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Foreword

It is with great pleasure that we launch this report, which presents the major findings of the second
Kenya AIDS Indicator Survey (KAIS 2012). This study was planned, conducted and analysed by a

team of survey experts, technical advisors and government officials for the people of Kenya. KAIS

2012 continues the innovative pathway begun in the first Kenya AIDS Indicator Survey (KAIS 2007).
KAIS 2012 included children 18 months to 14 years old, data on knowledge, attitudes and behaviours
ofy  oung adolescents, and new questions on high-risk behaviours such as transactional sex, same-
sex behaviours and injection drug use. Additionally, we incorporated plasma viral load testing for
individuals found to be HIV-infected in the survey in order to understand the population level of viral
suppression among all persons infected with HIV, including those who were unaware of their infection,
and newer laboratory methods to understand the epidemiology of incident HIV infection.

Like KAIS 2007, the objective of KAIS 2012 was to provide comprehensive information on indicators

of HIV/AIDS that build upon KAIS 2007 and the 2003 and 2008-09 Kenya Demographic and Health
Surveys. Using data from these surveys, we are able to measure progress in a number of key areas, such
as HIV testing and counselling, behaviour change, male circumcision, injection safety and HIV care and
treatment.

This report provides public health planners, policymakers and researchers with valuable insights into
the HIV epidemic in Kenya and allows them to tailor interventions to population groups and regions
with greatest needs to maximize impact. It also provides data necessary to evaluate the reach and
effectiveness of current prevention and treatment programmes. This remarkable effort has provided
useful results. These results are presented in this report and additionally in a special supplement to the
Journal of Acquired Immune Deficiency Syndromes'.

We wish to acknowledge the contributions of a number of organizations towards the completion of
the survey and this report. We would like to recognize the NASCOP, NPHLS, KEMRI, NACC, KNBS,
NCPD, CDC Kenya/Atlanta, UCSE, USAID, Kenya, JICA, Joint United Nations Team on HIV/AIDS,
Amref Health Africa in Kenya, EGPAF, APHL and LVCT. We are grateful to the hundreds of survey
personnel who devoted many hours to conduct this survey. For their technical assistance we wish in
particular to thank the CDC and UCSF.

For financial support, we wish to thank PEPFAR through CDC and USAID, the Joint UN team on HIV/
AIDS, JICA, World Bank and Global Fund.

We commend the people of Kenya who embraced this project, allowed survey personnel into their
homes and generously offered their time, personal information and blood samples to make KAIS 2012 a
success.

Dr William K. Maina MB.ChB (Nbi), MPH(Syd), Dip. in Cancer Control (USA)
Head: Directorate of Preventive and Promotive Health Services
Ministry of Health, Kenya

' Kenya AIDS Indicator Survey 2012. J Acquir Immune Defic Syndr 2014 May 1; 66 (Suppl 1):S1-S137.
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Executive Summary

Obtaining nationally representative estimates for HIV indicators is critical for evaluating a country’s
response to the HIV epidemic. Population-based surveys with HIV testing provide national-level
prevalence estimates and the opportunity to link HIV status with behavioural, social and other
biological information.

Over the past decade, impressive strides have been made by the Government of Kenya in scaling up
HIV prevention, care, and treatment programs in response to the Kenya’s HIV epidemic. The 2012
Kenya AIDS Indicator Survey (KAIS 2012) was the second AIDS Indicator Survey conducted in Kenya.
KAIS 2012 provides comprehensive information on trends in HIV infection, behaviors that

place persons at risk for HIV infection, knowledge and attitudes around HIV/AIDS, and population-
based coverage of HIV prevention, care, and treatment programs to understand the status of the HIV
epidemic and impact of the national HIV response. These data provide the information needed for
advocacy and for evaluating and improving interventions for HIV prevention, treatment and care. The
KAIS 2012 builds upon the previous population-based HIV estimates derived in the first Kenya AIDS
Indicator Survey (KAIS 2007), allowing for comparisons of prevalence estimates and behavioural and
programmatic indicators over time.

Findings from KAIS 2012 are summarised below and are described in detail in the chapters and
Appendices of this report. Estimates have been weighted for the two-stage cluster sample design.

This report presents the results of univariate and bivariate analyses only; analyses are not adjusted for
potential confounding factors. Throughout the report, the term significant indicates a p-value less than
0.05. Marginally significant indicates a p-value between 0.05 and 0.10, inclusive; and not significant
indicates a p-value greater than 0.10.

Key Features of KAIS 2012

+ KAIS 2012 was the second AIDS Indicator Survey conducted in Kenya.

» Provided nationally-representative information about the status of the HIV/AIDS epidemic.
» Reached approximately 18,000 individuals from approximately 8,000 households.
 Excluded North Eastern region due to regional security issues during the survey.

* Included children aged 18 months to 14 years for the first time in a national HIV survey.

« Estimated prevalence and incidence of HIV and measured CD4 cell counts and viral load for those with
HIV infection.

* Measured use of and unmet need for HIV prevention, care and treatment services.

« Provided home-based testing and counselling services for persons who wanted to learn their HIV status
on the day of the survey.
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Key Findings for HIV Prevalence and Incidence

 Among persons aged 15-64 years, 5.6% were living with HIV infection in 2012, representing a statistically
significant decline from 2007, when HIV prevalence was estimated to be 7.1%.

 HIVincidence was 0.5% in 2012, representing an estimated 106,000 new infections that year.

« There was wide regional variation in HIV prevalence among adults and adolescents aged 15-64 years,
ranging from 15.1% in Nyanza region to 2.1% in Eastern North region.

* HIV prevalence was significantly higher among widowed men (19.2%) and women (20.3%) than men
(1.4%) and women (3.5%) who had never married or cohabited.

« HIV prevalence was higher among women (6.9%) than among men (4.4%). In particular, young women
aged 20-24 years were over three times more likely to be infected (4.6%) than young men of the same
age group (1.3%).

* HIV prevalence among uncircumcised men aged 15-64 years (16.9%) was at least five times greater than
circumcised men (3.1%).

HIV PREVALENCE AND INCIDENCE

In 2012, national HIV prevalence was estimated to be 5.6% among Kenyans aged 15-64 years,
significantly lower than the HIV prevalence estimate in 2007, which was reported at 7.2% (excluding
the North Eastern region). The significant decline in HIV prevalence was observed among both women
and men. Still, women aged 15-64 years had higher HIV prevalence rates (6.9%) than men (4.4%) aged
15-64 years, and young women aged 20-24 years were at least three times more likely to be infected
(4.6%) than young men of the same age group (1.3%). HIV prevalence in older adults aged 50-54 years
remained high, at 8.4%, but was lower among those aged 55-59 years (4.4%) and aged 60-64 years
(4.0%).

Significant differences in HIV prevalence were found across regions, with the highest levels observed
in Nyanza, at 15.1% and lowest levels in Eastern North, at 2.1%. HIV prevalence in urban areas (6.5%)
was higher than that of rural areas (5.1%) among adults and adolescents aged 15-64 years. These
proportions represent an estimated 677,000 persons aged 15 to 64 years living with HIV in rural areas
and 515,000 in urban areas in 2012.

Among persons aged 15-49 years, HIV prevalence declined significantly between 2007 and 2012 among
younger women aged 15-19 years (3.1% in 2007 to 1.1% to 2012), 20-24 years (7.5% in 2007 to 4.6%

in 2012), and 30-34 years (18.7% to 6.6%). During the same time period, significant declines in HIV
prevalence among women (8.5% vs. 6.2%, respectively) and men (5.4% vs. 3.6%, respectively) were
observed.

HIV incidence was 0.5 new infections per 100 persons per year in 2012, representing an estimated
106,000 new infections. The highest number of new infections occurred in persons aged 25-34 years.
HIV incidence was stable between 2007 and 2012 overall and across age and sex.
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Key Findings for HIV Prevention

* Among adults and adolescents aged 15-64 years, 71.3% had tested for HIV at least once and received a
result, nearly reaching Kenya’s national goal of 80% testing coverage by 2013.

+  Knowledge of HIV status among HIV-infected persons tripled from 16.3% in 2007 to 46.9% in 2012.
Among HIV-infected persons who reported one or more sexual partners in the past 12 months,
approximately two- thirds (65.4%) reported disclosing their HIV positive status to their last sexual partner
in the past 12 months.

* Among women who visited an antenatal clinic (ANC) in the past five years, HIV testing increased from
89.2% in 2008 to 94.4% in 2012.

*  Among women who were diagnosed with HIV at an ANC in the past 5 years or any time prior, 71.2%
received maternal prophylaxis during their pregnancy, 67.1% at delivery, and 92.6% while breastfeeding
for prevention of mother-to-child transmission of HIV.

* Among married or cohabiting women of reproductive age who did not want a child in the future or in the
next two years, 60.8% were using modern contraceptives to prevent pregnancy.

«  Male circumcision coverage increased from 85.0% in 2007 to 91.2% in 2012, with Nyanza region observing
the highest percentage increase over the past five years (18.1%).

« Condom use with sexual partners of unknown HIV status in the past 12 months was low (7.1% among
women and 27.1% among men). Rates of condom use with partners of unknown HIV status varied by
type of partnership, with highest rates among casual and other partners (35.1% among women and 48.5%
among men) and lowest rates among married and cohabiting partners (2.5% among women and 3.4%
among men).

* Among married/cohabiting partnerships, 4.8% were HIV sero-discordant, where one partner was HIV
infected and the other was not.

* Among men, 0.6% had ever had sex with another man, 3.1% had ever received money, gifts, or favours
in exchange for sex, and 17.4% had ever given money, gifts, or favours in exchange for sex. Among
women, 1.8% had ever engaged in anal intercourse, and 4.4% had ever received money, gifts, or favours in
exchange for sex.

