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Abstract 

Background 

There is limited understanding of the factors that influence decisions to seek HIV care and 

treatment services in community settings. The aim of this study was to explore the socio-cultural 

and health system factors affecting health-seeking behaviour among women living with HIV 

(WLHIV) in resource-constrained settings.  

Methods 

Retrospective data were drawn from verbal/social autopsies administered to caregivers of 218 

women who had died of AIDS-related illnesses at the age of 15-49 years. Information was 

collected on essential elements of the care-seeking process and analyzed using 

qualitative/quantitative techniques.  

Results 

Poor women were less likely to access formal health services (OR=0.2; p<0.01) compared to 

non-poor women. Socioeconomic status, poor knowledge and clear understanding of AIDS-

related illness, distance to facility and transportation costs, medical pluralism, stigma, low HIV 

risk perception, lack of family support and health care system barriers emerged as factors 

contributing to delays/constraints in seeking care. 

Conclusion 

The findings highlight important issues that have implications for addressing challenges faced by 

WLHIV, including non-adherence to treatment regimen and late diagnosis of HIV.  
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Background 

At the end of 2010, an estimated 34 million people were living with HIV globally with sub-

Saharan Africa (SSA) being disproportionately affected by the epidemic [1]. According to the 

UNAIDS, the region accounts for about 68% of all people living with HIV worldwide and 

women are mostly affected accounting for over half (59%) of all people living with HIV [1]. In 

Kenya, the national HIV prevalence among adults aged 15-49 years was 6.3% as of 2008-2009 

[2]. HIV prevalence was twice as high among women compared to men (8% among women and 

4% among men). In addition, HIV prevalence is higher in the urban than in the rural areas [3]. 

Heterosexual intercourse is the predominant mode of HIV transmission in the country with 44% 

of new infections occurring among regular or steady partners while casual sexual partners 

account for 20% [4]. Female sex workers and their clients account for 14%, male prisoners for 

8%, men who have sex with men for 7% and injecting drug users for 4% of new infections in the 

country [4].Expansion of access to life-saving antiretroviral therapy (ART) in sub-Saharan 

Africa has enabled people to lead productive lives. In Kenya, the number of those accessing 

antiretroviral therapy increased from less than 10,000 in 2003 to over 430,000 in 2010 [5].  

 

Condom use remains low in the country, in particular among married or cohabiting couples (2% 

women and 3% men), and is significantly lower for women than for men, independent of type of 

relationship [6]. While men are much more likely than women to engage in high-risk sex, they 

are also much more likely to use condoms when having such sex (62% of the men compared to 

35% of the women) [7]. Socio-economic status is closely tied to vulnerability to HIV infection 

and access to health services and information: women who have higher levels of wealth and 

education are much more likely to use contraceptives, have knowledge regarding HIV prevention 

and access treatment and care services [8] [include citation]. While poverty and socio-economic 

inequality affects both women and men, women’s subordinate status in patriarchal societies 

implies that they have less access to education and paid employment besides lacking control over 

financial and productive resources [7]. 

Evidence on health-seeking behaviour among people living with HIV has primarily focused on 

their HIV treatment experience in clinical settings [9, 10], on demonstrating the feasibility of  

HIV treatment in such settings [11-13], monitoring how treatment is delivered and individuals’ 

treatment adherence [14]. A number of factors have been shown to influence health-seeking 

behaviour of people seeking HIV treatment and care. Previous studies have demonstrated that 

physical distance and accessibility of services, availability and quality of services, costs-related 

to services and transportation, availability of commodities and supplies, negative attitudes among 

health workers, fear of stigma and discrimination, low HIV risk perception and socioeconomic 

status are important factors that determine utilization of HIV treatment and care services [15-25]. 

Among people living with HIV, available evidence shows that they seek care from formal (such 
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as government and private health facilities) and informal sources (such as traditional healers, 

home and over-the-counter) [26].    

There has, however, been little emphasis on understanding the factors that influence decisions to 

seek HIV care and treatment services in community settings. The objective of this paper is to 

explore the socio-cultural and health system factors affecting health-seeking behaviour among 

women living with HIV (WLHIV) in resource-constrained settings.  

