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ABSTRACT

HIV and AIDS programming for youth is surrounded by great controversy as a result o f the 

interplay between moral discourse surrounding sexuality and the reality o f sexual activities that 

youth engage in. The median age o f sexual debut among the Kenyan youth is 17.5 years for 

both young men and women. Significantly by agel5 years, 22% o f young men and 20% o f  

young women will have had sex (NASCOP, 2008). While proper and consistent use o f condoms 

has been shown to reduce the risk o f HIV associated with unprotected sex, controversy 

surrounding condom access by young people continues to be a heated debate in Kenya 

especially among religious groups.

Gender roles that require young men to exhibit their masculinity and sexual prowess as well as 

generally acceptable notions on gender based violence against young women continue to put 

them at increased vulnerability to HIV. HIV and AIDS campaigns rarely target most at risk 

youth and those living with HIV and AIDS continue to be neglected by mainstream behaviour 

change interventions. Amid under resourced youth programmes in Kenya, there is little 

evidence on how best to HIV preventions programmes can respond to the needs o f  young 

people and challenge harmful social cultural behaviours that exacerbate HIV vulnerability 

among youth in Kenya.

The overall aim o f  the study is to explore attitudes towards youth sexuality, sexual risk 

behaviours and perceived vulnerability to HIV among young people aged 15-24 years in Kenya. 

This is an exploratory study that aims to provide insight on HIV risk perceptions, acquisition 

and transmission among youth aged 15-24years in Kenya. This project paper sets out to gain 

this understanding from the published literature as well as use o f interviews and focus groups 

discussions in order to identify the above factors. Findings are presented according to the 

themes indentified and recommendations made.
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Young people in Kenya are exposed to HIV in different ways depending on their geographic 

location, age, sex and educational levels. Drug and use o f alcohol are also on the rise. 

Controversies surrounding youth sexuality continue to influence how and what type o f  

information young people receive. This has an influence on access to services as well as service 

providers’ biases towards providing sexual health information to young people reducing their 

chances o f  making informed decisions on matters affecting their reproductive health.

Apart from inadequate social support structures, for young people living with HIV and AIDS 

social stigma exists, making it difficult for them to disclose their HIV status sometimes even to 

their own parents for fears o f  being rejected. These factors are likely to have an influence on 

how young people negotiate for safer sex and ultimately increase their vulnerability to HIV 

infections amongst other consequences.

Potential risks for HIV vulnerability among youth in Kenya might be reduced, through targeted 

non judgemental programmes that address young people’s acquisition and use o f  condoms, 

availability o f  youth-friendly services and centres, screening and treatment for STIs/HIV.

A critical analysis o f  the already existing policies, forms o f  social support and addressing 

harmful social cultural practices may be the most beneficial approaches to dealing with 

investigations into the relationship between information and risk-taking behaviour in young 

people. This has the potential to confront individuals’ perceptions o f  their personal vulnerability 

that is often at considerable odds with reality, not only because o f misinformation but also other 

cultural factors or peer influence. Hence combinations o f  social, psychological, economic and 

interpersonal factors are necessary to inform youth programmes.
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LOSSARY: DEFINITION OF KEY TERMS USED

dolescent, youth and young people: WHO approach to adolescents, is well formulated with 

cognition o f  the overlapping definitions o f  youth, adolescents, and young people. Thus the 

)ove terms will be used interchangeably in this report.

lender: Gender is not a synonym for sex. Therefore gender in this paper will be referred to as, 

le widely shared expectations and norms within a society about appropriate male and female 

ehavior, characteristics, and roles. Hence gender is defined as a social and cultural construct 

lat differentiates women from men and defines the ways in which women and men interact 

/ith each other (Cited in Gupta, 2000).

lender relations: Will be considered as ways in which a culture or society defines rights, 

esponsibilities, and the identities o f  men and women in relation to one another (Bravo- 

Baumann, 2000). This paper will refer to gender relations in the context o f  socio cultural norms 

vhich have a significant impact on women and men’s sexual behaviour, respective sexual 

•esponsibilities, sexual education and their ability to access information about sex and 

'esources, including sexual health care.

Sexuality: Refers to a core dimension o f being human which includes sex, gender, sexual and 

gender identity, sexual orientation, eroticism, emotional attachment/love, and reproduction. It is 

experienced or expressed in thoughts, fantasies, desires, beliefs, attitudes, values, activities, 

practices, roles, and relationships. Sexuality is a result o f  the interplay o f  biological, 

psychological, socio -economic, cultural, ethical and religious/spiritual factors (PAHO, 2000). 

The term will also refer to the explicit and implicit rules imposed by society, as defined by 

one’s gender, age, economic status, ethnicity and other factors, and how such factors influence 

individual’s sexuality (Zeidenstein at.al, 1996; Dixon Mueller 1993).
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up port groups: In a support group people with the same problem find ways to cope with and 

sfeat the problem. For example, the support groups describe in this report are those formed by 

Dung people living with HIV to help each other cope with their status. These HIV, support 

roups provide psychological support and also focus on improving services received by those 

ving with HIV. Such groups also have to ensure the rights o f people living with HIV are 

sspected.

IIV Risk: Based on UNAIDS description, risk is defined as the probability or likelihood that a 

lerson may become infected with HIV. Certain behaviours create, increase, and perpetuate risk. 

Examples include unprotected sex with a partner whose HIV status is unknown, multiple sexual 

>artnerships involving unprotected sex, and injecting drug use with contaminated needles and 

iyringes.

Vulnerability: The term is considered as a range o f  factors outside the control o f  the individual 

hat reduce the ability o f  individuals and communities to avoid HIV risk. These factors may 

Include: (I) lack o f  knowledge and skills required to protect oneself and others; (2) factors 

pertaining to the quality and coverage o f  services (e.g. inaccessibility o f  service); and (3) 

societal factors such as human rights violations, or social and cultural norms.

These norms can include practices, beliefs and laws that stigmatize and dis-empower certain 

populations, limiting their ability to access or use HIV prevention, treatment, care, and support 

services and commodities. These factors, alone or in combination, may create or exacerbate 

individual and collective vulnerability to HIV (UNAIDS, 2007).

Telephone help lines: (also known as hotlines') are telephone lines set up to take calls from 

people seeking information on specific c topics— such as HIV/AIDS; reproductive health and 

sexuality concerns.
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CHAPTER ONE

BACKGROUND TO THE STUDY

1.1 Introduction

HIV and AIDS programming for youth is surrounded by great controversy as a result o f  the 

interplay between moral discourse surrounding sexuality and the reality o f sexual activities that 

youth engage in. While there are varying definitions for what age bracket constitutes youth, 

United Nations and World Health Organization define youth as 15-24years'. Kenya defines 

youth as those aged 15-24 (KDH, 2003). Youth represent not only one o f  the highest HIV 

prevalence age brackets but are also indicative o f how the HIV epidemic will change in the 

coming years (UNAIDS, 2006; KNBS, 2010a).

Youth sexuality exists within a context in which it is predominantly considered taboo 

(Campbell, et al., 2003). This serves to heighten youth vulnerability to HIV, due to both their 

inability to access services for engaging in stigmatized activity, and also to push youth sexual 

activity further into secrecy. This secret nature o f  youth sexuality makes HIV prevention 

programming more challenging, as the ability to have open and constructive dialogue is less 

likely and the reality o f  youth sexual experience remains harder to determine.

Social economic status and cultural factors continue to place young people at increased 

vulnerability to HIV and other sexual reproductive health complications. Early marriages before 

18years in some Kenyan communities continue to exist. Transactional sex involving exchange 

o f  sex for money, favours, or gifts is common among young people.

1 The UN/WHO uses the term adolescents for people aged 10-19 years, young people for those aged 10-24 years, and youth for those aged 15-24 years. 

WHO also recognizes the problems of interchanging the definition of youth and adolescence; this has been countered by accepting that the dynamic 

transitions of this stage of life have as much to do with biological aspects as with socio-cultural conditions. Therefore, the health of youth and adolescents 

are often taken together and can be used interchangeably.
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This presents compromised power relations and the tendency to have multiple partnerships 

which is associated with high risk o f contracting HIV/STIs (NACC, 2007).

It is therefore essential to understand youth sexuality and dissect the multiple influences, in 

order to understand the norms, perceptions, practices and beliefs which form the reality o f  their 

sexual experiences and their vulnerability to STIs/HIV in order to design appropriate targeted 

interventions.

1.2 S tatem ent o f  the prob lem

In Kenya, number o f  sexual partners, inconsistent condom use, and age o f  sexual debut as well 

as low rates o f  male circumcision are all factors associated with acquisition and transmission o f  

HIV infection (NASCOP, 2008). Currently, the median age o f sexual debut among the Kenyan 

youth is 17.5 years for both young men and women. Significantly by the age o f  15, 22% o f  

young men and 20% o f young women will have had sex (NASCOP, 2008).

Results from Kenya Demographic Health Survey (KDHS 2008/2009) show that knowledge o f  

all key HIV prevention methods is lower among youth aged 15-19 years than among those aged 

20 years and older (KNBS, 2010a). Likewise, knowledge o f how people can reduce the risk o f  

getting HIV is lower among those who have never had sex yet in their developmental stages 

(KNBS, 2010a).

While proper and consistent use o f  condoms has been shown to reduce the risk o f HIV 

associated with unprotected sex, controversy surrounding condom access by young people is a 

heated debate in Kenya especially among religious groups. Nevertheless, most young people 

support the notion o f  condom use with over 70% o f those aged 15-24 strongly agreeing that 

children aged 12-14 years should be taught about using a condom despite opposition o f  some 

adults and religious leaders (KNBS, 2010a).
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Young people also engage in other forms o f  sexual activities such as oral and anal sex which are 

often not addressed by mainstream media and behaviour change communication strategies in 

Kenya (NACC, 2008). This leads to inadequacy in knowledge on how to protect themselves 

thus increasing their vulnerability to STIs including HIV.

Educating youth about sexuality and safer sex options is critical; yet some argue that it 

promotes early sexual experimentation. This leaves youth with fewer options for prevention 

messages.

A lot o f  information that youth receive tends to be biased more often from a moral or cultural 

perspective. Thus it depends on where; how and from whom they receive information from. 

Young men in Kenya aged 15-24 years account for 1.9% o f  the population surveyed for KDHS 

to have paid for sex within the last 12 months prior to the study (KNBS, 2010a). Their risk is 

further exacerbated by gender roles that require men to exhibit their masculinity and sexual 

prowess.

Cultural and social norms that accept violence against women including rape exacerbate 

women’s vulnerability to HIV and other forms o f  psychological disorders. For instance, one 

third o f  circumcised women in Kenya are between the ages o f  14-18 years old at the time o f  the 

operation. This has consequences for their reproductive health and risk o f  contamination from 

unsterilized equipments (KNBS, 2010a). All the above factors are associated with increased 

vulnerability to HIV.
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1.3 Study objectives

1.3.1 General objective

The overall study aim is to explore attitudes towards youth sexuality, sexual risk behaviours and

perceived vulnerability to HIV among young people aged 15-24 years in Kenya.

