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OPERATIONAL DEFINITIONS

Attitude

Counseling

Delivery care services

in labour ward

Education

Infection control

Knowledge

Practice

It refers to the means and ways the midwives feek and think about
HIV/AIDS and their opinion about taking care of mets infected with
HIV/AIDS as measured by structured attitude scale.

Providing information to the mother during pregngntabour and
postpartum, on family planning, nutrition, therageéc support and

emotional support.

Implies on keeping the membranes intact for as Emgossible unless
medically indicated, avoidance of invasive procedursuch as

episiotomies and instrumental deliveries unlesslabsly necessary.

refers to the level of education of the particigaand will be classified
in 5 groups which are form four, form six, colleg@miversity and

others
Use of aseptic techniques in conducting deliveries

It refers to the information or correct responsemimed from the
midwives to the knowledge items on HIV/AIDS as mgas by semi -
structured knowledge questionnaire.

It refers to safe handling and disposal of hospitakte and sharp,
precautions while handling the blood and body 8uad patients, hand
washing after each patient contact, use of persqmaktective

equipments.

Xiii



ABSTRACT

Introduction: HIV infection in pregnant women has become thetrs@mificant public health
problem worldwide. The largest source of infectisrHIV transmission from infected mother-
to-child. Scientific data now confirm that HIV cée transmitted from an infected mother to her
child in utero, during delivery and through breastfing. Midwives have the ability to intervene
to reduce the transmission of the virus to the balwe purpose of this study was to assess the
knowledge, attitudes and practices of midwives toM4lVV/AIDS positive mothers delivering at
Kenyatta National Hospital, labour ward.

Study design: The cross-sectional descriptive design was utllize assess the knowledge,
attitudes and practices of midwives toward HIV/AIP®sitive mothers delivering at KNH,
labour ward.

Methods:. Inclusion and exclusion criteria were used to eilee the study population composed
of 39 midwives. Data was collected using a self iatstered, pre-tested and semi-structured
guestionnaire. Ethical approval was obtained frbenibstitutions and consent from participants.
Information sought included respondents' demographaracteristics, HIV/ AIDS knowledge,
attitude and institutional resources availabilData was analyzed using Statistical Package for
Social Sciences (SPSS) version 16 program. Botbrigége and inferential statistics analysis
was performed. ANOVA antiests were also used. The study was conducteal tiasal period

of 16 weeks from June to September 2011.

Findings. The mean knowledge score was 15.97 (SD = 2.43pbat maximum score of 23
representing moderately high level of HIV/ AIDS kvledge. Knowledge on antibody response

to HIV infection and retroviral cause of HIV/AIDSas low. There was a statistically significant

Xiv



association between knowledge among midwives amir tmidwifery roles (p = 0.018)
Midwives’ demographic characteristics, institutibfe@ctors and maternal factors did not show
significant associations with knowledge, attitude aractice.

Conclusions and recommendations: The study revealed that the midwives had adequate
HIV/AIDS knowledge but, still had gaps in certaireas. In addition they showed a positive
attitude. There is need for improved knowledge ufgfostructured educational intervention on

the care of HIV/AIDS positive mothers.
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CHAPTER ONE

1.0 INTRODUCTION

This chapter introduces the study. It represergsehsons why | felt it is important to assess the
Knowledge, Attitudes and Practices (KAP) of midwavieward HIV/AIDS positive mothers
delivering at Kenyatta National Hospital, labourrdia

HIV infection in pregnant women has become the nwghificant public health problem
worldwide (WHO, 2010). The largest source of inf@ctis HIV transmission from infected
mother-to-child. Scientific data now confirm that\Hcan be transmitted from an infected
mother to her child intero, during delivery andatingh breastfeeding. Midwives have the ability
to interven to reduce the transmission of the vicuthe baby (Oyeyeni, 2008).

Midwives play a crucial role in ensuring that praghwomen in labour with HIV/AIDS get
appropriate treatment and care during their pregngiKermodeet al, 2005). Nurses and
midwives are the major providers of health careises in sub-Saharan Africa, particularly for
maternity care (Gereiat al, 2006). Nurses and midwives are now being calleohuo play a
key role in the prevention of mother-to-child tramssion (PMTCT) of HIV, along with their

regular duties of providing maternal health servifehlers, 2006).

Human immunodeficiency virus (HIV) and acquired iome deficiency syndrome (AIDS) have

emerged much tensions and anxieties among thecpai healthcare providers. In reality, the
fear of being infected at workplaces has led tational and discriminatory treatment of people
living with HIV/AIDS. The consequence of such negafattitude is poor management of people
with HIV/AIDS who need most care, treatment, andpoprt (Kermodeet al, 2005;

Vithayachockitikhun, 2006).



11 BACKGROUND INFORMATION

Kenyatta National Hospital is situated about 3 rkikters from the Nairobi city centre along
Ngong Road, it the largest hospital in the coumtyich serves as a referral, teaching and
research centre. It provides facilities for undadyrates, postgraduate and paramedics training.

In additional it gives basic healthcare to the peab Nairobi and its surroundings.

Labour ward is located at Maternity wing on thestfiloor, operates as subunit of obstetric and
gynaecology department of Kenyatta National Ho&pitae labour ward has a total of 22 beds
of which 20 are for the first stage of labour, 3wty suites and 2 acute rooms where obstetric
emergency patients are managed. There are 2 théatebour ward, 2 incubators for premature
newborns. According to Maternity Register, currgriie unit handles over 800 deliveries per

month, in which 40 (5%) are HIV/AIDS positive mothe

In the labour ward the pregnant women are examiinesh history and physical examination are
done to all mothers. Urine is also tested for thesgnce of sugar, protein or ketones. All the
information is recorded on a partogram. A partograra record of information on the progress
of labour. Active management is advocated in labward, the components of active
management include: strict diagnostic criterialédrour, amniotomy, early use of oxytocin and
continuous labour monitoring with use of partographese measures are known to reduce the
rate of caesarean sections and operative vagitiaedes as well as prolonged labour and its
complications. However, early amniotomy is now raattinely practiced since it has been shown
not to have much effect on the duration of labond as a measure to reduce vertical

transmission of HIV.



1.2 PROBLEM STATEMENT

HIV/AIDS and its complications have generated minthrest in delivery units. There has been
an effort made to determine the mode of approacklelvery to prevent mother to child
transmission. Stigmatization towards HIV positivaients by the general population has been
widely documented. All this, and many related issdmally end up in the care of the labour
ward service providers who came in direct contaith vguch patients during their time of
delivery. The Knowledge, attitudes and practicestlodse service providers towards the
management of such patients in labour wards habeert established. Thus an effort is needed
to do this at KNH labour ward; this being a natiosad referral hospital that receives many of

these types of patients.

HIV infection in women is a problem of growing matgide and concern worldwide. Midwives
as primary care women's health care providers, meigtlly informed about the scope of HIV
infection in women in order to provide appropriatiication and care to their patients, including

the issues of perinatal and breast milk transms@iUNAIDS, 2010).

Knowledge, attitude and practice of midwives are thitial factors needed towards proper
provision of appropriate health services to pasieithis study has made effort to evaluate this

and establish basic knowledge for further research.

1.3 RESEARCH QUESTION

What is the knowledge, attitudes and practice awiNes towards HIV/AIDS positive mothers

delivering at KNH labour ward?



1.4  MAIN OBJECTIVE

To assess the Knowledge, Attitude and Practicesnidivives towards HIV/AIDS positive

mothers delivering at KNiabour ward.

1.5 SPECIFIC OBJECTIVES

1. To examine the effect of demographic charactessiicmidwives on their KAP towards

HIV/AIDS positive mothers delivering at Kenyattatiaal Hospital, labour ward

2. To determine the influence of KAP on midwives rokesvards HIV/AIDS positive

mothers delivering at Kenyatta National Hospitabdur ward

3. To assess midwives’ KAP and the influence of ingtihal factors towards HIV/AIDS

positive mothers delivering at Kenyatta Nationakpital, labour ward

4. To assess KAP of midwives and its influence on nmadefactors towards HIV/AIDS

positive mothers delivering at Kenyatta Nationakpital, labour ward

1.6 KEY VARIABLES

Based on Theoretical model and objectives theviolig variables were identified:

1.6.1 Independent variables

» Demographic factors

* Midwives factors

« |nstitutional factors

* Maternal factors



1.6.2 Dependent variables

» Knowledge
» Attitude

* Practice

1.6.3 OQutcome variables

+ Positive KAP

* Negative KAP

1.7THEORETICAL FRAMEWORK

Introduction

The Theory of Planned Behaviour (TPB) (Ajzen, 200dgs used to provide a conceptual
framework for this study “assessing knowledge tads and practices of midwives toward

HIV/AIDS positive mothers delivering at Kenyattatidamal Hospital, labour ward”.

According to Ajzen (2001postulation there are three predictor variables lthae an impact on
a person’'s intent to perform a behavior. Thesaudeclattitude, subjective norm and perceived
behavioral control. Attitude as multidimensionalnstruct is identified as the individual's
feelings and assessment of whether the behavibpreidiuce positive or negative consequences.

Attitude also is influenced by an individual's leési (knowledge) concerning the behavior.

Thus, according to TPB, individuals are more likledyengage in a behavior if the action will

assist in meeting the desired outcome, if the sagiaup(s) with whom the individual is



associated with will be pleased by the action, #ritle person has a sense of self-efficacy in
performing the behavior. The intent to perform atice is the determinant of behavior (Ajzen,
2008).

According to Ajzen (2001), attitudes are describseliefs which predispose the individual to
respond in a preferential way. That is, attitudes predisposition to react positively or

negatively to phenomena, a person or thing. In shigly the concern is midwives knowledge,
attitudes and practices towards mothers with HIXZ/81 Attitudes suggest that, there are three
major components: cognitive, affective and behavicemponents. The cognitive component
involves what a person believes concerning the NIDS mothers. This may be true or not. The
affective component is a feeling about attitudewatmls an objective or a person which
influences the evaluation and the behavioural comapb reflects the actual behaviour of an
individual (Burn & Robert, 2000). In this modifiedodel knowledge can be influenced by major
confounding factors and thus relates directly alirgctly to attitude and practices which could

also be subjected to the same influences. Thiseidasis for designing the framework for this
study.