HIV TESTING

HIV counselling and testing are key elements in a comprehensive response to the HIV epidemic. The
proportion of adults and adolescents who had ever been tested for HIV increased from 34.3% in 2007 to
71.3% in 2012. Women were more likely to have ever been tested for HIV (79.8%) than men (62.5%).

Of those that had ever been tested, one in five had tested in the past 3 months, and over half had been
tested within the 12 months prior to the survey. Among persons who had visited a health facility in the
past 12 months, only 34.5% were offered an HIV test. However, among those offered the test, the test
acceptance rate high, at 91.5%.

Among participants who had never tested for HIV in the past, over 80% (83.2% of women and 81.3% of
men) accepted home-based testing and counselling services in KAIS 2012.

COUPLES AND DISCLOSURE

Overall, 65.4% of HIV-infected Kenyans who had one or more sex partners in the past 12 months had
disclosed their HIV status to the most recent partner in the past 12 months. However, 46.4% of these
individuals in the past 12 months reported they did not know their most recent partners” HIV status.
Overall, 4.8% of married or cohabitating couples in Kenya were HIV-sero-discordant, where one
partner was infected and the other was not. Among HIV-concordant couples, where both partners were
HIV-infected, 68.4% of women and 70.7% of men had accurate knowledge of their partner’s HIV status.
Among HIV-sero-discordant couples with an HIV-infected male partner and HIV-uninfected female
partner, 72.6% of women knew their male partner was HIV infected. In contrast, among sero-discordant
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couples with an HIV-infected female partner and HIV-uninfected male partner, 58.4% of men knew
their female partner was HIV infected. Among all HIV-sero-discordant couples, only 24.2% of the HIV-
infected partners were on ART, and 56.3% of HIV-infected partners in the couple relationship were
virologically suppressed (defined as HIV RNA concentration <1,000 copies per millimetre).

SEXUAL BEHAVIOUR

Overall, 46.4% of women and 64.4% of men had more than one sexual partner in their lifetime, lower
than observed in 2007, when the majority of Kenyans (52.2% of women and 73.1% of men) had more
than one partner in their lifetime. In the 12 months preceding the survey, 2.2% of women and 14.2%

of men had more than one sexual partner. Among persons who were sexually active in the past 12
months, concurrent partners were reported by 1.5% of women and 15.5% of men. Condom use was

low with partners of unknown HIV status, with 22.5% of women and 33.2% of men reporting condom
use in casual partnerships. Anal sex was not common, reported by only 1.8% of women and men.
Among men, 0.6% reported ever having sex with another man. Among women and men, 4.4% and 3.1%
respectively, had ever received money, gifts or favours in exchange for sex. Among men, 17.4% had ever
given money, gifts or favours in exchange for sex.

CircumcisioN

In 2012, 91.2% of Kenyan men were circumcised. This proportion is higher than was observed in 2007,
where 85.0% of men were circumcised. Circumcision among men increased in the four priority regions
for the national voluntary male medical circumcision program (Nairobi, Nyanza, Western, and Rift

Valley region), with the largest increase in male circumcision observed in Nyanza region; from 48.2% in
2007 to 66.3% in 2012.

HIV KNOWLEDGE AND BELIEFS

Nearly half (46.5%) of Kenyan adults and adolescents were unaware that HIV can be transmitted
from mother-to-child during pregnancy. Similarly, 46.7% of persons believed that a partner of an HIV-
infected person is always infected. Eight in ten (80.9%) men and seven in ten (68.8%) women

believed themselves to be at small or no risk for acquiring HIV infection. Among those who perceived
themselves to be at no or at small risk of HIV infection, HIV prevalence ranged from 2.1% to 3.5%.
Overall, among adults and adolescents, 44.5% and 48.3% were willing to use microbicides and pre-
exposure prophylaxis with antiretroviral therapy respectively, to reduce their chances of getting HIV
infection. If an HIV self-test kit were available, 67.3% of women and 74.1% of men were willing to use
this kit for HIV testing.

MOTHER-TO-CHILD TRANSMISSION

The prevention of mother-to-child transmission (PMTCT) program in Kenya was implemented in
2000 and has undergone a substantial scale-up since 2003, with nearly 10,000 health facilities offering
PMTCT interventions in 2012. A total of 95.4% of women between the ages of 15-54 years who were
pregnant between 2008 and 2012 reported attending an antenatal clinic (ANC) at least once during
their pregnancy, with the majority (66.0%) reporting their first visit to the ANC during month 4-6 of
pregnancy. HIV testing rates at ANC were high, ranging from 89.2% among women who gave birth
in 2008 to 94.4% among those who gave birth in 2012. Among women who were diagnosed with HIV
infection at ANC or at any time prior to the ANC visit, 71.2% reported that they received maternal
prophylaxis during their pregnancy, 67.1% during delivery, and 82.6% during breastfeeding to prevent
mother-to-child transmission of HIV infection.

FAMILY PLANNING

Among married or cohabiting women aged 15-49 years, 73.3% either did not want a child within the
next two years or did not want a child (or more children) in the future. Among these, 60.8% were using
modern contraception to prevent pregnancy. More women who self-reported HIV infection (79.1%)
than those who self-reported no HIV infection (49.8%) did not want a child in the future. Among
women with self-reported HIV infection and who did not want a child within the next two years or
ever in the future, 62.0% were using modern contraception. This rate was similar to women who self-
reported no HIV infection and did not desire a child within the next two years or in the future, of whom
62.9% were using modern contraception.
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Key Findings for HIV Care and Treatment

+ Among HIV-infected persons who were aware of their infection, 89.3% were enrolled in HIV care
programs and 88.6% were taking co-trimoxazole.

« Among HIV-infected persons, 58.8% were eligible for antiretroviral therapy (ART) based on the 2011
Kenyan ART guidelines; of those, 60.5% were receiving ART. Among those who were eligible for ART and
knew they were infected, 84.5% were receiving ART.

« If Kenya adopts the 2013 World Health Organization guidelines for ART initiation, 77.4% of all HIV-
infected persons would be eligible for ART based on higher CD4 criteria, pregnancy and breastfeeding
status, sero- discordant couple status, and co-infection with active tuberculosis. Of those, only 45.9% were
currently receiving it.

* Among persons who were receiving ART, 16.3% had missed taking a pill in the past 30 days. Among
persons on ART who had not missed taking a pill in the past 30 days, 78.5% were virologically
suppressed. In comparison, only 57.9% of persons who had missed taking a pill in the past 30 days were
virologically suppressed.

* Among all HIV-infected persons, 11.9% had a history of tuberculosis disease. Among all persons with a
history of tuberculosis disease, about one-third (33.2%) were HIV-infected.

« Among persons who reported genital discharge in the past 12 months, 11.8% were HIV infected; among
those that reported a genital ulcer in the past 12 months, 17.5% were HIV infected.

CARE AND TREATMENT AND HIV co-MoRBIDITY

Nationwide, an estimated 1.2 million persons aged 15-64 years were HIV-infected at the time of KAIS
2012 and therefore could benefit from care and treatment services. Among HIV-infected persons who
were aware of their infection, 89.3% were currently enrolled in an HIV care clinic. The majority of these
(79.4%) had enrolled into care within 3 months of their HIV diagnosis. Among all HIV-infected adults
and adolescents, co-trimoxazole coverage was 41.5%. Among those who were aware of their status,
however, co-trimoxazole use was higher (88.6%). Among all HIV-infected adults and adolescents aged
15-64 years, 58.8% were eligible for ART under the 2011 national guidelines for ART initiation in Kenya,
and 60.5% of those eligible were taking ART. This means that close to 40% of HIV-infected persons in
need of ART were not receiving it at the time of the survey. Among those aware of their HIV infection
and eligible for ART, coverage of ART was 84.5%. Still, 15.5% of persons who were aware of their
infection and in need of ART were not receiving it. Based on the 2013 World Health Organization
(WHO) recommendations for ART initiation, all persons eligible according to the 2011 Kenya ART
guidelines remain eligible. In addition, the WHO guidance raises the immunologic threshold for

ART eligibility from 350 cells per microliter to 500 cells per microliter and includes women who are
pregnant or breastfeeding and HIV-infected persons in a discordant couple relationship, regardless of
CD4 count. Persons with chronic Hepatitis B virus co-infection requiring therapy are also eligible for
treatment; however, hepatitis infection was not measured in KAIS 2012 and therefore was not included
in our estimates of ART need and coverage. Should Kenya adopt the WHO recommendations for ART
initiation, coverage of ART using these eligibility criteria was 45.9% in 2012, and of those aware of
their HIV infection, coverage was 75.6%. Among persons who were on ART, 16.3% had missed taking
a pill in the past 30 days, and among those, only 57.9% were virologically suppressed (defined as HIV
RNA concentration < 1,000 copies per millimetre). In contrast, among those that did not miss taking a
pill in the past 30 days, 78.5% were virologically suppressed, similar to levels observed in developed
countries.

HIV prevalence was high among persons who had ever had tuberculosis (IB) disease, at 33.2%.

In contrast among persons who had never had TB disease, only 5.1% were HIV-infected. Among all
HIV-infected persons, 11.9% had a history of TB disease. Among all persons living with HIV and who
had a history of TB disease, 73.6% had received and completed TB treatment, and 75.9% were taking
co-trimoxazole. This means that about over one- quarter (26.4%) of TB/HIV co-infected persons were
not taking co-trimoxazole, which is recommended for all HIV-infected persons. Among HIV-infected
persons who were aware of their HIV infection and had a history of TB disease, 81.3% completed TB
treatment, and 98.4% were taking co-trimoxazole.
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Sexually transmitted infections play an important role in transmission and acquisition of HIV infection.
KAIS 2012 collected information on self-reported symptoms in the past 12 months as a proxy for
sexually transmitted infection. Overall, 6.2% of women and 1.5% of men reported abnormal genital
discharge in the past 12 months. Genital ulcers in the past 12 months were reported by 3.8% of women
and 1.6% of men. Among persons who reported genital discharge in the past 12 months, 11.8% were
HIV infected; among those that reported a genital ulcer in the past 12 months, 17.5% were HIV infected.

