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ABSTRACT
The purpose of this study was to investigate factors affecting adherence to Human
Immune Deficiency Virus (HIV) anti-retroviral therapy (ART) among HIV positive
adults in Kibra, Nairobi County, Kenya. Specifically, the study sought to explore
factors that affect adherence to HIV antiretroviral (ARV) treatment, assess the
psychological implication of ART non-adherence, and determine the socio-
demographic characteristics of ART non-adherence among HIV positive adults in
Kibra. The study embraced a descriptive survey design and the target pepulation
comprised HIV positive adults (above 18 years old) registered on ART in two
treatment Centres within Kibra. A sample of 60 HIV. positive adults was selected
through purposive sampling. Data was collected through self-administered
questionnaires, Beck Depression Inventory Y(BDI), and Alcohol Use Disorders
Inventory Test, and analyzed using_the Statistical Package for the Social Sciences
(SPSS), version 23.0. The study, establisShed that 82.4% of the respondents took
medication twice daily and'more than one pill, thus, non-adherent, while 23.3% were
taking medication once,a day, thus, adherent. Further, 67% of the respondents
indicated that they skipped taking ARVs because of cost-related issues among other
factors. Depressedielients were likely to be non-adherent at 65.5% compared to 16.1%
that“were not depressed. Critically, gender affected adherence to ARVs drugs since
51.4%"ef the males were non-adherent compared to 24.0% of the females that were
non-adherent. Similarly, clients with knowledge of HIV, ART, and positive
perception towards efficacy of ART were more adherent than those without
knowledge. Therefore, the study recommends the need for enhancement of awareness

on HIV and ART efficacy.

X1

Archives

Copy



Daystar University Repository

DEDICATION
This thesis is dedicated to my late son, Babu Magwaro Rioba. Sickness and intense
pain did not prevent you from making my world brighter with your smile. Your
laughter, songs of encouragement, and hope remain in my soul, giving me the strength
to soldier on. I have learned to find strength and beauty in my broken vessels, which
continue to be restored with precious memories. I face health challenges withstrength
and boldness because you taught me never to give up. Indeed, there i§-hopenin the

storm. Your memories live in me.

Xii

Library Archives Copy



Daystar

Library

University Repository

CHAPTER ONE

INTRODUCTION AND BACKGROUND OF THE STUDY

Introduction
This chapter provides the background information to the study ranging from global,
regional, and local circumstances on HIV drug adherence. Other areas covered in this
chapter include the statement of the problem that this study sought to address, the
purpose of the study, the research objectives and questions, the justification, the
assumptions, the scope, and the limitations and delimitations of‘the study. Lastly, the

Chapter provides the definitions of the key terms that were-ised in this study.

The HIV and AIDS epidemic is one of the life-threatéeningishtmanitarian catastrophes
of all times, whose impact lingers for a long“timey AIDS was first clinically found in
June 1981 by the Centre for Disease Controh(CDC) in the United States of America
(USA) (World Health Organization [WH@]+2008). As indicated by the World Health
Organization (WHO), AIDS is the fourth leading cause of death worldwide and the
main source of death/in sub-Saharan Africa (Chepkwony, 2004). The Kenya AIDS
indicator survey'swdeeades report of 2007 expressed that the first case of AIDS in
Kenya was identified and recorded in 1984. By 2016, individuals infected HIV were
projeeted at"36.7 million worldwide (Joint United Nations Programme on HIV/AIDS

[UNAIDS], 2017).

Joint United Nations Programme on HIV/AIDS (UNAIDS, 2017) estimated that 19.5
million HIV positive clients worldwide were accessing Anti-retroviral Therapy (ART)
in 2017 as compared to an estimate of 100,000 HIV positive clients who enrolled on
treatment by the end of 2003 and approximately 2 million by December 2007. Albeit

perceptible increment number of those getting ARV therapy worldwide, has moved
1
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from access of treatment to adherence in view of different issues not restricted to
severe and complex regimens, unfavorable symptoms, costs identified with treatment
plans, liquor abuse, and dysfunctional behaviors among other social, monetary and

mental variables (WHO, 2008).

Adherence to ART is a prevailing forecaster for existence of HIV positive clients
(WHO, 2010). ART guidelines adherence to ART includes clients' aptitude to, follow
a strict treatment plan, nutrition, fluid, reduce reinfection rates; and different
prescriptions (WHO, 2010). According to Paterson (2009) 95% adherence level to
ARV treatment, normally alluded to as near perfect adherenee,/is depicted as the least
level fundamental to get and maintain viral load suppression; reduce infection rates

and upgrade immune status.

Background tosthe Study

HIV and AIDS Prevalence
Globally, 34 million people were infected with HIV towards the end of 2011
(UNAIDS, 2012). A”projected 0.8% of adults aged 15-49 years worldwide are
infected with HIVeMere than 25 million individuals are living with HIV and AIDS in
sub-Saharan Afriea, making it the most affected region on the planet. In South Africa,
statistics show that 5.6 million people are living with HIV and AIDS, Uganda 1.4
million people, Tanzania 1.6 million people, while in Kenya 1.6 million people are
living with HIV and AIDS (UNAIDS, 2012). Worldwide patterns show that there has
been a drop recently regarding the number of adults infected with HIV/AIDs, a drop
of 11% somewhere between the years 2010 and 2016, as connected to a drop of just
8% between the year 2010 and 2015 (UNAIDS, 2017). The decline has been
attributed to free and easy accessibility to ART in most parts of the world.

2
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In Kenya, recent results from National AIDS & STI Control Programme (NASCOP,
2018) estimated that 1.5 million individuals are living with HIV, representing
approximately 105,200 children below 15 years of age and 1,388,200 adults above 15
years of age. Kenya AIDS Indicator Survey (2007) indicated that 7.4% Kenyans aged
between 15 and 64 years infected with HIV. By 2013, National AIDS and STI Control
Program (NASCOP, 2014) estimated that 1.6 million adults and children in Kenya
infected with HIV, out of which 5.1% of the total number of adults and-adolescents
infected with HIV and AIDS living in rural areas and 6.5% adults and adolescents are
living in urban areas. According to NASCOP (2008) .and KAIS (2007), HIV
pervasiveness is most elevated in Nyanza at 13.9% urban and“18.3% rural. Different
territories with commonness comparative or gredter than nationwide inclination are;
Nairobi at 9 %, Coast at 7.9 % and Rift Valley aty7.0% On the Kenya County HIV
service delivery profiles, NASCOP« (201N ) “indicated that Nairobi County had a

prevalence of 5.2 %

National AIDS and STIControl"Program (2014) noted that women are undoubtedly
infected at 6.9% (ompared. with men at 4.4%. Besides, women have greater HIV
transcendence, than males in both national and urban living arrangements. HIV affect
more womensin urban centers as 8.0% as compared to 6.2% at rural regions. Amongst
men, pervasiveness is at 5.1% in urban regions compared with 3.9% at rural regions.
Kenya’s North Eastern region has bottom most HIV incidences in both rural and
urban areas at 1.5% and 3.6% respectively. In any case, HIV occurrence is

consistently advanced amongst females than males in all regions.

Additionally, Kenya’s Nyanza region has the highest ladies' HIV prevalence at 16.1%

and Nairobi and Coast regions have the second most elevated levels at 6%. North

3
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Eastern and North-Rift regions have the most reduced HIV pervasiveness among
ladies at 3.6% each. Nyanza has the most elevated male HIV prevalence at 13.9%,

Nairobi is second at 3.8%, while North Eastern has the least at 0.8%.

Kibra, formally known as Kibera, is Nairobi's biggest slum and the second-biggest
slum in Africa after Soweto in South Africa. This study was conducted in Kibra slum,
which hosts people from different ethnic communities from all parts of Kenya and
East Africa. The figure of individuals infected with HIV and AIDS“mn Kibrajslum
remains very high (Shorter & Onyancha, 1998). Most analysts“suggested that the
percentage of Kibra's population that is HIV positive is€émost cestainly above the
national average of 15-20% (Bodewes, 2005). It is impessible to know the true HIV
prevalence in Kibra, because the population isdransient. Nonetheless, Umande Trust
(2007) estimated that 12 to 15% of Kibra's'pepulation is infected with HIV and AIDS.
However, recent statistics by the Ministry of Health (MOH) and NASCOP indicated
that by December 2018, there-were 27,531 people living with HIV in Kibra of whom

27,358 are on ART (MOH & NASCOP, 2018)

United Nations Programme on HIV/AIDS (2011) stated there has been improved
admission to=HIV trfeatment throughout the years, prompting diminished HIV
ailments and"AlDS-related losses to insignificant levels ever since the pinnacle of the
pandemic. Oyore (2005) ascertained that ART has successfully decreased the
morbidity and mortality caused by HIV infection. Roughly, 95% or abundance levels
of adherence are essential for fruitful treatment that incorporates viral burden
concealment, improved insusceptible status, and easing back the ailment movement

from HIV to AIDS status.

Archives

Copy



Daystar

Library

University Repository

Antiretroviral (ARV) medications have been reported to reduce HIV replication and
multiplication, thus enhanced the health status of the infected individual. In the
perspective of treatment with drugs, WHO (2003) and Achappa et al. (2013)
characterized adherence as capacity to monitor treatment plans, take prescription at
endorsed occasions and frequencies, and track guidelines with respect to food and
different prescriptions. Adherence is beneficial in lowering the viral load of the
infected individual, and improving their immunity, thus leading to better healthy Non-
adherence, on the other hand, is linked with detectable viral loadsy and decreasing
CD4, which quickens the disease evolution leading to poorshealth and resulting in

death.

Muthiani (2010) noted that about 2% of projected 160,000 People living with HIV
/AIDS (PLWHA) who were on free ARVsinKenya established resistance to first line
treatment régime in the year 2007.°It was forecast that an increasing number of
PLWHA would require to be-ransferred from the first line to the second line ART
regimens due to treatment failuge, The risk of substantial drug resistance is factual,
and significances .eriticalyKenya has excluded PLWHA from standard cost-sharing
necessities for both-anti-retroviral drugs and tuberculosis treatment. Nonetheless,
PLWHA “remains Tesponsible for individual costs related with transport, nutritious
suStenance, rlaboratory examinations, and treatment of opportunistic infections.
Desclaux (2003) noted that the failure of PLWHA to accommodate the expenses of
medication to treat infections remains a critical obstruction to ART adherence. Those

who cannot afford such drugs end up dying from treatable illnesses.

Anti-retroviral therapy has significantly enhanced the health of many seropositive

persons who otherwise would be deceased due to full-blown AIDS. Nevertheless,

5
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treatment effectiveness relies on firm adherence, which is unfortunately faced by
serious challenges by those receiving therapy. Due to various factors, a majority of
those receiving ART are not able to adhere effectively to the therapy. According to
the guidelines on ART by WHO (2010) adherence to ART involves the capacity to
strictly monitor treatment strategy that entails taking medication at prearranged
periods, regularities, subsequent guidelines regarding food, fluid, and other

medication.

Statement of the Problem
Admission to ART has improved tremendously in sub-Sahatan Africa. UNAIDS’
(2017) fact sheet estimated that 19.5 million HIV pesitive individuals were accessing
ART in 2017 worldwide as compared with*“an earlier estimation by WHO that
100,000 HIV positive clients were getting treatment by 2003 and above two million
by December 2007. As indicated earliex, usejof ART among patients has changed the
clinical course of HIV ailment with.a noteworthy decrease in sickness and death rates.
Although there is notieeable’ inerease number of those receiving Anti-retroviral
Therapy, the current tests have moved from access of treatment to adherence because
of diverse challengeseriot limited to complex regimens, adverse side effects, costs
related to, treatment plans, alcoholism, and mental illnesses among other social,

economic and psychological factors (WHO, 2008).

In an investigation by Paterson (2009) a 95% adherence level of ARV treatment was
accounted as the base level imperative to keep up viral burden concealment and
improve insusceptible status. Tragically, adhering to a 95% endorsed routine is a

provoking objective accomplishing and maintaining. Hence, the drawn-out
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accomplishment of treatment plans in asset-restricted settings requires building up

levels and long-haul factors of adherence to ARV treatment.

Anti-retroviral therapy adherence is supreme to holistic management of HIV and
AIDs. Non-adherence issues are reported, particularly in sub-Saharan Africa
countries. HIV ART adherence has been affected by many factors that are both
internal and external. It is critical to note that vast of the investigation on ART
adherence has been piloted in the developed countries. The findings, however, cannot
be replicated to the sub-Saharan physical, social and environmeéntal settings to some
extent, thus the need to study factors of ART adherence, in_sub-Saharan region.
Therefore, it is paramount to have findings that suit thel African context and, most
importantly, regional geographical settings suchyas thé area under this study to offer

and enhance relevant intervention.

Prominently, in spite of facts .that reviews have been directed, concern of non-
adherence to ART keeps on being accounted for. Additionally, despite ART being
provided freely and being easily accessible within many health facilities globally and
locally, achieving ‘eptimum benefits from the treatment is still a significant challenge.
Many individualsion treatment are not observing the treatment due to various reasons
ranging, from adverse drug side effects, high drug count, stigmatization, cost, cultural
beliefs, nutrition, and fluid restrictions, depression, and alcoholism, among others.
Due to such factors, some clients have skipped taking drugs and others stopping
altogether. Because of skipping or stoppage of ART consumption, HIV positive
individuals continue to remain susceptible to opportunistic infections, increased viral
load, drug resistance, and weakened immunity leading to the development of full-

blown AIDS and ultimately AIDS-related deaths.

7
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This study therefore intended to connect the existing gap in investigations on factors
affecting HIV adherence and also determine the variables that impact ART adherence.
This is with the intent of offering recommendations on strategies to help battle the

issue of non-adherence.

Purpose of the Study
The purpose of this study was to investigate the factors affecting adherence\to HIV
anti—retroviral therapy among HIV positive adults in Kibra slum, Nairobi County,

Kenya.

Objectives of the Study
The study utilized three objectives which empowered the,researcher in discovering
the variables influencing adherence to HIVA anti — retroviral therapy among HIV

positive adults in Kibra, Nairobi County, Kenya.

1. To explore factors that affected adherence to ART among HIV positive adults
in Kibra, Nairobi Comaty, Kenya.

2. To assess the(psychological implications of ART non-adherence among HIV
positive‘adults in Kibra, Nairobi County, Kenya.

3. To determine socio-demographic characteristics of ART non-adherence

among HIV positive adults in Kibra, Nairobi County, Kenya.

Research Questions
The study used the following research questions in exploring the factors influencing
adherence to HIV anti — retroviral therapy among HIV positive adults in Kibra,

Nairobi County, Kenya.
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1. What factors affected ART amongst HIV positive adults in Kibra, Nairobi
County?

2. What were the psychological implications of ART non-adherence amongst
HIV positive adults in Kibra, Nairobi County?

3. What were the socio-demographic characteristics of ART non-adherence

amongst HIV positive adults in Kibra, Nairobi County?

Justification for the Study
Health-related concerns and deaths among the HIV positive people in the county have
been connected to ART non—adherence. Despite provision‘for free ART treatment by
the Kenyan government and private sectors in KibraART adherence among PLWHA
had not been fully realized. This is due to both-patientwand treatment facilities factors.
If these factors are not established, then fullibenefits'of ART are not fully achieved. In
return, this leads to increased numbers ‘of drug-resistant levels, increase HIV
infection, reduced CD4 countsilevels, increased in opportunistic diseases, and, most
importantly, HIV related deathswThis study sought to find out the factors influencing

ART adherence and*offer relevant recommendations.

Significance of the Study
The_ .expected outcome of the finding was by exploring and examining the factors
influencing adherence to HIV anti-retroviral therapy among HIV positive adults in
Kibra, Nairobi County, Kenya, and the findings would be useful to PLWHA
individuals who are facing challenges with ART Adherence. At the same time, the
study would enrich already existing knowledge and information on ART Adherence.
Moreover, the findings would be helpful to service providers such as psychologists,
clinicians, and other care providers working with PLWHA who were on ART therapy.

9
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Most importantly, the findings would be beneficial to policymakers, government
agencies such as, National AIDS and STI Control Program (NACADA) and National
Authority for the Campaign Against Alcohol and Drug Abuse (NASCOP); non—
governmental organizations (NGOs); faith-based organizations (FBOs); and other
stakeholders who make informed decisions on strategies and interventions addressing

HIV matters, most specifically on ART adherence.

Assumptions of the Study

The study was conducted with the following assumptions:

1. Information given by respondents on HIV anti-retroviral adherence would be
accurate and truthful.

2. All respondents recruited for this study would be,cooperative and would provide
required information without any biasness.

3. Many individuals living with HIV and‘enlisted on ART were confronted with

difficulties in adhering to ART treatment schemes.

Scope of the Study
Though it was cléar that the“problem under study remains a worldwide phenomenon,
the researchemeonducted this study in two health centres in Kibra. The participants
were male and, female HIV positive adults, who were receiving ART care and
treatment in the two selected health facilities within Kibra. Most analysts suggests
that the percentage of Kibra's population that is HIV positive is most certainly above
the national average of 15-25% (Bodewes, 2005). As noted earlier, it was impossible
to know the actual HIV prevalence rate in Kibra because the population is transient.
The study area was selected due to its rapid extent of HIV and AIDS in the recent

past.
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Limitations and Delimitations of the Study
As indicated by Mugenda and Mugenda (2003), limitations refer to parts of the study
that may contrarily influence the results and over which the researcher or investigator
has no power. On the other hand, delimitation alludes to how the researcher intends to
go round the impediments. The subsequent limitations were well-thought-out in this

study:

1. Kibra being a slum dwelling, insecurity issues were expected. T¢ oyercome this
limitation, the researcher enrolled research assistants who Wwere conversant with
the security dynamics in the region and, most importantly, ensured the local
administration was aware and involved to some eXtent(n the study.

2. Getting HIV positive adults to participate in‘the study was a significant limitation.
Additionally, the sensitivity of HILIV positive status and non-adherence raised
anxiety among the respondents. In‘tespect to the affectability of HIV seropositive
status and non-adherence, the tesearcher guaranteed the respondents’ privacy of
the data accumulated: The respondents likewise agreed to participate in the study.

3. There were risks of “mot getting accurate and correct information from the
respondents because of the alcohol usage in the region. In addition, drunkards in
Nairobi“€ounty slums start their drinking spree very earlier in the morning. To
curb this limitation of getting distorted information due to drunken status of the
respondents, the researcher embarked on the data collection procedures very early
in the morning.

4. The stigmatization and discrimination nature of HIV and AIDS disease made
some PLWHA uncomfortable to participate publicly in the study. Stigmatization

could also have led to some of the respondents to drop from the study. Regarding
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stigmatization, the researcher ensured that the clients and their information were
handled with the utmost confidentiality. Initials of their names and coding
numbers were used to conceal the respondents' identity.

Most respondents expected financial compensation after participating in the study.
To curb this, the researcher discussed the matter with the health centre leadership
and the respondents at length before their participation in the study. They were

made mindful that they would not be paid to partake in the exercise.
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Definition of Terms
Affecting: Elements that impact the ways by which an HIV positive individual

follows or fails to observe anti-retroviral therapy treatment.

Anti-retroviral therapy: Comprise administration of ARV drugs, counseling, nutrition

guidance, prophylaxis and treatment of opportunistic infections.

Anti-retroviral drugs: Standard ARV treatments comprising a blend.0of ARV drugs to
stifle the disease and reduce progression of HIV to AIDS and_at the same time

forestall the onward transmission of HIV.

Adherence: The capacity of a patient to monitordreatmentyplans; take medication at
the recommended time and frequencies; and. tragck laid down procedures such as

lifestyles, food, and other medication.

HIV/AIDS: The general description is kept for this investigation, Human Immune

deficiency Virus (HIV) and ‘Aequired Immune Deficiency Syndrome (AIDS).

Non—adherence: Incapability of patients to follow treatment regime, take medication

at prescribed(times, and follow restrictions such as food and other medication.

Summary
This ‘section has outlined the foundation of the investigation by highlighting on the
problem statement, objectives and research questions, justification, importance, and
assumption of the investigation. The limitations, delimitations, and definitions of
terminologies utilized in the study have also been provided. The subsequent chapter
covers theoretical framework, general and empirical literature review together with a

conceptual structure of the study.
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CHAPTER TWO

LITERATURE REVIEW

Introduction
This section covers past writing accessible on factors influencing HIV anti-retroviral
therapy. A theoretic framework is deliberated, concentrating on two models and an
all-inclusive general and empirical review highlighted. Lastly, the conceptual
structure of the study is illustrated in an outline with a clarification given to improve

understanding of the topic.

Theoretical Framework
A theoretic framework identifies models, which relate\to the topic of investigation. In
this study, several theories were used to enhance,understanding of factors affecting
adherence to HIV anti-retroviral therapy. ‘Health belief model (HBM), cognitive

behavioral theory (CBT), and gestalt theory were used as the overarching framework.