1.3.2 Specific objectives

1. To explore perceived risks for STI/HIV among youth aged 15-24 years in Kenya.

2. To describe social, cultural and economic factors that influence STI/HIV vulnerability 

among young people in Kenya.

3. To determine the extent to which formal and informal sexual reproductive health 

services address the needs o f  young people and conditions in which they operate.

4. To recommend appropriate strategies for addressing psychosocial and STI/HIV 

vulnerabilities among young people in Kenya including those who test HIV positive.

1.3.3 Research questions

1. What do young people consider as some o f  the sexual risks for acquiring STIs/HIV?

2. What are the perceptions o f young people towards HIV testing and counselling?

3. How do young people perceive the widely used HIV prevention models targeting them?

4. What could be the best /appropriate strategies for addressing psychosocial, reproductive 

health and STI/HIV vulnerabilities among young people in Kenya?
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1.4 Study justification

A fundamental goal for HIV prevention is to change the behaviour that puts individuals at risk 

o f  infection (UNAIDS, 2008). Therefore the study examined structural and social concerns that 

shape or constrain individual’s behaviour such as gender, age, policy, and power relations as 

these factors are likely to influence individual vulnerability to HIV.

The study gives a critical look into how society shapes and interprets youth sexuality as well as 

how young people themselves negotiate and engage in sexual activities. This study is simply 

therefore not only o f  public health concern but also one that has implications on gender and 

development milestones o f  young Kenyans. The study findings will therefore make additional 

value to HIV/AIDs prevention programs and relevant future studies that seek to challenge 

harmful social cultural behaviours that exacerbate HIV vulnerability among young people.

1.5 Study scop e

The study was limited to young people aged 15-24 years -but gave emphasis to both male and 

female. In depth interviews were conducted through telephone thus not limited to any particular 

geographical region; however focus group discussions were only conducted in Nairobi due to 

budget limits to travel to other parts o f the Kenya. However most questions that were in the 

FGD guide were also included in the in depth interviews and all these data has been 

triangulated.
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1.6 Study limitations

This study has several limitations. Because o f  the sensitive nature o f the study topic, findings 

are subject to social desirability bias. There is also the possibility o f  recall bias since 

respondents were expected to provide information on previous behaviours. However, most 

callers interviewed were very willing to provide further details even if they may have 

considered it to be out o f  their interest when calling the hotline.

Consent was gathered from all the sampled participants to be part o f the study and counsellors 

were well trained to explore sensitive issues. Confidentiality was maintained, through coding o f  

the data and instead o f real names.

Incomplete calls or questionnaires have not been included in the analysis however; they have 

been indicated as a proportion o f  the total recorded forms. FGDs were conducted within natural 

groups where members were familiar with each other. In our experience, this type o f  setting 

provided a safe zone especially since the issues discussed were very sensitive and considering 

some group members were HIV positive. The study team ensured that the study subjects were 

constantly reminded and assured o f confidentiality throughout the process (from proposal 

development to report writing).
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CHAPTER TWO

LITERATURE REVIEW

This chapter contains reviewed literature based on local and international publications around 

HIV, sexual reproductive health and gender analysis o f  HIV risk perceptions and influencing 

factors among young people aged I5-24years. Furthermore, intensively use o f  the Kenya 

Demographic Health Survey -KDHS (2010), UNAIDS reports and local reports from NGO’s 

and recent Ministry o f  Health policy documents. Most examples provided are selected as sub

themes which are context specific.

2.1.1 Trends and drivers of HIV epidemic in Kenya

Kenya’s HIV prevalence has been declining in the last two decades, with national estimates in 

1997-98 being 10% among the 15-49 age group according to Sentinel Surveillance, which 

declined to 6.7% (KDHS, 2003), and currently stands at 6.3% with an estimated 166,000 new 

infections annually (KNBS, 2010a). Gender disparities in HIV infection exist; overall HIV 

prevalence in women is 8.0% and 4.3% in men. This female-to-male ratio o f  1.9 to 1 is higher 

than that found in most population-based studies in Africa (ibid).

The Kenyan epidemic is ‘generalized’ among the general population and is ‘concentrated’ in 

‘most at risk populations’2 (MARPs) -such as men who have sex with men (MSM), sex workers 

(SW); injecting drug users (IDUs) and fishing communities (NASCOP, 2007). In the general 

population, HIV is driven by unprotected casual sex, multiple concurrent partnerships, couple 

discordance, and low rates o f male circumcision in some communities while MARPs register 

twice as high HIV prevalence and incident rates than the general population (KNBS, 2010a).

2 In Kenya MARPS include sex workers, prison inmates and truckers, men who have sex with men, 
injecting drug users and fishing communities.
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2.1.2 Young people in Kenya

Kenya is characterized by a youthful population with those aged 15-24 representing 21% o f the 

total population (KNBS, 2010b). This has major social and demographic implications for health 

policies and systems which are critical aspects in guaranteeing the ability to exploit their full 

potential and contribute significantly to the development o f  the nation.

However, the emergence o f  HIV&AIDS epidemic has continued to threaten to reverse the 

previous gains towards improving the health and wellness status o f  this particular segment 

(UNAIDS, 2008). For instance, Kenya’s country-level data shows that continued investment is 

needed for effective prevention and treatment strategies essential to protect adolescents’ sexual 

and reproductive health; hence strategies must be tailored to the developmental needs o f this age 

group and in well defined social contexts (NACC, 2006).

2.1 HIV among young people in Kenya

Global estimates indicate that 33 million people are living with HIV and 67% o f them live in 

Sub-Saharan Africa (UNAIDS, 2008). Age-related heterogeneity in Kenya is evident with 

young women in the 15-19 age range being 3 times more likely to become infected with HIV 

than young men while women in the 20-24 age groups are more than 5.5 times likely to become 

infected. Among the Kenyan youth sexual debut is mostly higher in the age group 15 to 19 

years, with less than 25% using protection during first time sex.

While condom promotion is not optimal and difficulties in promoting condom use within steady 

partnerships continue to exist, difficulties in promoting condoms to youth is even higher 

compounded by promulgation o f abstinence virtues. Yet, empirical evidence is still lacking on 

the behaviour change by the youth and others to effectively adhere to abstinence (NACC, 2008).
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Access to adolescent reproductive health services and the general lack of counselling, testing 

and treatment services aimed at youth, especially those who are already HIV positive continue 

to affect young people. This is further compounded by the cultural, religious and political 

influences which intersect to create norms and perceptions around youth sexuality in Kenya.

2.2 Stigma, discrimination and vulnerability to HIV

Stigma, discrimination and social marginalization are causes of HIV risk and vulnerability, and 

consequences of being HIV positive (UNAIDS, 2008). Mainly because human beings are 

inherently social animals, and their physical and psychological health is damaged when they are 

isolated and cut off from their social group (Jenkins & Sarkar, 2007). Stigmatizing attitudes to 

HIV and those most at risk o f HIV infection derive from two principal sources.

The first is fear of infection, which has been a source of disease-related stigma through the ages. 

The second is negative, values-based assumptions about people living with HIV. which fuels 

prejudice and discrimination (ICRW, 2006).

HIV related stigma and discrimination undermines HIV prevention efforts by making people 

reluctant to be tested (Ford et ah, 2004; Wolfe et ah, 2006; Ma et ah, 2007; Pulerwitz & Barker, 

2008); or to seek out information about how to protect themselves from infection; and in some 

cases, reluctance to use condoms for fear of being identified with the disease or with 

marginalized parts of the population that are most heavily affected (Nyblade et ah, 2003).

Fear o f stigma and discrimination also makes both young and adult population living with HIV 

to less likely seek care and treatment, adhere to treatment, and disclose their HIV status to their 

sexual partners (White & Carr, 2005; Liu et ah, 2006; Mills, 2006).
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2.3 Gender, sex and sexuality

Kenya’s total population as o f  2009 was 38.6 million (KNBS, 2010b) characterized by a very 

youthful population aged 15-24 years; male 3,877,758 (48.8%) and female 4,066,888 (51.2%) 

most o f  them still undergoing a transition from childhood to adulthood. This transition carries 

profound significance for their current and future sexual and reproductive health and well-being 

(Lloyd, 2005). Gender and sexuality are significant factors in the sexual transmission o f  HIV 

and despite HIV being a biological entity responsive to medical interventions the epidemic 

continues to expand, largely due to the failure to tackle societal conditions that increases HIV 

risk and vulnerability (Mann, et al., 1996).

Aspects o f  development characterize adolescence sexual behaviour and risk which can vary by 

gender, ethnicity, geography, socioeconomic status as well as their relation to traditions and 

norms (Marston, et al., 2006). These social factors differ in their manifestation, intensity, and 

impact within Kenyan regions for example in rural areas or regarding girls with less education 

background being adversely affected (NASCOP, 2008; KNBS, 2010a).

The reality for sexual abuse or coercion cannot be ignored especially when dealing with young 

people. For instance, age differences between heterosexual partners’ such as younger girl with 

an older male partner and gender differences in sexual norms as well as early marriage for girls 

could all heighten the possibility o f  sexual coercion. Moreover, in much o f  the developing 

world, some young people experience pressure to become sex workers as the only available 

option for contributing to the food and shelter needs o f  their family (WHO, 2002). Those who 

become sex workers are at heightened risk o f  STIs, pregnancy and violence but they may also 

avoid health care for fear o f  being judged or stigmatized.
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In Kenya, gender disparities in different sectors, such as health and education amongst boys and 

girls continue to be profound. In low and middle income countries, girls are 19% less likely than 

boys to be in school and girl’s education has been associated with vulnerabilities to HIV 

acquisition (UNDP, 2007; Hargreaves, et al. 2006). Evidently it has been shown that girls who 

complete primary education are more than twice as likely to use condoms, while girls who 

finish secondary education are between four and seven times more likely to use condoms, and 

are less likely to be infected with HIV (Hargreaves, et al., 2006). Unfortunately also some 

Kenyan girls they have systematically been denied equal educational opportunities especially in 

communities where early marriages and female genital mutilation practices still exist.

In the past years, HIV prevalence has increased significantly among Kenyans with no education 

from 3.9% in 2003 to 8.2% in 2007 (NASCOP, 2007). Such trends could indicate that those 

who are most vulnerable to HIV infection may lack the education and resources to protect 

themselves from infection. Young Kenyans who have no education show much lower levels o f  

knowledge o f  HIV/AIDS prevention methods than those with some education (KNBS, 2010a). 

However, early sexual debut among Kenyan youth compounded with less than 25% condom use 

during first sex are all factors that influence the transmission and spread o f HIV in Kenya 

(NASCOP, 2007; KNBS, 2010a).

Traditional expectations related to masculinity and male sexual behaviour also increase the risk 

o f infection among men and the harmful nature o f  some gender norms underscores the 

importance o f  involving men and boys in any effort towards behaviour change (ICRW, 2007). 

