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Abstract 

Objective: Adolescents access and retention to Antiretroviral Therapy (ART) is low in 

comparison to other subpopulations, yet optimal ART use is key in improving their 

quality of life as well as their health and social outcomes. This thesis explores factors 

influencing their access and retention to ART in Kenya and to identify best practices to 

give recommendations. 

 

Method: This thesis is premised on a literature review of the published and unpublished 

data sources. Roura’s socio-ecological framework was adapted and used to analyze the 

literature.  

 

Results: Factors that hinder access and retention can be are classified into structural, 

social- cultural, individual and health facility factors. Key intervention strategies that 

have been evidenced to improve access and retention include social protection, peer 

educators, differentiated model of care and technology.  

 

Conclusion: To improve adolescent ART access and retention collaboration with 

different stakeholders is key, data at the facility level should be age aggregated for 

adolescents for proper planning of interventions and use of technology is effective. 

 

Recommendations: Adolescent ART programs need to collaborate with the relevant 

stakeholders to implement social protection and put a framework in place to evaluate the 

effectiveness of technology based interventions. Adolescent data tools at the health 

facility level should be age aggregated to ensure better planning of adolescent 

interventions, schools peer led interventions should include adolescents living with HIV 

so that to reduce stigma and community peer educators’ interventions should be scaled 

up so that any adolescent in need of peer educator service is able to reach them. 

 

Key words: Adolescents, ART, Access, Retention, Kenya.  

 

Word Count: 10,515 words 

 

Christine Wamuyu Mwangi 

Kenya 

 

 

 

  



viii 
 

Definition of Terms 

Adolescents:  In this thesis  the author will define adolescents per the WHO definition 

as any Persons between the ages   of 10-19 years.1 

 

Young people: The author will use the WHO definition which refers to individuals  

between ages 10-24 years.1 

 

Care givers: People who take primary responsibility for someone who cannot take care 

of themselves. In this   thesis they will refer to people responsible for the adolescents.1 

 

Antiretroviral Therapy (ART): Drugs that are aimed to suppress HIV replication in the 

body. In return boosting the body’s immune system   and reducing the chances of 

getting opportunistic ailments.2 

 

Access to ART: It is defined in terms of availability, affordability and acceptability.  

Availability can be assessed   in terms of travel time, facility waiting time and availability 

of health workers and antiretroviral. Affordability in terms of direct and indirect costs of 

accessing ARTs. Acceptability is considered in terms of health care providers attitudes 

towards the patient’s and the patient satisfaction and perceptions towards the service 

provider.33 

 

Retention in HIV care; It is the continued engagement in health services, from 

enrollment in care to discharge or death.4  

 

Loss to follow up: It describes patients who are no cannot be traced despite efforts of 

healthcare providers. The time duration used to define the LTFU is missing from care for  

more than 3 months equivalent to 90 days.4 

 

Adherence: WHO defines it as the correct and timely dosing of prescribed medication 

by the health care provider. In this thesis  adherence will be focused on taking 

medication and attending ARTs clinical appointments.5 

 

Linkage to care: WHO defines it as  the confirmation  of HIV infection or as the first 

HIV specific clinical visit Initiation to ART.5 
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Introduction 

Globally HIV and AIDs has evolved into a chronic illness among adolescents who have 

been perinatally infected as  well as those who are newly infected through sexual and 

asexual means.6  

I have been working with the HIV and AIDS program in Kenya for about four years now. 

My responsibilities among others have been to ensure that diagnosed patients are linked 

into care immediately. Yet adolescent as a subpopulation has always been the least 

linked to care on time and they also have poor retention outcomes in comparison with 

adults. 

This in itself brings a lot of challenges to HIV programs because adolescents  in Sub 

Saharan Africa  have been listed as having had the largest burden of HIV and AIDS.3 

According to UNAIDS,  there is an  estimated  2.1 million adolescents(10-19) living with 

HIV globally and there were 780,000 new HIV infections among young people aged 15-

24 and 300,000 among adolescents aged 10-19 in 2013.7As of 2014, 30% of all new HIV 

infections in Kenya was among the young people ages 15-24 years. An estimated 9720 

young people also died the same year due to HIV related complications. 8  

Around the same time the UNAIDS came up with the 90-90-90 goals (90% of all people 

living with HIV know their status,90% diagnosed are started on Antiretroviral(ARTs)F 

and 90% on ART achieve viral suppression) to reduce new infections by 2020.7 Although 

this is important, public health interventions in Kenya towards the improvement of 

access to care to adolescents have not yet exhausted  the major underlying factors that 

contribute to this state of affairs for adolescents.9 

Access and retention to ART for adolescents remains a global public health concern  due 

to the nature of adolescents as UNICEF in their state of the world’s children referred to 

them as the  “future generation” due to the  important role they play in shaping the 

norms and values of the society.10 Yet they are plagued  by high levels of poverty and 

deprivation, bear the blunt of the many natural and manmade crises that occur, high 

HIV infection rates and are generally ignored by the health systems.11 The health system 

does not also explicitly recognize this age group and either classifies them as children or 

adults thus making it difficult to trace their outcomes.11 

Therefore, this thesis aims to draw from the experiences of adolescents in Kenya and 

possible interventions in other similar sub Saharan African countries to make 

recommendations to the relevant stake holders to adopt them to improve the health and 

social outcomes for the adolescents. 

This thesis comprises of six chapters. Chapter 1 contextualizes the study   with an over 

view of the health structure, socio-economic status, ART coverage in Kenya. Chapter 2 

describes the problem, research objectives, the methodology, the conceptual framework 

and the definition of major concepts based on Roura’s 2009 work on pathways 

influencing sustained ART therapy among adolescents. 

Chapter 3 analyses the finding per the Roura’s ecological framework. The findings will be 

based with findings found in Kenya and other Sub Saharan African countries. Chapter 4 

analyses the evidence on interventions available in addressing the barriers related to 

access and retention of ARTs among adolescents. Chapter 5 presents the discussion, 

followed by the conclusion and recommendations. 
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Chapter 1: Contextualizing the study 

This chapter presents the context of Kenya, such as the demographics, socio-cultural 

environment, health system, including the health structure, human resources for and 

health policies, and ART supply and coverage. In doing so, it gives attention to 

adolescents and their health; who are the main subject of this thesis. 

1.1 Socio-demographics 

Kenya is a diverse nation of 44 distinct ethnic groups. The official languages are Swahili 

and English. The population of Kenya is at approximately 47 million people with the  0-

14 years constituting 40% of the population, the 15-24 years constitute 18.83% and the 

median age is 19.5 years.12 

As per the Kenya Demographic and Health Survey (KDHS) 2014, the median age of first 

sexual debut in Kenya is at 18.2 years for women and 17.6 years for men. The Age 

Specific Fertility Rate (ASFR) for women ages 15-19 is 96 births per 1,000 women. 

Approximately 18% of adolescents (15-19)13 and most recently estimated to have 

increased  to 121 births per 1,000 women.14 Approximately 18% of adolescents (15-19 

years) have begun child bearing.13 Among 1 in 3 adolescents have unmet need for family 

planning as contraceptive use of adolescents in Kenya varies by education, region, 

residence,  economic status  and  marital status.15 

1.2 Socio-cultural Environment 

There are several social and cultural practices within the many diverse ethnic groups in 

Kenya which affect the status of adolescents and young people. They include sexual 

violence, female genital mutilation and child marriages. 

