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OPKUA'I IONAI. DKFINITIONS
( oic-icscryoir: In this study refers to the main source of Human Immunodeficiency

Virus

High liansmitting Priority Groups: This term has been used to imply groups of

persons who are more likely than the general population to transmit HIV.

Sexual Mixing: This terminology has been employed to mean sexual acts between

you igcr girls and older men and between younger boys and older women.

I'eisons: This study has adopted this word to refer to HIV infected men and women

aged 15-54 years.

Young subjects: In this study has been employed to imply persons aged 34.5 years

and below.

Old subjects: In this study has been employed to imply persons aged above 34.5 years
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ABSTRACT

Introduction

IIIV/AIDS pandemic remains the world’s single most devastating epidemic
particularly in developing countries where many governments have declared it a
disaster. High risk practices of 111V infected persons serve as the principal source of
11V transmission in populations in Kenya, the worst hit being the sexually active and

economically productive age group of 15 - 54 years (M)l I NA('C 2001).

This was a cross-sectional descriptive study that was executed over a period of 6
months from the month of January 2004 to June 2004. The study assessed the
psychosocial and sexual practices, attitudes and challenges of persons living with

IIVV/ AIDS in Nairobi, Kenya. The research subjects were aged 15-54 years.

Objectives: v

Ihe study sought to establish whether persons living with HIV / AIDS in Nairobi,
Kenya engaged in high-risk psychosocial and sexual practices, flic study also sought
to establish the psychosocial and sexual attitudes and challenges of persons living

with 11IV/AIDS in Nairobi, Kenya.

Methodology:

A total of 385 IV infected persons aged 15 - 54 years, who have been diagnosed at
least six months before and had received both pre-test and post test counselling and
were living in Nairobi, Kenya, were recruited into the study. Clusters of

organisations/jnstitutions that render services to HIV infected persons in Nairobi were

X1V



chosen  From these clusters, research subjects are randomly selected. [I'hcir
demographic data, data on their psychosocial and sexual practices, attitudes and
challenges was collected using a semi structured qustionnaire. The data was entered
using Statistical Package for Social Sciences (SPSS), analysed by use of Chi square,
Spearmans ranks order and Pearsons correlation coefficient and results presented in
tables and figures. fk 4

7
rtf's .

Results:
Majority (71.2%, n~274 ) of persons living with 11I\VV/AIDS in Nairobi were sexually
active, and were heterosexual (96.9%) with halfof them (50.4%) having multiple sex

Pni ners. Majority ol research subjects did not know (lie HIV status of their sex

pmoim** (apoiitu/ivuulni pailutn  ni.vh., mill oilier pmtours m 6 1.6%). Most (71.4%)
of persons living with II1V/AIDS in Nairobi accepted their own HIV positive status,
however 38.8% were not in agreement with their own HIV positive status. Sixty one
percent (61.()%)of their spouses had not been tested for 111V, 32.7% were concordant

while 3.3% were discordant.

Persons living with 1IIV/AIDS in Nairobi engage in high risk practices, including
having multiple sex partners 50.4%, erratic and condom non use with sexual partners
other than the spouse 69.4%, high risk cultural practices 13.8%. psycho active
substance use 57.9%, suffer from SI Ds 29.9%, violent sex (sexual masochism and
sext al sadism) 8.6%, dry sex whereby methods arc used to reduce the normal

lubiicalion of vaginal mucosa 6.9% and wet Kissing 18.6%.

In the post 11V positive diagnosis period, persons living with [11V/AIDS in Nairobi

XV



face challenges (liat hinder (lieir sexual fulfilment. These include negative feelings of
sell esteem and selfevaluation, loss of desire (libido) for sex 46.14%, vaginal dryness

8 86%. dyspaieimia 16.82%, impotence 6.59%, and failure to attain orgasm 8.64%.

Conclusions:

fins study concluded that pre-test and post-test counselling is not achieving adequate
behaviour change in person diagnosed in IV infection in Nairobi, in terms of
avoidance of high tisk practices. lltesc persons also experience challenges that
hinder their sex fulfilment including negative feelings of self esteem and self
evaluation, loss of desire (lihido) for sex, vaginal dryness, dyspareunia, failure to

all; norgasm and impotence.

Recommendations:

Ilie icscarcher recommends that IIIV/AIDS counseling services in Nairobi be
evaluated with the objective of strengthening and making these services more
effective in achieving better behaviour change in the |xist HIV positive diagnosis life.
Ihere is also an urgent need to strengthen post-111V positive diagnosis follow-up care
through concerted efforts of the psychiatric team in order to address the identified
psycho-social and sexual challenges facing persons living with 11I1VV/AIDS in Nairobi

Kenya.

Xvi



Chanter | INTRODUCTION

11 Introduction

Over the last decade, IIV/AIDS has become the world’s single most devastating
epidemic, particularly in developing countries, where many governments have
declared it an emergency. 1lIIV spreads rapidly within countries and across the
holders. It afleets people regardless of gender, geography, race, religion or sexual
orientation. I'ne worst hit is the sexually active and economically productive age

group of 15-54 years (M( >11, NACV 2001).

Worldwide, it is estimated that 42 million people arc 111V infected; 22 million people
have died of AIDS, out of these 70% live in Sub-Saharan Africa. In Kenya, the first
AII'S case was observed in 1084 and by 1995, 63,179 cases had been reported.
Presently, it is estimated that 1.5 million people arc infected with 111V in Kenya

(WHO, UNICEF, UNAIDS 2002).

Scientists, politicians, decision makers, individuals and the public at large have
grappled with the puzzle posed by II1VV/AIDS, eventually leading to control strategics
and community programmes. Various conferences ate held and publicized with a lot
of resources put into implementation of projects and programmes against HIV
infection. Researchers continue working on the 1IV/AIDS vaccine, while the world
hca’th community has put aside the 1" of December as the World AIDS day. With all
these strategics, one would imagine our minds are fully occupied with information on

HI V/AIDS, sadly, however, the pandemic lias ravaged on unabated.



lii Suh-Sahaian Africa, several negative synergistic factors liavc inlcrplayetl to
|K"|K*tiiate (Ire vicious chain of HIV transmission. I'hese include knowledge
deficiency, povcity, high incidences of sexually transmitted diseases, soeio-cultmal
beliefs and practices, civil wars and deficient public health inliaslnictuics(WII<),

UNICI I. IINAIDS 2002).

Ihere arc three significant modes of ill VV transmission in Kenya, namely heterosexual
transmission accounting for 80%, vertical transmission (mother to child transmission)
accounts for 6-10% and through blood transfusion and other blood products 7-10%.
The contributions ofdnig injecting and homosexual practices to HIV Pandemic is not
well documented in Kenya, hut are appreciated us high-risk behaviours. Currently,
mil of every eight adults in mini Kenya, one is infected, while in urban areas, nearly

one out of every five adult is HIV infected (MQO! I, NACC 2001).

In November 1000, I11VV/AIDS was declared a National Disaster in Kenya by the then
President, and in May 2000 Nation Aids Control Council (NACC) issued the National
IHIV/AIDS stiatcgic plan, a blue print for multi-sectoral interventions for prevention,
control and mitigation of IIV/AIDS pandemic. In the revised Kenya National
IIIV/AIDS strategic Plan launched in 2000, behaviour change to minimize risk of
exposure to HIV infection and the use of condoms to protect against infection are

recognized as the key interventions.

Th<»sc persons already infected with HIV are among the high-transmitting priority
groups, as they are the core-reservoir of the HIV. hence the grave urgency to firmly

integrated them in the fight against the epidemic.



12 Statement Qf The Problem

Over 100 million new cases of sexually transmitted infections (STIs) excluding HIV
occiii each year among young people worldwide (WHO, IINKT.b, UNAIDS 2002).
Sl Is greatly facilitate HIV transmission between sexual partners, hence prevention
and prompt treatment of S 1ls is important step in breaking the 1IV/AIDS chain of
infection. Sl Is that cause genital ulcers increase the risk of transmission the most.
I ven when they suspect that they have an infection, many people do not seek the
appropriate medical care because they fear that their privacy will not be respected.

Ihey may also feel too embarrassed or feel too guilty to seek treatment (bill 19%).

Sexual activity begins in adolescence for the majority of people. In many countries
unman icd girls and boys are sexually active before the age of 15 years. Recent
sun ;ys of boys aged 15-19 years in Brazil, Hungary and Kenya found that more than
a quarter reported having had sex before they were aged 15 years (WHO, UNH I b,
IINAIDS 2002). In Kenya 15% girls and 35% boys have had sexual intercourse

before age 15 years (Demographic and Health Surveys, 1998).

Adolescent girls arc at very high risk of getting infected with HIV and other ST Is
especially in Sub-Saharan Africa where 2/3 of newly HIV infected persons aged
between 15-19 years are girls. In major urban centre in Pastern Africa studies have
shown that 17-22% of girls aged 15-19 years aic already HIV infected, compared to
3-7% of boys in the same age group (WHO,. tINICT.b. IINAIDS 2002). This
inch' ales a “sexual mixing” pattern whereby older men arc having sex with younger

gills, (“sugar-daddy syndiome”). Young women in countries where economic



conditions make it difficult Idr young women to afford school fees, seek favours of
“sugar daddies " (older men who offers compensation in cash or kind in exchange for
sexual favours), engage in transactional sex (that is. exchange sex for money or goods
on in occasional basis) or enter sex work (willingly ot forced) to pay school fees,

support their families or take care of themselves (Wilt )l INK I I 1INAIDS 2002).

Mu age mixing is fuelled by tire dangerous myth among men in some places that
having sex with a virgin can cure IV in men. Many men also assume that younger
gills are not yet infected. In addition, cultural norms relating to sexuality prevent
many gills from taking active steps to protect themselves. In cultures where it is vital
for gills to be virgins at marriage, some girls protect their virginity by engaging in
unsafe sexual practices such as unprotected anal intercourse. (WHO, UNK'I I'.

| INAIDS 2002).

Ihe most sexually active and economically productive age group of the population is
at the ccntic of the global JIIV/AIDS pandemic. lhese people who are aged 15-54
years arc the most sexually active among the population and are consequently the
hardest hit by the IIIV/AIDS pandemic. As they become aware of their sexuality,
many young people become sexually active. Young people today encounter sexual
images and messages everywhere in the media. They also experience social pressures
that tempt them to experiment with casual sex. alcohol, psychoaclivc substances and

other risky behaviours such as unprotected penetrative sexual intercourse.

Some people engage in unprotected sex because they lack the skills to negotiate,

abstinence or condom use. lhey may be fearful or embarrassed to talk with their



sexual partners about sex. Still others may fail to adopt safer behaviours because they
perceive that their individual risk is minimal or non-existent. People who smoke and
drink alcohol ate lour times more likely than their peers to have multiple sex partners.
Those who have coitus under the influence of drugs or alcohol are tluec times more

likely not to use protection (WHO. IINICTT, UNAIDS 2002).

being the majority of the HIV infected persons in the population, people aged 15-54
years are the worlds greatest hope in the struggle against this fatal pandemic. lhey
have inherited a lethal legacy that is killing them, their families, friends, brothers,
sisters, parents, teachers and role models. They have also demonstrated that they are
capable of making responsible choices to protect themselves and otliei people, when
provided with support and can educate and motivate others to make safer choices

(I 111, 2002).