Typical male roles that call for men and boys to be tough, aggressive, sexually dominant, and 

risk taking are often associated with behaviours that increase men’s risk o f  HIV infection. Such 

behaviours include a high number o f sexual partners, use o f  drugs or alcohol, and refusal to seek 

medical care for sexually transmitted infections (ICRW, 2007; WHO, 2007).
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2.3.1 Biological differences in acquisition and transmission of HIV infection

Young women as well as women in general are more biologically vulnerable to HIV infection 

than men as stated by Padian et al. (1987). As the receptive sexual partner in heterosexual 

intercourse, women are at greater risk than men o f  acquiring HIV. Royce et al. (1997) 

associated receptive risk with unequal exchange in genital secretions. Padian and colleagues 

have also documented that the risk o f  acquiring HIV from a single act o f intercourse is at least 8 

times greater from men to women than from women to men. The soft tissue in the female 

reproductive tract tears easily producing a transmission route for the virus.

Additionally, vaginal tissue absorbs fluids more easily including sperm, which has a higher 

concentration o f  the HIV virus than female vaginal secretions and may remain in the vagina for 

hours following intercourse (UNAIDS, 1998). Wira et al. (2008) also found that HIV infection 

in women was increased during certain phases o f  menstrual cycles (7-10 days) following 

ovulation because o f  hormonal interactions with the immune system.

Furthermore, women are more likely than men to have untreated STIs that increase the risk o f  

HIV-infection. This is because women tend to wait longer than men before seeking treatment, 

both because o f  the asymptomatic nature o f STIs in women and the perceived shame or fear o f  

visiting a doctor (WHO, 1998). While there is a close correlation between the presence o f  STIs 

and HIV transmission the Kenyan national HIV reporting tool, do not record treatment o f  STIs 

as a prevention intervention (NACC, 2008) creating a missing link towards prevention both in 

men and women. Women's increased biological vulnerability is compounded by their 

subordinate social status. Hence a woman is more likely to have sexual contact even though she 

does not want to, whether she is raped or because she lacks the power to refuse her partner's 

demands (forced sex). When the vagina is not lubricated the tissue tears more easily increasing 

women's risk o f exposure to HIV.
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2 .4  T h eoretica l approach

This study was guided by constructs from social cognitive model and in particular-the Health 

Belief Model (HBM) to explore factors that influence youth sexual and reproductive health 

behavioural outcomes. Developed by Rosenstock, (1966) the HBM was used to study and 

promote the uptake o f  health services and subsequent amendments have so far been made.

The HBM is a psychological model which explains and predicts health behaviours by focusing 

on the attitudes and beliefs o f  individuals (Strecher & Rosenstock, 1997): The theory is used to 

explain the lack o f public participation in health screening and prevention programmes (e.g., a 

free and conveniently located HIV testing /screening project). Thus this theory has been adapted 

to explore young people’s health behaviours, including sexual risk behaviours, social constructs 

influences and how they impact or fuel HIV/A1DS transmission.

Based on the foundation that there exist factors that influence the likelihood that a young person 

will adopt a recommended preventive health action and in this particular study, these factors 

included, but were not limited to:

1. That young people must feel personally threatened by the HIV virus that causes AIDS

i.e. they must feel personally susceptible to HIV infection or the AIDS disease with 

serious or severe consequences.

2. Secondly they must believe that the benefits o f  taking the preventive action outweigh the 

perceived barriers to (and/or costs of) preventive action.

3. Perceived efficacy -that young people have the ability to successfully adopt to a desired 

behavior

4. Cues to action -these are the external influences promoting the desired behavior, may 

include information provided or sought, reminders by powerful others, persuasive 

communications and personal experiences.

Refer to the diagrammatic presentation o f  the above concepts in figure 1 below.
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2.4.1 The Conceptual Framework

Developed by the researcher, the theoretical framework is based on the works o f  Rosenstock, 

(1966); Becker, (1974); Strecher& Rosenstock, (1997).

INDIVIDUAL MODIFYING
PERCEPTIONS FACTORS

LIKELIHOOD OF 
ACTION

+>---------------------------------
1. Demographic variables
{Age, sex, ethnicity}
2. Socio -psychological 

variables
3. Structural variables

▼

1. Assessment
Perceived benefits of 
preventive action
2. Cost benefit 
Perceived barriers to 
preventive action

---------------- V-------------
Likelihood of taking
recommended preventive 
health action

Cues to action
Mass media campaigns

Advice from peers/guardian; health care workers; 
Hotline services

Illness of a family member or a friend 
Newspaper articles or teen advice columns

Figure 1-Theortical Framework
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CHAPTER THREE

M ETHODOLOGY

This chapter deals with the procedures that were used in carrying out the study. It involves a 

description of the research site, study population, sample population and sampling methods, 

methods of data collection and data analysis, and presentation of the findings. The problems 

encountered in the field and solutions are presented.

Kenya's country profile

Kenya lies on the equator in Eastern Africa with a total area of 582.650 square kilometres

bordered by Ethiopia (north), Somalia (northeast), and Tanzania (south), Uganda and Lake

Victoria (west), Sudan (northwest) and on the east by the 

Indian Ocean as shown in figure 1. As of 2009, the 

country’s population was projected to reach 38.6 million 

and administratively Kenya is divided into 8 provinces and 

158 districts (KNBS, 2010b).

It is estimated that youth aged 1 0 - 2 4  years account to 

nearly 31% of total population; this is about 11,000,000 

young people living in Kenya as of 2009.
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3.1 Study type

To meet the study objectives, a qualitative exploratory study was carried out to provide insight 

and comprehension related to experiences of young people aged 15-24 years in Kenya including 

their perceived risk for HIV acquisition and transmission. Four key informants from youth 

serving organisations and ministry of health provided an insight into accessibility of youth 

friendly services in Kenya. Findings are presented in quotations, graphs, tables of frequency and 

percentages across the report.
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3,2 Study s ite

AH interviews were conducted in Nairobi, which is the capital city o f Kenya and an urban centre 

with an estimated 3.2 million occupants (Kenya National Bureau o f  Statistics, 2010). While the 

hotline is located in Nairobi, calls are received from across Kenya through the safaricom and 

telecom lines.

A further description o f  the study population and site: Located in Nairobi, the core functions o f  

the “0 n e 2 0 n e  Youth Hotline” is to provide youth with credible source o f  information creating 

a forum for open discussion through which young people can explore HIV/AIDS concerns, 

sexuality, reproductive health choices and options confidential and free o f  charge.

Group A:”Pamoja Youth Support Group” is a group o f  HIV positive young people aged 15- 

24years. The group meets every once a month at LVCT HIV specialized clinic in Hurlighum, 

Nairobi. The group provides targeted information and psychosocial support. A trained 

counsellor facilitates this group and a peer to peer approach is adopted.

Group B:”Youth Peer Education Network (Y-PEER)” is a groundbreaking and 

comprehensive youth-to-youth initiative formed by a group o f  youth representatives from 

different NGOs in Nairobi with branches in other regions o f Kenya. Y-PEER members advocate 

for youths’ sexual and reproductive health rights including HIV/AIDS programming in Kenya. 

Key informants: Four different individuals from diverse backgrounds were interviewed based 

on their expertise and experiences o f  working with young people. Those interviewed were two 

managers in youth serving organisations and 2 officials from the Ministry o f  Health. In-depth 

interviews were conducted to seek information on the availability and gaps in providing 

effective reproductive health services including HIV related services to young people in Kenya. 

All key informant interviews were conducted in Nairobi. Interviewed key informants were two 

male and two female respondents.
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3.2 R esearch  d esign

Table 3.1 Research design

Specific -Objective Issues Explored Methods Respondents

1. To explore perceived risk of 
STI/HIV among youth aged 
15-24years in Kenya.

1. What young people consider as risk 
factors for acquiring HIV/ST1
O Co for c p v  IcnnwlpHop. nnH -

In-depth
interviews

Individual callers from 
0ne20ne hotline

practice.
>  Perceived safer sex.
>  Reasons for or not practising safe 

sex.
> Commonly used protection /barrier 

methods.
3. Types of sexual behaviours practiced
4. Disclosure of sexual behaviours to 
current & potential partners and health 
care workers.
> Fear or stigma
> Health seeking behaviour

FGD Total of 2 FGDs with 
young people. 6-12pax

2. To describe social cultural 
and economical factors that 
influence STI/HIV 
vulnerability among young 
People aged 15-24years.

Attitudes towards pre-marital sex. 
Taboo nature o f pre-marital sex. 
Social norms and gender roles.

In-depth
interviews

Individual callers from 
0ne20ne hotline

Contextual concerns
>  Transactional and cross generational 

sex.
> Drugs /alcohol use.
>  Forced marriages.
>  Gender based violence and rape

FGD 2 FGDs with young 
people.
Group 1 = 7 participants 
Group 2=10 participants

Z  " ~~
3. To determine the extent to 
which formal and informal 
sexual and reproductive health 
services address the needs of 
young people and conditions 
in which they operate.

Availability of appropriate Behaviour 
Change Communication strategies 
>  Availability o f prevention information 

and methods-such as condoms/dental 
dams etc.

FGD 2 FGDs with young 
people.
Group 1 = 7 participants 
Group 2= 10 participants

Availability o f appropriate youth friendly 
and non-discriminatory health services and 
policies.

Key
Informant
interviews

4 Key informants -  
health care workers, 
relevant NGO program 
managers, staff at the 
youth organizations 
were sampled

Access to family and psychosocial support 
networks. _

Responses collected 
from In-depth 
interviews, FGDs and 
key informants 
interviews

Access to targeted HIV/A1DS prevention,
treatment and care programmes.
Health care providers’ attitudes and 
perceptions towards youth sexuality 
concerns.
Training or skills health facility /programs 
working with young people.
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3.3 Study pop u lation , sam p le  population  and sam pling proced u re

The study is both qualitative and quantitative. Sampling was done purposively for all the 

respondents. 100 questionnaires were filled out and provide most o f  the quantitative data, while 

qualitative data is derived from the FGDs and key informant interviews. Data was collected 

through identification and selection o f  Liverpool VCT, Care and Treatment (LVCT) 0ne20ne  

Youth Toll Free Hotline as a possible and cheaper means o f  data collection.

0ne20ne youth hotline is accessible country wide and the services is dedicated to provide 

young people with information and service referral for HIV and other reproductive health 

concerns including psychosocial support and career counselling options. The hotline served as 

the main source o f  primary data. Data was collected between November-December 2010 from 

the hotline callers aged 15-24 years.

A total o f  100 clients aged 15-24 years were interviewed. Twenty other young people were 

interviewed from the two earlier mentioned organized youth groups. Of these groups, one was 

exclusively for HIV positive youth. Four key informants from youth serving organisation and 

ministry o f  health officials from Nairobi were interviewed.

A supplement questionnaire (attached in appendix 1) was developed to address the objectives o f  

this study along with the currently used standard data collection form at the hotline. In addition 

two focus group discussions with at least a minimum o f six per group (both HIV positive and 

negative youth) were conducted in Nairobi using a support group and an organized youth group.