Among  adolescents, approximately  7% of females  and 3% males have  experienced 

sexual violence by the time they are 15 yrs.13 

Female genital mutilation(FGM) is prevalent at 15% despite it being outlawed in the 

Prohibition of FGM Act 2011.16 It is usually conducted on girls aged between 10-19 as a 

rite of passage followed by child marriages and has social, physical, psychological 

consequences.17 

Child marriages in  Kenya vary  by residence and region with the rural areas having a 

higher prevalence at 31%, urban areas at 16% and North Eastern at 56%, Nairobi 7% 

respectively.18 The results of these child marriages is that they increase the risk of HIV 

infection and high maternal mortality and morbidity rates.19 

1.3 Socio-economic Environment 

Kenya’s GDP was at 5.9% by close of 2016.20 There has been a noted decline of the 

country’s absolute poverty rate over the years but wealth has not been distributed 

equally.21  

Kenya remains a highly unequal society by income, gender and geographical location.22 

Poverty is highest in the arid and semi-arid areas that cover about 80% of the land area 

and are inhabited by about 20% of the population.21 

The effects of poverty are mostly felt by women, children and young people who are 

most vulnerable. The vulnerability affects their ability to access clean water, medical 

care, education and healthy food.23 
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1.4 Health Structure 

In 2010, a new constitution was put into place which then devolved the responsibility of 

health service delivery for primary and secondary health services to the newly 

established devolved units called counties.24  

The ministry of health at the national level  was then to provide policy support and  

technical guidance to  priority national  programs and is only in charge of the referral 

hospitals and responsible  for the  deployment of human resource.24 The health sector is 

divided into three subsectors: 

The first one is the public sector which include medical schools, the government 

pharmaceutical body called KEMSA and  government facilities which are further divided 

into several levels as follows; Level 1 Community, Level 2 Dispensaries, Level 3 Health 

centers, Level 4 Primary referral facilities, Level 5 Secondary referral facilities and Level 

6 Tertiary referral facilities.24 The second is the non-commercial private sector where the 

Non-Governmental and Faith Based  facilities fit.25 The third is the private commercial 

(“for profit”) which includes privately owned facilities, distributors, and ICT in health.25 

1.5 Health and HIV Sector Financing 

National government allocation to Kenya’s 47 counties is based on a resource allocation 

formula that takes seven factors into account, including population, poverty, land share, 

and others.26  In the  Financial Year(FY) 2014/15, 38 of the 47 counties allocated at least 

15% of their budget to health.27 

Nationally the total health expenditure (THE) in the FY 2012/13 accounted for 6.8% of 

gross domestic product (GDP), up from 5.4% in FY 2009/10. Government health 

expenditure as a proportion of THE increased from 28.8% to 33.5% in the same 

timeframe, and the government health budget grew by 31% from FYs 2012/13 to 

2014/15. While 4% of the total national government budget in FY 2014/15 was allocated 

to health, this excludes county allocations.27 

On HIV financing, the bulk of it is from PEPFAR. The total national expenditure on HIV 

was US$511.9 million in FY 2012/13,which closely aligns with the disease burden, as 

19% of all deaths in Kenya are attributable to HIV.27 

1.6 Human Resource for Health 

The World Health Organization (WHO) recommends at least 23 doctors, nurses and 

midwives per 10,000 people. Kenya has one doctor, 12 nurses and midwives per 10,000 

people. This shortage is reflected in competencies, deployment and distribution. For 

instance  there is dire shortage  of adolescent health specialists, mental health 

specialists, clinical psychologists in facilities below the secondary referral ones.28 

1.7 ART Supply and Coverage 

The Government of Kenya procures medicines mainly through KEMSA (Kenya Medical 

Supplies Agency). It has been estimated that KEMSA’s purchases constitute 30 per cent 

of all prescription drugs in the Kenyan market. The Agency also procures for some donor 

partners.29 

The coverage of Anti‐retroviral Therapy (ART) has been scaled up rapidly over the last 10 

years.30 The number of PLHIV reached increased from about 6,000 in 2003 to about 

656,000 in 2013.The quality of the ART services is measured against the rate of 

retention of PLHIV on ART.31 The percentage of PLHIV initiated on ART known to be in 
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treatment reduces with time progression. The retention rate is higher in the first 12 

months (about 92%) and reduced to about 70% at month 60.32 

1.8 Adolescent Policy Environment  

Following the International Conference on Population and Development (ICPD) in 1994, 

Kenya has since created a conducive policy and legislative  environment  for this by 

putting in place The National Adolescent Sexual and Reproductive Policy  which aims to 

promote  an enabling  socio-cultural environment to address SRH issues affecting 

adolescents, increase their access to adolescent friendly services, improve their 

participation in SRH programs  and strengthen use of data on adolescents.33  

In addition, Kenya signed a declaration in 2013 with East and southern Africa region as a 

commitment to scale up comprehensive sexuality education since sexuality education is 

currently supported by education and training policies  whose emphasis is on life skills 

and HIV and AIDs prevention with no procedures  for providing support for school going 

students living with HIV and AIDs.34 
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Chapter 2: Problem Statement, Objectives and Methodology 

This chapter introduces the problem, the justification, study objectives, methodology and 

the conceptual framework to be used.  

2.1 Statement of the Problem 

Kenya has a generalized HIV and AIDS epidemic  at a prevalence of about 6% with 1.6  

Million People living with HIV.35 In the past, access to ART was hindered by unavailability 

and the high cost of the drugs, which was eliminated making the drugs free. Yet, 

accessing these drugs for adolescents and young people is still out of reach due to 

several reasons.3 As of  2014 approximately 700,000 people including children aged 0-

14 years had received ARTs.28 

In the recent past, guidelines on antiretroviral therapy have been outlining the patient 

eligibility depending on the level of CD4 cells.36 Despite the smaller target to access ART 

and in as much data on adolescents nationally is limited, an estimated 141,014 

adolescents (10-19 years) living with HIV, 70% of them being girls were unable to 

access ART at 105,679 (75%)  of the target  and the overall viral suppression among 

adolescents is unknown.37  

The current 2016 guidelines are premised on the five-stage cascade of care namely; 

diagnosis, linkage to care, initiation of antiretroviral therapy, retention and achievement 

of viral suppression which is aimed at getting to 90% testing, 90% on ART and 90% 

virally suppressed,36 yet  the current HIV estimates indicates only 31% of adolescents 

living with HIV have been identified and enrolled into care.28 

On retention, only 59% of  all patients on ART are retained on ART care at 24 months 

after initiation, 54% at 60 months after initiation and viral suppression at 65%.28  

Of this number the adolescents are not quantified separately making it difficult to know 

the exact number of adolescents retained in care after a period of time.38 This is 

because, linkage to care is not systematically tracked at the facilities but only relies on 

partner organizations whose data is not routinely synchronized with the MOH reporting 

tools.26  

Antiretroviral provision in Kenya is usually supported by donors like PEPFAR and Global 

fund who had for many years prioritized adults but since 2014 there has been an 

accelerated  care for adolescents living with HIV.31 However, across the country only 

25% of more than the 10,000 facilities in Kenya provide ART services.28 This then 

alludes to the fact that ART regimens especially for early adolescents (10-14 years) 

whose dosages are adjusted per their weights, access and retention has been hampered 

as they are  required to travel to level four hospitals (districts) due to in availability of 

their regimens at lower level hospitals.28 

This then points to the fact that there is less than optimal access and retention to health 

care services particularly in the rural areas and insufficient integration of health services 

which does not meet the needs of adolescents.37 The indirect costs  for transport and 

health related factors like long waiting time hamper clinic appointments.39 The stigma 

attached   to HIV in Kenya remains as a barrier to testing and subsequently being linked 

into care. The fear of discrimination at the household level, schools and at the 

community at large  leads to adolescents not accessing ARTs.5 

Kenya is not food secure and with  the cost of living going up in the recent years  there 

is reluctance of taking ARTs due to fear of side effects especially with the adherence 

counselling that is given before initiation that adolescents on ART should take certain 

types of foods.40 At the community level, there is lack of accurate information about ART 
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availability for adolescents. Care givers beliefs about how a healthy-looking HIV positive 

adolescent cannot have HIV or the decision to stop taking ARTs due to unfavorable side 

effects which manifest themselves after initiation influences retention negatively.41 

Successful initiation of ART among adolescents leads to increased long term health 

outcomes and decreased chances of transmission. The consequences of poor retention is 

the likelihood of treatment failure, higher chances of transmission, ill health due to high 

viral load and opportunistic infections and eventually death.28 

It is worth noting then that the ability of a HIV positive adolescent to go through this 

cascade of care does not solely lie with them but is determined by the surrounding 

environment which either acts as a barrier or a constraint to care. 