 

Methods 

Retrospective data were drawn from verbal and social autopsies administered to caregivers of 

218 women who had died of AIDS-related illnesses at the age of 15-49 years. Verbal and social 

autopsies have been used to provide data on social, behavioural, and health systems contributors 

to maternal and child deaths and to provide evidence for informing health care programmers and 

policymakers in designing and implementing initiatives for improving maternal and child health 

[27]. The study was part of a project conducted by the Population Council whose aim was to 

evaluate the effect of the output-based aid (OBA) program being implemented in five districts in 

Kenya on reproductive health behaviors and outcomes. Information was collected on essential 

elements of the care-seeking process such as recognition of the illness, whether adequate care 

was provided, whether and what type of outside-the-home care was sought (informal, formal, or 

both), delays to formal healthcare-seeking and related constraints (e.g., lack of knowledge of 

danger signs of illness, seeking traditional care, lack of transportation, costs) and the quality of 

health care provided (from the client’s perspective). For quantitative data, descriptive statistics 

were used to describe the study sample, including primary caregiver’s relationship, place where 

care was sought, number of contacts with formal health services, place of death, household 

socioeconomic status, marital status, education and age. Quantitative data were analyzed using 

STATA ® version 10. For the bivariate analysis, Chi-square and Fisher’s Exact tests were used 

to test the associations between key variables of interest. Multivariate logistic regression analysis 

was conducted to examine the relationship between having contact with formal health services 

and socioeconomic status after controlling for confounding factors. Qualitative interviews were 

tape recorded, transcribed verbatim, translated to English and analyzed using QSR NVivo 9 

Software © (International Pty 2007, Australia). Analysis of the data was guided by the pathway 

to survival model [28, 29] and three-delay framework [30]. 

 

Results 

Quantitative analysis results 

The background characteristics of the study sample are described in Table 1. The median age of 

the women at the time of death was 34 years (results not shown). The majority of them had 
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primary or lower levels of education, were divorced, separated or widowed, and were from non-

poor households. In addition, for the majority of the women, information was provided by their 

parents. With respect to access to medical care, a similar proportion of women sought care from 

over-the-counter (pharmacy or drug stores) and government health facilities while more than a 

third of the women sought care from private health facilities. Nearly two-thirds of the women 

had made contact with formal health services 1 to 2 times a month prior death while most died at 

home. 

[Insert Table 1 here] 

The results from bivariate analysis examining the association between the place where a woman 

sought treatment and socioeconomic status (poor vs. non-poor) are presented in Figure 1. 

Women from poor households were more likely than non-poor women to seek care from 

informal sources, including over-the-counter (54.2% vs. 42.4%; p=0.121), home (45.9% vs. 

24.0%; p=0.002) and traditional medicine (23.0% vs. 15.0%; p=0.167). Majority of the women 

from poor and non-poor households sought care from government health facilities (95.5% and 

90.3%; p=0.151). Besides, a similar proportion of women from both socio-economic groups 

sought care from private health facilities. A significantly higher proportion of women from non-

poor households compared to those from poor households (9.7% vs. 1.6%; p=0.044) sought care 

from health facilities managed by faith-based organizations (FBO). Further analysis was also 

conducted to examine the association between socioeconomic status and whether a woman had 

any contact with formal health services one month prior to death. On average, non-poor women 

had contact with formal health services 2.3 times (standard deviation=3.6) compared to 1.8 times 

(standard deviation=2.1) among poor women (p=0.3833). A higher proportion of poor women 

did not have any contact with formal health services compared to non-poor women in the month 

before death (22.4% vs. 6.3%; p=0.001). In the multivariate logistic regression analysis, poor 

women were significantly less likely to have contact with formal health services (OR=0.2; 

p<0.01) compared to women from non-poor households (results not shown). Education, marital 

status and age were not significant predictors of contact with formal health services. 

 [Insert Figure 1 here] 

 

Qualitative analysis results 

Qualitative findings showed that a number of factors were responsible for delays and constraints 

to formal health care seeking.  

Poor understanding of HIV-related opportunistic infections 

There was poor knowledge and understanding of signs and symptoms of severe illnesses 

associated with HIV/AIDS among the women as reported by caregivers. Many people 
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interpreted AIDS-related conditions as malaria prompting them to seek over-the-counter malaria 

medications. This often resulted in multiple uses of different types of anti-malaria drugs even in 

areas with low prevalence of malaria. Due to poor knowledge and lack of understanding of 

symptoms associated with HIV-related illnesses, it emerged that in some cases HIV/AIDS was 

associated with witchcraft and evil spirits. The findings showed that women sought treatment in 

three ways namely; (i) going to a witchdoctor or traditional medicine man, (ii) taking home-

made remedies believing that it is a mild illness that will go away, and (iii) going to a health 

facility.  