Informed consent was sought and confidentiality emphasised throughout the study period and 

after obtaining the results. Using snowball technique, in-depth interviews with a minimum o f  

five key informants working with youth serving organisations or Ministry o f  Health officials

were conducted.
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3.4 Data co llection  m ethods

3.4.1 Telephone in -depth interviews

Mobile phone data collection methods are rapidly becoming abundant and popular especially in 

market research. On the other hand, in-depth interviews are ideal for investigating personal, 

sensitive, or confidential information which is unsuitable to be covered in a group setting and 

are the best method for seeking individual interpretations and responses.

In total 100 questionnaires from every 10th caller who consented for inclusion in the study were 

filled from telephone based in-depth interviews.

In-depth interviews cover five broad areas:_______________________________________________

• Background characteristics o f the callers
• Reasons for calling the hotline
• Individual attitudes towards HIV/STI and how it influences young people risk taking 

behaviours
• Attitudes towards youth sexuality and experiences within the social, cultural and 

economic contexts
• Young people's perceptions and attitudes of healthcare providers towards young people

when seeking STI/HIV or other sexual reproductive services._________ ______________

3.4.2 Focus group discussion

Focus group discussions (FGD) are useful for exploring peoples' knowledge and experiences. 

FGDs examine not only what people think but how they think and why they think the way they 

do (Kitzinger, 1994). Two FGDs were conducted with a minimum of six participants and not 

exceeding 12 in the group. Group confidentiality was sought, although this type of 

confidentiality cannot be fully guaranteed the interviews reemphasized its importance. The FGD 

guide was flexible and acted as a follow-up to some issues raised on individual telephone in-

depth interviews.
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3.4.3 Key informant interviews

Interviews with people from diverse backgrounds o f  stakeholders and opinions were conducted 

in order to ask in-depth/probing questions around youth HIV/ sexuality programming. A 

minimum o f  four key informants was sort from managers in youth serving organisations and 

Ministry o f  Health officials in relation to availability and gaps in providing effective 

HIV/reproductive health services to youth in Kenya.

3.5  Data p r o c ess in g  and analysis

AH interviews and filled questionnaires (data forms) were recorded/ entered to Epi-Info 

computer software. Focus group discussions were tape-recorded with subject’s consent and 

subsequently transcribed after the sessions manually. Notes were taken during each session and 

used to contextualize the analyses. Transcripts were reviewed for completeness and accuracy -  

“cleaned” -  and major themes and subthemes identified. Further content analysis was allowed 

for the identification o f  mutually exclusive categories and comparative analyses. Epi-Info data 

analysis package was used.

3.6  Ethical con sid era tion s

The study ensured confidentiality was maintained. Individual’s details considered private were 

kept as such and un-disclosed. Codes were used as identifiers both in data collection and 

reporting to avoid discriminating against or stigmatizing the 0ne20ne callers; the Pamoja 

Youth Support Group members and the Y-PEER. Counsellors assisting in data collection were 

encouraged to be non judgemental throughout the process.

Ethical clearance was sort from LVCT Research Review Committee prior to the 

commencement o f  the study. The study proposal was defended before the IAGAS faculty 

members at the University o f  Nairobi who provided the go ahead for data collection.
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3.7  Q uality a ssu ra n ce  and d issem in ation  o f resu lts

Research instruments were pre-tested and the process served as a trial run that allowed the 

identification o f  potential problems in the proposed study design. The pre-test exercise enabled 

necessary revisions o f  the tools, methods and logistics in data collection before actual fieldwork 

hence providing insight o f  how analyses were to be conducted. Annex 4 shows the key elements 

that were assessed during the pre-test process. Data validity was maximized through the careful 

selection o f  various sampling methods and techniques applied on different aspects o f  the study. 

Additional refresher training for hotline counsellors and pre-testing o f the data collection 

instruments ensured internal validity was achieved and maintained.

All study guides were peer reviewed by those familiar with the target population before 

administration. The proposal developed for this study was defended in the presence o f  faculty 

members, lecturers and other student critically evaluating the methodology and study 

objectives. This provided insight for further revision on the proposal. Triangulation o f  data was 

achieved by categorizing different variables, study units and methods as stipulated above. Cross 

checking o f  responses and recording o f actual quotes from participants was emphasized while 

analyzing and reporting data. Supportive and peer supervision among counsellors was 

encouraged and conducted during the data collection period. Study results were disseminated to 

the study population using the One20ne website and through this project report

As part o f  the dissemination plan, a summary o f findings and recommendations were developed 

and adapted to the level o f  understanding and interests o f  different audiences. It is also 

anticipated that the study results will be used to inform policy and practice among the key stake 

holders. Moreover, the analysis o f  the hotline callers characteristic data will gave LVCT an 

indication o f  how the hotline services are perceived (positively) by the young people; which 

could then be used to source for more funds to continue supporting the initiative.
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CHAPTER FOUR

FACTORS INFLUENCING HIV RISK BEHAVIOURS AMONG YOUNG PEOPLE

This chapter presents and discusses data -collected from in-depth telephone interviews, focus 

group discussions and key informants interviews. Analysis are divided into three sections and 

presented in line with a specific objective or a research question. This is then linked to the 

corresponding data collection method used. The data presented gives:

Section I:

.  Background characteristics o f the callers, sexual risk behaviours and perceived 

HIV risk.

• Reasons for calling the hotline

.  Condom use and perceived barriers to condom use.

Section II:

.  Background characteristic of the FGD respondents

.  individual attitudes towards H1V/ST. and how it influences their risk taking 

behaviours

.  Attitudes towards youth sexuality and experiences within social, cultural and

economic contexts

Y„„„g ptople's perceptions -  * » ” * *  “ ll“ "  ’" " M”

STI/HIV o , * r  ”

Section HI:
• o nmvide a critical look at the availability and gaps in 

• Key informants' interview p
• . inc resDOnse and reproductive health services to Kenyan

providing effective

youth.

33



4 .1  Section  I: Q uantitative A nalysis o f H otline Callers Q uestionnaire

Data was drawn from 0ne20ne youth hotline callers. One hundred questionnaires were filled 

out in the period from March -  April 2011. Fifty four were male (54%) and 46 female (46%) 

with a range o f  15-24years. The majority o f the callers were from the rift valley province (71 %) 

followed by province Nyanza (21%) and Nairobi (18%) respectively.

Most o f  the respondents were first time callers (65%) which meant that they had never used the 

hotline services before. 28 o f  the 46 female callers had called the hotline before. O f these 13 

said they had called for a different reason while 5 said they had called for the same reason when 

they had lastly called the hotline. 37 male were repeat callers and 11 o f  them called for a 

different reason.

Forty five respondents (45) said they had received an HIV test within <3months. O f these 26 

were male and 19 female. The highest category o f  female to have had an HIV test in < 3month 

were those with a post secondary education (15 out o f  19) and for male the highest category to 

have had an HIV test in <3months were those who had completed secondary education (13 out

o f  19).

Overall 22 out o f  the 45 respondents had post secondary education compared to only 1 

respondent who had completed primary school. There was an indication o f  the higher the level 

o f  education the more likely the respondents were to get an HIV test. Other demographics and 

reasons for calling can be summarised below as.
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Table 4.1: Demographic characteristics and reasons for calling the hotline

Characteristic Number*of respondents Percentage

Age

■ 15-19 76/100 76%

■ 20-24 24/100 24%

Educations level
■ Pri. Complete 5/100 50%

■ Sec. Complete 35/100 35%

■ Some Sec 12/100 12%

■ Post Sec. 48/100 48%

Occupation

■ Employed 15/100 15%

■ Self employed 8/100 8%

■ Student 44/100 44%

■ Unemployed 33/100 33%

Ever called the hotline before

■ Yes 65/100 65%

■ No 35 /100 35%

Reasons for calling --------------------------------------------------------------------------------------
■ Interpersonal relationship 62/82 75.6%

■ Took a sexual risk 20/82 24.4%

■ HIV /AIDS information 65/90 72.2%
45/100 45%■ S11 concerns

■ Preiznancv and Birth Control 24/100 24%

W here calling from ___________ _____ ___________________ __________------------------------------- ------------------------- 50/100 50%
■ Rift vallev --------------- ----------------- ------------------------------------------— ---------------------- -------------------------- ~ 35/100 3S%
■ Nairobi __________________——-------------------------- tttt-----------

12/100 12%
■ Eastern ________________ —----------------------------— ------- -—
■ Nyanza

48/100 48%

Caller referred to
■ Ongoing counselling

15/100 15%

* Family planning_________________
8 / 1 0 0 8%

■ HIV/VCT Services
44/100
33/100

44%
33%
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4.1.1 Gender Differences: Sexual Risk Behaviours and Perceived Risk for 
Acquiring HIV

Perception o f personal susceptibility to HIV was quite low. Only about one participant in ten 

perceived the risk o f acquiring HIV infection from one unprotected sexual encounter to be 

higher than 50%. Although close to over 50% of the participants perceived HI V as a problem in 

their region requiring urgent responses. Furthermore, the perceived effectiveness of using 

condoms to prevent HIV was also relatively high. Most of the participants said they would use 

condoms any time they had sex. However, some girls said it was difficult for them to insist on 

their boyfriends to use condom. This was seen as if they didn't trust them, so they choose to use

a birth control instead.

But both male a^ d f e i ^ ^ d ^  said th e y ^ p p e d  using condoms once they were both 

tested or they considered themselves to be in a serious relationship. Despite this, at least 20% of 

the participants said they felt that taking about condoms especially with their partners and 

friends it’s a bit embarrassing but that didn't stop them from using condoms.

From the hotl
ine callers sample of those sexually active (n=82), it was noted that 75% of callers

had their first sexual encounter at the age o
f 15-19 and 24.4 % at the age 20-24 years. Thus

most young people will have
had their first sexual activity while in secondary school. Within

„ ,„ e  sample, « 4 % o f fc  r e s i d e *  «  "  " ' V ^

theii previous risk, se .u .l ^  ” r , “  S”

o f ,ke risk B rio ,, for e.gagBS »  » » »  " ” nS “

the use o f alcohol and substance
abuse and partner characteristics such as steady versus non

steady partner.
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Further observed was that peer pressure played a significant role in participant's sexual 

behaviours. It was noted that most male participants were more concerned over sexual heroism 

and competed as to who would have the highest number of girls attached to them. Pornographic 

materials were also mentioned as an influencing factor. Most of it was supplied by friends and 

watched during parties. This was seen as catalysts towards engaging in sexual activities 

although male participants were more likely to repoit watching pornographic than female 

respondents.

The table below represents the age at which the paiticipants iepoited having had sex, condom 

use among those who reported engaging in sexual intercourse and their perceived risk to HIV

infection.