Cervical cancer is a disease that is caused by a sexually transmitted infection from the genital human
papillomavirus (HPV). Screening for cervical cancer was higher among HIV-infected women (12.3%)
compared with HIV-uninfected women (7.4%). Among women who had ever been screened for
cervical cancer, 3.1% of HIV-infected women and 5.6% of HIV-uninfected women received an abnormal
screening result.

Many HIV-infected individuals have chronic health care needs and benefit from an array of preventive,
acute and long-term services. In particular, the GOK recommends protection against malaria by
sleeping under an insecticide-treated net (ITN) for all HIV-infected persons. The proportion of persons
who slept under an ITN on the night prior to the survey was higher among HIV-infected persons
(59.2%) compared with HIV-uninfected persons (49.2%). This was an improvement from 2007, when
only 20.2% of HIV-infected and 16.9% of HIV-uninfected persons slept under an ITN on the night before
the survey.

Key Findings for Children

« HIV prevalence among children aged 18 months to 14 years was 0.9% in 2012.

* Among children of HIV-infected parents, only 45.4% had ever been tested for HIV.

« Parents reported that 21.8% of their boys aged 18 months to 14 years had been circumcised.

« FEighty-nine percent of children aged 10-14 years had heard of HIV. However, only 17.4% had correct
knowledge about HIV prevention and treatment.

«  Five in 100 of children aged 10-14 years had ever drunk alcohol; one in 100 had ever tried drugs.
« Seven in 100 children aged 12-14 years had ever had sex. Of those, 22.8% had used a condom at first sex.

« Among all children aged 0-17 years, 14.4% were orphans or vulnerable children (OVC). Both parents had
died among 10.8% of OVC, one parent had died among 60.4% of OVC, and 28.9% of OVC were vulnerable
children.

*  Only nine in 100 OVC had received at least one type of OVC support service.

CHILDREN

KAIS 2012 was the first nationally representative population-based survey in Kenya to estimate HIV
prevalence in children. In 2012, HIV prevalence among children aged 18 months to 14 years was 0.9%,
representing approximately 101,000 HIV-infected children. HIV prevalence decreased with increasing
age among children, from 1.6% among children aged 18 months to 4 years, 0.8% among children aged
5-9 years, and 0.6% among children aged 10-14 years. HIV testing rates among children were low, at
16.4%, but regional variations were observed with highest testing rates among children in Nyanza
region, at 28.1%, and lowest testing rates among children in Rift Valley North region, at 8.3%. Among
children of HIV-infected parents, only 45.4% had ever tested for HIV.

Approximately one in five (21.8%) boys aged 18 months 14 years had been circumcised, with highest
circumcision rates reported for boys aged 10-14 years (41.1%) and boys residing in Coast region (54.8%).
Nationwide, 92.0% of parents of uncircumcised boys intended to circumcise their sons in the future.
However, in Nyanza region, only 69.8% intended to circumcise their boys. These rates of “intent to
circumcise” reflect the actual rates of male circumcision among the general male population aged 15-64
years.
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The vast majority of children aged 10-14 years had heard of HIV (89.0%). The most common source

of information about HIV was from school, including teachers (89.9%). Though awareness of HIV
infection was high among children, only 17.4% had correct knowledge about HIV prevention and
treatment. Among all children aged 10-14 years, 28.6% had discussed HIV with their parents, and 29.7%
had ever participated in a HIV prevention education program.

A history of alcohol use was reported by 4.8% and drug use was reported by 1.4% of children aged
10-14 years. The most common drug used was khat or miraa (61.6%). A history of sexual intercourse
was reported by 6.7% of children aged 12-14 years, with a higher proportion of boys reporting sexual
intercourse (8.8%) than girls (4.5%). Among children who had ever had sex, condom use at first sex was
low, at 22.8%. While the majority of children who had ever had sex had only one sexual partner (70.8%),
18.3% reported having had 3 to 6 sexual partners. Among children aged 12-14 years who had never had
sex, 68.3% intended to wait until marriage to have sex, and 91.8% reported that they would be able to
tell someone that they did not want to have sex with him or her.

In the survey, an orphan was defined as a child less than 18 years of age whose mother, father, or both
had died. Children who had lost one parent were classified as a single orphan, and those that had lost
both parents were classified as double orphans. A vulnerable child was defined as a child less than 18
years of age whose mother, father, and/or a household member had been very sick for at least three

of the past 12 months preceding the survey. In 2012, there were an estimated 2.6 million orphans and
vulnerable children (OVC) aged 0-17 years in Kenya. Among OVC, 60.4% were single orphans (one
parent dead) and 10.8% were double orphans (both parents dead). Among all OVC, about one-quarter
resided in Nyanza region (23.5%), and the majority were between the ages of 10-14 years (37.1%).
Among orphans, one in ten had a parent who was infected with HIV. Among vulnerable children, 3.7%
had at least one parent with HIV infection. Among OVC households, over one in five had experienced
moderate to severe hunger (21.7%) and only 9.3% reported receiving at least one free OVC support
service (i.e., medical, material, emotional, social support) in the past.

Key Findings for Households

* One in eight households in Kenya was affected by HIV in 2012, where at least one person in the
household was infected with HIV.

e Approximately 5% of households had a head of household who was HIV-infected; of these, 8.5%
were headed by women and 3.6% by men.

e The mean household size was 4.1 members. Rural residences more likely to have more
household members than urban residences.

e Almost half (48.0% ) of urban households were in the highest wealth quintile while majority of
rural households fell within the lowest, second and middle wealth quintiles.

HOUSEHOLD CHARACTERISTICS

In KAIS 2012, 8,035 households participated in the survey. The majority of households were headed

by men (64.1%), and the average household size was 4.1 members. A household with at least one
individual who was infected with HIV was considered an HIV-affected household. Among all
households, 7.4% were HIV-affected. Among those, 5.0% of the heads of households were HIV-infected,
with a significantly higher proportion of HIV-infected female headed households (8.5%) compared with
HIV-infected male headed households (3.6%).

The most common source of drinking water for urban households was piped water (51.1%) followed
by public tap (18.8%), while the most common source of water for rural households was surface water
(31.7%) and well water (21.6%). The majority of urban (43.8%) and rural (51.7%) households did not
treat their drinking water. However, among those that did treat their water, boiling and disinfection
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were the most common treatment methods. The primary source of fuel for cooking was firewood in
rural households (83.0%) and charcoal (29.9%), kerosene (29.1%) and natural gas (18.3%) in urban
households.

Among rural households, 73.4% used traditional pit latrines as toilets compared with 45.9% of urban
households. In contrast, 36.6% of urban households used flush toilets, compared with 2.0% of rural
households. No toilet facility was reported by 12.7% of rural and 1.7% of urban households.

While the majority of households experienced little to no hunger, the level of low to no hunger varied
by household wealth. Among households in the lowest and second to lowest wealth index, 73.8%
and 80.4% had experienced little to no hunger, respectively. Among households in the middle, second
highest, and highest wealth index, low to no hunger was experienced by 85.7%, 89.2%, and 95.8% of
households, respectively.
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Introduction, Overview of
Methods and Response Rates

1.1 BACKGROUND

Globally, an estimated 35.3 million people were living with HIV in 2012.* Sub-Saharan Africa is the
region most affected by HIV, accounting for 25,000,000 people living with HIV, 1,600,000 estimated new
HIV infections, and 1,200,000 estimated HIV deaths in 2012.!

The HIV epidemic in Kenya is characterized as a generalised epidemic, primarily driven by
heterosexual transmission. There is considerable variation in HIV prevalence in Kenya. In 2008, HIV
prevalence was reported to be as high as 13.9% in Nyanza region to as low as 0.9% in North Eastern
region.2 Women continued to carry a higher burden of HIV infection compared to men. Significant
differences existed in HIV prevalence by age and gender, with rates peaking approximately 10 years
earlier for women compared to men. Education and income appeared to be inversely related with
HIV prevalence, with persons of higher education and income less likely to be HIV-infected than their
counterparts.

The control of HIV/AIDS remains a priority in Kenya. The Government of Kenya (GOK) developed

the Kenya National HIV/AIDS Strategic Plan (KNASP III)2 for the 2009/10-2012/13 implementation
period, continuing a comprehensive national response to the epidemic in partnership with civil society,
the private sector and development partners. The core of the KNASP III is to provide universal access
to essential services which will lead to a reduction in high-risk behaviour among the general, HIV-
infected, key and vulnerable populations; an increase in the proportion of HIV-infected individuals

in care and treatment; development of health systems that provide comprehensive HIV services;

a community-level response to HIV and coordination of stakeholders in achieving goals within a
nationally owned strategy.?

Four strategies were identified to achieve current KNASP lll goals:

Strategy 1: Provision of cost-effective prevention, treatment, care and support services, informed by an engen-
dered rights-based approach, to realise universal access.

Strategy 2: HIV mainstreamed in key sectors through long-term programming, addressing both the root
causes and effects of the epidemic.

Strategy 3: Targeted, community-based programmes supporting achievement of universal access and social
transformation into an AIDS—competent society.

Strategy 4: All stakeholders coordinated and operating within a nationally owned strategy and aligned results
framework, grounded in mutual accountability, gender equality, and human rights.

' United Nations Programme on HIV/AIDS (UNAIDS). Report on the global AIDS epidemic 2013. Geneva: UNAIDS; 2013.
2 Kenya National AIDS Strategic Plan (KNASP) 2009/10-2012/13. Available at http://www.nacc.or.ke.
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Since implementation of KNASP III, the GOK has implemented a number of initiatives to address the
epidemic. The country has witnessed a significant expansion of HIV testing and counselling (HTC)
services and a significant increase in the number of sites providing prevention of mother-to-child
transmission (PMTCT) services. Voluntary medical male circumcision (VMMC) services have been
rapidly scaled up and antiretroviral therapy (ART) programmes have expanded.

