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ABSTRACT 

 

Objective: To assess relationship between maternal determinants, psychosocial, social-

cultural factors and uptake of routine HEI services among HIV- Exposed Infants in 

Nakuru County Referral Hospital, Kenya. Design: A cross-sectional descriptive study 

Setting: Nakuru County Referral Hospital, Kenya. 

Subjects: Three hundred and twenty-nine (329) mother/baby pairs were enrolled in to the 

study. 

Result: The study showed significant statistical association between maternal factors and 

immunization services uptake timeliness (X2 =7.67, df=1, P=0.001). Psycho-social factors 

had significant association with timeliness in immunization (X2 =8.87, df= 1, P=0.03) while 

timeliness in uptake of Early Infant Diagnosis (EID) was (X2 =28.9, df=1, P=˂0.001). 

Further findings on the respondents who had disclosed their HIV status to their male 

partners showed significant statistical association (X2 =6.88, P=0.009). 

Conclusion: Maternal characteristics, psychosocial and social-cultural factors influenced 

service uptake and recommended for promotion of PMTCT psychosocial support groups 

among all HIV positive women and inclusion of mentor mothers as champions in 

demand creation, campaigns and interpersonal communication to improve the timely 

uptake of early infant diagnosis (EID) and immunization services. 

 
INTRODUCTION 

 

Globally, more than 370,000 children were 

newly infected with HIV, mostly through 

MTCT in 2009 with 260,000 deaths among 

children in the same year (1). More than 90% 

of paediatric HIV infections are found in 

sub-Saharan Africa, primarily through 

mother-to-child transmission of HIV (2). 

HIV-Exposed infants are an important 

population in relation to infant mortality. 

Various studies have shown that uninfected 

infants, who represent 30% of all children 

born in some areas of southern Africa, have 

higher mortality rates than do infants born 

to HIV-uninfected mothers, even when 

feeding patterns are similar (3,4). This means 

that all the HEI need comprehensive follow 

up to prevent them from acquiring the 
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transmission with the aim of reducing HIV 

related infant morbidity/ mortality. 

Globally 53% of HIV-infected women 

received antiretroviral drugs (ARV) for 

Prevention of Mother-to-Child Transmission 

of HIV (PMTCT) in 2009 but coverage of key 

services for the HIV-exposed infants (HEI) 

born to these women were considerably low 

(2). 

It is estimated that only 10-15% of 

HIV-Exposed Infants (HEI) are retained in 

HIV care 12 months after initiating HIV care 

and treatment (5). 

According to Central Bureau of 

Statistics Census (6), Kenya had a 

population estimated at 38.6 million, with 

1.55 million births per annum. 

The HIV prevalence among pregnant 

mothers was 6.3 per cent with a total of 

97,272 births to HIV-infected mothers thus 

exposure of infants to MTCT. 

The overall goal of the psychosocial 

support program is to reduce mother-to-

child transmission by empowering HIV-

positive mothers and mothers-to-be to make 

informed decisions about their reproductive 

health and the health of their babies (7). 

Retention and provision of follow-up care to 

mother – infant pairs through the end of 

exposure to minimize risks of HIV 

transmission is critical (8). 

Any model for the provision of 

comprehensive care for PLHIV and their 

families must ensure that clients’ 

psychosocial needs, in addition to their 

medical needs, are being satisfactorily 

addressed (9). A comprehensive approach to 

HIV service provision therefore involves the 

integration of psychosocial support (PSS) 

interventions within HIV prevention, care, 

and treatment services (10). 

The objective of the study was to 

assess relationship between maternal 

determinants, psychosocial, social-cultural 

factors and uptake of routine HEI services 

among HIV- Exposed Infants in Nakuru 

County Referral Hospital, Kenya. 

 

MATERIALS AND METHODS 

Study Design: The research design was a 

cross-sectional descriptive study with 

retrospective data review of mother/baby 

pairs enrolled in PMTCT care in Nakuru 

County Referral Hospital.  

Variables 

Independent variables: The 

independent variables in this study include 

socio-demographic characteristics of the 

mother (age, gender and marital status, level 

of education, employment, and residence), 

psychosocial and socio-cultural factors. 

Others were maternal disclosure of HIV 

status, timing of maternal HIV Diagnosis 

and infant characteristics such as age and 

sex. 