Health Belief Model
Health belief model.is a“social-psychological model, which endeavors to clarify and
foresee an individual’s health behavior through concentrating on perspectives,
attitudes,tand convictions an individual holds. According to Becker and Rosenstock
(1997), the ymodel was formed during the 1950s by Rosenstock to foresee how an
individual will take explicit actions to escape ailment. Rosenstock accepted that to be
healthy and to remain so is a target normal to all individuals. The HBM depends on
three major significant parts, specifically, individual perceptions, modifying factors,

and variables affecting wellbeing actions.
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As noted by Becker and Rosenstock (1997), individual perceptions relate to two
factors: susceptibility and severity. Perceived predisposition recognizes that when
people believe they are in danger for an infection, they have higher odds of planning
something to keep it from occurring, however in the event that patient do not see that
they are in danger, they will do nothing. For this situation, an individual's belief that
she/he is predisposed to HIV ailment and ultimately death, they will adhereo ARV
treatment to prevent the disease progression. Perception may beimpacted by
components, for example, age, gender, social convictions, cultural beliefs, and

personal attitudes (Becker & Rosenstock, 1997).

Perceived severity, on the other hand, relates to the Seriousness, difficulties, and
threats associated with a particular disease (Becker & Resenstock, 1997). In this case,
if a client becomes aware of the seriousness.afid=«¢onsequences associated with disease
progression and possible outcomesy, such as AIDS, hospitalization, loss of
employment, severe opportunities/infections, and possible death, the client will take
possible health interventions\te advertise the risks. Relevant health actions in case of

HIV disease are enrollment;,and adherence to ART and change of risky behavior.

Berker and Rosenstock (1997) noted that modifying factors that impact a client's
awareness ‘towards taking a health action comprise age, gender, and marital status.
According to the authors, regarding marital status, a single older patient has high
chances of making relative health actions than a married older client. In this case,
studies have shown that single HIV positive clients take positive health actions to
ART adherence than married ones because they do not suffer stigmatization or

rejection from their partner.

16

Archives

Copy



Daystar

Library

University Repository

According to Becker and Rosenstock (1997), a key modifying factor in cues to action
are occasions, individuals or things that move individuals to change behavior. Cues
can either be internal or external. Inner cues concerning HIV disease will include and
not limited to HIV symptoms, fatigue, and thoughts of an AIDS patient. External
factors, on the other hand, are cues that may affect adherence to ART, such as
stigmatizations, wrong or harmful advice from people, and possibly seeing an AIDS
patient. These cues will facilitate the client to prompt action to adhere to ART to
achieve the desired goal, which in this case is better and improved health status. The
likelihood of taking health actions refers to those behaviors implemented to reduce the
risk. The likelihood of taking action is based on a<client's%perceived benefits of

relevant actions, apparent barriers of those actionsjand'\self-éfficacy.

Perceived benefits are individual's assesSment=of, worth or usefulness of embracing
new actions by understanding its advantages)(Becker & Rosenstock, 1997). The new
behavior in this case is adherenee to, ART to decrease disease progression and related
risks, including death. When, clients becomes aware of the benefits of adhering to
ART and improved health'status, they will make informed decisions or take actions to
adhere to treéatment te-curb disease progression. With perceived benefits on ART
adherence, the individual will evaluate those factors that are obstacles in the way of
achieving expected benefits in ART and behavior change. About this study, the client
will identify the barrier that hinders ART adherence, such as pill burden, drug side
effects, food restriction, stigmatization, to name but a few. The client will make a
conscious decision to possibly avoid or work through the barriers to enhance ART
adherence. The critical element is identifying the barriers and resolving them (Becker

& Rosenstock, 1997).
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Lastly, if the client can work through the above, they will develop an enhanced self-
efficacy and gain confidence in their ability to adhere to ART successfully. This
means they will develop internal strength and motivation to live healthier, and reduce
effects of HIV disease progression by ultimately adhering to ART. The above
coincides with the concept of the HBM, that an individual will implement health-
related activities to diminish the danger and successfully execute the action essential

to yield anticipated result devoid of obstacles (Becker & Rosenstock, 1997).

In relation to the study topic and HBM, adherence is the preferredshealth-related
action or conduct, which is predisposed by individual ‘wiews, philosophies, and
attitudes, among other factors (Becker & Rosenstock;¥1997). If such factors are
adhered to, an individual can achieve near-perfect adherence. However, if the aspects
are not imposed might lead to non-adherence"Asiindicated by Becker and Rosenstock
(1997) the focus of clients' subjective belief§ is a key strength of HBM. The client is
able to look at the disease subjectiyely and make informed decisions and live healthier
life. This subjective foeus ‘enhances the clients to perceive the benefits of drug

adherence to enable them to achieve the desired goal of improved health status.

Although HBM has been very useful in public health, especially in drug adherence
and.depression, it has several limitations. A study by Bensley and Fisher (2009)
indicated'that HBM does not take account an individual’s attitudes, beliefs, and other
individual factors that order an individual’s recognition of a health behavior. About
ART adherence, HBM focuses more on the severity of the disease and the importance
of ART adherence rather than the beliefs and attitudes of the client (Bensley & Fisher,
2009). Besides, the model assumes that people have skills to alter behaviors. This is

not necessarily correct because not everyone has the skills to change a particular
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behavior. Additionally, some people may have the skills to alter behaviors but choose
not to use the skills. Equally, one may have the skills but has no will power or self-
efficacy to start and maintain behavior change. In this study, one may have the skills
to reduce disease progression by adhering to strict regulations associated with ART

but may not use the knowledge to adhere to the treatment requirements.

Importantly, HMB does not take into consideration behaviors that are habitual, In this
case, HBM does not consider other behaviors such as condom use, alcohol addiction,
and risky sexual behaviors, which are paramount part of ART adherence. Much focus
is only on improved health status and minimal focus on“other det€rmining factors.
Significantly, the model does not consider behaviets that ate performed for none-
health-related reasons, for example, social agréeableness and support. It is noted that
social acceptability and support for HIV pesitive,individuals is sufficient for proper

adherence to take place (Bensley & Fisher, 2009).

Of importance to note, the theory‘assumes behavior is rational and ignores emotional
response to perceivedirisk (Becker & Rosenstock, 1997). This is a significant
limitation regarding®HIV positive status and ART adherence because emotions are
critical in both the disease and drug adherence. It is important to note that HIV
positive, stdtus” affects individual’s emotions as much as thought processes and

behaviors, HBM does not address such emotions in its intervention.

Finally, yet important, a fundamental limitation of the theory is that it does not
recognize environmental or economic influences that may have an impact on health
behaviors. Some of these factors include patients’ perspectives of their illness,

psychosocial influences, socio-economic and environmental influences. A study by

19

Archives

Copy



Daystar

Library

University Repository

Munro (2007) indicated that environmental, social influences, and socio-economic
aspects are vital to ART adherence; therefore, a significant limitation. In this regard,
cognitive behavioral theory (CBT) was practical in countering the limitations of HBM
by focusing on changing behavior through changing individual attitudes towards HIV
positive status, ART, and related factors such as environmental, social-economic, and
behavior change. This indicates that HBM should not be entirely relied upon in public
health services, especially in drug adherence, thus the need for the service provider to

use an integrative approach for holistic service delivery.

Cognitive Behavioral Theory,
Cognitive behavioral theory (CBT) was developed by Aaron T. Beck, who was born
in 1921. CBT psychotherapy combines cognitive-baseditogether with behavior-based
techniques to effect behavioral change (Corey;22009). The essential concept of CBT is
that emotional disturbances are primarily)the product of irrational thinking. A
psychological methodology is essential for changing the pattern of reasoning, while
conduct therapy centers/on accompanying activity, therefore a practical method to the
treatment of psychologicaly behavioral, and mental diseases. The goal of CBT is to
achieve behdvior change through change of thought patterns and distorted thought

process (Corey, 2009).

A keysassumption in CBT is that individuals can change their cognitive, emotive and
behavioral processes. As far as this study, CBT accepts that people are not really
affected by the HIV positive status but instead by the thoughts they have towards HIV
disease and related treatment. Therefore, regarding the study topic, the theory
addressed the effects of maladaptive thought processes and behaviors such as

alcoholism, denial, death, anxiety, and stigmatization, which influence ART
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adherence. CBT facilitated a change of negative beliefs, attitudes, and behaviors
towards ARV treatment and perception towards HIV seropositive status. Studies have
shown that CBT has also been effective in handling adherence cases among PLWHA

(Chattopadhyay et al., 2017).

According Corey (2009) the activating beliefs and consequences (ABC) theory of
personality is central to CBT. Therefore, an individual need to learn the art of
disputing irrational beliefs that might be leading to negative( censequences.
Techniques that were beneficial in this study include disputing irrational beliefs
aiming at changing perceptions, changing one's language jto avoid self-limiting
statements, and thought-stopping techniques aiming, at“disputing intrusive negative

thoughts (Corey, 2009).

Consequently, an all-inclusive CBT practice might help upsurge treatment adherence
among HIV clients by changing.individual’perceptions, self-limiting statements, and
disputing irrational beliefsyassociated with HIV positive status and ART use and
efficacy. An investigation by Chattopadhyay et al. (2017), at Care Hospital of
Kolkata, related cognitive-affective weaknesses with alleged obstacles to treatment
adherence in HIV_ positive individuals. The findings indicated that poor ART
adherence was’linked to the limited cognitive and behavioral status of the patients.
The 1nyestigation concluded that CBT was operational in minimizing intensity of drug
side effects and enhanced ability to adhere to treatment regulations. Chattopadhyay et
al. (2017) concluded that an accurately organized CBT management considerably
advances ART adherence levels. In this regard, the study recommended the inclusion
of CBT for health specialists in the management of HIV and other correlated

infections such as depression.
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To explain how CBT relates to this study, the researcher explored and consequently
deputed irrational beliefs and negative perceptions regarding HIV and ART. The
researcher ultimately overcame self-limiting statements associated with HIV infection

such as denial, self-blame, guilt, and fear of death.

Cognitive behavioral theory (CBT) has proven to be useful for the treatment of mental
health disorders. It requires a relatively shorter period in therapy as compared to other
therapies. Additionally, the theory focuses on re-training clients' thoughts,and altering
behavior in order to make changes to their feelings. Notably,(the highly structured
nature of CBT means that it can be useful for both indiyidual and“group counseling
formats. A much appreciated strength of CBT is that ‘skills) gained can be useful,
practical and offer helpful strategies that a cliefnt,can incorporate into everyday life to

help cope with life challenges, difficulties, and"ether stressful events.

Although CBT has many strengths, it has'meticeable limitations. To fully benefit from
CBT, a client requires a lot,of commitment and cooperation in the process. This may
not be fully achievedyespecially with clients who are abusing alcohol and other drugs.
CBT focuses on thes€lient's capacity to bring change to themselves without focusing
on external factoss affecting a client, such as family, social systems, and socio-
economic status. Importantly, due to the structured nature of CBT, it may not be
suitable for people with complex mental disorders, for example, severe depression,

which is common among HIV positive individuals and alcohol users.

Additionally, as noted by Corey (2009) CBT requires much cognitive restructuring,
which might be difficult for persons with learning disorders and those with minimal

education. Notably, CBT does not address clients' underlying causes of mental
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disorders and other issues related to HIV positive status. It involves confrontation of
emotions and behaviors, which may make clients feel anxious, judged, and
emotionally uncomfortable, and may result in them being uncooperative in the
process (Corey, 2009). Nonetheless, CBT was appropriate for this study topic. Some

of the limitations of the area were addressed with the Gestalt theory.

Gestalt Theory
Gestalt theory was founded by Frederick (Fritz) S. Pearls and Laufa“Pearls in the
1940s. Frederick and Laura Pearls lived from 1893 to 1970 and 1905 to 1990
respectively. Gestalt theory viewed human beings as having. the “Capacity to self—
regulate if they have an awareness of what is happening in)and around them. The
theory aims at confronting maladaptive behaviOr in a bid to change behavior (Corey,
2009). In the case of alcoholism and addiction;"Gestalt theory is helpful in confronting
denial of alcoholism as a disease. In, this)study, Gestalt theory was beneficial in
enhancing self-awareness, and“confronting maladaptive behavior among PLWHA:s,

which affect ART adherence:

As described by ‘Corey, (2009) the ‘here and now approach’ of Gestalt theory is
beneficial in enabling PLWHAs to learn to acknowledge and fully experience HIV
positive, status in the present-day moment. This helps an individual to stop focusing
on theypast or future thus dealing with the issue of denial common among PLWHAs.
Consequently, in staying in the present, the individual is capable of exploring their
seropositive status, fears, and challenges they are experiencing in drug adherence in

the present.
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The techniques that were relevant to this study include the empty chair technique that
explores unfinished businesses, the use of experiments, use of confrontation, and
changing of internal dialogues (Corey, 2009). The empty chair technique enabled the
participants to share their fears and any defenses regarding their HIV positive status
and ART related concerns in a non-threatening manner. On the other hand, exploring
unfinished businesses was beneficial ion dealing with any emerging unresolved
emotions such as resentment, rage, pain, anxiety, grief, among others; whieh are

common among PLWHAs.

By use of experiments, the HIV positive individuals would internalize the different
issues they had in positive living and gain insight on‘possible effects. Importantly, an
individual gains from the confrontation technique ability to confront self-limiting
statements and maladaptive behaviors that aré“insthis regard affecting ART adherence.
Notably, changing of internal dialogues helped HIV positive individuals to start
having positive self-talk, despiteythe HIV positive status and related stigmatization. At
the same time, change of internalydialogues facilitated the HIV positive individual to

own his/her personality that might have been disowned or denied after HIV infection.

The application of gestalt theory to this study relates to facilitate opportunities for
PLWHAS t0 identify; deal with, and resolve self-limiting thoughts, negative self-talk,
maladaptive behaviors, and the effect of stigmatization associated with HIV positive

status and the prerequisite to ART adherence.

General Literature Review

HIV Prevalence Globally
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World Health Organization (2011) noted that HIV/AIDS remains a significant public
health concern through all continents, opening the demise of a huge number of grown-
ups in their prime, disrupting and devastating families and transforming a huge
number of children into orphans. UNAIDS (2012) indicated that the pandemic affects
the most productive fragments of the populations. Worldwide, according to WHO
(2015), a projected 36.9 million individuals were infected with HIV by the end of
year 2014, while 36.7 million people comprising 34.5 million adults and 2.2 million
children were infected with HIV in the year 2016 (UNAIDS, 2017). Afsican sub-
Saharan area stays generally influenced, with 25.8 millionindividuals infected with
HIV representing just about 70% of the worldwide aggregate (WHO, 2015). Table 2.1

presents global statistics for HIV/AIDS in 2016.

Table 2.1: Global Statistics for HIV/AIDsin20.16

Adults & Adults & Adult and child
Children living Children newly deaths due to
with HIV infected with HIV ~ AIDS
Eastern & Southern 19.4 million 790,000 420,000
Africa
Western & Central 6.1\million 370,000 310,000
Africa
Middle East & North 230,000 18,000 11,000
Africa
Asia & Pacific 5.1 million 270,000 170,000
Latin America 1.8 million 97,000 36,000
Caribbean 310,000 18,000 9,400
Eastern Burope & 1.6 million 190,000 40,000
Central Asia
Western & Central 2.1 million 73,000 18,000
Europe & North
America

Source: UNAIDS (2017)

HIV Prevalence in Kenya
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According to NASCOP (2014) an approximate 1.6 million children and adults in
Kenya were infected with HIV in 2013, out of which 5.1% of the all-out number of
adults and adolescents living with HIV and AIDS are living in rural areas contrasted
with a projected 6.5% adults and adolescents in urban areas. NASCOP noted that
ladies are bound to be filthy (6.9%) than men (4.4%), and furthermore had propelled
HIV prevalence than men in both rural and urban residences. HIV pervasiveness
among ladies in urban areas was 8.0% contrasted with 6.2% in rural dreas. Among

men, the occurrence was 5.1% in urban areas contrasted with 3.9% inwural areas.

According to Kenya HIV Estimates report (2018), HIV, prevalence is uppermost in
Nyanza for both rural and urban areas at 13.9% “and%18.3%, respectively. North
Eastern has most reduced prevalence in rural“and urban areas at 1.5% and 3.6%,
respectively. Nevertheless, HIV predominanée=is,high amongst women than men in
all regions. Nyanza has the highest women HIV predominance at 16.1%, and Nairobi
and Coast have the second highest.at 6.1%. North Eastern and North-Rift provinces
have minimal HIV prevalence’ amongst women at 3.6% each. For men, Nyanza has
most elevated HIV predominance (13.9%); Nairobi is second at 3.8%, while North
Eastern has deast at 0:8%. Statistics of 2015 indicated that 1.5 million are living with
HIV, annualynew infections were at 77,600, while annual AIDS-related deaths were

reported at 35,800. Table 2.2 shows the national HIV estimates as at 2017.
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Table 2.2: National HIV Estimates for 2017

Repository

Indicator

HIV Estimates in 2017

People living with HIV (all ages)
Annual new HIV infections (all ages)
Annual AIDS-related deaths (all ages)
HIV prevalence (adults aged 15-49)
HIV incidence (adults 15-49)

Adult 15+ living with HIV

Annual new HIV infections (Adult 15+)

Annual AIDS-related deaths (Adult 15+)

Adult 15+ on ART; ART coverage (%)

Children (0-14 years) living with HIV

Annual new HIV infections (Children 0-14)

Annual AIDS-related deaths (Children 0-14)

Children (0-14) on treatment; ART coverage (%)

HIV prevalence (young adults 15-24); male

HIV prevalence (young adults 15-24); female

Annual new HIV infections (young adultsil5-24); male
Annual new HIV infections (young adults 15:24); female
Annual AIDS deaths (young adults, 15-24)

Adolescents living with HIV (10-19)

Annual new HIV infections (adolescents 10-19)
Annual AIDS deaths (adelescents 10-19)

Mothers needing PMTCT

Mothers on PMTCT; PMTCT)coverage (%)

EMTCT rate

1.5 (1.3-1.8) million
52,800 (33,400-77,500)
28,200 (18,100-45:300)
4.85% (4.02-5.80%)
0.19% (0.1340,29%)
1,388,200, 167,000-
1,645,900)

44,800 (28,800-67,100)
23,90015:400-39,000)
1,035,615(75%)
105,200 (73,800-134,000)
8,000 (3,500-13,000)
4,300 (2,100-7,500)
86,323 (84%)

1.34% (0.71-1.91%)
2.61% (1.34-3.98%)
5,200 (1,100-8,600)
12,500 (7,200-18,800)
2,800 (1,700-4,700)
105,200 (62,800-47,700)
8,200 (2,400-15,900)
2,100 (1,200-3,200)
69,500 (31,800-106,800)
53,236 (77%)

11.5%

Source: NASCOP (2018)

Aceording to UNAIDS (2012) there has been a dramatic transformation in the

worldwide HIV/AIDS scene because of expanded consideration regarding treatment.

Towards the close of 2014, a global projection of 14.9 million individuals living with

HIV had approached ARV treatment and 13.5 million were accepting ART in

developing countries. In the 2014 World AIDS Day gathering, UNAIDS propelled an

initiative termed as the '90-90-90' plan to end the pandemic by 2030 (UNAIDS,
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2014). This indicate that 90% of individuals infected with HIV know their HIV status,
90% of individuals diagnosed with HIV disease ought to get ART, and 90% of those

on ART are retained in treatment and are virally suppressed (UNAIDS, 2014).

Anti-Retroviral Therapy (ART)
Achappa et al. (2013) noted that ART has enhanced quality of life expectancy to
individuals with HIV globally by reducing the disease’s related illngsses and mortality
rates. To realize optimum health, ART adherence is of great impertance. There are
different barriers to adherence, including stigmatization~and/diserimination, lack of
family support, alcohol and drug abuse, socio-economic ‘influences, medication side
effects, religious and cultural beliefs health( cate, and" systems related challenges,
among others. Adherence to ARV therapy is a powerful predictor to the survival of
PLWHs (WHO, 2010). Numerous investigations have stated improved virology

immunologic effectiveness of ART.

Prominently, close to.consummate adherence to ART is basic for powerful treatment,
and for the counteraction of viral duplication and transmission. Notably, adherence to
ART isybasic forreffective management, principally to prevent duplication and
transmission of the virus (Chesney, 2009). In spite of the fact that sufficient degrees
of adherénce are totally outlined, on account of highly active anti-retroviral therapy,
levels of adherence that are over 95% are viewed as close to great or significant. On
the other hand, levels of adherence that are below 95% are termed as low adherence
or non-adherence and have adverse health implications on the clients (Paterson et al.,

2010).
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Global Update on HIV Treatment
Numeral yearly worldwide AIDS-related deaths have dynamically diminished from
2.1 million in the year 2004 to an estimated 1.8 million in 2009. The decline has been
accredited to the improved accessibility of ART just as support and care of PLWHs
(Bangsberg, 2006). As noted by UNAIDS (2017) HIV global statistics as at 2016
indicated that individuals living with HIV were 36.7 million, and thoses getting
treatment were 19.5 million. Persons recently infected with HIV estimate wereyat 1.8
million, and around one million individuals succumbed to AIDS assoeciatedyillness in
2016 down from 1.5 million in 2010 and 1. 9 million in the year 2005./ The number of
deaths have decreased throughout the years because ofithejopenness and accessibility
of ART. Of significance to note is that 19.5 millien PLWHS were getting to ART in
2016, and 17.1 million in 2015 as contrasted\with 7.7 million in 2007 (UNAIDS,

2017).