This study seeks to explore and establish the psychosocial and sexual challenges
facing the already HIV infected persons aged 15-54 years, as the core reservoirs and
transmitters of HIV among the population of Nairobi cosmopolitan urban social

setting.

JJ  _Study Justideation

High-risk behaviour of 111V infected persons serve as the principal source and course
ol HIV transmission in the population, while also increasing their viral load as well as
rc-infecting themselves with new subtypes of IIV. Nearly two decades after the
emergence ofllIVV/AIDS pandemic, far less has been researched on the psychosocial

and sexual practices, altitudes and challenges facing people living with HIV/AIDS. as



cvi IciKC by limited available studies despite extensive literature search. Persons aged
15-S4 years arc most economically productive and sexually active group in
imputations worldwide. HIV infected people within this age bracket serve as high
Irc, icncy IHV tiansmillers; hence the mgeut need to establish psychosocial and

sexual challenges lacing them in relation to 11V transmission.

Iht HIV prevalence in Nairobi is one of the moderately high among the Kenyan
hib in centres. It is estimated at 16.8%, with the highest IlIV cases and infection tales
being among persons aged 15-54 years (MOII, NA( ( 2001). being the capital city
of Kenya. Nairobi icpresents a truly cosmopolitan city in sub-Saharan Africa, the
residents having immigrated into the city from various geographical regions and

cultural backgrounds in Kenya, and to a lesser extent from other parts of the world.

Young pcisons in Kenya arc experimenting with sex, sometimes at a very early age;
Ilii « is the discomforting truth. Among sexually active secondary school girls. 6% had
sc., before they turned 10 years; another 36% had sexual intercourse by the age of 14
years (Okumu and ( liege 1994). It is no longer a good idea to give young persons
inhumation on how to resist pressures to have sex or how to practice safer sex, it is a

matter of life and death, and (his cannot be repealed often enough.

Studies in some cosmopolitan urban Centres in Kenya showed that more than 4 out of
If sexually active young persons failed to seek treatment even when they had
unmistakable symptoms of STI (Karucru, cl al 1998). Also 18% of young girls
Ik omc infected with 111V within only one year of having sexual intercourse lor the

H t lime (NASCOP 1999). In addition, young people having unsafe sex are at very



high lisk of contracting SllIs and IV because they are likely to have sexual

intercourse more often (Ukweli, 2000).

llie current ministry of health response to the IV pandemic in its strategic plan
1999-2004 includes the introduction of voluntary counseling and testing (VCI) for
IV into public health care system (MOM, NASO >I' 2001). Ihere is then a need to
establish the impact of VCI services on those that are confirmed to he 11V infected

in terms of behaviour change.

Ihis study seeks to explore and establish 111V infected persons’ psychosocial and
sexual challenges, altitudes and practices, and by so doing recommend ways and
strategies to empower and motivate the sexually active 111V infected persons towards
behaviors that will protect them from re-infection and increase in IV load, and
equally important to support them make decision not to transmit IV to the
uninfected population. This will enhance the involvement of people living with
IIV/AIDS in the campaign and struggle against the pandemic, for they after all know

best what it means to live with the 11V infection and AIDS.

I I __ Research Questions
1 Do persons infected with 11V engage in high-risk psychosocial and sexual
practices?
2. What is the magnitude of high-risk psychosocial and sexual practices among
persons living with I11\VV/AIDS in Nairobi?
3. What psychosocial and sexual challenges hinder sex fulfillment among

persons living IH1V/AIDS in Nairobi?



15  Objectives

151 Broad Objective

In determine the psychosocial and sexual practices, attitudes and challenges ol the
HIV infected pcisons and their importance on the causation and course ol 11V

transmission by the HIV infected persons among (lie populations in Naitobi.

152  Specific Objectives

I In establish whether there exist high-ii.sk psychosocial and sexual piactiees
among HIV infected persons that predispose them to HIV rc-infcction and
consequent increase in 111V load in their body.

2. lo establish whether there exist high risk psychosocial and sexual practices
among 11V infected persons that predispose the people they interact with lo 111V
infection.

V To dcteimine the magnitude of high-risk psychosocial and sexual practices among
persons living with 11IV/AIDS in Nairobi.

d. lo determine psychosocial and sexual challenges that hinder sex fulfillment
among persons infected with HIV.

5. To assess the impact of pictcsl and posttest counseling on behaviour change of

HIV infected persons in Nairobi. Kenya.

I (i. Ilyppthescs
1. lhere exists no significant psychosocial and sexual high risk practices among
HIV infected persons in Nairobi, Kenya..
2. lhere exist no significant psychosocial and sexual challenges that hinder sex

fulfilment in persons living with 111\VV/AIDS in Nairobi, Kenya.



C-hauler 2 1111' KAiII'KK KEVIKW
IV infection is a chronic illness that terminates as AIDS ami eventually death. As in
any other chronic physical disorder such as cancer, acceptance of one’s own positive
status is significant as it leads to development of insight into one's diagnosis. With
good insight, the individual is motivated to engage in healthy practices and lifestyles
that mitigate the effects or the disorder. In IV positive diagnosis, good insight of
individuals who are infected with HIV ensures that they live positively with the
infection and that they engage in practices that minimize the likelihood of spread of
11V to the uninfected population, and that they do not re infect themselves and others

with new eladcs of I11V.

The emergence and spread of IIIV / AIDS pandemic remains one of the most
significant challenge to the very existence of mankind. While every person is certain
to face death at some time, those who arc diagnosed to be 11V infected arc certain to
face death sooner rather than later. This is because the search for 111V / AIDS cure has

remained elusive, while search for a vaccine is still a mirage.

I li/abcth Kubbler - Ross, (1969), postulated that when people arc aware that they are
going t,, tlic they go through several psychological stages during the process of dying,
till finally they die. These stages are:

Denial

Anger

Bargaining

Depression

Acceptance.



Stage I: Denial - * No. Not me!*

Ihis is the stage immediately after diagnosis of terminal illness is made. Ihe Iverson is
usually in shock often followed by a feeling of isolation. In an attempt to prove that
he is not 111V infected the pcison may engage in high risk practices which may lead to
itansmission ol HIV to the uninfected population, while tlie patient may acquire new

i lades of 111V and increase the viral load to his body.

Stage 2: Anger - * Why me?’

Ihis stage is characterized by rage and anger towards oneself and other people. In
this state of mind, the person has the potential to retaliate to those people who he
pciccivces to have caused or played a part in the aetiology of his present predicaments.
During this stage a person who is I1IV infected can engage in high lisk practices that
may results in HIV transmission to the general population, while also increasing the

viral load and acquiring new cladcs of 111V into his / her body.

Stage 3: Bargaining - ‘ Yes me, but.....*
The third stage is characterized by guilt and appeal to the supernatural power to cause

the person to be cured, with the person promising to change his attitudes, behaviour

and practices to please God.

During this stage the likelihood of the person engaging in high-risk behaviour is

minimized, as the super ego tends to dominate the impulses and demands of id.

Stage 4: Itepression - ‘Yes, me. ’

Dining this stage giicT persistently remains the dominating emotion. Other emotions

10



(hat picscnt dining this stage are feelings of helplessness, worthlessness and
hopelessness. Self-blame is also a feature during depression. 1lie person is

psychologically vulnerable to mental disturbance.

Stage 5 Acceptance - ‘Yes, rnv time is close and it is ok’

Il is fifth stage is also refened to as the stage of self-reliance. Ihe person has hilly
come to terms with his diagnosis and accepts the fact that he is sooner than later going
to die. Ihc person makes the appropriate plans for his final exit. This stage is
characterized by increase in psychological stability because he feels peaceful with the

prospect of facing death sooner rather than later.

Hie risks of intentional transmission by the infected person at this stage are least. Ihc

HIV infected pcison is also more likely to engage in healthful lifestyles and practices.

Wk hluidc several studies have been carried out to establish psychosocial and sexual
pro lives and altitudes of 111V infected persons in relation to 111V transmission among
populations. Muga R, cl al 1997 studied the gender-specific differences for syphilis
and for the sexual transmission of IIV in a cross-sectional analysis of injecting drug
users (IIHis) admitted for detoxification between February 1987 and January 1990.
Of the 386 heterosexual IIHJs, 68% were HIV-positive and 4.7% had serological
syphilis. Syphilis was higher in women (12%) than in men (3%), and Men had an
1M1 as a sex partner more often than women did. Serological syphilis in women was
ass< eialed with having had more than one sexual partner in the previous year but this
association was not present in men HIV infection was not associated with syphilis in

male 1IHJs. However, IV was picscnt in all women with syphilis that reported more



llian one partner. As a follow up to litis study it would be useful to establish the
magnitude of SIDs and intravenous drug use (IDU) among persons who are

diagnosed lo be 111V infected and have received eounscling.

A Minnesota longitudinal study of people diagnosed with a ndolesccnt/adull HIV
infection befoic 1993 and still alive as ol December 31,1994 found that 30 (1.3%) ol
2313 111V- infected people were diagnosed with one or more SIDs after 111V
diagnosis. There were 31 episodes of gonorrhea, 7 episodes of chlamydia infeelion
and | episode of secondary syphilis. Ihe gonorrhea incidence among IV infected
people was high compared to the general population in Minnesota even after

stratifying by gender, age, and county of residence.

In a cross-sectional medical record review of men who have sex with men (MSM)
who attended an urban SID clinic from January, 1993 through December, 1994,
l.afferty, W le ct al 1997 established that among 1253 MSM, 196 (15.6%) had non-
chlamydia NtilJ, 105 (8.4%) had gonorrhoea, 31(2.5%) had chlamydial infection, and
162 (12.9 %) had known or newly documented I11V infection. Know 11IV infection
was an independent predictor of urethral gonorrhoea. Oral inscribe intercourse was
independently associated with urethral gonorrhoea. Neither number of sex partners
nor condom use was associated with any incident SID outcome, including new 11V
infection. MSM who attend SID clinics represent a subgroup ofhomosexually active
men who remain al high risk for SIDs, including I11V infection, fellatio, commonly
thought to be a 'sale' sexual practice, was found to be an independent risk factor for
urethral gonorrhoea and nonchlamydia N(il). Ihe study recommended that a history

of consistent condom use or few sex partners should not dissuade clinicians from
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pci forming screening tests for HIV and other SIDs. Repealed STD screening and
counseling about safer sex were indicated for many HIV-infected MSM. lire
contribution of bisexuality to heterosexual 111V transmission however was poorly
quantified. It was estimated that there were about 400 IV infections transmitted
annually from HIV - infected bisexual men in high lisk cities to their female sex
partners; two thirds of these infections were transmitted to main female partners and
one third to casual paitncrs. It was concluded that transmission via bisexuality was a
relatively minor component of the estimated 40.000 annual infections in the USA.
Although majority oT IV transmission among Kenyan population is though
heterosexual practice, it is also important to determine the extent to which
homosexuality, lesbianism and bisexuality prevail in IV infected populations, and

their contribution to 11V transmission.

In the study to delcimine the perceptions among patients with different rates of
disease progression as to the reasons for a good outcome with 1V (Imop, M; et al
IW7 >when Non-progtessors were asked " what do you feel aic the reasons or your
good outcome with IV infection ?". Mental attitude, and in particular a positive
outlook, was the reason most frequently given for a good outcome among both non-
progressors (NP) 42%, and progressors (P) 40%, followed by lifestyle measures and
personal action (NP 31%, 1*35%). Medical treatments such as antiretroviral drugs
we e rarely suggested (<3%). No significant differences were observed in the
frequency of the different reasons given by non-progressors and progressors. The
study found that a positive outlook, lifestyle and personal action among long-term

HIV infected individuals were important determinants of a good prognosis.