T able  4 .2 : Age o f  sexual debut, condom  use, and perceived susceptibility  to HIV

Characteristic____________________ ______
Age at sexual debut

■ 15-19 years
■ 20-24 years 

Condom use
■ Used condom first vaginal sex
■ Used condom most recent sex
■ Use condom most or all the times 

Perceived benefits of using condoms
■ Condoms prevent HIV
■ Condoms prevent pregnancy 

Perceived barriers to condom use
■ Condoms often break
■ Condoms difficult to use
■ Condoms too expensive
■ Talking about condoms is 

embarrassing
Substance use

■ Lifetime use o f at least one substance
■ Lifetime use o f at least 2 oi more 

substances
Perceived susceptibility to HIV

B Chance of getting HI V = 50/o or les

■ Chance o f getting HIV > 50/»_______

Number*of respondents Percentage

62/82 75.6%
20/82 24.4%

56/82 68.2%
76/82 92.6%
79/82 96.3%

86/100 86%
88/100 88%

25/100 25%
31/100 31%
30/100 30%
20/100 20%

43/74 58.1%
47/74 63.5%

95/100 95%
5/100 5%

* Denominator may vary due to missing values
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Most o f  the callers had been tested before as recent as 3 months before calling the hotline. This 

indicates a higher uptake o f  HIV testing services by young people. Engaging in unsafe sexual 

acts was mostly reported as the reason why most o f the callers were tested for HIV in the first 

instance. Most o f  those who received their HIV test results reported as to have adopted safer 

sex. This is reflected as shown above through the high numbers o f  those using condoms every

time they have sex.

4.1.2 Young people perception towards HIV testing and counselling

Participants also mentioned that it was embarrassing if  they were known to have never had an 

HIV test. There seems to a lot o f  peer pressure among young people to ‘chanuka’ -a slag phrase 

meaning ‘get sh a rp ’ used to refer taking an HIV test and control o f  one’s life. It seemed as

. . J u iv  tpet and this could be attributed to the ongoing HIVthough it was cool to have had an HIV test and tnis cu

, , • M u iv  test as taking control o f  your life. This study did not 
campaigns that portray taking an HIV

, u mnvP influenced a sustained positive behaviour change. Hence
however measure whether this mov

recommends further research.

Table 4.3: HIV trends and reasons for testing

Ever tested for HIV
■ Yes
■ No

Last time tested for HIV
■ <3 months
■ 3 - 1 1  months
■ 1 - 5 yrs
■ > 5 yrs

Reasons for HIV testing
■ Had unprotected sex
■ Condom broke
■ I think it’s useful to know own statu
■ Peer pressure ____________ —

Number o f respondents Percentage
75/100 75%
25/100 25%

45/76 59.2%
24/76 31.5%

6/76 7.8%
1/76 1.3%

75/100 75%
25/100 25%
45/76 59.2%
24/76 31.5%

♦Denominator may vary due to missing values
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4.2 Section  II: A nalysis o f the Focus Group D iscussion

Two focus group discussion (FGDs) were conducted. Group A comprised o f youth 

representatives' from different NGO's in Nairobi. While group B comprised o f HIV positive 

youth attending a support group in Nairobi. In total 20 participants participated in the FGDs.

The table below shows a summary of each group by age and sex.

Table 4.4: Characteristics of the Focus Group Participants

G RO U P A

Age Gender

1. 19 Male

2 . 18 Male

3. 16 Male

4. 21 Female

5. 24 Female

6 . 25 Female

7. 25 Female

Total Male 4

Total Female 3

GROUP B

Age Gender

1. 21 Male

2 . 23 Female

3. 23 Male

4. 21 Male

5. 19 Male

6 . 2 2 Female

7. 2 2 Female

Total Male 4

Total Female 3

4.2.1 Individual attitudes 

behaviours

towards HIV: influence on HIV risk taking

Most o f the participants mentioned that 

however, once they felt that the)

they would start most relationships with a caution, 

familiar with someone and or they had been in a 

then down the line they stopped using condoms.
relationship, which could be as less than y

t tpcfed while other reported that it just happened and
Some would ask their sexual partners to g

sex until they had a reason to suspect their
they could continue from there having unprote

u  tpcted for HIV. 
partners and then they would get m
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Participants expressed that they would rarely engage in sex with people il they didn t know 

their HIV status and if it happened they cited peer pressure and 'bad company' and seen as un

cool and foolish in this era where testing services are leadily available.

‘L ack  o f  use o f  condom s sim ply  because yo u  think that you  have known this person  o r  because  

yo u  have d a ted  f o r  a  w hile - but then i f  they are not tested  fo r  HIV, both o f  you  are fo o lish  an d  

taking a  b ig  huge risk! ’ ' F em ale 22 years-N airobi.

Across all discussions and interviews it's evident that young people rate condom use highly 

with very high condom utilization among this age group no matter the reason.

------------------------------------ — — - -  h sex 'condoms. with wrappers?
.... O f  course m ost p e o p le  don t want to have sex

A „ „ y  M  o n  o f , ! , o ,  p o o p U J  « «  « » " * " J  * *  “ *

, „ o , ______________________

. • . f„r money came up constantly. This was seen as one of the things
The issue o f exchanging sex foi m y

. , „ f u iv  ind other diseases. However, it was shocking to realize 
that puts girls at increased risk of H

. . not a bisi deal if one chose to do so out o f
that most o f the participants considered prost.tut.on not b,e

„  prostitution such as those in Koinage and river road
their ‘own’ choice. However, s P

, non-lucrative compared to tourism sex. Some male
brothels was considered risky a

. , • , ciH thev would consider having a sugar mummy if she
participants in the group also jokingly said they

was cute and smart enough and with lots of •_____________ ___________________________

__________________ ____ _____ ____f T Z l T T h u f t o M ^  10 hook up ’
O riginally  I  com e fro m  the coast. c

n  havine sex tourists at age 14 an d  they g o t a  lot o f
With them. I  know m y fr ie n d s  who starte

■ , T o u r i s t s  like ■sm all g i r l s B u t  you can  V blam e me o r  anyone who  
m oney than the o lder g irls. Tou

hnrkerounds an d  never went school. But yo u  have to 
has sex f o r  m oney; m ost com e fro m  p o o r  backgrou

■ , , ,„ ;v «  -even  boys, especially sleep  with o ld  women  
know that i t ’s  o n ly  g ir ls  who sleep  » h 1

male 1 8  years.
an d  som e sleep  with o ther men too.



Trust among sexual partners was seen to play a huge role for the couples to stay safe and tiee of 

infections. Arguments in this case were from a veiy moialistic point of view with participants 

reinforcing that it w'as important to people to be genuine about their HIV status and sexual 

experiences to avoid misleading us. More so participants seemed to encourage each other that it 

was everyone's responsibility to also take caie ol themselves.

Sentiments expressed about dishonesty in lelationships

T o t open ing to y o u r  you r previous sex life a n d  i f  you  have

any d isea se  is v e t y w r o n g  a n d  an ev il dung to do. M as, young they have never had

sex before. They w an t us gu ys to think they are innocent an d  y e , she too about sex.

n T , • / v *«. fair for oeople to open up and not p u t others at 
Where d id  she te a m  th is fro m ?  1 think it s ju st.fan  Jo, p e o j P

risk. M ale 24  years. ___________________________  * I

. r u n /  status anions sexual partnersEffects o f  non-disclosure o f HIV
----------------------------------------- — 1 1 H lV P ^ t iv e .

I  w ent f o r  a  H IV  test so a s  to g e t m e u ji
,in ^ fec ted  me. She was my neighbour and I  guess  

The w orst p a r ,  is th a t I  know the perso n  who m jectea
, a ll M  me have unprotected sex with her! 1 rea lly  hate 

She a lrea d y  knew her H IV  sta tus a n d  s „ ll  let m
, hut m v brother ta lked  me out o f  it. M y brother and

her! I  h a d  p la n n e d  to rea lly  m ess hei p ,
. , pr counselled me in the initial days, an d  they have w alked  

m other are v e ty  supportive, m y Jf0

with me a ll along. M ale 1 9  years.
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Analyses are hereby made from the participants' experiences within social, cultural and 

economic contexts. Financial dependence or precariousness of some youth was mentioned as 

key factor that led to exchange o f sex for money, latest /fancy mobile phones and other digital 

equipments, food, clothing and shelter. A lack of open discussion about sex among family 

members and the wider community was seen as a barrier to the information and knowledge 

support needed by both HIV negative and positive youth. Although sex education programs

have been implemented to tackle information barrier, study participants felt that it was not

would oay more attention to the physical and emotional 
adequate and they wished their parents P

iof_iv tn those running health programs for youth, 
developments rather than leave it completely to those =

, HIV cerviCes were mentioned. Among them were fears of 
Some barrier for accessing RH and HIV services

■ u .v  positive, judgemental attitudes for engaging in sexual 
serious implications of testing H P

. . . „ enfTerinc from an STI or becoming pregnant. Teenage
activities, fear o f stigma if found o

, a  h v  the society and branded as failures. Teenage 
mothers described how they are shunned by the

«o,ne of them dropped out of school while their male
mothers suffered double stigma as

„ f tn finish school and they didn't have to take any responsibility for their 
counterparts went about to tinis

actions. . , .
H bv some HIV positive youth and one openly gayOther sentiments o f struggles were expressea y

•th stigma and discrimination. They narrated how 
man who talked about their struggles wi

frpm one residential place to another for security
sometimes they were forced to move away

times tney . directed towards them were associated

reasons. Other factors that see guch frilstrations led to non- disclosure to

vvith the societal disapproval of > self-esteem and hopelessness about
d also led to iow a*-**

Parents and peers for fear of iejcctio 

the future for those affected.

4.2.2 Attitudes towards youth sexuality
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Social stigma and discrimination experienced by HIV positive youth

/ u m  a ilin g  from  TD a n d  the health care worker suggested  that I ge t an HIV test. A fter  

Undergoing a  H IV  test I w as fo u n d  to be positive, I was in denial fo r  1 week then I dec id ed  to go  

to another VCTcentre f o r  another test an d  the results were the same! I  was d isappoin ted  

m yself a n d  v e ry  scared . H owever, I g o , support from  m y fr ien d  who is H IV p o sitive ; I  

d isc lo sed  m y H IV  sta tu s to m y step  m other whom I though, I could trust. Unfortunately she

. , MvenHinQ news to everyone that I was H IV positive . This
didn  V keep h er w ord. She w as the one spt eacling nen w  >

m Imnw But I only noticed when p eop le  s ta rted  
cam e a s a  sh ock  a s  I d idn  V want everyone to t o y

, ■ hohind mvback. I went into depression fo r  a  very long time 
treating m e d ifferen tly  a n d  speaking  be

until I jo in e d  the su p port group. V a le  20  y ts  oh  _________________________

4.2.3 Voung p .o p ie  attitude, tow ard, health car. provider

A ,ot o r e , f e l t  that « n d ~  P—  «  -  “
V  , the reality is the opposite and health care workers should work 

supposed to be having sex. Vet. tn
tttl attitudes towards young people. Participants also lamented

on their non verbal and judgemen ,

that most o f programmes that weie su 

manned by older people, yet there aie vei)

osed to provide youth friendly services were directly

highly qualified young people who can provide peer

lead services and manage such programs
H o w e v e r ,  th e  s e n t im e n ts  w e re  very d i f fe r e n t  a n d

positive among HIV positive youth.
and understanding.

of them felt that the service providers they are in

contact with are very supportive

w as tes ted  togeth er with m y aunt during the
,  door to door testing in our home compound, m y

results tu rn ed  ou t to be  p o s itiv e
trusted my aunt and  d isclosed  my status to her unfortunately