Dependent variables: The dependent 

variable (outcome variable) was HIV- 

exposed infants’ service uptake (DNA- PCR, 

antibody test at 9 months, infant ARVs 

prophylaxis and infant immunization 

status). Study Setting: The study was 

conducted in Nakuru County Referral 

Hospital in Nakuru County. The facility 

serves as a referral site for the population in 

the entire South Rift part of Kenya. Nakuru 

town is located approximately 161 Kms 

North Eastern of Nairobi City. Nakuru 

County has an area of 2,325.8 km². The 

County has a population of 1,603,325 people, 

fourth largest population in Kenya after 

Nairobi, Kakamega and Kiambu Counties 

(6). 

The catchment population for Nakuru 

County Referral Hospital is 79, 882 

according to DHIS population estimates of 

2014. The population in this County is very 

diverse, with residents that have migratory 

background from different parts of the 

country. 

The MCH/FP Clinic is one of the 

departments in the hospital offering 

preventive and promotive services to 

children aged below 5 years and women of 

reproductive age. 
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Study population: The study 

population comprised of 540 of HIV-

Exposed Infants aged below 24 months and 

their mothers who are enrolled in PMTCT 

care. After sampling a total of 329 mother/ 

baby pairs were considered for the study. 

Health care professionals involved in the 

provision of EID and paediatric HIV 

treatment, mentor mothers and community 

Health workers were also targeted in the 

study. 

Sampling Techniques: Multistage 

sampling approach was adopted for this 

study. First, purposive sampling of the 

study area was done due to the high 

prevalence rate of HIV among women 

attending PMTCT clinic in Nakuru County 

Referral Hospital which was (11%) in 2014. 

Secondly systematic random sampling was 

used to sample the required sample size for 

the study. 

The sampling interval was calculated 

from k=N/n where N was the target 

population in a month and n was the sample 

size. k=540/329=1.64. This was rounded off 

to 2 giving kth value of 2. 

Sample size determination 

The sample size for this study was 

determination was based on a similar study 

carried out in Central Uganda that reported 

the enrolment into a PSSG due to mentor 

mother initiative was 69%. 

The formula to calculate the actual sample 

size was as described by Cochran (11). 

 

 

 

Where; 

n is the desired sample size 

Z is the standard normal deviation for a two 

tailed Z-test at 95% confidence interval; 

in this z = 1.96 

d is the margin of error; in this study 0.05 

was adopted. p is the estimated proportion 

of PMTCT mothers enrolled in psychosocial 

support groups, 

q=1-p or the proportion of PMTCT mothers 

not enrolled in psychosocial support groups. 

Therefore, by substitution n=1.962 (0.69x 

0.31)/0.052 

= 329 

The study sample size used in this 

study was 329 HIV Positive women in 

PMTCT. 

Validity: Validity of the instruments 

was established where a pre-test was done 

in a similar group to ensure completeness, 

coherence and accuracy of the data 

collection tools. The questions used were 

standardized and closed ended where 

appropriate to ensure that the responses 

were guided. 

Reliability: Trained research assistants 

were supervised to ensure they 

administered the questionnaires correctly 

and consistently during pretesting of tools 

and during data collection. 

Data handling and cleaning was done 

daily and errors were corrected 

immediately. Operational terms were clearly 

defined to avoid ambiguity. Replication of 

the data collection tools was anticipated to 

be possible to other similar study groups. 

Data Collection Techniques: Four 

research assistants who were practicing 

nurses and trained mentor mothers were 

recruited and taken through a 

comprehensive training period before data 

collection began. Interviewer administered 

questionnaire was used to collect most of the 

quantitative data. Qualitative data was 

collected through Key Informant Interview 

targeting health care providers, mentor 

mothers and community link persons 

(community health workers) in the facility. 

A desk review of the mother/baby 

booklet, HEI cards and registers was done to 

validate the information from the mothers 

during the interview period. The 

mother/baby pairs were interviewed daily 

for two months on all working days. 

The key informants included two 

nurses offering PMTCT services, two clinical 
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Figure 1 

Participants distribution by age of the mother 
 

 

 

 

 

 

 
 

officers; two mentor mothers all working in 

the MCH/FP clinic in Nakuru County 

Referral Hospital Two Community Health 

Workers from community units linked to 

Nakuru County Referral Hospital were 

included in the key informant interview. 

