research
-cross-sectional study
- Bivariate and
multivariate regression

analyses.

- Multivariate analyses

- DFP was associated with increased rates of
intercourse, decreased condom use, increased
partner concurrency, increased rates of
unprotected sex with a nonconcordant partner,
and a higher number of previous sexually
transmitted infections (STIs).

- DFP was associated with increased likelihood of
recent intercourse, condom-unprotected sex, and
oral sex.

-DFP was related to few sociodemographic
variables but was associated with having fewer
children currently, a history of victimization, and
decreased rates of disclosure of HIV status.

-The few sociodemographic variables that were
associated with DFP suggest that social
relationships may play a role in DFP.

-DFP was associated with sexual behaviours that
may place young women at risk for STI
acquisition and secondary HIV transmission to
partners.

-Population and sample size were
described but sampling strategy was
not clearly described.

- Validity and reliability of all
sections of the tools were clearly
described.

- Statistical analysis was appropriate
to measure the intended variables.
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18 Finocchario- -To assess frequency N=181 -Quantitative -Of the 181 women interviewed, 67% reported a -Population and sampling strategy
Kessler & Dariotis and determinants of general discussion about pregnancy and HIV while  were not described.
et al. (2010) discussions. - African American -Cross-sectional 31% reported a personalized discussion about future
HIV-infected women childbearing plans with their provider. - Validity and reliability of the tools
between HIV-infected of reproductive age. - Audio computer- were not indicated.
women and their HIV assisted self-interview  -Of the personalized discussions, 64% were patient
providers. -Setting, USA. (ACASI) initiated. - Statistic analysis was appropriate to
) . . measure the intended of variables and
- Descriptive statistics ~ -Unmet reproductive counselling needs were higher 5 qyer the research questions.
and multivariate for persopahzed discussions abouf[ futur_e
analysis pregnancies (56%) than general discussions about
HIV and pregnancy(23%).
-Younger age was the most powerful determinant of
provider communication about pregnancy.
-A significant proportion of HIV-infected women
want to talk about reproductive plans with their HIV
provider; however, many have not.
19 Firth & Wang -To identify trends in N=176 -Quantitative -76 HIV-infected women became pregnant, with a -More demographic data on the
(2012) demographics, viral total of 95 pregnancies. 79% of the women knew ~ women was needed i.e education

control, terminations,
miscarriages, timing of
diagnosis, and
adherence to follow up.

-HIV-infected
pregnant women and
their children in
Rhode Island between
January 2004 and
December 2009.

-Setting: Rhode
Island, USA.

-Descriptive study

-Percentage, Mean,
correlation analysis and
Chi square test

their HIV status prior to becoming pregnant. 54%
of the women were foreign-born and 38% of the
16 women who chose to terminate their
pregnancies were foreign-born.

-The number of HIV-infected women becoming
pregnant has increased, the proportion that are
foreign-born has been rising, from 41 percent
between 2004 and 2005 to 57.5 percent between
2006 and 2009.

level, socioeconomic data, and data
on their nature of the women’s
relationship with their partners
because the purpose of the study was
focused on trend of demography.
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20 Gay, J., Hardee, -To review the N=35 papers A systematic review -A range of successful and promising -Methodology used for selecting the
K., Croce-Galis, evidence of what works interventions to improve the sexual and papers is not clearly described. The
M. & Hall, C. to meet the sexual and - Eigth general reproductive health and rights of women living number of included papers is not
(2011) reproductive health interventions using with HIV include: providing contraceptives and described.
needs of women living  various methods of family planning counselling as part of HIV
with HIV in developing  implementation services; ensuring early postpartum visits -Authors did use a specific 5 level of
countries. science from 15 providing family planning and HIV information Gray’s scale to evaluate the strength
countries. and services; providing youth-friendly services; of the studies.
supporting information and skills building;
supporting disclosure; providing cervical cancer - Number of records identified
screening; and promoting condom use for dual through databases were not
protection against pregnancy and HIV. described.
-Provision of ART can also increase protective -Eligible inclusion and exclusion
behaviours, including condom use. criteria were not clearly described.
21 Giles & Hellard et -To explore HIV- N=45 -Qualitative research The 15 women who had their children after their There is some confusion about the

al. (2009)

infected women's
experiences of
considering and using
recommended
interventions during
pregnancy and
postpartum to reduce
mother-to-child
transmission of HIV.

- HIV-infected women
aged 18-44 years
living in Melbourne,
Australia.

-In-depth interview

HIV diagnosis engaged in significant work
including:

-surveillance and safety work to minimise stigma
and infection.

-information work to inform decisions and actions
-accounting work to calculate risk and benefit.

-hope and worry work concerning a child's
infection status.

-impact of interventions work to redefine.

number of participants, the authors
recruited 45 women but chose to
analyse data from 15 eligible women.
The findings reported in this study
actually represent 15 women’s
experiences.
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22

23

Gogna, ML. et al.
(2009)

Gruskin (2012)

- To explore the
perspective of
contraceptive and
experiences and needs
of people living with
HIV and perspective of
health care providers.

-To assemble a
collection of papers
from range of relevant
disciplinary perspective
of pregnancy decision
for HIV + women.

N=2841

-n=841 for
questionnaire survey
and n=89 for
interview.

-Setting: study in 22
provinces in
Argentina.

HIV positive women.

- 2" study from 2
previous projects.

- Quantitative and

qualitative research.

- Quantitative and
qualitative analysis
method

- Atlas-ti software

Review literature

-an acceptable maternal identity work to prepare.
-an alternative story to counter the disclosure
effect of the intervention and emotional work to
reconcile guilt when considering these

interventions.

1.Half of women samples had been unintended
pregnancy.

2.Majority reported systemic condom use.

3.64% of women did not want a new pregnancy.
4. Most physicians encourage only condom use
while a minority refers patients to family planning

providers or talk with them about contraception.

5. A lack of updated information about interaction
between ARV drugs and hormonal contraception.

The disciplinary perspective of pregnancy
decision for HIV + women are:

-contraception
-safe pregnancy
-delivery and breast feeding

-safe abortion

-Population and sample size were
described but sampling strategy was
not clearly described.

- Validity of tool was indicated.

- This paper is an editorial, it gave a
deep insight to analyse and describe
the findings.

-Wide range of relevant disciplinary
perspective of pregnancy decision for
HIV + women.
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24 Hardon A & -To describe on the N=408 -Mixed-methods study  -The majority of pregnant women (84%) was not - The mixed method design was
Vernooij E et al quality of information hard to be tested, most of them attending appropriate to address the research
(2012) provision and - 63 HIV-positive - Qualitative — antenatal care (80-90%) report that they were purpose.
counselling and women were been quantitative design explained the meaning of the tests, explained how
disclosure patterns and  interviewed. HIV can be transmitted, given advice on -Population frame and sample size
to identify how services -Semi-structured prevention, encouraged to refer their partners for  were described.
can be improved to -Setting, Burkina interviews testing, and given time to ask questions.
enable better PMTCT  Faso, Kenya, Malawi - Validity of tool in quantitative part
outcomes. and Uganda. -In-depth interviews -79% of HIV-positive pregnant women reported was described but reliability was not
that they generally keep their status secret; only described.
-Quantitative data 37% had disclosed to their partner.
using Fisher's exact - Statistical analysis was appropriate
tests -The large majority (85%) felt that the health to measure the intended set of
workers and counsellors respected their desire for  variables in the quantitative part.
confidentiality by protecting their results.
25 Hanh,N.T.T et al. - To examine the role N=23 - Qualitative; 1. There was strong links between health staffs, -The authors indicated that they
(2009) of health staff in Grounded member club and HIV-infected mother to provide  applied grounded theory approach
supporting HIV- - 23 women living training in maternal and child care. just into analysis step but not
infected pregnant with HIV/AIDS. -In-depth interview included to data collection and whole
women. 2. Overall the women believed they were being method. According to Grounded
- PLWH in Vietnam. - Observation supported by health staff. theory is a process and product, it

- Snow ball techniques.

3. Post-test counselling, women received both
emotion support and help to make hard decisions
regarding whether or not to maintain their
pregnancies.

should apply as a method of the
study.