2.2 Justification 

To increase access of ARTs  for adolescents, especially now that  Kenya in partnership 

with Unitaid which has recently introduced the generic version of Dolutegravir (DTG) as 

a first line drug due to its few side effects than the current formulations and its likelihood 

of not developing resistance then it is important to explore factors that might reduce its 

efficacy.42  

Secondly, the ARTs guidelines have recently  moved to removing  CD4 as a baseline 

thresh hold  towards ARTs initiation immediately after positive diagnosis then there is 

need to have interventions to improve retention throughout the cascade because as it is 

now the guidelines are quite effective in reducing mortality but not effective in improving 

the cascade of care  especially for populations who have been marginalized by the health 

system over the years such as adolescents.43 

2.3 Objectives of the study 

2.3.1 Overall objective 

To explore the factors influencing access and retention of ARTs among adolescents living 

with HIV living in Kenya and give recommendations of strategies for improving ART to 

facilitate initiation and retention. 

2.3.1 Specific objectives 

1. To explore structural factors influencing access and retention of ARTs among adolescents 

living with HIV in Kenya  

2. To explore individual factors influencing access and retention of ARTs among adolescents 

living with HIV in Kenya 

3. To explore the socio-cultural factors influencing access and retention of ARTs among 

adolescents living with HIV in Kenya 

4. To identify the health facility factors related to access and retention of ARTs among 

adolescents living with HIV in Kenya 

5. To identify the evidences on interventions addressing gaps found in ART access and 

retention. 

6. To recommend strategies for improving access and retention of ARTs among adolescents 

living with HIV in Kenya. 

2.4 Methodology 

Firstly, Kenya’s Adolescent HIV status in Kenya, sexual and reproductive policy 2015 was 

searched at the Ministry of Health website, the Antiretroviral Current Operation Plan to 

provide an update on the current efforts the government must provide access to ART. To 

provide update on the status of adolescent in terms socio-economic status, household 
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poverty, the school environment websites like UNAIDS, WHO, UNICEF, WORLD BANK 

was searched. The unpublished reports from organizations in Kenya was also 

incorporated in this thesis  

The search strategy applied aimed to specifically gather published literature on the 

influence of structural, individual, socio-cultural and health facility factors on 

adolescents’ access and retention of ARTs. Databases such as PubMed (including 

MEDLINE), science direct, biomed central and google scholar were searched for relevant 

literature from 2004 when the ART for pediatrics and adolescents were rolled out. The 

library of Vrije Universiteit was sought after for related published articles. Key search 

terms and their synonyms as detailed in the table below were combined using Boolean 

operators (AND, OR and NOT) to search the literature.  

In addition, grey literature from MOH, WHO, UNAIDS was searched as tabulated below: 

Table 1 Key search terms and inclusion criteria for objective 1(structural factors) 

 

 

Tab

le 2 

Key 

sea

rch 

ter

ms 

and 

incl

usi

on 

criteria for objective 2(Individual factors) 

 

Table 3 Key search terms and inclusion criteria for objective 3 (socio-cultural factors) 

Key search 

terms 

‘Adolescent HIV’ OR ’Young people’ AND Kenya, ‘Access to 

Antiretroviral Therapy’ AND Kenya/SSA ’Socio-economic status’ 

AND Kenya OR SSA, ‘conflict and adolescents’ AND Kenya, 

‘School attendance’ AND Kenya, ‘Household Poverty’ AND 

Kenya, ‘Antiretroviral Therapy AND Nutrition’ AND Kenya/SSA. 

Inclusion criteria: 

 Accessibility of full article 

 Published in English  

 Focus on adolescent HIV, socio-economic status, household poverty, nutrition, 

conflict 

 Published, peer reviewed papers and snowballing article references. 

 Literature was excluded if it did not meet the above criteria 

Key search 

terms 

‘perceived benefits of ART’ AND Kenya OR SSA, ‘perceived 

constraints of ART’ AND Kenya OR SSA, ‘Knowledge attitudes 

and beliefs on ART AND Kenya OR SSA’. 

Inclusion criteria: 

 Accessibility of full article 

 Published in English  

 Focus on Side effects, adherence or compliance to ARTs, Psychosocial and mental 

status of the adolescent, continuity, retention, engagement in care 

 Published and peer reviewed papers, snowballing article references 

 Literature was excluded if it did not meet the above criteria 

Key search terms 

‘stigma OR discrimination’ AND Kenya OR SSA, 

‘attitudes on Arts’ AND Kenya OR SSA, ‘social support 

networks on ART AND Kenya OR SSA’. 

Inclusion criteria: 

 Accessibility of full article 

 Published in English  

 Focus on adolescent or young people stigma and discrimination, attitudes and 

beliefs towards ART and social support networks (family, caregivers, school and 

community. 

 Published and peer reviewed papers, snowballing article references 

 Literature was excluded if it did not meet the above criteria 
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Table 4 Key search terms and inclusion criteria   for objective 4 (health Facility factors) 

 

 
 
2.5 Limitation of the Study 

The articles selected were based on Kenya or similar context in Sub-Saharan Africa to its 

socio-economic, individual, socio-cultural and health situation. Thus, there is possibility 

of bias on the author part as this might have led to missing out crucial information. 

The quality of unpublished studies in Kenya’s context could not be fully assessed 

therefore there is bias of publishing what needs to be seen due to conflicting interests. 

The word limit also guided the depth of this thesis. This led to some information being 

left out. 

2.6 Conceptual Framework 

This thesis is premised on Roura’s 2009 framework used to determine the factors that 

influence sustained ART clinic attendance in Tanzania. I have adopted it for the following 

reasons: 

1. Tanzania and Kenya shares almost the same HIV epidemic.  

2. The structural factors like poverty and social network set-ups, the health system factors 

are like Kenya’s. 

Exploring the ART access and retention among adolescents in Kenya has moved from 

only focusing on the biomedical factors at an individual level, but is influenced by the 

fact that determinants of HIV care and treatment lie in social environment such as 

family, peers, community and health services related factors. Secondly, HIV is 

manageable if a person who is infected can access ART and be retained in care and 

improve the health outcomes by ensuring low viral load thus transmission is low and the 

absence of opportunistic infections. 

This socio-ecological framework will be used to identify the dynamics of different factors 

that are in play that enable or bar a HIV positive adolescent to access ART and be 

retained in care in Kenya, and show how various factors are interlinked to reduce access 

and retention of ART.  

Key search terms 

‘ART accessibility ’AND Kenya OR SSA, ‘Availability of 

ART’ AND Kenya OR SSA, ‘Quality of care’ AND Kenya or 

SSA’. 