Ethical Considerations: Clearance to 

carry out this research was granted by 

Kenyatta University Ethical Review 

Committee. Research Authorization was 

granted by National Commission for Science 

and Technology. Permission and Approval 

to undertake research at Nakuru County 

Referral Hospital was granted. Signed 

informed consent was given by mothers 

who had HIV-Exposed infants. 

Data analysis: Data were sorted and 

coded then entered to MS Excel data base for 

cleaning at the end of every field day 

checking for completeness and exported to 

Statistical Package for Social Scientists 

(SPSS) version 20 subsequent analysis was 

done. Data from key informant interviews 

was transcribed at the end of each field day 

and analysed by content analysis. Data were 

presented using charts, graphs and 

frequency tables. Hypothesis testing was 

done using chi-square test. All the results 

were considered at a significance level of 

0.05. 

 

RESULTS 

 

In this study, 329 women with HIV-Exposed 

Infants (HEI) were recruited. All the women 

were the biological mothers of the HIV-

Exposed infants whose area of residence of 

the majority women was urban area 187 

(56.8%). The participants’ age ranged 

between17 years and 47 years, with a mean 

of 30.3 years and a standard deviation (SD) 

of 5.3. The modal age group was 25-29 years 

and made up 110 (33%) of the participants 

(Figure 1)  
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    Figure 2 

                         Distribution of respondents by marital status 

 

Distribution of respondents by marital status: A big majority of the participants; 266 (81%) 

were married while 49 (15%) were single and 14 (4%) were either divorced or separated 

 
Distribution of respondents by education 

level: Of the 329 participants, 50(15.2%) 

had college/university education and 142 

(43.2%) had secondary-level education. In 

Distribution of respondents by education 

level: Of the 329 participants, 50(15.2%) 

had college/university education and 142 

(43.2%) had secondary-level education. In 

addition, 132(40.1%) had primary-level 

education while only five (1.5%) had not 

formal education (Figure 3)

 

Figure 3 

Distribution of respondents by education level 

 

 

 

 

 

 

 0
5

10
15
20
25
30
35
40
45
50

College/University Secondary Primary None

P
er

ce
n

ta
ge

 
o

f 
re

sp
o

n
d

en
ts

Highest level of education

Distribution of Respondents by Education 
Level



December 2017 EAST AFRICAN MEDICAL JOURNAL 1015 

Distribution of respondents by occupation: On occupations a large proportion of the women 

were self-employed (40.4%) while formally employed were (5.8%), casually employed 35 

(10.6%). 

Figure 4 

Distribution of respondents by Occupation 

 

 

Distribution by number of children per 

respondent: Figure 4 shows that majority of 

the respondents 113 (34.3%) had two 

children each, 91 (27.7%) had three 

children while 56 (17%) and 69 (21%) had 

one and above four children respectively.

Figure 5 

Distribution by number of children per respondent 
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Child characteristics: Infants aged below 

six (6) months were the majority 

121(36.8%), 7-12 months being 89 (27.1%), 

13-18 (26.4%) and 19-24 months being 32 

(9.7%). The mean age of the exposed 

infants was 10 months, minimum and 

maximum age being one (1) and 24 months 

respectively with a standard deviation of 

6.2. A total of 174 (53%) were males while 

155 (47%) were females. Nevirapine 

prophylaxis was issued timely to 322 (98%) 

of the infants in the study (Table 1).

 

 

Table 1 

Summary of child characteristics 

 

 

Characteristic Category Observations Proportions 

  Frequencies 

Age in Months <2 months 6 2% 

 2 months -5 months 97 29% 

 6 months -8 months 52 16% 

 9 months – 11months 42 13% 

 12 months -17 months 81 25% 

 18months to 24 moths 51 16% 

 Total 329  

Gender Male 174 53% 

 Female 155 47% 

 Total 329  

Nevirapine Prophylaxis Received timely 322 98% 

 Did not Received timely 7 2% 

 Total 329  

 

Distribution of Socio-Demographic Factors against uptake of EID services 

 
Marital status of the mothers was significantly associated with (X2 =7.67, df=1, P=0.001). The 

other maternal factors in the study did not show any significant statistical association with 

timeliness of uptake of Early Infant Diagnosis (Table 2). 
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Table 2 

Socio-Demographic Factors against uptake of Early Infant Diagnosis (EID) Services 

 
 Timely uptake of Early Infant Diagnosis 

Services 

  

Social Demographic  Tested for EID timely    

Characteristic          

         