-Other GTM components are not
indicated such as CCM, theoretical
sampling, memos and rigours.
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26 Harrington, E.K., -To explore the fertility N= 30 -Qualitative research -Fears of premature death, financial hardship, and  -Grounded theory approach just
Newmann, S.J., intentions and family perinatal HIV transmission emerged as reasons applied at analysis step not as a
Onono, M., planning (FP) - HIV-positive women - Grounded theory for participants’ desire to delay/cease method.
Schwartz, K.D., preferences of Kenyan  aged 18-45 accessing  approach childbearing.
Bukusi, E.A., women accessing HIV ~ HIV treatment. -According to Grounded theory is a
Cohen, C.R. & treatment. -Participants strongly identified FP needs, 2/3 process and product, it should apply
Grossman, D. -setting, in Kenya. were using male condoms alone or no modern as a method of the study.
(2012) method of contraception.
-Other GTM components are not
-Women preferred the HIV clinic as the site of FP  indicated such as CCM, theoretical
access for reasons of convenience, provider sampling, memos and rigours.
expertise, and a sense of belonging, though some
had privacy concerns.
27 Hernando, V & -To evaluate N=134 A mixed qualitative- -84% of participants had been infected with HIV -The consequences of qualitative —

Alejos, B et al.
(2014)

reproductive desire and
to analyse the
associated
sociodemographic and
clinical factors in HIV-
infected women. in the
Spanish AIDS
Research Network
Cohort (CoRIS).

quantitative approach
- Setting, in Spain.

through unprotected sex, with a median time since
diagnosis of 4.5 years.

-Reproductive desire was found in 49% of women
and was associated with:

1) Age (women under 30 had higher reproductive
desire than those aged 30-39; 2) having no
children vs. already having children.

3) Being an immigrant and

4) Not receiving antiretroviral treatment.

-The main reasons for wanting children were
related to liking children and wanting to form a

quantitative design and method were
appropriate to research purpose and
research questions.

-Population frame and sample size
were described.

- Validity and reliability of tool s
were not described

- Statistic analysis was appropriate to
measure set of variables in
quantitative part.

-Recruitment of participants in
qualitative part was appropriated.



family.

-Reasons for not having children were HIV
infection, older age and having children already.

-Half of the women had sought or received
information about how to have a safe pregnancy,
87% had disclosed their serostatus to their family
circle, and 39% reported having experienced
discrimination due to HIV infection.
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28 Huntington & -To describe predictors N=? Quantitative study -The number of women accessing care at UK -Large number of samples size and
Thorne et al (2013) of pregnancy and CHIC sites increased as did the number of population and sampling strategy
changes in pregnancy - A national Cohort study pregnancies. were clearly described.

incidence among HIV-
positive women
accessing HIV clinical
care.

surveillance study of
HIV-positive pregnant
women.

-Two separate studies:
The UK Collaborative
HIV Cohort study
(UK CHIC), a cohort
of adults attending 13
large HIV clinics; and
The National Study of
HIV in Pregnancy and
Childhood (NSHPC).

-Older women were less likely to have a
pregnancy relative rate 0.44 per 10 year increment
in age, as were women with CD4 cell count less
than 200 cells/pl compared with CD4 cell count
200-350 cells/pl and women of white ethnicity
compared with women of black African ethnicity.

- The likelihood that women had a pregnancy
increased over the study period. -The rate of
change did not significantly differ according to
age group, antiretroviral therapy use, CD4 group
or ethnicity.

- Validity and reliability were not
described.

- Statistic analysis was appropriate to
measure the level of variables.
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29 Hussain A & -To describe pregnant N=1,609 -Quantitative research -39% of all tested HIV-positive during their -Large number of samples size and
Moodley D et al women's access to pregnancy, 2.9% of HIV-positive did not have a sampling strategy was indicated.
(2011) PMTCT and HAART - Women recuperating  -Cross sectional study ~ CD4 count done and an additional 31.3% did not

services and associated
birth outcomes.

in postnatal wards,
their access to VCT,
CD4 Counts, dual
ART or HAART
during pregnancy.

-Setting, in South
Africa.

receive their CD4 results.

-The majority (96.8%) of the HIV-positive
women commenced dual ART at their first
antenatal visit independent of their CD4 result.

-During February-May 2010, 48.0% of the
women who had a CD4 result were eligible for
HAART (CD4<200 cells/mm and 29.1% of these
initiated HAART during pregnancy.

-Under the current South African PMTCT guidelines
71.1% (95%C166.4-75.4%) of HIV positive pregnant
women could be eligible for HAART (CD4<350
cells/mm.. -There were significantly more preterm
births among HIV-positive women (p=0.01) and
women who received HAART were no more at risk of

preterm deliveries as compared to women who received

dual ART.

-9 HIV exposed infants were confirmed HIV infected
at birth.

-The in-utero transmission rate was highest among
women who required HAART but did not initiate
treatment (8.5%) compared to 2.7% and 0.4% among
women who received HAART and women who were
not eligible for HAART and received PMTCT
prophylaxis.

- Validity and reliability were not
described.

- Statistic analysis was appropriate to
measure the level of variables.

-Using good diagram and pie charts
to demonstrate some data.
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30 Kakaire, O., -To analyse fertility N=400 -Quantitative research -Of the 400 respondents, (25.3%) were male, -Using participant’s criteria to choose
Osinde, M.O. & desires among persons 47.3% were aged 25-34 years, over 85% were samples but population and sampling
Kaye, D.K. (2010)  living with HIV. - 400 HIV positive - Bivariate and currently married or had ever been married, and strategy were not described.
patients male and multivariate analysis the 62% had primary level of education or less.
female. - Validity and reliability were not
-Over 17% had produced a child since the HIV described.
-Setting, at a treatment diagnosis was made, and 28.6% reported that they
centre in Kabale would like to have a child in the near future. - Statistic analysis was appropriate to
Hospital, measure the level of variables.
Southwestern Uganda. -Age of the respondent, being single (versus being
ever-married) and whether any of the respondents'
children had died were inversely associated with
fertility intentions.
31 Kaida, A., Laher, -To investigate whether N=457 -Quantitative research -Overall, 44% of women reported intent to have -Using participant’s criteria to choose
F., Strathdee, S.A., the intention to have children, with significant variation by HIV status:  samples and described.
Janssen, P.A., children varied -215 were HIV- -Analysis; logistic 31% of HAART users, 29% of HAART-naive
Money, D., Hogg, according to HIV status positive and HAART—  regression women, and 68% of HIV-negative women (P < - Validity and reliability were clearly
R.S. & Gray, G. anduse of highly active naive, and 242 were .001). described.
(2011) antiretroviral therapy HIV negative.

(HAART).

- In Soweto, South
Africa.

-In adjusted models, HIV-positive women were
nearly 60% less likely to report childbearing
intentions compared with HIV-negative women,
with minimal differences according to use or
duration of HAART.

- Statistic analysis was appropriate to
measure the level of variables.



369

No. Authors Objective of study Samples/participants Methodology/method Key Findings Strengths/ limitations

32 Kanniappan, -To explore fertility N=43 -Qualitative research -The women were classified according to whether  -The authors tried to compare women
S.,Jeyapaul MJ. & desires, intentions and or not they had living children and, within that, between 2 groups, women with living
Kalyanwala, fertility decision- - WLHA aged 18-35 -In-depth interview whether they had experienced abortion, wanted children and with no living children.
S.(2008) making in WLHA and  years and 10 key more or any children or were pregnant. Other designs and statistics analysis

the barriers they face in
fulfilling these desires.

informants.

-In Namakkal district,
Tamil Nadu, India.

-The main factors distinguishing women who
wanted to have a child and those who did not
were their levels of anxiety about the future and
available family support.

-Women who indicated that they did not have
family support and were stigmatised by the family
were reluctant to opt for a pregnancy as they were
not sure of the future, including child care in
event of parental death.

-In contrast, those women who decided to have a
child did so based on family support, especially
when family members offered to take care of the
child in the future in the event of parental death.

-Awareness and access to PPTCT and ARV was
another key factor guiding the final decision on
child bearing.

should be consider to measure and
compare between 2 groups.