Singh. N; ct ;il (1997) studied Psychological stress and depression in older patients
w ill intravenous diug use and luinian immunodeficiency virus infection, found that
oldci patients exhibited greater emotional and psychological stress. Older patients
had significantly greater depression, higher tension and anxiety, greater anger and
hostility, greater confusion and bewilderment, and mote fatigue compared with
younger patients. Older patients were significantly more like to have intravenous
drug use as IV risk factor, less likely to be employed and more likely to use noil-
traditional therapies. Intravenous drug use was an independent predictor of

psychological stress in older patients.

In a study to determine factors associated with condom use among women infected
with human immunodeficiency virus, (Clark, R.A.; et al; 1997) found that most
women had only one sexual partner, factors found to be associated with condoms
non-use included younger age, low education level, an IV - positive partner, history
of STD. and use of drugs or alcohol during sex. Although most subjects indicated
that the decision was mutual when deciding not to use a condom, 20% stated that it
was a partner decision. The study recommended that future intervention efforts should
taigct these identified high-risk individuals and optimally involve (he partners of 11V

infected women.

Sc. oral other studies have been identified that reported on the sexual risk practices of
non-1IH! IV positive people, for example, Cranson and C'aron (1998) reported that
36“ i ol IV positive women had engaged in unprotected sex since learning of their
IV scrostalus. In another study, Dcllovit/. cl al. (1997) repotted that one third of

non-ding- using IV positive women engaged in unprotected vaginal inter-course

14



timing (lie previous year. Wilson ct al. (1999) also rcpoilcil that 32% ol 111V positive
onpaged in unprotected vaginal sex during tlic previous 6 months. lliese studies also
imlicatcd that non - 11)11 heterosexual IlIV positive women do not have a large
numhei of sexual partners. In fact, most women reported long-tcim, monogamous
rel.ilionships with only one paitner (Clerk etal, 1 7). Intwo studies that ascertained
scroslatus of the partner, the majority of women reported 111V negative or unknown
status partners (Clark ct al. 1*>97; Dellovitz ct al., 1997). However, neithei ol these

studies linked scrostatus of partner with sexual risk practices.

lii most of HIV positive women, partner refusal has been reported as a primary reason
foi not using condoms (Clark et al.. 1997; Cranson and Caron, 1998; Hankins et al.,
19>7; lai. 1994). A significant petcentage of HIV positive women also reported that
not -condom use was a mutual decision motivated by the long-term, commitment, and
monogamous nature of their sexual relationship. Cultural influences on condom use
were also noted. For example, 11V positive African American women have repotted
a variety of reasons for not using condoms, including: lack of trust in the reliability of
condoms, male partner's refusal to use condoms, women's fear of negative partner
reactions (c.g., violence), and interference with childbearing (Medium el al.. 1998;

Clark ct al.. 1997).

A -tody by Sherman and Kirton 1999 reported on the sexual risk practices of HIV
positive heterosexual males. lhc study subjects reported periods of consistent
condom use for vaginal and anal sex. hut all indicated intermittent relapses to unsafe
sc A variety of barriers to condom use were identified. They included: no condoms

av. ilahlc at the time, inability to impress partner when wearing a condom, delayed



gjaculation, lack of sensation, discomfort, and inhibition of romance. No data were

reported on number or type of sexual partners.

A study by I'tins. M; el al; 1997 compared the progression and non progression ol
111V infection among 418 injecting drug users <l1)1is) and 122 homosexual men with
documented dates of I1IV seroconversion from 12 cohorts. It was found that the risk
of death from any cause of homosexual men compared with 1)l Is increased over time
since seroconversion, lilly IDUs died prior to AIDS, compared with seven
homosexual men (unadjusted RII for homosexual men 0.10). Ignoring this pre-AIDS
mortality, the crude RIl of death for homosexual men. No differences in progression
between subgroups aged 24 years or older could be demonstrated, but subjects below
24 ycais were found to be at a decreased risk. Proportions of non-progressors based
on (1)41slope >0 at 7 years following scro conversion were higher for [IMIs than for

homosexual men.

From the available literature, far too few studies have been published on UIV/AIDS
related practices, attitudes and challenges of persons infected with HIV. This is
particularly true for Kenya where there exists very few published studies and even for
those that have !>een done, they have not exhaustively surveyed high-risk psycho
social and sexual practices, altitudes and challenges among those who arc infected
with HIV. It will be helpful to policy makers if findings of existing studies could be
cither be corroborated or contrasted by similar other studies for this will enable them
to diarpcn their decision making, develop supportive policies and therefore facilitate

provision of appropriate and effective services to HIV infected persons.
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Ihis sillily is designed to add on to die already existing body of knowledge on
psychological and sexual practices, attitudes and challenges of persons living with

IH1V/AIDS specifically in Nairobi, Kenya.
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<hauler 3___ MA I'KKIALS AN!) METHODS

3.01  Study Design aiul Iime | tame
Ihi' whs a cross-scclional descriptive study tliat was executed over a period of six

mouths between January 2004 and July 2004.

33)2  Study setting

Ibe study was carried out in Nairobi cosmopolitan social setting. Ibe city is situated
in the central highlands of Kenya at an altitude of 5450 feet above sea level. It covers
an area of 000 square kilometers and is subdivided into 9 administrative divisions
namely; Dagoretti, Imbakasi, Industrial Area, Kahawa. Kasarani, Lang’ala,

Makadara, Punnvani and Wcstlands.

Nairobi city is the capital town of Kenya and is situated in Nairobi Province. The
population of Nairobi is estimated to be 2.137 million people. Of these, 1.5 million
are males and 0.987 million are females. Ilie population giowth rate is 4.8 up from

4.7 in the 10X9 population census (Central Bureau of Statistics, 1999).

Ilealtli cate sen ices are provided to the population of Nairobi by the Govermnent of
Ket ya. the Naiiobi City Council. Non - Governmental organizations. Private sector

and faith-based organization.

3.03 Sampling Method
( lusters of organizations/ institutions that render services to 111V infected persons in

Nairobi were chosen. Iliesc clusters included 111V screening centres (including



health institutions). 111V counseling and suppott centres and |11V peer support groups.
I mm each of these clusters 55 subjects were randomly selected. Specific Study sites
wecic:

i) Patient Suppoit Centre of Kenyatta National Hospital (KNIl PSC)

h) Kenya Network of Women Living With AIDS (KENWA)

c) Kihera Community Self - Help Programme (KICOSHP.P)

d) Women | ighting AIDS in Kenya (WOPAK).

e) Society for Women with AIDS in Kenya (SWAK)

] Kenya Medical Research Institute Clinic (KEMRI ( linic).

3.04  Inclusion Crilciia

Study subjects met all the following ciitcria

a) HIV infected.

b) Aged between 15 to 54 years

c) lad received both pre-test and post-test counseling.

d) \t least six (6) months after testing positive for I1I\V/AIDS.

e) Resided in Nairobi for at least the last six months.

MO- |.xclusion Criteria

Potential subjects with any of (lie following criterion were excluded from the study.

a) Ihat not in possession of legal documents to confirm their age.

b) Those that were IV positive but had not received pre-test or post-test
counseling.

) Ihose that were 111V positive received post-test counseling but had known

their 111V positive stains for less than six months



) 11V negative.
c) 111V positive persons aged below 15 years or above 54 years.

1) HIV Positive persons who were not willing to take part in tbe study.

3.06 Sample size calculation
Sample size was estimated using tbe formula as recommended by | isber ct al 1998.

't

zips
d2
Where - 196
n IJesired sample si/e (when population is greater llian 10,01)0)
/ - 196 - Standard Normal Deviation corresponding to the 95%
confidence  limit
p - Prevalence of (lie issue under study,( i.c. high risk psychosocial and
sexual practices of HIV infected young persons) hypothesized to be

50% hence P=0.5

4- (onlidence limit of the prevalence (p) at 95% confidence interval | -

0.95 = 0.05.
IU'j'tec of accuracy desired for (lie study is hence set at *0.05
lbusn (196) x0.5x05 ~385

(0.05)2

llcr.ce sample size was estimated at 385.

20



TO7  I>ata ('(illcclion

Ik rcseaichci anti live (5) licit! assistants collected data, by use ofa (Juestinnnaiic
tics giictl lor the simly (appendix 1). lhe questionnaire which was in I-inglish
language was originated by the researcher and covered the following themes;
demographic characteristics of the study population, high risk sexual and cultural
practices, perceptions and attitudes of the study population towards the general public,
ant psychoscxual challenges facing the study population, flic questionnaire was pre-
tested on twelve subjects, hive field assistants who had attained secondary level of
edi ation and fluent in both written and spoken finglish, Kiswabhili and their ethnic
laiM.uagcs were recruited for the purpose of data collection. lhey were trained on the
coi 'cuts of the questionnaire, aim of the study and how to carry out interviews and lill

out questionnaires. The need for reliable information was emphasized

Access to research subjects was facilitated by field and health facility guides who

wci 0 assigned to the researcher and the live field assistants. Ihey introduced the data
collectors to potential study subjects. Upon consenting, study subjects were
interviewed and the questionnaires Idled out at the service delivery points, peer

sup roil group meetings or at their residences, liacli interview took between twenty to
thirty minutes. At the end of the day, incomplete and poorly filled questionnaires were
disi aided. In total seventy eight (78) potential study subjects who were approached

icl ised to consent to participate in Ibis leseau h and were lluis excluded from the

study. Data collection, cleaning and field summary were completed in live weeks.

3.0K_. Data Analysis

lor data entry and analysis, a computer based data file was developed and utilized



usi > SPSS (Statistical Package lor Social Sciences). Ilie icsulls were then presented
in desuiptivc form using frequency tables, cross tabulation, tables, bar charts,
licquency polygons, pie charts and bislogiams. IlInivariate analysis was used to
analyze each variable, while bivariate analysis was utilized to compare dichotomous
vambles. ( hi square lest lor significance was used and the level of significance fixed
at ( 05. Multivariate analysis was used to show relationship between variable as

appropriate.

ft))  Llineal Considerations

a. Authority to conduct research in Kcnyatta National Hospital was sought from
and granted by the Ethical and Research Committee of the Kcnyatta National
Ilospital.

h. Authority to conduct research in Nairobi was sought from and granted by the
Government of Konya through the Ministry of Education, Science and
Technology.

e. Informed consent was sought from and obtained from potential study subjects
before they were included in the study.

d All information obtained from the study was treated with utmost

con identiality and used only in the study.

VI<*  StudylJ.imitations

Some difficulties were encountered in recruitment of study subjects because they
wci icluctnnt to diverge the information required, this was attributed to the
sen live and petsonal nature of the information sought by the study. Ibe icscarcher

and ichl assistant made all efforts possible to com incc potential subjects by precisely
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explaining the purpose of the study and the benefits that the study findings and

recommendations could he to persons living with 111V/AIDS and the community as a

whole.

lhe researcher would have liked to expand the study area but due to limitations in

lime and resources, this was not possible during this study.
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Chapter 4 RESULTS

DEMOGRAPHIC CHARACTERISTICS OF STUDY
POPULATION

1. Table 1: Age Distribution of Study Population

Age Frequency Valid Percent ~Cumulative Percent
Group

15-22 years 77 20.0 20.0

23-30years 77 20.0 40.0

31-38 years 77 20.0 60.0

39 -46 years 77 20.0 80.0

47 - 54 years 77 20.0 100.0

Total 385 100.0

A total of 385 persons were interviewed. The age of the study population ranged
from 15years to 54 years with a mean age of 34.5 years and a standard deviation

of 10.87 years . The median age was 34 years.