 

“The time when she was sick she stayed here at home and we brought for her the drugs. 

She also could buy drugs from the chemists. We thought it was normal chest 

complications, but it was the critical chest complications that killed her” 

“I went to see her but on asking her what the problem was she told me she had stomach 

ache and headache. But on telling her that I take her to hospital she refused.” 

“Before she died, I messed up, as I got late in intervening as she had severe diarrhea and 

within that week she died, I could have taken her on Monday but I did not think it was 

serious. I got late and took her to the hospital on a Friday.” 

 

Medical pluralism 

Caregivers reported that the majority of women living with HIV first opted for home treatment, 

then purchased over-the-counter drugs, then sought care from a traditional healer, then visited a 

health facility before going back to a traditional healer. Perception of HIV risk and severity of 

illnesses determined the type of treatment sought by the women. Women in stable relationships 

often believed they were not infected and, therefore, sought over-the-counter medication. 

However, when the illnesses were severe and the other treatment options had failed then the 

women resorted to seeking treatment at health facilities. HIV-related stigma was also a key 

factor in the utilization of care and treatment. Home and traditional healers were mostly 

preferred by the women due to fear of stigmatization.  

“My wife began to have body pain, then I bought for her medicine from the shop, but she 

never got better. I took her to xxxx Health Centre where she was treated and we came 

back home, but for one month, she never got well. She was rushed to xxxx district 

hospital and given medicine. She came back home and stayed for about 3months, and she 

did not get well; the stomach started swelling again. When it was swollen, instead of 

taking her back to the hospital, we took her to witch doctors. But one of the ladies told me 

to take her back to the hospital, and I took her back to xxxx district hospital, and she was 

tested. She came and told me she had been found with a virus.” 
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“You know in this area, when a person becomes sick, our first thought is to see a 

witchdoctor.  So for this illness, we used to mix medical doctor, witch doctor for the first 

5 years, but when she went to xxxx Hospital, it was found out she has typhoid.” 

 

“There are the witchdoctors here who cheat people that is where she was taken. Also she 

could be brought a witchdoctor at home, who could tell her it is this place that is the 

cause. Then it was realized that is not the cause.” 

  

 

Non-disclosure of HIV status  

Many caregivers reported that non-disclosure of HIV status was a problem as many of them 

learned about the women’s status from the health care providers. Besides stigma, non-disclosure 

of HIV status among women infected with HIV is related to what they perceive as the impact of 

the illness to their family. Many women did not want to burden the family financially and, 

therefore, opted not to seek care and treatment despite the fact that some caregivers reported that 

they suspected the women had HIV/AIDS. Others were psychologically affected by the likely 

impact the illness would have on their children and who would care for them. Most caregivers 

mentioned the reason for fear of the unknown for the children as the main reason women did not 

disclose their HIV status to their children. Women further declined hospital admission in order to 

take care of children. 

“Sometimes I feel that if she was open and had said early enough, she could be alive. 

This is because we have another cousin who is also HIV positive and goes to hospital at 

xxx and has given my phone number there, so that if she is in any sort of need and I am 

contacted, she can be assisted immediately. But xxxx was quiet and did not disclose her 

problem.”  

She went to the hospital and was given drugs to help her. She was also tested for HIV and 

told she has but she said she does not want to be admitted as she has children who will 

suffer and the mother is old to take care of the children. 

“She was seriously sick but could go to work while sick and after coming home she could 

tell me that the work was bad until I told her to leave the job and stay with us here at 

home. She was refusing to go to the hospital because of fear of being tested and to be told 

her status. But I talked to her until she agreed to go to the hospital four months later.” 

 

Access to health services 

Distance to facility coupled with transportation costs and challenges emerged as major barriers to 

accessing care. Caregivers reported that in some areas only a few health facilities provided HIV 

treatment.  Due to lack of confidentiality in handling client information by facilities that were 
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nearby, women preferred to seek care in health facilities that were further away from their 

homes.  

I came home and explained to her about the illness, and told her we should begin the 

clinic, which we began in February 2006, and she even began going for clinics alone, but 

we felt it was far, because of the bus fare and the bills.” 

“There are no vehicles in the area so we had to stay home.”  

