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Abstract

Alcohol use among HIV-positive individuals in sub-Saharan Africa directly impacts adherence to 

antiretroviral therapy and HIV outcomes. Few studies have examined approaches to reduce alcohol 

use among HIV-affected couples, despite evidence that alcohol use is a couple-level concern. We 

conducted a qualitative study with 23 alcohol-using couples to identify multilevel barriers and 

facilitators of alcohol use, and potential intervention options with couples. Data were analyzed at 

individual and dyadic levels using framework analysis. All couples were married and had at least 

one partner on ART. Men were the primary alcohol drinkers with few women reporting alcohol 

use. Most women tried to persuade their partners to reduce their alcohol intake and when 

unsuccessful, enlisted help from relatives and HIV care providers. Effective couple negotiation 

around men’s alcohol use was constrained by negative peer influence and men’s desire for 

friendship to cope with life stressors. Women were primarily concerned about the expense of 

alcohol and described how alcohol prevented the family from meeting basic needs and investing in 

the future. Alcohol use was described as a major barrier to ART adherence, but was also viewed as 

the cause of couple and family violence, extramarital partnerships, food insecurity, and poverty. 

We conclude that multilevel interventions based on couples’ needs and preferences are urgently 

needed. Couple-based intervention approaches could include provider-led alcohol counseling with 

couples, alcohol reduction support groups for couples, couples’ counseling to bolster couple 
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communication and problem-solving around alcohol, and economic-strengthening interventions 

for couples.
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Introduction

Globally, alcohol consumption is common among people living with HIV (PLHIV) with 

around one-third of adults reporting recent alcohol use [1]. Sub-Saharan Africa (SSA) has 

been severely impacted by the HIV/AIDS epidemic, accounting for two-thirds of people 

living with HIV worldwide [2]. Although the majority of adults abstain from alcohol in SSA 

(70%), adults who drink have some of the highest rates of per capita alcohol consumption in 

the world [3]. In Malawi, 68% of adults do not drink alcohol, but among those who drink, 

41% are heavy drinkers who consumed 60 grams or more of pure alcohol on at least one 

occasion in the past 30 days [4]. The harmful effects of alcohol use on people living with 

HIV are well-documented and include malnutrition [5], liver disease and toxicities [6, 7], 

poor adherence to antiretroviral therapy (ART) [8], HIV disease progression [9, 10], and 

unsuppressed viral load [11]. Alcohol use also increases the risk of HIV transmission to 

sexual partners [9, 12].

Primary partners such as spouses can play a key role in helping partners reduce alcohol use 

and its harms for PLHIV in SSA. According to couple interdependence theory, primary 

partners can positively influence each other’s drinking behaviors [13] and alcohol use can be 

both a cause and consequence of relationship distress [14], with research in the U.S. finding 

support for both directions [15-17]. However, in SSA, a couple-focused perspective on 

alcohol use has received relatively little attention, despite evidence that the couple unit is 

important for other health behaviors including sexual risk reduction [18], prevention-of-

mother-to-child transmission [19], HIV counseling and testing [20-23], HIV status 

disclosure [24], and ART adherence [25, 26].

There are several arguments for why alcohol use may be best understood and intervened 

upon as a couple-level issue in SSA. Although alcohol use in SSA is less common among 

women than men, the health of women who abstain from alcohol use may still be at risk 

through their partners’ drinking. Qualitative research on HIV-affected couples in Malawi 

found that wives experience violence, food insecurity, poor mental health, and non-

adherence to ART as a consequence of their husbands’ alcohol use [27, 28]. Alcohol 

drinkers may also fail to provide the necessary support for their partners’ ART adherence 

when spending time away from the household drinking, or forgetting to provide support 

while intoxicated [28]. Furthermore, PLHIV in SSA may intentionally skip pills while 

drinking alcohol [29, 30], which may be influenced by partners’ beliefs about mixing 

alcohol and ART [31]. On the other hand, primary partners can mitigate the deleterious 

effects of alcohol by helping HIV-positive partners manage alcohol use and maintain 

adherence to ART even while drinking [31].
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Despite the importance of couple relationships for alcohol use and ART adherence, the 

majority of alcohol interventions for PLHIV have centered on individuals [32] and in SSA, 

these interventions have shown mixed results and have not addressed the interpersonal 

context surrounding alcohol use. In Uganda, an intervention using motivational interviewing 

to reduce hazardous drinking among PLHIV showed a significant reduction in alcohol use 

between the intervention and control arms, but only for women [33]. A cluster RCT of a 

clinic-based intervention in Kenya, Namibia, and Tanzania showed that the intervention 

significantly increased provider discussions about alcohol but failed to reduce alcohol use 

[34]. Similarly, a cognitive behavioral therapy (CBT) intervention offered to adolescents 

living with HIV in Uganda did not show an impact on alcohol use [35]. The most promising 

intervention to date was a CBT-based intervention for PLHIV in Kenya and showed 

significant reductions in alcohol use [36]. The intervention was delivered by trained 

professionals over multiple sessions and emphasized locally-salient motivations for quitting 

drinking such as promoting health and saving money, and placed a strong emphasis on 

men’s alcohol refusal skills [37].