, o f  employment to
she w as the one who cam e to my

disclose to everyone about m y status,

fo r  m y p aren ts th ey  are  not aw are  

Very  su pportive  to me. Female 1 8 )

,h a , I  cm  H IV posarre.
The door to door counsellors were



4.3 Section  III: A n a lysis o f Key Inform ant Interview s

4.1.3 Characteristics of the Key Informants

A minimum o f four (2 female and 2 male) key informants were interviewed. Two are managers 

in youth serving organisations and 2 are Ministry of Health officials. The four K. were

•I t ;i;tw onH on ns in providing effective HIV and reproductive interviewed in relation to availability and gaps in piuviu D

, , a i nf nil the four interviews are combined and groupedhealth services to Kenyan youth. Analyses ol ail tne roui

into the themes as described below.

i ai. fhn four key informants lamented about lack of adequateLack of adequate funding. All the
C- , ovtimnle only 4% of the total AIDS budget being set

funding towards youth programming. 0

. ~ hppn efforts to establish counselling and testing
aside for youth programs. Whereas there have been

. . •Untinn is skewed. For instance 60% ofCT sites
(CT) and RH sites across the country, them d.str.button

nniv 20-30% of the population live, while only
are in the urban and semi-urban areas w

i.tinn lives This was seen to create a very big 
*0% iii mral Kenya where 70-80% ofilie population ves'

, ,h who were considered more vulnerable. Yer the 
challenging in reaching out to rural you

, was 5 million by end of 2 0 1 0  which narrowly missed the
national IHTC target for young people

mark.

c cpen t0  inherently be linked to the availability of
'Tj i n il cprviCCS VV3S
The success o f the HTC and s which affected services and

kH compla*ne^ ° ^ re^u*ar S
commodities. However, the n  kiaSCOP and NACC to ensure

• ts They urged the DKH, w
caused inconveniences to their clien s. ^  utilization of services,

that national procurements systems ' ____ ____________icuionai procurenu-"1̂  -v-
_ ___ - ___ stores, f o r

__ ______________— -—-T 7 '^fthfKeny01 Medico p
>e com m odities are ju s t  lo ym g  ^  ^  ^ ach (Q the health facilities.

■ o f  transport. The commodities at e ^ ^  0f money going into waste!

'ething has been  be done and done  /  ^  -

44



Referral services for young people seem to be a challenge for most health care providers. 

Particular emphasis was placed on the lack ot'a clear referral directory in most health facilities. 

Another challenge is the lack o f standardized delivery of youth friendly services, with different 

organisations having varying models that are sometimes confusing to young people but also 

leading to duplication o f services which was considered ineffective. While the Kl interviewed 

stressed on the fact that their stuff had been trained well to deal with youth related concerns, 

they valued their organisations as exceptional and feared that there were many organisations 

that did not train their staff to effectively deliver youth friendly services.

f  m v  „nf| t? w has significantly improved, there is still difficulties inAlthough data collection for H IV  and k m  nas sis u

organisations and ,h . gov—  s o n ,in n . .*  ™ '« »  d i,.,gnsS„ i . „

of 15-24 year olds. This will provide a nt.nl. beiler s i ...io n  on wha, is happening and h.nno 

..s ign  appropriate in d e n tio n s . T h e . .s is , no eon,,., and assnr.nee appto.ehe.

.specialty with the peer ed.eati.ns ntann.ls «  In -  Thns. assnr.nee for service

.• o f nrntocols and procedure, systems and client level need to be 
delivery through evaluation o f p

embedded in all YFS.
„ ,. „unri< and YFS guidelines but this haven 7 been

‘The « . «  t o  d M  * “

„  d *  * - c  — •  * »  "  **  '‘ *

grenndT o W  * »  »  -  ^
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DISCUSSIONS SUMMARY

HIV prevention interventions targeting the youth are few and under-resourced accounting for 

less than 4% o f all HIV resources. Uptake o f  HIV treatment services is minimal with limited 

access to sexuality, reproductive health information and peer-led friendly services. Various 

cultural and socioeconomic factors are easily seen to be responsible for sexual risk taking 

behaviours among young people such as sexual relationships involving multiple and older 

partners both o f  which increase risk o f  infection. Such notions are also socially supported by 

widespread unchallenged belief that males are biologically programmed to need sexual relations 

regularly with more than one woman and often concurrently.

However, men and women's sexual behaviours am judged differently. It seemed culturally men

Kiit ;n rase o f  women they are branded as ‘loose or 
are allowed to have more than one partner but m case

„i„oriv showed that relatively young and poor girls (and to a 
sex workers'. Group discussions clearly showed

• j  j inm taking more than one sexual partner concurrently, as this is 
lesser extent men) are induced in S

•i ui* ,o them to secure basic necessities or luxurious life styles, 
one o f  the only options available

• and discrimination exists, particularly in relation to young 
Barriers associated with stigma

. .  at risk youth include men who have sex with men, sex 
people at high risk o f  infection. 0

,. has driven them underground often preventing them
workers and HIV positive youth. Stig

• There is also limited services targeted towards these groups and 
from accessing HIV services. . . f ,

a mflinlv concentrated in mam cities. Training o f  health
those that exist are far in between an

• o ,c called for, but also ensuring there are no stock 
care workers to provide youth friendly services ,s

P as those for family planning or other commodities. HIV

outs o f  essential medicines s ^  ^  ,nc|ude health comp0nents which

services for HIV positive youth  ̂^  ^  especially to parents encouraged. This could 

seem inadequate and supported adherence to ARVs especially for those

help enhance their social suppor*  ̂

taking medication in secret or hiding
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CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

Young people in Kenya are exposed to HIV infection in different ways depending on 

geographic location, age, sex and to some extend level o f  education. For instance, most 

participants in the focus group discussions acknowledged that being college/university

environment provides them with space and freedom. The distance from parents offers great

_  . . , , : fW n t life away from home and watchful eye o f  parents. Thisopportunities to explore a dulerent me a y

. , , . nhrk\ as well as engaging in high-risk behaviour, includingincludes experimenting with alcohol as wen “  c e ® ®

, oKmc Most respondents gave an excuse citing that they wereunsafe sex and multiple partnerships. Most responu e

, . . . .  thev wanted to exercise their freedom while they are away
still in their developmental stages, th y

from home.

„ „ f  the situation o f  young people and their needs is required to 
Therefore a clear understanding o

. interventions to stem the tide o f  infections among young
design and successfully implemen

. crflie o f  the response required, the focus and relative
People. Without this information, th

urgency o f  the interventions will remain unknow

„  health services is an integral part o f  the national prevention 
Providing access to youth-friendly healt

. nrpvent HIV and other STIs include providing 
Programme. The main services necessary “  Prevenl

rocess to information, on" ,cmalll,  inefficient Interviews with Kl

STI, and HIV/AIDS. Howe-er. «  ^  b than that of adults, and this

revealed young people’s access to e

*s particularly true for adolescents.
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Young people living with HIV relented how difficult it is for them to disclose their HIV status 

for fear o f  rejection, blame and abandonment. Yet, limited programmes targeting them exist 

posing a major challenge in responding to their needs.

Insufficient knowledge and information: An important but not sufficient, foundation for any 

prevention effort aimed at young people is to provide them with basic information on how to 

protect themselves and their partners from acquiring HIV and other STIs. Although significant

progress has been achieved during the past decade, misconceptions about HIV and AIDS are

These vary from one culture to another, and specific 
widespread especially in rural areas, inese vary

„ vnnna whose risk o f  perception is low despite the knowledge o f  
rumours gain credibility among young

, . tH cailers and focus group discussions seemed to
HIV. For example, participants from the hotline c

• „,u„, than disease prevention was an impetus for them to use a
agree that pregnancy prevention rather than disease p

condom.

„i sex work and ‘mpango wa kando’: Group 
Implications o f cross generational sex, sex

„„„ „ f  sexual relationships between young women and
discussions also indicated the high prese

nntcirle Such relationships seem to be coupled with 
older men, whether inside marriage or outside.

influence in factors such as condom negotiations. Asgender power relations, which have an influence m

„• have the potential to drive the spread o f  HIV and other STIs 
such this kind o f  relationships

. . f might result into young women seeking back door
including unwanted pregnancies

u Hire reproductive health consequences.
abortion services that could eventual y a

HIV test was seen as factors that had an impact
A previous HIV test or the willingness to get

o f condom. Peer pressure to take an m v  test was

°n participants’ sexual behavi because their peers were taking an
„ fe,t they had to be tested j

common. For instance some ^  ^  ^  ^  suspected o f  being HIV positive or

HIV test and they did not want to common notion among the participants
take an HIV tesi*

promiscuous to a point o f  fearing 4g



was that those who had concurrent sexual partners had a higher risk o f  infections and were 

likely to be advised to take an HIV test by their peers (this was said jokingly).

I f  you  see yo u r fr ie n d  has mpango wa kando..manze tell them to go get tested...round h ii ni 

kubaya ’ im plying th is time around H IV  is real! M ale respondent 22years.

HIV/AIDS information and life-skills education was considered critical by health managers and 

the ministry o f  health officials interviewed. Recommendations from the key informants were 

firm emphasizing that such services should essentially be provided to young people in a number 

of ways, including through peer education or counselling, community activities and through the 

mass media/interactive social media and school-based education programmes.

It was however evident that often these interventions are dispersed across many organizations,

. , h -r effects are difficult to measure and evaluate consistently. Thus 
community groups and their errecii> a.

• u„„ ih he supported to monitor, evaluate and report progress made 
youth serving organisations should be suppo

i.  p„ g„ ™ , » 8 " •»  “” ly ” v to  '“ t a ,

bu, be „  t t b ,  f o r »  roppo*

■ p .p .W  » “  !» •" *  ' “ P " : Unllkt
Use of helpline services p

_ cc HIV and sexuality information was praised by 
f  u^tiinp services to access mcounselling, the use o f  hotline servic

. i that the hotline services allowed them to interact at the.r 
many participants. Participants sai

a in in an environment o f their choice or even anonymous, 
own convenience and to rem , ,. .

U ^necially valuable in situations where frank discussion o f
This anonymity was seen to c

, , norms and taboos, as well as wherever HIV carries a strong
sexuality, challenges, cultura

stigma.
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The counsellors were perceived to be very open-minded and non-judgemental towards the 

callers, respected their reasons for calling and addressed participants- issues in a professional 

manner. As such a recommendation to expand such services to reach more young people are 

needed because sometimes tire phone is too busy causing callers to give up since it takes a

while to get through.