- Ethical consideration not indicated.
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33 Kavanaugh & -To describe N=4,853 - Quantitative research - Respondents from both countries -Large number of samples size and
Moore et al (2013) community attitudes overwhelmingly favoured continued childbearing  sampling strategy was indicated
towards each of two - Women and men - Bivariate and for HIV-positive pregnant women, but support for  (multi-stages, cluster sampling).
possible elective 2401 in Zambia and multivariate analyses induced abortion was slightly higher in scenarios
outcomes of an HIV- 2452 in Nigeria in which anti-retroviral therapy (ART) was - Validity and reliability were
positive woman's people in unavailable. described.
pregnancy. communities.
-Zambian respondents held more stigmatising - Statistic analysis was appropriate to
attitudes towards abortion for HIV-positive measure the level of variables.
women than did Nigerian respondents.
-Using no tables or figures to
-Women held more stigmatising attitudes towards ~ demonstrate some data which might
abortion for HIV-positive women than men, be better for understanding.
particularly in Zambia.
34 Kelly & Alderdice -To explore HIV N=10 -Qualitative research -The pervasive presence of HIV related stigma - The research design and recruitment
etal. (2013) positive women’s threatened the women’s experience of pregnancy ~ were appropriate to address the aims
experiences of -HIV positive - Narrative approach and care. of the research.

pregnancy and
maternity care, with a
focus on their
interactions with
midwives.

pregnant women.

-Setting in North
Ireland.

-In-depth interview

-Nvivo 7 analysis
programme

-The key staff attributes that facilitated a positive
experience were knowledge and experience,
empathy and understanding of their unique needs
and continuity of care, a negative experience were
lack of communication, lack of knowledge and
experience.

-Ethical consideration was indicated.

-Some rigour was claimed.
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35 Kennedy, C.E.,
Osborne, K.,
Spaulding, A.B.,
Brickley, D.B.,
Almers, L.,
Mirjahangir, J.,
Packel, L.,
Kennedy, G.E.,
Mbizvo, M. &
Collins, L. (2010)

36 Kikuchi &
Wakasugi N et al
(2011)

-A systematic review of
the evidence for
interventions linking
SRH and HIV.

To investigate factors
associated with
unintended pregnancies
after knowing
seropositive status, and
also factors associated
with the non-use of
contraceptives among
HIV positive women
under ART.

N= 35 papers A systematic review
-185 studies were

included in the review

and 35 were analysed.

N= 565 -Quantitative research

-A cross-sectional
study

-HIV positive women
under ART.

-Setting, Rwanda.

-The majority of studies showed improvements in
all outcomes measured. While there were some
mixed results, there were very few negative
findings.

-Generally, positive effects were shown for key
outcomes, including HIV incidence, sexually
transmitted infection incidence, condom use,
contraceptive use, uptake of HIV testing and
quality of services.

-Promising practices (n = 23) tended to evaluate
more recent and more comprehensive
programmes.

-Factors promoting effective linkages included
stakeholder involvement, capacity building,
positive staff attitudes, non-stigmatizing services,
and engagement of key populations.

-Among all the respondents (n = 565), 132 women
became pregnant after knowing their HIV seropositive
status. Among them, 82 (62.7%) got pregnant
unintentionally. Those who had two or more children
(adjusted OR, 3.83) were more likely to get pregnant
unintentionally. Meanwhile, among all, 263 had sexual
intercourse during the last three months. Of them, 85
women did not use any contraceptives. Those who did
not agree that 'HIV positive children can survive as
long as HIV negative children' (adjusted OR, 2.28), and
those who 'can always ask partner to use a condom'
(adjusted OR, 9.83), were more likely to use
contraceptives.

-Specified number of paper and
selecting papers were clearly describe
as a systematic review.

- Records identified through data
bases were described.

-Eligible criteria inclusion and
exclusion were clearly described.

-Not used PICO criteria but used
other criteria to select papers.

-Population and samples size and
sampling strategy were described
(Population =samples size).

- Pretest and revised the tool before
collecting data.

- Statistic analysis was appropriate to
measure the level of variables.

-Using tables to demonstrate some data
which better to understand.
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37 King, R., Khana, -To examine N=29 women and 16  -Qualitative research -Among those who had conceived, most couples - Research design was appropriate to
K., Nakayiwa, S., relationships between male partners stated that their pregnancy was unintentional, and  address the aims of the research.
Katuntu, D., HIV, ART and -In-depth interview often occurred because they believed that they
Homsy, J., pregnancy, desire for -On ART with four were infertile due to HIV. - The data analysis was sufficiently
Lindkvist, P., children, perceived purposively selected rigorous by members and Nvivo
Johansson, E. & risks and benefits categories of -Perceived reasons for women not getting software.
Bunnell, R. (2011)  pregnancy, decision- participants: pregnant, pregnant included: ill health (included HIV
making regarding not pregnant, infection and ART), having enough children,
reproduction and delivered, and aborted. financial constraints, fear of mother-to-child HIV
family planning (FP). transmission or transmission to partner, death of a
- Setting, in Uganda. child, and health education.
-Most women reported FP experiences with
condoms and hormonal injections only.
38 Kipp, W., Heys, J., -To determine how N=199 -Quantitative -The significant predictors for desiring more -Using participant’s criteria to choose

Jhangri, G.S.,
Alibhai, A. &
Rubaale, T. (2011)

HIV-infected persons
on HAART have
different fertility
desires compared to
persons not on
HAART, and if the
knowledge about HIV
transmission from
mother-to-child is
different in the two
groups.

- Comparing two
groups of HIV-
positive participants:
those who were on
HAART and those
who were not.

-In Uganda.

-A cross-sectional
survey

- Bivariate and
multivariate logistic
regressions

children were younger age, having a higher
number of living children and male sex.

-Knowledge of the risks for mother-to-child-
transmission of HIV was similar in both groups.

-The HAART treatment status of HIV patients in
this study did not influence the desire for
children. The non-significant association between
the desire for more children and the HAART
treatment status could be caused by a lack of
knowledge in HIV-infected persons/couples about
the positive impact of HAART in reducing HIV
transmission from mother-to-child.

samples but population and sampling
strategy were not described.

- Validity and reliability were clearly
described.

- Statistic analysis was appropriate to
measure the level of variables.
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39 Kisakye Peter, -To explore and gain N=22 -Qualitative research -Awareness and belief in vertical transmission -The authors used in-depth interviews
Wilfred Owot deeper understanding risk reduction strategies; disclosure of HIV status; and focus group discussion to delve
Akena. & Dan of reasons why women  -HIV-positive women  -In depth interviews awareness of spouse’s HIV sero-status; into the data. Focus group discussion
Kabonge Kaye conceive when they are  who came for delivery  and focus group availability of antiretroviral therapy; gender among HIV positive women with
(2010) HIV-positive. discussion issues with desire for parenthood; stigma of HIV ~ sensitive and confidential issues may

-Setting, in Mulago
Hospital, Uganda.

-Content analysis.

and childlessness; influence of partners and
family members; and the impact of the health of
self and family members were factors that
motivate HIV-positive women to conceive or
influence pregnancy decisions in spite of their
sero-status.

-The reasons advanced as to why women decided
to conceive when they were HIV-positive were
mainly personal such as desire for a child, desire
for a child of a different sex they, did not have,

prior child loss, prior abortions, consideration that

it was important to have a child, still feeling
healthy and other children were not infection.

- There was a strong perceived community and
societal disapproval of pregnancy and
childbearing in HIV-positive women.

affect to women related to ethic
concerns and HIV disclosure to each
other. Because women may hesitate
or limit to talk many or some topics
while having others to listening.
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40 Kotzé & Visser et -To identify N=224 -Quantitative research -Two coping styles, active and avoidant coping, -Sample size and sampling strategy
al (2013) psychosocial variables were assessed using an adapted version of the Brief  were described.
related to the use of -South African women -Linear regression COPE.
coping strategies by diagnosed during analysis -Validity and reliability were clearly
HIV-positive. pregnancy. - Psychosocial variables associated with changes in described.

coping over time were identified with mixed linear
analysis.

-Increases in active coping were associated with
decreasing levels of internalized stigma and
depression, increasing self-esteem and positive
social support, knowing someone who is living with
HIV, being physically healthy and living above the
poverty line.

-Increases in avoidant coping were associated with

increasing internalized stigma and depression, lower

levels of self-esteem, HIV-knowledge and lower
levels of education.