          

 Yes  No   square   

 Frequency Proportion  Proportion  statistic  P-Value 

 (%) Frequency (%)   (df)   

Maternal Age in Years          

15-29 yrs 146 95.4% 7  4.6%  0.62 (1)  0.43 

30 Yrs & Above 166 97.1% 5  2.9%   

     

Total 312  12       

Marital Status          

Married 256 97.7% 6  2.3%     

Not married 56 90.3% 6  9.7%  7.67 (1)  0.01 ** 

Total 312         

Highest level of education          

attained          

Post primary Education 184 96.8% 6  3.2%     

Primary or none 128 95.5% 6  4.5%  0.39 (1)  0.54 

        

Total 312  12       

Occupation          

In Employment 176 95.1% 9  4.9%     

None Employment 134 96.4% 5  3.6%  0.31 (1)  0.58 

Total 310  14       

 Key: ** Significant P-Value      

 
HEI SERVICES UPTAKE 

 

Age of the infant during the initial HIV test: 

All 324 eligible infants enrolled in the study 

had had their initial HIV test. Majority 312 

(96%) had been tested at the age of 6-8 

weeks, 12 (4%) tested between 3-9 months. 

The first antibody test for all the eligible 

infants aged ≥9 months was done with 166 

(95%) tested at 9 months and only eight (5%) 

tested ≥ 10 months. 

Age of baby during HEI follow-up enrolment: 

Majority of the HEI 314 (95.1%) were 

enrolled for HEI follow up between 0-2 

months of age while the remaining 15 (4.6%) 

were enrolled after 3 months of age. 

 

 

 



1018  EAST AFRICAN MEDICAL JOURNAL  December 2017 

 Table 3 

Immunization schedule timeliness 

  

 Within 4-7 days 8-28 days Above Never n 

 3 days 28 days Issued 

     

       

 Freq (%) Freq (%) Freq (%) Freq (%) Freq (%)  

        

Immunization (1st Dose) 306 (94.2%) 6 (1.8%) 11 (3.4%) 2 (0.6%)  325 

Immunization (2nd Dose) 284 (94.0%) 11 (3.6%) 6 (2.0%) 1 (0.3%)  302 

Immunization (3rd Dose) 253 (90.4%) 14 (5.0%) 8 (2.9%) 5 (1.8%)  280 

Measles (6 Months) 207 (91.2%) 1 (0.4%) 5 (2.2%) 4 (1.8%) 10 (4.4%) 227 

Vitamin A (6 months) 209 (92.1%) 1 (0.4%) 6 (2.6%) 5 (2.2%) 6 (2.6%) 227 

Measles (9 Months) 164 (93.7%) 0 (0%) 5 (2.9%) 6 (3.4%)  175 

Vitamin A (12 months) 85 (63.4%) 4 (3%) 13 (9.7%) 18 (13.4%) 14 (10.4%) 134 

Deworming (12 months) 70 (51.9%) 2 (1.5%) 9 (6.7%) 30 (22.2%) 24 (17.8%) 135 

        

 

Immunization Schedules Timeliness: 

Immunization schedule timeliness (within 3 

days) was highly observed from first doses 

at six weeks to measles vaccine at 9 months 

being above 90%. Timeliness declined with 

age as only 85 (63.4%) immunized with 

Vitamin A at 12 months and only 70 (51.9%) 

were timely dewormed at 12 months (Table 

3) Infant feeding option when baby was 

below 6 months of age. Exclusive 

breastfeeding was practiced among 304 

(92.4%), while exclusive replacement feeding 

and mixed feeding were practiced among 

5.2 % and 2.4% respectively. 

Maternal determinants of HEI service 

uptake The study endeavoured to assess the 

knowledge and attitude of a psychosocial 

support group of the women taking part in 

the research. Of the 329 women, 319 (97%) 

had heard of a PSSG while 10 (3.0%) had no 

knowledge of PSSG. Among the 319 who 

had heard about PSSG, 6 (2%) had not 

enrolled in a PSSG. Among the participants 

who knew of the PSSG, their main source of 

information was mentor mothers (52%). On 

the other hand, health care workers were the 

source of this information among 44% of the 

participants. Only 2% of the women got the 

information from either the family members 

or friend according to Table 4. 