“So she told me to take her to the hospital, but insisted I take her to another hospital at 

xxxx. So we travelled on a Friday, but we found it difficult to get to the facility. It had 

rained badly, so the place was swampy, and we could not pass since I was using a bicycle 

to transport her. It was impassable; we discussed and decided to go to another facility 

xxxx. But we went to this other facility on a Sunday” 

Health system factors such as poor referral systems, lack of care before referral, perceived lack 

of providers, equipment/drugs, discrimination by providers especially towards poor clients and 

perceived poor quality of care were cited as reasons for low utilization of HIV-related health care 

services as exemplified by the following quotes:  

“When she took the medication, she started to diarrhoea a lot, and we had been told to 

take her for other tests, but we did not take her. When we went there, we found there was 

no doctor”  

“She was given Malaria medicines as they did not have equipment to examine her”  

“The patient was referred to xxxx District Hospital because the hospital did not have 

supply of drugs”  

“For her the illness bothered her so much because she had no money for her treatment 

and at the hospital they expected money plus for the drugs. When she went to the hospital 

she was told to first look for money and then come back. She was ill and could not get the 

drugs, when she came home she could become sick and got seriously sick.”             

 

Low HIV risk perception and other barriers to testing 

Majority of the caregivers reported that low HIV risk perception in the community was 

responsible for women’s reluctance to HIV testing. This observation was particularly common 

among women with only one sexual partner. Another factor that emerged as a barrier to seeking 

HIV testing was lack of awareness about facilities that can be trusted to maintain confidentiality 

of a client’s HIV status. Caregivers reported a general fear in the community about a person 

knowing about their status. Further, women who died while pregnant due to HIV-related 

complications did not attend antenatal care (ANC) clinic due to fear of coercive HIV testing. 
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According to the caregivers, the women felt that health care providers at the ANC clinics would 

deny them their right to informed consent and confidentiality, hence exposing them to HIV-

related stigma.  

“My friend had a problem of coughing and back ache and her chest had pains so I used 

to advise her to know her HIV status, I used to tell her „the way I see you coughing, your 

cough is too deep and let me take you to xxxx health facility so that you can know your 

status maybe its TB‟[tuberculosis] but she was tough headed she didn‟t go. She said she 

is not ill, that illness is only malaria so I let her be and she got worse, so for some time 

she avoided me because she knew I would take her there (xxxx health facility ). She 

wanted to go to xxxx and xxxx Health facilities and the one who took her is another lady 

called Florence (fictitious name). 

 You know the first time she was told she was HIV positive she denied saying she is not 

positive; she denied up to the last moment when she died. Later there was one hospital 

sister who informed my brother‟s wife that she was HIV positive.” 

“When I took her to xxxx hospital she was counselled then I took her for testing, her 

blood was tested when I was with her and I was told she is HIV positive after she was 

told she is HIV positive and by then she was severely ill she was shocked from the time 

she got to know her status. After being told by the provider she did not stay for long. I 

even had to force her to take the medicines though she would refuse.”                                                                                 

“I told her she was to take the medicine as the times we are in today are bad times as she 

is not the only one who is infected with HIV but others too have HIV but she still insisted 

she will not take the medicines. All the same, we took the medicine with us at home but 

she could take some medicine and hide others. So I spoke with her again, told her „you 

know I am your mother so instead of dying and leaving your children to die, take this 

medicine‟ but she said she will not take as she knows it‟s her husband who has infected 

her with the HIV virus so her condition became worse.” 

Discussion 

The objective of this study was to explore the socio-cultural and health system factors affecting 

health-seeking behaviour among women living with HIV (WLHIV) in resource-constrained 

settings. Similar to previous studies [31-34], our study findings showed that the majority of 

caregivers are family members. This demonstrates that families play a major role of caring and 

supporting persons living with HIV/AIDS.  Socioeconomic status was found to be a significant 

determinant of utilization of health care services. In particular, a higher proportion of poor 

women did not have any contact with formal health services one month prior death compared to 

women from non-poor households. These findings corroborate evidence from previous studies 

which found that poverty is one of the key barriers to utilization of health services [17, 19, 22]. 
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Although the Kenya government has over the past years introduced various cost-reduction 

measures such as the introduction of waiver and exemption systems for HIV-related diseases, 

malaria and tuberculosis treatment and drugs, the implementation has been less successful. It is 

common for users to encounter some kind of fees for maternal and HIV and AIDS related health 

services and medication [35]  

The findings further show that long distance and unaffordable travel costs were key barriers to 

clinic attendance and accessing care. Studies on barriers to utilization of HIV-related services 

also found that distance to facility and transportation costs were critical barriers to accessing 

treatment [16, 20, 21, 23]. In addition, lack of knowledge and clear understanding of signs and 

symptoms of AIDS-related illnesses were barriers to clinic attendance. Many of the women 

interpreted the symptoms as malaria-related and, therefore, sought over-the-counter malaria 

medications. It also emerged that in some cases HIV/AIDS was associated with witchcraft and 

evil spirits. This led to delays in seeking care which can have negative effect on clinical 

outcomes among women living with HIV. It was also evident that women who perceived 

themselves as having low HIV risk were reported as having not sought HIV treatment.       