Inclusion criteria: 

 Accessibility of full article 

 Published in English  

 Focus on Adolescent or young people accessibility to health facilities, availability of 

ARTs, adolescent friendly centers 

 Published and peer reviewed papers, snowballing article references 

 Literature was excluded if it did not meet the above criteria 
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In the adapted framework, the structural factors form the environment in which the 

adolescent is in such as the socio-economic status and the crises/disasters that may 

affect access and retention to ART. The individual factors which are in part adapted from 

the health belief model which assumes that individuals do not generally try to do new 

things unless they can do it. In this case if the adolescent believes that taking ARTs is 

useful(perceived benefits),they will then overcome all barriers that may stop them  from 

adopting a new behavior(perceived constraints) in this case ART.44  

The social cultural factors influence the adolescent decision on whether to access and be 

retained in care through the social experiences with stigma, discrimination and attitudes 

towards ARTs. The physical, financial and psychosocial support from the players in the 

adolescent social environment will also contribute to the decision to access ARTs. The 

health facility factors such as the distance of the health facility, cost incurred to travel, 

quality of care provided and attitude of providers will constitute the adolescent 

experience with the health service which will influence the decision to access and remain 

retained in care. 

Figure 1 Factors influencing access and retention in ART clinics among HIV positive 

adolescents 
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Chapter 3: Findings 

This chapter presents the findings under each objective. It consists of two sections. The 

first section gives an overview of the adolescent HIV and AIDS situation in Kenya. This 

will be followed by the presentation of the findings from structural, individual, social 

cultural and health facility factors in Kenya and other sub Saharan Africa contexts. 

3.0 Overview of the Adolescent HIV Situation in Kenya 

As of 2014, new HIV infections in Kenya were highest among adolescent and young 

people at an estimated 29% and the leading cause of death and morbidity among 

adolescents.30 Prevalence per age was similar for both girls and boys at ages 10-14 

years  but  higher among young females aged 20-24 years at 4%,compared to 2% 

among their male counterparts.45 On HIV testing, adolescents between 15-19 years, 

knew their status at only 23.5%  and 49% of girls and 58% of boys aged 15-19 reported 

having knowledge of HIV.35 Knowledge about HIV transmission and ART is at only 

17.4%.45 Current programmatic reports for 2016, shows that a majority of HIV positive 

adolescents at 31% are the only ones who have accessed ART out of a targeted 

34,846.28 

In relation  to Kenya ‘s 2016 ART guidelines, there is  a detailed clinical  guidance on 

what to use for first, second and third line for all sub populations of adults, children and 

adolescents however there are many challenges regarding  how adolescents use ART is 

understood by the health-care provider, the adolescent themselves and the care 

giver/parent.2 

These challenges will be presented in the findings below and, are broadly classified as 

structural, socio cultural and health facility factors. 

3.1 Structural Factors 

Structural factors establish the adolescent differences in exposure and vulnerability to 

health or ill health.46 In this thesis, some of the structural factors like the national ART 

guidelines and adolescent policy, the Kenya health system has been discussed in the 

contextualizing session (Chapter1). The structural factors that will be discussed here 

include poverty, the school environment and adolescent that also affects access and 

retention of among adolescents in Kenya. 

3.1.1 Socio-economic Status 

The economic context in relation to adolescent ART is important because adolescents live 

in households and communities which depend on the country ‘s economy to survive.23 

In recent years due to the global crisis, most households have had their incomes decline 

by 13%,which consequently translates to increased house hold poverty.20  

Kenya is ranked at 145th among 186  countries in terms of Human Development index 

with a half of its population living under the poverty line.40 Kenya’s poverty manifests 

itself through limiting the adolescent lack healthy food, medical care and education.23 

Lack of food limits the extent in which the individuals living with HIV engage and are 

retained in care  due to poor adherence to ARTs.9 This is due to the fact  that  they have 

higher energy needs than health people for instance a HIV positive adolescent needs 

about 10% more food that the HIV negative one.47 In addition, ARTs are deemed more 

efficient when taken with different types of foods which may not always be available due 

to strained resources at the household level and this leads to severe side effects like 

nausea or diarrhea eventually resulting to poor retention.47 A study at the Kenya coast 
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region found that lack of proper meals was cited as a major challenge facing retention in 

care of adolescents as reported by a caregiver of a positive adolescent. 41  

“For instance, now there is problem with (access to) food; sometimes he takes 

medication only and goes to school as he has nothing to eat and at lunch time when he 

comes he takes porridge and goes back to school. He does not take nutritious foods but 

he is being helped by God.”  [Grandmother, caregiver of an HIV infected adolescent]41 

Lack of proper food and  nutrition then points towards adolescents not taking their ARTs  

and ultimately affects their retention in care in the long run.39  

3.1.2 School Curriculum 

Schools are important as they help shape emotional, behavior and cognitive functions of 

all school going individuals.48 

The ministry of education in Kenya estimates approximately that 180,000 adolescents in 

both are enrolled at primary and secondary schools as of 2014.49 Yet  the  school system 

is not very responsive  to their specific medical needs through rigid curriculum which 

does not allow for absenteeism, excusal from school and missing exams.41 In addition  

there is no coordination  at the school level between  the teachers/educators, 

adolescents, school nurses and the health facilities on how ARTs are accessed by the 

youths despite the fact there being a guidelines  providing ART services  to different sup 

population.50 

This means that for positive adolescents who had been sick or attends monthly clinic 

appointments, they have to wait until they are stable to go back to school which then 

usually demands  that  they join a lower class due to missed sessions.41In the long run 

the adolescents  has to make  a decision  whether to keep on missing school or  drop out 

of ART clinic and then compromising their health. 

3.1.3 Crises and Disasters 

Kenya is prone to disaster and emergencies  due to drought, floods, political unrest and 

resource based conflicts which leaves women and children ,including adolescent 

vilnerable.23This population becomes mobile  due to emergency settings and have their 

treatment interrupted  especially to the positive adolescent who is unable to access the 

health facility to get ARTs.10Case in point for Kenya is the 2008 postelection violence 

which had at least 300,000 displaced and more than 100,000 children 

displaced.51Displaced people usually faces challenges in adherence due to missing 

pharmacy ART refills and treatment interruptions due to conflict.52 For displaced 

adolescents they usually do not know their treatment history and the risk of them 

delaying to be linked to care immediately in the host environment poses a risks to their 

retention outcomes and are in a danger of becoming Lost to Follow up(LTFU).53 

Further findings in the structural factors  indicate that that gender  relations usually play 

a  role in how differently males and females are affected by poverty, violence  indicating 

that young female adolescents living with HIV  are most vulnerable and exposed to these 

limitations which heightens their unlikelihood to access ART in comparison to the young 

male adolescent.23 

In summary, the structural findings such as the socio-economic status where the 

adolescent they belong to, the school environment, unforeseen crises and disasters  and 

gender inequality then bars their ability to access ARTs even though, they as individuals 

would be willing to. 
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3.2 Individual Factors 

Health belief theorists view individual behaviors, willingness (motivation) and capacity 

(self-efficacy) as manifesting when people are threatened by their current behavior 

patterns and believe that a specific action can result to a desirable outcome at an 

acceptable cost.44 Adolescent living with HIV need to feel motivated to overcome 

perceived benefits and constraints in order to take action, in this case becoming initiated 

and retained in ART care. 