The numbers of those seeking ART has increased over the years due to availability
and accessibility of ART. ART regimens have also been simplified with most clients
reporting few side€ effectsy increased number of facilities offering therapy, limited
costs, increased \knowlédge of HIV and ART, and enhanced care and support for

PLWHs (WHO, 2010).

HIV Treatment in Kenya
The overall government policy is to provide HIV and AIDS treatment services free to
all HIV positive patients. As indicated by NASCOP (2008) ARV treatment
administrations were first brought into the public sector in Kenya in 2003, with just
under ten health facilities giving treatment. These services begun in five pilot public

health facilities in August 2003, including Nyeri, Nyanza, Rift Valley, and Coast
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provincial general hospitals, as well as Kenyatta National Referral Hospital
(NASCOP, 2008). The number of health facilities managing ARV treatment has
amplified in the recent past. Although in 2002, the cost of ARV treatment was on
average KES 30,000-40,000. Today ARV are provided free in public and some
private health facilities. NASCOP (2014) indicated that the number of treatment-
eligible adults and adolescents in Kenya was estimated at 888,000, and approximately
860,000 of them were receiving ART by 2013. Statistics of 2015 indicate that 1.5
million are living with HIV, annual new infections were at 77,600, while annual

AIDS-related deaths were reported to be at 35,800 (UNAIDS+2017).

World Health Organization guidelines, through Guidelines for ART in Kenya (2011)
outlined the following ART goals: to improvey,and prolong the quality of lives of
PLWHs; reduce viral load; stop/halt disease=progression; reduce mother to child
transmission, reduce transmission among adults; and achieve immune reconstitution,
therefore, reducing opportunistic’.infections and mortality associated with HIV
infections. According te~Muthiahi-(2010) approximately two out of a hundred of the
projected 160,000 PLWHAs who were on unrestricted ARVs in Kenya had
established résistance+to the first line treatment régime in 2007. It was forecast that an
increasing number of PLWHA would require to be swapped from the first line to the

seécond line of ART regimens due to treatment failure.

Factors that Affect HIV Anti- Retroviral Therapy Adherence among PLWHs
As indicated by Chesney (2007) it is critical to recognize the central factors that
contribute to the inability of the clients to take their medication as envisioned.
Notwithstanding the way that there are differed clarifications behind non-adherence to

ART, WHO (2006) indicated various reasons that would fuse ART adherence such as
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financial factors, unemployment, stigmatizations, and discrimination, significant
distance travel to get treatment, insufficient food, and clean water and inadequate
social support. Additionally, healthcare framework highlights the following:
insufficient information by health care providers on centrality of adherence to ART,
untimely appointments, incapability of the health care provider to strategize the
treatment plan with the client, client-related factors such as deficient access to
appropriate information regarding ART treatment, medication exhaustion, cultural
and religious beliefs about the ailment, alcohol addiction, and stress-related issues.
Furthermore, disease related elements incorporate pill load, adverse challenging
effects of the drugs, core-morbid diseases, for example, depression and opportunistic

infections.

Socio-economic Challenges and*Healthcar€ Provision and System
A study in Nepal indicated that distanee to health centers, related travel costs for refill
were mentioned as a significant,hindrance in adherence. A lot of money is required to
meet transportation costs to‘andufro the health clinics, to treat HIV related infections,
and to maintain an_appropriate diet (Wasti et al., 2012). The same study also
highlighted that|, a short period of medication prescription as a significant factor

influencingwadherence among alcohol users.

According to Desclaux (2003) Kenya has exempted PLWHAs from typical cost-
sharing necessities of anti-retroviral therapy and treatment of tuberculosis.
Nonetheless, PLWHASs remains accountable for individual costs related with
transport, nutritious support, laboratory investigations, and treatment of opportunistic
infections. Desclaux (2003) noted the powerlessness of PLWHASs in catering costs of

prescriptions to treat infections remains critical barrier to ART adherence. Those who
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cannot afford such drugs end up dying from treatable illnesses. Prophylaxis and
treatment of opportunistic infections is an integral component of ART. Lack of money
to purchase drugs to deal with opportunistic infections is fanning non-adherence

among PLWHAs in Kibra.

Desclaux (2003) notes that user fees for laboratory examinations and different
components of HIV care and treatment administration stay a noteworthy barrier to
adherence. Laboratory services are not available in most health facilities in the slum
setting of Kibra. HIV screening is provided free to PLWHA; howeverfuture costs of
screening to deal with other infections have to be met by individual, PLWHA or their
relatives. This, in turn, is causing delays in the diagnesis of such diseases and is

influencing negatively on adherence.

Poverty was recognized to forestall individuals infected with HIV from getting cash to
utilize for transport costs to health amenities, decreasing their commitment to medical
appointments and drug top-ups,‘andstreatment was noted as a significant hindrance.
Poverty additionally prompts/food inadequacy and other nutritional benefits of the
treatment. As indicated by»Rosen et al. (2007) where the expense of treatment is
unrestricted; the,transportation cost might be a hindrance. Also, deficient food among

PLWHAs'‘haswadditionally been seen as a critical obstruction to adherence to ART.

Food“inadequacy was identified with HIV related wasting syndrome amongst HIV-
positive drug consumers in Miami, Florida (Campa et al., 2005). Insufficient food is
additionally associated to compromise ART adherence and fragmented virology HIV
concealment (Vogenthaler et al., 2010). Notwithstanding of these provocative
findings, assessments concerning the experience of food inadequacy and instability

among individuals living with HIV stay meager.
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Medication Side Effects and Discomfort
HAART comprise of complex regimes that may incorporate at least three or several
dosage in a day with explicit food and liquid related directives. This dosing may be
problematic to track for the general clients. Chesney (2009) noted that the higher the
pill burden, that is the number of pills a client is taking, the lesser the adherence level.
Medicine side effects have consistently been connected to diminished adherence.
Clients with unfavorable medicine reactions are likely to stop or suspend management
or request change of the treatment regime. Some of the side effects as reported by
Chesney (2009) are nightmares, hallucinations, lipodysttephy, unbearable itches,

neuropathy, diarrhea, vomiting, and headaches, among«thers.

Alcoholism and Drug Use
According to Reda and Biadgiliga (2012)waleohol use is an influence that threatens
appropriate adherence to ART. Alcohol abusers reported missing a dose. Some did
not adhere to the clock implication of taking drugs, while others said that they missed
hospital appointments altogether., An investigation by Parsons, Rosof, and Mustanski
(2007) discovered.that alcehol utilization is frequent among individuals contaminated
with HIV and the most/significant predictor in ART adherence. Parson et al. (2008)
added thatvalcohol’causes cognitive impairment, which has an instant consequence on
thé, cognitive operational that may influence self — effectiveness for anti-retroviral
adherence. In spite of the fact that alcohol usage may have straight ill effects on
wellbeing, drug non-adherence that occurs with alcohol use, partly accounts for the

poor health of individuals who are taking ARV drugs and consume alcohol.

Alcoholism influence perception, attention, and simple intellectual functioning,

prompting missed dosages of medications. Additionally, alcoholism has been
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associated with HIV progression and risky sexual practices. Parson et al. (2008) noted
that alcohol use does not just affect adherence, but also has a biological impact on
HIV health, relating to higher levels of viral burden, diminished CD4 counts, and
expanded disease progression. As studied by Schneider et al. (2014) alcohol acts
through social and physiological pathways affect acquisitions, transmission, and
advancement of HIV sickness. Alcohol was indicated with risky sexual practices,

reduced immunity, drug interaction, and adherence to ART.

As indicated by Schneider et al. (2014) unfavorable medication reactions brought by
alcohol are characterized as the clinical outcomes of alcehol consumption before,
during, and following taking ARV. Alcohol and ARVs“dare metabolized by CYP450
enzymes, which are either inhibited or induced,withinithe system. These chemicals
hasten the medicine clearing process incthe liver.and different organs, which might
cause HIV medications be prepared rapidly, sabotaging their viability and
encouraging drug resistance. "Szabo_and Mandrekar (2010) noted that harm to the
liver, among other body-organs;us profoundly connected with alcohol consumption.
Studies have demonstratedythat alcohol usage lead to liver disease. It is good to note
that the livet, metabolizes individually alcohol and ARVs, and an unhealthy liver
cannot process either efficiently. Too much exposure of alcohol to the liver may result

in liver cirrhosis and hepatitis viruses (Schneider et al., 2014).

Alcoholism and other drugs use is rampant in Kenya, and specifically, in the slum
settlements, Kibra included. As noted by Basangwa et al. (2006), WHO estimated
around 2 billion (33%) individuals worldwide were consuming alcoholic beverages
making alcohol the most widely used and abused substance world over. In Kenya,

alcoholism and drug use has been rated as a national disaster. In 2012, the National
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Authority for the Campaign against Alcohol and Drug Abuse conducted nationwide
survey on alcohol and drug abuse, found out that 13.3% Kenyans were consuming
alcohol, another 9.1 percent smoke tobacco, 1.0% use bhang while 0.1 percent use
heroine. In regards to dependency on different drugs, NACADA (2012) revealed that
5.5% of Kenyans are dependent on alcohol, 4.5% on tobacco, 1.5% on miraa, and
0.4% on bhang use. PLWHA's abusing alcohol and other drugs have often missed
taking their medications and also missed their clinic appointments/due to, their

drunken state.

Alcohol and drug abuse alters an individual's perceptien,. therefore, PLWHAs
struggling with drug addiction might not adhere to nttrition, safer sexual practices, as
well as counseling. To some extent, alcohol cohisumption interferes with the chemical
development in the body mechanism. Additionally, Achappa et al. (2013) indicated
that alcohol consumption, medicine side effects, depression, stigmatization, absence
of family support were considered  aspects associated with diminished ART
adherence. Similarly, other ‘factors related to substance abuse, for instance absent-
mindedness, exhaustion, and confusion, negatively impact adherence (Mukumbang &

Wyk, 2016).

Stigmatization and Discrimination
Stigmatization is composed of four segments, in particular, naming contrasts,
relationship with adverse physical appearance, the partition between the vilified
individual, and the general public and status misfortune (Sundas, 2011).
Stigmatization related to HIV and AIDS is a critical barrier to ART and remains an
issue in Africa. This may lead to patients' fear of attending clinical appointments and

also not taking drugs in good time especially when there are people around. An
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investigation by Beckwith et al. (2005) established that stigmatization against
individuals with HIV and anxiety of separation were key clarifications behind low
uptake of purposeful counseling and testing to forestall HIV transmission form

mother-to-child transmission.

UNAIDS (2002) noted that PLWHASs are discriminated against by individuals close
to them including relatives and the greater society. Stigmatization inclines individuals
to unfortunate life results through threatening their confidence;y, educational
accomplishment, and psychological or physical wellbeing. Stigmatization likewise
prompts brutality among African settings where ladies living with HIV are physically
abused by their life partners after an HIV positive definitelresult. Stigmatization goes
about as a hindrance to ART as infected individualfeel humiliated to look for
treatment (Krain & Fitz, 2005). Stigmatization. could prompt delay in seeking,
forsaking or defiance of treatment. HLV related stigma in Kenya is responsible of

PLWHA s vanishing from the treatment centers.

Disclosure of HIV Status
Divulgence of @ne'sthéalth status and the readiness to live with the HIV disease is a
complicated procedure. In a study by Mukumbang and Wyk (2016), a few clients
avoided, their “medication, neglected medical clinic appointments or travelled
substantial distances to health facilities to obtain treatment to guarantee that relatives
and employers did not discover their HIV status. A research by Karanja (2008) at
Pumwani HIV Comprehensive Care Centre in Nairobi County discovered that client
disclosure of ones HIV status was a profound barricade to medicine adherence.
Disclosure is related to fear of stigmatization and discrimination. A client who has not

revealed their HIV positive status delayed or deferred seeking scheduled clinic
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appointments. Similarly, clients who have not disclosed their status to their partners
did not adhere well to the medications because of fear of rejection or intimate partner

violence.

Disclosure may have negative and positive impact in adherence. Mukumbang and
Wyk (2016) noted that clients who have intentionally divulged to family, friends or
religious groups, gain social, physiological, monetary and otherworldly help, which
inspire them to step up ART as equated to the individuals who do not*uncover their

positive status.

Knowledge Regarding HIV, Anti-Retroviral Therapy‘and Individual Perceptions
Patersons (2009) asserted that clients who understand the HIV disease and the
connection between ART adherence and efficient health wellbeing status detailed
near-perfect adherence than those who“did\ not have any comprehension of the
connection between HIV illness, progress“and medication adherence. Similarly, a
study by Musembi (2013), at Mbagathi hospital indicated that clients with low
understanding of dis€ase progression and the importance of ART adherence also
presented withqlow=lévels of ART adherence whiles others stopped taking ART

altogether.

Patients" negative attitudes and beliefs towards HIV and ART treatment have also
been linked with non—adherence (Wakibi, 2010). PLWHA's negative attitude towards
HIV and importantly, ARVs, and perceived benefits of ARVs negatively influence
their adherence to ART (Wagner, 2004). Additionally, sociocultural characteristics of
the PLWHA's health belief is a significant, powerful influence with regards to

treatment adherence.
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Besides, Patersons (2010) stated that negative philosophies regarding the
effectiveness of ART might impact adherence leading to non-adherence. It is noted
that clients who have a positive attitude towards HAART have a near-perfect
adherence. A research by Musembi (2013) at Mbagathi District Hospital in Nairobi
County revealed that clients with positive attitudes and perceptions towards ART had
a near-perfect adherence while those with negative attitudes towards ART and HIV

infection presented with non-adherence.

Cultural and Religious Barriers
Wasti et al. (2012) noted that barriers relating to religion, ¢iting AIDS as a curse from
the gods, and related rituals and lack of family‘support )were identified to be
hindrances to ART adherence. Patients with close family support were rated to have
better adherence levels to ART. Some cultural=beliefs, such as the Luo community
belief that AIDS is Chira. According te Omon (2009), the Luo people (who make a
more significant number in Kibra) believe that people who break customary rules
attract Chira, which causes deathythrough gradual body wasting. The belief in Chira
may interfere with'seekingyfor ART and also affect adherence levels to those already
on ART. In.€onclusion; as noted earlier, the Luo community regards HIV and AIDS
as a tabooyChira (Omom, 2009). This, is a significant hindrance for seeking
treatment, instead, PLWHA seeks alternative therapy such as traditional healers and

soothsayers.

Moreover, religious beliefs, the myths that HIV is presumed to be a curse from God
might similarly influence the acceptance of ART. As noted by Mukumbang and Wyk
(2016), strict religious beliefs add to PLWHASs’ non-adherence to ART. Some

PLWHAs surrendered ARV treatments subsequent joining different religious
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organizations whereas others made extensive trips to Tanzania to get the famous
"babu drink," which they believed cured all manner of illnesses. When their condition
did not get better despite their religious beliefs and traditional medicine, PLWHAs
resumed to ART when their health had changed for the worse. Notably, Mukumbang
and Wyk (2016) stated that the usage of herbal drug with ART was stated a possible
obstacle to ART adherence in Uganda. In a similar report, clients proclaimed to utilize
concoctions and other herbal mixtures organized by conventional / traditional healers

aimed at cleaning the disease or curse off their bodies.

Social Support

PLWHAs depends on social and emotionally suppertive/networks from the Health
care providers, relatives, friends, and otherdsuppert groups. These interactions
influence PLWHASs’ adherence to ART, beth.positively and negatively. Distress from
those near the PLWHA and particdlarly relatives elevates non-adherence to ART.
Dimatteo (2004) observed that,social help for ART adherence incorporates support
from family members [for\ajpatient to co-work with the recommendations and
solutions of the wellbeing, proficient. Social institutions and the individual require a

harmonious social relationship where one blooms with and influences the other.

Social support, from family members is a traditional phenomenon in the African
family settings, which has found great prominence with the emergence of HIV. Most
PLWHAs experience low mental satisfaction in spite of being on ART because of
stigmatization from family, friends, and the community (Ogbuji & Oke, 2010). Social
support can also affect PLWHASs’ health negatively, especially in cases where

interacting with others leads to feelings of stigma and alienation.

Clinical Setting and Service Delivery
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According to Sayles et al. (2009), a hostile association among individual infected with
HIV and Health care providers’ blocks ART adherence by driving out individual
living with HIV from the health amenities. Supportive and collective connection
amid a client and Health care provider is important in overcoming barriers to ARV
drugs. If the connection is not helpful non-adherence may be reported. A study by
Patersons (2010) noted that a productive client-provider relationship based¢on trust

and confidentiality has been reported to enhance good adherence.

According to NACC (2009) health care settings' impact on ARF-adherence ought not
to be underestimated. An enticing, accommodating, and{non-critical mentality of
Health care service providers, appropriate clinical seheduled appointments, and
privacy improve ART adherence. Health care characteristics that hinder ART
adherence includes and not limited to prolenged postponements of clinical schedules,
health center opening and closing intervals,\absence of amenities, for example, child

care, confidentiality, secrecy, ahd indifferent or discourteous staff (NACC, 2009).

Additionally, Machtinger and” Bangsberg (2006) noted that proper communication,
sufficient training on_treatment, providers' tendency to inclusion of PLWHAs in
treatment plans, procédures, prolonged ART administration times in weekdays,
weekends\ andy holidays and satisfaction by past encounters in the Health care
framework urge PLWHA's ART to adherence. Likewise, an investigation in Tanzania
established that extensive waiting hours (>10 hours) in health center setting getting
ART, diminished hospital attendance, inadequate follow-up, and absence of trust in

health authorities impeded adherence (Mukumbang & Wyk, 2016).

Disease Factors
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Clients who are experiencing adverse opportunistic infections may have better
chances of drug adherence. However, those who have lost hope due to prolonged
illness, and those suffering denial, extreme anxiety due to HIV infection may not

adhere to ART (Bangsberg, 2010).

Intensive Counseling before HAART Initiation

An investigation by Karanja (2008) found out that intensive counseling during ART
inception elevated high level of adherence and altogether diminished, treatment
failures. Counseling of clients on ART commencement provided channels for
improving communication, build rapport, confidence, and trust*among clients and
HCW. Counseling likewise improved information\ on \HIV and ART building

confidence in the effectiveness of ART.

Psychological Implication of Non-adherence

Depression
Mental illness symptoms jare common among individuals with chronic illnesses,
including HIMZAIDS,*which can add to non-adherence to treatment, including ART
(WHO, 2003)., Depression is connected to non-adherence in numerous chronic
medical ailments. WHO (2003) noted that depression, AIDS-related dementia, and
other mental disorders illness have significantly affected drug adherence. When a
client does not adhere to treatment, they present with depressive symptoms such as
changes in sleep pattern, mood change, loss of hope in life, anxiety, among other
symptoms. Those suffering of the same forget when, how, or the quantity of pills to

be taken altogether. A study by Wagner et al. (2011) noticed that people infected with
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HIV in America, 37% presented with depression. Subsequently, depression has been
related with a triple increment non-adherence with clinical treatment
recommendations in general and HIV investigations have consistently demonstrated

that depression hinder ART adherence.

As indicated by Moosa (2012) depression is accounted as one of the significant
hazard factors influencing ART adherence in HIV positive individuals.” This, is
attributed to fear of death and hopelessness associated with a HIV_ pesitive status.
Depression is likewise linked to neglected clinic appointments; inability towards
inception of ART, treatment failure, and provider unwillingness tossecommend ART
due to anxiety of depression interfering with adherence ({Wagner et al., 2011). The
authors take note of the fact that psychological symptoms of depression present
difficulties in treatment adherence. Additionally,” psychological symptoms, for
example, low disposition and loss of‘eoncern may bring about loss of inspiration of

everyday activities, including taking one's medication on scheduled timelines.

Simultaneously, vegetative symptoms, for example, sleep disruption and exhaustion
cause confusion with day-by-day schedules, as such as dosage routines. Changes of
appetite pattern,might cause challenges with eating food required to appropriately
ingest drugs may lead patients to skip dosage in an attempt of trying to alleviate side

effeets strengthened by deprived nutritional consumption (Wagner et al., 2011).