As the country continues to scale up HIV care, prevention, and treatment interventions, policy makers
and programme planners need scientifically sound evidence to evaluate the progress of the KNASP

III and to effectively plan for future strategies and interventions for a more efficient and effective
response to the HIV epidemic. Population-based surveys can provide a comprehensive picture of the
HIV epidemic in the areas of HIV prevalence, new infections, behaviour, and access to HIV services and
serve as a rich source of data to guide the response to the HIV epidemic.

The AIDS Indicator Survey (AIS) is a standardised surveillance tool used by many countries to
monitor nationally representative HIV/AIDS indicators in the general population in order to evaluate
the response to the HIV epidemic, inform HIV policy, and to ensure comparability across countries
and time. The first AIS in Kenya (KAIS 2007) was conducted in 2007 and provided epidemiologic
information on HIV, sexually transmitted infections, risk behaviours, and access to HIV prevention,
care, and treatment services.s

Results from KAIS 2007 led to important changes in HIV policy and programming for HIV prevention,
care, and treatment in the country. In 2012 a second AIS (KAIS 2012) was implemented to monitor

progress on the key indicators for HIV prevention, care, and treatment. This report presents the key
findings of KAIS 2012.

1.2 PurprPose AND OBJECTIVES OF THE SURVEY

The KAIS 2012 was a nationally representative population-based survey of children, adults and
adolescents aged 15 to 64 years and children aged 18 months to 14 years. KAIS 2012 provides
programme managers and policy makers with the information needed to effectively plan and
implement future interventions and to assist with the monitoring and evaluation of current
programmes targeting HIV and related diseases. The overall objectives of KAIS 2012 were to: estimate
the prevalence and incidence of HIV among adult women and men, and children; collect high-quality
representative data on knowledge, attitudes, and behaviours regarding HIV/AIDS; and estimate
coverage and unmet needs of HIV prevention, care, and treatment services.

3 National AIDS/STI Control Programme (NASCOP). Kenya AIDS Indicator Survey 2007 (KAIS 2007) Final Report. Nairobi: NACC; 2009. Avail-
able at http://www.nascop.or.ke
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KAIS 2012 utilised methodology similar to the KAIS 2007 to allow for comparison across the two
surveys. Table 1.2 compares elements of survey design and methodology between KAIS 2007 and 2012.

Table 1.2 Comparison of survey designs between the KAIS 2007 and KAIS 2012

Characteristic

KAIS 2007

KAIS 2012

Target populations

Sampling frame

Sampling design

Mode of data collection

Questionnaire

Interviews

Blood draw

Central laboratory tests
conducted

Provision of test results

Adults and adolescents aged 15
to 64 years

National Sample Survey and
Evaluation Programme (NASSEP) IV

Two-stage stratified cluster sample,
where the first stage included selection
of clusters from the NASSEP IV and the
second stage included selection of 25
households within each selected cluster.

Paper-based questionnaire

Household questionnaires and individual
male and female questionnaires
administered in Kiswahili, English, and 11
local languages.

Paper-based questionnaire

Interviews among men and women aged
15 to 64 years

Blood draw among eligible participants
using venepuncture or finger prick where
venepuncture was not feasible

HIV, HSV-2 and syphilis testing and CD4+
T-cell counts for HIV-infected samples

Result voucher provided to
participants to access test results at

nearby facilities six weeks after blood draw

Children aged 18 months to 14 years; adults and
adolescents aged 15 to 64 years

NASSEP V

Two-stage stratified cluster sample, where the
first stage included selection of clusters from
the NASSEP V and the second stage included
selection of 25 households within each selected
cluster. For child sample, every other household
from the 25 households was selected.

Electronic data capture using portable netbook
computers

Household questionnaires, individual female and
male questionnaires for adults and adolescents
and adolescents aged 15 to 64 years, and child
questionnaires for children aged 10 to 14 years
administered in Kiswahili, English, and 11 local
languages.

Use of Netbooks where the questionnaires had
been programmed

Interviews among men and women aged 15 to 64
years, including a paediatric module that collected
information on children aged 18 months to 14
years in the household.

Children aged 10 to14 years in child-eligible
households.

Blood draw among eligible participants using
venepuncture or finger prick where venepuncture
was not feasible

HIV, CD4+ T-cell counts for HIV-infected persons
and 10% of HIV-uninfected persons, and viral load
for HIV-infected persons, recency testing

Home-based testing and counselling and point-
of-care CD4+ T-cell count testing provided for
immediate access to test results. Referrals
provided for follow-up services where needed.

There were key differences between KAIS 2007 and KAIS 2012 (Table 1.2). The target population for
KAIS 2007 was adults and adolescents aged 15 to 64 years, while the target population for KAIS 2012
was adults and adolescents aged 15 to 64 years and children aged 18 months to 14 years. KAIS 2012
took advantage of advances in technology and used electronic data capture to collect information from
households. To allow for comparability across the two surveys, KAIS 2012 used similar questions as
KAIS 2007, but expanded questionnaire modules to include additional questions about concurrency
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and HIV testing in partnerships; high-risk behaviours, including anal sex, transactional sex, and

drug use; and migration. In KAIS 2007, blood was tested for HIV, syphilis, and herpes simplex virus
type 2 infections. If samples were HIV positive, they were tested for CD4+ T-cell count and recent
infection whereas in KAIS 2012, samples were tested for HIV, and if positive for HIV infection, samples
were tested for CD4+ T-cell count, HIV RN A, and recent infection. Different from KAIS 2007, where
participants received their results six weeks after the blood draw, KAIS 2012 offered home-based testing
and counselling (HBTC), as well as point-of-care (POC) CD4 testing in the home, for participants to
immediately know their HIV status and need for care and treatment. In KAIS 2012, participants who
were found to be HIV positive during HBTC were given referrals to nearby facilities for treatment and
care services.

1.3 SurRVEY DEsSIGN AND SAMPLE FRAME

GeOoGRAPHIC COVERAGE, TARGET POPULATION, AND ELIGIBILITY

KAIS 2012 was a cross-sectional, population-based survey that was conducted among a sample of 9,300
households within 372 clusters. These clusters were drawn from 9 of 10 National AIDS and STI Control
Programme (NASCOP) programmatic regions, including the urban and rural areas of Central, Coast,
Eastern North, Eastern South, Nyanza, Nairobi, Upper Rift, Lower Rift, and Western regions. The North
Eastern region was excluded due to regional insecurity during the development of the sampling frame.
Household questionnaires were administered to consenting heads of sampled, occupied households

to determine eligibility of household members. All women and men aged 15 to 64 years in selected
households and children aged 18 months to 14 years in child-eligible households who were either usual
residents or visitors present the night before the survey were eligible to participate in the survey.

SAMPLING FRAME AND DESIGN

KAIS 2012 used the fifth National Sample Survey and Evaluation Programme (NASSEP V) frame,
which is a household-based sampling frame developed and maintained by the Kenya National Bureau
of Statistics (KNBS). The frame was implemented using a multi-tiered structure, in which a set of

four independent samples (C1, C2, C3, C4) were developed. The samples are based on the list of
enumeration areas (EAs) from the 2009 Kenya Population and Housing Census. The frame is stratified
according to county, and further into rural and urban residences. Each of these four independent
samples is representative at county level and at national (i.e. urban/rural) level and contains 1,340
clusters within its sampling frame, for a total of 5360 clusters in full NASSEPV frame. All national
surveys that utilize the NASSEP V frame are assigned one of the independent samples (C1, C2, C3, or
C4) as the sampling frame from which the survey’s sample is drawn.

In 2010 Kenya passed a new constitution in which a devolved system of government was adopted. In
this devolved system, a total of 47 counties were created. Prior to the passage of the new constitution,
Kenya was administratively divided into eight regions. In turn, each region was subdivided into district
units, each district into divisions, each division into locations, and each location into sublocations.
During the 2009 population and housing census, each sublocation was subdivided into census
enumeration areas (EAs), i.e. small geographic units with clearly defined boundaries. The primary
sampling unit for the NASSEP V master sampling frame and for the KAIS 2012 is a cluster, which
comprises one or more EAs, with an average of 100 households per cluster.

The survey used two-stage stratified cluster sampling, where the first stage selected the 372 KAIS
clusters from NASSEP V’s 5630 total clusters using equal probability selection method (EPSEM). The
second stage randomly selected a uniform sample of 25 households in each cluster from a roster of
households in the cluster using systematic random sampling method. Households that were eligible for
the child sample (50% of the overall sample) were preselected during the sampling phase. During data
collection, if a pre-selected household did not have an eligible child, the next preselected household was
visited until all preselected households in the clusters with at least one eligible child were identified.

Household residents aged 18 months to 64 years who had been present at the survey-eligible household
on the night before the survey were considered eligible to participate. Adults or children with cognitive
or hearing disabilities that would prohibit them from effectively participating in the survey were
excluded. Emancipated minors aged 17 years or younger were included in the survey.

An emancipated minor was defined as a person less than 18 years who as married, pregnant,

or a parent.
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The sample size was calculated to provide representative estimates of HIV infection among adults

and adolescents aged 15 to 64 years and children aged 18 months to 14 years for the main domains of
interest: urban, rural, and national. For adults and adolescents aged 15 to 64 years, NASCOP regions
were also domains of interest. The target number of households was 10,475. The target sample size was
approximately 24,000 for women and men aged 15 to 64 years, and 8,000 for children aged 18 months to
14 years. Table 1.3 below shows the distribution of sampled clusters and households by region.