3.2.1 Perceived Benefits of ART 

Perceived benefits works on the  assumption that a person can take a health related 

action  if they feel the negative condition can be avoided by treating it.44 Therefore if an 

adolescent has the knowledge that the ARTs are beneficial then they can decide to start 

taking them. The perceived benefits of ARTs are as follows; 

3.2.1.1 Desire to Feel Normal 

Research has shown that adolescents take ARTs to continue being healthy because of 

seeing improvement of their health after taking them for a while. This is especially to 

adolescents who had been diagnosed after lengthy periods of illness, even though there 

is a feeling that the medication interferes with their normal schedules.54 

Motivation to continue taking ART is influenced by the desire to be treated and live like a 

“normal” person and not to live a life of medication throughout and as a result end up 

being treated differently by their peers.55 The desire to feel normal usually arises after 

disclosure of status and the shock wears off to accepting the HIV status and the ARTs.54 

3.2.1.2 Disclosure of Status 

Available evidence points towards the many benefits of disclosure which is linked to 

better clinical outcomes and being retained in care for longer.56 

Early disclosure of the status depending on the cognitive ability of the adolescent will 

enable them to ask questions which  gives the parent, caregiver or the health care 

provider a platform  to explain in details the importance of continuing to take ARTs and 

avoidance of risky behaviours.57 Disclosure done correctly then can motivate adolescents 

to begin taking their ARTs on time and attend clinic appointments on time.58 As much as 

disclosure has been ranked highly as a determinant of retention on ARTs among 

adolescents, if not done correctly can lead to mistrust, feelings of betrayal, depression 

and eventually dropping out of ART care in defiance.59  

Health care providers have also a role to play in successful disclosure as there are WHO 

guidelines which provide a roadmap for developmentally appropriate procedure for 

disclosure but evidence have shown it’s not as effective because health workers are not 

at times equipped properly with the necessary skills to conduct disclose and high work 

load does not give them ample time to do so.60 This then leads to adolescents feeling 

that  disclosure of status was a one-time event and were not given allowance to ask 

questions and get feedback thereby hampering their retention in ARTs.61  

3.2.2 Perceived Constraints of ART 

These  are perceived  obstacles to following a recommended behavior.44 Adolescents 

who takes ARTs face obstacles such as side effects of ART, stigma and discrimination, 

lack of privacy.  
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3.2.2.1 Side Effects of ARTS 

Real or anticipated side effects of ARTs determines the motivation to continue taking or 

skipping ARTs.62 Adverse side effects such as nausea, vomiting to adverse ones like 

lipodystrophy as well as the complexity of the regimen influences the decisions to take 

them or not.63 Over the years there has been more research and there is currently  a 

fixed dosage combination to improve convenience and reduce pill burden.64 However, it 

has a few side effects affecting the central nervous system which manifest itself as 

unusual dreams/headaches.65 These side effects will make the adolescent to either 

default for a while, which is referred as “treatment  holiday” or completely become a 

Lost to Follow Up (LTFU) which leads to poor health outcomes in the long run.66 

3.2.2.2 Psychosocial and Mental Health Status of the Adolescent 

In sub Saharan Africa, HIV among adolescents usually occurs in the back drop of other 

factors such as poverty, being orphaned and irregular guardians for adolescents who 

might experience depression and stress anxiety as a study in coast of Kenya found that 

adolescents living with HIV  struggled with anxiety and sadness and their caregivers 

were unable to provide adequate support and sometimes lie just to comfort them as 

reported by the caregiver of an adolescent in a focused group discussion in the study.67 

“He is always lonely and unhappy until sometimes I cheat him [I tell him] that do not 

worry you no longer have the virus…” [Grandmother, caregiver of an HIV infected 

adolescent]67 

Similar studies were found in Zimbabwe on prevalence of mental issues on HIV positive 

youths where orphaned adolescents living with HIV scored higher on the psychosocial 

distress scale68 as well as in Zambia where stress was found to affect disease 

progression among the HIV positive adolescents. This situation is made worse by the 

fact that mental health issues are disregarded as families tries to handle the other social 

aspects of  a HIV diagnosis.69 The adolescents in Rwanda reported feeling unaccepted  

and isolated at home  due to the fact  that they were the only ones on ART and this 

affected their motivation to continue taking them.70 This then means that there is an 

unmet mental health need among individuals living with HIV  which directly affects 

access and retention in care.9 

3.2.2.3 Adherence to Antiretroviral Treatment 

Adherence is commonly referred as ‘taking medication as prescribed by the health care 

provider’. WHO  definition  broadens adherence as  the ‘extent to which a person’s 

behavior in this case ARTs corresponds to the agreed recommendation from a health 

care worker’.4 

High levels of adherence is key to achieving viral suppression, prevent development of  

new HIV stain and reduce disease progression.71 Though, a major challenge of 

adherence is the lack of a ‘golden standard’. Current indicators for adherence include pill 

count, self- report, CD4+ T-cell and viral load.72 

For adolescents, adherence to ART is not only determined by individual factors but it is 

contributed too by health, psychosocial and socio-cultural factors because decisions  

concerning medication, their future, sexual relationships are formed during this period.55 

As a study in Zambia found that non adherence to ART may not be  only be  influenced 

by the individual capability of taking the ARTs but it is as result of challenges that the 

adolescent might be facing such as  absence of parental/guardian support, social support 

and school attendance and these factors  either motivates or demotivates the adolescent 

from being adherent to ARTs.73  
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Lifestyle barriers such as forgetfulness, worrying about disclosure, busy schedule  in 

school or trips from home impact on the adolescent retention.74  

Findings in Uganda link the non-adherence of ART to poor treatment knowledge as a 

result of delayed disclosure particularly when the adolescent starts asking questions and  

expressing treatment fatigue.75  

3.2.3 Knowledge, Attitudes and Beliefs regarding ART 

On the one hand, according to the KDHS 2014,there was  high knowledge levels among 

young people about HIV transmission and ARTs and the main source of information were  

health care providers, word of mouth, schools, media and the internet.45Yet on the other 

hand, there were  beliefs of the causes of HIV  and AIDS as a punishment  from God or 

witch craft, this reduced motivation to access ART, since in many communities in Kenya  

religion plays an important role in people’s daily lives.76Similarly, a South African study 

in Soweto with 105 young adults found that a slight majority at 49% believed that ART 

cures HIV and  the rest at 39% believed that ARTs had a lot of side effects.77 

Conversely, the youths in Malawi had a misunderstanding of behaviors associated with 

starting ART like  no engaging in sex or smoking and this led them to lose the motivation 

to continue taking ARTs.76The prevailing beliefs on the etiology of HIV can reduce the 

motivation of accessing ART  as well as contributing to an adolescent interrupting 

treatment if they are already enrolled.78 

In summary then, adolescent individual access and retention factors are then dependent 

on the adolescent experience with the ART, the physiological outcomes whether negative 

(side effects) or positive(normal) which in turn gives motivation. Also, the social 

environment such as beliefs and attitudes are a source of conflict on whether to access 

ARTs or not. 

3.3   Social Cultural Factors 

Influence on the adolescent access to ARTs is also in part determined  by  the social 

environment through opinion of family, peers and friends as they create  powerful 

conduits for both support and discouragement to remain retained in care.78  

Social support, stigma and discrimination will be presented here as part of the social 

environment that determines the social environment that influences the adolescent 

decision to access care or not. 

3.3.1 Stigma and Discrimination 

In conceptualizing stigma, Goffman described it as an attribute that extensively 

discredits the individual reducing them from being “whole” to “tainted”. Other stigma 

scholars like Crocker  further regarded stigma as a social construction and it varies 

within culture.79 

HIV and AIDs stigma for adolescents can be manifested through physical, emotional, 

social isolation by family members and peers which can result in losing friends, limited 

social interactions and feeling of loss of respect among peers.80 

The impact of stigma in ART care  is that  the ability to adhere to treatment is affected  

by the preference  to travel long distances to attend clinic appointments to avoid being 

seen within the facility near their locality, hiding the ARTs and taking them in secret as 

well as difficulties in school in academic achievement and maintaining friendships.66 

Stigma in  Kenya is widespread as shown by the 2014 National HIV and AIDS stigma and 

discrimination study across 47 counties  where respondents were sourced from health 
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facilities providing ART between 15 years to over 30 years found that the stigma rating 

for Kenya was 45 which is comparatively high.81 

Table 5 The national HIV and AIDS stigma and discrimination index of Kenya 

Form of Stigma Score 
Unit 

Value 
Index 

PLHIV who are concerned about disclosing 

their status 
70 20 14.05 

People fearful of contracting HIV from 

non-invasive contact with PLHIV 
18 20 3.60 

PLHIV who thinks they have experienced 

stigma   in the last year 
47 20 9.36 

PLHIV who experience stigma’s negative 

effects on themselves, the family and the 

community 

74 20 14.70 

Composite stigma rating for Kenya  100 45.16 (High) 

Source: NACC, 2014 

Further studies on stigma by the Academic Model Providing Access to Healthcare 

(AMPATH), in their western Kenya study about stigma in adolescents living with HIV and 

their care givers found out that stigma and discrimination due to the HIV status led to 

loss of social support and financial support which  then affects the HIV outcomes as  loss 

of financial support leads to food insecurity especially within families where there is one 

breadwinner and this impacts negatively on ART adherence for the adolescence.82 Lack 

of financial support will also translate to  missing clinic appointments  and eventually the 

adolescents will be quantified as a Lost to Follow-Up (LTFU).  