Moosa (2011) concurred with Wagner (2004) by expressing that ART adherence is
low among depressed HIV positive individuals as contrasted to those not depressed.
Depressive symptoms remain associated with worse health results in HIV patients,
mostly because of the interceding job of ART non-adherence. A study by Campos,

Guimaraes, and Remien (2008) in Brazil pointed out that individuals with depression,
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anxiety, or panic disorder were bound to be non-disciple to drug adherence than those
without a psychological issue. A meta-investigation concentrate across 95 samples
discovered depression symptoms were altogether identified to ART non-adherence

(Sin & DiMatteo, 2014).

A study by Gonzales, Batchelder and Safren (2007) indicated that approximately 36%
of HIV positive individuals screened positive for clinical depression. The study
continues to note that depressive signs have been interconnected to werse HIV health
results, including treatment efficacy and mortality. A study by“Mooraes ‘and Jorge
(2017) among men who engaged in sexual relations with men~(MSM) in South
America, found that HIV positive men with low adherence rates were diagnosed with
higher depression rates. Furthermore, the study found out that chances of MSM
developing depression were four times greater.in.those not adhering to treatment than
those adhering to treatment. Theirysexual ‘Orientation was not a major factor
concerning depression. Of importance to note, some ART side effects include
depressive symptoms, which hawve also contributed to clients missing pills or stopping
altogether. According to WHO (2003), a couple of drugs used to treat HIV can cause

or fuel depression, for example, Efavirenz.

Stress and Anxiety
Emotive suffering is a feature connected with treatment adherence. Kalichman and
Grebler (2010) noted that constant worry and undesirable lifetime events are
connected to the HIV illness which may consequently influence treatment adherence.
Stress can be a result of the HIV positive status, prolonged illnesses, and also due to
the restrictions and side effects associated with ART treatment. Kalichman and

Grebler (2010) identified a connection between the number of stressors experienced
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and drug non-adherence. Causes of stress, for instance, social, health, finances, family
issues, issues of disclosure, fear of death and disease progression, and other related
stressors among PLWHAs is essential in addressing HIV treatment adherence. HIV
positive individuals who are undergoing severe stress levels may not adhere to the
treatment restriction and, in return, my result to alcohol and other drug use to cope
with the stressful life events. Therefore, Sheldon, Kalichman, and Fielder (2008),
emphasized the importance of stress management and practical coping”mechanisms

training for PLWHAS in improving ART adherence.

Socio-demographic Characteristics to Non-adherence

The role of socio demographic attributes such as gender, ages and education level are
cited as indicators of ART adherence. Nevertheless, according to Ndayanga et al.
(2005), there have been conflicting results interfacing the relationship of these
attributes with ART adherence. The investigation concluded that socio-demographic
characteristics and non-disclosure Were not significantly linked with ART non-
adherence. The most segularexplanations behind missing pill, as cited in the study,
included alcohol consumption, utilization of alternative treatment, delay ART refill,
logistical factors,to the clinics, and financial constraints. Additionally, inadequate
knowledge on"ART and provider-patient relationship were indicated as critical factors

of non-adherence.

An investigation by Wakibi et al. (2011) in Nairobi established that age, gender,
marital status, education status, and finances do not have a critical relationship with
ART adherence. Similarly, an investigation by Wanjohi (2009) discovered that
profession and training were connected to adherence while sex and marital status were

not. At the same time, Karanja (2008) showed that the socio-demographic of the
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clients do not influence ART adherence in any way. Nonetheless, this study
investigated and compared socio-demographic attributes with ART adherence and

reported its findings.

Empirical Literature Review
As per UNAIDS (2012) there are worldwide dramatic change in HIV/AIDS scene due
to extended regard for care, treatment and support. The inception of ART)and its
scale-up has motivated enhancement of value of life among individdals living ‘with
HIV and AIDS worldwide and in Kenya as well. Taking anti-retfoviralhdrugs remains
a lifetime requirement that expects individuals commit t0, reccommeénded treatment
management to forestall disease progression additionallyto enhance ideal wellbeing.
ART permits individuals infected with HIV to4ive longer, with better quality of life,
and encounter less ailments. Notwithstariding;.well-established advantages of ART
(WHO, 2015), attrition keep on inereasihg amongst individuals on ART. This
necessitates Health care providers and Public health agencies focus on this contextual

health issues to improvesART adherence levels among PLWHAs.

Anti-retroviral tréatment has been effective in decreasing adverse effects of HIV.
Improved healths livelthood, and reduced mortality rates have been recorded thanks to
ART, Nonetheless, individuals on ART do not obey treatment guidelines. To benefit
fromnthe treatment, total adherence to ART is required (WHO, 2013). Adherence in
this setting, according to WHO (2013) includes treatment of opportunistic infections,
allotting of ARVs, prophylaxis, and nutrition. Studies by Scott et al. (2014) shows an
excess of 50% of individuals cease treatment through insufficient patient trail and
death. In spite of revealed advantages of ART, there have been a few factors that have

influenced adherence.
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Chesney (2007) stated that before procedures to enhance adherence are executed, it is
critical to distinguish principal influences, which affect clients taking treatment as
prescribed. There are a variety of factors that impact ART adherence. WHO (2003)
described these variables as "interacting dimensions", which can either apply
positively or negatively on drug adherence. WHO (2003) continued to note that these
factors include socio-economic factors, stigmatization, long distance to healthcenters,
inadequate foods and fluids, poor health systems, low knowledge of HIV and, ART
among HIV positive individuals and health care providers. Other facters arelow level
of education among individuals living with HIV, depression, stress, other mental
illnesses, adverse medicine side effects, high pill count, medicine fatigue, beliefs and

perceptions towards HIV and ART, alcohol use, among,other factors.

Further studies by Ickovics and Meads (2002), clustéred impacts affecting adherence
to ART in five fundamental classifications, to be specific client factors; medicine
aspects; disease attributes; client-provider connections; and clinical setting. Chesney
(2007) recognized client aspects, to be socio-demographic factors, for instance, age,
gender, education level, and ethnicity. Medicine factors, as noted by Chesney (2010),
were high pill burden, adverse side effects, food restrictions, strict dosing schedules,
among others. The author discovered the higher the pill burden, the lower the
adherence level. An examination by Mwale (2016) in South Africa discovered that
medication side effects may influence individual seeking treatment might prompt

steady attrition to ART care.

Other factors that highly influence ART adherence include individual belief systems
and perceptions towards HIV and ART. Those who belief that HIV is a curse from the

gods or an act of witchcraft do not appreciate the role of ART in HIV management.
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Importantly, those who perceived that ART is effective in HIV management recorded

high adherence levels (Mwale, 2016).

Conceptual Framework

Robson (2002) defined a conceptual outline as an illustrative demonstration of a study

issue which highlights whatever will be studied. A conceptual framework displays

key variables and the assumed relationship among them. To emphasize; Chandran

(2004) indicated that a conceptual framework helps in explaining the“investigator's

topic. Figure 2.1 shows the study conceptual framework based on thewliterature that

was reviewed.

Independent Variables$

Dependent Variable

e Social — Economic

e Alcoholism

e Stigmatization

e Depression

e Opportunistic
infections

e Drug side effects

e Social support

perceptions

Moderating Factors

e Cultural and Religious

Clinic setting factors
Healthcare provider
relationship
Knowledge and
Individual
perceptions

Gender

Age

Non adherence to
ART

Figure 2.1: Conceptual Framework

Source: Author (2020)
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Discussion

In this study, various variables were considered, which included independent
variables, moderating factors, and dependent variables. Independent variables were
the aspects affecting adherence to ART, and dependent variables were the effects.
Both independent and dependent variables were predisposed by factors such as socio-
demographics, clinical factors, and health care provider relationships hereingreferred
to as the moderating factors. Notably, the independents variables ¢ould directly
influence the dependent variables. At the same time, the moderating faetors and
independent variables could influence each other, thus, the arrow moving in the same
direction. On the other hand, it was also expected that4he moderating variables could

directly influence the dependent variables.

The study highlighted several factors affecting ART adherence. As noted in the
conceptual framework, these factors may.be both internal and external factors that
affect the client's adherence leveltin one way or the other. For example, if the client
perceives the disease/to, be severe and life-threatening, or if a client is motivated to
live a fulfilling,shealthylife and desire to live longer, they will take appropriate action
to adhere to theutreatment. This means that if the factors affecting adherence are
addressed, \the client can automatically choose necessary measures as cited by HBM
to enhange drug adherence; therefore, improve livelihood. However, if the factors are
not well addressed, the client may not take appropriate action, which will prompt non-
adherence. Psychological factors can be because of the disease progression and
emotional distresses associated to the treatment restrictions, which can consequently

lead to non-adherence.
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Importantly, if the client does not adhere to strict treatment plans due to the factors
indicated, it may lead to / health implications to the client, such as the development of
opportunistic infections, drug resistance, treatment failure, and possible death. At the

same time, non-adherence will also have a negative impact to the public health sector.

Summary
This chapter has concentrated on general and empirical relevant literature review for
the study. Theoretical and conceptual frameworks have likewise Heen presented,
discussed, and outlined to improve comprehension of the reséarch topic. The next

chapter looks at research methodology and ethical considerations for'this study.
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CHAPTER THREE

RESEARCH METHODOLOGY

Introduction
This chapter addresses the research methodology that was adopted in achieving the
objectives of this study as well as to answer the research questions. Kothari (2006)
defined research methodology as an organized way of solving a study problem.
Methodology is a process that gives guidance to a research on how goxcarry out the
study and is developed from the researcher’s interpretation of r€ality and directed by
objectives and questions. This chapter, therefore, outlines-and discusses the following
aspects of research methodology; the research design, the population, the sampling
techniques, the research instruments, pretestingj,data eellection methods, validity and
reliability of the research instruments, and‘thesdata analysis plan. Finally, the chapter

outlines the research ethics that were considered.

Research Design
According to Bryman4(2016) research design is a formulated outline of information
collection and explanation that allows the researcher to theorize the issue being
investigated and“answer the study questions. In agreement, Kothari (2005) alluded a
research designras an arrangement or guide for information assortment and translation
which, empowers the researcher to intellectualize the issue under examination.
Similarly, Orodho (2003) portrayed the study design as the pattern or sketch used to
provide answers for the research problem. This study embraced a descriptive research
survey. National EMSC Data Analysis Resource Center (2010) highlighted that this is
a design that depicts respondents in an accurate way without manipulating anything.

The research design was viewed as proper on the grounds of improved collaboration
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between the researcher and respondents simultaneously empowered the researcher to
gather wide scope of data needed to analyze the elements influencing ART adherence.
This concurs with Mugenda and Mugenda (2003) who stated that the descriptive
research design approach is preferred in light of its action-oriented and encourage

greater interaction between the researcher and the target population.

Population
As noted by Mugenda and Mugenda (2003), population is a wholeygathering of
people, procedures or items having mutual noticeable features¢” Moreover, Bryman
(2016) stated that the populace in a study alludes to the entire collection of people that
interest the researcher. In this investigation, the population was HIV positive adults
enrolled on ART in Kibra, Nairobi County. Disttict health information system (DHIS)
estimated that 27,531 people are living with=HILV in Kibra, with 27,258 enrolled on
ART management in approximately ‘20 health facilities in the region. The health
centres within Kibra include;sKibera Amref Health Centre, GSU Kibera Health
Centre, Kibera DC Health Centse,” Woodley East Health Centre, Centre for Global
Health and Prevention (€EDC), Kibera South, MSF, SHOFCO, Mbagathi District,
Ushirika Clinic, \St. Joseph the Worker, KEMRI, Kenyatta National Hospital, Kibera
Human Dewelopment Clinic, St, Mary’s Hospital, DREAM VCT Centre, and

Kikoshep Kenya.

Target Population
Mugenda (2008) characterized the target population as the populace determined in the
study whose findings are utilized, to sum up, the whole populace. As indicated by
Kombo and Tromp (2011) a target population is whole gathering of individuals or

components that share something and from which samples are taken for estimation.
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In this investigation, the target population comprised HIV positive adults, males and
females above 18 years of age registered on ART in two treatment Centres within
Kibra. The researcher accessed the target population through the ART Centres in the

region.

This study was conducted in Kibera DC Health Centre and Shining Hope for
Communities (SHOFCO). These two centers were selected to represent the total
population of all health centers in Kibra. The two centers were selected because of
several factors. Firstly, the researcher considered to engage bgth public and private
health centers in the study, thus, Kibera DC health is a government ran health center
while SHOFCO is a Kenyan registered non-governmental charity health organization
whose major activities include; youth and gender empowerment, education, health,
economic and community empowerment,. ‘andawater sanitation. The researcher’s
choice of a public and private health centers believed that the information gathered on
factors affecting ART adherence and recommendations thereafter were diverse, thus,
enriched the outcome of*the ‘study:"Secondly, the two health centers selected serves a
high number of «clients i a given day. Thirdly, proximity to the local chief,

administratien officesfor security purposes, and ease accessibility were considered.

Sample Size
The sample size in a research is a smaller gathering of people derived from a sample
frame. Stebbins (2007) characterized a sample as a gathering of objects or persons
that are utilized to represent the entire population. Mugenda and Mugenda (2003)
suggested that thirty cases or more are required for a study or a 10% of the accessible
population is enough. In this regard, the sample was limited to sixty (60) HIV
positive adults who were already enrolled on ART. For this study, the sample was

52

Archives

Copy



Daystar

Library

University Repository

determined by means of technique by Cochran (2011) which states, if choosing a
sample from a huge populace, such as the population of Kibra, then the following
formula is appropriate in determining the sample size:

n = (z’pq)/d’
Whereby:

n = is the preferred sample size when the population is huge

z = standardized normal deviations at a chosen confidence level, fofinstance,
if the confidence level is 95per cent, then Z =1.96.

p= the proportion in the target population assumes the charaeteristics being
pursued. In this study, the optimal 50:50 basis will-be ‘présumed.

q = The balance from p to add up to 100 per cent. That/is 1-P, which in our

case yielded 1- S0Oper cent (.5)

d = Applicable significance leyel, for instance, at 95per cent, the significance

level 1s 0.016

Therefore, by use of this proceédure, the sample size for this study was calculated as

follows;
2 2
n= (1196 X 05X 0.5)/0.016

= 60 respondents.

Sampling Techniques
A sampling technique is a method utilized by the researcher to pick people who will
take part in the investigation (Bryman, 2016). Two categories of sampling techniques
include; probability sampling and non—probability (Mugenda & Mugenda, 2003).
This study used stratified random sampling, which is a probability sampling where

each participant or unit had a likelihood of being selected to participate in the study.
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The method ensured that all parts of the population were represented. Additionally,
purposive sampling, which is a non—probability sampling technique, was utilized. The
study targeted HIV positive adult males and females who were already registered on

ART care and treatment.

A sample of 90 was identified that met the criteria of the study. The researcher began
by identifying respondents willing to participate in the investigation, selected them
from a larger group. Secondly, the researcher distinguished respondents who’were
already enrolled on ART. Those not enrolled on ART, werfe omitted. Thirdly,
researcher inquired the numerical age of the respondents;ithose not within the age
bracket of the study were isolated. Finally, the researcher with the assistance of the
nurse in charge identified respondents who weréiintoxiecated and those struggling with
depression were requested not to partake” in“thesinvestigation. Out of the 90 initially

identified, 60 qualified to take part in the data collection exercise.

Data'Collection Instruments
According to Kombe“and Tromp (2006), data collection denotes a gathering of
information aimedwatsdemonstrating or objecting truths. Simultaneously, according to
Mugenda (2008),,data collection tools or instruments are items used to measure the
variables of the study and are expected to yield accurate and meaningful data for

decisign-making. This study used questionnaires to collect data.

Questionnaire
In this study, questionnaires were utilized to gather information. The questionnaire
was structured into four segments: Section A was a research developed tool
comprising of 31 items developed to seek information on socio demographic of the

respondents; section B identified different components that influence adherence to

54

Archives

Copy



Daystar

Library

University Repository

ART; and section C was an Alcohol Use Disorders Inventory Test (AUDIT) that was
utilized to ascertain alcohol dependency and intervention as noted by Bador (2001).
AUDIT is a tool that was developed by WHO to help in identifying individuals with
harmful use of alcohol. A mark of 8 and above in the AUDIT scale indicate harmful
alcohol consumption and possible alcohol dependence. Score rates for the AUDIT are
as follows: 0 to 7 points which indicates low risk, meaning the individual jpossibly
does not have difficulty with alcohol consumption; 8 to 15 points indi€ates medium
risk, meaning the individual may drink too much on occasion and,may be atjjeopardy;
points 16 to 19 shows high threat which could lead to_harm if has not already
happened; and lastly 20 points and above indicates drinking iSyalready causing harm
and it is in the addiction stage. Regarding risk lével interveéntion, for AUDIT scores
of between 0 to 7, alcohol education is offered, for scores within 8 to 15, simple
advice is offered, for 16 to 19 scores the ‘intervention entail simple advice and
counselling with continuous observing, while for scores within range of 20 to 40
indicate there is need to%wefer to-a professional for diagnostic assessment and
treatment. In study, total, score-of 8 and above was used to indicate harmful alcohol

use and possiblg alcoholidependence.

Section Dvef the questionnaire entailed Beck Depression Inventory (BDI). BDI was
generated by Aaron T. Beck, which entails twenty one inquiry multiple-choice, self-
report inventory for estimating the presence and seriousness of depression among the
respondents. Scores within 1 to 10 express that the ups and downs are viewed as
standard, 11 to 16 indicate mild mood disturbances, and 17 to 20 illustrate borderline
clinical depression, 31 to 40 states severe depression and any score over 40 is viewed

as extreme depression. The questionnaires were administered to the adult living with
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HIV who sought ART treatment and care at the two selected health centers in Kibra,
and this was done at individual level. Each questionnaire was attached with an
approval forms, which were signed by the respondents giving consent for partaking in

the study.

Types of Data
This study used both primary and secondary data. Primary data was obtained from
questionnaires which were used for data collection. Secondary data was$ acquired’from

previous studies conducted on the same topic.

Data Collection Procedures
Data collection is the procedure of gathering all the data desirable for a given study
(Mugenda & Mugenda 2003). For this researchjquestionnaires were used for data
collection. Face-to-face interviews were conducted. Data collection was conducted on

weekdays and weekends when the individuals were seeking treatment.

Prior to the data collection exercise, the researcher sought for consent and
endorsement from Baystar University Ethics Review Board (DUERB), National
Commission for Science Technology and Innovation (NACOSTI), Nairobi County
Ministry, of Education, Nairobi County Ministry of Health, and Health Centers
Officersyin'— charge. The Health Centers Officers in-charge randomly selected those
who were involved in the study and placed them in one room for registration and then
referred to each one of them to the interview rooms. The researcher and two research

assistants conducted the data collection.

The researcher had previously met the research assistants, and the centre staff took

them through the questionnaires for their understanding. During the data collection
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exercise, the respondents were first received by the centre staff, they were taken
through the general health observations in then referred to the interview rooms before
going to the drug dispensing station. Secondly, the respondents were taken through
the reason of the investigation and consent form to obtain their approval. Once the
consent was obtained through signing, the respondents continued with the process of

filling in the questionnaire.

The process of filling the questionnaire took between 30 to 40 minutés. Due to the
language barrier and education level, the researcher and research assistance took the
respondents through the questions and filled in the questiénnaire. This also allowed
further exploration on adherence to ART. During “the" interview sessions, the
respondents’ name initials were used to identify them. The same initial was also
clearly labeled on the consent form. Once‘the.questionnaires were filled together with
the consent forms, they were handed ‘over to the researcher for numerical
identification. The interview sessions were conducted immediately, the respondents
had gone through the general observations in the first station, and before they went to

the drug dispensing’station,

Inclusion and Exclusion Criteria

The consideration standards was the number as expressed of HIV positive adults
between ages 18 and 35 who are enlisted on ART care. Then again, respondents who
were clinically depressed and on anti — depressants and respondents who were
intoxicated with alcohol and other drugs during the information gathering procedures

were excluded.
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Pretesting
Mugenda (2008) characterized pretesting as leading a primer trial of the legitimacy
and reliability of the data collection tools. Pretesting help identify any vague and
ambiguous questions which might not have been understood by the respondents
(Cooper & Schindler, 2006). The researcher pretested the data collection instruments.
The pretesting aided the researcher to test appropriateness of the instruments, to
ascertain their sensitivity to comprehensibility and to test whether they capture the
information intended. It helped check the simplicity of the, questions whether
respondents understood them. The pretesting also helped thewresearchers evaluate the

time taken in administering the instrument and made relevant adjustments.

Mugenda (2003) recommended that pretesting«ught«to be completed on individuals
not exactly equivalent to those that will*net,participate in the study however with
comparable attributes as the sample. For that reason, the pretesting of this study was
conducted within a support group of respondents who received ART at the Satellite
Health clinic in Nairobi County. The pretest centre was considered because of its
proximity and the. researcher's previous interaction with the centre. Six (6)
respondents_reptresenting 10% of the study’s target population were nominated to
partake theypretest investigation. Respondents for pretesting were picked randomly

with assistance of the support group leader.