Similar to other studies, family and societal barriers were also cited as impediments to utilization 

of health services [15, 25]. Stigma was blamed for non-disclosure of HIV status and this resulted 

in the women delaying seeking care and treatment. Many caregivers reported that they learned 

about the women’s status from the health care providers. These findings were also observed in 

studies conducted in Zimbabwe, South Africa and Tanzania, where it was noted that there was 

need to consider the social context of HIV status disclosure, since the social context shapes the 

process of status disclosure [36-38] . HIV status disclosure is important, especially for expectant 

women since it can inform the provision of prevention of mother-to-child transmission (PMTCT) 

of HIV services. Disclosure is also important for psychosocial support, treatment adherence and 

stigma reduction [39, 40]. Lack of family support particularly among men who forced their 

spouses to decline hospital admission in order to look after the children was also a barrier to 

accessing treatment. This finding is consistent with evidence from previous studies, which 

demonstrated that male involvement is an important factor in facilitating women’s access to 

HIV-related services [41].  

Socio-cultural norms and values provide the foundation upon which unequal power relations 

between men and women are constructed. Given the social control such norms exert over 

individual behaviour, including sexual and health seeking behaviour, any attempt to prevent the 

spread of HIV and enhance access to available treatment and care services must recognize and 

address harmful gender norms. Several anthropological and sociological studies have focused on 

understanding the cultural setting in which behaviour related to HIV/AIDS takes place [42-44]. 

Unequal power relations between men and women and structural violence such as poverty often 

transform into personal risks. The delay to seek medical care in women within the study context 

was largely influenced by lack of recourses and the socially constructed role of women and the 

only caregivers; women, therefore, prefer attending to socially constructed roles to seeking 
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medical care. The findings show that the individual risk of women and health seeking behaviours 

are influenced by wider contextual factors such as poverty, sexism and structural violence 

especially in rural Kenya where women are disproportionally affected in wealth and power 

Health care system barriers including negative experiences with health care providers, poor 

referral systems, perceived lack of providers, drugs and equipment and perceived poor quality of 

care were mentioned by caregivers as factors that discouraged the women from seeking care 

from public health facilities. These factors have been cited by previous studies as contributors to 

irregular or delayed utilization of HIV-related services [15, 16, 18, 20, 23-25].  

Although HIV testing is critical in HIV prevention programming, only a small proportion of 

those infected with HIV in Kenya are aware of their status (16%), significantly limiting 

opportunities for prevention, treatment and care [6]. However, there has been an enormous 

expansion of HIV testing and counselling (HTC) services in the country: the number of 

Voluntary Counselling and Testing (VCT) sites, for instance, increased from 3 in 2000 to 960 in 

2007 [6]. The increased integration of provider-initiated testing and counselling (PITC) into 

antenatal care services has resulted in more women being tested for HIV. While integration of 

HIV testing into antenatal care is an important way to enhance access and ensure that HIV-

positive women can fully exercise their reproductive rights, it is important that testing is 

accompanied by adequate counselling and respect for clients’ right to informed consent and 

confidentiality. As reported by caregivers in our study, coercive testing not only alienates women 

from the health system, but also creates social distances between the women and the local 

community, despite the fact that the community is an important social capital required by the 

women. A national health workers survey conducted in Kenya in 2005 showed that 20% of 

health workers found it acceptable to test patients without their knowledge [45]. This calls for 

proper training of health workers on HIV testing and counselling guidelines and procedures. 

The findings also showed that medical pluralism was a common practice among the women 

living with HIV. The majority of women living with HIV first opted for home treatment, then 

purchased over-the-counter drugs, then sought care from a traditional healer, then visited a health 

facility before going back to a traditional healer. Evidence from previous studies also showed a 

similar pattern [26]. Key determinants of medical pluralism were level of perceived risk of HIV 

infection and severity of illnesses.  

This study had some limitations. Due to the fact that the respondents were the main caregivers of 

the deceased women, it was possible that the data may have been affected by different types of 

biases, including recall bias of past events and likelihood of providing socially desirable answers 

to sensitive questions.  