1.7.1 Theoretical framework drawn from theoreticalstatement

Perceived behaviour|
control (Knowledge)

A 4

A 4

Positive Behaviour

A 4

Influential factors Attitudes

A 4

Negative Behaviour

A 4

Subjective Norms
(Practices)

\4

A 4

Figure 1.1: theoretical framework



This theoretical framework has been used to defignconceptual framework for the study.
Influential factors are the variables reflected emichdependent variables. Behaviour patterns are

represented by outcome variables which reflectgasitive or negative KAP

1.8 CONCEPTUAL FRAMEWORK

Independent variables Dependenanables Outcome

Demographic factors

A 4

Knowledge >

A 4

A 4

Positive KAP

—| Attitudes

Midwives factors

A 4

> Negative KAP

Practice

A 4

Institutional factors

A 4

Maternal factors

\ 4

Figure 1.2: Conceptual Framework modified (Ajzen 201)

From the conceptual framework, operational framéwas been drawn to show the
characteristics being studies under each majoabigri These are concepts that was applied

directly to the study subjects



1.9 OPERATIONAL FRAMEWORK

Independent variables

Demographic factors:
* Gender
* Age

* Education

Dependent iables

Marital status

» Experience

Midwifery Role factors:

* Delivery care

Knowledge:
* HIV/AIDS
e PMTCT

* Treatment

* Counseling

* |nfection control

Institutional factors:

A 4

Attitude:
e Caring
* Respect

e Empathy

Outoe

* Funding

* Equipment

Maternal factor:

* HIV/AIDS status

A 4

Practices:
* Model of Delivery

e Labour monitoring

A 4

A 4

Positive KAP

* Positive attributes

e Correct attributes

e Awareness

\ 4

Figure 1.3: Operational Framework

\ 4

A 4

Negative KAP
* Negative attributes

* Incorrect attributes




1.10 STUDY JUSTIFICATION

HIV/AIDS positive mothers should not be discrimisator stigmatized in the hospital during
delivering period. Discrimination in rendering delry services to HIV/AIDS positive mothers
are seen where there is denial of care. An HIV/ARSSitive mother can transmit virus to her
baby during pregnancy, labour, delivery and throbgbastfeeding. Without proper practices
during delivery and without treatment, around 130% of babies born to HIV positive women

become infected with HIV during pregnancy and dayw(WHO, 2011).

Midwives requires a wide range of competencies skills on the issues of HIV in pregnancy
women, proper practices during their care and peskttitudes towards HIV/AIDS positive

mothers delivering at Kenyatta National Hospitahdur ward.

Many conflicting study results have been reportbdud knowledge, attitudes and practices of
health care providers toward patients with HIV/AID® health facilities. Some literatures
indicated that; nurses/midwives with good knowledgel positive attitudes experience less
stress when working with people with HIV/AIDS; tkes direct correlation between knowledge
and attitudes, that positive attitude have beemetaied with a willingness to care for people
with AIDS. (Barrick, 2008; Douglas, 2005). The Knedge, attitudes and practices of these
service providers towards the management of sudiens in labour wards has not been
established, hence the need for this study.

It is apparent from the literature that nurse wiaoecfor patients with AIDS require support,
which can be in the form of informal peer suppsepecific support groups, family, friends and
professional counselors ( Stewart, 2009).

No similar study has been conducted at KNH, lalveand. Thus, research is needed to assess the

midwives’ knowledge, attitudes and practices towldief/AIDS positive mothers delivering at
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KNH, labour ward, in order to instill the underig knowledge, attitudes and practices that
enable the midwives to be positive in her/his atbenin caring for HIV/AIDS positive mothers

delivering in the labour ward.

1.11 PURPOSE OF THE STUDY

The study aimed at assessing the midwives know|eattiide and practices towards HIV/AIDS
positive mothers delivering at Kenyatta Nationalspital labour ward. This will contribute to
improved service delivery by promoting evidence dohgpractice and service providers

education.

1.12 EXPECTED BENEFITS

The study findings would establish data for nursadgication and other health professionals to
meet the midwives’ needs effectively by: providimjormation about HIV/AIDS in pregnant
women, changing the negative attitudes to posditiéudes toward HIV/AIDS positive mothers

and to improve the quality of care to HIV/AIDS ptoge mothers.

1.13 STUDY ASSUMPTIONS

 The midwives’ attitudes about the caring for HIVD§ positive mothers may be

predicted by the midwives’ knowledge about AIDS andilable support to them

* The midwives would have some knowledge regardimgrigk of HIV infection through
occupational exposure and prevention of HIV/AID$eation from the mother to the
baby

* There would be some existing positive attitudesxaning for the HIV/AIDS positive
mothers but discrimination behavour may exist amoindyvives at KNH labour ward.

* The midwives are at risk for HIV/AIDS through ocatipnal exposure due to lack of
support from the institutional. This may affect ithenowledge, attitude and practice

towards HIV/AIDS positive mothers.
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1.14 Summary

Chapter one gives the orientation to the studyunes the introduction to the study, formulation

of the problem, purpose of the study, objectivesth&f study, theoretical framework, study

justification, expected benefits and study assuomgti
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CHAPTER TWO

2.0 LITERATURE REVIEW

2.1 INTRODUCTION

This chapter review the literature related to #tigly. It includes the ideas and findings of other
researchers on what is known about the researdiigmnoand what still needs to be researched.
Literature in this study includes the global sitoaf the delivery services for HIV/AIDS positive
mothers, PMTCT services for delivering HIV/AIDS jtose mothers , knowledge of HIV/AIDS,
attitudes towards HIV/AIDS positive mothers, prees of midwives related towards HIV/AIDS

positive mothers and discrimination

Human immunodeficiency virus (HIV) and acquired iome deficiency syndrome (AIDS) have
emerged much tensions and anxieties among thecpaii healthcare providers. In reality, the
fear of being infected at workplaces has led tational and discriminatory treatment of people
living with HIV/AIDS. Unfortunately this kind of pmspective and practice exists in health
professionals despite strong evidence that hasaleyenonsexual contact with HIV-positive
individuals and taking universal precautions whierking with blood products of infected
individuals are major concerns of the healthcaviders particularly laboratory technicians,
general physicians, and nurses who spent much wiithethese patients. The consequence of
such negative attitude is seen in poor managenfepéaple with HIV/AIDS who need most

care, treatment, and support (Kermode, 2005).

12



2.2 Delivery services for HIV/AIDS positive mothers

The UNAIDS (2010) recommended the delivery anchbinbdality to the HIV-positive women,
that, may have a Cesarean-section can be doneve¢&& or have a vaginal birth. A cesarean is
recommended for the women whose viral load at 36k&as unknown or more than 1000
copies/mL; and have not taken any antiviral drugsrdy taken ZDV during their pregnancy; or

who have not received any prenatal care prior tav8éks gestation.

A woman who is infected with HIV may consider hayia vaginal birth if her viral load is less
than 1000 copies/mL, is taking ZDV with or withoather HIV medications and has been
receiving prenatal care throughout her pregnanayt, the risk of mother-to-child HIV

transmission is higher with a vaginal birth. Adadiitally, it is a good idea to avoid using any
birthing instruments that may puncture the newbaskas and minimize the mixing of mothers’

blood with child’s as much as possible.

2.3 PMTCT services for delivering HIV/AIDS posiive mother

The UNAIDS reported that, around 400,000 childremdar 15 became infected with HIV,
mainly through mother-to-child transmission. Ab&086 of these MTCT infections occurred in
Africa where AIDS is beginning to reverse decadiesteady progress in child survival high
income countries MTCT has been virtually eliminatiedugh the effective voluntary testing and
counselling, access to antiretroviral therapy, sdéivery practices, and the widespread

availability and safe use of breast-milk substsutdNAIDS, 2010)

A recent study showed that the administration dbwudine (AZT) during pregnancy, labour,

delivery and to the new born reduced the risk ofMTby 67%. This regimen has become
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standard practice for HIV-positive women in mostustrialized countries and many women are
receiving a combination of ARV treatments. Thisdarourse regimen is often not available for
women in developing countries because of cost aokl 6f adequate infrastructure. However,
there is a concerted effort to provide short tergTAo all HIV-positive pregnant women. Short
course AZT is taken orally from 36 weeks of pregnathrough labour and delivery. This
treatment does not prolong the life of the motbet,has been found to be effective in reducing
Transmission of HIV to the infant (2010)

Nevirapine is a much cheaper antiviral drug thanr AZosting about $4 per mother and baby
treated. Recent studies have shown it to be effeati reducing MTCT if a single dose is given
to mothers just prior to delivery and to newbommsniediately afterwards. In terms of both cost
and infrastructure requirements Nevirapine offera@e optimistic and realistic alternative for
ARV for developing countries. Many countries arehe process of developing guidelines and
an effective infrastructure to support ARV. BecaudRV treatments vary considerably
throughout the world and are still in the experitaéstages, nurses/midwives are encouraged to
learn more about the ARV treatments and protoceklable within their community and
country (WHO, 2010)

About 60% of HIV transmission from mother to chiklthought to occur around the time of
labour and delivery. Several factors have beencésteal with an increased risk of MTCT at the
time of labour and delivery (WHO, 2010). These ug:

Vaginal deliveries are more likely to increase ttis& of MTCT while elective Caesarian sections
have been shown to reduce MTCT. However, the paldntnefits have to be balanced against

the risk to the mother. Higher rates of post opegatleath in HIV positive women have been
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reported, especially from infective complicatiomsaddition, elective Caesarian sections are not
available to the vast majority of women worldwide.

Rupture of membranes for longer than 4 hours has lassociated with an increased risk of
transmission. Artificial rupture of membranes isagiiced routinely in many countries.
Membranes should not be ruptured artificially usldgere is fetal distress, or abnormal progress
in labour. Routine episiotomy is not recommendehis procedure should only be used where
there are specific obstetric indications. Forcepdivdries and vacuum extractions do not

necessarily require an episiotomy.

Approximately one third of infants who are infectllough MTCT are infected through breast
milk. Where alternatives such as replacement feediist, HIV positive mothers should avoid
or limit breastfeeding their infants. For HIV-neigat mothers, breastfeeding still remains the

best option.

Where resources are limited, the option of usimaeement feeding may be unavailable. Many
communities do not have a safe water supply, haviéed resources to provide sterile feeding
equipment, and have no methods of refrigeratiorpl&®ement feeding is also expensive and
many families cannot afford this added expenseaduiition, where breast feeding is the cultural
norm, seeing a mother artificially feed her infaah lead people to suspect she has AIDS. One
must also consider additional problems associaidd gastro-intestinal infections, malnutrition,
stigma and discrimination. Decisions about whetioebreast feed or to provide replacement
feeding must be made in light of the above consiitars. If replacement feeding is an option,
breast milk substitutes include: commercial infaamimula, or home-prepared formulas which are

made from animal milk, dried milk or evaporated knitith additional ingredients. Once the
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decision has been made about whether or not tstfeaed, then other considerations must be

taken into account (UNAIDS, 2010)

2.4 WHO guidelines on delivery of HIV/AIDS positivemothers

Pregnancy Labour After birth: Mother  After birihfant
Recommendation A AZT after 14Single dose AZT+3TC for 7| Daily NVP until 1
weeks (Wk) Nevirapine; days weeks after breast
AZT+3TC feeding has finished
Recommendation B Triple  ARVSTriple ARVS | Triple ARVS until| 6 wks of daily NVP

after 14 weeks

1 wks breastfeeding

has finished

Table 2.1: Guideline for PMTCT drug regime (WHO12)

2.5

Midwives knowledge of delivery care for HIV/AIDS positive mother

Midwives in Kenya are trained comprehensively atigloma level as Registered Community

Health Nurses (KRCHN). They work in different setfs. According to the Nursing Council of

Kenya Strategic Plan 2005 — 2010 (NCK, 2005) atkas will have been upgraded to a diploma

level by the year 2010 to improve their knowledgd akills and improve quality of care.

The irrational and often exaggerated fears assmtiaith HIV/AIDS by nurses and midwives

can be directly addressed through educational progres based on sound medical, social and

psychological knowledge. To be successful, suclgmammes must be sustained and supported

over a period of time. Knowledge about HIV/AIDS denstantly expanding, and nurses and
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caregivers must be continually updated through icamg education programmes and Fact
Sheets. Thus they can take the important role ofa&thg others. That is, they can advocate, not
only for Universal Precautions but also for uni@titelerance and knowledge about HIV/AIDS

(Rahlenbeck, 2004).