Validity and Reliability of the Research Instruments
To ensure consistency of the study, the researcher conducted a pretest to determine
reliability and legitimacy of the research instruments. Content legitimacy formula was
used to measure the variables. Amin (2005) contends that content legitimacy is

illustrative of the substance. Consequently, the content legitimacy of an instrument
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relies upon the ampleness of a predetermined area of substance that is tested. The
equation is; Content Validity Index= (Number of judges pronouncing thing
legitimate)/ (Total number of things). As indicated by Amin (2005), suggestion is
tools utilized in research ought to have CVI of about 0.78 or greater at least three
specialists are viewed as proof substance legitimacy. The substance legitimacy
equation was utilized in this investigation to measures the thoroughness and

representativeness of the substance utilized in the study.

Data Analysis Plan
Kombo and Tromp (2011) defined data analysis as a systematic ine= depth analysis
and examination of coded information and making“deductions, inferences and
conclusion. Immediately the raw data was, obtained from the field, all the
questionnaires were coded for the purposeiofwentry and analysis using numbers and
symbols by the researcher. The questionnaires were stapled for confidentiality and
carried to the entry point. Theéy, were coded and entered. Data entered was cleaned
and analyzed using Statistical Package for Social Sciences (SPSS) version 22. The
analyzed data was~presented in percentages, bar graphs, pie charts, frequency tables

and descriptive statistics provided.

Ethical Considerations
It is important to note that researchers are directed with a set of ethics which guide
their work. In this study, different ethical issues were considered to ensure the

research was carried out within the stipulated standards:

Prior to data collection exercise, the researcher first acquired research approval from
Daystar University Ethics Review Board (DU-ERB). Then the researcher obtained

approval from NACOSTI, as well as from the Nairobi County Department of
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Education and Nairobi County Department of Health. Importantly, the researcher
sought research permission from the officer in charge of Kibera DC Health Centre

and SHOFCO.

The researcher sought the respondent's approval before data collection exercise.
Respondents were taken through objective of the investigation, reasons for their
inclusion in the study, the duration of the exercise, and the process of publishing the
findings. Respondents were educated on possible harm, including psychological,
emotional, legal, and physical, for participating in the study. Respondents were taken
through the informed consent form. They gave their cOnsent by appending their
signature or initials on the form before participating4n the study. Those who declined

to sign the consent form for various reasons, th€¢'yerbalascent, was obtained.

Confidentiality and anonymity are other ethical considerations the researcher upheld.
The researcher assured the respondents that-all information obtained and their identity
was kept confidential. Confidentiality was maintained by ensuring anonymity by the
use of pseudonyms, of imitials\were used to conceal identity. The research tool did not
reveal any personalsdetails of the respondents. The researcher ensured safety in the
storage of the infermation gathered. The researcher collected all questionnaires and
sealedsthend in’envelopes. The consent forms were put in separate folders. Although
research assistants were used in the study, the researcher ensured that they sustained
professionalism and ensured that they observed confidentiality on the identity of the
respondents and information gathered. Importantly, the limits of confidentiality was

discussed beforehand at length.
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Free and voluntary participation of respondents was guaranteed. As indicated by
Silverman (2016), it is unprincipled to force or influence respondents to participate in
a research investigation. Respondents ought to freely choose to take part in the any

investigation.

Before administering the tool, the respondents were explained the importance of the
investigation, which was to explore factors influencing ART adherence. Objectives of
study, possible benefits of findings, and any compensation for ¢patticipating in
information collection exercise were disclosed to them. There(were guaranteed that
there was no invasive procedure that was to be used on them, The tespondents were
assured that they would be protected from any harmAAf, hewever, during the interview
session, the respondents may experience negative emotional feelings, they could take
time to rest or opt-out of the interview seSsion*Morcover, the researcher and research
assistants gave more time to respondents )\who experienced emotional distress to
explore further the possible triggers. Integrity and respect for autonomy were upheld
as much as possible. The-respondents were given time to give consent to participate or
to opt-out. All respondents, present gave their consent to participate. The interview
sessions were,conducted in soundproof rooms ensuring those in the waiting area did

not hear the'information being given by the respondent.

Last but not least, measures of self-care were sustained throughout the study period.
Debriefing sessions for the data collection team were conducted toward the finish data
collection days. These enabled them to share their experience during the interview
sessions. Issues of countertransference were addressed during the session. The debrief

session helped reduce burnout issues and enhanced self—care.
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Summary
The chapter has focused on methodology utilized in the investigation. The section has
additionally clarified the research populace, sample size, sampling techniques used,
data collection tools, procedures, pretesting, data analysis plan, and ethical
consideration have been expressed. The succeeding chapter presents a detailed

discussion on data presentation, analysis, and interpretation.
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CHAPTER FOUR

DATA PRESENTATION, ANALYSIS, AND INTERPRETATION

Introduction
This chapter focuses on analysis, presentation, and interpretation of data that was
obtained during the data collection exercise. Information was gathered using
questionnaires. The findings were examined, analyzed and interpreted to address the
research questions. All information gathered was analyzed and presented in form of

tables and figures.

Analysis and Interpretation

Response Rate
A sample size of 60 individuals registered on, ART were targeted. The researcher
administered 60 questionnaires to the respondents and all the questionnaires were
filled, giving a 100% responseate. This 1s satisfactory in accordance with Mugenda
and Mugenda (2008), who 'suggests that 70% or more response rate is excellent.
Personal attention , withy, the »respondents, clarifying the motivation behind the
investigation, and its usefulness to the entire society improved the response rate.
Additionally, an introductory letter from Daystar University and Nairobi County
Health Office improved the response rate. The involvement of the centres in charge
and staff in the recruitment and data collection process profoundly influenced the high

number of response rates.

Demographic Information of Respondents

Table 4.1 presents results of the respondents’ socio-demographic characteristics.
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Table 4.1: Respondents’ Socio-demographic Characteristics
Variable Category Frequency Percent
(N=60)
Gender Male 35 58.3
Female 25 41.7
Age Less than 18 3 5.0
18-28 13 21.7
29-39 25 41.7
40-50 15 25.0
Above 50 4 6.7
Marital Status Single 18 30.5
Married 26 441
Widowed 8 13.6
Divorced/separate 7 11.9
Non-Response 1
Religion Christian 46 86.8
Muslim 6 11.3
Hindu 1 1.9
Non-Response 7
Level of Education  University 1 1.7
Middle level / Tertiary.college 3 5.0
Secondary 27 45.0
Primary 29 48.3
Occupation Employed 19 39.6
Unemployed 15 31.3
Business 14 29.2
Non-Résponse 12
Monthly Income Below 5000 18 40.0
Between 5000-10000 21 46.7
Between 10000-20000 5 11.1
Above 20000 1 2.2
Non-Response 15

As noted in Table 4.1, more than half at 35(58.3%) were males while 25(41.7%) were

females. In terms of age, 3(5.0%) of respondents were aged less than 18 years,

13(21.7%) were aged between 18-28 years, those between 29-39 years were

25(41.7%) another 25(25.0%) were between 40-50 years and 4(6.7%) per above 50

years of age.
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About marital status, 26(44.1%) indicated they were married, 18(30.5%) reported they
were single, 8(13.6%) of them were widowed while 7(11.9%) were divorced
/separated, notably, one respondent did not divulge his marital status. On religion,
majority of respondents 46(86.6%) were Christians, followed by 6(11.3%) of them
Muslims and another 1(1.9%) Hindu. From the findings, 29(48.3%) of the
respondents indicated they had primary level of education, 27(45.0%) of them had
secondary level, and 3(5.0%) had middle level/tertiary while 1(1.7%) of them had

university level of education.

Most respondents at 19(39.6%) of the respondents indicated, that they-were employed,
15(31.3%) were unemployed, 14(29.2%) indicated theysengage in business while 12
respondents did not respond to this question. 4{Regarding their monthly income, 18
(40.0%) of the respondents indicated theirmenthly income was below Kenya shillings
5,000, 21(46.7%) earn between the bracket, of 5,000 and 10,000, 5(11.1%) income
ranged between 10,000 and 20,000, while 1(2.2%) earned above 20,000 shillings.

From the findings most respondents earn below 5,000 shillings per month.

Factors that affect HIV Anti- Retroviral Therapy Adherence

The first objéctive of\the study sought to explore factors that affect adherence to HIV
anti-retroviral among HIV positive adults in Kibra, Nairobi County, Kenya. To
achieve this"objective, respondents were required to specify some of the factors that
affect their adherence levels. Findings were as presented, analyzed, and interpreted

herein after.

Duration, Frequency, Number of ARV's Taken, and Cost Incurred
This study aimed at establishing the duration, frequency, number of ARVs taken and

cost incurred by the respondents. Table 4.2 presents the findings.
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Variable Category Frequency Percentage
(N=60)

Length of time on  0-6 months 8 13.3

ARV 6-12 months 5 8.3
12 months to 3 years 14 23.3
3 years and above 33 55.0

Frequency of Once per day 43 71.7

taking ARV and  Twice per day 17 28.3

number of pills One table per day 34 57.6

taken in a day One tablet twice a day 2 3.4
Two tablets twice a day 10 16.9
Three tablets twice a day S 8.5
Two tablets per day 6 10.2
Three tablets per day 2 34
Non-Response 1

Distance to CCC ~ 0-10 km 16 27.1
10-50 km 42 71.2
50-100km 1 1.7
Non-Response 1

Means of Walking 24 42.1

Transport to CCC  Public transport 18 31.6
Motor bike /cycling 8 14.0
Walking and Publie,transport 7 12.3
Non-Response 3

Financial costto ~ 0-20 Kshs. 8 21.6

the Clinic 20-100"Kshs. 25 67.6
100-200 Kshs. 4 10.8
Non-Response/None 23

Other cost Food 11 20.4

incurred Treatment of Opportunistic 1 1.9

by the Infections

respondents Food and treatment infections 22 40.7

include,and not Food, Hospitalization, and treatment 19 35.2

limited tog- of Opportunistic Infections
Hospitalization and Treatment of 1 1.9
Opportunistic Infections
Non-Response 6

On duration of taking ARV, 33(55.0%) respondents reported they had been on ARV

for more than three years, 14(23.3%) reported that they had been on ARVs between

12 months and 3 years, those in the bracket of 6-12 months had a proportion of
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5(8.3%), while another 8(13.3%) indicated they had taken ARVs for less than 6

months.

On frequency of taking ARVs, most of the participants 43(71.7%) indicated that they
take ARVS once a day while another 17(28.3%) take ARVs twice a day. Regarding
the number of pills taken in a day 34(57.6%) of the respondents stated they take one
tablet per day, another 10(16.9%) take one tablet twice a day, 6(10.2%) reported they
take two tablets per day, those taking three tablets were 5(8.5%) whiley2(3.4%) take

three tables ones a day.

Concerning the distance to CCC, 16(27.1%) respondents tepested that they travel
between 0 and 10 km, a good number of respondents, 42(1.7%) travelled between 10
and 50 km to the health center. Respondents were requested to give the means of
transportation they use to the CCC, 24, (42.1%)~indicated they walk to the CCC,
another 18(31.6%) stated they use public transport, 8(14.0%) of the respondents use
motorbike/cycling, while those whoe=walk or use public transport when funds allow
were at 7(12.3%). Additionally] on financial cost to the CCC, 8(21.6%) of the
respondents used (between 0-20 shillings, a good number 23(67. 6%) spend between

20 and 100 shillings, while 8(12.3%) reported they use between 100 and 200 shillings.

Regarding \Other cost incurred by respondents included, 22(40.7%) reported extra
costs was on food and treatment of opportunistic infections another 19(35%) of them
incurred costs on food, treatment of opportunities infections and hospitalization. Of
importance to note, 11(20.4%) of the respondents reported they incurred costs on food
alone, while another 1(1.9%) of them incurred costs on treatment of opportunistic
infections only and 1(1.9%) respondents reported extra costs in hospitalization and

treatment of opportunistic infections costs. Six (6) respondents did not incur any
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other costs. As per the findings, a good number of respondents take medication ones a
day and equally incur cost treatment of opportunistic infections, to buy food and

transport to the clinic.

Perception of Clinic Characteristics
The study sought to establish the respondents’ perception on clinic characteristics.
Table 4.3 presents the results.

Table 4.3: Perception of Clinic Characteristics by the Respondents

Variable Category Frequency Percent P- Value
(N=60)
Rating of Services received  Very good 41 68.3 0.040
at the clinic Good 16 26Y7
Average 3 5.0
Feel well attended by Yes 59 98.3 0.000
HCWs Not sure 1 1.7
Privacy During Yes 60 100.0 0.000
Consultation and
counselling
Disclosed status to someone No 15 25.0
other than HCWs Yes 45 75.0
Ever been treated No 38 66.7
differently by family and Yes 19 333
friends because HIV status Non- 3
Response

Forty-onew(68.3%) of the respondents stated that services received in the clinic were
very good, \16(26.7%) reported good services, while 3(5.0%) said that the services
offered’at the CCC were average. When asked whether they felt they were attended

well by the health care workers, 59(98.3%) agreed while 1(1.7%) was not sure.

Consultation and Counselling Sessions on HIV/AIDS Status
All respondents at 60(100%) reported that the consultation and counselling sessions

were conducted privately. Regarding respondents’ revelation of HIV positive status to
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someone else other than the HCWs, a great number at 45(75.0%) indicated that they
had divulged their HIV positive status to other people other than the HCWs, while
15(25.0%) stated that they had not revealed their status to someone else other than the
HCWs. Respondents who had been treated differently by family and friends because
of their HIV because of their HIV positive status were 38(66.7%), while 19(33.3%)
stated that they had not been treated differently. From these findings, it was/evident
that patients receive counselling services at the clinics at the samestime a,good

number of patients have disclosed their HIV positive status to HCW and other people.

Disclosure of the Identity of the PerSon
Figure 4.1 shows the identity of the person’s the respondents had disclosed to other

than HCWs.

4 N
Persons Disclosed to (N=45)

> -

0,0

Family Friends Community Others

Figure 4.1: Identity of Persons Disclosed to Other than HCWs

As shown in Figure 4.1, majority of the respondents at 86.7% (39) indicated they had
disclosed it to family members, 6.7% (n=3) friends, 2.2% (n=1) community members

and 4.4% (n=2) disclosed to others. The study further indicates a positive significant
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influence of perception of clinical services on adherence of HIV anti—retroviral

therapy with a p-value of 0.000

Further, the researcher sought to know reasons for respondents disclosing and not

disclosing their HIV positive status. Table 4.4 presents the results.

Table 4.4: Reasons for Disclosure and Non-disclosure of HIV Status

No. of Percent
Reasons responses
Reasons for Disclosing
Encouraged by health care workers; fear of serious illness 16 37.2
and sufficient trust in the individual confided in
Encouraged by Health care workers 10 23.3
Encouraged by health care worker, and sufficient trust in the 9 20.9
individual confided in
Sufficient trust in the individual confided in 4 9.3
Encouraged by Health care workers and fear of serious 3 6.9
illness & thus need of support from friends and relatives
Fear of serious illness and need of support from friends and 1 2.3
relatives
Reasons for Not Disclosing
Fear of rejection 3 273
Fear of stigmatization and being perceived.as unfaithful 36.3
Fear of being beaten by spousé and intimate sex partner 4 36.3

Out of the 45 (71.6%). respondents who indicated that they had disclosed their HIV

positive status*o, other persons, 10(23.2%) indicated that they did so as a result of

being encouraged by the HCW only, 9(20.9%) indicated that they were encouraged by

HCW, then had adequate trust in the person they disclosed to, 4(9.3%) had sufficient

trust in the specific person they revealed to, 3(6.9%) gave reasons for disclosure as

being encouraged HCWs; feared of severe ailment and necessity of support from

networks, while 1(2.3%) had disclosed his HIV positive status because they feared

serious illness and needed support from friends and relatives.

71

Archives

Copy



Daystar

Library

University Repository

The 11(18.3%) respondents who had not disclosed their HIV positive status to anyone
else gave the following reasons; 3(27.3%) feared rejection, 4(3.3 feared stigmatization
and being perceived as unfaithful, while another 4(3.3%) feared being beaten by

spouse and intimate sex partner

Further, the study sought to establish the ways respondents were treated differently by
relatives and friends owing to HIV positive health status. Table 4.5 presents the

findings.

Table 4.5: Ways Respondents were Treated Differently by Family Members because
of HIV Positive Status

Ways they were treated differently by family members Neo..of Percent
because of HIV positive status responses
1. Iwas isolated by family members and friends 4 222
2. I was stigmatized 4 222
3. Social support was withdrawn by family'members/ 8 30
friends; isolated by family members/ffiends;
stigmatized
4. I was isolated by family members/friends; 1 5.5
stigmatized
5. Social support was withdrawn by family members/ 1 5.5

friends; isolated by family members/friends;

Out of the 60-espondents, 18(30%) reported that they were treated contrarily by
family members and friends due to their HIV positive health status. Out of the 18
respondents, 8 (30%) stated that social support was withdrawn, isolated and
stigmatized by family members/friends due to their HIV positive status. Another
4(22.2%) indicated that they were isolated by family members and friends because of
their HIV status. An additional 4(22.2%) stated that they were stigmatized due to their
HIV positive status while another 1(5.5%) were isolated and stigmatized by family
members/friends and similarly 1(5.5%) indicated that social support was withdrawn

and were isolated by family members/ friends. Findings noted that individuals living
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with HIV have been stigmatized in one way or the other by significant people around

them.

Benefits Gained from Using ARVs.
Respondents were further asked to give their reactions regarding the benefits they

have gained from using ARVs. Table 4.6 presents the findings.

Table 4.6: Benefits Gained from Using ARV

Benefit Frequency Percent
(N=50)

a) Better health 17 34

b) Do not get sick 11 22

¢) Looking healthy I 22

d) Improved immunity 6 12

e) Others 3 6

A majority of the respondents 50(83.3%) teported that they had gained various
benefits from using ARVs. Outwof the 50(83.3%) respondents, 17(34%) of them
indicated they had gained better health as a result of using ARVs, 11(22%) said they
no longer get sick because of using ARVs, another 11(22%) indicated that they
looked healthief; since they started ARVs, 6(12%) reported improved immunity, while
another 3(6%) gave other reasons as benefits of using ARVs. From these results, it

was“apparent that a vast majority of the respondents had benefited from using ARVs.

Knowledge of HIV and ARVs and its Impact to Art Adherence
The study sought to find out the respondents’ knowledge of HIV and ARVs and its
impact to ART adherence. Table 4.7 presents the individual responses to questions

regarding their knowledge of HIV and ARVs.
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Table 4.7: ARVs and HIV Knowledge

Repository

ARYVs and
HIV
Knowledge

Strong
agree

Agree

Disagree

I don't

Non-

know Respo

nse

Value

HIV / AIDS is
curable
disease

ARVs cure
HIV
Adhering to
the prescribed
ART is
important

I except to be
cured from
HIV in future
Alcohol and
drug use does
not impair
effectiveness
of Arv

ARVs have no
side effects
ARVs prevent
Opportunistic
Infections
ARVs
improve
immunity

5(8.5%)

5(8.6%)

43(74.1%)

17(28.8%)

6(10.2%)

7(12.1%)

34(57.6%)

46(78.0%)

17(28.8%)

16(27.6%)

13(22.4%)

26(44.1%)

8(13.6%)

10(17.2%)

21(35.6%)

13(22.0%)

29(49.2%)

36(62.1%)

1(1.7%)

13(22.0%)

30(50.8%)

38(65.5%)

4(6.8%)

0(0.0%)

8(13.6%)

1(1.7%)

1(1.7%)

3(5.1%)

15(25.4%)

3(5.2%)

0(0.0%)

0(0.0%)

1

0.000

0.506

0.000

0.005

Regarding ARVs being a treatment, 29(49.2%) respondents disagreed with the

proclamdtien, while 17(28.8%) agreed with the same statement. Additionally, 5(8.5%)

respondentsystrongly agreed that HIV/AIDS was a treatable illness, while 8(13.6%)

reported that they did not know. On ARVs, being a cure for HIV more than half of the

respondents 36(62.1%) differed with the statement, while 16(27.6%) respondents

settled with the statement that ARV cure HIV. Additionally, 5(8.9%) strongly agreed

that ARV cure HIV, while 1(1.7%) respondent reported that they did not know if

ARVs cure HIV.
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Regarding importance of adhering to prescribed ART, a good number of respondents
at 43(74.1%) strongly agreed that it was important to adhere to prescribed ART,
anther 26(22.4%) respondents agreed on the same statement, 1(1.7%) respondent
disagreed, while 1(1.7%) respondent reported they did not know if adhering to
prescribed ART was important. On expectations to be cured from HIV in future,
26(44.1%) of the respondents expected to be cured from HIV in future, 17(28.8%)
respondents strongly agreed with the statement, 3(22.0%) disagreed with  the

statement while another 15(25.4%) did not know if they will be curediin the'future.