 

 



12 
 

Conclusion 

Universal access to HIV services is a key agenda in the global and national debate in the fight 

against HIV/AIDS that seeks, among other things, to reduce HIV-related illnesses and deaths 

through universal access to treatment for people living with HIV [46, 47]. The findings of this 

paper highlight important issues that have implications for addressing challenges faced by 

women living with HIV, including non-adherence to treatment regimen and late diagnosis of 

HIV. Being poor, poor knowledge and lack of understanding of AIDS-related illness, long 

distance to facility and transportation costs, medical pluralism, stigma, perceived low risk of HIV 

infection, lack of family support and health care system barriers emerged as factors contributing 

to delays/constraints in seeking care. These factors have negative consequences for patient 

outcomes and may, overall affect the effectiveness of national HIV care and treatment programs. 

HIV programs need to find ways of addressing these barriers in order to increase utilization of 

appropriate services. Health planners and policymakers need to adopt multi-pronged approaches 

when designing policies and programs for improving access and utilization of HIV-related 

services. For example, provision of subsidies as part of the national social safety-net strategy can 

help in addressing financial constraints associated with transportation costs. Proper training for 

health care providers and adequate supply of drugs, supplies and equipment in the public health 

systems is critical in addressing some of the challenges that were highlighted in the paper. 
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Table 1: Descriptive statistics of study sample 
  

Variable 
Women (N=218) 

N %  

Age    

19-29 years       67  31.0 

30-39 years     103  47.7 

40+ years       46  21.3 

Education   

Primary and below     166  77.9 

Secondary and higher       47  22.1 

Marital status   

Single       66  30.3 

Married       57  26.2 

Divorced/separated/widowed       95  43.6 

Household socioeconomic status   

Poor   62 28.7 

Non-poor 154 71.3 

Relationship of primary caregiver   

Parent     109 50.0 

Spouse       27  12.4 

Brother/sister       54  24.8 

Children       12    5.5 

Other relative        11    5.1 

Not related          5    2.3 

Place where care was sought
a
   

Home           66  30.4 

Traditional healer           37  17.1 

Over-the-counter           97  45.8 

Government health facility           96   45.3 

Private health facility           80   36.7 

Faith-based facility           16     7.3 

Number of contacts with formal health 

services a month prior to death 
  

None        22       10.8 

1-2 times      132       65.0 

3 and above times        49        24.1 

Place of death   

Home      130       60.5 

Health facility        80       37.2 

Other place          5         2.3 

   
a
multiple responses   
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Figure 1: Type of care sought by socioeconomic status 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

24.0
15.0

42.4

95.5

36.4

9.7

45.9

23.0

54.2

90.3

37.1

1.6
0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

90.0

100.0

P
e

rc
e

n
t

Non-poor Poor



15 
 

References 

1. UNAIDS: World AIDS Day Report, 2011. Geneva, Switzerland; 2011. 
2. Kenya National Bureau of Statistics (KNBS) and ICF Macro: Kenya Demographic and Health 

Survey 2008-09. Calverton, Maryland, USA: KNBS and ICF Macro; 2010. 
3. National AIDS and STI Control Programme (NASCOP) - MInistry of Health: Kenya AIDS Indicator 

Survey. Nairobi: NASCOP; 2009. 
4. Council-Kenya NAC: Mainstreaming Gender in HIV responses in Kenya: National Action Plan 

2009/10-2012/13. Edited by NACC. Nairobi; 2011. 
5. Anti-Retroviral Therapy-ART [http://nascop.or.ke/art/] 
6. Kenya Go: National Aids and STD Control Programme. Edited by Health Mo. Nairobi: Ministry of 

Health; 2009. 
7. Kenya National Bureau of Statistics IM: Kenya Demograhic and Health Survey 2008-09. Edited 

by Macro KaI. Calverton, Maryland; 2010. 
8. Kenya National Bureau of Statistics (KNBS) and ICF Macro: Kenya Demographic and Health 

Survey 2008-09. Edited by Calverton M. Nairobi: KNBS and ICF Macro; 2010. 
9. Davies M: Shattered assumptions: Time and the experience of long-term HIV positivity. Social 

Science and Medicine 1997, 44.: 561-571. 
10. Ezzy D: Illness narratives: Time, hope and HIV. Social Science and Medicine 2000, 50:605-617. 
11. Curran J, Debas H, Arya M, Kelley P, Knobler S, Pray L: Scaling up treatment for the Global AIDS 

pandemic: Challenges and opportunities. Committee on examining the probable 
consequences of alternative patterns of widespread antiretroviral drug use in resource 
constrained settings. Washington, DC: National Academic Press; 2005. 