2. Figure 1: Gender Distribution

Approximately equal number of males (n=192) and females (n= 193) were recruited

in the study.
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3. Figure 22 Marital Status

Frequency
37.7%
Single Married Cohabiting  Separated Divorced Widowed
QF requency 101 *5 16 53 15 54

More subjects were either married or single.

4. Figure 3: Literacy Status

The study population had a varied literacy status as shown in figure 3 below.

Majority of subjects had attained primary and secondary literacy levels.
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5. Table 2: Source of Income

The distribution of source of income in the study population is depicted in

Table 2 below.
Frequency Percent
Valid Own earnings 218 56.62%
Spouse 34 8.83%
Others a 54 14.03%
Total 306
Missing Not Indicated 79 20.52%
Total 385 100.00%

* Includes income from Donations. Parents, Relatives e.t.c.

Over half the number of study subjects depended on their own earnings.

6. Figure 4: Religion

Religion / faith distribution of the study population.

Most subjects professed Christian faith (Protestant and Catholic).
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7. Table 3: Ethnic Background

Most study subjects were of African Kenyan background with specific ethnic

distribution shown in table 3 below.

Ethnic Group Frequency Percent

Valid Not 1 0.3
Indicated
Embu 9 2.3
Asians 4 1
Kalenjin 9 13
Kamba 50 13
Kikuyu 114 29.6
Kisii 12 31
Luhya 53 13.8
Luo 90 234
Masaai 3 0.8
Meru 15 3.9
Mijikenda 6 1.6
Pokomo 1 0.3
Rendile 1 0.3
Somali 7 18
Taita 7 18
Teso 3 0.8
Total 385 100

A majority ofstudy subjects were from African Kenyan origin with most being from
the Kikuyu, Luo, Luhya and Kamba ethnic communities.

8. Figure 5: Occupation of Respondents

Distribution of usual occupation of the study population.

37.70%
150
30.10%
22.90%
100
50
O 0.80%
Sklled Unsklled Business Lhem [Joyed Not hdicated
ORescondents 33 16 *5 88 3

Most subjects engaged in business activities or served as unskilled workers. About a

fifth of the subjects were unemployed.
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b. PSYCHOSOCIAL AND SEXUAL PRACTICES. ATTITUDES AND
CHALLENGES.
9. Figure 6: Number of Sexual Partners in the last 6 months.
The study subjects reported varied number of sexual partners ranging from 0
(Abstinence) to 1(monogamous) to more than 10 sexual partners in the last six

months. This is as shown in figure 6 below.

160 36.60%

Over third of the subjects reported having had two to five partners, another third
had practiced monogamy, about a sixth reported no partner while a further tenth

reported having had six or more partners.
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10. Table 4: Knowledge of Partner HIV Status

Distribution of subjects’ knowledge / awareness of HIV status of their sexual

partners.
Frequency Percent

Some partners 42 10.9
None 217 56.4

All Partners 61 15.8
Total 320 83.1

No Partner/ Not Indicated 65 16.9
| Total 385 100.0

Over half of the study subjects did not know 1V Status o

partners.

I1. Figure 7: Number of sexual acts in the last 1month (30 davs).

The study population reported varied frequencies of sexual acts in the previous

month as shown in figure 7.

Most subjects were sexually active.



12. Figure 8: Number of Penetrative Sexual Acts ( anal, vaginal, oral) in the last 1 month (30
davs).

Distribution of penetrative sexual acts that the study population engaged in the

previous one month.

Most sexual acts were penetrative in nature.

13. Table 5: Frequency of condom use during penetrative sex with sexual
partners in the previous month (30 days'!.

Frequency of condom use during penetrative sex in the previous one month (30

days).
Condom Use Frequency Percent
Some 91 33.2
All 77 28.1
None 102 37.2
Not Indicated 4 15
Total 274 100%

Majority (37.2%) of subjects did not use condoms in any sexual acts, 33.2% reported

erratic condom use and 28.1% used condoms consistendy.
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14. Figure 9: Frequency of Condom Bursting or getting lost in the previous 1 month (30

days).

Distribution of condom bursting or getting lost during sexual intercourse.

200

150

100

50

u 0 1-5Sex Ats 6-10 Sex ffcts
Frequency 128 39 6

No. Sexual acts in which condom got
o=

Figure 10 : Condom use with spouse / regular sexual partner.

11 -20 Sex Acts
1

Frequency of condom use by the study population during sexual intercourse with

spouse / regular sexual partner.

M ost subjects had not been using condoms with spouse / regular sexual partner.
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15. Figure 11: HIV Status of spouse / Regular Sexual Partner.

The distribution of HIV Status of spouses / regular sexual partners of study

sample.
Not
n =9 (2.3%) -
Positive,
n=126 (32.7%)

Negative,

n=13 (3.4%)
Not Testec
n=235 ( 61.0%) Do not

n=2 ( 0.5%)

Majority of spouses / regular partners had not been tested for HIV.
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16. Kigure 12: Condom use with other sexual partner(s) other than spouse / regular sexual

partner.

Distribution of frequency ofcondom use with sexual partners other than spouse

/ regular sexual partner.

About a third of study subjects reported having never used condom with other
partners while two thirds reported using condoms either consistently or

erratically.



17. Figure 13: Sexual Orientation of Respondents
Different sexual orientations were reported among the study population. Figure
13 below shows the distribution of various sexual orientations in the study

population.

Majority (96.9%) of study subjects were heterosexual.

18. Fable 6: Paraphilias and other high risk sexual behaviours

Paraphilias and other high-risk sexual behaviors were reported in the study

population as depicted in Table 6 below.

Count Percent
Violent Sex 44 8.6%
Rubbing 144 28.2%
Watching others having sex / undressing 131 25.7%
Dry Sex 35 6.9%
Kissing 95 18.6%
Other modes a 61 12.0%

510° 100.0%

*Includes caressing, watching sexual movies e.t.c DBased on 350 Respondents
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19. Figure 14: Modes of Sexual Gratification engaged in during sexual acts.

Distribution of the various modes of sexual gratification engaged during sexual

acts.

Most (80.17%) of study subjects engaged in vaginal sex.
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20. Kipure 15: Acceptance of own HIV Status.

Distribution of various responses of the study sample in relation to acceptance or

denial of their own HIV positive status.

Not sure

38 (9.9%)
O Yes

Do not know,
m No
30(7.8%)
O Do not know
O Not sure
Yes,

274(71.2%)

Majority (71.2%) of subjects accepted their own HIV positive diagnosis, however

28.6% had not accepted their own HIV positive status.
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21. Figure 16: Perception of own
Distribution of perception of own invincibility / susceptibility of immune

system to HIV in the study population.

Most (65.3%) of research subjects tended to overate (moderate, strong or very

strong) their body immunity to HIV infection.

22. lable 7: Age at first sexual intercourse

The distribution ofage of debut of sexual activity among the study sample.

Aee Set at First intercourse

Frequency Percent Valid Percent
Child 12 yrs and below) 22 5.7 6.1
Teenage (13-19yrs) 287 745 79.1
F.arly Adulthood (above 19yrs) 54 14.0 149
Total 363 94.3 100.0
Not Indicated 22 5.7
Total 385 100.0

Most (79.1%) of subjects reported that they had commenced sexual activity during

their teenage period.
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23. Table 8: Frequency of STDs in the last 6 months,

Frequency of STDs among the study population in the last six months.

No. of STD Suffered Frequency Percent Valid
Percent
Valid 1 43 11.2 374
2 32 8.3 27.8
3 15 3.9 130
4 7 18 6.1
5 8 21 7.0
6 5 13 43
7 2 0.5 17
10 1 0.3 09
16 2 0.5 17
Total 115 29.9 100.0
Not Had STD 268 69.6
Not indicated 2 0.5
Total 270 70.1
Total 385 100.0

Majority (69.6%) of study subjects had not suffered from any STD in the last six
months, however 29.9% reported having suffered episodes of STDs with most of

these having had either one or two episodes of STD.



24. Fieure 17: Frequency of STD treatment seeking behaviour among the

study population in the last 6 months.

60
DU
20
ol
on

10 §.20°f

Never gone for
treatment

Frequency 21 31 57

About half of those who had suffered from STDs reported having sought treatment

consistently. A minority (5.20%) had never gone for treatment.
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25. Figure 18: Facility from which treatment is obtained.

Distribution of facilities from which the study population obtain treatment for STDs.

Self Treatment.

40(17% . -
(17%) Private Clinic,

Chemist, 36,J
36(15%)
SV 7w
MY VNNVl )oY V-V VYA
1_7" SNSRI 0 6
Traditional ' b, i
FNY Y Ty« N7 TSN L
17(7%) YNGR AT 1 oovt. Tacuity,

77(32%)

The most preferred facilities from which STD treatment was sought were

government facilities and private clinics. About a fifth preferred self-medication.
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26. Figure 19: Cultural Practices undergone in the last six months

Frequency of cultural practices in the study sample.

Scarification Ritual Sex Traditional
. raditional
Tattooing, g (2.1%) 1(0.3%) Circumcision
5(1.3%) 14(2.7%)
Wife
Inheritance,
18(4.6%)

Virgin Sex,
11 (2.8%)

Not engaged in
cultural practices
332 (86.2%)

Majority (86.2%) had not engaged in high-risk cultural practices, however 13.8% had

undergone high-risk cultural sexual practices.
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27. Figure 20: Distribution of Reported Cultural Practices in the last six months.

Distribution of reported cultural practices among the study sample.

20 34.00%

The most frequently high-risk cultural practice reported by subjects were wife

inheritance, traditional circumcision and virgin sex.

28. lable 9: Frequency of Cross age - set sexual activity (sexual mixing pattern) among the

studv population in the last six months.
Table 9 shows the frequency of sexual mixing between ages of subjects and their
sexual partners.

Age Set of Sexual Age Group of Study sample

Partner
15-22 years 23 - 30 years

Below 15 8 3
15-22 years 56 33 %5 pI R/PIW
23 - 30 years 32 52 57 K/
31 - 38 years 15 26 40 4f
39 - 46 years 4 n 25
47-54 years 2 5 12 <
Above 54 years 2 1 5 3
Total Count 77 75 76 7(

Sexual mixing patterns in which study subjects engaged in are as tabulated in Table
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9above. 5 subjects aged 23 - 38 years had engaged in sexual activities with partners

aged below 15 years.

29. Figure 21: Psychoactive substance use in the last six months.

Frequency distribution of psychoactive substance use in the study population.

Not Using,
162 (32.7%)

Alcohol
171 (34.5%)

Injectable drugs

Other
substances 11 (2.2%)
9 (1.8%)
Bhang
Khat Cigarette 8 (1.6%)
45 (9.1%) 90 (18.1%)

Majority (67.3%) of subjects used psychoactive substances, the commonly used

substances being alcohol, cigarette and khat.
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30. Kigure 22: Groups of People eneaeed in sexual activity with.