Couple-based interventions could address some of the limitations of existing individual-level 

approaches by addressing the interpersonal context in which drinking takes place and could 

also help to reinforce messages and strategies around reducing alcohol use. Other research 

finds that couple-based interventions have been have been successful at improving ART 

adherence [38], uptake of couples HIV counseling and testing [23], gender and relationship 

dynamics [39], and reducing sexual risk [39]. Furthermore, it is imperative that interventions 

consider the detrimental effects of alcohol use on couples and households, such as poverty 

and food insecurity, which can worsen adherence and HIV clinical outcomes [40, 41]. This 

premise is supported by research from the U.S. showing that couple-based alcohol 

interventions are effective because they address important relationship dynamics that 

intersect with alcohol use [42, 43]. To our knowledge, few interventions in sub-Saharan 

Africa have used a couple-based approach to reduce alcohol use among PLHIV and their 

partners. One of the few couples-based interventions for alcohol use in Africa (the Couples 

Health Co-Op), while not specifically targeting PLHIV, was shown to be effective at 

reducing heavy drinking among men in the treatment arm (couples intervention) as 

compared to control arm (men-only groups) [44, 45].

We conducted a study with HIV-affected Malawian couples to understand the barriers and 

facilitators of alcohol use within the couples. The ultimate objective of this research is to 

inform a future alcohol intervention for couples living with HIV to reduce alcohol use and 

improve adherence to ART. In recognition of the complex interplay of multilevel 

determinants of alcohol use in SSA, we use a social-ecological framework to consider how 

alcohol use is shaped by structural and economic, social, couple, and individual-level factors 

[46]. We also draw on couple interdependence theory to argue that the dyad is central to this 

framework and that an individual’s alcohol use is regulated by the couple’s ability to 

effectively engage in healthy behaviors as a unit—in this case, alcohol reduction or cessation 

[46, 47]. Finally, we adopted an inductive approach in asking Malawian couples to suggest 

appropriate interventions with the goal of informing future interventions that are demand-

driven, locally-grounded, and appropriate for couples’ needs.
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Methods

The current study was nested within the Umodzi M’Banja study in Malawi, which is a 

mixed-methods observational study consisting of qualitative interviews and survey to 

understand primary relationships and HIV care engagement. Briefly, couples in the larger 

study were recruited from two HIV care clinics in the Zomba district of southern Malawi 

(Zomba District Hospital, a large public hospital, and Pirimiti, a private rural hospital) when 

attending HIV clinic appointments or picking up their HIV medications. Couples had to be 

in a non-polygamous marriage or cohabitating union, with at least one partner on ART who 

had disclosed their HIV status to their primary partner in the study. Both partners had to be 

age 18 or older. Because all couples reported being in a legal or traditional marriage, we 

refer to partners as husbands and wives.

For this sub-study on alcohol use, we purposively selected couples with at least one partner 

who had used alcohol in the past year as indicated in the qualitative interviews or survey 

containing the AUDIT-C measure [48]. After selecting couples with at least one drinker, we 

verified that the alcohol use had also been reported by the drinker’s spouse. This verification 

ensured that spouses of drinkers would be able to describe their experiences with their 

partners’ alcohol use. Couples did not have to be currently using alcohol, and in the case of 

past alcohol use, they were asked to retrospectively recall their own or their partners’ alcohol 

use. After creating a list of eligible couples, couples were contacted via phone and asked if 

they would be willing to participate in the alcohol sub-study. We first contacted the member 

of the couple who reported alcohol use (usually the husband). If the husband agreed to 

participate, we would then speak with the wife to assess her interest in participating. Both 

partners had to be willing to participate in the study and provide informed consent to be 

enrolled. Couples who were interested were then scheduled for an in-person interview. 

Based on our prior qualitative studies with HIV-affected couples in SSA [26, 49], we 

estimated that a sample size of approximately 20 couples would be both feasible and 

sufficient for meeting data saturation. After interviewing 23 couples (46 individuals), we 

concluded that we had reached saturation.

Two Malawian interviewers (one male, one female) facilitated the interviews. They were 

fluent in English and Chichewa, had completed their Malawi School Certificate of Education 

(MSCE), had experience conducting in-depth interviews on other health-related research 

projects, and received further training by two study authors (AAC and SAM) before 

initiating interviews. The two interviewers were matched by gender to participants. Both 

partners were interviewed simultaneously, but separately, in private spaces at the two HIV 

clinics. We chose this approach for its validity when discussing sensitive topics such as 

alcohol use, providing a shared narrative on a given topic, and allowing opportunities for 

differing perspectives to arise [50]. Two interview guides were drafted, piloted, and revised