Prevention strategies will continue to be compreahisf fear, ignorance, intolerance and
discrimination against HIV-infected persons perdiiirses and midwives have a responsibility
to help to “normalize” HIV; this will facilitate ogn dialogue about AIDS, modes of HIV
transmission and prevention without the negativeotemns and attitudes. Respect and
compassion for others is a prerequisite for effectand dignified care. Looking inward to
examine and challenge long-held beliefs, valuesyraptions and attitudes will go a long way to
providing compassionate and respectful care. Hee#ile provided with knowledge and
compassion, in a setting of dignity and respedps& provide comfort with less misery and

isolation (Rahlenbeck, 2004).

The UNAIDS, (2010) reported that, the incidencgefinatal transmission varies from 13% and
48%, 13% to 32% for the developed world and 25%48% for developing countries.
Transmission can take place antepartum, duringvelgliand postpartum by breastfeeding.
Transmission during the first trimester may taka&cplbut current data suggest that a substantial
proportion of perinatal HIV-1 transmissions takeaqa rather late in pregnancy or during
delivery. The apparent absence of viral genome fietiad tissue, presence of a normal immune
system at birth, absence of neonatal morbidity r@pidrts of differential viral transmission in
twins are arguments in favour of late transmiss@ne of the greatest concerns for both women
and their health care provider is the possibilitgttpregnancy may accelerate the onset of AIDS

in mother. Pregnancy itself can be immunosuppresasid some investigators have hypothesized
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that the cumulative immunosuppressive effect of HlWhfection and pregnancy may accelerate

the course of HIV-1 infection in pregnant women.

Study by Grellier (2007), on midwives' knowledge HifV virus and its implication for their
attitude and practice revealed that, "though trejnmay provide midwives with technical
knowledge, it does not necessarily equip them & @wéh many of the underlying issues, which
in turn reflect on midwifery practice, It is impartt for practical knowledge to be placed within
a broader context". On the other hand, a studyechout in Lagos State, Nigeria on attitudes of
health care providers to persons living with HIVIDS by Adebajo, Bamgbala and Oyediran,
revealed that "most of the respondents (96.3%)rhaderate to good knowledge of HIV/AIDS
but the attitude of the nurses towards people diwith HIV/AIDS was poor"(Adebajoet al,
2003). Also findings from a study carried out by &iga et al, (2001), to assess knowledge and
practices of nurses with regards to HIV/AIDS reeealhat 70.1% of the nurses who responded
scored highly in the knowledge section comparealid% in the attitude and practice section.

In the study of Knowledge, attitude and practiceeasment of Health workers for HIV/AIDS in
Sri Lanka by (Koji K., Yoshi O., Rossana &.al., 2009) reported that, increasing the awareness
of HIV/AIDS among Health workers would be valualbdte minimize the risk of infection for
keeping the nation’s HIV prevalence at a minimurwele The workshop on HIV/AIDS
conducted by an experienced NGO in July 2007 wiestefe in increasing the awareness and
the knowledge of Health workers working in the sovgstern part of Sri Lanka. Therefore,
providing educational workshops organized by exdkepnofessionals, such as local public health
agencies for one to two hours or even for a haffwlauld be one way to increase awareness on

HIV/AIDS among health workers.
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2.6  Attitude towards HIV/AIDS positive mothers delvering in labour wards

Currently HIV/AIDS high transmission rate has ensgfgnuch tensions and anxieties among the
public and healthcare providers. In reality, tharfef being infected at workplaces has led to

irrational and discriminatory treatment of peoplnlg with HIV/AIDS (Sivaram, 2004).

A cross sectional study conducted in Nigeria healle facilities aiming to characterize the
nature and extent of discriminatory practices attdudes in which fifty-four percent of the
health-care professionals (550/1,021) were samipted public tertiary care facilities indicated
that, Nine percent of professionals reported refyso care for an HIV/AIDS patient, and 9%
indicated that they had refused an HIV/AIDS patiadinission to a hospital. Fifty-nine percent
agreed that people with HIV/AIDS should be on aasefe ward, and 40% believed a person's
HIV status could be determined by his or her apgeae. Ninety-one percent agreed that staff
and health-care professionals should be informednwdn patient is HIV-positive so they can
protect themselves. Forty percent believed thaltheare professionals with HIV/AIDS should
not be allowed to work in any area of health-céwa tequires patient contact. Twenty percent
agreed that many with HIV/AIDS behaved immorallydateserve the disease. Basic materials
needed for treatment and prevention of HIV were adéquately available. Twelve percent
agreed that treatment of opportunistic infectiomdHiV/AIDS patient’s wastes resources, and
8% indicated that treating someone with HIV/AIDSaisvaste of precious resources (Retial

2005).

Midwives and caregivers must examine their owndiglivalues, assumptions and attitudes
toward HIV/AIDS. Recent documentation suggests thedlth care workers are some of the
worst offenders in discriminating against, and sefg to care for people living with HIV

(PLHA). Such behaviors are unacceptable. Howevemge will come about through examining
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long-standing negative thoughts, feelings and benavThis can be done individually or with
peer groups’ support (Regsal. 2005).

Humans with HIV suffer from discrimination all ovéine world. They often feel left out in

society and may experience problems in their diéfidy HIV infection should not undermine

these peoples’ right to food, housing, work, ediocaand freedom from discrimination, and this
should be followed and protected by governmentsraddhe world (Canadian HIV/AIDS legal

network, 2006).

Many studies have documented nurses’ attitudesanderns regarding HIV/ AIDS, but little is
known about Taiwanese nurses. We documented a&sifucbncerns, gloving practices and
practical HIV/ AIDS knowledge of 1090 nurses fromeometropolitan hospital in Changhua
City, Taiwan. The response rate was 80.9%. Both &l hepatitis contraction in the workplace
was nurses’ main concern. Two hundred and ten sauise.3%) were seriously considering
leaving nursing because of fear of contracting HNDS. Virtually all nurses considered it their
right to be informed of the presence of HIV-postpatients in their direct work area and many
believed that HIV testing of patients should be detary. Practical HIV/ AIDS knowledge was
deficient. These Taiwanese nurses have concerngearslthat might be related to deficiencies
in practical HIV/ AIDS knowledge. Continuous eduoatl programmes are recommended to
alleviate these nurses’ attitudes and concernsdagpHIV/ AIDS (Juan, CW., Siebers, B.al.

2004).

2.7 Practices of midwives related to delivery carm labour wards

Cultural, sexual, religious, and legal influencdte make it difficult to freely discuss sexual

practices, preferences, sexual desires, the nuarmbitype of sexual partners, and the use of
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birth control. In addition there is often a “cloak silence” related to sexual practices. Such
subjects are often taboo and associated with eadsament, shame, guilt and rejection.
Midwives and other caregivers may also experiehesd feelings of embarrassment, shame, and

guilt as they practice certain risk behaviourdheit own personal lives (Regsal 2005).

In some societies, the use of condoms is not saredi by the religious leaders, the cultural
norms of silence regarding sexual practices, peefs¥s and desires can be problematic. These
sexual practices might include men having sex witén, sexual abuse, child abuse, and
heterosexual intercourse. Thus many dimensionsilaire challenge HIV/AIDS prevention and
care. Moreover issues like fear of contracting HiWd becoming sick and dying from the
disease. Nurses and midwives witness not only {hatients, but also their friends and loved
ones dying from AIDS, Nurses and midwives witndssfear, stigma, isolation, marginalization
and discrimination that many PLHAs experience. Aging such attitudes leads some
midwives to treat PLHAS in similar ways. Midwiveshw are infected with HIV may withhold
this information from their colleagues for fear discrimination, isolation and neglect. Many
nurses and caregivers find it difficult to talk absexuality, death, drug use, prejudices, morals
and religious beliefs (Sivaram, 2004).

Because AIDS is a fatal illness, supportive camatinooes to be a crucial issue; this fact should
also influence governments as they attempt to deveppropriate policies for addressing the
special needs of HIV/AIDS positive patients withitheir health care systems
(Vithayachockitikhun, 2006).

Supplies for infection prevention (universal pregans); Availability of supplies for preventing
HIV infection among hospital staff and patientgssential, particularly for nursing or laboratory

staff conducting HIV testing and maternity staffidering pregnant women. Essential supplies
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include clean gloves, sharps box, soap or othenfdidant, disposable needles and household

bleach (Fhl, 2009).

2.8 Summary of Literature Review

Extensively 37 literature review was cited to suppoy research, among them, WHO (2010)
and Reiset al (2005) was widely used in my study to mention w&.f&hus, literature review
confirms that midwives who are knowledgeable alléiM/AIDS have more positive attitudes
toward caring the HIV/AIDS positive mothers. Empoing the midwives will improve
women’s health and ultimately reduce discriminatlmehaviour towards HIV/AIDS positive

mothers.
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CHAPTER THREE

3.0 METHODOLOGY

3.1 Introduction

In this chapter, the process and methods usednuct the study are explained. The following
was covered: the procedure used in selecting theipants, study design, setting of the study,

sampling design, study population, data collecéind analysis and ethical consideration.

3.2 Study design

A cross-sectional qualitative and quantitative dpsge study was undertaken to assess
knowledge, attitudes and practices of midwives roMlVV/AIDS positive mothers delivering at

KNH, labour ward.

3.3Study area

The study was carried out at the Kenyatta Natidt@dpital, labour ward. Kenyatta National
Hospital is a national referral hospital of the Rl of Kenya where the highest standards of
care are expected including those toward HIV/AIRSifive mothers in labour ward. Evaluation
of this care at KNH hopefully gave an insight o flkevel of care and in direct reflection of what
is expected in the rest of the country. Detailshe# hospital are reflected in the background

information. The study was conducted between JadeSgptember 2011.
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3.4 Study population

The population under study included midwives whovpte maternity services at Kenyatta

National Hospital, labour ward at the time of study

3.5 Inclusion criteria

» Midwives who were on duty providing maternity caegvices during period of study

* Midwives who have been working at KNH labour wéod at least 3 months before the

period of study

» All consenting midwives were given a written infardhconsent

3.6 Exclusion criteria

* Midwives who were on leave as well as student rawgse excluded

* Midwives who have not worked at KNH labour ward &drleast 3 months during the

period of study

» All midwives who were not given written informedrsent

» Midwives who were not working at KNH labour ward

The Research Assistants explained to the subjeetpurpose and benefits of the study guided

by a well structured consent form. Consent was tixained freely without coercion.
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3.7 Sample size Determination

The sample size determination according to Mugénhdaugenda, (2003) was used:

n=2?P (I - p)
4

Where:
n = the desired sample size (if the target poputat > 10,000).
Z~ the standard normal deviation at the requiredidente interval

P = the proportion in the target population estedato have characteristics being measured.
Since no estimate was available, the recommended B0 Fisheret al (2008) was used. No
study in the past has been done to estimate the vpositive knowledge, attitudes and

practices of midwives towards HIV/AIDS mothers @abbobur ward.
q=1-p

d = the level of statistical significance set.

Thus: N = (1.96) (0.5) (0.5)/ (0.05) =384.16

Since the total population of midwives working ail{, labour ward is only 40, this is being

less than 10,000, and the alternative formula veasl @as follows:
nf=n: 1+ (n/N)

Where: nf = the desired sample size (when the @tjpul is < 10,000).

n = the desired sample size (when the populationli8,000).
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N = the estimate total population size (Labour whes a total of 40 who provide maternity

service).