_ , rkP- Desnite high presence of HIV prevention programmesDrug and alcohol abuse on the rise, uespne nife p

, uonno nronle knew the existence of the ONLY drugs and 
targeting youth in Nairobi, not many your g p P

. . . . „ c a PTA where they could seek support. For those who 
alcohol hotline service provided b> S

mnct nerceived cost as a barrier and hoped that this 
mentioned knowledge o f this serv.ee, most perce.ve

„  nf char„e as most of them could not afford. This meant that 
services would be provided fiee o =

■ „  even if they had an alcohol problem.
they were less likely to use these sei

„ h in be vigilant in recognizing drug and alcohol problems in 
Parents and teachers are thus calle &

• cince cost is a barrier and many young people cannot 
order to support those in need espec.a y

. • ovvn Those considered alcoholic or drug users contmue to 
afford rehabilitation costs on their . . .

vet to acknowledge that their condition is a disease that
face social stigma and Kenyan s 

reqHires treatment for many to quit

nr 0,-' .. . 
l IN S T H .iT i  OF M I T W j l O S t  

IGBNDM AN» AFRICAN STUDIES 
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CONCLUSION

Although the findings o f  this study cannot be generalised beyond the population interviewed 

they do nonetheless reveal the extent o f  sexual risk taking behaviours among young people, 

access to health services and challenges faced by those who test HIV positive.

The participants in the study had several risk factors for HIV and STI infections and

transmission and paradoxically poor risk perception for HIV infection. HIV risk behaviours

, | | ~ ^..ration Condom use was generally regarded highly as a
varied by age, gender and level o f  education.

u-, «^hnl and drug use were seen as the most common inhibiting 
means o f  protection, while alcohol an &

c . I ThP findings suggest that young people in general cannot be
factors for one to take a risk. The f 8

. fnr which one type o f intervention will be effective. This 
considered a homogenous population for wh.cn yv

varied geographically, by age, gender, socio-economic status 
is because; vulnerability greatly v

u , - v  HIV positive requiring different prevention, care and 
and even HIV status with those already

treatment interventions.

.. n,  are ongoing in different quarters aimed at changing
Various behavioural change interven

. „ ,  uiv-related sexual, alcohol and drug-use. However, such
behaviours to reduce the risk o

. be enhanced, scaled up and be more targeted.
behavioural change interventions nee

S ,o Some level judgemental, morally dictated

Challenges exist, that the ab sexua| intercourse and condom use-this

especially those geared towards delaying the onse o peciaily those gearc these interventlons may also be
. re t0 be made. Furtner

has t0 change if  necessary gai o f opinion leaders or peer to peer
hv seeking the involvement u

used to change social norms by

mterventions. vulnerability and varied agency that may help

This study reveals mechanisms tha contracting HIV. Public health
are at risx

a how young Pe°Ple a
ln understanding why and nu /  ^  background in the context o f  risky

strategies, which consider the ro
, . H from these findings. 51
behaviours, could be develope



RECOMMENDATIONS

1. Lobby for adequate funding to support youth programmes: Youth programmes are 

under resourced in Kenya. Thus the Government must strategically target their resources to 

interventions that respond to the specific situation o f its young generation. Donor 

programmes on the other hand should put resources through a rigours process in which

youth are consulted about their needs and the type of services they would prioritize. Special

, ■ trk thnse at increased vulnerability,attention should however be given to tnos
• towards youth friendly services: Adequate2. Need for supportive policy environment towards yo

«- The eovernment and other stakeholders need to ensure 
funding on its own is not sufficien . g

• m nrovide the evidence base and examples o f good practice in 
that the health sector is able to p

u. . nmmote or obstruct the development and implementation o f  
relation to issues which prom

.c for nrevention and care among adolescents and young
effective policies and programm

people. _ ,
* g r a m m e s  that challenge gender norms: Based on the 

2. Invest in girls empowermen p
ore disproportionately affected than their male counterparts m 

study findings, girls were m , . ,
. .  isolation, risk o f  dropping out o f  school and lack o f

relation to access o f  information, soci ,

. rn use especially with their much older ‘boyfriends who are 

power to negotiate for con o ^  ^  programmes is crucial for alleviating

mostly married men. Inves g This |ead to improved social

. . . ,erfv and promoting gender eq y'
social isolation, po y  ^  ammes would include use o f sports as an

p - sam ple, such p
and health outcomes. ^  giris and the community at large to

entry point to building social  ̂ p|ace b  the kitchen.

challenge gender norms which roductive health interventions: The study

Support male involvement mote the role o f  men in SRH and
. „re few programmes that pro

clearly shows that there ar ^  .ssues addressed as most are in their

where they exist they are limited in terms m scope
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early stages o f  implementation. Although men are less likely to be targeted in reproductive 

health services, men are more likely than women to be sexually active, have multiple 

partners and begin sexual activities early. Given current gender power imbalances “women 

empowerment “and “male involvement” need to be seen and implemented with critical eye, 

both from the point o f  view o f  men and women as sexual partners, and as part o f service

provision and policy setting.

5. Market the use o f  helpline: The one2one youth hotline was seen as very critical tool for

frpp n f charse The counsellors were considered nonpassing information to young people tree or cnarge.

.. ~ u™vpvpr the callers recommended that the service be judgemental and very supportive. However, tne caners

„ that needed immediate responses. As for the
24hour as some had emergency concerns mat nee

. hpln resoondents seemed not to be aware o f  this
SAPTA hotline for drugs and substance help, respon

. • f  thk cprvice is needed. Further still the service cost made
service. Hence more marketing o f this service

■ i a hr-rvA it could be free o f  charge, 
it difficult for youth to call and hoped

. 1, livino with HIV are warranted: As the number o f  youth
6. Interventions that target youth living

. c f.  cnnnort them exist but are still limited. Thus efforts 
infected with HIV rises intervention P

, . Thi,  sh0uld incorporate measures to create awareness 
to scale-up such services are needed. 1

k v» Comprehensive secondary prevention programs 
of existence o f  such services across V-

outh living with HIV. Such interventions should focus on 
are needed to meet the need y  ^  o f the HIV virus.

reducing sexual behaviours adherence |eading to quality o f  life. Strategies to

enhance se lf  care and medical or mDlemented

ards HIV positive youth should also be implemented, 
reduce stigma towards shou,d be educated on how to protect

those aged 15"i“yw
7- Young people particular y o f those in this age group are still in

infected with H iv .
themselves from being ^ ere js stiu high controversy surrounding

. f  them are sexually active,
school. While most or d'stributions jn Kenyan schools. Evidence based

sex education programmes and urgently before the situation worsens and more

nee 53policies to tackle such hindran



young people get infected or end up with unwanted pregnancies. Such policies would 

enhance condom promotion efforts and educate yotmg people on proper and consistence use 

early in advance before they become sexually active and if already sexually active then they 

will be empowered to protect themselves or make informed choices about their sexuality. 

Further still, there is a need to incorporate education on HIV/AIDS and sexual health in the

school curriculum, for greater outreach.

n . • . for drug and alcohol use: Data shows that there are8. Scale up preventive interventions
. i hnl use among those interviewed. Therefore harm reduction 

high levels o f drug and alcohol us
. iih he integrated within other HIV and SHR youth friendly 

strategies for substance use should be mte0

, ,  ffnrts to promote consistent condom use and partner reduction. Such
services coupled with elloits to p

..  and support to high-risk youth to enhance levels o f
interventions can piovide sk

protective factors and prevent escalation to drug abuse.
,.i M,i HIV program m es with incom e genera ting

9. L ink  sexual rep ro d u c tiv e  health  and HIV p

. . integrating such projects as kazi kwa vijana which are designed 
projects for young people* » .

. „ |iving conditions of youth. Such projects would elevate 
to improve the oveiall » . ,

, a in return deal with issues of economic dependency
unemployment among young peop e an

. for - I
that seemed to drive mos

, • nppded to better understand the social context within ~ K. Further research IS neeuc
Further research. sexual behaviour and the factors that

oe in substance use, risky
which young p e o p l e  engae Based on findings of this study, it is clear
. . . tn e n g a g e m e n t  in sex wor '•

drive young peopl ° and availability of youth friendly services

tllat there is a need to deteim Thjs cou|d also help identify viable
u n I ready living with HIV

specially for those an •> positive behaviour change. This
general to reiui k 

, for youth m &
social support networks desjgn integrated HIV, reproductive health,

information would help program111 ammes for young people.
, sp prevention

Psychosocial support and substanc
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Date Caller’s II) □ □ □ □ / □ □ / □ □ □ □  Counselor’s code □ □ □
ANNEX 1: T elep h on e In terview  Q uestionnaire_______________

Time (24IIrs) Call start: 0 0 : 0 0 Call end time: □  Call duration

Caller Location: Province: District -------------
1. Sex

I □  Male

2. Age □ □

3. Education

□  None

□  Pri. Complete

□  Sec. Complete

4. Occupation
□  Employed

0  Unemployed

2 0  Female

o  Some Pri 

0  Some Sec.

0  Post Sec.

0  Self employed 

0  Student

5. What do you think is the chance that you 
would get the HIV virus?
O >50 chance 0 3 0 /5 0  0<5O

(l>) Have you ever been tested for IIIV?

0  No 0  Yes

(c) Did you receive your HIV test results?

0  No 0  Yes

e) 0  Pregnancy & Birth control
0  Pregnancy 
0  Contraceptive

O  Emergency Contraceptive 
O  Pills 
0  IUDs 
O  Injectablcs 
0  Norplant/ Jadellc 
0  Natural method 
O  Vasectomy 
0Tubal ligation 
0Condoms 

0Aboriion

f) 0  Sexual Abuse/ GBV
0  Survivor 
0Non-survivor 
0  Known Perpetrator 
0 Unknown Perpetrator 
0  Client on PEP
O  Client called in time for PEP/EC 
O  Client disclosed/rcported specify 

who____________
g) O  Psychosocial support

o  Substance abuse c.g. Alcohol, drugs 
0 1  las used at least one substance 
O  Has used 2 or more substances

id) Last time tested
0  <3 months 0  3- 11 months

□  I -  5 yrs O  > -5 yrs

6-Reasons for testing HIV
0  Had unprotected sex O  Condom broke 

0  Think its useful to get tested

0  Educational/ career 
o  Prevention with Positives 
0  Supported disclosure 
0  Positive living 
OSexual Organ

Specify__________
0  Menstruation 
0  Pornography 
0Suicidal 
0  Abusc/Violcnce

0  Peer pressure 0 O th e r specify 9. Have you ever had sex? 
0Y cs 0N o

0  EAC:_____________Phone No:___
15. Client referred to -tick all that apply
O  Legal services 

0 S T I services 

0 Family planning services 

O  Post test club /support group 

O  Bursary/ Youth funds 

O  Gtild Line

O  Other outpatient services 

0  Ongoing counseling 

0  HIV Care 

0  VCT/CT 

0  PRC services 

0  LGBTI services

16. What factors do you consider as risks for HIV 
/STI among young people aged 15-24yrs in Kenya?

17. What would you describe as factors influencing 
STI/HIV vulnerability among young people in 
Kenya?

7. (a) Have you ever called this service before?

0  No □  Yes

(b) When you called did you talk to a counselor?

O No 0  Yes

(c) When was the last time you called?

0  < I month 0  1-3 months 

o  4 - 6  months o  6-12 months 

0  >1 year

(d) Reason for calling today?