On alcohol impairing effectiveness of ARV, 30(50.8%) disagreed with the statement
that alcohol and drug use does not impair effectivenessyof ARV, another 15(25.4%)
indicated that they did not know, 6(10.2%) strongly approved the proclamation, while
8(13.6%) settled per the statement thatwalcohol "and drug use does not impair
effectiveness of ARV. From these findings, it is evident that a good number of

respondents had knowledge onHIV and ART adherence.

Scheduled” Appointments to the Clinic
Figure 4.2 presénts the ‘proportion of participants who had missed scheduled

appointments‘te,the clinic.
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Ever missed a schedule appointment at clinic

[CATEGORY

[CATEGORY NAME],
NAME], [PERCENTAGE]
[PERCENTAGE]

4

- J
Figure 4.2: Proportion of Respondents who Missed Appoin at@Clinic

Out of 60 respondents, 34(56.6%) reported tha missed scheduled

appointments at the clinic, while 26(43%) i that they had never missed
scheduled appointments at the clinic. Fr indings, it is evident that a great

number of respondents had missed.sche ppointments at the clinic with a p—

value of 0.005.
Figure 4.3 presents the vario ons reported by respondents for missing scheduled
clinic appointmer%
A
4 R . )
Reasons for missing clinic appointment
25 %) 23
20
16

2 15

= 15

=3 11

g 10 0

- 6

0 I
Was in Wastoo  Wastoo Couldnot  Forgot Still had  Lack of Had
School sick busy get some drugs transport to travelled
permission to take the clinic out of town
from work
o J
Figure 4 3: Reasons for Missing Clinic Appointment
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Those who reported that they had missed scheduled appointment because they had
travelled out of town by the time of their appointment date were at 23(36.8%).
Additionally, 22(36.6%) reported lacked transport money to the clinic. Another
16(26.6%) indicated that they had some drugs with them to take by the time of the
appointment, while 15(25%) reported that they forgot the appointment dates.
Additionally, 11(18%) respondents reported they missed scheduled clinics=because
they could not get permission from work to attend to their health®Notably, 9(15%)
respondents reported that they were too busy during the clinié*appointment date,
while another 6(10%) and 2(3%) respondents’ reasons’for missing scheduled clinic
appointments as being too sick and in school, respectively.yFrom these findings, it is

paramount that respondents had missed scheduled elinic appointments.

Further, Table 4.8 presents the prope@rtion“of ‘participants who skipped taking ARV

medication.

Table 4.8: Ever Skippeditaking ARV Medication

Ever skipped Frequency Percent P — value
taking ARV

Yes 40 67 0.000
No 20 33 0.003
Total 60 100 0.003

As shown in Table 4.8, 67% (n=40) of the respondents indicated that they have
skipped taking ARV medication while 33% (n=20) specified had never skipped taking
ARV treatment. Therefore, there are substantial influences of skipping ARV

medication with a p- value of 0.003.
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The researcher went further to find out respondents’ reasons for skipping ARV

medication. Figure 4.4 presents the findings.

Reason for skipping ARV medication

Side effects . ) 8
Forgot / was busy msssssssss—— 0/
Felt depressed mm—— ) )
Lack of food meessssssssssssssssssssssmmm 19
Did not want others to see me take drugs FEEEEEEEE——————————— 18
Cost of transport FEEEEEEEEE———— 18
Was prayed for / Faith healing messssssssssssss— 18
Did not have pills with me ————————————— 7
Pill burden / too many pills FEE——————————— ]7
Took herbal medicine FE—————— ]7
Feltill s 17
Felt better s 17
Ran out of pills m———— 15
Alcohol use mEEEE————— ]2
Did not have enough food m—————— 10
Distance to the clinic m———————— 10
Did not have food completely m—————————— 9
Did not understand instructions given by HCW s 9
Lack of social support and care m————— O
Did not have water to take pills m————— 7
Shared pills with another person ~m————— 7
Hospitalized w4

0 5 10 15 20 25 30

Figure 4. 4: Reasons for SkippingMedication

Respondents gave various reasons on skipping ARV medication. Most respondents at
28(46.6%) seported ‘dfug side effects as their major reason of skipping ARV
medication foellowed by reasons such as forgetting appointment dates or being too
busy,take ARVs at 24 (40%). Another 22(36.6%) respondents reported that they felt
depressed and did not take ARV's while another 19(31.6%) cited lack of food as their
major reason of skipping ARV medication. Cost of transport to the clinic for drug
refill, fear of being seen by people when they take ARVs and being prayed for / faith

healing were reasons reported by 18(30%) in the three categories.

78

Library Archives Copy



Daystar

Library

University Repository

A good number of respondents at 17(28%) stated they did not have pills with them by
the time of taking ARVs, too many pills, use of herbal medication, feeling ill, and
feeling better were various reasons given for skipping ARV medication. Other
reasons of skipping ARV medication as reported by respondents included respondents
running out of pills at 15(25%), alcohol use at 12(20%), while 10(16.6%) indicated
lack of food thus skipped ARV medication. Physical distance to the clinic was

reported by 10(16.6%) respondents as reason of skipping ARV medication.

Other reasons of skipping ARV medication as shown in Figure 44 wete lack of food,
lack of understanding of the instructions given by the HCW and lack.ef social support
and care 9(15%). An additional, 7(11.6%) reported lack,ef water and sharing of pills
with another person as their reasons of skippingtiARVamedication. Respondents being
hospitalized and thus skipping ARV mediecation,was at 4(6.6%). From the findings,

drug side effects, was the major reasonyfor skipping ARV medication.

Counseling Services at the Clini¢,;"Use of Alternative Medicine and Alcohol Usage

Table 4.9 presents the results 'of responses on counseling services at the clinic, use of

alternative medicinerand alcohol usage.

Table 4.9: Counseling, Alternative Drugs and Alcohol Use

Variable Category Frequency Percent
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(N=60)
Received Counseling’s from  No 1 1.8
HCWs before Initiation of Yes 56 08.2
ARVs Non-response 3
Use of Alternative Medicine  No 41 69.5
(Herbal) Yes 18 30.5
Non-reaction 1
Usage of alternative medicine No 44 77.2
(Faith Healing) Yes 13 22.8
Non-response 3
Alcohol usage in the last one ~ No 37 62.7
month Yes 22 37.3
Non-reaction 1

Out of the 60 respondents interviewed a good numbef,,56(98.2%) reported that they
received counselling services from HCWs before ‘imitiation of ARVs, while 1(1.8%)
reported that they did not receive counselling, setvices from HCWs before ARV
initiation. Regarding use of alternativemedicine (herbal medicine), 41(69.5%)
reported they had not used alterhative herbal medicine while 18(30.5%) said they had
used alternative herbal mediecine. )On use of alternative medicine (faith healing)
44(7.2%) respondents “had received faith healing while 18(22.8%) had not.
Respondents, who had not used alcohol in the last month were 37(62.7%) while
22(37.3%),had used alcohol in the last one month. From these findings, it is evident
that counmselling services were offered at the health centres, a good number of
respondeénts had not used herbal treatment, and notably a good number of respondents
had received faith healing while more than half of respondents had not used alcohol in

the last month.

Motivating Factors of Using ARV
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Respondent were requested to indicate motivating factors of using ARVs. Figure 4.5

presents the findings.

4 )
Motivation for use of ARVs
45,0
40,0
35,0
g& 30,0
\é 25,0
g 20,0 17,9
£ 150 12,5
10,0 7,1
n
0,0
9 Fear of death To take of children To live longer Others )
Figure 4.5: Motivation for Use of ARV Medication y

Fear of death was rated as the greatest 39.3%_ motivator of use ARV. The desire to

take care of children was at 17 , ano 12.5% reported their greatest motivation
of using ARVs was desire,to live longer while 7.1% gave other reasons as their
motivation to use . the findings, respondents have diverse motivating
factors of use of A ith fear of death as the greatest motivating factor.

Challenges Faced by Participants when Taking ARVs.

resents the results of the main challenges faced by participants when

taking ARVs.
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Main Challenges Faced when using ARV's

35,0 3 3
30,0
& 250
£ 20,0
8
5 150
g 7.7
£ 100 3.8
“
0,0
ARV Side Lack of food Lack of money  Alcoholuse Those who have
Effects to go to clinic not faced
challenges.
- J

Figure 4.6: Main Challenges in Using ARV Medications

The main challenge as reported by the respondents was ARV side effects at
16(30.8%). Other challenges experienced bysrespondents when taking ARVs were
lack of food at 4(7.7%), lack of transport‘money to go to clinic at 3(5.8%) and alcohol
use 2(3.8%). A good number of,respondents at 16(30.8%) stated that they had not
experienced any challengeswhen using ARVs. According to the findings, respondents
experience diverse challenges_when taking ARVs with drug side effects being the
main challenge{ Of“importance to note, a good number of respondents had not
experienced any challenges taking ARVs.

The-study further explored the ways respondents used to avoid the challenges they

face when taking ARVs. Figure 4.7 presents the results.
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Ways of Avoiding the Challenges faced when Using ARVs
60,0 56,0

N 93
S =
= =}

Percentage (%)
(98]
S
(=]

20,0
12,0 12,0 12,0
0,0 -
Eat well before ~ Avoiding alcohol Hide drugs people Medication was Others
taking not to see me changed
taking
A\ J

Figure 4.7: Ways of Dealing with Challenges of Taking ARVs

From the findings shown in Figure 4.7, 12(56%)"ef the respondents stated that they
eat well before taking ARVs to avoid facing challenges when using ARVs, 3(12.0%)
avoid using alcohol, 3(12.0%) hide drugs to avoid people seeing them take, 2(8.0%)
had their medication changed, while another 3(12.0%) gave other ways of avoiding

the challenges they face when,using,ARVs.

Psychological Implication of Non-adherence
The study sought to_assess the psychological implication of ART non-adherence
among HIV, positive adults in Kibra, Nairobi County, Kenya. Findings of prevalence
offAlcohol use from the AUDIT used, 22(37%) of respondents indicated to have used
alcohol'in the last one month, while 37(63%) reported they had not used alcohol in the

last one month.

Table 4.10 illustrates the results of alcohol risk levels among the participants who

were consuming alcohol.
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Table 4.10: Alcohol Risk Level Intervention Score

Alcohol Risk Level Frequency Percent 95% C.I.  p-value
Intervention Score (N=22) (%) Lower Upper

Alcohol training 4 18.2 4.5 36.4

Simple advice 7 31.8 13.6 50.0 0.003
Simple advice and brief 3 13.6 0.0 27.3
counselling and monitoring

Referral to a specialist for 8 36.4 18.2 54.5 0.000
diagnostic assessment and

management

Of those who have used alcohol in the last month, 8(36.4%)required referral to an
expert for investigative assessment and managementhas jan intervention, 7(31.8%)
required advise on alcohol use, 18.2% (n=4) required ‘alcohol education intervention
and 3(13.6%) required simple advice, counselling,and continued observing as an
intervention. The Mean AUDIT scor€s was, 16,2, Median=14.5, SD=10.7 and ranged
from 2-35. The findings are indiCative of minimal alcohol use among respondents and
preferred method of interveéntion being referred to an expert for assessment and
management.

Prevalence of Non-adherence to ARVs

Figure 4.18 presents the results of prevalence to non-adherence of ARVs.
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Figure 4.8: Prevalence of ARVs Non-Adherence

Repository

Most of the respondents at 3(60%) were adherent to,ARVs while 24(40%) were non-

adherent to ARVs. The findings indicate that mest HIV positive individuals on ARVs

are adherent.

Prevalence of Depression among HIV Positive Taking ARVs

Table 4.11 presents the prevalence of depression among respondents in the in the last

one month by use of Beck Depression Inventory.

Table 4.1 Prevalence of Depression

Depression Levels Frequency Percent 95% C.I. P-

(N=60) (%) Value
Lower Upper

Normal 22 36.7 25.0 483 0.000
Mild depression 4 6.7 1.7 13.3
Borderline clinical depression 3 5.0 0.0 11.7
Moderate depression 9 15.0 6.7 25.0
Severe depression 13 21.7 11.7 31.7
Extreme depression 9 15.0 6.7 25.0
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The mean depression score was 21.3; Median=21.6, SD=16.0 and the scores ranged
from 0-49. A total of 22(36.7%) respondents were classified as having normal levels
of depression, 4(6.7%) categorized as having mild levels of depression, 3(5.0%)
categorized as having borderline / clinical depression levels, 15.0% (n=9) classified as
having moderate depression, 13(21.7%) classified as having severe level of

depression while 9(15.0%) classified as having extreme level of depression. There

was a significant prevalence of depression with a p-value of 0.000.

Socio—demographic Characteristics on Non-adherénce
The study sought to determine socio-demographic chafacteristies” of ART non-
adherence among HIV positive adults in Kibra, Nairobi County, Kenya. Table 4.12
illustrates outcomes of socio-demographic influences,linked with non-adherence to

ARVs treatment.

Table 4.12: Socio-demographic FactorssAssociated with ARV Non-adherence

Repository

Variable Category Non-Adherence Y df P-
No Yes value
n(%) n(%)
Gender Male 17(48.6%) 18(51.4%) 4.57 1 0.033
Female 19(76.0%)  6(24.0%)
Age 28 Years.and Below  10(62.5%) 6(37.5%) 064 2 0.727
29-39 Years 16(64.0%)  9(36.0%)
40:Years and above  10(52.6%) 9(47.4%)
Marital Single 10(55.6%) 8(44.4%) 0.73 2  0.696
status Married 17(65.4%)  9(34.6%)
Divorced/separate/ 8(53.3%) 7(46.7%)
Widowed
Religion Christian 26(56.5%) 20(43.5%) 046 1 0.499
Others 3(42.9%) 4(57.1%)
Education Secondary & above  22(71.0%)  9(29.0%) 3.22 1 0.073
level Primary & below 14(48.3%) 15(51.7%)
Employment Employed 22(66.7%) 11(33.3%) 0.21 1 0.644
status Unemployed 11(73.3%)  4(26.7%)
Income 10,000 and below 23(59.0%) 16(41.0%) 0.13 1 0.720
10,000 and above 4(66.7%)  2(33.3%)
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From the statistics depicted Table 4.12, there was a statistically significant association
concerning gender and non-adherence (p=0.033). Males (51.4%) were likely to be
non-adherent as compared to their female counterparts (24.0%). No significant
differences were established amid non-adherence and other socio-demographic

features (P>0.05).

Factors Associated with ARVs Non-adherence
Table 4.13 presents the results of frequency, duration, distance, servieéwreceived; and

cost factors related with ARVs non-adherence.
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Table 4.13: Frequency, Duration, Distance, Service Received & Cost Associated with
Non-adherence to ARVs

Variable Category Non-Adherence v df P-
value
No Yes
n(%) n(%)

Length of Below 12 Months 4(30.8%) 9(69.2%) 591 1 0.015
ARV 12 months and 32(68.1%)  15(31.9%)
Medication  Above
Frequency Once a day 33(76.7%) 10(23.3%) 17.73 1 <0.001
of Taking Twice a day 3(17.6%)  14(82.4%)
Medication
Distance to  0-10 km 11(68.8%) 531.3%) 201 2 0.367
CCC 10-50 km 25(59.5%) 17(40.5%)

50-100km 0(0.0%)  1(100.0%y
Mode of Walking 10(41.7%)  14(58.3%)y=*558 3 0.134
Transport to  Public transport 14(77.8%) 4(22.2%)
CCC Motor bike /cycling 5(62.5%) .A3(37.5%)

Walking and Public 4(57.1%) 3(@2.9%)

transport
Money 0-20 5(62.5%) 3(37.5%) 2.14 2 0.343
Spend on 20-100 20(80.0%) 5(20.0%)
Transportto  100-200 2(50.0%) 2(50.0%)
CcCC
Other Food 7(63.6%) 436.4%) 449 4 0344
Expenses to  Treatment of 0(0.0%) 1(100.0%)
CCC Opportunistic

Infections

Food and Treatment 15(68.2%) 7(31.8%)

of Oppertunistic

Infections

Food, Hospitalization 14(73.7%) 5(26.3%)

and Treatment of

Opportunistic

Infections

Hospitalization and 0(0.0%) 1(100.0%)

Treatment of

Opportunistic

Infection
Service Very good 21(51.2%) 20(48.8%) 4.82 2  0.090
received at  Good 12(75.0%) 4(25.0%)
CCC Average 3(100.0%) 0(0.0%)
Well Yes 35(59.3%) 24(40.7%)  0.68 1 0410
Attended by  Not sure 1(100.0%) 0(0.0%)
Health Care
workers
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The findings displayed in Table 4.13 show that there was a statistically significant
link between length of ARV treatment and non-adherence (p=0.015). Participants on
ARV medication for less than 12 months were probable non-adherent (69.2%)
equated to those on medication on for 12 months and above (31.9%). Statistically
significant relationship between frequency of taking ARV medication and non-
adherence (P<0.001) was noted. Participants who were taking medication twice per a
day were non-adherent (82.4%) as likened to those who were taking/Once per day
(23.3%). There was no significant relationship found concerning non-adherence and
clinic distance, mode and means of transport, cost, service atsthe cliniciand being well

attended to (p>0.005).

HIV and ARVs Knowledge Factors and Nen-adhetence to ARVs Treatment
Table 4.14 presents the outcomes of thewtelationship between HIV and ARVs

knowledge factors and non-adherence'to ARVs'treatment.

Table 4.14: HIV & ARVs Knowledge«lufluences Associated with ARVs Non-adherence

Variable Category Non-adherence r d.f. P-
No Yes value
n(%) n(%)

HIV / AIDS is cutable  Agree 8(36.4%) 14(63.6%) 7.66 1 0.006
disease Disagree 27(73.0%)  10(27.0%)
ARVs cure HIV Agree 11(52.4%) 10(47.6%) 0.53 1 0467

Disagree 23(62.2%) 14(37.8%)
Adhering to the Agree 34(60.7%) 22(39.3%) 2.94 1 0.087
prescribed ART is Disagree 00.0%)  2(100.0%)
1mportant
I except to be cured Agree 20(46.5%) 23(53.5%) 10.78 1 0.001
from HIV in future Disagree 15(93.8%) 1(6.3%)
Alcohol and drug use Agree 10(71.4%) 4(28.6%) 1.12 1 0.291
does not impair Disagree 25(55.6%)  20(44.4%)
effectiveness of ARV
ARVs have no side Agree 8(47.1%) 9(52.9%) 1.33 1 0.250
effects Disagree 26(63.4%)  15(36.6%)
ARVs prevent Agree 35(63.6%) 20(36.4%) 6.26 1 0.012
Opportunistic Disagree 0(0.0%)  4(100.0%)
Infections
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A statistically significant difference between the knowledge that HIV/AIDs is a
curable disease (p=0.006) was found. Participants who agreed with this statement
were more non-adherent (63.6%) as compared to those who disagreed (27.0%). There
was a significant difference between the statement, “I expect to be cured from HIV in
future” and non-adherence (p=0.001). Participants who agreed with the statement
non-adherent (53.5%) paralleled to participants who disagreed with<the stateément
(6.3%). There was statistically significant difference between knowledge that ARVs
prevents opportunistic infection and adherence (p=0.012){ All the_participants who
disagreed with the statement were non-adherent (100% compared to participants who

approved the statement (36.4%).

Association between Psychesocial Factors and Non-Adherence

Table 4.15 presents results of association between psychosocial factors and non-

adherence to ARVs treatment:
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Table 4.15: Psychosocial Factors Associated with ARVs Non-adherence
Variable Category Non-adherence v d.f. P-
No Yes value
n(%) n(%)
Received No 0(0.0%)  1(100.0%) 1.40 1 0.237
Counseling Yes 33(58.9%) 23(41.1%)
before and after
taking ARVs
Use of No 19(46.3%)  22(53.7%) 9.38 1 0.002
Alternative Yes 16(88.9%) 2(11.1%)
Medicine
(Herbal)
Use of No 22(50.0%)  22(50.0%) 4.93 17 0.026
Alternative Yes 11(84.6%) 2(15.4%)
Medicine (Faith
Healing)
Use of Alcohol  No 20054.1%) 17(45.9%) 1.14 1 0.285
and other Drugs  Yes 15(68.2%) 7(31.8%)
Depression Normal 5(22.7%) "\ 17¢17.3%) 25.04 5 <0.001
Level Mild depression 3(75.0%) 1(25.0%)
Borderline 2(66.7%,) 1(33.3%)
clinical
depression
Moderate 5¢55.:6%) 4(44.4%)
depression
Severe 13(100.0%) 0(0.0%)
depression
Extreme 8(88.9%) 1(11.1%)
depression
Depression No depression 1034.5%) 19(65.5%) 15.23 1 <0.001
Depression 26(83.9%) 5(16.1%)
Alcohol Use No 21(55.3%) 17(44.7%) 0.97 1 0.325
Yes 15(68.2%) 7(31.8%)

Independent,predictors of non-adherence to ARV's

There were statistically substantial association amongst usage of alternate medicine

(Herbal) besides non-adherence to ARVs (p=0.002). Participants who did not use

alternative medicine (Herbal) were non-adherent (53.7%) as linked to those using

alternative medicine (11.1%). Further, there was a statistically noteworthy association

amid use of alternative medicine (faith healing) and non-adherence to ARVs
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(p=0.026). Participants who did not use alternative medicine (Faith healing) were
more probable to be non-adherent (50.0%) as likened to those not utilizing alternative
medicine (15.4%). A substantial association between depression and non-adherence to
ARVs (p<0.001) was noted. Participants not depressed were probable to be non-
adherent (65.5%) as equated to those who were depressed (16.1%).