12. Farmer P, Leandre F, Mukherjee J, Gupta R, Tarter L, Yong Kim J: Community-based treatment 
of advanced HIV disease: Introducing DOTHAART (directly observed therapy with highly active 
antiretroviral therapy). Bulletin of WHO 2001, 79:1145-1151. 

13. Thimothy R, Kumar A, Irudaya Rajan S: Viability of providing HIV/AIDS care in public sector: A 
case study. Journal of Health Management 2006, 8 

(1):65-78 
 
14. Chesney M: Adherence to HAART regimens. AIDS Patient Care STDS 2003, 17 160-177. 
15. Chakrapani V, Newman PA, Shunmugam M, Kurian AK, Dubrow R: Barriers to free antiretroviral 

treatment access for female sex workers in Chennai, India. AIDS Patient Care and STDs 2009, 
23(11):973-980. 

16. Duff P, Kipp W, Wild TC, Rubaale T, Okech-Ojony J: Barriers to accessing highly active 
antiretroviral therapy by HIV-positive women attending an antenatal clinic in a regional 
hospital in western Uganda. Journal of International AIDS Society 2010, 23:13. 

17. Kiwanuka SN, Ekirapa EK, Peterson S, Okui O, Rahman MH, Peters D, Pariyo GW: Access to and 
utilisation of health services for the poor in Uganda: a systematic review of available 
evidence. Transctions of the Royal Society of Tropical Medicine and Hygiene 2008, 102(11):1067-
1074. 

18. Kunihira NR, Nuwaha F, Mayanja R, Peterson1: Barriers to use of antiretroviral drugs in Rakai 
district of Uganda. African Health Sciences 2010, 10(2):120-129. 

19. Mbonye AK, Hansen KS, Wamono F, Magnussen P: Barriers to prevention of mother-to-child 
transmission of HIV services in Uganda. Journal of Biosocial Science 2010, 42(2):271-283. 

20. Mshana GH, Wamoyi J, Busza J, Zaba B, Changalucha J, Kaluvya S, Urassa M: Barriers to 
accessing antiretroviral therapy in Kisesa, Tanzania: a qualitative study of early rural referrals 
to the national program. AIDS Patient Care and STDs 2006, 20(9):649-657. 

http://nascop.or.ke/art/


16 
 

21. Nyamathi AM, Sinha S, Ganguly KK, William RR, Heravian A, Ramakrishnan P, Greengold B, 
Ekstrand M, Rao PV: Challenges experienced by rural women in India living with AIDS and 
implications for the delivery of HIV/AIDS care. Health Care for Women International 2011, 
32(4):300-313. 

22. Peters DH, Garg A, Bloom G, Walker DG, Brieger WR, Rahman MH: Poverty and access to health 
care in developing countries. Annals of the New York Academy of Sciences 2008, 1136:161-171. 

23. Posse M, Meheus F, van Asten H, van der Ven A, Baltussen R: Barriers to access to antiretroviral 
treatment in developing countries: a review. Tropical Medicine and International Health 2008, 
13(7):904-913. 

24. Sohler NL, Li X, Cunningham CO: Gender disparities in HIV health care utilization among the 
severely disadvantaged: can we determine the reasons? AIDS Patient Care and STDs 2009, 
23(9):775-783. 

25. Wringe A, Roura M, Urassa M, Busza J, Athanas V, Zaba B: Doubts, denial and divine 
intervention: understanding delayed attendance and poor retention rates at a HIV treatment 
programme in rural Tanzania. AIDS Care 2009, 21(5):632-637. 

26. Audet CM, Sidat M, Blevins M, Moon TD, Vergara A, Vermund SH: HIV knowledge and health-
seeking behavior in Zambe´ zia Province, Mozambique. Journal of Social Aspects of HIV/AIDS 
2012, 9(1):41-46. 

27. Kalter HD, Salgado R, Babille M, Koffi AK, Black RE: Social autopsy for maternal and child 
deaths: a comprehensive literature review to examine the concept and the development of 
the method. Population Health Metrics 2011, 9:45. 

28. Waldman R: BASICS' Framework for Action: The Pathway to  Survival,  Child  Survival  BASICS. 
Arlington,  USA: United States Agency for International Development, the BASICS Project; 1995. 