The study population reported to have engaged various groups of people in sexual

activity as illustrated in figure 22 below.

31.19%
150
21.41%
100
9.36% 7.48%
0 .869 : '
o 3 0% B
u o
Bar csw Drug Users Sales Casual Widows Marrie
workers people Partners People
0 Responses 45 33 29 85 150 36 103

Among groups of people that subjects engaged in sexual activity with, casual

partners, married people, salesmen and sales women were the most frequently

encountered.

31. Table 10: Perception of study population as to how the general public treats HIV

positive persons.

Perception of the study sample as to how the general public treats HIV positive

persons in terms of rejection, discrimination and love.

Mean Mode Median Count

Rejection 3 3 3 385

Discrimination 3 2 3 385 KEY

Love 4 3 3 385 1= Very strong
i = Strong
3 = Moderate
4= Mild
5= Weak
6 = Very weak
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'2. lable 11: Haling* o( tlic Idlings ul the studs population towards lhe general public

Wilted feelings of the study population towards the general public in terms ol

love, anger and rejection.

Mean Mode Median Count
Rejection 4 6 4 385
Anyer 4 6 4 385
Love 3 3 3 385

U. lable 12: Haling of reelings towaids oneself.

Table V¥ below depicts the study populations' feelings towards oneself in

terms ol love, bitterness, self-esteem, helplessness and optimism about the

future.
Mean Mode Median Count
Love 3 2 3 385
Bitterness 4 2 4 385
Sett Esteem 4 3 3 385
Uelpless 4 2 3 385
Optimism 4 G 5 385

~4. Table 13; (hailResJn 5ex lift since 1IN Positive 1liagnosis

The study population lejiortcd post 111V positive diagnosis changes in sex life as

shown in Tabic 1.1 below.

Male Female Total
LIFE CHANCE Count Count Count %
Toss of desire 75 128 203 40.14%
Vaginal dryness n/a 39 39 20.31%
Increased drive 41 12 53 12.05%
Hxccss erection 4 n/a 4 2.07%
Inability to erect 29 nfa 29 15.03%
Tainful sex 27 47 74 16.82%
Failure of orgasm 9 29 38 8.64%
Total 185 255 440*

3 ‘tased on 326 respondents
I iss of desire for sex was the commonest post 111V positive diagnosis challenge that

h ulered sex fulfillment in study subjects.



laides used Cor calculation nf clii Siptaic sallies.

Arc st lirst Sexual

(Inld 12\¢s and tvelow

Adolescent (13 - 19 y»s)

lailv Adulthood (above ) yrs)

1nlal

1vei Had s 11

Yes

No

1nl:d

<«w» | kc with Spouse/ regular Partner
Yes

No

lolal

(‘oncoin use wilh ollicrs

Yes

No

lolal

| cnialr - ( ondniu 1isc wilh spouse /

regular pat liter
Yes

No

lolal

Female - Condom Use wilh oilier
oailoers

Yes

No
Inlal

condom |Ise

Condom Non use

lolal

Female - Condom I'sc wilh oilier
Partners.

Coml 'in use

(‘ond >m Non Use

Total

Feint le- Marital Status
Nn Spouse

Wuli Npouse

Total

lilriacv Stains
Educated

Not I'ducalcd

lolat

Young Respondents

14
133
13

182

68
123
1)l
. "1

60
26
86

108
85

193

68

72

% -

35

H

Has had STD
112

45

157

30
33
63
56
66

108

115

Old Respondents Total
8 22
132 287
4 31
181 363
47 113
143 268
192 381
29 89
43 71
74 1611
66 174
126 211
192 385
31 9
75 78
jiri

39 95
41 76
80 171
Nol had STD Total
61 173
165 210
226 383
90 120
37 70
127 190
7 63
38 48
45 11
221 329
45 52
266 381
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Income

Owr Warnings
Spouse learnings
Total

Itcligion
Catholics
Tioicstanls

Total

Other Kthnics Groups
total

1partner
Multiple parlitcts
Total

Colt Inin Use with others
Yes

No

I'otal

No. of Sex partners
1sev partner
Multiple Sex partners
Total

No. of Sex Acts

0 Sex acts

1-5sex Acts

- 10sex acts

11-20 sex acts

> X sex acts

"I'otal

No. "f Sexual partners
0 - 1Sex patincrs
Multiple Sex partners
Total

Condom use

Never used
Occasionally

Almost all the lime

All the time

Total

Condom Use

101
9
lit)

48

&
130

126
136
2
7
108

Substance Use

139
58
197

59
142
201

7
47
59
43
35
191

Unemployed

26
62
88

A
7
7
2
110

Non Condom Use

117
25
146

98

122
220
207
246
99

112
211

No Substance Use

50
77
127

Employed

158
135
293

66
42
8l
62
251

218

252

CRRBBERS

18>

&

324

320

30
90
92
53
39

197
381

59

361
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(><<asionally
\Inmst Dl llie lime
All llic lime

lotil

<'oniloiu I'sc
Yes

No

Tottl

Agi re with 111V lest tcsulls
Yes

No

Iim'l know

Not sure

Total

Condom use with others
Ye*

No

Total

Contlom use with other
partners

36
52
40
128

Own eamint’s

<9
119
218

No Partner

120
5
10
10
145

Catholics
44

70

114

<ontioui use with
Spouse / Regular
Partner

20

22
17
59

Spouse earnings

0
34
34

With Partner

50
19
7
16
101

Protestants
%

61

157

Total

56
74
57
IH7

153
252

179
24
17
26
246

140
131
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SICil I K ANC'li TIiS is AND CORRHI.A HON
Impt.ltant/Significant chi-square test findings include the foliowt mg

Young vs (Mil Respondents

Clil Sq. value or Tvalue

Age it sexual debut 17.689 2 %%(;(1)14
Still, led SI D 5.325 1 0-0001
Condom use with spouse /regular 15.067 1 :
paitncr . _
Condom use with othei Partners 18.102 1 88888(2;2
1IMALb  Condom use with spouse 22.870 1 :
II-MALIt Condom use with other ~ 12.703 1 0.000365
Partners

Sexually I lansmitU 'l Disease presence

Chi Sq. value or T*value
1IMAI I Condom use with others  9.780 I 8-8300
11 MAI .i; - Martial Status (with 52.345 | :

pai liters/ no partners )

educational - liducated/Not hducated 7.991 I 0.005
Income  Spousal/own earnings 8.704 I 0.003
Reli 'ion Cathoiic/Proteslant 9.546 i 0.002
(dnitom use with other l’aitners. 16.356 I 0.00005
Number of Sex partners 11.974 i 0.00054
Substance use
R Chi Sq. value nr Pvalue
( on. om use with others 30.903 1 0.00000
No. of sexual acts 44.140 4 (38880
No. of Sexual Partners 25.528 1 .0000
Employment
( hi Sq. value Df I* value
Condom use with other partners 20.727 3 0.00012
No if sexual partners 16.108 1 0.00006
Religion
Chi Sg. value Df Tvalue
(on loin use with others 13.448 1 0.00025
Marital Status
Chi Sqg. value N1 T \alue
Agree with own I11V positive test 23.759 3 0.00003

result
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COUKCI AIIONS

Imi*3lanl/Signilicant Con elation findings

Marital Status /Silt Treatment
With Spouse
Without Spouse
Agree ssitli test results
With Spouse
Without Spouse
litci acy/S 11) Treatment
educated
Not educated
Income / STD Treatincut
(hvn earnings
Spousal Carnings
Keligion/STI) Treatment
( atholic
Protestant
Occupation/ STI1) 1realincut
Skilled
Unskilled
No. S Tl)s / Age
No. of Sex Acts/ Age at It sexual
debut
No. S IDs / Sex Acts

n

66

13

223
161

102

71

58
47

19
50
108
284

113

Pearson’s
Correlation (r)

10.416
-0.052

10.040
0.097

-0.04 X
10.434

-0.337
40.037
-0.465
-0.597

4 0.559

Spent mu
rlio (R)

4 0.525
- 0.098

+0.541
+0.002



( Imptcr 5 IHS( CSSIONS

e Age

IIn- stiuly recruited 3X5 subjects aged 15 years lo 54 years with mean age of 34.49
yeais and standard deviation of 10.87 years (fable 1). The median age was 34 years.
<)ldrr subjects tended to have commenced sexual activity later than the young
subjects (p dl.LOOOI > Younger subjects were more likely to have commenced sexual
acli ily at an earlier age than older subjects (p -0.0001). Ihey also used condom

inoii' often (p  0.000021) and suffered more episodes of Sl I)s than older subjects (p

= 0.021).

2. (iender

App. oximalcly equal number of males (193 50%) and females (192 = 50%) were
inch .led in the study (figure 1). In this study females used condom more often with
otlici sex partners (66.7%, n = 128) as opposed to spouse/rcgular partner (30.7%, n =
59). This finding differs with what Clark R.A (1997) found in a study of 111V infected
women in New Orleans USA that most subjects were more likely to use condom with
main partner than wilh other partners. Younger age of female subjects was associated
with . oiulom use with spouse (p 0.000002) and with other partners (p 0.000356).
Ibis finding differs with Clark R.A 1997 who found younger age of female subjects
lo Ix associated with condom non-use. Further, this study found that history of S 11)s
ol fenale subjects was associated with condom non- use (p= 0.002). Ihis concurs

with ('lark R.A (1997) who established the same finding.



3 Mania] Status

Majority (37.7% n 145) of study subjects were married, 26.2% (n~101) were single,
1.2% (n 16) were cohabiting, 13.8% (ir=53) were separated, 3.%", (n~15) weie
di\meed and 14.0%/(u-54) were widowed (figure 2). Subjects who bad spouse
(married or cohabiting) were less likely to acquire SIDs (p 0.000) and tended to seek
S11) treatment more ollen than those who did not have spouse (single, separated,
divorced, widowed) (i 10.416 vs 0.052). Further, those with spouses tended to

accept their own 11V positive status than those that had no spouse (r~ 40.525 vs -

0.098 ).

4, Literacy Status

Majority of study subjects (82% n 317) weie liteiatc with 35% (n 139) having
attained primary level education, 32% (121) secondary level, 15% (n=57) middle
level and 1% (n 2) University education. 16% (n~63) were not literate while 2
sul eels did not indicate llicii literacy status (figure 3). Though the subjects that were
not educated tended to suffer less S TDs (p=0.005), their treatment seeking behaviour

was worse than that of the educated subjects (r= - 0.097 vs 4 0.640).

5. Source of Income

I if vsix and half percent (56.62%, n~218)of study population depended on their own
earnings, while 8.83% (ir 34) depended on spouse eamings. Other source of income
that included donations, dependency on parents and relatives accounted for
14 ()3%(n 54), while 20.52% (n-79) did not indicate their source of income. ( Table

2). Study subjects who were dependent on spousal earnings used condoms.less than
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those who depended on their own earnings (p -0.0000). They were also more likely to
have suffered from SIDs in the last six months (p-0.003) and had belter SlI)
treatment seeking behaviour than those who depended on their own earnings (r~

10 434 vs -0.048).