Table 4.16 further presents results of independent forecasters of non-adherence to
ARVs after adjusting factors that were significantly linked with it at“the bivariate

level (p<0.05).

Table 4.16: Independent Predictors of Non-adherence to ARVs
Variable Category AOR. /795%€C.JIA.OR. P-Value
Lower” Upper

Gender Female Ref.

Male 4.77 0.80 28.36 0.086
Length of ARVs Use Below 12 Months Ref.

12 Months & above 0.78 0.12 5.26 0.802
Frequency of taking  Once Per Day Ref.
ARVs Twice Per Day 24.79 3.29 186.53 0.002
HIV / AIDS is Agree Ref.
curable disease Disagree 1.46 0.26 8.16 0.669
Depressed No Ref.

Xes 0.11 0.02 0.61 0.011

Note: A.O.R.-Adjusted Qdds,Ratio;\C.I.-Confidence Interval; Ref.-Reference Category.

Participants.who, were-taking ARV medication twice per day were 24.8 likely to be
non-adherent,as associated to those taking once per day (A.O.R.=24.79, 95% C.I
329:186:53; P=0.002). The odds of non-adherence was 0.11 less among the
participants with depression as compared to those without depression (A.O.R.=0.11,
95% C.10.02-0.61, P=0.011).

Depression and Socio-demographic Aspects
Table 4.17 presents outcomes of link between depression and socio-demographic

aspects.
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Table 4.17: Socio-demographic Factors Associated with Depression
Variable Category Depressed Y df. P-
No n(%) Yes n(%) value
Gender Male 21(60.0%) 14(40.0%) 4.58 0.032
Female 8(32.0%) 17(68.0%)
Age 28 Years and 7(43.8%)  9(56.3%) 2.50 2 0.286
Below
29-39 Years 10(40.0%) 15(60.0%)
40 Years and 12(63.2%)  7(36.8%)
above
Marital Single 7(38.9%) 11(61.1%) 0.96 2 40.619
Status Married 14(53.8%) 12(46.2%)
Divorced/separate/ 7(46.7%)  8(53.3%)
Widowed
Religion Christian 24(52.2%) 22(47.8%) 091 0.340
Others 5(71.4%)  2(28.6%)
Education Secondary and 17(54.8%) 14(45.2%) 1.09 0.297
Level above
Primary and 12(41.4%) 17(58.6%)
Below
Employment Employed 17(51.5%)“~16(48.5%) 1.37 0.241
Status Unemployed 5(33.3%),. 10(66.7%)
Income 10,000 and Below 18(46.2%) 21(53.8%) 0.88 0.349
10,000 and Above 466.7%) ™~ 2(33.3%)

The findings in Table 4.1 shew that there was statistically substantial association

concerning depression and gender (p=0.032). Females were probable to be depressed

at 68.0% as related to the males at 40.0%.

Summary of Key Findings

1. "There were statistically noteworthy association between length in ARV treatment

and non-adherence (P=0.015). Participants who were taking ARV medication

twice per day were 24.8 non-adherent as likened to individuals taking once per

day (A.O.R. =24.79, 95% C.13.29-186.53, P=0.002).
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. There were substantial relationships concerning depression in addition to non-

adherence to ARVs (P<0.001). Non-depressed participants were likely to be non-

adherent (65.5%) as compared to those who were depressed (16.1%).

. HIV & ARVs Knowledge factors connected with ARVs non-adherence: There

were statistically major difference amid the knowledge that HIV/AIDs is a

treatable disease (P=0.006).

. Certainly not substantial connection established concerning non-adherenee and

distance to clinic, mode and means of transport, cost, service at the ‘elinic and

being well attended to (P>0.005).

. A statistically significant relationship amid use offunconventional remedy (faith

healing) as well as non-adherence to ARVs (P=0.026) was noted. Participants who
use alternative medicine (faith healing) were non-adherent (50.0%) equally related

to those who were not using alternativesmedicine (15.4%).

. There was a statistically sigmificant Tink between gender and non-adherence

(p=0.033). Males (51.4%,) were probable to be non-adherent as likened to the
female (24.0%). Nossignificant differences were found amid non-adherence and

other socio“demographic characteristics (p>0.05).

Summary

The,chapter’dealt with data analysis, interpretation, and presentation. The data was
presented in figures and tables with a brief explanation of the outcomes. Chapter five
discusses the key findings and provides the conclusions and recommendations of the

study.
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CHAPTER FIVE

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS

Introduction
This chapter, discussions of the outcomes from chapter four are provided with
scientific evidences from previous studies. To achieve its’ goal, the researcher used
three objectives which included the following; to explore factors that affect HIV anti-
retroviral therapy among HIV positive adults in Kibra; to assess ‘psychological
implication of non-adherence among HIV positive adults in (Kibra “and determine
socio-demographic characteristics of non- adherence among HIV “positive adults in

Kibra.

Discussions of Key Findings
The objectives of this investigation aimed at.analyzing elements affecting adherence
to HIV anti-retroviral therapy among HEV positive adults in Kibra, Nairobi County.
The outcomes of the investigation révealed that majority of respondents were on
ARVs over three years, Further dominant parts of the respondents were perceived as
having low levels ofs.depression. The study additionally established prevalence of

ARVs non-adheérence was low among the respondents.

Factors Affecting HIV ART Adherence among HIV Positive Adults
The first objective of the study was to explore factors that affect adherence to HIV
anti-retroviral among HIV positive adults in Kibra, Nairobi County, Kenya. Findings
highlighted different variables that influence ART adherence. The study found out
relationship between length of ARV medication and non-adherence. Participants who
were taking ARV medication ones a day 71.7% were more adherent than 28.3%

taking ARVs twice a day. Respondents who were non-adherent reported high pill
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count, pill burden and medicine fatigue than those who were adherent. Drug fatigue
was a major cause reported by respondents who skipped taking ARVs and other
medications for treating opportunistic infections. A possible explanation on this is
that people on long-term treatment including ARV and especially those who take
many pills get tired and or feel burdened of the drugs thus stop taking the medication

all together.

Non-adherent respondents cited high pill count and drug burden as a significant factor
affecting ART adherence. The findings are in agreement with those of who stated that
factors such are low level of education among people living with"HIV, depression,
stress and other mental illnesses, patient socio economicifactors, adverse side effects
of the medicines, high pill count, medicine fatigue, poor health facilities, beliefs and
perceptions towards HIV and ART, alcehol@sesamong other factors influence ART
adherence. Given this scenario, it is noteworthy that the amount of prescription drugs

is a factor that can interfere withithe.regular and correct decision of antiretroviral.

The study also found‘out that HIV and ARVs knowledge and individual perceptions
were significant factors associated with adherence. The findings indicated that
respondents withyeducation of HIV and anti-retroviral therapy had near-perfect
adherence than’ those with no knowledge. The outcomes, consequently, resonate well
with Patersons (2009) who stated that clients who comprehend HIV ailment and the
connection between ART adherence and functional health status reported near-perfect
adherence than those with knowledge on HIV and ART. Statistically critical contrast
concerning the knowledge indicating HIV is a curable disease (p=0.006) was
identified. It is well noted and recorded that HIV and AIDS is definitely not a curable

infection; nevertheless, ARVs are effective in prolonging life and reduce mortality
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rates. It is evident that having knowledge on HIV and efficacy of ART influence
adherence levels. Patients who are well informed about HIV and disease progression
have a better chance to appreciate ARV treatment and consequently desire better

health by use of ARVs.

The investigation found out a relationship amid use of alternative medicine (Faith
Healing) and non-adherence to ARVs (p=0.026). Respondents who  have used
alternative medicine (faith healing) were non-adherent 50.0% as equatedito those who
had not used alternative medicine 15.4%. Noteworthy, respondents ‘with heighted
religiosity discontinued ART usage to prove their firm belief in God. This indicated
they did not have faith in ARVs drugs. These findings'were in agreement with in-
depth interviews involving thirty-nine (39) very religious individuals infected with
HIV conducted in Uganda, in 2014, accessing=the role of faith in treatment decision
and surviving with HIV. The results highlighted that sixteen (16) had discontinued

ARYV use citing religious beliefsy(Tumwine & Wagner, 2012).

Those who discontinded ARV therapy reported being instructed to do so by spiritual
leaders and prephecies;, which were reinforced with Bible sacred writings, which
guided them to believe that God and not ARVs had healed them. This was further
emphasized by testimonials by "already healed" peers who had halted ART. The
findings indicate that religion could have negative outcome on ARVs usage and HIV

management (Tumwine & Wagner, 2012).

Additionally, the study found out that participants' attitudes and believes towards
ART interfered with adherence. Participants with positive attitude and believes in the

efficiency of ART were adherent than those with a negative attitude toward the
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efficiency of ART. Musembi (2013), in a study at Mbagathi District Hospital in
Nairobi, reported similar findings citing that clients with positive attitudes and
perceptions towards ART had a near-perfect adherence while those with negative bias
toward ART and HIV infection presented with non—adherence. A positive attitude
toward the efficiency of ART is a key factor to ART adherence. Possible explanation
is that patients with a positive attitude and believes towards ART will adhere better

thus improve their health status.

On clinic attendance, 57% of the respondents indicated that they missed scheduled
medical appointments due to various factors such as; traveling out ofttown by the time
of their appointment date, lack of transport money, tosthe clinic, forgetting clinic
appointment dates, being denied permission from worksto attend to their health, being
busy or being too sick to attend the appointments, and others being busy with school
work. These findings conclude thatwrespondents were not keen on visiting the
scheduled clinic appointments ‘and.would have various reasons. This may prove to
some extent, lack of ,eommutment to the treatment, lack of adequate planning
strategies, and poer time management. Some of the findings reported coincided with
Bangsberg (2010) whe-posited that clients who are experiencing adverse opportunistic
infections, might have better chances of drug adherence. However, those who have
lostshope'due to prolonged illness, and those experiencing denial, extreme anxiety due

to HIV infection may not adhere to ART.

On issues of skipping or not taking ARV medication at all, a high percentage of 67%
was noted. Some of the contributing factors were lack of food, depression, cost of
transport to the clinic for drug refill, fear of being seen by when taking ARVs, alcohol

use, running out of pills, sharing pills with others, lack of water and not understanding
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the instructions given by the HCW. In contrast, others indicated a lack of social
support and care. A study by Mukumbang and Wyk (2016) confirmed that usage of
traditional remedies while on ART was described to be a possible obstacle to ART
adherence in Uganda. In the same study, clients declared to be using concoctions and
other herbal mixtures organized by traditional faith healers for cleansing the disease
or curse off their bodies. Some of the patients in the research went on to report that
they were taking the herbal medication. From these findings, it is evident that patients
on ARVs experience various factors, which lead them to skip, taking ARVs thus

affecting adherence levels.

On medication side effects and discomfort, the® study findings indicated that
participants who encountered ART adverse“side effects were not adherent as
compared to those who had experienced drug=related side effects and discomfort. This
finding resonates with Chesney (2010)who states that clients who encounter adverse
drug reactions are likely to diseentinue treatment or request for change of treatment
regime. Drug side effects \desesibed by participants include headaches, nausea,
vomiting, diarrhea; which related well with the study by Chesney (2010). It is evident

that drug sidé.effects is-a contributing factor in ART adherence.

In thissinvestigation, majority of respondents reported they had disclosed their HIV
positive status to other people after being encouraged by HCW, fear of serious illness,
adequate trust with the individuals they revealed to, and needed support from friends
and relatives. The findings are in agreement with Dimattoe (2004) who ascertained
that symbiotic relationship between social institutions such as families, friends, health

cares, and patients is indeed essential in maintaining drug adherence.
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The participants who had social support systems and had revealed their HIV positive
status with their support systems were more adherent than those without social
support systems. The findings likewise indicated that revelation of HIV status to
relatives and friends had positive outcomes in handling issues connected to

stigmatization and discrimination allied with HIV positive living and drug adherence.

Additionally, the study found out that non-disclosure of HIV positive status affected
adherence. Respondents who had disclosed their HIV positive status’ were adherent.
The findings on non—disclosure of Mukambang and Wyk (2016) whofound out that
clients who had not revealed their seropositive status, journgyed long distances to
obtain secret treatment and avoided taking pills to-€nsure that family members and
employers did not know about their HIV status. Additionally, a study by Karanja
(2008) at Pumwani HIV Comprehensive Care=Centre in Nairobi County found out
that client revelation of HIV positive status was a major barricade to drug adherence.
A possible explanation to this 1s, that patients who have disclosed their HIV positive
status have higher chances, ofwadhering to treatment than those who have not
disclosed. Patients who have disclosed their HIV positive status adhere better to
treatment because they-have no fear of stigmatization and discrimination of their HIV

positive status and uptake of ARVs.

Psychological Implication of Non-adherence among PLWHAss in Kibra.
The second objective was to assess the psychological implication of ART non-
adherence among HIV positive adults in Kibra, Nairobi County, Kenya. The study
unraveled that, there were significant link concerning the regularity of taking ARV
medication and non-adherence (p<0.001). The findings further found out that

participants taking medication twice per day and more than one pill were non-
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adherent 82.4% paralleled to those taking once a day 23.3%. This finding was in
agreement with Chesney (2010), who states that the higher the pill burden, which is

the number of pills a client is taking the low the adherence level.

The findings also showed significant association amid depression and non-adherence
to ARVs (p<0.001). Participants who were depressed were probable non-adherent
65.5% as likened to those who were not depressed 16.1%. These findings ¢oincide
with those of Moosa (2012) who posited that depression was a significant threat
aspect that affect ART adherence. Depression among individuals with HIV and other
chronic illnesses is attributed with fear of death, hopé€lessness "and helplessness

associated with the HIV positive status.

The author notes that both cognitive and vegetative symptoms of depression may
present challenges to ART adherence. This was the opposite of the findings of the
study. Besides, although, Wangez,et al. (2004) stated that ART adherence was low in
depressed HIV positive individuals as compared with non—depressed HIV positive
persons; the study foeund out\that participants who presented with depression were

more adherent thansthese who were not depressed.

Socio-demographic Characteristics of Non-adherence among PLWHs in Kibra.
The, third objective of the study was to determine socio-demographic characteristics
of ART non-adherence among HIV positive adults in Kibra, Nairobi County, Kenya.
Based on the study findings, respondents’ socio-demographic characteristics for
instance, sex, age, and education level were highlighted as predictors of adherence.
However, there have been inconsistent outcomes about the association of these

characteristics with adherence (Ndayanga et al., 2005). The study outcomes

101

Archives

Copy



Daystar

Library

University Repository

discovered a substantial link between gender and non-adherence (p=0.033). It is
equally important to highlight that males 51.4% were non-adherent as equated to the
female 24.0%. It was noted that most men do not satisfactorily adhere to ART. A
possible explanation is that men present themselves culturally as patients who seek
minimal healthcare services, which make adherence to treatment and healing practices
less than women. Given the culture of masculinity imposed by society, the man
assumes the role of strength and virility and ends up repressing theithealth care
needs. Consequently, men omit their weaknesses and vulnerabilities before the

maintenance of ART adherence.

Another possible explanation on men and drug adhereuce is alcohol use. Alcohol
consumption among HIV positive adults was a‘eritical*factor in male ART adherence.
As indicated by the results of this investigationguit ‘was distinguished that numerous
men do not adhere well to ARV treatment, which shows that the adherence is, in fact,
a problematic care process andyreliant on numerous components - social, cultural,
financial and clinical. #The\findings, therefore, are contrary with the outcomes of
Wakibi et al. (2011), who discovered that sex, age, marital status, education level, and

economic status do not-have a weighty link with ART adherence.

Conclusion
The study found out that individuals taking ARV face diverse difficulties in adhering
to the medication. A portion of the difficulties incorporates the quantity of ARV pills
and the frequency of taking the pills. Depression, alcohol consumption influenced
non-adherence, while active social institutions were a significant factor in ART
adherence. The study found out that participants who take two capsules twice per day

were non-adherent in comparison with those taking one pill ones per day. For this
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situation, the number of tablets and the recurrence of taking the prescription interfered
with drug adherence. Social institutions were useful in offering social support to HIV
individuals, thus enhancing near-perfect adherence. Individuals who had divulged
their health status to friends, relatives, and other support networks presented with
near-perfect adherence and were able to overcome stigmatization and discrimination
associated with HIV positive status and ARV medication. This study contradicted
with several studies on degrees of depression in HIV positive individuals andyeffect
on ARV adherence. A few past studies indicate that depression is predominant among
persons living with HIV. Strangely, this study had different-findings that depression
was not very widespread among the participants. The jpercentage was relatively
minimal compared to previous studies. On the, other hand, the study findings
collaborated with previous studies citing that ARVjside effects and discomfort are a

crucial factor in drug adherence.

Individuals who experienced” ARV, drug adverse reactions had high likelihoods of
being non-adherent than-indiytduals had not encountered ARV drug side effects. Of
importance to not€, psychesocial factors such as patients' economic status, traveling
out of town,forgetting-to take medication, lack of permission from employers to seek
treatment\wese factors that influenced ART adherence. Importantly, the study found
outythat ‘education and age of HIV positive individuals do not influence ART
adherence. Still, having knowledge of HIV, ARVs, and individuals’ perceptions have
an impact on ARV adherence. Additionally, the study found out that gender was a
substantial factor in ART adherence. An outcome of the study showed that, females

were more adherent than their male counterparts.
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Recommendations

Based on the outcomes of this study, the following commendations were made:

1. The outcomes noted that participants’ knowledge on HIV, ART, and perceptions

influence ART adherence. Therefore, there is need to enhance awareness on HIV
and ART among communities, the efficacy of ART, and the importance of having
positive attitude towards ART. Additionally, health care workers should take more
time to psycho-educate HIV positive individuals on HIV diseasesthe efficaey of
ART, the importance of ART adherence, and change of megative perceptions

associated with HIV disease and effectiveness of ART.

. The study found out that social support networks “are sufficient for ART

adherence. There is a need to encourage support between HIV positive individuals
with their families, friends, health~care _workers, and other social support
institutions. Social support networks will,go a long way to curb stigmatization and

discrimination encountered‘by persons infected with HIV.

. Although the study. showed minimal interaction amid depression and ART

adherence, the-health eare ‘workers should enhance their assessment of depression

among HIV individuals and offer relevant support.

. The stady notes that adverse ART side effects and discomfort were a main cause

of non-adherence; therefore, Drug manufacturers, Ministry of Health, and other
relevant bodies should develop and provide ARV drugs, which have fewer side

effects.

. Additionally, the study found out that the number of ARV pills affect adherence.

Manufacturers and other relevant bodies need to develop a combined single

dosage of treatment.
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6. Patients' economic status affected drug adherence to some extent, financial

support for the patients is relevant to ensure they attend medical clinic

appointments and cater for other medical costs not fully covered in the CCC.

. The study indicated that a majority of those using alcohol is in the range of

dependency and need further assessment and treatment. The researcher
recommends that healthcare providers be equipped with appropriate skills to
assess alcohol use among the clients. Additionally, the governmentAo subside the

cost of treatment and rehabilitation for alcohol users.

. The study discovered that women are more adherent than the male. There is a

need to support and psycho-educate the male gender en the importance of ART
adherence even as relevant bodies find out the, reasons behind gender and ART

adherence.

. The findings also indicate thatcreligion\and personal beliefs influence ART

adherence. There is a need~to, use a multifactorial mechanism that involves all
sectors, including the faith-based organizations and traditional/cultural networks,
to sensitize communities of the importance of integrating religion, culture, and

personal beliefs with) ART treatment.