Therefore: nf = 384/ (1+384/40) = 36.226

The minimal sample population of midwives requinedhe study was 36, but 39 midwives were

recruited for the study.

3.8  Sampling Interval

Sample interval (n) = Total number of Midwives atiK labour ward
Sample size

Since labour ward had 40 midwives who were proygdimaternity services at Kenyatta National

Hospital, the sampling interval was: n=40/36 =01.0

The estimated sample interval was approximatelyAllGeligible midwives who consented were

included in the study.

3.9 Sampling Procedure
Purposively sampling was used to obtain the dessa@uple size. Midwives who meet the
inclusion criteria in the labour ward and agreegaaticipate were included in the study. Since

sampling interval was one, all eligible midwivesrevéncluded.

3.10 Study instrument

A pre coded self- administered semi structured tipu@saire was used as the study instrument
for collecting data, which was developed by theeaesher from reviewed literature. The

guestionnaires included questions on demograpltiorfs, knowledge, attitudes and practices

and other factors as shown in operative frame wAdcording to strong and Brodt (2005),
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guestionnaire can be used to measure knowledggeidatt and practice and provide an insight
into an individual's behaviour. Uses of names wareided for confidentiality and privacy. All

eligible midwives who gave informed consent wasegia questionnaire to complete and where
necessary received assistance from the researdsestaats. The filled questionnaire was
collected by research assistants and was handedtovéhe Principle Researcher for data

analysis.

3.11 Pre testing of study instrument

The questionnaires was pre-tested and reviewedcrtain the suitability of the tool before the
actual administration. Pre-testing was done by atht@ring the questionnaire to 4 midwives
working at Pumwani Maternity Hospital were selectaddomly to represent 10% of the actual
population recommended for pre testing the questima to ensure validity (Czaja & Blair,
2005). The findings were used to improve the goastire to ensure validity and reliability.

This information did not form part of the study aat

3.12 Selection and training of research assistants

Two research assistants assisted in the colleofidiata, BScN level Il students were identified
from the school of Nursing Sciences, University Ndirobi. The researcher explained the
purpose of the study, the objectives and trainedhtbn the use of data collecting tool prior the

commencement of data collection.

3.13 Data collection, cleaning and entry

Data was collected by the principal researcher tardresearcher assistants for 4 weeks from
June — July 2011. The self-administered questioagaivere given to only consenting eligible
midwives after full explanation of the purposes &edefits of the study. After completion, the
guestionnaires were collected by the principal aegeer or by the researcher assistants. The
guestionnaire was verified for accuracy and comepless. Data from properly completed
guestionnaire was entered into the SPSS programaf@lysis. There was no spoiled

guestionnaire.
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3.14 Data analysis and presentation

The data was analyzed and results presented uadeispecific objectives in order to effectively
answer the research questions (Brink and Wood 2@Dddling was used to ensure accuracy
during data analysis. Quantitative data was andlymeng descriptive and inferential statistics.
According to Denscombe (2006) descriptive stassiiwolves a process of transforming a mass
of raw data into tables, charts, frequency diagrapis charts and bar diagrams. Data was

analyzed using Statistical Package for Social $eel{SPSS) version 16 program.

Descriptive analysis of each demographic varialds wonducted by calculating mean (SD) for
continuous variables like age and frequency distioim of categorical factors for example sex,

and training. The main outcomes of knowledge, watés and practice were described and
appropriate frequency distribution of responsessgmted using either figures or frequency
tables. Next knowledge and attitude scores wereulzked by adding up responses to 23
knowledge items to obtain a knowledge score andfiitude by adding up responses to 11 five
point Likert scale items. ANOVA and t-test were dise compare mean knowledge and attitude
scores among midwives with different demographirabteristics. All inferential statistical tests

were considered significant at a cut off of 0.05.
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3.15 Ethical considerations

Before commencement of the study permission waairedd from the following institutions and

bodies:-

i.  University of Nairobi and Kenyatta National Hospitthics and Research committee

(Ref. KNH/UON-ERC/A/128).
ii.  National Council for Science and Technold&ef. NCST/RR/12/1/MEDO11/97).
iii.  The midwives in participating hospital with whonilfdisclosure was made.

Confidentiality, privacy and dignity were also ohsal for the study subjects. None was coerced

to participate in the study.

3.16 Protection of Human Subjects

The participants were fully informed of the implicas of the study and their rights to withdraw
from the study explained in an information she&ddied to the questionnaire. The information
sheet also gave details of the purposes of they stnd expected benefits. The completion and

return of the questionnaire by participants was piithe consent for inclusion in the study.
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CHAPTER FOUR

4.0 RESULTS

This chapter presents the findings of the studkrmowledge, attitude and practices of midwives
towards HIV/ AIDS positive mothers delivering at KIN The findings are organized into

sections representing the specific study objectives

SECTION A: DEMOGRAPHIC FACTORS

4.1 Demographic characteristics of midwives

The KAP questionnaire was administered to a tofaB® midwives working at KNH. The
findings from the descriptive analysis of the mides’ social and demographic characteristics

were as follows:

4.1.1 Respondents’ Gender Distribution. N = 39

Figure 4.1 shows that most 32 (82%) of the midwiwese female. There were at least four

female midwives for each male midwife in this stuohale-to-female ratio 1: 4.6.

30



7(18%)

B Female

m Male

Figure 4.1: Gender of 39 midwives working at KNKngted in the study

4.1.2 Age Distribution of Respondents

Figure 4.2 shows the age distribution of midwive®KNH. The mean age of the midwives was
35.6 (SD = 7.6) years and age range was 20 to &3 y®ost of the midwives were in the ages
between 36 and 40 years 10 (25.6%) and 41 to 46 yeEa (25.6%). This was followed by
midwives in the age group 31 to 35 years. Fifteercgnt of the nurses were aged 20-25 years
and less than ten percent were found in each ofwtheremaining age groups 26-30 years and

46-50 years.
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Figure 4.2: Histogram of midwives’ age distributiahKNH labour ward

4.1.3 Marital status of the respondents

The marital status reported by midwives in the gtisgdpresented in Table 4.1. Out of the 39

midwives 25 (64.1%) indicated that they were madrri&he remaining 14 (35.9%) of the

participants were single.
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35.9%(n=14) 64.1%(n=25)

W Married

mSingle

Figure 4.3: Marital status of midwives at KNH

4.1.4 Education level of the respondents

Most 36 (92.3%) of the midwives reported that tihey nursing diploma qualifications (Table
4.1). The remaining three reported that they heldvarsity undergraduate degrees in nursing

(5.1%, n = 2) or nursing certificates (2.6%, n = 1)

Table 4.1: Education level of midwives at KNH

Frequency (%)
Education level
Undergraduate nursing degree 2((.1)
Nursing diploma 36 (92.3)
Nursing certificate 1(2.6)
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4.1.5 Professional qualifications

The professional qualifications of midwives recediin the study are shown in Table 4.2 below.
Most 33 (84.6%) of the participants in this studgrev registered community health nurses
(KRCHN). There were four participants who held miny qualifications (KEM/ KRM) and

were enrolled 2 (5.1%) or registered 2 (5.1%) abwives.

Table 4.2: Professional qualification of midwiveKaNH

Profession Frequency (N) Percent
KRCHN 33 84.6
KEM 2 5.1
KECHN 2 51
KRM 2 5.1
Total 39 100

4.1.6 Midwifery experience in years

The mean duration of midwifery experience was 3B € 2.6) years with a range from less than
a year to 15 years. Figure 4.4 show that most 82¢5) midwives had practiced midwifery for a
period of between 1 to 5 years. One-third of micegihad been in practice for less than one year

and approximately 4 (10%) had practiced midwifenydt least six years.
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Figure 4.4: Duration of midwifery experience amguagticipants in KAP study at KNH

SECTION B: MIDWIFERY ROLE FACTORS

Midwives, roles were investigated under three ndomains namely delivery care, counseling

and infection control.
4.2 Midwifery roles
4.2.1 Delivery care

Out of the 39 nurses, 38 (97.4%) disagreed withstalement that women should receive ARVs

during delivery even when they have not been tefsted|V.

As shown in figure 4.5, most nurses agreed 17 (4B @& strongly agreed 10 (25.6%) that they

got a sense of satisfaction from caring for pregmaomen with HIV/ AIDS.
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Figure 4.5: Satisfaction from caring for pregnanimen with HIV/ AIDS

Figure 4.6 below shows that most midwives resporatpee 14 (36.8%) or strongly agree 13
(34.2%) when asked whether they usually spend semeedealing with AIDS patients as with

other patients.
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Figure 4.6: Midwives spending same time dealindnWtV patients as other patients

4.2.2 Counseling

The midwives’ responses to the two items relatedotanseling of pregnant mothers revealed a
good understanding of midwifery counseling rolesosiMof the midwives (89.7%, n = 35)
strongly agreed that all pregnant women shouldelseet! for HIV. The majority of midwives
(53.9%, n = 21) reported that they routinely temstmen on how to prevent HIV while 17

(14.6%) did not routinely teach HIV prevention.
4.2.3 Infection control

Figure 4.7 shows a similar number of midwives eitsirongly agreed 13 (34.2%) or strongly
disagreed 13 (34.2%) that they thought they wengsktof getting HIV because of their daily

work in labour ward.
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Figure 4.7: Perceived risk of contracting HIV besa of daily work in the labour ward

SECTION C: INSTITUTIONAL FACTORS

The institutional factors examined in the studyluded funding and availability of essential

equipment for providing delivery care.

4.3.1 Funding

Approximately three-quarters (76.9%, n = 30) of wiigks in the study strongly agreed that the
government should spend or pay more into researdahevelop vaccine against AIDS. Seven
(18%) midwives agreed with this statement, while ¢2.6%) disagreed and one (2.6%) strongly

disagreed.
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4.3.2 Equipment

As shown in figure 4.8, 28 (71.8%) of midwives repd regular supplies and adequate stocks
30 (76.9%) of essential equipment required for jlog obstetric care. However, only 14

(35.9%) of midwives reported that they always usppropriately fitting gloves.
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Figure 4.8: Availability of essential equipment fooviding delivery care

SECTION D: MATERNAL FACTORS

4.4.1 HIV/ AIDS status

All the 39 midwives who responded disagreed with #tatement that HIV-positive mothers

should not get pregnant.
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4.4.2 Awareness

Most midwives (87.1%, n = 34) felt that HIV posgiwothers had a right to decide who should
know about their HIV status. Figure 4.9 shows 8#&(82.1%) of midwives strongly agreed that

the midwife should be informed if the mother thegrevattending to was HIV positive.
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Figure 4.9: Midwives should be informed about Hitdtus of clients attended

SECTION E: MIDWIVES KNOWLEDGE

To assess knowledge on HIV/ AIDS, its transmiss&nd management during pregnancy
midwives were required to respond to 23 items. @arage, the midwives responded correctly to
approximately 16 out of the 23 items (mean = 15%07,= 2.43). The lowest scoring midwife
responded correctly to 11 out of the 23 items &edhighest scorer responded correctly to 22 out

of the 23 items.
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4.5.1 HIV/ AIDS transmission knowledge

The responses on HIV transmission are shown ineTdl8. Most 37 (94.8%) midwives were
aware that it is possible for a newborn to be HBgative when the mother or father is positive.
Ninety-four percent of the midwives were also awidua open genital sores do not necessarily

have to develop following recent HIV infection.