- Statistic analysis was appropriate to
measure the level of variables.
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41 Leonard, A.D., -To understand the N=35 -Qualitative research -18 of the 20 youth had disclosed their HIV status - Youth aged 13-24 years were
Markham, C.M., experiences of both to another individual at least once, 11 reported defined as adolescent by CDC.

Bui, T., Shegog, R.

& Paul, M.E. 2010

HIV-positive youth and
health care providers
about attitudes and
perceptions of such
youth toward sexual
risk reduction and
disclosure of their HIV
status.

- 20 HIV-positive
youth (aged 13-24)
and 15 health care
providers.

- Setting, USA.

-In-depth interviews
-Thematic data analysis

-ATLA, ti. software

being sexually active, and three of these had been
perinatally infected.

-There were four subthemes related to disclosure:
1.stigma and emotions

2.trust issues

3. reasons for disclosing and

4 strategies for addressing disclosure.

- Five subthemes were identified related to sexual
risk reduction

1. dating challenges

2.attitudes toward condom use

3. self-efficacy for condom use negotiation
4pregnancy attitudes and

5.sexual risk reduction strategies.

- The recruitment strategy and data
collection were appropriate to the
aims of the research.
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42 Liamputtong, P. et -To explore the N=26 - Qualitative; 1. Pregnancy experiences - The recruitment strategy and data
al. (2014) experience of Phenomenology collection were appropriate to the

pregnancy, motherhood
and infant feeding
practice among Thai
women living with
HIV/AIDS.

- Thai women living
with HIV/AIDS.

Pregnant = 1 case

Have 1 child=12
cases

Have 2-3 children
=13 cases

- Public hospital at
Bangkok, Thailand.

-In-depth interview

- Purposive sampling
and snowball
techniques.

-Thematic, coding and
named

- shock and fear with HIV+ status
- living with constant anxiety about their babies

- many women didn’t wish to keep preg.(unintended
preg.), they want to do abort but GAPD

- some of them changes to keep preg. because of
family.

2. Motherhood

- multiple anxieties/worried toward their health and
baby

- great concerns about baby would have HIV
- be strong to live for their children

- no more children

3. Infant feeding practice

- advised by health care providers that no feed breast
milk for newborn

- hard to say to others that why not breast feed their
child (conceal their HIV status)

- some women had problem with economic, they had
no money enough to buy artificial milk.

aims of the research.
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43 Loutfy & Hart et -To assess the fertility N=490 -Quantitative study -Of total 490 respondents, 69% desired to give -Sample size and sampling strategy
al (2009) desires and intentions birth and 57% intended to give birth in the future. ~ were clearly described.
of HIV-positive women  -HIV-positive women  -A cross-sectional
of reproductive age study -The significant predictors of fertility intentions -Validity and reliability were clearly
living in Ontario, -Setting, in Ontario, were: younger age (age<40) (p<0.0001), African  described.
Canada. Canada. - Multivariable model ethnicity (p<0.0001), living in Toronto (p =
0.002), and a lower number of lifetime births (p = - Statistic analysis was appropriate to
- Logistic regression 0.02). measure the level of variables and
models addressed to the research questions.
44 Loutfy, M., - To investigate rates N=416 - Quantitative study -HIV-positive women who were previously -Using participant’s criteria to choose
Masinde, K., and correlates of pregnant (53% before and 47% after HIV samples but population and sampling
Tharao, W., unintended pregnancies  -HIV-positive women  -A cross-sectional diagnosis) and their last pregnancy was a median ~ were not described.
Linklater, G., Salam,  among HIV-positive of reproductive age study of 8 years prior to the survey(n=283).
K., Ongoiba, F., women of reproductive

Angel, J., Smaill, F.,
Rachlis, A., Ralph,
E., Walmsley, S.,
Raboud, J., Wong, J.,
Yudin, M., Diong,
C., Blitz, S.,
Margolese, S., Hart,
T., Ogilvie, G. &
Ontario HIV Fertility
Research Team 2012

age.

(18-52 years) living in
Ontario, Canada.

- Multivariable model

-Of the 416, 56% identified that their last
pregnancy was unintended (57% before and 54%
after HIV diagnosis).

- The significant correlates of unintended
pregnancy after HIV diagnosis were: marital
status (P=0.01) and never having given birth
(P=0.01).

-Women were less happy if their pregnancy was
unintended (P<0.01).

-Validity was described but reliability
was not given.

- Statistic analysis was appropriate to
measure the level of variables and
addressed to the research questions.
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45

MacCarthy et al.
(2012)

- To carry out a review
of literature to ascertain
the current state of
knowledge and
highlight areas
requiring further
attention about the
pregnancy decision of
HIV+ women.

N=214 papers -Systematic literature
reviewed.

- Reviewed by

inclusion and

exclusion criteria =

420.

- Number included in
analysis in final = 214
papers.

peer-reviewed
literature = 125

conference abstracts
=40

website and online
publications =49.

Finding presented by the types of pregnancy-
related intentions and desire that HIV+ women
want to fulfil, divided into aspects;

- HIV+ women wish to prevent pregnancy

- Coerced sterilization

-Safer pregnancy

- HIV+ women wish to terminate pregnancy
- Interaction with the health system

-HIV testing

-Integration of services

-Health worker attitudes

-Stigma, discrimination and legal barriers

-Attention to key populations

-Used PRISMA guideline to apply
the method of selecting papers to be
analysed.

-Specified number of paper and
selecting papers were clearly describe
as a systematic review.

- Records identified through data
bases were described.

-Eligible criteria inclusion and
exclusion were clearly described.



379

No. Authors Objective of study Samples/participants Methodology/method Key Findings Strengths/ limitations
46 Makin & Forsyth -To provide N=1293 -Quantitative study -59% had disclosed to their partners and 42% to -Population and Sample size and
et al (2008) understanding of social others. sampling strategy were clearly
and psychological - HIV positive women  -A longitudinal study described.
factors that affect attending antenatal al - Factors associated with having disclosed to
disclosure of HIV clinics in Pretoria, -Logistic regression partners were identified being married, prior -Validity and reliability were clearly
status among women South Africa. analysis discussion about testing, having a partner with described.
diagnosed HIV-positive tertiary education and less experience of violence.
in pregnancy. - Statistic analysis was appropriate to
-Better housing, less financial dependence on measure the level of variables and
partners, and knowing someone with HIV were addressed to the research questions.
associated with disclosure to others.
-Increased levels of stigma at baseline decreased
the likelihood of disclosure to partners post-
enrolment and increased levels of avoidant coping
decreased subsequent disclosure to others.
47 Maman, S. & -To understand the N=46 - Qualitative research Although less than a quarter of women reported -The research design and

Moodley, D et al
(2011)

ways that men are
currently engaged and
the barriers to their
greater involvement.

- 30 HIV-positive
women and 16 HIV-
negative women.

-Setting, South Africa.

-In-depth interview

that their partners accompanied them to the clinic,
they described receiving other material and
psychosocial support from partners. More HIV-
positive women reported that their partners were
not involved or not supportive, and in some cases
direct threats and experiences with violence
caused them to fear partner involvement.

methodology appropriate to address
the aims of the research.
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48 McCall, J. & -Review article
Vicol, L. 2011

49 Medema-Wijnveen -To explore

& Onono et al relationships between

(2012) women's perceptions of
HIV-related stigma and
their attitudes and
intentions regarding
facility-based
childbirth.

N/A

N=1,777

-1,777 pregnant
women.

-Setting, Kenya.

Review article

-Quantitative research

-The current evidence indicates that HIV-infected
women can have excellent outcomes from a
combination of hormonal contraception and
condoms.

-In general, women are more familiar with the
hormonal methods and more open toward them.

-Women are individuals in terms of what will
work best for them in the circumstances in which
they find themselves.

-A number of contraceptive options are suitable
for women living with HIV, and all HIV-infected
women should be supported to make decisions
about the most appropriate contraception for
themselves and their partners.

-Women who anticipated HIV-related stigma
from their male partner had lower adjusted odds
of having positive attitudes about giving birth at
the health facility and less positive attitudes about
health facility birth were strongly related to
women's intention to give birth outside a health
facility.

-General review article based on HIV
positive women and contraception.