—one for the male partner focused on his alcohol use (all male partners used alcohol) and 

one for the female partner focused on her partner’s alcohol use. We also asked female 

partners about their own alcohol use, although few women reported alcohol use. The 

interview guides were informed by couple interdependence theory using a conceptual 

framework from our prior study on alcohol use and ART in Malawi [28]. Drinkers were 

asked to describe their alcohol history, patterns of alcohol use and types of alcohol 
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consumed, how alcohol positively and negatively affected their family and relationship, 

alcohol use as a barrier to ART adherence, couple communication around alcohol use, 

barriers and facilitators to reducing alcohol use, and communication with HIV care 

providers about alcohol and ART. Partners were asked to describe the drinker’s pattern of 

alcohol use, how alcohol affected family and couple dynamics, couple communication 

around alcohol use, their role (if any) in changing their partner’s alcohol use, and 

communication with HIV care providers about their partner’s alcohol use. Both partners 

were asked to suggest ideas for an intervention to reduce alcohol use among ART patients. 

All interviews lasted 30–60 minutes, and were audio-recorded, transcribed, and translated 

from Chichewa into English.

Data were analyzed at the individual and dyadic levels using framework analysis to allow for 

comparison of wives’ and husbands’ responses on a variety of topics and to support the 

analysis of couples as well as individuals. Framework analysis uses data matrices to organize 

the data by themes and cases, allowing for the synthesis of large dyadic qualitative datasets, 

and is conducted over five steps [51]. The first step of framework analysis was data 

familiarization. The authors (AAC, SAM) became immersed in the data by reading each 

couple’s transcripts and taking detailed notes on the couple. The second step was to identify 

a thematic framework based on the interview guide topics and issues raised by the couples 

themselves. The authors identified 15 codes (e.g., “husband’s drinking patterns”, “negative 

effects of drinking on family”, “positive effects of drinking on family”, “motivations for 

drinking”), based on a reading of the transcripts and the interview guide. Meeting were held 

to discuss the codes and come to a consensus. The third and fourth steps were to “index” or 

code the raw data and then “chart” the data to gain a complete picture of all couples, which 

was done simultaneously. Three study authors (AAC, SAM, AR) created a matrix for each 

couple, with a row for each of the 15 codes and a column for the responses of each member 

of the couple. These matrices were populated with summaries of participants’ stories and 

verbatim quotes related to the codes. We also created a summary matrix for the entire 

sample with a row for each couple, which noted areas of inconsistency and disagreement 

between partners on the 15 codes. The second author then coded the couple-specific 

matrices using NVivo 11 software (QSR International, 2017), which facilitated comparisons 

across couples (e.g., different ways in which alcohol affected couples), between partners 

(e.g., discrepancies in descriptions of alcohol use patterns), and across individuals (e.g., 

intervention preferences). The last step of framework analysis was mapping and 

interpretation. The three study authors held regular meetings to discuss similarities and 

differences between couples using the data matrices and raw data, and to identify underlying 

themes. This process led to several main themes as highlighted below. We included 

participant identifiers with the quotes below, with “F” or “M” denoting the female or male 

partner. We presented the findings to the research team and other stakeholders in Malawi for 

feedback, which validated our interpretation.
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Findings

Sample characteristics

Twenty-three couples (46 individuals) were enrolled in the study. The mean age was 41 

years and 78% had a primary school education or less. The mean relationship duration was 

11 years on average and 74% of couples were HIV sero-concordant positive (the remainder 

were sero-discordant). The majority of all participants (87%) were currently on ART (all 

HIV-positive individuals were on ART). The majority of women (87%) reported currently 

abstaining from alcohol; three women had recently drank alcohol at a wedding or traditional 

celebration but otherwise abstained or drank rarely. In contrast, all but two men (91%) 

reported being current drinkers, which was confirmed by their wives. The remaining men 

stopped drinking several years prior. Almost half of men (42%) were hazardous drinkers 

based on the AUDIT-C. The sample was similar to drinkers enrolled in the parent study on 

these key characteristics.

Couple reports of men’s drinking behaviors: Discrepancies and confirmation

While most men described their drinking as being under control and not excessive, women 

generally portrayed their husband’s drinking as frequent and heavier than what the men 

described. For example, one man (7M) claimed to have drunk heavily in the past, but 

asserted that he now only drinks once or twice a month when he “bumped into some friends 

who say to me let’s go out drinking,” and not to the extent of getting drunk. His wife (7F) 

described a quite different pattern in which he sometimes went to drink rather than going to 

work or drank all night rather than coming home. When asked by the interviewer how many 

times in the previous week he had come home drunk, she replied “almost the whole week.”

A number of men reported that they had quit drinking or reduced their alcohol intake after 

an HIV diagnosis or initiating ART. In more than half of couples, wives confirmed that 

husbands had reduced or quit drinking because of their HIV diagnosis or other factors. 