Recommendations for Further Research
A study in a different setting, probably a rural setting to find out if the findings
of this study would be replicated.
A study to ascertain gender and non-adherence.
Further investigations to discover the connection between ART adherence and

depression.
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4. A study to identify the connection between alcohol consumption and ART

adherence.
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APPENDICES

Appendix A: Introductory Letter to the Respondents

Dear Participant,

My name is Susan Kahema and I am a post graduate student at Daystar University
pursuing a Master’s degree in Counselling Psychology. Currently, I am carrying out a
study on: Factors affecting Adherence to HIV Anti — Retroviral Therapy=in Kibra,
Nairobi County. The findings of this study will go a long way in undesstanding the
factors influencing ART Adherence and importantly to inform_ en preper mitigation
strategies to improve adherence among HIV positive adults in,Kibra, Nairobi County.
The respondents will be fill a questionnaire while others*willibe“involved in a face to
face interview. It is estimated that the interview will tdke no more than 15 to 20
minutes. Please note that the information yousgiveswill be used purposely for this

study and will be treated with the utmost confidentiality.

Thank you.

Yours faithfully,

Susan N. Kahema
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Appendix B: Consent Form for the Respondents

hereby consent to participant in the study entitled Factors
affecting Adherence to HIV Anti — Retroviral Therapy in Kibra, Nairobi County. I
have read and understood the information provided and have had the opportunity to

ask questions.

I understand that my participation is voluntary and I will not be coerced in any way to
participant in the study. I understand that I am free to withdraw from the'study,at any
time without giving reasons. I understand that if I choose to decline to participate in
the study it will not affect the course of my treatment or” employment in the

Comprehensive Care Centre.

I have been guaranteed the utmost confidentiality in the handling of the information
and data about me. I understand that my identity ‘and ‘information will be kept
confidential. I agree that data collected and<findings may be published or may be

provided to other researchers in a form that'dées-not’expose my identity in any way.

I also understand that I will not directly)benefit from the study but I may be
compensated for my time and.€ommitment. Therefore, I voluntarily give my consent

to participate in this study.

Participant's signature _(or thumb print) Date

Interviewer’s signature: Date
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Appendix C: Questionnaire

Study Title: Factors affecting Adherence to HIV Anti — Retroviral Therapy in Kibra,
Nairobi County

Instructions

This questionnaire should take between 15 — 20 minutes to complete. Please answer
all the questions in the questionnaire. Mark a v the appropriate answer.

Thank you for being willing to participate in this study.

Enrollment #: Clinic #. Dates/ of Interview

Section A: Demographic information

1. Gender? [ ] Female [ ] Male

2. Kindly state your age bracket? [ ] 18-28 [ 129-39[440-50[ ] Above 51

3. What is your marital status? [ ] Single T%] Married [ ] Widowed [ ]
Divorced/separate

4. What is your religion? [ ] Christian [\ ] Muslim [ ] Hindu [ ] other (specify)

5. What is your level of education?
[ ] University
[ ] Middle lével AFertiary college
[ ] Secondary:
[ ] Primary
[ ] Never gone to school
6. What is youg,occupation?
] Employed
]
]
]

Unemployed
Business

[
[
[
[ Other Specify

7. What is your average monthly income?
[ 1] Below 5000
[ 1] Between 5000 -10000
[] Between 10000-20000
[] Above 20000
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Section B: Factors affecting Adherence to ART
8. How long have you been on antiretroviral medications?

[] 0 — 6 months
[ ] 6 — 12 months
[ ] 12 months to 3 years
[ ] 3 years and above
9. How often do you take drugs in a day?

] Once per day

] Twice per day

] Three times per day

many pills do you take in a day?

] One table per day
] One tablet twice a day
] Two tablets twice a day
[ 1] Three tablets twice a day
11. What is the distance from your residence to the HIV comprehensive care centre?

[ 10-10 km [ 110-50 km [ 150-100km [ 1100 and above

[
[
[
10. How
[
[
[

12. What is your mode of transport to the clinic?f, ] Walking [ ] Public transport

[ ] Motor bike /cycling [ ]Driving [ “other (specify) ------ - -
13. On average how much money do“you spend on fare to and from the clinic?

[ 10-20 [ ]120-400 [ 1100-200 [ 1200 and
above

Those driving state amoetnt spenton fuel

14. What other expenses do you incur as a result of being HIV positive?

[ ]1Food [ ] Hespitalization (in patient) [ ] Treatment of Opportunistic Infections [ ]
Other, Specify-"2as—-mm oo

15¢,0n a'scale of 1 to 5 how would you rate the services you receive at this clinic?
I=very good
2=good
3=average
4=poor
S=very poor

16. Do you feel well attended to by the health care workers? [ ] Yes [ ] No[ ] Not

sure

17. Do you have privacy during consultation and counseling? [ ] Yes [ ] No
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18. Have you disclosed your status to someone else other than the HCWs? [ ] Yes

[ 1No

If yes, who have you disclosed your HIV status to? -----------------

If yes to disclosure, give reasons for disclosing

[ 1] Encouraged by health care workers
[] Fear of serious illness & thus need of support from friends & family
[ ] Sufficient trust in the individual confided in
[] other, specify--------------memmeemmm o o
If no to disclosure, give reasons for not disclosing

Fear of rejection

Fear of stigmatization

Fear of being perceived as unfaithful

Fear of being beaten by spouse

Fear of being beaten by intimate sex partner

other, specify----------commmrmm e
19. Have you ever been treated differently by\family members and friends because of

your HIV status? [ ] Yes [ ] No

e
e e e e e

If your answer is yes, how?

Social support wasywithdrawn by family members and friends
I was isolated bysfamily members and friends
I was stigmatized

[]
[]
[]
[ ] Others (Specify) -#=----- S - e

20. What benefitsthave,you gained from using ARV drugs? oo

21./Theyquestions below will help us determine the knowledge you have about the

ARVs,in relations to HIV infection. Respond appropriately

Question Strongly Agree Disagree I don’t

Agree know

HIV / AIDS is curable disease

ARVs cure HIV

Adhering to the prescribed ART
is important

I except to be cured from HIV in
future

Alcohol and drug use does not
impair effectiveness of Arv
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ARVs have no side effects

ARVs prevent Opportunistic

Infections

ARVs improve immunity
22. Have you ever missed a schedule appointment at the clinic? 1= Yes = 0=No
If yes, what was the reason for missed appointment?
1 Lack of transport to the clinic
2 Forgot
3 Had travelled out of town
4 Could not get permission from work
5 Was too busy
6 Was too sick
7 Still had some drugs to take
8 Other (Specify)
23. Have you ever skipped, missed taking your ARV medication ] Yes ]

No
24. Has any of the following ever made you skip/stop taking your ARV medication?
A Side effects 1=Yes 0=No
B Felt better 1=Yes 0=No
C Felt ill 1=Yes 0=No
D Took herbal medicine 1=Yes 0=No
E Was prayed for / Faith healing 1=Yes 0=No
F Cost of transport 1=Yes 0=No
G Distance to the clinic, 1=Yes 0=No
H Lack of foed 1=Yes 0=No
I Pill burden / too many pills 1=Yes 0=No
J Lack of|social support and care 1=Yes 0=No
K Hospitalized 1=Yes 0=No
L Did not understand instructions given by HCW 1=Yes 0=No
M Shatedrpills with another person 1=Yes 0=No
N Alcehol use 1=Yes 0=No
0) Forgot / was busy 1=Yes 0=No
p Did not want others to see me take drugs 1=Yes 0=No
Q Felt depressed 1=Yes 0=No
R Did not have pills with me 1=Yes 0=No
S Ran out of pills 1=Yes 0=No
T Did not have water to take pills 1=Yes 0=No
U Did not have enough food 1=Yes 0=No
\ Did not have food completely 1=Yes 0=No
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24. Before initiation and after taking ARVs did you receive counselling sessions from

the HCW?[ ] Yes [ ] No

25. Do you use alternative medicine (herbal or faith healing)?

Herbal [ ] Yes [ ] No Faith healing [ ] Yes [ ] No

26. In the last one month have you used alcohol and/ or other drugs? [ ] Yeés.,.| | No

Section C: Psychological implication
30. On a scale of 1 to 45 1 being the lowest and four being the highest, have you felt
depressed since you started taking your ARVs. 1 2 3 4

31n the last one month, have you felt depressed?
(=rarely or none of the time (<1 day)
I=some or a little of the time (1-2 days)
2=occasionally or a moderate amount of the time (3-4 days)
3=most or all of the time (5-7 days)

Beck's Depression Inventory (BDI)

Kindly continue to fill this tool. Circle or tick either 0, 1, 2, or 3 the most appropriate
answer. Please answer all the questions. This depression inventory will be self-
scored. If you need help in filling this form please do not hesitate to ask from me.
The scoring scale is at the end of the questionnaire.
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0 I do not feel sad.

1 I feel sad

2 I am sad all the time and I can't snap out of it.
3 I am so sad and unhappy that I can't stand it.

0 I am not particularly discouraged about the future.
1 I feel discouraged about the future.
2 1 feel I have nothing to look forward to.

3 I feel the future is hopeless and that things cannot improve.

0 I do not feel like a failure.

1 I feel I have failed more than the average person.

2 As I'look back on my life, all I can see is a lot of failures.
3 1feel I am a complete failure as a person.

0 I get as much satisfaction out of things as I used.to.

1 I don't enjoy things the way I used to.

2 I don't get real satisfaction out of anything anymaore.

3 I am dissatisfied or bored with everything.

0 I don't feel particularly guilty

1 I feel guilty a good part of the time.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.

0 I don't feel I am being punished.
1 I feel I may be punished.

2 I expect to be punished.

3 I feel I am being punished.

0 I don'tfecl disappointed in myself.
1 T amudisappointed in myself.

2] am disgusted with myself.

3 Lhate myself.

01 don't feel I am any worse than anybody else.

I’T am critical of myself for my weaknesses or mistakes.
2 I blame myself all the time for my faults.

3 I blame myself for everything bad that happens.

0 I don't have any thoughts of killing myself.

1 I have thoughts of killing myself, but I would not carry them out.

3 I would kill myself if I had the chance.

0 Idon't cry any more than usual.
1 I cry more now than I used to.
2 I cry all the time now.
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3 T used to be able to cry, but now I can't cry even though I want to.

0 I am no more irritated by things than I ever was.

1 I am slightly more irritated now than usual.

2 I am quite annoyed or irritated a good deal of time
3 I feel irritated all the time

0 I have not lost interest in other people.

1 I am less interested in other people than I used to be.
2 I have lost most of my interest in other people.

3 I have lost all of my interest in other people.

0 I make decisions about as well as I ever could.

1 I put off making decisions more than I used to.

2 I have greater difficulty in making decisions more than(l used to.
3 I can't make decisions at all anymore.

0 I don't feel that I look any worse than I used te.

1 I am worried that I am looking old or unattractive.

2 1 feel there are permanent changes in“my appearance that make me look
unattractive

3 I believe that I look ugly.

0 I can work about as well as before.

1 It takes an extra effort to get started at doing something.
2 I have to push myself very hard t6"do anything.

3 Ican't do any work at all.

0 I can sleep as well asuswal.

1 I don't sleeplaswwell as I used to.

2 I wake up 1-2 houss earlier than usual and find it hard to get back to sleep.
3 1 wake up several hours earlier than I used to and cannot get back to sleep.

0. don't get.more tired than usual.

1 I, gentired more easily than I used to.

2 I get tired from doing almost anything.
31 am too tired to do anything.

0 my appetite is no worse than usual.

1 My appetite is not as good as it used to be.
2 My appetite is much worse now.

3 I have no appetite at all anymore.

0 I haven't lost much weight, if any, lately.
1 I have lost more than five pounds.

2 I have lost more than ten pounds.
3 I have lost more than fifteen pounds.
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0 I am no more worried about my health than usual.

1 T am worried about physical problems like aches, pains, upset stomach, or
constipation.

2 I am very worried about physical problems and it's hard to think of much

3 I am so worried about my physical problems that I cannot think of anything

0 I have not noticed any recent change in my interest in sex.
1 Tam less interested in sex than I used to be.

2 I have almost no interest in sex.

3 I have lost interest in sex completely.

INTERPRETING THE BECK DEPRESSION INVENTORY

Now that you have completed the questionnaire, add up“the score~for each of the
twenty-one questions by counting the number to the” righthof each question you
marked. The highest possible total for the whole test4vould be)sixty-three. This would
mean you circled number three on all twenty-onequestionsySince the lowest possible
score for each question is zero, the lowest possible seore for the test would be zero.
This would mean you circles zero on each question, You can evaluate your depression
according to the Table below.

Total Score Levels of Depression
1-10 These ups and,downs are considered normal
11-16 Mildmmood disturbance

17-20 Borderline clinical depression

21-30 Moderate depression

31-40 Severe depression over

40 Extreme depression

Section D: Alcohol Use Disorders Inventory Test (AUDIT)

For those who answered Yes on alcohol use.

Instructions

Kindly answer all questions as honestly as possible. Give a score either 0, 1, 2, 3 or 4
to answer most applicable to you. This is a self-reported tool but if you need help in
answering this questions kindly do not hesitate to ask me.
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1. How often do you have a drink containing alcohol?

Never (skip to Questions 9 & 10) (0)
Monthly or less (1)

Two to four times a month (2)

Two to three times per week (3)

Four or more times a week. (4) Score:

2. How many drinks containing alcohol do you have on a typical day when you are
drinking?

lor2 (0)
3or4d (1)
S50r6 (2)
7t09 (3)
10 or more. (4)  Score:
3. How often do you have six or more drinks on one occasion?

Never (0)
Monthly or less (1)
Two to four times a month (2)
Two to three times per week (3)
Four or more times a week. (4)  Score:
* [f total score is 0 at this point, skip to Questionsx9 & 10.

4. How often during the last year haye you found that you were not able to stop
drinking once you had started?

Never (0)

Monthly or less (1)

Two to four times.a month-(2)

Two to three times per\week (3)

Four or mere timesta-week. (4)  Score:
5. How often daring the last year have you failed to do what was normally expected
from you because of drihking?

Never (0)

Monthlyor less (1)

Twoyto four times a month (2)

Two to three times per week (3)

Four or more times a week. (4) Score:
6. How often during the last year have you needed a first drink in the morning to get
yourself going after a heavy drinking session?

Never (0)

Monthly or less (1)

Two to four times a month (2)

Two to three times per week (3)

Four or more times a week. (4) Score:
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7. How often during the last year have you had a feeling of guilt or remorse after
drinking?

Never (skip to Questions 9 & 10) (0)
Monthly or less (1)

Two to four times a month (2)

Two to three times per week (3)

Four or more times a week. (4) Score:

8. How often during the last year have you been unable to remember what happened
the night before because you had been drinking?

Never (0)

Monthly or less (1)

Two to four times a month (2)

Two to three times per week (3)

Four or more times a week. (4) Score:

9. Have you or someone else been injured as a result of your drinking?

No (0)
Yes, but not in the last year (2)
Yes, during the last year. (4) Score:

10. Has a relative or friend, or a doctor orwethershealth worker been concerned about
your drinking or suggested you cut down?

No (0)
Yes, but not in the last y€ar, (2)
Yes, during the last year.(4)==Score:

Total Score:
EVALUATION

Risk Level Intervention Score

I Alcohol education 0-7

II Simpleadvice 8-15
I Simple advice plus brief counseling and continued monitoring 16 - 19
v Referral to specialist for diagnostic evaluation and treatment 20-40

Thank you so much for taking time to complete this questionnaire.

Interviewer’s initials
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Appendix D: Ethical Clearance

Daystar University Ethics Review Board

Our Ref. DU-ERB/09/04/ 2019 /00276

. Date: 09-04-2019

Susan N. Kahema

Dear Susan,

Repository

DAVSTAR

UNIVERSITY

Athi River Campus

P.O.Box 17-90145

Daystor University, Kenya

Tel: 045 6622601 (2) (3)

Fox: 045 6622420

E-mail: admissions@daystar.ac.ke

Nairobi Campus

P. O. Box 44400 - 00100,
Nairobi, Kenya

Tel: 020 2723 002 (3] (4)

Fax: 020 2728338

E-mail: admissions@daystar.ac. ke

www.daystar.ac.ke

FACTORS AFFECTING ADHERENCE TO HIV ANTI-RETROVIRAL THERAPY IN

KIBRA, NAIROBI COUNTY

Reference is made to yous request dated 11-03-2019 for ethical a

proposal by Daystar University Ethics Review Board.

We are pleased to inform you that ethical review has been done and

1

In line with the research

final research findings to the Board for records.

5 prGjecis policy, you will be required to submit

pproval of your

approval granted.
a copy of the

Before proceeding to the next stage, ensure the following attached comments are addressed to
the satisfaction of your supervisor. Note that it’s an offence to proceed without addressing the

concerns of ERB.

This appfoval is valid for a year from ¢9-04-2019

This approval does not exempt you from obtaining a research permit from the National

Commission for Science, Technology and Innovation (NACOSTI).

Yours sincerely,

D

Wﬁﬁ’-urily Kiambi,
Secretary, Daystar University Ethics Review Board
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NATIONAL COMMISSION FOR SCIENCE,
TECHNOLOGY AND INNOVATION

Telephone:+254-20-2213471, NACOSTI, Upper Kabete
2241349,3310571,2219420 Off Waiyaki Way
Fax:+254-20-318245,318249 P.O. Box 30623-00100

Email: dg@nacosti.go.ke NAIROBI-KENYA

Website : www.nacosti.go.ke
When replying please quote

ret: No. NACOSTI/P/19/37726/29205 pae: 30" April, 2019

Susan N. Kahema
Daystar University,

P.O. Box 44400 — 00100,
NAIROBI.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on “Factors affecting
adherence to HIV Anti — Retroviral Therapy in Kibra, Nairobi County” 1 am pleased
to inform you that you have been authorized to undertake research in Nairobi County
for the period ending 30™ April, 2020.

You are advised to report to the County Commissioner and the County Director of
Education, Nairobi County before embarking on the research project.

Kindly note that, as an applicant who has been licensed under the Science, Technology
and Innovation Act, 2013 to conduct research in Kenya, you shall deposit a copy of the
final research report to the Commission within one year of completion. The soft copy
of the same should be submitted through the Online Research Information System.

(Fed\o o
GODFREY P. KALERWA MSc., MBA, MKIM
FOR: DIRECTOR-GENERAL/CEO

PeTate i vy‘rwv( r

Copy to: COUR OhiM. lquONER

Ri COUNTY
. G}G?;%ggnf ClgBl

The County Commissioner @; o
Nairobi County. <

The County Director of Education
Nairobi County.
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Republic of Kenya

MINISTRY OF EDUCATION
STATE DEPARTMENT OF EARLY LEARNING & BASIC EDUCATION

Telegrams: “SCHOOLING”, Nairobi REGIONAL DIRECTOR OF EDUCATION
Telephone; Nairobi 020 2453699 NAIROBI REGION
Email; rcenairobi@gmail.com NYAYO HOUSE
cdenairobi@gmail.com P.O. Box 74629 — 00200
NATROBI

‘When replying please quote

th
re: RCE/NRB/GEN/1/VOL. 1 pate: 137 May, 2019

Susan N. Kahehma
Daystar University

P O Box 44400-00100
NAIROBI

RE: RESEARCH AUTHORIZATION

We are in receipt of a letter from the National Commission for Science,
Technology and Innovation regarding research authorization in Nairobi County
on “Factors affecting adherence to HIV Anti-Retroviral Therapy in Kibra, Nairobi
County”.

This office has no objection and authority is hereby granted for a period ending
30t April, 2020 as indicated in the request letter.

Kindly inform the Sub County Director of Education of the Sub County you intend

to visit.
B \'D\RE
< R NAIROBI
5/1/%
ZKINOTI KIOG
FOR: REGIONA XTION
NAIROBI
cL
Director General/CEO
Nation Commission for Science, Technology and Innovation
NAIROBI

150 500%

[
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NAIROBI CITY COUNTY

‘legrams: “PRO-MINHEALTH", Nairobi
‘lephone: Nairobi 217131/313481 T p—

X: 217148

mail: pmonairobi@yahoo.com

hen replying please quote

ef. No. CMO/NRB/OPR/VOL1-2/2019/119

Library

NAIROBI
NYAYO HOUSE

P.0. Box 343459-00100
NAIROBI

COUNTY HEALTH SERVICE

Susan N. Kahema
Daystar University
P.O BOX 44400-00100
Nairobi

RE: RESEARCH AUTHORIZATION

This is to inform you that the Nairobi City County Operational Technical Working group reviewed
the documents on the study titled, “ Factors affecting adhere to Anti- Retroviral Therapy in

Kibra, Nairobi County”. Iam pleased to inform you that you have been authorized to undertake

the study in Nairobi County.

The researcher will be required to adhere to the ethical code of conduct for health research in
accordance to the Science Technology and Innovation Act, 2013 and the approval procedure and

protocol for research for Nairobi County

On completion of the study, you will submit one hard copy and one copy in PDF of the research

findings to our operational research technical working group.  _.eesseee
ZZRECTO A%,

. ' ‘_r:-ﬁi 9,.':;“’2’ {%Q
> GO )y
/AN ' /

Raphael Muli

FOR COUNTY DIRECTOR OF MEDICAL SERVICES

CC: All Sub County SCMOH’s

ALL Medical Superintendents
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