Other areas in which most midwives frequently gawerect responses included: discordance
among couples 36 (92.3%), and inability of a pweitHIV test to predict the future illness
severity 36 (92.3%). Only one-third (34.2%) of mides correctly identified that retrovirus can

cause HIV in pregnancy.

Table 4.3: Midwives knowledge on HIV/ AIDS transsign among midwives at KNH labor

ward
Knowledge item Mean scores P
value*
Correct Incorrect Don't
Know
Human Papilloma Virus (HPV) can cause HHN) ( 83.8 13.5 2.7 <
0.001
Soon after infection with HIV a person developsmoped4.7 5.3 0 <
sores on his or her genital)( 0.001
If a woman tests positive for HIV the test can tedlv  92.3 7.7 0 <
sick the person will becom&) 0.001
There is a vaccine available to prevent women from82.0 7.7 10.3 <
getting HIV F) 0.001
HPV is caused by the same virus that causes H)V (65.8 10.5 23.7 <
0.001
It is easier to get HIV if a person has another TP 84.6 154 0 <
0.001
Genital herpes is caused by the same virus as FIV 84.2 10.5 5.3 <
0.001
Retrovirus can cause HIV in pregnangy ( 34.2 39.5 26.3 0.63
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It is possible that when the mother or father is 94.8 2.6 2.6 <

positive, their newborn can be negatie ( 0.001
If a pregnant woman is HIV positive it means thet h 92.3 7.7 0 <
spouse/husband is HIV positivE)( 0.001
Blood and semen are the only body fluids known to 84.6 15.4 0 <
transmit HIV §) 0.001
Even outside the body, HIV is very hard to ki) ( 60.5 29.0 10.5 0.006

*P value comparing percentage of correct and irabmesponses

4.5.2 PMTCT knowledge

The midwives’ responses reflected moderate knovdealy PMTCT and ART treatment with
between 24 (60.5%) and 35 (89.5%) of respondesisoraling correctly to items in these two

areas (Table 4.4).

Table 4.4: Midwives’ knowledge on PMTCT

Knowledge item Mean scores P
value*

Correct Incorrect Don’t

Know

Women with HIV can transmit it to their babies veéhil 71.8 28.2 0 0.0001
they are pregnant{
Artificial rupture of membranes is preferable in IT  89.5 5.3 5.3 <
(F) 0.001
A triple drug ART regimen is used in MTCTY) 76.9 7.7 15.4 <

0.001
Would you encourage breastfeeding for more than 660.5 39.5 0 0.066

months to a mother you know is HIV/AIDS positive

(F)

*P value comparing percentage of correct and irabmesponses
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4.5.3 Treatment knowledge and progression of HIV

Midwives displayed least knowledge when asked alaotibody responses to HIV infection.

Only 12 (30.8%) of the midwives gave a correct oese when asked the duration between HIV
infection and antibody response. The other areashioh at least 50% of midwives were unable
to give a correct response were HIV encephalopashgn indication of antiretroviral treatment
(43.6%, n = 17 correct responses), and recurreginabhyeast infections or cervical cancer as

possible signs of HIV infection (46.2%, n = 18 @mtrresponses).

Table 4.5: Midwives’ knowledge on treatment andgpession of HIV

Knowledge item Mean scores P
value*

Correct Incorrect Don't

Know
The normal CD4 count is 500-1200 cells/ mm) ( 76.3 10.5 13.2 <0.001
There is an effective treatment of HIV/AIDS posgiv 54.1 45.9 0 0.486
mothers F)
Persons infected with HIV will likely develop 30.8 41.0 28.2 0.345
antibodies within 6 months-}
HIV positive newborns sometimes revert to HIV 59.0 30.8 10.2 0.012
negative statusl)
Recurrent vaginal yeast infections or cervical eanc 46.2 51.3 2.5 0.65
may indicate HIV infection in womem |
HIV encephalopathy is an indication of antiretravir 43.6 41.0 15.4 0.82

treatment )

*P value comparing percentage of correct and irabmesponses
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4.5.4 Knowledge and midwives demographic charactesiics

The knowledge scores for nurses with different dgraphic characteristics are compared in

Table 4.6. There were no statistically significdifterences in the level of knowledge among

male and female midwives. On average, male midwseesed 16.42 compared to a mean score

of 15.9 among female midwives, difference = 0.580CI -1.52 to 2.63t(= 0.54, p = 0.59).

Midwives with longer experiences in midwifery appshto be more knowledgeable on HIV
(mean = 16.5) but the association between experiemd knowledge was not statistically

significant (ANOVA F = 0.11, p = 0.89).

Midwives’ marital statust(= 1.04, p = 0.30) and age (ANOVA F = 0.98, p =5) Were both not

significantly associated with their knowledge o WHAIDS (Table 4.6).

Table 4.6: Level of knowledge and demographic dattarsstics of midwives at KNH labor ward

Mean knowledge score t-test/ ANOVA
[out of 23 (maximum)]
Gender P value
Male 16.42 0.59
Female 15.9
Age
20-25 years 15.33 0.45
26-30 years 16.67
31-35 years 15.75
36-40 years 16.1
41 years and above 16.8
Marital status
Married 16.28 0.30
Single 15.42
Midwifery experience
<1 year 16 0.89
1-5 years 15.86
6 years and above 16.5
Professional training
KRCHN 16.15 0.29
Other (KEM/ KRM/ KECHN) 15
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4.5.5 Knowledge and midwife roles

There was a statistically significant associatieteen knowledge among midwives and their
perception of the risk of getting AIDS because hadit daily work in labour ward (p = 0.018,
Table 4.7). The midwives who strongly disagreedhis statement had a higher knowledge on

HIV AIDS compared to those who agreed with theestent.

Table 4.7: Knowledge and midwife roles reportechbgiwives in KNH labor ward

Mean knowledge scorg Mann Whitney
[out of 23 (maximum)] | test
P value
Satisfaction from caring for HIV positive clients
Strongly agree/ Agree 16.2 0.31
Strongly disagree/ Disagree 15.5
Spend same time dealing with HIV patients ag
other patients
Strongly agree/ Agree 15.9 0.59
Strongly disagree/ Disagree 16.6
At risk of getting AIDS because of work in
labour ward
Strongly agree/ Agree 15.7 0.018
Strongly disagree/ Disagree 17.2
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4.5.6 Knowledge and institutional factors

Midwives knowledge did not show a significant asathen with any of the institutional factors

examined in the study including essential supgjpes 0.76), and adequate stocks of in maternity

wing (p = 0.69, Table 4.8).

Table 4.8: Knowledge and institutional factors mepd by midwives at KNH labor ward

Mean knowledge score
[out of 23 (maximum)]

Mann Whitney
test

P value
Government should spend or pay more money into
vaccine research
Strongly agree/ Agree 16.02 0.44
Strongly disagree/ Disagree 15.0
Regular supply of gloves, apron, masks
Yes 16.0 0.76
No 15.91
Adequate stocks of sterile gloves in maternity wing
Yes 16.0 0.69
No 15.9
Always have gloves appropriate for hand size
Yes 15.7 0.65
No 16.1

4.5.7 Knowledge and maternal factors

The correlation between midwives knowledge and tlesiponses on maternal factors are shown

in Table 4.9. Maternal factors like midwives’ regge on whether they should be informed of

the HIV status of mothers they attended did nawskignificant associations with midwives’

knowledge (p = 0.27).
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Table 4.9: Knowledge and maternal factors

Mean knowledge score Mann Whitney
[out of 23 (maximum)] | test
P value
Pregnant HIV positive women have right to decide
who should know about it
Yes 15.9 0.29
No 17.5
Midwife should be informed when attending a HIV
positive client
Strongly agree/ Agree 16.2 0.27
Strongly disagree/ Disagree 15

SECTION F: MIDWIVES ATTITUDES

4.6.1 Caring, respectful and empathetic attitude
Most midwives had a positive attitude toward HIVsjiwe mothers because 59% of
midwives strongly disagreed with the statement Hi& positive mother had themselves to

blame (Figure 4.10).
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Figure 4.10: Midwives responses on whether HIV fpasimother have themselves to blame

In addition most midwives did not have strong prefiee against caring for HIV positive
mothers with 12 (30.8%) midwives disagreeing anq58L9%) strongly disagreeing when asked

whether they would prefer not to care for HIV postwomen.

Ten percent (n =4) midwives reported that awarenésBV/ AIDS has made them fearful about
caring for pregnant mothers with HIV and 41% (n 6 midwives indicated that they were
scared that they might get infected while workisgaamidwife. Twenty-four (61.5%) midwives
felt that a midwife who is HIV positive should hdlpdelivery of women while 12 (30.8%) felt

that they should not.

In table 4.10 shows that the two midwives prefgrmmot to care for HIV positive women both
had experience between 1 to 5 years and thosetirgpéear had experience of between 1 to 5
years (13.6%, n =5) or 6 years and above (25%10)=
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Table 4.10: Training, midwifery experience and mihkg attitudes *

Training P Midwifery experience

Attitude item Total KRCHN | Other <ly |15y |>6y

N (%) | (%) (%) (%) (%) | (%)
| would prefer not to care for 2 (5.7) 3.4 16.7 032 O 105 O 0.6
HIV positive mothers
HIV awareness has made met (10.3) | 9.1 16.7 05| O 13.6 25. 0.14
fearful about caring for
positive women
| am scared | might get 16 (41) 39.4 50.0 0.67 30.7 50. 25. 0.5
infected while working as a
midwife
HIV positive midwives 24 (66.7)| 73.3 33.3 0.15 50.0 80.0 50 0.13
should assist in conducting
deliveries

*No statistically significant associations; Fishe€xact tests

4.6.2 Attitude and midwife roles

Table 4.11 shows that the responses to attitudesitdid not show a statistically significant

association with midwife roles. None of the midwsweho disagreed that they spent similar time

with HIV patients as with other patients reportédttthey would not prefer to care for HIV

positive mothers.
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Table 4.11: Midwives attitudes and midwife roles*

Satisfaction | P Time spent Perceived risk

derived from with patients of infection

caring
Attitude item Total Al D/ A/ D/ A/ D/

N (%) SA SD SA SD SA SD

(%) | (%) (%) | (%) (%) | (%)
| would prefer notto | 2 (5.7) 3.9 14.3| 0.38| 8.0 0 0.99 8.7 0 0.99
care for HIV positive
mothers
HIV awareness has | 4 (10.3) | 7.4 125/ 055| 7.4 25 0.22 7.7 11.1 0.99
made me fearful about
caring for positive
women
| am scared | might get 16 (41) | 37 62.5| 0.25| 37 62. 0.25 50,0 33. 0.46
infected while working
as a midwife
HIV positive midwives | 24 57.7 85.7| 0.22| 60 100 0.07 69.6 77.8 0.99
should assist in (66.7)
conducting deliveries

*No statistically significant associations; Fisclsezxact test

4.6.3 Attitude and institutional factors

As shown in Table 4.12, midwives responses to ualititems did not show significant

associations with any of the three institutionaltéas examined. Most midwives regardless of

their responses on institutional factors agreed thl/ positive midwives should conduct

deliveries. Similarly only few midwives regardless§ their responses to institutional factors

indicated that they would not prefer to care fowhbositive mothers or that they were fearful.
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Table 4.12: Midwives attitudes and institutionalttas*