Several men seemed to imply that they would not have changed their drinking habits if not 

for their HIV diagnosis and one woman explicitly stated that she believed her husband 

would still be drinking if not for ART. Other men reported a desire to reduce or quit drinking 

and said that they aimed to slowly reduce their alcohol intake over time. One man (2M) 

described his decision to quit drinking after his HIV diagnosis as follows (a change also 

described by his wife):

Since that time, I changed because I was drinking frequently. Sometimes I couldn’t 

even have an appetite for food. As soon as the day breaks, the first [thing] to do was 

to drink, and also I didn’t have interest in working to earn money because I was 

always at a drinking place so I could not find time to work. Now reaching that 

level, I thought that it is better to take care of my body so I decided to spend time 

working to earn a living. If I earn, that means my household needs will be met and I 

will have a healthy life.

The wife (3F) of another man also described her husband’s a dramatic change, post-HIV 

diagnosis.
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I can say that he has changed in comparison to how he was drinking in the past. He 

has completely changed since he got his [HIV] results because he was told that he 

should not drink alcohol… he has changed because he wants to concentrate in his 

medication.

Couple negotiation around alcohol use and ART: Successes and challenges

Men’s changes in drinking behavior were often in response to couples’ communication 

around alcohol use, and all women tried to persuade their husbands to quit drinking. In some 

cases, men’s HIV diagnosis or initiation of ART triggered conversations about alcohol use, 

such as the woman who said, “It was the start of ART that helped me talk to my partner.” 

(17F) Some women addressed husbands’ drinking when their husbands came home drunk 

and others intentionally avoided conversations at this time, especially if they feared violence.

Women utilized a variety of other strategies to discourage their husbands’ alcohol use, such 

as staying home to monitor whether their husbands went out to drink, requesting that 

husbands stay home to spend time with the family or do chores, or brewing sweet beer 

(thobwa, a non-alcoholic fermented drink) to help with cravings. One woman described in 

desperation how her husband’s drinking had left them “failing to take care of the children,” 

and in response, she sought divine intervention through “fasting, climbing mountains, and 

going for prayers.” (17F) Another woman reported giving her husband the dire warning that 

beer would “destroy their relationship” and interfere with his ART adherence, to which he 

replied that he was “already dead.” (23F)

Around one-third of women reported that their husbands refused to listen to their advice 

about reducing drinking or that their husbands had promised to quit drinking, but did not 

keep the promise over time. These women generally seemed discouraged and resigned to 

their husbands’ continued drinking. One woman said advising her husband was 

“impossible,” and another commented, “A man is a man and cannot listen to a woman.” 

Multiple women voiced similar feelings to the woman who said, “We can have a talk, but he 

never changes… that’s why I just leave him like that. Maybe in future he will change.” (13F) 

Some women then focused on getting their husbands to reduce rather than quit drinking 

entirely. Both women and men reported that communication about alcohol often incited 

conflict and shouting, and one woman reported that her husband threatened to beat her if she 

persisted in talking about his alcohol use. Some men agreed their wives had not been able to 

change their alcohol habits. One man reported, “She said I should stop drinking, but I 

convinced her how important alcohol is to me.” He explained that alcohol helped him relax, 

forget about HIV, and mingle with friends which sometimes led to employment 

opportunities. (18M)

A minority of couples engaged in productive conversations about drinking, and agreed to 

reduce or stop drinking. One man (15M) reported, “We discussed that if we drink alcohol, it 

won’t do us good at our household,” an account which was confirmed by his wife. Another 

woman reported that her husband had reduced his drinking after she told him to choose 

between alcohol and her. A third woman said that after her husband had repeatedly missed 

ART doses while drunk, she persuaded him to reduce his drinking, although not to the levels 

she hoped for:
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He has reduced… I told him that you are not doing the right thing because you miss 

a lot of medication. Then he changed… What discourages me most is when I try to 

sit down with him he pretends as if he has understood. But after some time when 

his friends come to take him for drinking, he accepts that and off he goes. He 

doesn’t consider my views. (19F)

Women’s constrained influence on men’s drinking: Leveraging outside social support

When approaches did not work as planned, some women enlisted the help of community 

leaders, marriage counselors, or relatives in persuading men to quit drinking. Some of these 

women noted that their partners reduced their drinking after talking with a relative, but then 

relapsed. One man reported how he stopped drinking after being counseled by his brother, 

although according to his wife’s account, the brother was only successful in persuading him 

to stop beating her, and not in changing his drinking habits.

Although it was rare for a wife to go behind her husband’s back and invoke the help of an 

HIV care provider, one woman did so out of concern for her husband’s habit of taking 

alcohol while on ART.

I told the HIV provider the drinking habit of my partner. I asked, “Is it possible for 

someone who is on ART should also drink alcohol?” Then they asked me, “Why 

have you asked that question?” Then I told them, my partner drinks alcohol and the 

medication cannot be combined with alcohol. I was told that he should [come back] 

for counseling. (17F)

Social influences beyond the couple: The role of friendship and social pressure

Women and men described a pattern of male socialization involving alcohol consumption 

and reported strong social pressure from other men to drink. Men occasionally drank at 

home but primarily consumed alcohol at drinking establishments in the company of male 

friends or family members. Women and men described men’s drinking as an activity to pass 

the time, to spend time with friends, and as a means of coping with stress and forgetting 

worries related to spousal conflict, poverty, and living with HIV. Some participants stated 

that if a man lacked money to buy alcohol, his friends would purchase alcohol for him. 