Access to information during adherence 

counselling, quality of care and interaction 

with a mentor mother highly motivated 

clients to enrol in PSSG at 310 (99.2%), 308 

(98.7%) and 307 (99%) respectively. During 

the key informant interview with 

community health workers, they 

emphasized the need for the mothers to be 

enrolled in psychosocial support. “We 

would like them to enrol in the support 

groups since when they enrol; they mix with 

other mothers who share their experiences 

too. This helps them see that they are not 

alone in the journey. Mama atajua vile atalea 

mtoto wake akiwa ako HIV positive bila 

kumuabukiza (the mother will learn how to 

keep her HIV-Exposed baby negative)” 

CHEW attached to Nakuru County Referral 

Hospital. 
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 Table 4   

 Knowledge and Attitude of PSSG   

Characteristic Frequency (n=329) Percentage (%)  

Knowledge of an existing PSSG in the facility   

Yes 319 97  

No 10 3  

Source of information on PSSG 170 51.7  

Mentor Mother  

Health Care Provider 144 43.8  

Friends 3 0.9  

Family Members 2 0.6  

Enrolled in a support group    

Yes 313 95.1  

No 16 4.9  

 

Perceived benefits of Joining Support group: 

The study found that strong linkages 

between HCPs and Peer Support Networks 

as a benefit of joining PSSG 299 (94.6%) 

agreed while only 17 (5.4%) disagreed. If 

joining a PSSG lessened HIV/AIDs related 

stigma and discrimination 310 (98.1%) 

agreed and 6 (1.9%) disagreed. 

If joining PSSG helps in building linkages 

with other programs/services that 

strengthen women health and decision-

making, the study found that 183 (95.6%) 

agreed while 14 (4.4%) disagreed. The 

findings were similar to reports from mentor 

mothers during the key informant interview 

who said, “When the mothers and their 

exposed infants join the support group, the 

health care workers teach them on several 

issues which make them feel wanted. By 

joining support group, there is less stigma 

because we all have a common 

characteristic. We also have chamas which 

we have formed where we contribute little 

money for savings” 

Disclosure of HIV status: On disclosure of 

HIV status, a total of 314 (95%) of the 

participants had disclosed their HIV status. 

Of the 314 participants that disclosed 262 

(83%) disclosed to their male partners while 

52 (17%) did not. 

Of the 52 participants who had not disclosed 

to their male partners, 50 (96%) disclosed to 

a family member while 2 (4%) disclosed to a 

friend. A total of 67 (26%) had disclosed to 

both male partners and another family 

member. Majority (96.6%) of the women 

who disclosed their HIV status to the male 

sexual partners reported to have gotten 

support to take up PMTCT services. (Table5) 

“Once we encourage the mother to disclose 

her HIV positive status, the partners usually 

accompany them during the clinic 

appointments and we even have couple 

support groups comprising of the women 

and their sexual partners” Mentor mothers 

during the key informant interview. 
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Table 5 

Disclosure of HIV status 

 
Characteristic Frequency (n=329) Percentage (%) 

Disclosure of HIV status   

Yes 314 95.4 

No 15 4.6 

Male partner support on PMTCT   

Yes 253 96.6 

No 9 3.4 

 
Timing of maternal HIV Diagnosis: On 

timing of HIV diagnosis, majority of the 

women 199 (60.5%) knew their HIV positive 

status before conception while 119 (36.2%) 

were tested positive during pregnancy and 

11(3.3%) were tested after delivery. Maternal 

factors against Early Infant Diagnosis 

service uptake 

 

Table 6 

Maternal factors against Early Infant Diagnosis service uptake 

 

Maternal Determinants 

      

Timely uptake of Early Infant Diagnosis 

services 

Tested for EID timely 

 Yes No square 

Statist

ic (df) 

 

P-

value 
Knowledge of an existing 

PSSG in the facility 

Freque

ncy cy 

Propor

tion 

on (%) 

 

Frequ

ency 

Propor

tion 

on (%) 

Yes 303 96.5% 11 3.5% 
1.1 (1) 0.28 

No 9 90.0% 1 10.0% 

Disclosure of HIV status       

Yes 298 96.4% 11 3.6% 0.39 

(1) 

0.53 
No 14 93.3% 1 6.7% 

Timing of maternal HIV 

Diagnosis 

 

Before last pregnancy 190 96.4% 5 3.6% 
 

5.9(1) 

 

0.02** 

While 

pregnant/breastfeeding 

118 93.0% 
 

11 

 

7.0% 

Key:  ** Significant P-Value 
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Timing of maternal HIV diagnosis was 

significantly associated with timely uptake 

of EID services (X2 =6.4, df=1, P=0.01) as per 

table 6 above. 