.99

b1

|74

Gloves supply* P Adequate P Gloves size*
stocks*
Attitude item Total True | False True | False True | False
N (%) | (%) |(%) (%) | (%) (%) | (%)
| would prefer notto | 2 (5.7) 3.7 12.5 041 3.9 11.1 045 7.1 4.8
care for HIV positive
mothers
HIV awareness has | 4 (10.3) | 3.6 27.3 0.06 10 11.1 099 143 8.0
made me fearful
about caring for
positive women
| am scared | might | 16 (41) | 42.9 | 36.4 0.99 46.7 22.2 0.26 357 44
get infected while
working as a midwife
HIV positive 24 61.5 | 80.0 0.44 63 77.8 069 714 63.6
midwives should (66.7)
assist in conducting
deliveries

.13

*No statistically significant associations; Fiste€xact test

4.6.4 Attitude and maternal factors

Table 4.13 shows that the two midwives who woulefgr not to care for HIV positive mothers
agreed or strongly agreed that midwives need tomtoemed about the HIV status of pregnant
mothers they were attending. The four midwives wieoe fearful about caring for HIV positive
mothers also said that midwives need to be inforataslit the HIV status of pregnant mothers

they were attending. No significant associationgewund between attitude and maternal

factors.
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Table 4.13: Midwives attitudes and maternal fac¢tors

Midwife be informed on P value
clients HIV status

Attitude item Total A/ SA (%) D/ SD (%)
N (%)
| would prefer not to care 2 (5.7) 5.7 0 0.99

for HIV positive mothers

HIV awareness has made 4 (10.3) 10.3 0 0.99
me fearful about caring for
positive women

| am scared | might get 16 (41) 40.5 50.0 0.99
infected while working as
a midwife

HIV positive midwives 24 (66.7) 37.5 41.7 0.54
should assist in conducting
deliveries

*No statistically significant associations; Fiste€xact test

SECTION G: MIDWIVES PRACTICE

4.7.1 Model of delivery and labour monitoring

Approximately half (53.9%, n = 21) of midwife indlstudy reported that they always use double
gloves when delivering a baby and 18 (46.1%) rembthat they did not always use double
gloves. As shown in figure 4.11 below most midwigg®ngly disagreed that midwives should

be allowed to refuse delivery for mothers with HAMDS.
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Figure 4.11: Midwives’ responses on refusal towlHIV positive mothers

Further, 10 (25.6%) midwives disagreed and 17 @3.8trongly disagreed that it is dangerous

for midwives to care for HIV positive mothers.

4.7.2 Practice and midwives demographic charactetiss

As shown in table 4.14 there was no significanbeisgion between midwifery practice and

gender or marital status of participating midwives.

Table 4.14: Midwifery practice according to sex amakital status

Sex P Marital status P
Practice item Total | Female| Male Married | Single
N (%) | (%) (%) (%) (%)

It is dangerous for midwives to| 7 (20.6) | 21.3 16.7, 0.99| 143 30.8 0.39
care for HIV positive mothers

Midwives should be allowed to| 6 (15.7) | 15.6 143 099, 12 21.4 0.68
refuse to deliver mothers with
HIV/ AIDS
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Table 4.15 shows that the practice of midwives ritl show significant association with their
training or length of midwifery experience. Apprmately 18% of KRCHN thought it was
dangerous to care for HIV positive mothers compace83.3% of nurses with other training.
Fifteen percent of KRCHN felt midwives should béoaded to reuse to deliver mothers with

HIV and 16.7% of nurse with other training expresdee same opinion.

Table 4.15: Midwifery practice according to traigiand experience

Training P Midwifery P
experience

Practice item Total | KRCHN | Other <ly |15y |>6y

N (%) | (%) (%) (%) | (%) | (%)
It is dangerous for midwivesto | 7 (20.6)| 17.9 33.3 | 058 25 15.8| 333 0.56
care for HIV positive mothers
Midwives should be allowed to | 6 (15.7)| 15.5 16.7 0.99| 30.8 9.1 0 0.24
refuse to deliver mothers with HI\/
AIDS

4.7.3 Practice and midwife roles

Table 4.16 show that there was a significant aasioti between satisfaction with providing care
to HIV positive mothers and perception on the damjecaring for HIV positive mothers. Fifty

percent of midwives who said it were dangerousati@ ¢or HIV positive mothers disagreed or
strongly disagreed that they got satisfaction frcaring for HIV positive mothers compared to

12% of midwives who did not think it was dangertwusare for HIV positive mothers.
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Table 4.16: Midwifery practice according to midwifeoles

Satisfaction| P Time spent| P Perceived P
derived with risk of
from caring patients infection
Attitude item Total A/ D/ A/ D/ A/ D/
N (%) SA |SD SA | SD SA |SD
(%) | (%) (%) | (%) (%) | (%)
It is dangerous for midwives to | 7 (20.6) | 12 |50t | 0.03 | 16 20| 0.99| 23.8 222 0.99
care for HIV positive mothers
Midwives should be allowed to | 6 (15.7) | 11 25| 057, 185 O 032 192 O 0.30

refuse to deliver mothers with
HIV/ AIDS

tstatistically significant p < 0.05

4.7.4 Discrimination of HIV/AIDS positive mothers

The midwives reported discrimination of HIV/AIDS gitve mothers in the labour ward.
Midwives suggested several approaches to prevendibcrimination. Out of the 39 midwives,
19 (48.7%) proposed that educational means camipéoged to reduce discrimination. Among
the proposed methods of nurse education were atgers@minars, PMCTC training and other
HIV/ AIDS training. The next most common suggestimade by 9 (23.1%) nurses was that
discrimination could be reduced by raising awarsreasong midwives on the management of
HIV/ AIDS during pregnancy. The suggested focus tba awareness campaigns was on

transmission of HIV/ AIDS and how midwives coulafect themselves from HIV.

Other approaches which were less common focusetieopatient with suggestions that if the
patients were put on ART and properly managed they would not be discriminated during
pregnancy. Two midwives suggested that the patiembsild be accepted and treated like HIV

negative mothers and this would reduce discrimamati
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4.8 Summary of the findings

In summary, the mean knowledge score was 15.97«2Dt3) out of a maximum score of 23
representing moderately high level of HIV/ AIDS kvledge. Knowledge on antibody response
to HIV infection and retroviral cause of HIV waswlo There was a statistically significant
association between knowledge among midwives amir ttmidwifery roles (p = 0.018).
Midwives’ demographic characteristics, institutibfectors and maternal factors did not show
significant associations with knowledge, attitude aractice.

The study revealed that the midwives had adequBtekrowledge but, still had gaps in certain
areas. In addition they showed a positive attitddere is need for improved knowledge through

structured educational intervention on the cardIidMAIDS positive mothers.
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

5.0 INTRODUCTION

This chapter presents the discussion of study riggli Conclusions are also drawn and
recommendations made based on these findings. iBbhasdion is organised in the following
sections: Participants demographic information, \Wieolge on HIV/AIDS among midwives,
Attitudes on HIV/AIDS among midwives, Respectfutitatde towards HIV positive mothers,

Midwifery practices and Discrimination of HIV posié mothers

5.1 DISCUSSION

The study was conducted at KNH, an urban tertieaghing and referral hospital and aimed to
assess the knowledge, attitudes, and practicesdviives towards HIV/AIDS positive mothers

delivering in the maternity unit.

5.1.1 Participants Demographic Information

The demographic profile of the studied midwiveduding age, gender and midwifery training
corresponded to expected distribution based ortiegigational reports of midwifery training
and workforce characteristics. The recently conetudHuman Resource for Health mapping
exercise conducted within the Kenyan Health sectmorted that over one-third of health
workers are aged between 41-50 years (James, 20B8).finding is confirmed by the age
distribution in this study which reflects an agmglwifery workforce with 30.7% of participants
above 41 years. Considering gender, there was @ogisrtionate representation of female
midwives among respondents with a male-to-femaie & 1: 4.6. Riley (2007) reported that

out of an estimated workforce of 39,280 nursesrartives registered in Kenya between 1965
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and 2005, 30,546 (77.1%) were female partly explgithe dominance of females (82%) in this
study. This gender distribution may be attributedhe fact that the midwifery as a profession
started as a purely female professional worldwizenes (2006) noted that for many reasons,
some to do with the fact that most midwives arediemthere has been gross underinvestment in

building a cadre of professional midwives, and mi@s lack status and respect.

Approximately 85% of midwives were KRCHN. This iggher than the reports in the national
nurses’ database where enrolled nurses were attV@ae as many as registered nurses in 2005
by Riley (2007). The high number of midwives whe aegistered community health nurses
(KRCHN) may be explained by two factors. First, fgeia national referral hospital, KNH
workforce is highly qualified and enrolled nurses &kely to be found at lower levels of the
healthcare system. Secondly, with the recent facuspgrading professional nursing in Kenya
through eliminating the enrolled nursing cadre n@sblled nurses have been upgrading from
enrolled to registered nurses as required by thersing Council of Kenya’s 2005 — 2010

Strategic Plans.

5.1.2 Knowledge on HIV/AIDS among midwives

The level of knowledge on HIV/ AIDS among nurseshis study was moderately high (mean =
15.97 out of 23). However, there existed many gapgke knowledge of HIV as over 69.2% of
respondents could not correctly answer the itemshenduration between HIV infection and
antibody response and 50% on issues related tortpystic infections and its complications. In
line with this finding, Adebajo et al (2003), notédm a study of nurses in Lagos State, that

"significant proportion (96.5%) of the respondeht&d appreciable knowledge (moderate to
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high) scores, however, in spite of this, theresam@e many gaps in their knowledge of HIV, they
had many misconceptions regarding how HIV/AIDS bartransmitted”. The result is consistent
with the study carried out by Mbanga et al (2084 )assess knowledge and practice of nurses in
regard to HIV/AIDS in Cameroon which revealed tfi@&6 of the nurses scored highly on the

knowledge of HIV.

One of the researcher’'s assumptions was that méebaivould have some knowledge regarding
the prevention of HIV/AIDS infection from the moth® the baby. Interestingly, most of the
midwives demonstrated knowledge of strategies fevgntion of HIV/AIDS as they agreed on
the use of triple - antiretroviral drugs (76.9%jclkisive breastfeeding for six months (60.5%),
avoiding artificial rupture of membrane (89.5%),dadelivery through caesarean section
(51.9%). The midwives (88.4%) also agreed that ensi@l precautions should be used with all
the patients, at all times regardless of diagnoslgs is consistent with UNAIDS (2010)
recommendation that delivery among HIV-positive veontan be conducted through Cesarean-
section at 38 weeks. Additional recommendationkide proper use of antiviral drugs, avoiding

use of any birthing instruments and safe use ad#rmilk substitutes.