Local brews such as masese were often drunk from a communal pot, and other alcohol such 

as chibuku (commercially-produced beer) or kachasu (locally-made spirit) could be passed 

around or shared among a group.

Some men stated that they didn’t think men could quit drinking due to peer pressure and the 

draw of companionship while drinking. One man said, “I really want to stop, but I have 

many friends who drink alcohol so many times they invite me to drink with them.” (4M) 

Several men stated that they had quit drinking in the past, but started to drink again because 

of pressure or influence from friends. Stress, particularly related to poverty, could play a role 

in their relapses, in that men sought companionship during these times. One man said, 

“When there is something that has upset me, I go out to chat with friends and I find myself 

drinking alcohol, but it’s not my intention.” (8M) Women also recognized the strong social 

pressure exerted on their husbands. One woman calling her husband’s friends “bad 
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company” and said, “They are the ones who encourage my partner to drink alcohol.” (1F) 

Another woman lamented,

The challenge are his friends. They are too bad, they encourage him to drink 

alcohol. Sometimes he tells me he wants to stop, but his friends encourage him. I 

also I ask him if I should chase them away, but he doesn’t give me permission to do 

so. (9F)

The economic strain of alcohol use on couple relationships and families

Most women expressed that there was nothing good that had come from their husbands’ 

drinking, but women’s primary concern was the expense. Multiple women reported that their 

families could not advance economically because their husband spent so much of the 

available money on alcohol, and a few wives reported that their husbands had bought alcohol 

despite the lack of food or basic necessities. One woman stated,

What I see is that when he is drunk… he wastes a lot of money that could have 

been used for something else… and when he is coming home, he comes without 

money. That affects the next day’s budget, and this keeps pulling us backward 

instead of going forward and that pains me. This really affects my family very 

much. (2F)

Women’s and men’s accounts often conflicted when it came to the financial impact of 

alcohol. One woman deemed her household situation a financial crisis, whereas her husband 

stated that his alcohol use had not really impacted his family. Another man drank away from 

home secretively so that his wife would not complain about the money he was spending on 

alcohol. She stated that he did not provide money for food and the children’s schooling, 

while he insisted his drinking did not negatively impact his family. Other wives were careful 

to say that their husbands made sure to purchase food before they went out drinking. One 

woman said she did not mind her husband’s drinking because “he drinks from his friends, so 

I feel better… I feel like I’m free since he doesn’t buy alcohol these days.” (4F) Another 

woman seemed to enjoy the damper that a lack of disposable income put on her husband’s 

drinking and recalled that when he had money, he spent it on alcohol.

Many men acknowledged their wives’ concerns as well as the negative impact their drinking 

had on their families, including on family finances. One man called alcohol “very bad” and 

admitted he had spent money on alcohol rather than food for his family. Another man said 

he “squandered” money that could have been used for household needs. Remarkably, one 

man seemed to say that he spent half of the household’s disposable income on alcohol.

I was spending more money on alcohol although I didn’t realize that was not a good 

idea. But my wife was complaining about that. Sometimes I could find money and I 

was dividing it into equal shares, half was used to buy alcohol and the other half 

was used to buy food… My wife was complaining because we were unable to 

achieve our goals. (1M)

In addition to financial strain, wives’ accounts also provided evidence of other costs of 

alcohol use including the inability to take ART as prescribed, weight loss and ill health, 

difficulties engaging in livelihoods and productive activities, loss of time with their children 
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and families, and strife with wives and neighbors. A common refrain in women’s accounts 

was that men were often away from home and at drinking establishments. Some men 

admitted that after drinking heavily, they were unable to work, such as the man who said,

We don’t do the work as we planned because of the alcohol. For example, the work 

that we were supposed to do in one or two hours, we only work for only one hour 

because of me being weak with the alcohol and that will make her to obviously hate 

the alcohol. (16M)

Furthermore, some women stated that they believed drinking contributed to their husband’s 

extramarital partnerships, such as the woman who said, “When someone is busy drinking, he 

also thinks of other women. But if he can stop drinking, he can’t think of other women.” 

(19F) Another woman complained that her husband’s financial support of other sexual 

partners acquired at drinking establishments further depleted household resources.

I know that when he has gone for beer drinking, he has other girls as sexual 

partners. When I hear that, it pains me more and I get very angry with him. He does 

not leave money at home with me but he is able to give it to other girls. (22F)

Men’s alcohol use caused conflict and instability in most couples, as did the financial strain 

which resulted from men’s expenditure on alcohol. Several men acknowledged that their 

relationships were better when they were sober, observing that their wives hated their 

alcohol usage and that when they drank there was “no peace at home.” One man described 

how his drinking nearly cost him his family, saying, “I was afraid that due to beer drinking, 

my family would end soon, that my wife will leave me and go.” (23M) Nearly half of 

women reported that their husbands had beaten them or the children while drunk. 