Psychosocial factors: The study 

endeavoured to assess the knowledge and 

attitude of a psycho-social support group of 

the women taking part in the research. Of 

the 329 women, 319 (97%) had heard of a 

PSSG while 10 (3.0%) had no knowledge of 

PSSG. Among the 319 who had heard about 

PSSG, 6 (2%) had not enrolled in a PSSG. 

Among the participants who knew of the 

PSSG, their main source of information was 

mentor mothers (52%). On the other hand, 

health care workers were the source of this 

information among 44% of the participants. 

Only 2% of the women got the information 

from either the family members or friend 

according to table 4. 

The Mentor Mother (MM) strategy: 

Among the participants who knew of the 

PSSG, their main source of information was 

mentor mothers (52%). Of the 310 

respondents who had enrolled in PSSG, 307 

(99%) confessed that interaction with a 

mentor mother motivated them to enrol in 

the group. 

What mainly motivated the respondents 

was the fact that the mentor mothers were 

sharing about their personal experiences 

(peer support) as well as the quality of 

psychosocial support services which made 

the mothers feels accepted. “Once they are 

tested and interact with us, we share our 

experiences and our status to them so they 

get that motivation and they want to know 

more.” said one mentor mother during Key 

informant interview. 

Psycho social factors against 

Immunization and EID services uptake: The 

study found statistical significant association 

between timely immunization uptake (X2 

=8.87, df= 1, P=0.03) and timely uptake of 

EID services (X2 =28.9, df=1, P=˂0.001) 

against enrolment into a psycho-social 

support group (Table 7). 

 

Table 7 

Psycho social factors against immunization and EID services 

Psychoso

cial 

Determin

ants 

Timely uptake of Immunization status Timely uptake of EID services 

Timely 

immunized 

Not timely 

immunized 

Chi- 

squa

re 

Stati

stic 

(df) 

 

P-

valu

e 

Timely 

immunized 

Not timely 

immunized 

Chi- 

squar

e 

Statis

tic 

(df) 

 

P-

value 

Enrolled 

in PSSG 
Freque

ncy 

Propo

rtion 

on 

(%) 

 

Freque

ncy 

Propo

rtion 

on 

(%) 

Frequ

ency 

Propo

rtion 

on 

(%) 

 

Freque

ncy 

Propo

rtion 

on 

(%) 

Yes 286 91.4% 27 8.6% 
8.87(

1) 

0.003

** 

298 95.5% 14 4.5% 
28.9(1

) 

<0.001

** No 12 70.6% 5 29.4% 7 58.3% 5 41.7% 

Key:  ** Significant P-Value 

 
Social cultural factors: According to the 

study, disclosure of HIV Status to someone 

motivated majority respondents 169 (54.2%) 

while other peoples’ positive perception as a 

major motivation to 197 (63.2%) 

respondents. 

“After the woman is tested HIV positive, we 

encourage her to disclose her status to 
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people close to her and by seeing we the 

mentor mothers living positively, they get 

motivated and are empowered to continue 

to bring their babies for follow up with the 

aim of having them HIV negative at exit 

from PMTCT program” key informant 

report from a mentor mother. Majority of 

the respondents disagreed with the 

influence of opinion of sexual partner, 

family members and influential community 

members as a motivation to seek HEI 

services at 272 (87.2%). 

Motivation to seek HEI services: Another 

majority 280 (90%) disagreed being 

motivated to seek HEI services by opinion of 

family members and 298 (94.9%) by opinion 

of influential community members. 

Table 8 

Motivation to seek HEI services 

Motivation to seek HEI services Disagree Agree  

 Freq (%) Freq (%) N 

 

1. Disclosed HIV Status to someone 

 

143 (45.8%) 

 

169 (54.2%) 

 

312 

2. Other Peoples’ Positive Perception 115(36.9%) 197 (63.2%) 312 

 

3. Opinion of Sexual Partner 

 

272 (87.2%) 

 

40 (12.8%) 

 

312 

4. Opinion of Family members 280 (90%) 31 (10%) 311 

5. Opinion of influential community members 296 (94.9%) 16 (5.1%) 312 

6. Access to information during adherence 

counselling 

 