Regarding mother-to-child HIV transmission, the dsturevealed that only 60.5% of the
participants knew that HIV can be transmitted tigtodreastfeeding, which is consistent with
Armstrong (2006) findings that only half of the ses knew that HIV can be transmitted through
breastfeeding. The WHO (2010) recommended that enstivith HIV /AIDS should exclusively
breast feed their babies for six months if unablafford infant formula. However, one has to
weigh the benefits of breast feeding a baby andtimsequences of not breastfeeding especially
in developing countries, where breast feeding mrmon practice. In low income settings where
many families are unable to afford infant formulailkjm exclusive breast feeding is
recommended.
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5.1.3 Attitudes on HIV/AIDS among midwives

On assessing attitude, the responses of all tiee #ititude dimensions about caring, respect and
empathy- were considered. The relatively high mathitude score (40.53 out of 55) indicates
that in general midwives have a positive attitualgard HIV/ AIDS positive mothers. The study
results confirmed the researchers’ assumptionttieamidwives would have positive attitudes in
caring of HIV/AIDS positive mothers but discrimimat behaviour were also found among

them.

In this study, 69.2% of midwives reported deriveggisfaction from caring for pregnant women
with HIV/AIDS. The explanation for a significant pentage (30.8%) of midwives not agreeing
could be their focus on HIV/AIDS as a terminal dis, while they would rather see these
mothers recovers from the disease. Two-thirds alwivies expressed concern about the risk of
contracting HIV infection in the course of their tikoSimilarly, Juan, Siebers, Wu et al. (2004)
study indicated that, out of hundred and ten nu($88c) were seriously considering leaving

their job because of fear of acquiring HIV/AIDS thg their work.

Midwives in this study were generally consciousissues surrounding patient confidentiality
and disclosure of HIV status. Thirty four (87.2%idmives said that pregnant women with HIV
have a right to decide who should know about thkeiess and 35 (89.7%) of the participants
indicated that women with HIV have a right to decidn whether to conceive. In contrast,
however, Reis, Heisler, Amowitz et al. (2005) réswhowed thatFifty seven percent of

participants believed that relatives and sexuatnpas of patients with HIV/AIDS should be

notified of the patient’s status even without tla¢ignt’'s consent.
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Despite the generally positive findings on midwivestitudes, negative attitude still exists
among midwives. Eighty nine percent of midwivesigated that they were fearful about caring
for HIV/AIDS positive mothers. Reis, Heisler, Amdwiet al. (2005) reported a similar finding
in their study where it was noted that 90% of tlealth care professional refused to care for
patients with HIV/AIDS and 9% had refused hospédmission for patients with HIV/AIDS.
Also the findings was supported by Sivaram (2008 weported that, with currently HIV/AIDS
high transmission rate has emerged much tensiahamatieties among the public and healthcare
providers. In reality, the fear of being infectet workplaces has led to irrational and

discriminatory treatment of people living with HIMDS.

Furthermore, 95% of participating midwives felt tthhey should be informed if they were
attending a HIV positive mother so that they castgut themselves. This is consistent with Reis,
Heisler, Amowitz et al. (2005) findings, where 9b¥professionals agreed that staff and health-

care professionals should be informed when a gagenlV-positive.

5.1.4 Respectful attitude towards HIV positive moters

Only ten (25.6%) of the midwives in this study s#dt HIV/AIDS spreads due to immoral

behavior, indicating that they had a judgmentatwuate. In the study by Reis, Heisler, Amowitz

et al. (2005) it was reported that 20% of the resporslagreed that many of those who have
HIV/AIDS behaved immorally and deserve the dised$es could be due to the fact that many
people think that the disease is transmitted hs¢saally which is perceived to be more
common among prostitutes. Also the midwives coudeha strong tradition belief that sex
outside wedlock is against the law of God. Thiglifng contrast to Rahlenbeck (2004) in which

it was reported that, health care providers shéubdét inward to examine and challenge long-
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held beliefs, values, assumptions and attitudebk guila long way as the midwives provide
compassionate and respectful care to the people MiV/AIDS. Health care provided with
knowledge and compassion, in a setting of dignitgl eespect, helps to provide comfort with
less misery and isolation.

5.1.5 Availability of supplies in maternity

The availability of essential resources for pronglidelivery care in the maternity unit was
satisfactory. Thirty (76.9%) out of the 39 midwivesported that the labour ward received
regular supplies of gloves, aprons and masks. mtrast to the study by Gumodoka (2004) when
doing a brief situation analysis of facilities imstlict, reported that, gloves and aprons were
inadequate in 60% of the facilities. It is estdiid that all health workers including the
midwives prior to contact with blood and other bdhlyds from any patient should wear gloves,
and that gloves should be changed after each dorféis is not possible if gloves are
inadequate in the labour ward. Apart from the l@gsupply, nurses were asked whether there
was always an adequate stock of sterile gloveshennmaternity wing. Twenty-eight (71.8)
midwives reported that there was always an adegtatk of sterile gloves for the maternity

wing.
5.1.6 Midwifery practices

The study reports widespread practice of doublevigtp during delivery. In addition

approximately one-fifth of all nurses felt it waandjerous to attend HIV/AIDS positive mothers
and that midwives should be allowed to choose wdretih assist in such deliveries (Fig. 4.10).
This was supported by the study of Hentegedl (2006) who reported that 79% of health care

believed that they were at risk of acquiring AlD&inly through occupational exposure.
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5.1.7 Discrimination of HIV positive mothers

In this study the majority of the midwives suggedsteeveral approaches to prevent
discrimination to the HIV/AIDS positive mothers. Caf the 39 midwives, 19 (48.7%) proposed
additional training on universal precautions. Amotige proposed methods of midwives
education were attending seminars, PMCTC trainimd) @her HIV/ AIDS training. This result
is supported by previous studies that demonstiadsdive effect of education about HIV/AIDS
on nurses and other health care providers (ReislddeAmowitzet al., 2005; Deb, 2004 and

Peate, Suominen, Valimaét al., 2002).

The next most common suggestion made by midwivestheat discrimination could be reduced
by raising awareness among midwives on the manageshé&llV/ AIDS during pregnancy. The
suggested focus on the awareness campaigns wasamsmission of HIV/ AIDS and how
midwives could protect themselves from HIV. Thesggestions are supported by Koji K.,
Yoshi O., Rossana Aet al. (2009) who reported that, increasing the awarenéssl\V/AIDS
among Health workers would be valuable to minimize risk of infection for keeping the

nation’s HIV prevalence at a minimum level.

5.2 Limitation

Compared to other KAP studies on HIV/ AIDS the skargf this study is limited. Reasons for
failure to recruit a large sample include restoiet in the target population size since only 40
midwives provide maternity care at the study ke a result of the inclusion of all midwives in
KNH the findings of this study can be directly gealized to KNH but attempts to generalize

these findings to other settings should be don&aasly.
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5.3 Conclusion

The study revealed that midwives were significaktipwledgeable about HIV/AIDS and there
was no significant difference in the knowledge dWVFAIDS and that demographic factors did
not significantly impact on midwives knowledge. Hower, midwives with longer experiences in
midwifery appeared to be more knowledgeable on HIMS but the association between
experience and knowledge was not statisticallyiagmt. Also, the midwives had relatively
positive attitudes towards HIV/AIDS mothers. Mostimives expressed a caring, respectful and
empathetic approach towards HIV positive mothemd, o significant differences were found in

the attitude of male midwives and female midwivasdrds HIV/AIDS positive mothers.

5.4 Recommendations

Based on the findings that emanated from this stidyfollowing recommendations are made:

* There is the need to develop educational trainnogqammes on HIV Infection and
AIDS as a way of improving knowledge, attitudes akills of midwives

* Primary training and continuing education for mides which will alter prejudicial
attitudes and provide factual and current infororabn HIV/AIDS are required.

» Kenyatta National Hospital (KNH) needs to plan ameénsify efforts to hold counseling
courses and lectures on HIV/AIDS for midwives waikin labour ward, and they should
be encouraged to change their attitudes to be mpotive when attending for

HIV/AIDS positive mothers in order to reduce thigsta displayed by them in this study.
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LIST OF APPENDICES

Appendix I: Consent Information Sheet and Form
TITLE : KNOWLEDGE, ATTITUDES AND PRACTICES OF MIDWIVES TWARD
HIV/AIDS POSITIVE WOMENS DELIVERING AT KENYATTA NATIONAL HOSPITAL,

LABOUR WARD.

Principal Investigator: Mfalamagoha Johatri

School of Nursing Sciences

University of Nairobi

Phone: 0714976773

| am Mfalamagoha Johari, level Il masters’ studanthe University of Nairobi, College of
Health Sciences, and School of Nursing Scienceanm Icanducting research orKfiowledge,
Attitudes and Practices of midwives toward HIV/AIDS positive women’s delivering at

Kenyatta National Hospital, labour ward”.

| respectfully request your participation in thitudy. Your participation will require the
completion of a questionnaire and will be considees informed consent. No names are

necessary on questionnaire. A code will be givemamntain anonymity and confidentiality.

There are no perceived risks for your participatiéour participation is voluntary. You are free
to decline or withdraw from the study at any timmed aefusal to take part will not attract any
penalty. You retain the right to withdraw withougking any consequence from any authority.

Participation or non — participation does not comih any financial costs. Equally, no
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compensation will be provided for participationtire study. You are free to ask questions and

seek clarifications about the study now any time.

The information from this study will establish blse data for nursing education and in service
to meet the learning needs effectively and ultityabecome a means of improving the care of

the pregnant women with HIV/AIDS in the labour ward

This study is part of a course requirement anddbearcher has no competing interests.

| expect to hold meetings with the study hospitakhare the findings from the research, the
findings of this study will be published in natidrzand International scientific journals and your

identity will be kept confidential.

CONSENT FORM:

This study has been explained to me by ResearatszHRcher Assistants. All my questions

about the study have been answered. | agree tgcipaté in this study.

Informant Date Researcher Date
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Appendix II: Research Questionnaire to the Midwives

Section 1: Demographic characteristic of participanhg midwives

Please indicate by ticking the correct box regaygiaersonal information in the following

statements:
S/IN | Questions and filters Coding categories Tick
box
1. What is Your gender in sex? Female.............cooeoiinnn, 1
Male......ocoveiiii 2
2. What is Your age in years? 20-25 YIS iiiiiii i, 1
26 =30 YIS iiiiiiiiiiee e 2
31 —-35YrSuiiiiiiiiiiiii e, 3
36 40 YIS i 4
A1 — A5 YrS. it 5
46 —50 YIS..oooiiiiiiieeee . 6
Over50 Yrs...ovieiieiiiiieeee, 7
3. What is your marital status now? Single ..o 1
Married ... 2
Widowed ..o 3
Divorced ........cccoveiiiiiiiannnn 4
Separated ...l 5
NO response..........cccvevvvenennnn. 6
4, What is the highest level of school you atterrddedO’ Level .........ccoovvevveennnn .. 1
ALevel....ooiii 2
College ..ccovvvvviiiiiiiiiii, 3
university.........oocevviiinnnn 4
5. What is Your professional Qualification? [ Y 1.
KECHN ...oooiiiiiieeeeee 2
KRM e, 3
KRCHN ..., 4
Other (please specify)............ 5
6. What is your midwifery experience in labour | Lessthan 1Yr...................... 1
ward? 1-5YrS. i 2
B—10 YIS oo 3
11 -15YrSeiiiiiiie e, 4
16 —20 YIS oo 5
21 =25 YrSiiiiiiiii i 6
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SECTION Il (A): MIDWIVES ROLE FACTORS

Please rate each item on a scale the extent irhwiloie agree or disagree. Indicate by Ticking in

appropriate space based on the following scaleon8§ly Agree [SA]; Agree [A]; No Opinion
[NOJ; Disagree [D] and Strongly Disagree [SD]