LTFU rates among patients in care and treatment are usually higher among adolescents 

rather than adults. Stigma was found to play a big role as they experienced it at home   

due to fear of disclosure and compromised relationships especially the orphans, the 

others who had gotten infected when older were unable to disclose to parents thus could 

not attend clinic appointments or take the medication at home. For the school going 

ones they could not get an off days to attend clinics and if they did they were required to 

explain why the frequent visits to hospital leading to stigma from both the teachers and 

the peers.83  

Stigma in schools occurs   when the educators has stigmatizing beliefs towards HIV 

positive students in the fear that they would spread it to other non-infected students and 

the peers would verbally stigmatize them. This led to the students dropping out of 

school, the ART clinic which led to poor health outcomes. Further,  those students who 

chose not to disclose their status due to the fear of stigma still faced the same problem 

as they could not request off days to go  to clinics frequently and thus were no longer 

retained in care.83 

Similar studies in Zambia and Zimbabwe found that HIV infected youths experienced 

stigma in school from peers in form of bullying and gossips due to their status which 

then led to high school drop outs and missing out on the crucial emotional support that 

led to dropping out of the HIV continuum.82  

Studies in Rwanda found that stigma from the community hampered the frequency of 

collecting ARTs by both the adolescents and the care givers as they feared being seen. 

Relatedly, the lack of privacy in homes and schools made them to avoid taking 

medication on time.58  
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3.3.2  Social Support  

Social support acts as protective factors for patients who are have chronic illness and 

such patients usually have good health outcomes unlike the ones who don’t have.84 

National ART programs in Kenya usually have a prerequisite for one to have a treatment 

supporter or a buddy whose role is to assist in the integration  of the ART and provide 

support such as a reminder to take medication, collecting ARTs on behalf of the patient 

as well as  providing emotional support.31Further, social support assists HIV patients to 

overcome barriers to care through the force of social expectation and in other cases the 

material benefits that facilitate remaining in care.85 A study in Kenya found that youth 

programs that provided social support in addition to provision of ART scored at 70% 

retention rate than those who only provided ARTs only scoring at 55%.85  

An important marker for social support is usually disclosure which in a study in Kenya 

showed that the adolescents were happy to have close family members and care givers 

aware of their status but felt that disclosing outside the small circle would lead to 

stigmatization, rejection and isolation by peers and teachers. The outcome of this stigma 

after disclosure led to drop outs from ART clinics, depression and subsequently poor 

health outcomes.83 

Similar findings in Rwanda found that in many adolescents in boarding schools do not 

get support from teachers and for those who had disclosed their status the system put 

them in “given category” to enable them to get necessary medical attention when the 

need arises but there was no privacy for storing and allowances to take medication on 

time and attend clinical appointments thus hampering the retention in ART care.58  

Studies in Kwa Zulu Natal, South Africa, showed similar results that the positive  

adolescents who had little family support displayed suicidal tendencies than the 

adolescents who had strong family support, good supportive network who were well 

balanced  emotionally, better communicators to the health care providers, easily 

disclosed their status  and were generally able to cope with ARTs better thus being 

retained in care for long than their counterparts.86  

In summary then the social influences experienced by the adolescent the environment 

influence either positively or negatively on their decision to access to continue being 

retained in care and treatment. Health facility factors also play a role in adolescents’ 

decision. 

3.4   Health Facility Factors 

ART provision in health facilities in Kenya is free. Yet on the other hand distance to 

attend the clinic, the cost implications for transport and the quality of care also plays a 

part in the decision to access and be retained in care. 

 

3.4.1 Accessibility  

Lack of regular transport to the health facility for clinical appointments is a challenge in 

Kenya especially in the rural areas where most of the patients are approximately five 

kilometers from the nearest health facility.87 Adolescent access to ART is then 

determined by the money for transport  for them and if accompanied by a guardian or 

caregiver then there is loss of income while going to the clinic appointments.88 In 

addition, transport can become a challenge especially with the ARTs are not available at 

the nearest health facility and this strenuous to the household income especially in the 

rural areas.87 As the International Centre for AIDS care and Treatment (ICAP) in Kenya 
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found  that the risk of non-retention in care was doubled if travel time to the clinic 

exceeded ten hours.89  

The clinical navigation within the facility influences the decision to remain retained in 

care.9 Long delays to see the health care provider, delays in obtaining ARTs from the 

pharmacy, stock outs and subsequent referral overwhelms the adolescent seeking care 

as well as the  care givers accompanying them leading to the decision to opt out of 

treatment.90 

The opportunity cost of this, is that care givers or parents risks losing income due to the 

time spent at the facility and thus increasing the chances of being impoverished even 

further which also affects retention.90 

3.4.2 Quality of Care provided 

The Kenya health system treats 0-14 years as children and over 15 years as adults this 

means that there is no recognition of adolescents as a group that requires special focus 

and supports from adults and this usually leads to confusion that at times leads to poor 

retention to the adolescents if he goes unaccompanied to school and is unable to access 

ART.41This then becomes very difficult for adolescents whose are  normally underserved 

to access ARTs 

Patient- provider relationships in   a majority of Kenya’s health facilities  are often  one 

sided and  the patient usually has no say over their preferences of appointments, 

laboratory appointments or their medication.83  

Evidence shows that adolescent and youth friendly facilities have been evidenced to be a 

conduit of better engagement in care as the attitude of the health care worker can also 

affect retention.91 Negative provider interactions are manifested  by  rushed consultation 

with  no enough time to explain the medications thoroughly, poor filling of medical 

records and lack of confidentiality.91 As  was demonstrated by the  clinics in Western 

Kenya, Uganda and Tanzania whose ART clinics were only open  during weekdays and 

not on weekends which then means that the school going adolescents who are a 

majority will miss out on the critical clinic appoints affecting their retention in care in the 

long term.92  

On the other hand evidence shows that positive interactions within the setup of an 

adolescent friendly center can ensure more adolescents are retained in care by tailor 

making the service through having  health care providers with good attitudes towards 

the adolescents, maintaining confidentiality and having a flexible operational time due to 

the many demands of an adolescent schedule.80 The importance of this set up is that it 

creates an environment where the heath care provider can easily communicate with the 

adolescent and conduct adherence education  before initiation to ART  which then 

influences   retention by addressing all the beliefs and misconceptions about ART 

previously known from the peers, school and family level.78 

In Kenya, these facilities are usually supported by partners(donors) and not MOH 

supported like for instance the Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) which 

specializes in adolescent care and treatment services in Western and Northern Kenya, 

Liverpool Voluntary Testing and Counselling Centre(LVCT)in Nairobi and PEPFAR 

adolescent programs. (my observation) 

To conclude, from findings above, Kenya is falling short at the structural, individual, 

societal and health facility levels in addressing why adolescents are not accessing ARTs 

despite them being available. The major gaps at the structural level include household 

poverty and lack of food which leads to adolescent poor uptake in ARTs. Natural crises 

such as drought and political unrest displaces the adolescent and thus unable to access 
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ARTs. At the individual level the adolescent lacks the correct information regarding how 

ARTs benefit them. This then results to adolescent abstaining to take ARTs or adhering 

poorly to them. The poor social support at school by peers and at home manifested as 

stigma and discrimination inhibits ART access. The high costs to attend clinic 

appointments is out of reach to many adolescents as well as the health provider 

attitudes that keeps them away from the accessing care and treatment. 