2 (0.6%) 

 

310 (99.2%) 

 

312 

7. Quality of Care 4 (1.3%) 308 (98.7%) 312 

 

8. Interaction with mentor mother 

 

3 (0.9%) 

 

307 (99%) 

 

310 

 
Denial of the positive HIV status, self-stigma 

and stigma from the community and from 

the health care providers was cited during 

the key informant interview where one 

health care provider said; “some clients 

claimed to feel stigmatized from staff 

around the facility and from other patients 

who are not HIV infected who are seeking 

child welfare services in the clinic and who 

knew that the PMTCT room is for follow up 

for the HIV-Exposed infants” PMTCT nurse 

during the key informant interview. 

Stigma and Discrimination was identified as 

a hindrance to HEI service uptake by 53.9% 

of the respondents. Negative attitudes and 

beliefs on HIV infection was cited a barrier 

by 38.5%. 

Male partner and community involvement: 

Of the 314 participants that disclosed 262 

(83%) disclosed to their male partners while 

52 (17%) did not. Of the 52 participants who 

had not disclosed to their male partners, 50 

(96%) disclosed to a family member while 2 

(4%) disclosed to a friend. A total of 67 (26%) 

had disclosed to both male partners and 

another family member. Majority (96.6%) of 

the women who disclosed their HIV status 
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to the male sexual partners reported to have 

gotten support to take up PMTCT services. 

Social cultural factors against HEI 

services uptake: The chi-square test on the 

respondents who had disclosed their HIV 

status to their male partners showed 

significant statistical association (X2 =6.88, 

P=0.009); Table 9. 

 

Table 9 

Social cultural factors against HEI services uptake 

Social cultural 

Determinants 

    

Timely uptake of Early Infant Diagnosis services 

Timely initiated Not timely 

initiated 

square 

Statistic 

(df) 

 

P-value 

Disclosed HIV status 

to male partners 
Frequen

cy 

Proporti

on 

(%) 

Frequen

cy 

Y 

Proporti

on 

(%) 

Yes 257 97.70% 6 2.30%  

6.88 

 

0.009** No 59 90.8 6 9.20% 

 
DISCUSSION 

 

The survival of HIV-exposed children, 

whether or not they are infected, is closely 

linked to the health and survival of their 

mothers. Therefore, long-term benefits of 

PMTCT programs will only be sustained if 

there is ongoing comprehensive care for the 

children and their mothers. This study 

aimed at determining the maternal, psycho 

social and social cultural factors that 

influence uptake of HEI services. The study 

identified various factors as having 

significant association with uptake of HEI 

services. A number of socio-demographic, 

cultural and economic factors were found to 

significantly influence uptake of HIV-

Exposed services uptake. They included 

maternal age, marital status, education level 

and occupation. Women aged 30 years and 

above were the majority who sought HIV-

Exposed infants’ services as compared to 

women aged below 30 years. Married 

women were more likely take their exposed 

infants for services in a timely manner. This 

was ultimately linked to the decision maker 

on choice and support. It was found that 

sexual partners had a great influence in 

seeking of HEI services. This finding 

compares well to a study done by WHO 

which states that women need permission in 

seeking care during pregnancy, childbirth 

and postpartum period (12). 

In Nakuru County levels of education 

progressively decreases up the education 

ladder. Most mothers in the study had 

acquired primary education which was 

attributed to the free primary education. 

Women with post primary education have 

the knowledge to make informed decisions 

on their own and their exposed infants’ 

health services. The findings coincide well 

with a study that found out that women’s 

education or literacy levels are strongly 

associated with use of reproductive health 

and maternal health services (13). 

HIV-Exposed services uptake was highly 

demonstrated in the study. This included 

early infant diagnosis (EID) and routine 

childhood immunization. Majority of the 

infants had their initial HIV diagnostic test 

for early infant diagnosis (EID) at 6-8 weeks. 
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Most of the exposed infants were enrolled 

for follow up below the age of two months 

thus timely interventions were instituted. 

The eligible study population had 

immunization given within three days, 

which was considered timely according to 

the study. The findings are in line with the 

recommended national HEI follow up 

standard by the Ministry of Health in Kenya 

(1). 

In the current study, disclosure of HIV 

status had been done by majority of 

respondents. Of the participants that 

disclosed their status, (83%) disclosed to 

their male partners. Of the 52 participants 

who had not disclosed to their male 

partners, 50 (96%) disclosed to a family 

member while 2 (4%) disclosed to a friend. 