0. Religion

Majority of study population practiced Christian faith comprising 53.2%(n~205)
Protestant and 37.9% (n~146) Catholic, while 4.9% (n-19) were Muslim, 1.0 Hindu
(n 4). 0.5% (n~2) practiced African traditional religion and 1.8 (n~7) were Atheist
(tig 4). Those who professed Catholic faith had poor condom use with other partners
than those who professed Protestant faith (p=0.00025). They suffered more SIDs in
the last six months (p 0.002), however they had better STD treatment seeking

behaviour than the Protestants (r ~ *0.541vs 40.002).

7. HlIniic/Racc Background

Most subjects were from African Kenyan origin mainly from Kikuyu (29.6% n-114).
I no (23.4% n-90), l.uhya (13.8% n~53), Kamba (13.0% n 50). Ibis is by virtue of
being among the largest tribes in Kenya. Others that were represented include Embu
23 0 (n 9). Asian 1.0% (n~4), Kalenjin 2.3% (n=9), Kisii 3.1% (11=12), Mainsail
0.8' =(n 3), Meru 3.9% (11=15), Mijikenda 1.6% (n=6), Pokomo 0.3% (n=I), Rendlie
0.3"- (n=I), Somali 1.8% (n=7), Taita 1.8% (n=7) and Teso 0.8% (n=3), (Table 3)
Among the four laigcst ethnic groups represented in the study subjects from the

Akamba ethnic group had the least prevalence of STDs at 4% (n=2).



8 I Isual <kcupation

Maturity, 37.7% (n 145) of subjects engaged in business activities, 30.1% (n 116)
winked as unskilled workers, 8.6% (n=33) were skilled workers while 22.9% (n~88)
wer «unemployed (figure 5). Ibosc who were unemployed reported having had more
sexual paitncrs (p 0.000) and had poorer condom use with partners other than the

spouse (p ~ 0.00012). Skilled workers hail poorer STI) treatment seeking behaviour

than the unskilled workers (r- -0.237 vs 10.037).

9. Number ol Sexual l'aitneis in the last Six Months

During the previous six months 84% (n~320) of subjects had sexual partners while
16% (n 61) had none. Among those who had partners, majority 36.60% (n—141)
icported to have had two to five partners. 33.2% (tM28) practiced monogamy
(whether sustained or serial), 6.5% (n*“25) had six to ten partners while 6.8% (ir28)
have over 10 partners (fig.6). Having multiple sex partners is a recognized high-risk
practice. Frequent change of sex partners, as can be the case in serial monogamous
relationships is also appreciated as high-risk practice. Some (13.3%, n=51)
respondents reported having had more than five sex partners though none indicated

commercial sex work as her occupation, or having engaged in sexual activities with

( SWs.

10.  Awareness ol MX status of sexual partners in the previous six months

In ielation to knowledgc/awarcness of HIV status of these sexual partners, majority,
56.4% (ii”217) did not know the HIV status of any of these partners, 10.9% (u=42)
knew the status of some of partners while only 15.8% (n~61) knew 11IV status of all

lliei partners (Table 4). [Ihis implies that in the last six months majority of the
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subjects had engaged in sexual activities with partners that they did not know IV
stall sof. [Ihis is a significant factor that subject should consider in deciding whether
in n3 to engage in sexual activities with those people. Knowing HIV status of a
partner influences the nature of protection and precautions to observe when engaging

into sexual activity with this particular partner.

11 Sexual acts and condom use in the previous one month (30 days)

In (lie previous 30 days (1 month), majority of the study subjects had been sexually
active, accounting for 71.2% (n—274), 7.8% (n-30) had abstained while 2 1.0% (n 81)
(lid not respond to the question. Of the 71.2% sexually active subjects 23.4% (ir 90)
had had one to five sexual acts, 23.9% (n 92) had engaged in six to ten sexual acts.
17.8% (n-53) had 11 to 20 sexual acts while 12.8% (n=35) reported an average of one
m more sexual acts per day (fig. 7). Most 91.1% of these sexual acts were penetrative
in nature (figure 8). Abstinence from sex is appreciated as one of the best method of
conboiling HIV transmission especially in Kenya where sexual mode accounts for
over 80% of HIV transmission. This study found that HIV infected persons aged 15
to 54 years arc quite sexually active with most of sexual acts being penetrative in
nature. Penetrative sex carries high risk of 111V transmission due to high possibility
of exchange of hotly fluids between partners. As a result of these findings, it follows

that sexual abstinence alone may not be the best prescription lor HIV infected

persons.

I or the sexually active subjects in the previous one month (30 days), 37.2% (n - 102)
did not use condom at all while 33.2% (n = 91) used condom in some sexual acts and

28.1% (n = 77) used condom all the time they had sex, while 12 (n = 4) did not



indicate whether they used condom or not. O f these sexually active subjects, 26.4% (n
46) reported condom bursting or getting lost during sexual act in some acts (figure
<), this probably could be attiilnilcd to improper technique in condom use by either

the subject or the partner.

12. Knowledge of 11V status of spouse and condom use with spouse

Ibis study found that 61.0% (n~235) spouses /regular pailners of study subjects had
not been tested for 111V. piobably due to non disclosure of 11V status by this subjects.
Of those who had been tested 32.7% (ii=126) were found positive, 3.3% (n 13) were
negative while 0.5% (n=2) had not disclosed their status, (figure 11). Subjects who
reported using condom all the time with their spousc/rcgular partner were only 16.6%
(n~64) (figure 10), and majority 46.5% (n=179) had never used condom with their
spouse. 16.6% (n—64) and 15.3% (n=59) reported using condom with their spouse
almost all the time and occasionally respectively. 1his condom non-usc/inconsistcnt
use ouplcd with the finding that majority (61%) of these spouses had not been tested
lot 11V and 3.3% being negative implies that a big number of probably uninfected
spouscs/rcgular partners are exposed to high possibility of acquiring 111V from study

subjects.

13. Coiidom use with other partners in the previous six months

Desoitc majority of subjects (56.4%) not knowing 1V status of their partners and a
linther 10.9% knowing IV status of only some of their partners (table 4), those who
reported using condom all the time they had sex with other sexual partners other than
the spouse, were only 21.X% (n~84). In fact 31.2% (n~120) had never used condom

with these partners, while 15.3% and 25.5% repotted using condoms occasionally and
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almost all the time respectively. (Figure 12) Coupled with the finding that significant
incidences of condom bursting or getting lost during sex was established by this
study, it then implies that exchange of genital secretions and fluids take place in
significant number of sexual acts that subjects engage in with other partners. This
exeh nge of genital fluids and secretions carry high risk of HIV transmission from the

subject  their partners and vise versa.

4. Sexual orientation

In terns of sexual orientation, 96.9% (n 473) of subjects were heterosexual, 1%(n 4)
were homosexual, 0.5%(n"2) were leshians 0.5%(n=2) were bisexuals while 1%
(n~4) did not disclose their sexual orientation (fig 13). It then follows that
heterosexual practice being the commonly encountered sexual orientation among the
studv population, is then the commonest mode o f!11V transmission in the study atea.
litis concurs with the MOM. NACC 2001 report that heterosexual transmission of

IV recounts for majority (80%), of the total 111V transmission among populations in

Kcnva.

IV 1nhanccmcent of sexual gratification

Certain sexual practices carry a higher tisk than others of IlIV transmission due to
exchange of body fluids and secretions between sex partners, while others have higher
likelihood of tissue trauma occurring dining sexual acts These were reported in the
stud) population as practices that enhance sexual gratification as follows; 8.6%
(n 44) engaged in violent sex eg. Chaining to bed, beating etc, 6.9% (n~35) engaged
in dry sex where they used methods that reduce the normal lubrication and wetness

of \ ginal canal, 18.6% (n--95) engaged in wet kissing while 27.8% reported to have
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engaged in multiple of the these high nsk practices (table 6). Trottcurism ami
Voyeurism are low lisk practices in terms of HIV transmission; however, they are

psyd rscxual deviation from the expected normal sexual behaviour.

U Modes of sexual gratification

Modes of sexual practices that entail pcnctiafion either oral, vaginal or anal carry with
them higher risk of 111V transmission compared to non penetrative scx. lhis is by the
\iilu< that contact and friction with consequent possible trauma of mucus membranes
of tlii; organs during penetrative sex is a reality. In this study 80.17% (n=380)
practiced vaginal sex, 10.97% (n=52) oral sex while 2.32% (n~I I) engaged in anal
sex. lew subjects had engaged in non-pencilalive sexual acts such as sclf-
maslitibalion 5.06% (n=24) and mutual masturbation 1.48% (n~7), which are

appreciated as low lisk practices (figure 14).

17. Acceptance of own 11V positive status by research subjects

IIV/AIIl >Sis a chronic terminal illness, and as in any other chronic physical disorder.
111V infected person passes through several psychological stages during the process of
dying as postulated hy Kubblcr Boss H 1969. In an attempt to prove that lie/she is
not iifected with HIV this persons in the stage of denial may engage in high-risk
practices and other unhcalthfu! lifestyles. In this study 10.9% (n"42) of subjects did
not agree with their own HIV positive diagnosis (figure 15). These were placed in the
stage of denial (Kubblcr, Ross T. 1969). A further 7.8% (n=30) said they did not
know their diagnosis while 9.9% (n-38) said that they were not sine of their own
positwe diagnosis; these two categories of responses could be placed in the stage of

angei Ihis stage is characterized by rage and anger towards oneself and other



people. Being in this stale of mind, these persons have the potential to retaliate to
those people who they perceive to have caused or played a part in the aetiology of
their present predicament. lhis revenge may be in form of engaging in high risk
practices that may result in HIV transmission to the general population, while the
subject may in the process acquire new eludes of HIV into their bodies. Those who
were in agreement with their own HIV positive diagnosis were 71.4% (n”274), and
were placed in the stage of bargain, depression and acceptance. Subjects who have
come into terms and have accepted their own HIV status are more likely to live

positively and engage in healthful lifestyles and practices.

IS.  Perception of own body immunity to Illy

This study found that 10.9% (n=38) perceived their body immunity to HIV as being
very strong, and 14.70% (n-51) felt that it was strong while majority 39.7% (n 138)
perceived their immunity to HIV as moderate, (fig. 16). In total 65.3% (n=227)
perceived their immunity to 11V as being moderate strong or veiy strong (figure 16).
This is a distorted sense of invulnerability to 111V, which may cause the subject to be
less motivated to make lifestyle and behaviour changes to avoid high-risk altitudes

and practices.

19. Commencemenl of Sexual activity

In this study 5.7% (n=22) of study population had sexual debut during childhood
yeais (age 12 years and below), 74.5% (n~287) commenced sexual activity during
teenage period (13 - 19 years) and 14.0% (n=54) in early adult hood (age above 19
year:.), while 5.7% did not respond to this question ( Table 7). The mean age at first

sexual intercourse for the study population was 16.49 years. This finding concurs
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will) (lie WHO, UNK'l-r. I INAIDS 2002 report that sexual activity begins in teenage

peiiiul lor the majority of people.

IIns study also found (bat younger subjects were likely to have commenced sexual
activity at an earlier age than older subjects (p=0.0001). Those subjects who
commenced sexual activity earlier tended to have higher number of sexual partners
(i -0.512), were more sexually active (r= -0.597) and suffered higher episodes of

S 10s (r ~ - 0.465) despite having used condom more frequently (p- 0.0001).

20. bpisodcs of SIDs and SIDs Peatmenl seeking behaviour.