Furthermore, in some cases men broke or destroyed household resources while drunk, either 

through malice or clumsiness. In a particularly poignant account, one woman recounted how 

while in a drunken rage, her husband had intentionally broken multiple crates of eggs that 

she intended to sell.

Multilevel preferences for an alcohol reduction intervention

Despite the many challenges of alcohol use for couples, most women and men expressed 

strong support for an intervention, which could help men to reduce drinking. Participants 

described interventions targeting different levels of the socio-ecological model (see Figure 

1). At the structural and economic level, several participants believed that an intervention 

addressing underlying poverty could reduce men’s alcohol use. For example, one woman 

suggested that providing food support could curb the practice of using alcohol as a meal 

replacement, saying “food is something that gives men power so that they cannot go to drink 

beer.” (participant 23F) In Malawi, commercially-produced beer (e.g., chibuku) and even 

local brews (e.g., masese) have been marketed as a source of food and nutrition. Several men 

with a family brewing operation stated that although the business was necessary to the 

family’s survival, they preferred a different type of business, which did not tempt them to 

consume alcohol. For example, one man stated:

We brew the alcohol to find money so that we should be buying one piece by piece 

of the iron sheets to roof our house. Alcohol is prohibited by the HIV providers but 
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you just find yourself tasting it [the alcohol]. Help us… by providing us with 

money…[for] our necessities or business startup capital. (8M)

At the social and community level, participants suggested that village chiefs could host 

meetings in the community to educate people on the harms of alcohol. It was believed that 

these individuals might be influential in talking to men about their alcohol use or persuading 

them to change their drinking habits. Participants believed that villagers were usually 

respectful in front of the chief and “all people attend the meeting while they are sober so it’s 

easy to advise them on the issue of alcohol.” (1M) Others suggested widespread community-

based radio campaigns to disseminate messages on alcohol and ART and interventions to 

address the social pressures to drink. One man explicitly requested an intervention that 

“could help me to get away from the friends that pull me to drinking.” (15M) Another man 

suggested that community-based drama performances could offer a social alternative to 

drinking alcohol.

At the healthcare system level, participants indicated that alcohol use was infrequently 

addressed in the clinics, and more communication about alcohol with an HIV care provider 

would be helpful. Some participants requested that health providers explain more about 

ART-alcohol interactions and the effect of alcohol on the body. Both women and men 

communicated clear respect for health providers and took their health advice very seriously. 

Women expressed hope that support from health providers would be the catalyst for their 

husbands to stop drinking, such as the woman who said, “I have all hope that when health 

providers can talk to him he can change because I know that my partner loves me a lot.” (1F)

At the couple level, many women expressed an interest in being involved in an alcohol 

intervention to help their partners reduce their intake. Around half of women were receptive 

to a couples-based counseling intervention with providers, which would help them to 

reinforce alcohol messages with their partners. One woman who was experiencing violence 

from her husband thought that she had a right to be involved in an intervention because she 

was a victim of his alcohol abuse, and that couples’ counseling would help them. She and 

others suggested that providers ask wives if their husbands drink alcohol, and then tell them 

to come as a couple for counseling at their next HIV care appointment. Other women 

believed that their husbands would be more comfortable and forthcoming with providers if 

wives were not present.

Participants expressed different views regarding whether a couple-focused intervention 

should be offered privately to couples or in a group setting, the latter of which was viewed 

by some as superior because it could offer peer support. A few participants expressed 

concerns about a group setting such as a loss of privacy and ineffective group dynamics with 

men “making noise instead of getting the message.” While other participants believed that a 

group setting would help facilitate discussion around alcohol and help couples learn from 

each other.

Discussion

In this study of couples affected by HIV, there was a general belief among participants that 

alcohol use had an impact on couple relationships and family dynamics, including economic 
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functioning of the household. It is important to note that in our sample of mostly sero-

concordant couples, men were the primary drinkers. Participants also described how men’s 

alcohol use had an impact on ART adherence, consistent with a large body of literature in 

SSA. Previous research showed that determinants of alcohol use in SSA operate at multiple 

levels of the socio-ecological model spanning the individual level (e.g., personality traits), 

social and community level (e.g., peer pressure, social benefits), healthcare level (e.g., 

advice from healthcare providers), and structural or economic level (e.g., unemployment, to 

reduce poverty-related stress) [52-54]. Our findings expand on this knowledge by 

illuminating factors at the couple level, and how other multilevel factors such as peer 

pressure may affect the couple’s ability to jointly manage men’s alcohol use (see Figure 1).