To increase the access and retention of ARTs among adolescents in Kenya, there is a 

need to address the above gaps which have been shown to hinder optimal access and 

retention of adolescents in ART by exploring interventions   that have been effective in 

other sub-Saharan Africa countries including Kenya. 
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Chapter 4: Interventions in Adolescent Access and Retention to ART 

This chapter explores interventions that have been effective in other Sub-Saharan 

countries including Kenya to increase access and retention of ARTs in adolescents  

4.1 Interventions to Address Structural Factors 

4.1.1. Social Protection 

To address poverty that affects the adolescent ART retention, the author opines that 

social protection programs should be incorporated among adolescents and their care 

givers facing extreme poverty. 

UNICEF defines social protection as interventions aimed at reducing vulnerabilities 

caused by poverty. Social protection assists people bypass barriers to access ARTs, 

improves their adherence and reduces the effect of HIV burden in their household by 

reducing the transport costs and ensures that the continuous quality treatment is 

achieved.93 

Social protection in  then aims at reducing the economic burden of HIV, improve ART 

tolerance through food relief, hunger safety nets, unconditional transfers and help policy 

makers in increasing the number of adolescents who access ARTs.93 

In Sub-Saharan African countries, for instance in South Africa social protection has been 

seen to improve ART adherence among adolescent through provision of a school feeding 

program thus ensuring the school going adolescents benefit from a nutritious meal thus 

mitigating the side effects of taking ARTs when hungry and ensuring retention. In 

Uganda  social protection was availed in form of transport allowances (cash transfers) for 

ART appointments and this improved retention.94 

In addition, poverty among caregivers can be mitigated through provision to caregiver’s 

loans for small businesses or agricultural training to ensure they learn modern 

techniques of farming and can be become food secure. 

4.1.2. Revision of the school curriculum 

Majority of the adolescents spend most of their time in school and therefore the school 

becomes an ideal area to increase the access and retention of ART. This can only be 

possible when the school adopts  ways in which to incorporate how adolescents living.41 

 Effective interventions that can be integrated within the school curriculum and have 

been piloted in secondary schools in Kenya include use of youth friendly channels like 

colorful comic guides and educative performances. These are aimed at communicating 

facts about HIV and AIDS, use of ARTs and strategies to eliminate stigma and 

discrimination  from schools.50 
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4.2 Interventions to Address Individual Factors 

4.2.1. Use of New Digital Media 

Digital media like social media or social networking sites have changed how people 

communicate worldwide and they are accessible to adolescents.95 In Kenya for instance, 

mobile phones are widely accessible at 88% coverage.96 

In Kenya, there are organizations that have created youth digital platforms where they 

share their content via SMS and social media. One such platform is the One2one youth 

Hotline by Liver pool care and treatment(LVCT) which provides free information on HIV 

and AIDs, sexuality, sexual and reproductive health and rights in a confidential and non-

judgmental way. In 2016 it reported more than 300,000 calls were made while  their 

other platforms such as Facebook are estimated  to have reached about 3 million 

youths.97 

Use of apps  referred to as ‘gamification’ which has been evidenced to improve linkage to 

care and retention to ARTs by improving HIV and ART knowledge and motivate 

adherence to ARTs.5  

In relation to access, the above interventions become key as the roll out for DTG is in 

course when used in combination with intensive adherence education. 

Intensive continuous ARTs adherence education through these channels which provide a 

conducive environment to the adolescents with a virtual youth friendly health provider to 

the adolescents where they can be engaged meaningfully. This will ensure that the 

adolescent will be able to communicate his/her fears about react/respond to them feel 

and if there are contraindications with other drugs for instance contraceptives and then 

deciding together with the provider which is the best moving forward. 98 

 To address poor mental outcomes the WHO has recommendations of incorporating 

cognitive behavioral therapy an approach that deals with the stressors, stress 

management and coping skills, the beliefs that surround mental and HIV and ARTs.5 

4.2.2. Use of Peer Educators and Digital Story Telling 

Adolescence is a sensitive time for social learning  through imitation of behaviors 

especially by peers.1Peer education is aimed to capitalize on the social networks that 

adolescents might have  a as well as  provide opportunity for repeat contact more than 

adult an led networks.99 

 Kenya’s PEPFAR Sunburst project interventions were conducted by adopting adolescent 

peer educators who led other positive adolescents to have open discussions, therapeutic 

activities, and games. This strategy provided support to other newly diagnosed youths 

by providing social and psychological support thus ensuring they are retained longer in 

care.100  

Other programs in Kenya include, The Youth for Youth program in western Kenya 

intervened to increase young people sense of self efficacy and raise their knowledge 

about sexual reproductive health(SRH) in young people and HIV and AIDs. Schools was 

used as an entry point by training young people Peer Advocates for Life Skills(PALS) and 

teachers as their mentors. The evaluation of this program showed that there was 
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increased awareness among both the young people and teachers on the same though 

increase in knowledge does not  necessarily translate to behavior change.101  

In Zimbabwe through its ‘As I am’ programme led by HIV positive adolescents using 

interventions that aimed to improve their peers psychosocial and health outcomes by 

piloting a digital story telling project to help adolescents come to terms with their lives 

and develop coping strategies.
1
 The story teller would narrate the story describing the 

memories of stigma, lack of understanding of what was ailing them and how they have 

later overcome their challenges. This aimed at motivating the newly diagnosed ones to 

continue being adherent and the health care worker service is strengthened as they are 

now aware of the adolescent’s needs.102  

4.3 Interventions to Address Social Cultural Factors 

4.3.1. Home Based Care 

Home based care has been there for a long time in HIV care and has been delivered 

through the model of using community health workers and peer counsellors. The path 

finder International in their Tanzania adolescent program introduced home based care 

for adolescents aimed at giving support and information, home counselling to 

adolescents and their care givers. The challenge was that adolescents still viewed health 

care providers as promoters and therefore a lot communication skills for the health care 

provider is needed as well building the confidence of the adolescents for this intervention 

to be scaled up.103  

In Kenya the Family Health Options of Kenya (FHOK) in collaboration with the population 

council started the Friends of Youth(FOY) which trained young people on communication 

on sexuality issues and  provision of youth friendly  services and they were to  target the  

young people within  an assigned geographical area and refer  for HIV and SRH  

depending on the young  people’s need to increase access to health facilities.101  

4.4 Interventions to Address Health Facility Factors 

4.4.1. Use of Differentiated Model of Care 

The differentiated model of care  is a patient centered model of care aimed at 

customizing  how HIV service within the continuum of care  is tailor made  to suit each 

patient with the aim of ensuring effectiveness of the health system as well as reducing 

the burden that comes with long queues every month for ARTs and related clinical 

checkups.104 Kenya through National AIDS and STI Control Program (NASCOP) has an 

operational framework in  Kenya has adopted the differentiated model of care  which 

ensures that patients do not waste a lot of time at the facilities by ensuring stable 

patients are issued with ARTs and only come for review after every three months. This 

will ensure retention since fewer clinic appointments means that the adolescent does not 

miss school frequently and saves on transport costs.93 

Also transport assistance to the adolescents and their care givers has been proven to 

improve the acceptability of the ARTs service especially to households which are 

impoverished and for people living far from the health facility.9 

In Zimbabwe transport assistance included money for travel and escort in the clinic 

system by a facility worker to help in navigating the services and decentralizing all 

services  to  save on time and costs.90 

                                                      
1
 http://www.africaid-zvandiri.org/ 
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Chapter 5: Discussion 

This chapter draws from the previous chapters   to discuss findings of this thesis, the 

strategies found and the analysis of which interventions are most effective for Kenya. 