The findings were similar to United Nations 

General Assembly Zimbabwe’s country 

report of 2007 on HIV and AIDS which 

stated poor disclosure of HIV status by 

women to significant others (husband/ 

partner, in-laws, siblings or friends) as one 

of the major challenges in the PMTCT 

programme. 

This was also similar to findings by 

Zimbabwe Ministry of Health and Child 

Welfare where HIV status disclosure served 

as an important prevention strategy in 

PMTCT by enabling PMTCT attendees to 

benefit by being able to use ART 

prophylaxis, practice safe infant feeding and 

family planning practices (9). Similar 

findings were observed in a study where 

women who kept their status secret found it 

challenging to store and take medications 

(14). 

Timing of HIV diagnosis in relation to 

PMTCT service uptake is of great 

importance. Respondents who were 

diagnosed with HIV after last pregnancy 

were the least in comparison to those 

diagnosed during or before the last 

pregnancy. These findings are similar in the 

current study and KAIS report (15). This 

meant that the timely diagnosis of HIV 

positive in pregnant women enhanced 

seeking of PMTCT services thus HEI service 

uptake. Successful PMTCT outcomes are 

based on broad psycho-socio support group 

objectives (7). The current study found 

statistical significant association between 

timely immunization uptake as well as 

timely uptake of EID services among 

women enrolment into a psycho-social 

support group. These findings concur with a 

study which stated that psychosocial 

support from peers helped women adhere to 

PMTCT program recommendations (16). 

Both accesses to information and interaction 

with a mentor mother motivated mothers to 

seek HEI services (17). The findings concur 

with the current study. According to the 

study, majority of the respondents had 

heard of a Psycho social support group with 

most of them enrolled in the psycho social 

support groups. The main source of 

information was mentor mothers. Access to 

information during adherence counselling, 

quality of care and interaction with a mentor 

mother highly motivated clients to seek HEI 

services. Other Peoples’ Positive Perception 

has been reported to motivate respondents 

to seek services with social factors playing a 

major role (18). However, in the current 

study majority of the respondents disagreed 

that influence of opinion of Sexual Partner, 

family members and influential community 

members motivated them. 

Peer and family influences have been 

shown to be particularly important 

determinants of PMTCT involvement; with 

lack of partner support reducing the 

likelihood of a woman engaging with 

services (19). The findings concur with the 

current study as majority of the women who 

disclosed their HIV status received 

overwhelming support. Male partner and 

community involvement have been found to 

provide psychosocial support and 

eventually improving retention of clients in 

PMTCT program. (20).  
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Non-disclosure makes it more difficult 

for women to adhere to PMTCT guidance; as 

opposed to situations where male partners 

were aware of ARV prophylaxis was being 

provided to an infant, where adherence was 

higher (21). 

In the current study the similar findings 

were observed where the respondents who 

disclosed their HIV status to the male sexual 

partners reported getting support to take up 

HEI services. Those who had disclosed their 

HIV status had their babies having timely 

early infant diagnosis (EID) at 6-8 weeks and 

their babies received relevant immunized as 

per age. Similar findings were observed in 

other studies with disclosure to partners 

making it more likely that HIV-positive 

mothers would follow infant feeding 

recommendations (22) 

 

 

 

CONCLUSION 

 

Among the women interviewed in the 

study, maternal characteristics including 

marital status demonstrated influence in 

timely HIV-exposed service uptake. Those 

with advanced age of above 30 years, with 

high education sought HEI services in large 

numbers. Psychosocial factors influenced 

timely HEI service uptake of immunization 

and EID services among the study 

population. The social cultural factors which 

enhanced HEI services uptake in the study 

included male involvement in PMTCT 

program. 

The Study had three null hypotheses that 

stated that there is no relationship between 

maternal determinants, psychosocial and 

social cultural factors and uptake of routine 

HEI services. 

This study found out that maternal 

characteristics, psycho-social and social 

cultural factors influenced timely HEI 

service uptake making them alternative 

hypotheses thus rejecting the three null 

hypotheses. 

 

RECOMMENDATIONS 

 

We recommend to the Ministry of Health 

and the partners, that there is a need for 

promotion of PMTCT psychosocial support 

groups among all HIV positive women so as 

to increase the timely uptake of the HEI 

services in the region. 
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