-Large sample size.

-Using participant’s criteria to choose
samples but population and sampling
were not described.

-Validity and reliability were clearly
described.

- Statistic analysis was appropriate to
measure the level of variables and
addressed to the research questions.
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50 Minnie, Walt & -To establish research N=33 studies A systematic review -Themes: effects of counselling, quality of -Used 2 Cochrane reviews to apply
Klopper (2009) evidence regarding counselling, group vs. individual counselling, the method of selecting papers to be

factors influencing
counselling for HIV
testing during
pregnancy by means of
systematic review,
forming part of a larger
study using a variety of
evidence to develop

best practice guidelines.

Design. Systematic
review.

ways of offering HIV testing, rapid testing,
counselling and testing during labour, couple
counselling and testing, counsellor and
organisational factors.

- According to research evidence, factors such as
whether counselling is presented in a group or
individually, different ways to present HIV
testing as well as counsellor and organisational
factors can influence counselling for HIV testing
during pregnancy.

-Best practice guidelines for settings very
dissimilar from where the research was done,
research evidence must be contextualised.
Relevance to clinical practice. Implementation of
the best practice guidelines may lead to the
increased uptake of HIV testing in pregnancy in
developing countries like South Africa and thus to
an increase in the number of women whose status
is known when their babies are born.

analysed.

-Specified number of paper and
selecting papers were clearly describe
as a systematic review.

- Records identified through data
bases were described.

-Eligible criteria inclusion and
exclusion were clearly described.

-Critical appraisal used “good
qualitative evidence”.
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51 Mmbaga & Leyna -To describe N=410 -Quantitative study -51% reported to be married/cohabiting, 73.9% lived -Using participant’s criteria to choose
etal (2013) information on fertility with their partners and 60.5% were sexually active. samples but population and sampling
desire and intention -Men and women who  -A cross-sectional were not described.
would assist in the living with HIV aged study -The rate of unprotected sex was 69.0% with 12.5% of
integration of sexual 15-49. women reporting to be pregnant at the time of the -Validity and reliability were not
and reproductive health - Analysed using Survey: described.
in routine care and -Setting. i isti .
mrou lini .Settlng. 1.n.Kah(.3 ward  STATA statistical -Further biological children were desired by 37.1% of .. . .
treatment clinics. in rural 'thrnanj aro software. the participants and lifetime fertility intention was 2.4 - Statistic analysis was appropriate to
Tanzania. children. measure the level of variables and
addressed to the research questions.
-Increased fertility desire was associated with living
and having sex with a partner, HIV disclosure, good
perceived health status and CD4 count >200 cells for
both sexes.
-Reduced desire was associated with having more than
2 children among females, divorce or separation, and
having a child with the current partner among both
males and females.
52 Moodley, J., -To explore health care  N=28 Qualitative research -Providers recognized the sexual and reproductive - The data analysis was described
Cooper, D., providers’ knowledge rights of HIV-positive individuals, but struggled with  ¢learly and sufficiently rigorous and

Mantell, J.E. &
Stern, E. (2014)

and perspectives on
safer conception and
alternate parenting
strategies for HIV-
positive people.

-4 doctors, 20 nurses,
3 counsellors and 1
general assistant.

-in Cape Town, South
Africa.

-In-depth interview
-Semi structured
-Thematic data analysis

- Nvivo 7

the tension between su.ppo'rting j[hese rights and variety of data sources.
concerns about spreading infection.

-Limited knowledge of safer conception methods

constrained their ability to counsel and support clients

in realizing fertility desires.

-Providers believed that parenting alternatives that do
not maintain biological and cultural linkage are
unlikely to be acceptable options.
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53 Myer & Rabkin et To explore the HIV-positive. Review study Reproductive health services, MTCT-Plus -This was a general review article
integration of programme emphasise access to contraception, based on reproductive health services
al (2005) reproductive health condom use and secondary prevention of HIV, into MTCT-Plus programme.
services into MTCT- early and treatment of STIs, cervical cancer
Plus programme. screening, safe abortion, safe pregnancy, PMTCT
and their positive children, including engage men
and women services together
54 Myer, Rebe & -To investigate the N=227 consecutive -Quantitative study -60% of the women were younger than 30 years -This is an integrative service

Morroni (2007)

delivery of
reproductive health
care services in an
antiretroviral therapy
(ART) programme.

women attending a
hospital-based ART
outpatient service who
had been on ART for
at least one month.

-Setting, Cape Town,
South Africa.

-A cross-sectional
survey

-Semi-structured
interview

and 75% were sexually active.

-The use of both condoms (70%) and hormonal
contraceptives (31%) decreased with age, while
the prevalence of sterilization (13%) increased
with age.

- Few women knew about emergency
contraception (EC) (7%) or termination of
pregnancy (TOP) (13%).

-One in 10 women had experienced verbal or

physical abuse by an intimate partner since their

HIV diagnosis.

-More than 80% of women had discussed the use
of condoms and other forms of contraception with
a health care provider since their HIV diagnosis,

but less than 5% had discussed EC or TOP, and
no woman had discussed issues of partner
violence.

research, design and method were
appropriated and described.

-The programme and the main
finding were clearly described.
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55 Nakaie, N., Tuon,  -To clarify family N= 408 -Quantitative study -Of 408 respondents, 40, 17 and 10 used the pill, IUD,  -Sample size=population? it was not
S., Nozaki, 1., planning practices in and injection, while 193 used condoms. 374 were not clearly described.
Yamaguchi, F., Cambodia and - Among women on -A cross-sectional planning to have a child. Among 238 sexually active
Sasaki, Y. & determine predictors of  ART survey women who were not planning to have a baby, 59 were -Validity and reliability were not
Kakimoto. K. risk of inconsistent exposed to the risk of unintended pregnancy. described
(2014) condom use among -Setting, Cambodia. -Mu1t1ple IOgIS'ElC. ~seeking family planning information”, awareness of o . .
women on ART. regression analysis mother-to-child transmission (MTCT)) and "having a - Statistic analysis was approprlate to
son" were significant predictors of inconsistent condom  Mmeasure the level of variables.
use.
- The main finding was clearly
-Another model that included all variables identified described.
“able to ask a partner to use condom at every sexual
intercourse” was the only predictor.
56 Nattabi, B., Li, J., -To explore the N=26 -Qualitative research -Conceptual Model of HIV/AIDS Stigma, PLHIV in - The recruitment strategy was

Thompson, S.C.,
Orach, C.G. &
Earnest, J. (2012)

experiences of HIV-
related stigma among
PLHIV in post-conflict
northern Uganda and to
describe how stigma
affected the desires of
PLHIV to have children
in the future.

- 14 HIV-positive
female and 12 HIV-
positive male.

-Setting: in Gulu
district, northern,
Uganda.

-In-depth interview

-Thematic data analysis
was undertaken using
NVivo§

northern Uganda continue to experience stigma in
various forms, including internal stigma and verbal
abuse from community members. While many PLHIV
desire to have children and are strongly influenced by
several factors including societal and cultural
obligations, stigma and discrimination also affect this
desire.

- Several dimensions of stigma, such as types of stigma
(received, internal and associated stigma), stigmatizing
behaviours (abusing and desertion) and agents of
stigmatization (families, communities and health
systems), either directly, or indirectly, enhanced or
reduced PLHIV's desire to have more children.

-The social-cultural context within which PLHIV
continue to desire to have children must be better
understood by all health professionals who hope to

appropriate to the aims of the
research.

- The data analysis was sufficiently
rigorous and described.
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57 Ngure & Heffron -To assesses pregnancy N= 3,354 -Quantitative research -Compared with women using no contraceptive -This is a secondary analysis on
etal (2012) incidence according to method, pregnancy incidence was significantly previous study.
contraceptive method. -2269 HIV-1- -Multivariate reduced among HIV-1-seropositive and HIV-1-

seropositive and 1085-
seronegative women
from seven cites.

-Setting: African
countries.

Andersen-Gill analysis.

seronegative women using injectable
contraception.

-Oral contraceptives significantly reduced
pregnancy risk only among HIV-1-seropositive
women but not seronegative women, and, for both
seropositive and seronegative women, oral
contraceptive pill users were more likely to
become pregnant than injectable contraceptive
users.