Table 1.3: Distribution of sampled clusters and households by NASCOP region

Clusters Households
Rural Urban Total Rural Urban Total
Nairobi 0 51 51 - 1,275 1,275
Central 31 16 47 775 400 1,175
Nyanza 33 12 45 825 300 1,125
North Rift 23 8 31 575 200 775
South Rift 23 11 34 575 275 850
Eastern North 24 11 35 600 275 875
Eastern South 33 9 42 825 225 1,050
Western 33 8 41 825 200 1,025
Coast 25 21 46 625 525 1,150
Total 225 147 372 5,625 3,675 9,300

Out of the 372 sampled clusters, 371 were accessed and surveyed. One cluster in Tana-River county
was inaccessible due to regional insecurity that prevailed during the survey. All reported estimates
and design weights for households, individual interviews, and blood draws were based on data from
the 371 clusters. The survey was not designed to produce reliable county-level estimates. Estimates are
presented by rural/urban residence, and by NASCOP programmatic region.

14 DATA CoLLEcTION TooLs

QUESTIONNAIRES

We used four questionnaires: a household questionnaire; individual male and female questionnaires;
and a child questionnaire. The content of the household and individual questionnaires were adapted
from several instruments used in previous national surveys. These included standard AIS questionnaires
developed by Measure DHS/ICF Macro (Calverton, MD), the HIV module used in the 2003 and 2008-09
Kenya Demographic and Health Surveys (KDHS 2003 & 2008-09), and the adult individual questionnaire
used in the KAIS 2007. The children’s questionnaire was adapted from the Global School- based Student
Health Survey (GSHS) questionnaire, the youth questionnaires used in the 2008 South African HIV/AIDS
Behavioural Risks, Sero-Status, and Media impact survey (SABSSM)* and the Uganda AIS Indicator
Survey 2010 (UAIS 2011). The questions for parents or guardians of children aged 18 months to 9 years
were adapted from the SABSSM and UAIS 2011. Various stakeholders worked within the KAIS Technical
Working Group (TWG) to modify existing questions and design new questions in order to reflect current
and emerging issues in HIV/AIDS in the country. The final questionnaires were translated from English
into Kiswahili and 11 vernacular languages and back-translated into English to ensure accuracy. The

questionnaires were further refined after a pilot study prior to distribution of the final versions to
field staft.

The household questionnaire gathered basic information from the head of the household on usual
members and visitors in the household, including age, sex, education, relationship to the head of
household, and orphan hood among children (Table 1.4). Information used to construct a wealth index,*
such as characteristics of the household’s dwelling unit, the source of water, type of toilet facilities, etc.,

4 Shisana O, Rehle T, Simbayi L, Zuma K, Jooste S, et al. (2009) South African national HIV prevalence, incidence, behaviour and
communication survey 2008: A turning tide among teenagers? Cape Town.
5 Rutstein SO, Johnson K. The DHS Wealth Index. DHS Comparative Reports No. 6. Calverton (MD): ORC Macro; 2004.
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was collected. Information was also collected on whether the household had received specific types of
care and support for any chronically ill adults and adolescents, any household members who died, and
any orphans and vulnerable children (OVC). To determine levels of food security within households,
questions derived from the hunger household scale® were administered.

The individual questionnaires collected information from eligible adults and adolescents aged 15 to
64 years on basic demographic characteristics, reproductive history, marriage, sexual activity, fertility,
and family planning. In addition, the tool included questions regarding HIV and STI knowledge,
attitudes and behaviours, HIV testing, HIV care and treatment uptake, and other health issues, such
as tuberculosis, blood donation, and medical injections (Table 1.4). Separate questionnaires were
developed for women and men.

Eligible children aged 10 to 14 years were administered a children’s questionnaire that collected
information on demographic, knowledge, and behavioural characteristics, circumcision status, HIV
testing, alcohol and drug use, participation in prevention interventions, and HIV stigma (Table 1.4).
Children aged 12 to 14 years were also asked questions about sexual activity.

Table 1.4 Data sources in KAIS 2012

Household questionnaire Child questionnaire (10-14 years)

* Household membership listing * Socio-demographic characteristics

* Parental survivorship * HIV/STI knowledge, attitudes, and perceptions

* Household characteristics and possessions *  Sexual activity (for children aged 12—14 years only)
*  Support for orphans and vulnerable children * HIV testing

* Male circumcision
* Alcohol and drug use
* Participation in HIV prevention interventions

* HIV stigma
Adult questionnaires (15-64 years) Biologic testing
* Socio-demographic characteristics * Venous and dried blood spot specimens collected

to test for HIV (DBS), CD4 (venous blood), viral
load (DBS), and future tests (DBS) at the NHRL

* In home HIV and POC CD4 testing offered
* Referral to treatment and care services for those

* Reproduction, fertility, and family planning
* Male circumcision

* Marriage and sexual history

* Druguse found HIV positive through HBTC
* HIV/STI knowledge, attitudes, and behaviours * HIV incidence testing
* HIV testing
* Access to HIV prevention, care, and treatment
services

* Tuberculosis and other health issues
* Blood and injection safety
e  Migration

ELecTrRONIC DATA COLLECTION

Household-level data were collected on netbooks (Mirus Innovations, Mississauga, Ontario, Canada)
using a software application developed for KAIS 2012 with automated skip patterns which restricted
responses to valid ranges. Data were transmitted on a regular basis from the field to the central data
server in Nairobi, allowing for real-time data monitoring. Cellular modems were used to transmit
collected data through a secure virtual private network with the country’s largest network service
provider; Safaricom.

¢ Ballard T, Coates J, Swindale A, et al. Household Hunger Scale: Indicator Definition and Measurement Guide. Food and Nutrition Technical
Assistance Il Project (FANTA). Washington, DC: FHI 360; 2011.
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BrLoop Draw

Venous blood was collected from participants for HIV and CD4+ T-cell count testing at the National
HIV Reference Laboratory (NHRL). If HIV-infected, the samples were further tested for HIV RNA and
recent infection. Remnant specimens after testing were stored for future unspecified testing.

If a participant was unable to or refused to provide a venous blood sample, a dried blood spot (DBS)
sample from a finger prick was requested. At the end of each day, up to four DBS cards per person were
prepared from venous blood samples. Both the DBS cards and venous blood samples were transported
several times a week to NHRL for laboratory testing.

ETHICAL APPROVALS

The KAIS 2012 protocol was approved by the Scientific Steering Committee and the Ethical Review
Committee at the Kenya Medical Research Institute (KEMRI) and by the Institutional Review Board at
the U.S. Centers for Disease Control and Prevention (CDC) and the Committee on Human Research of
the University of California, San Francisco (UCSF).

INFORMED CONSENT

All participants provided verbal informed consent and had the choice to consent separately to the
interview, the blood draw, HBTC and the storage of their specimens for future testing.

Women and men aged 18 to 64 years were eligible to participate in the survey, provided they gave
informed consent. For minors aged 10 to 17 years, parental or guardian consent and minor assent were
both required for participation in the interview and the blood draw. Parental or guardian consent was
required for children aged 18 months to 9 years to participate in the blood draw.

For those less than age 18 years who were married, had children, or pregnant, they were considered as
emancipated minors, using the criteria from the 2006 HIV Prevention and Control Act, and were able to
provide their own consent to participate in the adult interview and blood draw.

REFERRAL PROCEDURES FOR CHILDREN

For the child questionnaire, only children aged 12 to14 years were asked questions about their sexual
history and behaviours. Given the sensitivity of interviewing children about this particular topic and
the potential for reports of sexual violence and/or abuse during the interview, KAIS 2012 offered
counselling support services to any child who reported experiencing sexual abuse or violence through
the Kenya Association of Professional Counsellors (KAPC). If sexual violence or abuse was mentioned
by the child during the interview, the child was then connected to KAPC by the interviewer and field
team supervisor for counselling support.

1.5 PoINT oF CARE

HIV HomMmEe-BAseD TESTING AND COUNSELLING

Survey participants completing an adult questionnaire could learn their HIV status within their
home through HBTC using the venous blood samples they provided or a separate finger prick. HBTC
used a parallel HIV testing algorithm with two rapid tests: Determine HIV-1/2 (Inverness Medical,
Massachusetts, USA) and Unigold (Trinity Biotech PLC, Ireland).

Participants with discrepant results (i.e. a positive result on one rapid test and negative result on the
other rapid test) were referred to a health facility for retesting using the same rapid testing algorithm
and an enzyme immunoassay as a tie-breaker if the results were discordant. Methods for HBTC were
consistent with national guidelines for rapid HIV testing in Kenya.”

The parent or guardian of children aged 18 months to 9 years received the results on children’s behalf
and was counselled by the HBTC service provider on how to disclose results to children. Children aged
10 to 14 years received results in the presence of a parent or guardian, while adolescents aged 15-17
years were given an opportunity to receive their results with or without a parent or guardian present,
provided that their parent or guardian consented to this. Couples within a household were given the
opportunity to receive their results together.

7 National AIDS and STI control Programme (NASCOP). National Guidelines for HIV Testing and Counselling in Kenya, 2nd Edition, NASCOP
Nairobi, Kenya, 2010. Available at http://www.nascop.or.ke
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PIMA PoinT oF CARE CD4 TESTING

If a participant tested HIV positive in HBTC, they were offered the opportunity to receive a POC CD4
cell count test to help determine their care and treatment needs. The POC CD4 cell count test was done
using a PIMA CD4 analyser (Alere, Inc., Waltham, Massachusetts, USA).