0  Same O Different

8. Reasons for calling
a) □  Interpersonal Relationships

0  Family 
0  Sexual risk 
0  Sexual Relations 

o  Same sex 
o  Heterosexual

b) 0  Sexual Practice
D  Vaginal 
0  Anal 
0  Oral
0 N o n  penetrative

Spec t ty__________ _
c) 0  HIV& AIDS’ Information

0  HTC
O Condoms/Safer sex 
0  Abstinence 
0  HIV Status 
0  Modes of transmission 
o  ARVs treatment

d) 0  STI Concerns
0  Known Infection Specify_______
o  Unknown 

0  Symptoms 
Specify

b) How old were when you first had sex / Between 
0  15-19 0  20-24

10. Ilte first (or only) time you had sex, did you 
use a condom?’

0 Y e s  O N o

11. Did you use a condom the most recent time 
you had sex?

0 Y c s  O N o

12. Used a condom any time had sex
0  Never OSometimes 0Always

13. How do you jrerceive condom benefits?
0  Useful

0  Prevent HIV 
o  Prevent Pregnancy 

O  Not Useful

14. What are your perceived barriers to condom 
use?
0  Condoms often break 
o  Difficult to use 
0  Embarrassing to talk about them 
0  Too expensive

15 Where did you learn about this service?
f lO i ie B ie  Poster

0  Sexual Partner 
0  Another client

0  Leaflet: Which one?---------------
□  Health worker/ Counsellor

0  Peer educator Where.---------------

0  Insyder Magazine 

0  Friends 

0  Social nedia 

0  Mass media

18. Are you aware of any other formal or informal 
sexual and reproductive health services that address 
the needs of young people -please mention

19. Arc you familiar with the processes or conditions 
in which they operate in? kindly explain

20. What would you recommend as appropriate 
strategies for addressing psychosocial and STI/HIV 
among young people in Kenya -especially those who 
test HIV positive?



A nnex 2: A gu id e  to  in d epth  in terv iew s and focus group d iscu ssion

1. What do young people consider as some o f  the risks for acquiring STIs/HIV through 

sexual activities that include anal, oral and vaginal penetration?

2. What, how and where do youth learn about symptoms (or the lack o f  symptoms) o f  

STI/HIV? Have you ever accessed such information? If yes -what was the source? How 

was it delivered to you? If not explain why.

3. Are you aware o f  any available sources o f  information for HIV prevention and 

reproductive health for young people in your area or residence? Have you been able to 

access it? Elaborate your experiences.

4. What is your understanding o f  the term gender? Or when the term gender is mentioned 

what comes into your mind?

5. What do young people understand by the term gender roles?

Using your own understanding explore how gender roles, identities and cultural factors 

influence young people’s sexual behaviours and decisions to seek help or information.

6. What are the perceptions o f  youth towards HIV testing and counselling (HTC), and 

what factors influence uptake o f  HTC services among young people?

7. What strategies’ are young people aware o f that are used to target them for HIV 

prevention, care and treatment as well as other reproductive health services?

8. How do young people perceive these widely used prevention models targeting them?

Do these strategies acknowledge the realities in which they negotiate and make sexual 

choices?

9- In your opinion, what could be the best /appropriate strategies for addressing 

psychosocial and STI/HIV vulnerabilities among young people in Kenya especially 

those who test HIV positive?
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A nnex 3: Illustrative activity plan and tim e schedu le

Activity Jan-Apr

2 0 1 0

May-Jul

2 0 1 0

Aug -Oct 

2 0 1 0

Sept-Oct

2 0 1 0

Nov-Dec

2 0 1 0

Mar-Jun

2 0 1 1

Jul -Dec 

2 0 1 1

Conduct systematic 

literature review

X

Develop project proposal X

Receive feedback from 

the supervisor

X

2 nd draft proposal 

developed and approved

X

Pre- testing tools X

Proposal defence X

Data collection /field 

work

X

Data analysis
X

Complete final report
X

Dissemination of the 

results

X

Hand in a final complete 

copy to the Library

X
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A nnex 4: A  gu id e  to p re-testin g  th e  m ethodology

Adopted from the: International Development Research Centre.

1. Reactions of the respondents to the research procedures can be observed in the pre-test to
determine:
o availability o f the study population and how respondents’ daily work schedules and 

confidentiality are respected.
o acceptability of the methods used to establish contact with the study population, 
o acceptability of the questions asked; and
o willingness of the respondents to answer the questions and collaborate with the study.

2. The data-collection tools will be pre-tested to determine:
o Whether the tools planned for use allow collecting the information needed and whether those 

tools are reliable. You may find that some of the data collected is not relevant to the problem or 
is not in a form suitable for analysis. This will help decide not to collect this data or to consider 
using alternative techniques that will produce data in a more usable form, 

o How much time is needed to administer the interview guide/questionnaire, to conduct 
observations or group interviews, and/or to make measurements? 

o Whether there is any need to revise the format or presentation o f interview guides/
questionnaires, including whether:
>  The sequence o f questions is logical.
>  The wording of the questions is clear.
>  Translations are accurate.
> Space for answers is sufficient.
> There is a need to pre-categorise some answers or to change closed questions into open- 

ended questions.
>  There is a need to adjust the coding system.
> There is a need for additional instructions for interviewers (e.g., guidelines for ‘probing’ 

certain open questions).
3. Sampling procedures can be checked to determine:

o Whether the instructions concerning how to select the sample are followed in the same way by

4.

5.

6.

o
o
o
o 5

all staff involved.
o How much time is needed to locate individuals to be included in the study?
Staffing and activities of the research team can be checked, while all are participating in the 
pre-test, to determine:
o How successful the training o f the research team has been.

What the work output o f each member o f the staff is.
How well the research team works together.
Whether logistical support is adequate. . .
The reliability o f the results when instruments or tests are administered by different members o f 
the research team.

Proredure^for^alla^rocessing^and^nalysis can be evaluated during the protest Items that

o3"  Approprimeness'of data master sheets and dummy tables and the ease of use. 
o Effectiveness of the system for quality control of data collection.
o AnoroDriateness of statistical procedures (if used).
° aar tv lnd m e with which the collected data can be interpreted
The proposed work plan and budget for research activities can be assessed during the pre-test.

Issues that can be evaluated include. allowed for the different activities of planning,

°  ...... —
o Accuracy o f the scheduling o f the various activities.
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A nnex 5: C onsent form

You are invited to participate in a research project entitled

EXPLORING FACTORS INFLUENCING RISK PERCEPTION AND VULNERABILITY TO
HIV INFECTION AMONG KENYAN YOUTH

Please read this form carefully, and feel free to clarify with the researchers should you have 
ANY questions.

Researcher PI: Lucy Mung'aia
Email: nHmaallaffinmail.com Tel: +254 722 655659

Purpose and Procedure: I am currently a Master of Gender and Development Studies student 
at University o f Nairobi (UoN) and partnering with OnelOne team from Liverpool VCT Care 
and Treatment-Nairobi. We are here to conduct a study whose purpose is to explore factors 
influencing risk perception and vulnerability among young people in order to recommend 
appropriate targeted HIV/ sexual reproductive health seivices.

O n c e  y o u  h a v e  r e a d  t h e  C o n s e n t  F o r m  a n d  in d i c a t e d  t h a t  y o u  h a v e  u n d e r s t o o d  i t ,  y o u  w i l l  b e  

i n v i t e d  t o  p r o c e e d  t o  t h e  i n t e r v i e w  o r  g r o u p  d i s c u s s i o n  I t  ,s  a n t i c i p a t e d  t h e  i n t e r v i e w s  w i l l  n o t

t a k e  l o n g e r  t h a n  { h o u r  t o  c o m p l e a n c f e t e  o f 2  l / 2 h o u r s . T o  e n s u r e  t h a t  w e

p a r t i c i p a t i n g  o n  l i f e  h i s t o r y  n a r r a  n o te s  Q r a u t ) io  r e c o r d  a l l  w i l l  b e  k e p t  c o n f i d e n t i a l ,

c a p  u i e  y o u r  v i e w s  c o r i e c t l y ,  vv  G i v e n  th e  i m p o r t a n c e  o f  t h e  is s u e s  c o v e r e d
Findings and feedback w i l l  be reported b a c M o y a u ^ G w e r  ^  (o a  p o t e n t i a |

in  t h e  s t u d y ,  w e  w i l l  s u m m a r i z e  a n d  o r g a n i z a t io n s  in  y o u r  c o m m u n i t i e s  t h a t  m i g h t
g a t h e r i n g  o f  s t a k e h o l d e r s ,  o t h e r  r e s e a r c h e r s ,  a r  *  

b e  i n t e r e s t e d .  N o  d a t a  o r  c o m m u n i c a t i o n  w i l l  b e  r

, , „ f r r , t n  t h i s  r e s e a r c h  p r o j e c t  w i l l  b e  p u b l is h e d  a n d  p r e s e n t e d  a t

Confidentiality: A l t h o u g h  t h e  d a t a  r e n o r t e d  in  a  m a n n e r  t h a t  i t  w i l l  n o t  b e  p o s s ib le  t o

t o  U o N ,  L V C T  a n d  c o n f e r e n c e s ,  i w i  ^ t a t io n s  c o m i n g  f r o m  a n y  p a r t i c i p a n t s '  r e s p o n s e s ,

i d e n t i f y  individuals. Where t h e r e  a r e  ^  |o c a t i o n  o f  p a r t i c ip a n t ,  i n d i v i d u a l l y  i d e n t i f y i n g

a l l  i d e n t i f y i n g  i n f o r m a t i o n  ( e . g . ,  8 e 0 S r  t ^ a t  t ji e  s t u d y  p r o c e s s  r e m a in s  a n o n y m o u s ,

i n f o r m a t i o n )  w i l l  b e  r e m o v e d .  H o w e v e r ,  (Tjven t0 y 0L1 a t  th e  e n c j 0 f  t h e  s e s s io n .

y o u r  d a t a / c o p ie s  o f  y o u r  i n t e r v i e w s / d i s c u s s i o

. . . • v o l u n t a r y ,  a n d  y o u  c a n  a n s w e r  o n l y  t h o s e  q u e s t io n s

Right to Withdraw: Y o u r  p a r t i c i p a t e  h ( J r a w  f r o m  t ji e  i n t e r v i e w  f o r  a n y  r e a s o n ,  a t  a n y

t h a t  y o u  a r e  c o m f o r t a b l e  w i t h .  Y o u  m a y  ^  q l i e s t i o n s  c o n c e r n i n g  t h e  r e s e a r c h  p r o j e c t ,  

t i m e ,  w i t h o u t  p e n a l t y  o f  a n y  s o r t .  I t  y o u  t 0  c o n t a c t  t h e  r e s e a r c h e r  a t  t h e  n u m b e r s

p le a s e  f e e l  f r e e  t o  a s k  a t  a n y  p o i n t ;  y o u  a r e  a ls o

p r o v i d e d  a b o v e .

, i , n v p  s t u d v .  I h a v e  u n d e r s t o o d  t h e  n a t u r e  o f  t h i s  s t u d y

I .................. , consent to participate ,n 1 jndjcates my consent.
a n d  w i s h  t o  p a r t i c i p a t e .  M y  s i g n a t u r e

Signature...................
Signature................................................... Date_________ ______
Date------------- ------ ------------- -------- Principal Investigate
Participant
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