Il is study established that 29.9% (n 115) of the study population had suffered from
SIDs (n~I 15) in the last six months. Of these who had suffered from SIDs 62.6%
(n 75) had contracted S1Ds two or more times (table 8). 50.4% (n-5X) of the 115
subjects who had contracted STDs in the last six months did not seek treatment all
time they were infected and in fact 5.2% (n 6) had never gone for treatment at all
(figure 17). 17% (n=40) preferred self-medication while 7.0% (in-17) sought
ticatment from traditional methods that may not be effective. As pointed out earlier,
higher episodes of SIDs were associated with early age of sexual intercourse
(i O.000l), multiple sex partners (p=-().()0054), high sexual activity (r = +0.559) and
conjoin use (p 0.00005). Ihe 29.9% (n-1 15) prevalence talc of STDs found in this
slui y contrasts with the Minnesota, USA study by Belonga li.A et al 1997 that found
1.3% of 1V infected people to have sulTercd one or more STDs afiei HIV diagnosis.
However, the finding concurs with WHO 2000 report that sub-Saharan Africa has

Itigier prevalence of SI Ds and Sl Is than the developed nations like | ISA.
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21 High lisk culUiial practices

[liis study conlirmcd the existence of high-risk cultural practices among the study
population. 13.X% (n=53) of (lie study subjects had undergone cultural practices that
carry with them high risk of IlIV transmission (figure 19). Of those who had
engaged in virgin sex with cultural implications, 9 were males while 2 were females.
10 males and X females had engaged in wife/hushand inheritance practice, and one
female had engaged in ritual sex. lattooing. Scarification and traditional
circumcision have high lisk of I1IV transmission especially if cutting instillments are
sh; ed. [Ihis study found that eleven males and sixteen females had undergone these
cultural ptacliccs of tattooing, scarification and ciieumcision. lhese findings confirm
the WHO 2000 report that the issues surrounding I1\VV/AIDS are deeply embedded in
cultural and social beliefs and practices, and that misconceptions about I11\VV/AIDS aic

widespread among populations such as it is witchcraft or curse which can he averted

by having sex with a virgin.

22. Sexual age mixing

Sexual age mixing patter whereby older men engage in sex with younger girls and
older women engage in sex with younger men was noted in this study. It was noted
tlur 15.6% of adult men (aged IXyears and above) and 6% of adult females engaged
in sexual activities with partners aged below 15 years (Table 9). These findings
confirm the WHO 2000 report (hat sexual mixing patterns (sugar daddy/sugar
mummy syndrome) do occur in African populations, lliis sex age mixing is fuelled
by the dangerous myth among populations in some places that having sex with a
virgin can cure HIV in men. Many men and women also presume that younger girls

and boys aic not yet infected with HIV. In cultures where it is vital for girls to be
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‘ii .ins at marriage some girls protect llieii virginity by engaging in unsafe sexual

practices such as unprotected anal sex. (WHO 2000).

23 Psvchoactive substance use

This study found that 57.9% (n=*223) of study population consumed psychoactive
substances. 34.5% (n '171) consumed alcohol, 18.1% (n=90) smoked cigarette, 9.1%
(n 45) chewed kliat (miraa), 1.6% (n”~8) smoked bhang while a further 2.2%(n~I I)
useil injectable drugs (figure 20). This study found that psychoactive substance use

was associated with condom use (p=0.000), this is because they were more sexually

active ( p 0.000) and tended to have multiple sex partners (p = 0.000) more than
those who did not use psychoactive substances. Use of psychoactive substances has
bee t associated with increased chances of indulgence in high-risk behaviour because
the person becomes socially and morally disinbibited in his behaviors. People who
smoke cigarette and drink alcohol are four times likely to have multiple sex partners,
while those who have coitus under the influence of drugs or alcohol are 2.5 limes
more likely not to use piotection (WHO, UNICIT. UNAIDS 2002) injectable drugs
use is in itself a high lisk practice due to likelihood of the usets sharing injecting
instiuments, contamination and consequent exchange of blood between them. Kiragu
K. 1996 found that in Kenya, the single most important predictor of sexual activity,

among adolescent women was using alcohol, drugs or tobacco.

24. (iroups of people engaged in sexual activities
( eiviin groups in the population have a higher possibility of being 111V Infected and /
or transmitting 111V in the population. These include bar workers, commercial sex

woikcrs (CSW) drug users, sales men and women, casual sexual partners. lhis study
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(iml luil 9.36% (n-45) of study subjects had engaged in sex with bar workers. 6.80%
(n 33) with ( SW, 6.03% (n=29) with drug users. 17.07% (ir 85) with sales men and
women and 34.19% (n~ 150) with casual partners. 7.48% (n=36) and 21.4% (n 103)
ol subjects bad exposed widows and oilier married people respectively to danger of

IV infection by engaging in sexual activities with them

25. Perceptions and feelings

Regarding die perception of the study population as lo liow die general public (ricks
IV positive person in (be areas of rejection, discrimination and love, (lie respondents
indie iled  that rejection was moderate, discrimination was strong, and dial they
received very mild love from the general public. Generally therefore, the society has

not | ecu very receptive to the predicament of these 111V infected person.

Asked how they rated their feeling towards the general population, the respondents
said that their rejection of general public was weak, anger towards general population
was weak and they had moderate love for general public. [Ihilike the general public
respondents had better outlook towards the general public. In addition, they had
strong feelings of helplessness, very weak feelings of optimism about their future,
mild self esteem and strong feelings of bitterness towards self. These findings
generally paint a negative sense of self-esteem and self-evaluation among the study
population. No strategy to reduce the spread of III\VV/AIDS can he effective until it
becomes unacceptable to discriminated against those living with 111V infection and

until we overcome IHIVV/AIDS stigma.
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26. Chanucs in Sex life since HIV Positive Diagnosis

lhis sillily found certain post 111V positive diagnosis challenges that hinder sex
fulfillment of study subjects. Ihese included that 45.14% of subjects reported loss ol
desire for sex since their IIIV positive diagnosis, (Table 13). 20.31% (n 39) of
female subjects reported vaginal dryness, 15.03% (11=29) of men reported inability to
erect (impotence) 16 % (n=74) of study subjects reported dyspareunia, and 8.64%
(n~38) reported failure to attain orgasm. lliese findings arc indicative of lack of
fulfillment of IV positive in their sex life since they were diagnosed to be IV
infected. 11.91% (n=53) of study subjects reported increase in sex drive since their
IV positive diagnosis. Of these 41 were males and 12 were females. In addition, 4
male reported excess penile erection since their 111V positive diagnosis. While these
subjects may be experiencing more sex fulfillment since being diagnosed to be 111V
infected, tbey need to bo counseled on safer sex behaviour that will ensure that they
do not spread IV to the general population and that they do not acquire new claries

of IV or increase viral load in their bodies.



SUMMARY OF KUY MNL>INtJS

Ilie key findings of this simly include the following:-

1

Majority (71.2%) of persons living with [IIV/AIDS in Nairobi were sexually
;-dive. 50.4% had multiple sex partners most (56.4%) of who they do not know
their 111V status.

Majority of sexually active 111V infected persons in Nairobi used condoms during
sexual intercourse (48.5% condom use with spouse and 62.6% condom use with
I ihcr partners). Among those who used condoms, condom burst or condom
getting lost during sex were common, which can he attributed to impioper
technique in condom use, resulting to moderate (29.9%) incidence of SIDs
among persons living with IHIV/AIDS in Nairobi, Kenya.

Having a spouse (married or cohabiting) had a mitigating effect in terms of
acquisition of STDs, S'IDs treatment seeking behaviour and acceptance of own
11V positive status among person living with 111VV/AIDS in Nairobi, Kenya.
Majority 61.0% of spouse of persons living with 111V /AIDS in Nairobi had not
been tested for HIV, 32.7% were concordant and 3.3% were discordant.

Younger persons living with HI/AIDS in Nairobi were more sexually active and
suffered more S IDs despite using condom more frequently than their older
counterparts.

Poor (low) literacy status was associated with poor STD treatment seeking
behaviour among persons living with 111V/AIDS in Nairobi, Kenya.

financial (economic) independence of persons living with 111VV/AIDS in Nairobi
was associated with poor condom use with spouse, higher episodes of S 1Ds and
poor STD treatment seeking behaviour.

Persons living with 11IV/AIDS in Nairobi who confessed Catholic faith had poor

65



10

11

12

13

14

15

condom use with other sexual partners and suffered more SIDs, they however
had better ST1>treatment seeking bchaviom than Protestants counterparts.

Most (71.4%) persons living with [IIV/AIDS in Nairobi accepted their HIV
status. However 38.6% were not in agrcemenl/acceptance of their own IV
positive diagnosis; coupled with the finding that majority (65.3%) had a distorted
sense of invulnerability to 11V, it implies that the propensity of persons living
with I11V/AIDS in Nairobi to engage in high-risk practices is a reality.

Most (66.9%) of persons living with HIV/AIDS in Nairobi had heterosexual
orientation and engaged in penetrative sex (80.17% vaginal, 10. 97% oral, 2.32%
anal pencliation).

Some (13.8%) of persons living with 111V/AIDS in Naiiobi engaged in high-risk
cultural practice.

fifteen and half percent {15.6%} of adult males (aged 18 years and above) and
6% of adult female engaged in sexual activities with partners aged below 15
years.

Sixty seven percent {67.3%} of persons living with 11I\VV/AIDS in Nairobi used
psychoactive substances, with alcohol and cigarette smoking being the commonly
used substances.

I here exist significant negative feelings of self-esteem and self-evaluation among
persons living with 111V/AIDS in Nairobi.

In the post IV positive diagnosis period, persons living with 1IV/AIDS in
Nairobi face challenges that hinder their sex fulfillment. These include loss of
desire foi sex, vaginal dryness, dyspareunia. impotence and failure to attain

orgasm  Conversely, 11.9% reported increased sex diivc in their post IV

diagnosis period.
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16 There exist paraphilic tendencies (sexual masochism, sexual sadism, sexual

frollcurism and voyeurism) among persons living with 111\V/A11)S in Naitobi.

5.2 CONCLUSIONS AND RECOMMENDATIONS

5.2.1 Conclusions

In conclusion this study has revealed important findings that include the following: -

One, that persons infected with HIV engage in high risk psychological, and sexual
practices.

Secondly, the magnitude ol such high-risk psychosocial and sexual practice is big.
Despite being HIV positive sexual engagement and condom nonuse lias not
dramatically reduced among persons with 111V, all counseling not withstanding.
Ih idly, the study also found that despite their feeling towards the general public
being positive and receptive, HIV infected person feel that the general public has not
rec iprocated and in fact view the society as having not been very receptive to their
predicament. Lastly, this study established that in the post IV positive diagnosis
pciiod persons living with I11VV/AIDS in Nairobi face challenges that hinders their sex
fulfillment.  These include loss of desire of sex, vaginal dryness, dysparcunia,
impotence and failure to attain orgasm. Last but not the least, the study found that
(litio exists Paraphilic tendencies including sexual masochism, sexual sadism,

IroUcurism and voyeurism among persons living with 11IVV/AIl >Sin Nairobi, Kenya.