-Condoms, when reported as being used as the
primary contraceptive method, marginally
reduced pregnancy incidence.

-There were no pregnancies among women using
intrauterine devices, implantable methods or who
had undergone surgical sterilization, although
these methods were used relatively infrequently.

-Large sample size

-Using participant’s criteria to choose
samples.

-Tools validity and reliability were
not described.

- Statistic analysis was appropriate to
measure the level of variables.
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58 Nobrega & -To describe the N=220 -Quantitative -Forty-nine percent were using a contraceptive -Sample size=population
Oliveira et al reproductive desire of method, and 37% wished to undergo tubal
(2007) women with HIV/AIDS - Women with - A cross-sectional ligation. -Tools validity and reliability were

and to identify factors
associated with the
desire for motherhood.

HIV/AIDS.

-Setting, In Brazil.

study

-Multivariate
regression analysis

-Sixty-four percent of the latter women were
motivated by the fear of having an HIV-positive
child.

-Forty percent of the participants wanted to have a
child.

- the variables independently associated with
women's desire to have a child were: younger age,
number of children and partner's desire for a
child.

- Having a partner who did not know about the
woman's HIV positive status was negatively
associated with the woman's desire for a child.

not described.

- Statistic analysis was appropriate to
measure the level of variables.

- The main findings were clearly
described.
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59 Oosterhoff, P., -To study the factors N=373 -Mixed method - Presented in 4 themes -Multi sources of data.
Anh, N.T. & Hanh, influencing decisions
N.T et al (2008) about fertility in -56 HIV-infected -Qualitative and 1.Familial reproductive processes: The HIV- -The research design was appropriate
families with an HIV pregnant women, quantitative data positive man’s parents play a key role in to address the aims of the research.
positive member. HIV-positive mothers. encouraging him to have children which lead a
-Semi-structure stress to women and partner.

-42 their partners, interview.

family members. 2. Individual desire to have a child: HIV-positive
women and men may experience a lack of

-275 health workers. autonomy in issues of reproductive health of
interest to the family. Women who have at least

-Setting, Hanoi and in one male child less pressure women having none.

Thai Nguyen City,

two urban areas in 3. Few rights for the wife: A male child,

Northern Vietnam. especially the oldest grandson, secures a woman’s
position in the household of her in-laws and
establishes good relationships between her
biological family and her in laws.
4. Professionals’ assumptions: Health workers
knew families pressured women to have a child
and they in turn feel pressured by their families.
the whole family takes a crucial role in

60 Paxton, S et al. - To understand of N =764 - Quantitative research - 54% of samples experienced some form of -This study was conducted wide

(2005)

nature, pattern and
extent of AIDS related
discrimination in 4
Asian countries.

- 302 HIV+ people in
India.

- 42 HIV+ people in
Indonesia.

- Questionnaire

- Chi square

discrimination with in health sector such as refusal
of treatment (15%) or delay in provision of health
care (17%).

- Most of samples did not received pre-test
counselling, 38% Of samples in all countries
received pre-test counselling.

range of 4 countries in Asia.
-Pilot study was used to revise tools.

-Snow ball technique was used to
recruit samples in qualitative method



- 338 HIV+ people in
Thailand.

- 82 HIV+ people in

-Breaches of confidentially by health care workers
were common, 34% of respondents said that
somebody else had been told of their HIV status
without their consent.
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rather than quantitative method.

-Population and sampling were not
described.

Philippines.
-One-th.ird of sample.s said f[hey were advised not to -Validity and reliability were not
have children after diagnosis. described.
) quep were sig. more .likely to experienc; - Statistic analysis was appropriate to
discrimination than men in family, community and measure the level of variables.
workplace.
No. Authors Objective of study Samples/participants Methodology/method Key Findings Strengths/ limitations
61 Ross etal. (2007) - To examine the lived N =10 - Qualitative research - Theme is a “struggle” that described in their life  -The research design was appropriate
experiences of HIV+ after diagnosis. 4 sub-themes were emerged; to address the aims of the research as
pregnant women in - Thai HIV positive - An interpretive using phenomenology to describe
Thailand. pregnant women phenomenology. 1. struggling alone lived experiences of HIV+ pregnant
living with HIV/AIDS women.
who were newly - Van Manen’s (1990) 2. sharing one’s struggling
diagnosed. method of thematic -The data analysis was sufficiently
analysis 3. struggling for the baby rigorous and described such as
- Setting: 2 member checking.
government ANC 4. struggling through ups and downs

clinics, Thailand.

-These findings are similar to other previous
studies across other groups of HIV+ women about
hope and struggle.

-All participants decided to no abortion because
of against the Buddhist believe.
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62 Ross et al. (2009) - To examine predictors N =127 -Quantitative research -Physical symptoms were positive correlation -Population frame was not described.
of depressive with depressive symptoms.
symptoms among -HIV+ pregnant -Correlation -Convenient sampling was used.
HIV+ pregnant women  women in Thailand. - Self-esteem, emotional support, financial
in Thailand. - Cross-sectional support were negatively correlation with -Tools validity and reliability were

depressive symptoms. clearly described.
- Independent - Convenience
variables; self-esteem, sampling - Statistic analysis was appropriate to
emotional support, measure the level of variables.
financial support and
physical symptoms. - The main findings were clearly
described.

- Dependent variable;
Depressive symptoms.

63 Ross, R., Stidham, -To examine predictors N=207 -Quantitative research - 63% of these Thai women had disclosed their -This study was analysed from 2 previous

AW. & Drew,
B.L. (2012)

of HIV disclosure
among perinatal Thai
women.

- Pregnant and
postpartum women.

-Setting, Thailand.

- Logistic regression
analysis

HIV status to someone.

-The significant predictors of disclosure included
older age, employment, and high family support.

studies of the 1% author (Ross, 2009 and
2011).

-Population frame was not described.

-Number of samples was confused, in
abstract was 207 but in context was 212
(127+85).

-Tools validity and reliability were not
indicated in this paper.

- Statistic analysis was appropriate to
measure the level of variables

- The main finding were clearly
described.
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64 Rujumba & Neema -To explore pregnant N=130 -Qualitative study -Most of the HIV-positive women had not disclosed - The recruitment strategy was
etal (2012) HIV-positive and HIV- their HIV status to sexual partners for fear of appropriate to the aims of the
negative women's -15 HIV-positive and ~ -In-depth interview abandonment, violence and accusation of bringing HIV'  yesearch to compare between 2
partner disclosure 15 HIV-negative infection into the family. groups of women about HIV
experiences and pregnant women -Nvivo 9 software - . disclosure to their partners. However,
. -Most HIV-positive women deferred disclosure and . . .
support needs. attending a follow up , N rigour method was not described in
.. requested health workers' support in disclosure.
antenatal clinic the paper.
(ANC). -While all HIV-negative women had disclosed their
HIV status to their sexual partners but expressed need
-In eastern Uganda. for support to convince their partners to also undergo
HIV- testing. Women reported that their partners often
assumed that they were equally HIV-negative and
generally perceived HIV testing in the ANC as a
preserve for women.
65 Rujumba & -To explore pregnant N=30 Qualitative study -Prior to attending their current ANC visit, most - The recruitment strategy was
Neema et al (2013)  HIV positive and women knew that the hospital provided HIV appropriate to the aims of the

negative women's
experiences of routine

counselling and testing.

-15 HIV positive
women.

-In-depth interview

-Nvivo 9 software
-15 HIV negative
women.

-Setting, in Mbale
District, Eastern
Uganda.

counselling and testing services as part of antenatal
care (ANC). HIV testing was perceived as compulsory
for all women attending ANC at the hospital but
beneficial, for mothers, especially those who test HIV
positive and their unborn babies.

-Most HIV positive women were satisfied with the
immediate counselling they received from health
workers, but identified the need to provide follow up
counselling and support after the test, as areas for
improvement. Most HIV negative women mentioned
that they were given inadequate attention during post-
test counselling. This left them with unanswered
questions and, for some, doubts about the negative test
results.

research to compare between 2
groups of women regarding to
experience of HIV routine
counselling.

- Rigour method was not described in
the paper.
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66 Sanders, Lorraine - To explore the N=9 - Qualitative research - Women aged 34-53 years old -There was few quite fewer number
B (2008) meaning of pregnancy of participants (N=9), this might from

after diagnosis with
HIV.