 

Structural factors such as  poor socio economic status, resulting to high cases of 

household poverty, crises and lack of nutritious food has been seen as affecting retention 

due to the high nutritious demands that a HIV positive  adolescent is unable to 

meet.41Interventions such as social protection can be scaled up  to enhance the well-

being of the adolescents living with HIV. 41 The effectiveness of this in Kenya is 

dependent on the commitment by MOH and other departments such as ministry of Labor 

and social protection which presently focusses on providing social protection only for the 

elderly people. Also detailed assessment from the adolescent, care giver/parents  and 

health workers would be ideal so that the social protection programme benefits its 

intended beneficiaries.93 

 

The unresponsive school system towards ART access by school going adolescents 

hampers the attendance of either school or clinic. Thus, implying that HIV infection 

lowers educational outcomes. The intervention is to have the ministry of education 

incorporate within their curriculum the medical  needs  of these adolescents.41 

 This is effective if only there is collaboration between the schools and the ministry of 

education. Policy interventions in Kenya usually takes a lot of time due to the many 

stakeholders involved to make such decision. 

At the individual level, personal motivation and efficacy has been seen to be important in 

improving access to ART due to perceived increased benefit of ARTs. Adolescents have 

been seen to have  responsibility in deciding to access and be retained in care.76 The 

desire to be normal, seem to be a motivator to access of ARTs while the fear of side 

effects, lack of adherence to ART, the  psychosocial and mental status of the adolescent 

and the beliefs towards ART are seen to be a constraints towards taking ARTs.82 Possible 

interventions are pegged on the use of technology to for confidentiality purposes and the 

availability of peer networks. These two interventions have been piloted in Kenya with 

different results. The use of peer educators has through schools has  been effective but 

is pegged on the availability of donor funds.101The most effective  and already 

established is the LVCT one2one youth hotline which has signed a partnership with the  

popular  mobile network operator to increase coverage though there is need to 

popularize it more to ensure more adolescents are reached.97 On the use of peer 

educators, the PEPFAR sunburst project seems most effective as it explicitly deals with 

positive adolescents unlike the youth to youth which  aimed at peers sharing general 

information on transmission of HIV. 

HIV stigma, discrimination and poor social support at home and schools is seen to 

contribute to less than optimal access and retention in ART care. This has been 

attributed to lack of correct information in regards to how HIV is transmitted and how 

ARTs work.83 

The  intervention to adopt home based care in Tanzania is premised on the fact that it 

has been successful in other sub populations as  way to increase access and retention 

and at the same time  provide HIV education  to family members as way of mitigating 

stigma and discrimination at the family and community level.103Kenya can adopt the 

same model since it has used home based care for other sub populations .Currently it 

has a similar model for FOY and for cost effectiveness basis it makes sense then to  it  

up  than introduce  the home based care used in Tanzania. 
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In Kenya, the FHOK in their intervention of using FOY to map the households and for 

youths who need services and refer them within the culturally accepted standard seem 

to increase acceptability and improves access of services. This seems effective in Kenya 

since FHOK has been there for many years and can focus more on identifying positive 

adolescents in addition to other SRH issues. 

Health facility access factors are seen to contribute to poor retention due to distance, 

attitude of health workers among adolescents and therefore the intervention using the 

differentiated model of care to reduce physical access and save on time is suggested.104 

This is feasible in Kenya depending on the availability of ARTs and how KEMSA supply 

channels  operate as it is highly dependent on constant availability of ART with minimal 

chances of stock outs. 

As the literature indicates   that the majority of the strategies applied have been 

conducted in Kenya though at small scale except for the LVCT. Scaling up of these 

interventions is then important so to access all adolescents in need of these services. 

Interventions that solely focuses on adolescents living with HIV needs to be scaled up 

and used in combination with existing strategies. In conclusion then the effective ness of 

the above strategies suggested is dependent on the collaboration between different 

players like MOH, Ministry of Education, Ministry of health existing partners 

implementing different programs in Kenya. 

The framework proved useful as it assisted in linking structural factors to behavioral 

(individual and socio-cultural) to bring about desired results which is access and 

retention to ART. The original framework was used with only a small adaptation to 

adolescents rather than adults. The flow of the framework was also easy to understand. 

However, the attitudes and beliefs was indicated in both the individual and social cultural 

sections and therefore was only discussed at the individual level to avoid duplicity. On 

the structural factors, some themes were also discussed at the contextualizing the study 

session and at the health facility level for the same reasons to avoid duplicity. In the 

findings, some literature also had gender as affecting access of ARTs and retention yet in 

the framework it was not indicated thus missing to discuss it in details. The rest of the 

sections were useful in establishing the factors in question based on the context.  
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Chapter 6: Conclusion and Recommendation 

6.1 Conclusion 

As much as the structural factors that influences the adolescent access to ART and 

subsequent retention are determined by the environment in which the adolescent finds 

themselves in, there is need to collaborate with the government departments to ensure 

the seamless coordination to be effective. Also, there is need for institutions such as 

schools to introduce systems that allow the adolescent living with HIV to continue 

accessing ARTs as ensuring sustained school attendance. 

The availability of many interventions for adolescents which provide HIV and AIDs and 

SRH information is commendable. Further, the adoption of modern technology to reach 

as many adolescents with the least running costs is also good. However, in most of these 

programs there is not much reported   about specific interventions for adolescents living 

with HIV and their challenges in regard to ARTs access and retention. 

The social cultural factors built on the fact that adolescents are part of a larger social 

environment and their decisions are to access ART are shaped at home, school and the 

larger community in general. The interventions by organizations such as FHOK can be 

scaled up to reach even the far to reach every positive adolescent in Kenya even within 

the setup of the unconventional family like children/foster homes or adolescents in 

conflict with the law. 

Data aggregation for adolescents in health facilities to help in making of specific 

interventions in facilities is still unavailable. Yet it is critical in deciding how interventions 

are rolled out to reduce the risks of under/over estimation and to save costs if need be. 

Majority of the quality of care interventions seem to focus on adolescents SRH needs and 

the ones focused on PLHIV are not specifically targeted to adolescents. There is need to 

evaluate them especially that they are newly launched such as the differentiated model 

of care. 

6.2 Recommendations 

The recommendations organized into policy, interventions and research 

6.2.1 Policy  

 The MOH in collaboration with the ministry of labor should find a system in which  

adolescents who are in need of social protection is able to access it. 

 

 A regulatory framework should be made available for ensuring technology based 

interventions for adolescents are within a given standard. 

 The MOH should establish a peer educators’ policy as they seem to be most effective in 

improving accessing and retention for standardization purposes across the country by 

the many partners using peer educators in interventions for adolescents. 

6.2.2 Intervention  

 There is need for MOH to harmonize their adolescent data tools especially those living 

with HIV to enable interventions tailored for them to be effective. Further, this is 

enshrined in the adolescent sexual health and reproductive policy though without 

specificity to the adolescents living with HIV 

 There is need for evaluation of social protection programs such as transport or 

conditional cash for adolescents so that they can be later scaled up. 
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 Interventions at schools should be scaled up to include the adolescent living with HIV so 

that reduce stigma and discrimination from teachers and peers. 

 Peer educators’ programs should be made more sustainable across the country and  

focus more on ART access and retention as they seem to be most effective. 

6.2.3 Research   

 There should be evaluation of other existing strategies which focusses on access and 

retention of ART among adolescents in Kenya for purposes of scaling up existing best 

practices. 

To increase the access for adolescents to ART and their retention then there is need for a 

multi-sectoral approach from the family level, MOH, MOE, partners and the community. 
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