5.2 2 Recommendations
The findings of this study indicate that pretest and post-test counseling is not
achieving adequate behaviour change among persons living with [HIV/AIDS in

Na obi. There is then an urgent need to evaluate the delivery of counseling services
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> these persons with the objective of strengthening and making these services more
vilei live in achieving belter behaviour change in the post 111V positive diagnosis life.
Slrei gthening follow up care, peer and social support could go a long way in
enhancing positive living, iinpiovcd attitude and behaviour change in persons li\ing
with IHIV7AIDS in Nairobi. Kenya.

folh wing the finding that most 111V infected persons are sexually active, this study
recommends that sexual abstinence alone is not the best prescription foi these
persons. Promotion ofcondom use and proper technique ofcondom use need to be

emphasized both during counseling and follow up care of persons infected with 111V

in Nairobi, Kenya.

Persons living with I11VV/AII>S in Nairobi feel that the society has not been very

rcec| live to their predicament. There is therefore a need to strengthen interpersonal
interactions and relationships between 1V infected persons and the general
population. Perhaps some of the ways of achieving this is by firmly integrating them
in community activities such as campaigns again Il V/All S5 pandemic while
appreciating their contributions society by providing them with more friendly services

for instance making antirelroviial drugs (AIWSs) available to them at subsidized costs.

Ihe c <istcncc ofpaiaphilic tendencies (sexual masochism, sexual sadism, frottcurism
and voyeurism), and challenges that hinder sex fulfillment (loss of desire lor sex,
vaginal dryness, dysparcunia, impotence and failure to attain orgasm) among persons
living with 111'V/AII)S in Nairobi Kenya, calls for concerted efforts of health care
pmvii eis in addressing these issues. There is therefore a need to strengthen post 1V

positi ¢ diagnosis follow up care provided by the psychiatric team comprising the



psychiatrist, psychiatric muse, psychologist and psychiatric social worker.

Ilie icsearclicr recommends further studies to he conducted to establish the reasons
why pro test and post- test counseling services arc not achieving adequate behaviour

change among persons diagnosed with I11V infection in Nairobi, Kenya
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AIMKNDKKS

AI'I'KNDIX |

IN ICUVIKW EXPLANATION I'ORM

(.inclings

My Name is (Name of Interviewer) on behalfofJanies Mwaura. Second year student
studying for Masters of Science in Clinical Psychology, Department of Psychiatry of
the University of Nairobi. | am here to collect information on psychosocial and

Sexual Practices Attitudes and challenges of people living wiitli 11I\VV/AIDS Nairobi.

Youi participation involves answering questions that | will be asking you alter you
give your consent to participate in this study. 1 will be recording your responses and
you arc guaranteed in advance that lire information you give will be treated in total
confidence

Youi name will not be written on (lie questionnaire. Feel free to answer or not to
answer all questions. Information that you will give will go along way in enabling the
research to make recommendations that may ailed future policies of both government
and non-govcmmcental organizations in delivery of services to persons living with
IHIV'Ains and the community at large. Feel free during the course of this study to

icvokc your consent and withdraw. Your participation or non-participation has no

pviii'lty or victimization whatsoever.
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APPENDIX I

INTERVIEW CONSENT FORM

PSYCHOSOCIAL AND SEXUAL PRACTICES, ATTITUDES ANI)
challenges oi persons living with iiiv/aids in naikohi,
KENYA.

I i o hereby volunleer to participate in the research study entitled PSYCIIOSOC IALl.
AND SEXUAL PRAC TICES, ATTITUDES ANI) CHALLENGES OF PEOPLE
LIVINCi Willi 1IIV/AIDS IN NAIROBI, KENYA to be carried out by James
Mvaura of the University of Nairobi. Ibe implications of my participation, the
na ire, duration, method and purpose of the research study have been explained to me
fuliy by the study interviewer.

I have been given an opportunity to ask (picstions concerning this study and any such
ipi’ations have been answered to my full satisfaction. | have been assured that
confidentiality shall be maintained of any information | will give in this study 1also
understand that | may at anytime during the course oT this study tevoke my consent
an withdraw from the study without any penally, benefit or victimization.

Respondent’s signature

ale

Re ;p>indent's witness

Dac

Inl aviewer's signature:

Ilate
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APPENDIX 1l

INTERVIEW CONSENT FORM BY PARENT/GUARDIAN

PSYCHOSOCIAL AND SEXUAL PRACTICES, ATTITUDES AND
CHALLENGES OF PERSONS LIVING WITH HIV/AIDS IN NAIROBI,
KENYA.

I hereby consent to (lie inclusion of my son/daughter/ward in the research study
entitled PSYCHOSOC IAL AND SEXUAL PRACTICES, ATHTUDES AND
CIHALIENGIiS OF PEOPLE LIVING WITH HIV/AIDS IN NAIROBI, KENYA to
he carried out by James Mwaurn of the University oL Nairobi. lhe implications ormy
smi‘daughter/ward participation, (lie nature, dmation. method and purpose ol the
reseaiclr study have been explained to trry son/daughter/ward and itre fully by the
study interviewer.

Wc have been given an opportunity to ask questions concerning this study and any
such questions have been answered to our roll satisfaction. We have been assured that
confidentiality shall be maintained of any information my son/daughter/ward will give
in | lis study. We also understand that my son/daughter/ward may at anytime during

the comsc of this study withdraw from the study without any penally, benefit or

vic< mi/alion.

Respondent’s signature
Irate _

Pan "(/Guardian signature

I >atr

Interviewer’ssignature:

Irate
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AITKNDIX IV

QUESTIONNAIRE

PSYCHOSOCIAL ANI) SEXUAL PRACTICES, ATTITUDES, AND

CHALLENGES OF PEOPLE LIVING WITH HIV/ AIDS IN NAIROBI,

KENYA.

Iuili. ipanik arc guaranteed in advance that information received during this interview
will he treated in TOTAL CONFIDENCE, and are requested to participate with
SIN' F.RITY when giving this very important information.

Chunk you and welcome.

SIR.\L NO.

PEER SUPPORT GROUI/IIFALI Il FACILITY COI>li_

DAl |

1)1-MOOR APIIIC DA TA

‘A years
2.50. Male M
Female 12]

2.M uilal status

Single 111  Separated 14
Mallied |21 Divorced.  [5]

( o- >hiting |3 Widowed. 16)
d.lla-.c you attended any forma! education

Yes Ml ...go to question 5

No 12| ... go to question 6
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5.11 os up (o what level

Piunary Ml Middle level college 1M
Secondary 121 University '™
6 \V..at is your main smucc of income'
Own cainings Ml
Spouse (21

Olliers specify

7. Wlint is your religion

S Wiiat is your ethnic background

9. W »at is your usual occupation

Ann ks attitudes, AINN
PSYCHOSOCIAL SEXUAL rKA<.IK ES.
<[IAIJ.ENtIKS.
W .. Y SEXUa, partners (other ....... your spouse/regolar » Lave you had

in tlv last six months

.................... ay of these sexual partners (from Q tO, did you know their IHV status.

,2. How many sexual acts have you had in the las, one ....... (30 days)

,,». llow many of these sexua, ads (from (J 12) were penetrative in nature

,4. In turn many of these ads (from <12) waseondmn us

,.5.  how many ofthese sets (from O 14. did the condom hurst or get lost

during the act

. used condom during sexual intercourse with your
16. llow icgularly have you

spou ;c/rcgular sexual partner in the last six months

Never used Mi almost all the lime MI

Occasionally Mi MMhc time I'M



17. llow regularly have you used condom during sexual intercourse "-ith >o111 other

sexual partners in the last six months
Never used 111  almost all the time  |3]

Occasionally |2J All the time I'M

18. lias your spouse /regular sex partner been tested for 111V at V( | <r recogni/.cd

health facility?

ycs |n go to question 17

jq0 2] go to question 20

10. What were the results?

Positive IM  do notknow |3]

Negative |2|  Not Smc 'M

20. Indicate all groups of people that you have had sex with m the lasi six in

Men only
Women only I-M

Both men and women  13]

21. Indicate all that have enhanced your pleasure during sexual att(s) in the 1

months.
Dry sex I
Watching people having sex

Violent sex e.g. chaining to bed, heating etc 131

Rubbing against another person I'M

Others SPECITY ..o
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22 Indicate all modes of sex that you have used during sexual act(s) in the last si -

months.
Oral sex M Self masturbation [41
Vaginal sex 1.21 Mutual masturbation (5J
Anal sex 131

23. Do you agree with the positive results of your HIV test’
Yes M Do not know (3|
No 121 Not sure |4]

24. llow do you perceive your body immunity to 11v?

Very strong M Mild 4]
Strong [21  Weak 151
Moderate |3  Veryweak |6

25. What was your age at first sexual iNtercOUrse.......ccovvvivrieveieiecriiie e
26. Have you suffered from any sexually transmitted disease in the last six months
Yes M go to question 27

Mo 121 go to question 29

27 .llow many times have you suffered from sexually transmitted disease in the last

SIX MONTAS e e
28. Mow frequently have you sought for treatment for sexually transmitted diseases
the ast 6 months?

Never gone for treatment 111 ~ most of lime |3]

Occasionally (22 all thetime IM



Worn where have you obtained treatment for sexually transmitted disi t

that apply

| rivate clinic [1] chemist HI

tiovemment health facility 2] self medication |5

traditional herbalist |3) Others HI

30. Indicate all the cultural practices that you have undergone m ,hc uf 1

Tattooing |i) Tradition Circumcision HI

Scarification [2) Inherited wife/husband HI

Kitrial sexual cleansing (3] Had sex with a virgin Hl

Others (specify)-.

31. Indicate all age sets of people that you have had sex with m the last s,x .nont

llelow 15 years m 39-40 years  [5]

15-22 years 17] 47 -54 years [6]

23-30 years 13] above 54 years. |71

31 - 38 years HI

:mat you have nsed in the last six months.
32 Indicate all substances

Cigarette I'™M

HI

Alcohol in

Injectable drugs 12) Miraa



B indicate all groups 0T people that you have had sex with in the last six months

Married people (Other than your spouse) |1 ] Salcsmen/saleswomen [5]
Bar walkers |2|  casual partners 12V
Commercial sex WOrkers P widowed people |7]
Drugusers |d| Others (specify)...cccovvenrennne

3 |lowdoes the general public treatpeople living with 111V/AIDS?

Use the following scale to rate the treatment of 111V positive people by the

general public.

11ftenstrong 12Islrnng IMmmleialc /7/ mild /5/n'eak 161lvery weak

a. Rejection

b. Discrimination

c. l.ove

3. Whet ate your feelings towards the general public. «sc ,Iu’

your feelings towards the general public

M\ try strong 12/strong /»/ moderate 11/mil,l 15/ weak /*/™-» "L

a love e I

b. Anger

Rejection



36. Since your HIV positive diagnosis what is your leehngs
the followingscale to rate your feelings towards >""'stU-
Iliver}'strong 121strong /3/ moderate MImil,! MI1"'"1 /6/“ n
i) Love —
i) Bitterness = —---m-m-mmm oo oo
iii) Selfesteem

iv) Helpless

V) Optimism about future
lili* chanced; indicate all that
37. Since your 111V positive diagnosis how has you

aPPlyl® youU; m Inability to get and maintain erection J5J
Loss of desire to have sex 11

, . 21 painful Sexual intercourse
Dryness of vaginal canal
s railurc to gel oigsisi»/ejacl,'a'lon I»l
"'released sex drive

) ) . 41 others specify......cccociiiicnn
xecssive erection ol penis

yX./ ny other comments
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