- Women had been
diagnosed with HIV
and were currently
pregnant or

-Who had become
mothers post-
diagnosis.

- 2 academic health
centres in New York,
USA.

- Phenomenology
-In-depth interview
- Purposive sampling.

-Giorgi’s(1985)
analysis method

- The meaning of experience of being a HIV+
women showed themes as follow;

1. Extreme emotional distress after HIV
diagnosis: all participants experienced emotional
distress upon hearing the diagnosis and some had
long term emotional effects.

2. Feeling stigma: Some of them related the
experience of being stigmatized in health care
setting, which evoked very negative feelings.

3. Emotions related to the pregnancy and the
baby: they feared transmission to baby, worried
about the safety of ARV and were anxious about
effects of the pregnancy on their health.

4. Experiences with health care providers: they
experienced both positive(supportive) and
negative(treated less than a person) with their
health providers.

5. Motherhood for women with a diagnosis of
HIV: 7 of total participants had lost parental
rights either temporarily or permanently because
of drug addiction but they need to have a second
chance to be good.

a short period of data collection just 3
months (June-August, 2006).

-The participants in the study had
older age (34-53 years), there is
unusual seen in other papers which
women’s reproductive age would fine
usual 18-39 years old.
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67 Sanders,L.B.
(2009)

- To describe the N=9
behaviours and qualitative data
practices of women -Women 34-53 years previously (of Sanders,
infected with HIV in old 2008)

relation to sex and

pregnancy.

- 2 nd analysis of - 3 themes; -According to this paper is the
secondary study which the authors
had analysed on Sanders, 2008). Just
9 participant were recruited with a
short time of data collection (3
months, June-August, 2006). The
length time of data collection should

be extended to cover more samples.

1. Issues of disclosure of HIV status

-decisions about disclosure and timing of
disclosure were complex and often based on
assumption that a sexual relationship was going to
develop long-term.

- Women had been -Thematic analysis
diagnosed with HIV

and were currently

pregnant or

-Who had become
mothers post-
diagnosis.

- 2 academic health
centre in New York,
USA.

-a complex mixture of emotion including fear,
stigmatization and denial precluded her ability to
disclose, although lamented that the person who
infected her did not disclose his status before
becoming intimate.

2. Safe sex and shifting responsibility

- some of them were vigilant about condom use
in beginning of relationship.

-women reported that as time passes, more risk
were taken and practice of consistency condom
use decreased.

3. Desiring pregnancy and concern about of the
risk of transmission

- all of them desire to have children but want to
protect their husband from transmission, some of
them thought that IVF is one of choices.
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68 Smee & Shetty et To examine the N=159 -Quantitative research; - Factors that associated with an increased -Population frame and sample size
al (2011) predictors of repeat cross-sectional study likelihood of repeat pregnancy were death of a and sampling were described.
pregnancy among - 79 HIV+ Women child, miscarriage AND each additional child.
women from PMTCT and 80 HIV negative - Independent Decreased likelihood of repeat pregnancy was -Tools validity and reliability were
programme. women. variable= socio- associated with decreased rank order of living clearly described.
economic status, age, conditions, age and higher Fertility Attitude
-Setting, Zimbabwe. fertility attitudes score ~ Score. - Statistic analysis was appropriate to
and previous measure the level of variables
pregnancy outcomes
- The main findings were clearly
-Dependent variable= described.
repeat pregnancy
-Analysis; logistic
regression.
69 Snow, R.C., -To investigate the N=1,59%4 -Quantitative research -Of 1,594, 59.7% were HIV-positive; 96.4% of -Large sample size.
Mutumba, M., impact of HIV status on HIV-positive women were using antiretroviral
Resnicow, K. & fertility desires in -Women aged 18 to 49  -Logistic regression therapy (ART). -Using participant’s criteria to choose
Mugyenyi, G. Uganda. years visiting models samples but population and sampling
2013 outpatient services at -The relationships between HIV status and were not described.

Mbarara Regional
Hospita, Uganda.

fertility desires, marital status, household
structure, educational attainment, and household
income

-Among married women, HIV-positive status was
significantly associated with a lower likelihood of
desiring more children (27.7% vs 56.4% of HIV-
negative women; P <.001).

-The difference remained highly significant net of
age, parity, son parity, foster children, education,

-Validity was described.

- Statistic analysis was appropriate to
measure the level of variables.
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Stringer & Giganti
et al (2009)

-To compare the
incidence of HIV
disease progression
among antiretroviral
therapy- women with
and without exposure to
hormonal
contraception.

N=4109

- 3064 women
reported using non-
hormonal method, 823
reported using
implants/injectable
and 222 (5%) reported
using oral
contraceptive pills.

-13 sites in Africa and
Asia.

-Quantitative study

-Cohort study

or household income.

-HIV-positive women were more likely to be
poor, unmarried, single heads of household, in
second marriages (if married), living with an
HIV-positive spouse, and supporting foster
children.

-Found a strong association between positive HIV
status and lower fertility aspirations among
married women in Uganda, irrespective of ART
status.

-At baseline, 3064 (75%) women reported using
either no contraception or a non-hormonal
method, whereas 823 (20%) reported using
implants/injectable and 222 (5%) reported using
oral contraceptive pills. -The disease progression
outcome was met by 944 (29%) women (rate,
18.3/100 woman-years).

-Neither implants/injectable (adjusted hazard ratio
1.0, 95% confidence interval 0.8-1.1) nor oral
contraceptive pills (adjusted hazard ratio 0.8, 95%
confidence interval 0.6-1.1) were associated with
disease progression.

-Treating contraceptive method as a time-varying
exposure did not change this negative finding.

-Some reassurance that hormonal contraception is
not associated with HIV disease progression.

394

-Large sites and sample sizes.

. Using participant’s criteria to
choose samples but population and
sampling were not described.

-Validity and reliability were not
described.

- Statistic analysis was appropriate to
measure the level of variables and
addressed to the research questions
and hypothesis.
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71 Suryavanshi, N et - To understand the N =190 - Quantitative study In Indian context, there are two important factors ~ -Using participant’s criteria to choose
al. (2008) factors influencing known to influence reproductive decision making; samples.
repeat pregnancies in - Group A= 63 HIV+ -3 Cohorts study
women with known repeat pregnant 1. Family pressure (primarily from in-laws  -Time to follow the repeating
HIV status in India. women - Purposive selected. of the women), defined by the desire of  pregnancy was 9-12 months, women
husband. who had repeated longer than this
-Group B= 64 HIV- - Chi square 2. The desire to have at least one male period would excluded.
repeat pregnant child.
women. - Simple logistic -Validity and reliability were not
regression described.
-Group C= 63 HIV+
non pregnant women -Fisher’s exact test - Statistic analysis was appropriate to
measure the level of variables.
- In India. -t-test
-Odds ratios
72 Thurling & -To investigate the N=9 - Qualitative, -The curricula analysed had different styles of -Using triangulation to recheck data.
Candice (2012) training of lay descriptive and delivery, and the approaches to learning and

counsellors by
analysing their training
curricula and
interviewing lay
counsellors about their
perceptions of their
training in their role of
PMTCT.

- Counsellors in
PMTCT.

-Setting, South Africa.

contextual in design

-In-depth interview

courses varied, resulting in inconsistent training
outcomes. A need for supervision and mentorship
in the working environment was also noted. The
training of lay counsellors needs to be adapted to
meet the extended roles that they are playing in
PMTCT.
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73 Treisman, Jones & -To explore how N=12 - Qualitative research 4 core themes - The research design was appropriate
Shaw (2014) women perceive, make to address the aims of the research.
senses of, and manage a  -African women with  -In-depth interview 1) HIV as part of wider tapestry.
diagnosis of HIV HIV positive
during pregnancy and -Semi-structured 2) Community and systemic influences and
after delivery. -Setting in London. interviews responses to HIV, including stigma and
discrimination.
-Phenomenological
analysis 3) Experiencing a different story of HIV.
- Interpretive 4) Mother-child relationship.
Phenomenological
Analysis.
74 Tyer-Viola (2007) -To define attitudes N=350 -Quantitative -Obstetric nurses had more positive Mothering- -Population frame and sample size

toward pregnant
women with HIV and
how these attitudes
correlate with and
affect prejudice and
nursing care intentions.