29. Waldman R, Campbell CC, Steketee RW: Overcoming remaining barriers: The pathway to 
survival. In Current issues in child survival series. Arlington VA: BASICS; 1996:1-12. 

30. Thadeus S, Maine D: Too far to walk: maternal mortality in context. Social Science and 
Medicine 1994, 38 (8):1091-1110. 

31. Kipp W, Tindyebwa D, Karamagi E, Rubaale T: How much should we expect? Family caregiving 
of AIDS patients in rural Uganda. Journal of Transcultural Nursing 2007, 18(4):358-365. 

32. Kipp W, Tindyebwa D, Rubaale T, Karamagi E, Bajenja E: Family caregivers in rural Uganda: the 
hidden reality. Health Care for Women International 2007, 28(10):856-871. 

33. Vithayachockitikhun N: Family caregiving of persons living with HIV/AIDS in Thailand: caregiver 
burden, an outcome measure. International Journal of Nursing Practice 2006, 12(3):123-128. 

34. Nkosi TM, Kipp W, Laing L, Mill J: Family caregiving for AIDS patients in the Democratic 
Republic of Congo. Healthcare Quarterly 2006, 9(3):94-101. 

35. National Coordinating Agency for Population and Development (NCAPD) MoMSM, Ministry of 
Public Health and Sanitation(MOPHS),Kenya National Bureau of Statistics (KNBS), ICF Macro: 
Kenya Service Provision Assessment Survey 2010. Edited by National Coordinating Agency for 
Population and Development (NCAPD) MoMSM, Ministry of Public Health and 
Sanitation(MOPHS),Kenya National Bureau of Statistics (KNBS), ICF Macro. Nairobi; 2011. 

36. Mucheto P, Chadambuka A, Shambira G, Tshimanga M, Gombe N, Nyamayaro W: Determinants 
of nondisclosure of HIV status among women attending the prevention of mother to child 
transmission programme, Makonde district, Zimbabwe. Pan African Medical Journal 2009, 
8:51. 

37. Lugalla J, Yoder S, Sigalla H, Madihi C: Social context of disclosing HIV test results in Tanzania. 
Culture, Health & Sexuality 2012, 14(Suppl 1):S53-66. 



17 
 

38. Sethosa E, Peltzer K: Evaluation of HIV counselling and testing, self-disclosure, social support 
and sexual behaviour change among a rural sample of HIV reactive patients in South Africa. 
Curations 2005, 28(1):29-41. 

39. Medley A, Garcia-Moreno C, McGill S, Maman S: Rates, barriers and outcomes of HIV 
serostatus disclosure among women in developing countries: implications for prevention of 
mother-to-child transmission programmes. Bull World Health Organ 2004, 82(4):299-307. 

40. Maman S, Mbwambo J, Hogan NM, Kilonzo GP, Sweat M: Women's barriers to HIV-1 testing 
and disclosure: challenges for HIV-1 voluntary counselling and testing. AIDS Care 2001, 
13(5):595-603. 

41. Morfaw F, Mbuagbaw L, Thabane L, Rodrigues C, Wunderlich AP, Nana P, Kunda J: Male 
involvement in prevention programmes of mother to child transmission of HIV: a systematic 
review to identify barriers and facilitators. Systematic Reviews 2013, 2(1):5. 

42. Pool R, Kamali A, Whitworth JA: Understanding sexual behaviour change in rural southwest 
Uganda: a multi-method study. AIDS Care 2006, 18(5):479-488. 

43. Shannon K, Kerr T, Allinott S, Chettiar J, Shoveller J, Tyndall MW: Social and structural violence 
and power relations in mitigating HIV risk of drug-using women in survival sex work. Soc Sci 
Med 2008, 66(4):911-921. 

44. Stansbury JP, Sierra M: Risks, stigma and Honduran Garifuna conceptions of HIV/AIDS. Soc Sci 
Med 2004, 59(3):457-471. 

45. National AIDS and STD Control Programme MoH, Kenya: Preparedness for HIV/AID Sservice 
delivery: The 2005 Kenya Health Workers Survey. . In NASCOP. Nairobi; 2006. 

46. UNAIDS: Getting to zero: 2011-2015 strategy Joint United Nations Programme on HIV/AIDS 
(UNAIDS). Geneva, Switzerland: Joint United Nations Programme on HIV/AIDS (UNAIDS); 2010. 

47. National AIDS Control Council: Kenya National AIDS Strategic Plan, 2009/10 – 2012/13 - 
Delivering on Universal Access to Services. Nairobi, Kenya; 2009. 

 

 

 

 