REFERRALS

All participants were counselled on their test results. If they
tested HIV positive or required further clinical services, they
were provided with a KAIS 2012 referral form and referred
to comprehensive care facilities to seek treatment and care

Field supervisor training
*  Survey eligibility criteria
* Consent procedures

SErvices. * Protocol adherence for interviews,
specimen collection, processing,

1.6  SURVEY IMPLEMENTATION storage, transport, and all
documentation

TRAINING e Checking and submission of data

Training of the KAIS 2012 data collection personnel was . Well-geing and safety of team
members

conducted in September 2012. A total of 350 personnel
comprising field supervisors, interviewers, registered
laboratory technicians, certified HBTC service providers,

and community mobilizers attended the three-week training. Interviewer Training

Training involved didactic presentations, small group «  Survey eligibility criteria
discussions, and practical sessions, such as mock interviews «  KAIS modules/topical areas
and blood draws. Survey team members were also trained *  Obtaining participant consent
on the use of netbooks for data collection. The team practiced * Obijective interview techniques
data collection in designated clusters as part of their practical * Administering questionnaires
training. * Use of netbooks to document

interview data

Field supervisors were trained on overall supervision of

drivers, interviewers, laboratory technicians, and HBTC

service providers. They were also trained on identification of sampled clusters and eligible households,
ethics and informed consent, protocol adherence, electronic data sharing and transmission, how

to troubleshoot basic technology issues and conduct daily quality control checks, and team well-
being. Interviewers were trained on eligibility criteria, ethics and informed consent, completion of
questionnaires, interviewing techniques, and use of technology/netbooks to document data collection.
Field supervisors and interviewers were also trained on the

protocol for referring children who reported sexual abuse or

violence during the child interview for counselling support Laboratory Technician training
with KAPC. * Informed consent for blood draw

* Universal precautions

Field laboratory technicians were trained on ethics and *  Phlebotomy :
e Sample processing

informed consent, phlebotomy, processing ?nd transporting e Point-of-care CDA4 tests
blood samples, use of POC CD4 analyser, bio-safety, and e Use of netbooks to document
completion of survey data collection using netbooks. The laboratory data

HBTC service providers were trained on the national HBTC

protocol for adults and children, how to perform and interpret

the POC CD4 test results, ethics and informed consent, and HBTC service provider training

use of netbooks for completing HBTC data collection. e Informed consent for HBTC

* HIV testing and Counselling
CoMMUNITY MOBILIZATION e Use of netbooks to document
Print and electronic media were used to raise awareness and HBTC data

facilitate communication about the survey at the cluster,

district, regional, and national level. In addition, district-

and cluster-level mobilization was conducted, with mobilizers working with local leaders and key
organizations to gain access and acceptability in the community and to disseminate information on the
survey prior to arrival of field teams.
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FieLD WORK AND NATIONAL SUPERVISION

On September 29, 2012, 40 field teams were deployed for KAIS 2012 data collection. Each team
consisted of a supervisor, three interviewers, two laboratory technicians, and one HBTC service
provider. One of the two laboratory technicians on each team was a certified HIV testing counsellor and
provided backup support to the HBTC service provider as needed.

Data collection teams were supervised by teams of national supervisors with representation from
different KAIS collaborating institutions. These supervision teams travelled throughout the country

to visit field teams, deliver survey supplies, perform quality checks on data completeness, provide
technology support, assess mobilization efforts, and help address challenges to data collection.
Supervision reports were circulated to the KAIS 2012 technical working group for review and response
to any issues.

1.7 LABORATORY LoOGISTICS

Blood specimens were transported to NHRL for biological testing. Specimens were tested for HIV
antibody using the Vironostika HIV-1/2 UNIF II Plus O Enzyme Immunoassay (bioMérieux, Marcy
d’Etoile, France) and reactive results were confirmed using the Murex HIV.1.2.0 HIV Enzyme
Immunoassay (DiaSorin, SpA, Saluggia, Italy). Repeat testing was conducted for discordant results,
and if results remained discordant, final results were obtained using polymerase chain reaction (Cobas
AmplicorHIV-1 Monitor Test, v1.5, Roche Molecular Diagnostics, Pleasanton, California, U.S.A.). CD4+
T-cell counts and percentages were measured using BD FACSCalibur flow cytometer (Becton Dickinson
BioSciences, San Jose, CA). CD4+ T-cell counts from a 10% random sample of HIV negative specimens
were measured to quantify reference values. All laboratory- confirmed HIV positive specimens were
tested for HIV RNA (Abbott M2000 Real-Time HIV-1 Assay, Abbott Laboratories, Abbott Park, Illinois,
USA). Specimens with HIV RNA concentrations of fewer than 1,000 copies per mL were classified as
clinically suppressed.

1.8 DATA PROCESSING AND ANALYSIS

Data cleaning was conducted for questionnaire data using Microsoft SQL Server 2008 (Microsoft
Corporation, Redmond, Washington, USA) and SAS version 9.3 (SAS Institute Inc., Cary, North
Carolina, USA). Laboratory data were cleaned at the NHRL and merged with the final questionnaire
database using unique specimen barcodes and study identification numbers. Original cluster and
household numbers, barcodes, and individual survey identification numbers were stripped from the
final database prior to weighting and analysis to ensure anonymity of survey participants.

All results presented in the report are based on the weighted data to account for the survey sampling
design and survey nonresponse. Several weights were calculated for analyses: a household weight,
individual male and female interview weights, individual male and female blood draw weights,

child interview and blood draw weights, and couples interview and blood draw weights. Due to
oversampling of female participants in KAIS 2012, a post-stratification adjustment was applied during
the analysis phase to ensure that the weighted sex distribution in the KAIS 2012 sample was reflective
of the true sex distribution in the referent population.

This report presents the results of univariate and bivariate analyses; analyses are not adjusted for
confounding factors. Multivariate analyses of KAIS 2012 data will be presented in other dissemination
materials, such as peer-reviewed scientific publications. Analyses were conducted using STATA version
12.0 (STATA Corporation, College Station, Texas, USA) and SAS version 9.3 (SAS Institute Inc., Cary,
North Carolina, USA).

There have been four population-based surveys in Kenya that have included HIV testing; the KDHS
2003, KAIS 2007, KDHS 2008-09 and KAIS 2012. In chapter 4 we present trends in HIV prevalence
between 2003 and 2012. Given that KDHS 2008-09 was conducted within one year of KAIS 2007, we
excluded this survey in the trend analysis. In addition, we removed North Eastern region from KDHS
2003 and KAIS 2007 to ensure comparability across the surveys. For estimates that are compared across
surveys, error bars representing the 95% confidence intervals for the estimates have been included in
the figures.
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Statistical significance was assessed based on chi-square p-values, except in cases where estimates from
two time points were compared. In the latter scenario, we used the z-test to compare two weighted
estimates and to determine if differences between the two time points were statistically significant. Of
note, any comparisons between surveys excluded North Eastern region to ensure comparability across
the surveys. Throughout the report, the term ‘significant’ indicates a p-value less than 0.05. Marginally
significant indicates a p-value between 0.05 and 0.10, inclusive; and not significant indicates a p-value
greater than 0.10. Due to rounding error, the sum of weighted estimates presented in this report may
not equal to 100%.

1.9 REsSPONSE RATES

Figure 1.9 illustrates a diagram of sampled clusters, households, and individual participation in

KAIS 2012. Household response rates were calculated as the number of households consenting to the
household interview out of the total households eligible. Vacant, destroyed, or missing households
were excluded from the study. Individual interview response rates were calculated as the number of
persons who completed the interview divided by the number of persons who were eligible for the
survey in the sampled households. Only those consenting to an interview could participate in the blood
draw component of KAIS 2012. However, one could give an interview and decline to provide a

blood specimen.

372 clusters sampled 9300 households sampled
371 clusters surveyed 9,189 eligible households

9,143 occupied
households

8,035 completed
household interviews

16,383 eligible persons
aged 15-64 years and
emancipated minors

6,302 eligible children aged 18 months
to 14 years

13,720 (83.7%)
completed adult
interviews

4,171 eligible children
aged 18 months
to 9 years

2,094 eligible children
aged 10-14 years*

11,626 (84.7%) adults 1,661 (79.3%)
provided blood completed child
speciment interviews

4,340 aged 18 months to 14 years (68.9%)
had a valid test result+

*2,131 children aged 10-14 years were eligible at the household level for children’s interview, however 37 were found to be ineligible
based on their self-reported age during the interview.

tBlood response rate for 1564 year olds was calculated among those who were interviewed.

+ Blood response rates among children 18months to 14 years was calculated among all those who were eligible.
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Overall, participation rates in KAIS 2012 were high (Table 1.9). Of the 9,300 sampled households, 9,189
(98.8%) were eligible for the survey, out of which 8,035 (87.4%) completed the household interview. Rural
households had higher (89.3%) household-level interview response rates than urban households (84.7%).
Of 16,383 eligible individuals aged 15-64 years and emancipated minors in these households, 13,720
(83.7%) completed individual interviews, and 11,626 (84.7%) provided a valid blood specimen. There were
a total of 6,302 children aged 18 months to 14 years who were eligible for a blood draw, and of these 4,340
(68.9%) provided a valid blood specimen. There were a total of 2,094 children aged 10-14 years eligible for
interview, and of these, 1,661 (79.3%) completed child interviews.

Table 1.9: Survey response rates, KAIS 2012

Total Women Men Urban Rural

Eligible households 9,189 - - 3,683 5,506

Household interview response 87.4% - - 84.7% 89.3%

Individuals aged 15-64 years Total Women Men Urban Rural
Eligible for interview 16,383 8,931 7,452 6,093 10,290

Interview response rate 83.7% 89.1% 77.4% 83.4% 84.0%

Eligible for blood draw 13,720 7,954 5,766 5,082 8,638

Blood draw response rate (15-64 years)* 84.7% 85.3% 83.8% 81.2% 86.8%
Children aged 18 months to 14 years Total Girl Boy Urban Rural
Eligible for blood draw (18 months to 14 years) 6,302 3,196 3,106 1,682 4,620
Blood draw response rate (18 months-14 years) 68.9% 69.1% 68.6% 62.8% 71.1%
Eligible for interview (10-14 years) 2,094 1,037 1,057 543 1,551

Interview response rate (10-14 years) 79.3% 80.2% 78.4% 78.3% 79.7%

*The blood draw response rate among individuals aged 15-64 years was calculated among eligible individuals who completed an interview whereas the interview
response rate among individuals aged 15-64 years was calculated among individuals who were eligible for the survey.