Items/ Statements SA | A NO | D SD
7. | | get a sense of satistifaction from caringgoegnant women

with HIV/AIDS 1 2 3 4 5
8. | I think I am at risk of getting HIV because of maily work

in the labour ward 1 2 3 4 5
9. | All pregnant women should be tested for HIV/AIDS 1 2 3 4 5
10. | I usually spend same time dealing with AIDS paBesd with

other patients 1 2 3 4 5

SECTION Il (B): MIDWIVES ROLE FACTORS

For each statement below, please circle true @$ef(F), or | don’t know (DK). If you don't

know, please do not guess; instead, please cit€le D

Statements True | False | Don't
know

11. | Do you routinely teach pregnant woman on how teo@mneHIV/AIDS T F DK
1 2 3

12.| Should women receive anti-retroviral (ARVs) duridglivery even T F DK
when they have not tested for HIV 1 2 3
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SECTION Il (A): INSTITUTION FACTORS

For each statement below, please circle true @I$ef(F), or | don’t know (DK). If you don’t

know, please do not guess; instead, please cii€le D

Statements True | False | Don't
know
13.| Do you receive regular supply of gloves, aprons aragks in labour T F DK
ward 1 2 3
14.| Do you always have adequate stocks of sterile gldoethe maternity T F DK
wing 1 2 3
15.| Do you always have gloves appropriate for your sizeands T F DK

SECTION I11 (B): INSTITUTION FACTORS

Please rate each item on a scale the extent irhwloie agree or disagree. Indicate by Ticking in
appropriate space based on the following scaleon8§ly Agree [SA]; Agree [A]; No Opinion

[NOJ; Disagree [D] and Strongly Disagree [SD]

Iltems/ statements SA A NO | D SD

v

16. | Government should spend or pay more money intcareks

to develop vaccine against AIDS 1 2 3 4 5
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SECTION IV (A): MATERNAL FACTORS

For each statement below, please circle true @i$ef(F), or | don’t know (DK). If you don’t

know, please do not guess; instead, please cit€le D

Statements True | False | Don't
know

17. | Pregnant women with HIV/AIDS have a right tocide who should know T F DK
about it 1 2 3

18. | HIV-positive women should not get pregnant T DK

SECTION IV (B): MATERNAL FACTORS

Please rate each item on a scale the extent irhwloie agree or disagree. Indicate by Ticking in

appropriate space based on the following scaleon§ly Agree [SA]; Agree [A]; No Opinion

[NOJ; Disagree [D] and Strongly Disagree [SD]

Items/ Statements SA NO | D SD
19. |1 think | should be informed when the pregnant waonie
attend to has HIV/AIDS 1 3 4 5
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SECTION V (A):

MIDWIVES

KNOWLEDGE ON HIV/AIDS AMONG PARTICIP ATING

For each statement below, please circle true @l$ef(F), or | don’t know (DK). If you don’t

know, please do not guess; instead, please cii€le D

Statements True | False | Don't

know

20. | Human Papillomavirus (HPV) can cause HIV T F DK
1 2 3

21. | Soon after infection with HIV a person devel@pen sores on his or T F DK
her genitals (penis or vagina). 1 2 3

22. | If a women tests positive for HIV the test ¢alh how sick the person T F DK
will become 2 3

23. | There is a vaccine available to prevent womem fgetting HIV/AIDS T F DK
1 2 3

24. | Human Papillomavirus (HPV) is caused by theesairus that causes T F DK
HIV 1 2 3

25. | It is easier to get HIV if a person has anot8ekually Transmitted T F DK
Disease 2 3

26. | Genital Herpes is caused by the same virud\s H T F DK
1 2 3

27. | Women with HIV can transmit it to their babyilelithey are pregnant| T F DK
1 2 3

28. | Retrovirus can cause HIV in pregnancy T F DK
1 2 3

29. | The normal CD4 count is 500 — 1200 cells/mm T F DK
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30. | Artificial rupture of the membranes is preferatleMTCT T F DK
1 2 3
31. | Atriple- drug antiretroviral regime is usedAMTCT T F DK
1 2 3
32. | Caesarean section is preferably model of dslite the HIV/AIDS| T F DK
positive mothers 1 2 3
33. | There is a effective treatment of HIV/AIDS fio® mothers T F DK
1 2 3
34. | Is it possible that when the mother or thedatk HIV positive, their T F DK
newborn can be HIV negative 1 2 3
35. | Would you encourage breastfeeding for more tBamonths to a T F DK
woman you know is HIV/AIDS positive 1 2 3
36. | A pregnant woman who is HIV positive it meankatt her] T F DK
spouse/husband is also HIV positive 1 2 3
37. | Persons infected with HIV will likely develomtébodies within 6/ T F DK
months 1 2 3
38. | HIV-positive newborns sometimes revert to Hi&gative status T F DK
1 2 3
39. | Blood and semen are the only bodily fluidsréamgmit HIV T F DK
1 2 3
40. | Even outside the body, HIV is very hard to kill T F DK
1 2 3
41. | Recurrent vaginal yeast infections or cerveaicer may indicate HIYV T F DK
infection in women 1 2 3

42. | HIV encephalopathy is an indication for antiavitreatment T F DK
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SECTION V (B):

MIDWIVES

KNOWLEDGE ON HIV/AIDS AMONG PARTICIP ATING

Please rate each item on a scale the extent irhwloie agree or disagree. Indicate by Ticking in

appropriate space based on the following scaleon§ly Agree [SA]; Agree [A]; No Opinion

[NOJ; Disagree [D] and Strongly Disagree [SD]

Items/ Statements

SA

NO

SD

43.

HIV/AIDS spreads due to immoral behaviour

SECTION VI (A): ATTITUDES ON HIV/AIDS AMONG PARTICI

PATING MIDWIVES

Please rate each item on a scale the extent irhwioig agree or disagree. Indicate by Ticking in

appropriate space based on the following scaleon§ly Agree [SA]; Agree [A]; No Opinion

[NOJ; Disagree [D] and Strongly Disagree [SD]

Items/ Statements SA NO SD
44.| Do you think that HIV — positive mothers have thehass to| 1 3 5
blame
45. | I would prefer not to care for HIV/AIDS positive tiners 1 3 5
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SECTION VI (B): ATTITUDES ON HIV/AIDS AMONG PARTICI PATING MIDWIVES

For each statement below, please circle true @l$ef(F), or | don’t know (DK). If you don’t

know, please do not guess; instead, please cit€le D

Statements True | False | Don't

know

46. | Am scared that | might get infected by HIV while tkimg as midwife T F DK
1 2 3

47. | Midwives who is HIV positive should assist in tthelivery of women T F DK
1 2 3

48.| My awareness of HIV/AIDS has made me fearful aboating for| T F DK
pregnant women with HIV/AIDS 1 2 3

SECTION VII (A): PRACTICES ON HIV/IAIDS AMONG PARTIC IPATING

MIDWIVES

For each statement below, please circle true @l$ef(F), or | don’t know (DK). If you don’t

know, please do not guess; instead, please cifg€le D

Statements True | False | Don't

know

49. | As a midwife delivering a baby | always use doujit®/es T F DK
1 2 3
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SECTION VII (B): PRACTICES ON HIV/AIDS AMONG PARTIC IPATING MIDWIVES

Please rate each item on a scale the extent irhwiloie agree or disagree. Indicate by Ticking in
appropriate space based on the following scaleon8§ly Agree [SA]; Agree [A]; No Opinion
[NOJ; Disagree [D] and Strongly Disagree [SD]

ltems/ statements SA A NO | D SD

50.| It is dangerous for the midwives to care for HIVDS | 1 2 3 4 5

positive mothers

51. | Midwifes should be allowed to refuse to delivery foothers| 1 2 3 4 5
with HIV/AIDS

52. (52) what should be done to prevent discrinmmaagainst HIV/AIDS positive mothers by

TN MUOWIVES . . oo e e e e e e e e e e e e
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APPENDIX Ill: LETTER OF APPROVAL FROM KNH ETHICS RE VIEW
COMMITTEE

KENYATTA NATIONAL HOSPITAL
Hospital Rd. along, Ngong Rd.
P.O. Box 20723, Nairobi.
Tel: 726300-9
Fax: 725272
Telegrams: MEDSUP", Nairabi.

Email: KNHplan@Ken.Healthnet.org

Ref: KNH-ERC/ A/128 9t June 2011

Mfalamagoha Johari
School of Nursing Sciences
College of Health Sciences

University of Nairobi
Dear Mr. Johari
RESEARCH PROPOSAL: “ASSESSING KNOWLEDGE, ATTITUDES AND PRACTICES OF

MIDWIVES ~ TOWARDS HIV/AIDS ~ POSITIVE MOTHERS DELIVERING IN KN.H,LABOUR WARD.”
(P133/04/2011)

This is to inform you that the KNH/UON-Ethics & Research Committee has reviewed
and approved your above revised research proposal . The approval periods are 9% June 2011
8" June 2012.

You will be required to request for a renewal of the approval if you intend to continue with the study beyond
the deadline given. Clearance for export of biological specimens must also be obtained from
KNH/UON-Ethics & Research Committee for each batch. {

On behalf of the Committee, | wish you a fruitful research and look forward to receiving a summary of
~the research findings upon completien of the study.

This information will form part of the dafa base that will be consulted in future when processing
related research study so as to minimize chances of study duplication.

Yours sincerely,

PROF A N GUANTAI
SECRETARY, KNH/UON-ERC
¢c.  The Deputy Director CS, KNH
The Dean, School of Nursing Sciences, UON
The HOD, Records, KNH
Supervisors:  Dr. Jennifer Oyieke, School of Nursing Sciences, UON
Dr. Blasio Omuga, School of Nursing Sciences, UON S
Dr. Grace Omoni, School of Nursing Sciences, UON R
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APPENDIX IV: LETTER OF APPROVAL FROM NATIONAL COUNC IL OF SCIENCE
AND TECHNOLOGY

REPUBLIC OF KENYA

NATIONAL COUNCIL FOR SCIENCE AND TECHNOLOGY

Telegrams:"SCIENCETECH", Nairobi
Telephone: 254-020-241349,2213102
254-020-310571,2213123.
Fax:254-020-2213215,318245,318249
When replying please quote

P.O.Box 30623-00100
NAIROBI-KENYA
Website: www.ncst.go.ke

Date:
NCST/RRI/12/1/MED011/97 20" July, 2011

Our Ref:

Mfalamagoha Johari
University of Nairobi
P.O BOX 30197
NAIROBI

Dear Sir,

RE:RESEARCH AUTHORIZATION

Following your application for authority to carry out research on
"Assessing knowledge, attitudes and practices of midwives towards
HIV/AIDS positive mothers delivering in Kenyatta National Hospital,
Labour ward". I am pleased to inform you that you have been
authorized to undertake research in Nairobi KNH, Kenya for a period
ending 30"March , 2012

You are advised to report to The Director Kenyatta National Hospital
before embarking on the research project.

- 3 I I\: i ’bj!
DR. M.K. RUGUTT,PhD;

DEPUTY COUNCIL SECRETARY
Copy to:

The Director
Kenyatta National Hospital
P.O BOX 20723, NAIROBI
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APPENDIX V: MAP OF KENYATTA NATIONAL HOSPITAL
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