Table 1 summarizes the main themes presented in this paper, their implications, and 

suggestions for possible interventions at each level (couple, healthcare, social/community, 

and structural/economic). At the couple level, we found that most women actively coached 

their partners to reduce alcohol use, with some having more success than others. Women 

employed both direct and indirect tactics as a form of social control—an interpersonal 

interaction that involves influence, regulation, and constraint of health practices [55]. Similar 

to other research showing that different tactics can vary in their effectiveness, women tried 

verbally communicating with partners about the dangers of alcohol, providing ultimatums, 

monitoring a partner’s drinking patterns, providing distractions to prevent drinking, brewing 

non-alcoholic beer as a substitute, seeking outside support, or praying to God when other 

strategies failed. Social control practices have consistently predicted better health practices 

in studies of married couples [56, 57]. Future research with HIV-affected couples in SSA 

could illuminate new measurement tools and identify the most effective alcohol tactics that 

women could use to reduce their partner’s alcohol use.

Gender-based power dynamics, at times, circumscribed women’s strategies. Some women 

delayed communication about alcohol if they believed their safety was at risk, while others 

simply gave up trying, based on the perception that the gender norms underlying male 

drinking were too difficult to overcome. Frequently, men’s responses to women’s warnings 

against alcohol use were similarly rooted in inequitable gender dynamics and men’s 

privileged position. Arguments over drinking could sometimes lead to conflict, or in many 

cases, violence. While some men actively listened to their wives’ advice and changed their 

drinking habits, overall, couples faced formidable challenges in jointly managing men’s 

alcohol use. Conversations around alcohol could be unproductive or contentious, suggesting 

that couples might benefit from improvements in their communication and problem-solving 

skills.

An additional strategy that women employed after seeing no changes in their partners’ 

drinking was invoking the assistance of outside support from relatives and to a lesser extent, 

HIV care providers. In recognition of their own limited power, women leveraged more 

accessible forms sources of social power when a husband was perceived as not fulfilling his 

family obligations or putting the family at risk [58]. In Malawi, traditional marriage advisors 

(ankhoswe) who are assigned to the couple at marriage can be an important source of social 

power for women. A wife who believes she has been unfairly treated can summon her 
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relatives to mediate disputes with her husband—including around alcohol use; although, 

these strategies can be costly or unhelpful, and sometimes an option of last resort.

Alcohol interventions at the couple level aimed at improving relationship dynamics and 

increasing skills to effectively coordinate health behaviors have been successful for other 

HIV-related behaviors [23, 38, 39] and could be adapted for HIV-positive couples with an 

alcohol drinker. Other alcohol interventions employed outside of Africa such as couples 

behavioral therapy could provide a useful starting point for developing couple-based alcohol 

interventions in SSA and have also been shown to reduce IPV [59, 60]. A relationship-skills 

intervention could include a “gender transformative” component focused on shifting 

hegemonic norms of masculinity to promote positive forms of masculinity. Gender 

transformative interventions have been shown to reduce IPV and sexual risk behaviors [61], 

and could impact alcohol use by shifting harmful gender norms that promote drinking in 

male groups. In South Africa, qualitative research by Nkosi and colleagues described how 

men adopting a “health-oriented masculinity” viewed ART adherence as being strong and 

powerful, and reduced their alcohol intake [29]. Also in South Africa, couple-based 

interventions that have included gender issues and gender roles for alcohol and other drug 

use have found modest improvements in gender and power relations [39, 62]. Men could be 

similarly encouraged to renegotiate their masculine identity around being a good provider 

and guarding their health, rather than drinking alcohol.

At the healthcare system level, participants expressed a strong interest in receiving alcohol 

education and counseling in the HIV clinics and described how the influential role of HIV 

care providers could be leveraged when a partner’s advice was ineffective (Figure 1). Brief 

alcohol interventions such as the WHO brief intervention [63] are evidence-based, low-cost, 

and feasible interventions that could be integrated into HIV clinical practice [64] and could 

be expanded to include partners as a sustainable “booster” who could reinforce alcohol 

reduction messages at home. Primary partners could provide stronger and more directed 

social support if involved in clinical efforts and given more information around alcohol and 

health, and practical tools to help partners reduce drinking. A clinical trial in the US to test a 

brief intervention that incorporated primary partners was found to be efficacious at reducing 

prenatal alcohol consumption [65]. However, research from South Africa found that men 

were reluctant to discuss their alcohol use with HIV care providers and perceived providers 

as universally condemning alcohol intake [29]. This would indicate that providers should 

also be educated on approaches that emphasize the importance of non-judgmental 

communication and patient-centered care before intervening on alcohol.

At the social and community level, we found that men’s motivations for drinking were 

related to desires for male companionship as well as social pressure from other men (Figure 

1). These factors constrained the ability of couples to work collaboratively to reduce men’s 

alcohol use. However, some men argued that they drank in order to cope with problems in 

their marriage, meaning that poor couple communication around alcohol may reinforce 

alcohol use in a cyclical way. Peer pressure was one of the most common explanations given 

by participants for why men could not reduce their alcohol intake, and some men described 

how they felt compelled to give in to their friends’ pressure to drink even when they did not 

want to. This moral conflict or “tug of war” has been noted in other studies on HIV-positive 
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drinkers in Uganda [52]. The formation of peer groups for alcohol users could provide social 

benefits while also helping men support each other in reducing their alcohol use and 

maintaining ART adherence.