Of 16,383 eligible persons aged 15 to 64 years, 13,720 (83.7%) completed adult interviews. Response rates
for adult interviews were higher among women (89.1%) compared to men (77.4%). A similar proportion of
women and men provided blood specimens (85.3% vs. 83.8%, respectively) and urban residents were less
likely to provide a blood specimen compared to rural residents (81.2% vs. 86.8%, respectively). There were
a total of 6,302 children eligible for a blood draw. The blood response rate for all children aged 18 months to
14 years was 68.9%. There were 2,094 children aged 10 to 14 years eligible for an interview; of those, 79.3%
completed interviews.
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1.10 CHAPTER SUMMARY

* The KAIS 2012 was a representative, population-based survey of households which includes adults and
adolescents aged 15 to 64 years and children aged 18 months to14 years.

* The survey design and methods were comparable to the KAIS 2007.
* New features of the KAIS 2012 included the participation of children aged 18 months to 14 years, the
provision of HBTC and POC CD4 testing in the home for immediate access to results, the use of electronic

data capture for data collection, and the addition of new topics to the questionnaires.

* Laboratory data included HIV and CD4+ T-cell counts. HIV positive samples were further tested for HIV RNA
concentration and recent infection.

* Participation rates were 87.4% for the household survey, 83.7% for 15-64 individual interviews and 84.7% for
blood draw among individuals 15-64 years.

* For children aged 10 to 14 years the interview response rate was 79.8%. The Blood draw response rate for
children aged 18 months to 14 years was 69.0%.
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HOUSEHOLD
CHARACTERISTICS

2.1 Key FiNDINGS

* Nationally, 7.7% of households were affected by HIV, where at least one person in the household infected with
HIV. The majority of these households had only one HIV-infected person within the household.

*  Approximately 5% of households had a head of household who was HIV-infected; of these, 8.5% were headed
by women and 3.6% by men.

* The mean household size was 4.1 members. Rural residences more likely to have more household members
than urban residences.

*  Almost half (48.0% ) of urban households were in the highest wealth quintile while majority of rural households
fell within the lowest, second and middle wealth quintiles.

2.2 INTRODUCTION

This chapter summarizes demographic and socioeconomic characteristics of the households sampled in
KAIS 2012. Identitying the effects of HIV in households is an important aspect in planning for financial
and logistical planning to provide support systems and health services for households affected

by HIV/AIDS.

A household questionnaire was administered to the head of household. The head of household was a
usual resident member of the household, the key decision maker for the household, and the person
whose authority was acknowledged by all members of the household. While this authority often comes
with economic responsibility for the household, this is not always the case, and therefore for KAIS 2012
it was not necessary that the head of household was the breadwinner, nor was it necessary for the head
of household to fall with the age range of 18 to 64 years.

The household questionnaire was used to collect information on all usual residents and visitors

who spent the night preceding the interview in the dwelling to determine eligibility of potential
participants. Usual residents were defined as members of the household who stayed in the household
most of the time in a year. Questions in the household questionnaire included relationship to the head
of the household, sex, place of residence, age, emancipation status, orphan hood, disability, sickness,
and residence of biological parents. Additionally, information on parental survivorship and

living arrangements for children under the age of 18 years, as well as social, medical,

emotional/ psychological, material support for ill adult members, or adult members who died in the
year before the survey, was included in the household questionnaire. Other household-level questions
included ownership and the type of toilet facilities, main source of water, main source of cooking fuel,
physical attributes of the household, nutritional status, and migration status.

Appendix B provides sample sizes, standard errors, and 95% confidence intervals for estimates
presented in this chapter. Population estimates reported in this chapter were calculated using
un-normalized survey weights which were reflective of the 2012 projected population data in the 2009
Kenya Population and Housing Census. Detailed methods used for calculating population estimates are
described in Appendix A.
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2.3 HouseHoLp ComPOSITION

Figure: 2.3a: Sex of head of household by residence, KAIS 2012
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A majority of households are headed by males (64%), and this was more likely in urban areas (68%) than in rural
areas (62%).

Among all households interviewed in KAIS 2012, a majority (64.1%) were headed by men compared to
35.9% headed by women. There was very little difference for households headed by women in 2008/9
KDHS (34%) compared to those in KAIS 2012 (35.9%). More households headed by men were found in
urban residences (68.3%) than rural residences (61.5%). Additionally, more of the households headed
by women (38.5%) were in rural residences as opposed to urban residences (31.7%). The majority of all
households were located in rural residences (61.2%) rather than urban residences (38.8%).

Figure 2.3b: Distribution of households by residence, KAIS 2012

Urban
38.8%

A majority of the households were located in rural residences (61%) compared to urban residences (39%).
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Figure 2.3c: Mean household size by residence, KAIS 2012
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The mean household size was 4.1 members. Rural residences were likely to have more household members than urban
residences (rural mean 4.5 vs. urban mean 3.3).

The analysis on the mean household size was limited to usual members of households only. Visitors the
night prior to conducting the survey in all households were excluded. The mean household size in 2012
was 4.1 persons per household, with a higher mean size among rural households com- pared to urban
households (4.5 persons vs. 3.3 persons, respectively). KAIS 2012 data remained similar to the 2008
KDHS data, which showed the national mean 4.2, and where the mean number of households in rural
residences was 4.6 and 3.1 in urban residences.

Figure 2.3d: Household population, by age group, sex, and residence, KAIS 2012
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Adults and adolescents aged 15-49 years made up the maijority of households, followed by children aged 5-14 years.

In rural households, 14.7% of household members were aged 0—4 years, 31.3% were aged 5-14 years,
46.1% were aged 1549 years, and 12.3% were aged 50 years and older. In contrast, in urban households,
a lower proportion was aged 5-14 years (22.6%) and a higher proportion was aged 1549 years (55.5%).
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Figure 2.3e: Wealth index' by residence, KAIS 2012
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Wealth index distribution differs greatly between rural and urban households.

In urban households, 89.6% were in the highest wealth quintile and 58.7% fell within the fourth wealth
quintile. In contrast, among rural households, the majority fell within the lowest (94.3%), second
(87.3%), and middle (76.6%) wealth quintile.

2.4 PRrRevALENCE oF HIV-AFrFecTED HOUSEHOLDS

Figure 2.4a: Households with at least one HIV-infected person by residence, KAIS 2012
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We found that 7. 7% of households have at least one HIV-infected person.

The 2012 KAIS survey defined any household with at least one living HIV-infected member as
HIV-affected. Using this definition, 7.7% of households in Kenya were affected by HIV, compared to

11% of households in 2007. In urban households, 8.3% were affected by HIV compared to 7.4% of rural
households.

" Wealth index was a composite measure of the living standard of a household calculated using data on household’s ownership of selected
assets, materials used for housing construction, water access and sanitation facilities. The wealth index placed households on a continuous
scale of relative wealth using principle component analysis. Individuals were ranked according to the score of the household in which they

resided and the sample was divided into five groups, each with equal number of individuals (quintiles), ranging from lowest to highest level
of wealth.
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Figure 2.4b: HIV-affected households by number of HIV-infected members and residence,
KAIS 2012

® 1 HIV-Infected HH Member 2 HIV-Infected HH Members m 3 HIV-Infected HH Members

100 - S % 12
90 A

80 A

70 A

60 -

50 A

40 -

30 A

20 A

10 -

0 -

Rural Urban

Over 82% of HIV-affected households had only one HIV-infected household member.

Overall, the majority (82.1%) of HIV-affected households had one HIV-infected member. The percentage
is slightly higher in urban residences (85.6%) than rural residences (79.6%). In contrast, 16.7% of
households had two HIV-infected members, with a higher proportion in rural households compared to

urban households (18.6% vs. 13.9%, respectively). There was no variation in distribution of HIV-affected
households by wealth index and hunger scale (data not shown).

Figure 2.4c: Households with HIV-infected head of household by sex, KAIS 2012
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Approximately 5% of HIV-affected households had an HIV-infected head of household.

Overall, five percent of household heads were HIV-infected. A significantly higher proportion of female
household heads (8.5%) were HIV-infected than male household heads (3.6%).
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2.5 ToILET FAcILITIES AND SOURCE oF DRINKING WATER

Figure 2.5a: Main source of drinking water by residence, KAIS 2012
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Main Source of Drinking Water

Half (51%) of households in urban residences reported that their main source of drinking water was piped into
dwelling/compound, while one-third (32%) of households in rural residences depended on surface water.

Household sources of drinking water differed significantly by residence. Almost one-third (31.7%)

of rural households collected their drinking water from surface water compared to 6.7% of urban
households. In contrast, the main source of water for urban households was piped into the compound,
while only 16.1% of rural households had piped drinking water. Among rural households, 21.6%

received their drinking water from wells while only 9.6% of urban households received their drinking
water from wells.

Figure 2.5b: Method of treating drinking water by residence, KAIS 2012
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The majority of rural and urban households do not treat their drinking water.

The majority of households in rural (51.7%) and urban (43.8%) residences did not treat their
drinking water. However, we found that more urban households boiled their drinking water (27.8%)

compared to the rural households (21.4%). In addition, more urban households disinfected their water
compared to rural households (21.6% vs. 17.2%, respectively).
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Figure 2.5c: Type of household toilet facility by residence, KAIS 2012
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The maijority of households in both urban and rural household used traditional pit latrines.

The type of household toilet facility differed between rural and urban residences. Three quarters
(73.4%) of the rural households used traditional pit latrines compared to less than half (45.9%) of the
urban households. While only 2% of rural households had flush toilets, 36.6% of urban households

had these toilets. In rural households, 12.7% had no toilet facility compared to only 1.7% of urban
households.