- Obstetric nurses.

-Setting, In USA.

-Mailed surveys

Choice attitudes than Sympathy-Rights attitudes
(p=.000). -Nurses who knew more than four
people affected by HIV/AIDS had more positive
attitudes (p</=.05).

-Nurses with more positive attitudes were less
prejudiced and more willing to care for pregnant
women with HIV (p=.05).

-Nurses were significantly more prejudiced and
less willing to care for women with than without
HIV.

and sampling were clearly described.

- 44% of population frame responded
to mails

-Tools validity and reliability were
clearly described.

- Statistic analysis was appropriate to
measure the level of variables.

- The main findingS were clearly
described.
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75 Vescovi, G. et al. -To identify protective N=3 - Mixed method -The protective factors were identified; positive -It should be a case study or case
(2014) factors of the feeling about motherhood, positive assessment of  report rather a mixed-method because
experience of - Three young mothers received care and couple relationships, disclosure  the design and method including
pregnancy and (ages 17-19) whose of HIV diagnosis to family members, family sample size just 3 cases.
motherhood among babies were 4-6 support and accountability for infant care.
young mothers living months. -Report of finding was a case study
with HIV. - The protective factors in 3 participants had presentation rather than a mixed-
- In Brazil. similarities and differences. method.
76 Viana, R.B & -To describe the N=8 -Qualitative approach There are two categories "unveil it takes" and - Authors do not explain how rigor
Campos, F.Hetal. experience of pregnant descriptive "Doom character (lack of) care." was maintained in the study i.e
women with HIV+and -8 women HIV member checks, reflexivity.
(2013) nursing care received in  positive -Semi-structured -The role of the nurse, through the view of
prenatal under the interview women, not evidenced during the prenatal period,
perspective of the -Setting, In Brazil. in the puerperium this role was confused with the
mother. - Content analysis action of other nursing professionals and
sometimes women resented of not receiving a
more specialized nursing care.
77 Visser & Neufeld To explore recently N=293 -Qualitative study -Women weighed fear of abandonment and -Number of participant were large for

etal (2008)

diagnosed HIV-positive
pregnant women's
reasons for disclosure
and non-disclosure of
sero-status.

-HIV-positive
pregnant women in
South Africa.

-Content analysis

discrimination against their desire to raise risk
awareness and their need for support.

-Partners most often responded to disclosure with
disbelief and shock, whereas parents frequently
exhibited emotional distress, but were still
supportive, as were other relatives and friends.

-The women subsequently experienced low levels
of adverse consequences after disclosure.

qualitative interview method, the
strategies to obtain and manage data
were not indicated.

- The rigorous of study was not
described.
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78 Wall, K.M., To describe rates of N= 1,060 couples -Quantitative research The highest rates of unintended pregnancy were -Population frame, sample size and
Tichacek, A., unintended pregnancy observed among couples requesting condoms sampling strategy were clearly
Allen, S., Haddad, among HIV positive - HIV positive couples  -Multivariate Cox only (26.4/100CY) or OCPs (20.7/100CY); these  described.
L., Vwalika, B., couples and also modelling. rates were not significantly different. OCP users
Htee Khu, N., identify factors -Setting, in Lusaka, accounted for 37% of the couple-years (CY) -Tools validity and reliability were

Brill, 1., Kilembe,
W., Stephenson,
R., Chomba, E. &
Vwalika, C. (2013)

associated with
unintended pregnancy
among oral
contraceptive pill
(OCP) using couples in
this cohort.

Zambia.

observed and 87% of unintended pregnancies.
Rates of unintended pregnancy for injectable
(0.7/100CY) and intrauterine device (1.6/100CY)
users were significantly lower relative to condom
only users. No pregnancies occurred among

contraceptive implant users or after tubal ligation.

Factors associated (p<0.05) with time to
unintended pregnancy among OCP users in
multivariate analysis included the man wanting
more children, the woman being HIV negative
versus having stage [V HIV disease, and the
woman reporting: younger age, no previous OCP
use, missed OCPs, or sex without a condom.

not described.

- Statistic analysis was appropriate to
measure the level of variables.

- The main findings were clearly
described.
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79

Youngwanichsetha
, S.etal. (2010)

- To explore the
decision making
process that women
have to concerning
their pregnancies in
Thailand.

N =38

- Age = 17-39 years.
- Para = 0- multi

- Diagnosis HIV+

- 8 cases diagnosed
before pregnancy

-30 cases diagnosed
after pregnancy

- Setting: 2 tertiary
hospitals in southern,
Thailand.

- Qualitative research
- Grounded theory

-Constant comparative
analysis.

-Coding and memos

-Category and
subcategories

- A model of decision making; the core category is
“Weighing stress” divided into 3 sub-categories

1. Being ambivalent about continuing pregnancy.
1.1 being concerned over M-C-T
1.2 considering the desire to have a child
1.3 Preferring to keep the child
1.4 considering an abortion

2. Exploring alternative options

2.1 seeking information, services and emotional support.

2.2 discussing concerns and decision making with health

providers, husbands and family members.
2.3 trying to seek an abortion
2.4 considering the use of ARV
2.5 offering the child for adoption
3. Selecting the appropriate choice
3.1 appraising the influencing factors

3.2 deciding between continuing the pregnancy and
terminating the pregnancy

3.3 adapting the mind to the decision.

-The research design appropriate to
address the aims of the research as
using grounded theory.
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80

Zaba et al (2013)

To estimate the excess
mortality associated
with HIV during
pregnancy and the post-
partum period in sub-
Saharan Africa.

N= 138,074 Longitudinal study
- Population-based

HIV/AIDS data on

Africa (ALPHA)

-Setting, Sub-Saharan
Africa.

-138,074 women aged 15-49 years contributed
636,213 person-years of observation.

-49,568 women had 86,963 pregnancies, 6,760 of
these women died, 235 of them during pregnancy
or the post-partum period.

-Mean prevalence of HIV infection across all
person-years in the pooled data was 17.2% but 60
of 118 (50.8%) of the women of known HIV
status who died during pregnancy or post-partum
were HIV infected.

-The mortality rate ratio of HIV-infected to HIV-
uninfected women was 20 in women who were
not pregnant or post-partum and 8.2 in pregnant
or post-partum women.

-Excess mortality attributable to HIV was 51.8
per 1000 person-years in women who were not
pregnant or post-partum and 11.8 per 1000
person-years in pregnant or post-partum women.

- HIV-infected pregnant or post-partum women
had around eight times higher mortality than did
their HIV-uninfected counterparts.

- Predict that roughly 24% of deaths in pregnant
or post-partum women are attributable to HIV in
sub-Saharan Africa.

-Large sites and sample sizes.

-Using participant’s criteria to choose
samples but population and sampling
were not described.

-Validity and reliability were not
described.

- Statistic analysis was appropriate to
measure the level of variables and
addressed to the research questions.
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81

Zhang, Y., Loutfy,
M.R., Margolese,
S., Yudin, M.H.,

Raboud, IM.,
Diong, C., Hart,
T.A, Shapiro,

H.M., Librach, C.
& Gysler, M. 2012

-To assess the desire,
need, perceptions, and
knowledge of assisted
reproductive
technologies (ARTSs)
for women living with
HIV (WLWHIV) and
determine correlates of
ART knowledge desire.

N=500 -Quantitative research

- Women living with
HIV

-Setting, in Ontario,
Canada.

-88% of cohort study were previously pregnant,
78% desired more information regarding ART,
59% were open to the idea of receiving ART,
39% felt they could access a sperm bank, and
17% had difficulties conceiving (self-reported).

-Age, African ethnicity, and residence in an urban
centre were correlated with desire for more ART
information.

-50% of participants, wanted to speak to an
obstetrician/gynaecologist regarding pregnancy
planning, and 74% regarded physicians as a main
source of fertility service information.

-While the majority of participants in this cohort
desire access to ART information, most do not
perceive these services as readily accessible.

-Using participant’s criteria to choose
samples but population and sampling
were not described.

-Validity was described.

- Statistic analysis was appropriate to
measure the level of variables.

- The main findings were clearly
described.
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