As suggested by participants, alcohol interventions at the social and community level could 

involve key opinion leaders such as village chiefs and church leaders who could help to 

disseminate health messages on alcohol and ART. Given the key role of relatives and 

ankhoswe in promoting health in families, alcohol interventions could include designated 

“sponsors” who work with couples to mediate disputes and help couples meet joint goals 

around alcohol reduction and maintaining family harmony. Community members may first 

need to be sensitized to the dangers of heavy alcohol consumption to obtain buy-in, given 

the pervasive role of alcohol in everyday social life, celebrations, and traditions.

Finally, at the structural and economic level, couples described being caught in a vicious 

cycle of poverty and alcohol abuse (Figure 1). Alcohol use exacerbated the negative effects 

of poverty on couple and family dynamics. At the same time, men described the stress of 

living in poverty and boredom due to unemployment as primary reasons for drinking. 

Women viewed men’s alcohol use as a waste of household resources which limited their 

ability to improve their households, provide food for the family, invest in small businesses, 

or further a child’s education. Furthermore, women suffered high rates of physical violence 

that they believed was linked to men’s alcohol use. Alcohol was also believed to trigger 

financial troubles in indirect ways by diverting money to extramarital partners, physically 

limiting men’s ability to engage in productive work, or inciting men’s destruction of 

household property. These findings contribute to a growing body of literature from non-

African settings on alcohol’s harm to others, including communities (e.g., vandalism, 

property damage, assaults), families (e.g., spousal abuse, child neglect), and workplaces 

(e.g., accidents, negative interactions with coworkers) [66]. Although it seems intuitive that 

spouses and close family would be most impacted by a drinker’s alcohol use, little research 

has documented these effects [67, 68].

Alcohol interventions at the structural and economic level might emphasize the economic 

advantages of reducing alcohol use, and negative consequences of drinking on household 

economic development and couple relationships. Few economic interventions have focused 

on couples or on alcohol use, and such interventions could provide a new opportunity to 

improve household functioning and health. Providing men with opportunities to earn income 

and remain productive members of their households may in turn reduce men’s desires to 

drink due to boredom, the stress of poverty, and feelings of hopelessness in a setting with 

few employment opportunities. Given women’s complaints around alcohol and household 

development, this could also reduce couple conflict and tension in the household, and 

improve relationship functioning. Although this is a new and growing area of research, 

economic empowerment interventions designed to increase ART adherence provide a 

promising model. Such interventions can take many forms including food assistance, 

savings-based interventions, financial training, income-generating activities, micro-credit, 

and employment support [69]. For example, a systematic review concluded that micro-

finance interventions for HIV-positive women have been successful in increasing self-

efficacy and ART adherence, reducing intimate partner violence, and increasing savings 
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[70]. Savings and loan associations could encourage redirection of household resources in 

ways that would help families to meet their economic needs and reduce food insecurity, 

while also reducing expenditure on alcohol. There is evidence in the literature that savings 

associations help develop important social bonds, even if members begin as strangers [71].

Limitations

As recruitment depended on a couple having a working cell phone, some couples may have 

been excluded from the study, such as those who were poorer or lived in more remote rural 

areas. Thus there is the possibility that this research may not have captured the experiences 

of certain groups of alcohol-using couples in this part of Malawi. There is also the potential 

for social desirability bias around alcohol use frequency and severity, as with any study 

using self-reports. Underreporting could have limited our ability to fully understand the 

influence of alcohol use on couple relationships, family, and health. This risk is mitigated by 

the fact that we interviewed both partners and were able to gain a more wholistic account 

from multiple perspectives. We believe that the portrait of alcohol use among married 

couples living with HIV in Malawi is accurate; however, our qualitative findings cannot be 

generalized to other populations of HIV-affected couples—including those who are sero-

discordant or not on ART.

Conclusions

In sum, participants described the multitude of ways that alcohol use negatively impacts 

couple relationships and the different tactics used by partners to address alcohol use in their 

families. Participants also illuminated multilevel factors that could interfere with or promote 

couple coordination around alcohol and ART. Finally, we highlighted several novel 

opportunities to involve primary partners in alcohol reduction interventions for PLHIV. 

Couples-based approaches were acceptable to many couples in this study and previous 

research suggests that they would be feasible. Intervention options could include provider-

led alcohol counseling for couples, alcohol support groups for couples, relationship-skill 

building exercises to bolster couple communication and problem-solving skills around 

alcohol, and economic-strengthening interventions for couples. Couples-based interventions 

may yield the greatest impact if multiple levels such as social and economic are addressed 

simultaneously, which could otherwise limit effective couple coordination around alcohol 

use and ART adherence.
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Figure 1. 
Multilevel determinants of alchohol use in couples affected by HIV in Malawi
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