2.6 HunNGer ScALE AND WEALTH INDEX IN HOUSEHOLDS

Figure 2.6a: Household hunger scale by wealth index, KAIS 2012
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The severity of hunger in households decreased with increase in wealth index. Moderate hunger was more pronounced in
the lowest wealth index.

Though the proportions were low, poorer households were more likely to experience hunger compared
to wealthy households. Severe hunger was experienced by 3.4% of households in the lowest wealth
quintile compared to 0.2% of households in the highest wealth quintile. Moderate hunger was
experienced by 22.8% of households in the lowest quintile compared to 4% of households in highest
wealth quintile. In contrast, little to no hunger was experienced by 73.8% of households in the lowest
wealth quintile compared to 95.8% of households in highest wealth quintile.
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Figure 2.6b: Household hunger scale by number of household members, KAIS 2012
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Moderate or severe hunger is slightly more likely to be found in households with at least three members.

In households with three or more members, 1.7% had severe hunger, 14.2% had moderate hunger,
and 84.1% had little to no hunger. While severe hunger rates were higher in households with fewer

members, moderate hunger was higher in households with two members (9.6%) than in households
with one member (11.3%).

Figure 2.6¢c: Household hunger scale by residence, KAIS 2012
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Moderate hunger was slightly more likely to be experienced in rural households.

Only 2.3% of rural households and 0.8% of urban households experienced severe hunger However, a

considerable number of households in both rural and urban residences (15.1% and 10.0%) experienced
moderate hunger.
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2.7 SouRrcE ofF FUEL AND HouseHoLD CONSTRUCTION

Figure 2.7a: Main source of fuel used for cooking by residence, KAIS 2012
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The primary source of fuel for cooking was firewood in rural households and charcoal or kerosene in urban households.

More than 80% of rural households used solid fuel or firewood for cooking compared to 18.7% of
urban households. The main sources of fuel for urban households were charcoal (29.9%), kerosene
(26.9%), and liquid petroleum gas or natural gas (18.3%).

Figure 2.7b: Main type of floor materials by residence, KAIS 2012
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The primary type of floor material is cement or terrazzo in urban dwellings and earth, sand, or dung in rural dwellings.

In urban households, over two-thirds reported that their floor was made of cement or terrazzo.
In contrast, the most common materials used for floors in rural households were earth or sand (39.2%),
dung (34.2%), and cement or terrazzo (24.2%).

Kenya AIDS Indicator Survey 2012 Chapter Two | Page 21



Figure 2.7c: Main roofing materials by residence, KAIS 2012
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The primary type of roofing material was corrugated iron in both urban and rural residences.

Corrugated iron sheets were the main roofing materials used by all households (75.4%). The second
most common type of roofing material used was thatch/palm leaf, which was used by 16.7% of
households in rural residences and 2.3% of households in urban residences.

Figure 2.7d: Main wall materials by residence, KAIS 2012
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The most common type of wall materials were stone or cement block in urban households and natural dung or mud in
rural households.

There was a noticeable residential variation in the type of wall materials. Almost half (48.2%) of rural
households had natural walls made from mud or dung. In contrast, the most common material for
walls in urban households were cement blocks (24.1%) and stone with cement (24.6%).
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2.8 MIGRATION

Figure 2.8a: Country of birth, KAIS 2012

Only one percent of survey participants were born outside of Kenya.

Overall, 1.0% of the total survey population was born outside of Kenya and considered migrants.

Figure 2.8b: Country of nationality, among participants born outside of Kenya, KAIS 2012

Among those born outside of Kenya, 69% reported they were Kenyan at time of the survey.

Among migrants, 31% reported that their nationality was non-Kenyan and 69% reported that they
were Kenyan.
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Figure 2.8c: Time lived in Kenya among migrants, KAIS 2012
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The maijority of migrants had lived in Kenya for three or more years.

Nearly half (43.8%) of migrants had resided in Kenya for six or more years, 21.7% for between three and
five years, 17.2% had resided in Kenya for between one and two years, and 17.3% had resided in Kenya
for less than one year.

Table 2.8d: Immigration status of international migrants, KAIS 2012

Refugee Other
6% \ 0.1%
Asylum seeker —__
4.0%
B Documented migrant
Undocumented migrant
Asylum seeker
Undocumented Documented Refugee
migrant migrant
m Oth
40.5% 51.8% er

Forty percent of migrants indicated that they reside in Kenya without any immigration documentation.

We found that 41% of migrants reported that they resided in Kenya without immigration
documentation, while 52% held a valid pass or permit to stay in Kenya.
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2.9

GapPs AND UNMET NEEDS

Of the 7.7% households affected by HIV nationally, the majority had one HIV-infected person. Continued
identification of HIV-affected households is important in providing support and health services to HIV-infected
individuals.

In addition to identifying HIV-affected households, it is important to study changes within these households that
can be attributed to HIV. This can be achieved by sub-studies that evaluate the financial, logistical and physical
burdens that have resulted from HIV infection.
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PREVALENCE OF HIV

3.1 Key FINDINGS

* Opverall, 5.6% of adults and adolescents aged 15-64 years were infected with HIV, representing an estimated
1,192,000 people.

*  Women were more likely to be infected (6.9%) than men (4.4%).

* There was wide geographical variation in adult HIV prevalence ranging from 2.1% in Eastern North region to
15.1% in Nyanza region.

* An estimated 677,000 adults and adolescents (5.1%) in rural areas were infected with HIV compared with an
estimated 515,000 adults and adolescents (6.5%) in urban areas.

*  Approximately one in five widowed men and women were infected with HIV.

3.2 INTRODUCTION

This chapter presents patterns of HIV infection in Kenya among adults and adolescents aged 15-64
years at the time of the survey by select demographic characteristics and estimates population sizes

of HIV-infected persons. HIV infection among children aged 18 months to 14 years are described in
chapter 12. Comparisons of estimates among respondents aged 15-49 years between KAIS 2012 and
previous surveys are provided in Chapter 4 of this report. Appendix B provides sample sizes, standard
errors and 95% confidence intervals for estimates presented in this chapter.

Population estimates reported in this chapter were calculated using non-normalized survey weights
which were reflective of the 2012 projected population data in the 2009 Kenya Population and Housing

Census. Detailed methods used for calculating population estimates are described in Appendix A.

Data in Context: What is the difference between HIV prevalence estimated by
a survey and by a mathematical model?

Similar to other countries, Kenya generates annual estimates and trends in HIV infection in the general population
using the methods recommended by the Joint United Nations Programme for HIV/AIDS (UNAIDS) and implemented
in the Spectrum model. These estimates are calculated using standardized mathematical methods that synthesize
all historical HIV surveillance data conducted in a country, including ANC sentinel surveillance data and national
population-based surveys, to produce a curve that outputs indicators such as the number of persons living with HIV/
AIDS, the number of new HIV infections, and number of HIV-related deaths, from the beginning of a country’s HIV
epidemic to the current year. These indirect estimates are reported annually to the UNAIDS and published in a global
report each year. Based on the Spectrum model, the 2012 mathematically modelled estimate of HIV prevalence
among Kenyans aged 15-64 years was 5.9% (95% CIl 5.5% - 6.3%), representing an estimated 1,343,000 persons
(range 1,250,000 - 1,450,000) living with HIV in Kenya in 2012.

Kenya joins a number of countries in sub-Saharan Africa that can also estimate HIV prevalence directly through
national population-based surveys designed to provide nationally-representative estimates of HIV indicators in the
general population. Kenya that has conducted four national population-based surveys since 2003: the Kenya
Demographic and Health Survey (KDHS) 2003 and 2008-09 and the Kenya AIDS Indicator Survey (KAIS) 2007 and
2012. Based on the KAIS 2012, the 2012 survey estimate of HIV prevalence among persons aged 15-64 years was
5.6% (95% CI14.9%-6.3%), representing an estimated 1,192,000 persons (95% CI 1,037,000 - 1,347,000) living with
HIV in Kenya in 2012.
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Both surveys and mathematical models generate “estimates” of national HIV prevalence, meaning that they
approximate the true value of HIV prevalence in a country. Because they are estimates, a lower and upper bound
for the estimate is provided, which represents a range of values around the estimate within which the true value of
HIV prevalence is expected to fall within a specified level of certainty. Because the methodologies for estimating
HIV prevalence from a mathematical model and survey are not the same, the estimates of HIV prevalence from a
mathematical model and a survey are expected to differ slightly. In 2012, the estimate of HIV prevalence from the
model was 5.9% (approximately 1.3 million persons living with HIV), but was 5.6% (approximately 1.2 million persons
living with HIV) based on the survey. However, we note that the upper and lower bounds for the two estimates
overlap with each other, indicating that the difference between the two estimates is not “statistically significant”. In
other words, this means that the difference observed between the two estimates is most likely explained by chance
alone.

Figure 3.3a: HIV prevalence among women and men aged 15-64 years by age group, KAIS 2012
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HIV prevalence increased with advancing age peaking at 35-39 years and 45-49 years among women and
men respectively.

3.3 HIV PrRevALENCE BY AGE GROUP AND SEX

HIV prevalence was significantly higher among women than men aged 20-29 years and 35-39 years.
The highest prevalence among women was among those aged 35-39 years and 45-49 years among men.
HIV prevalence peaked at age group 45-49 years among both women and men and thereafter declined
with increasing age.

Figure 3.3b: HIV prevalence among women and men aged 15-24 years, KAIS 2012
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Among female youth, HIV prevalence increased linearly with increasing age. Among male youth, HIV prevalence was stable
and low until age 24 years.

Among youth aged 15-24 years, HIV prevalence was higher among women than men from the age of
17 years. Among women, HIV increased linearly with increasing age, with the highest increase between
the ages of 22 and 23 years. Among men, HIV remained low and stable until aged 24 years.
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34 HIV PrReVALENCE BY RESIDENCE

Figure 3.4a: HIV prevalence among women and men aged 15-64 years by residence,
KAIS 2012
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HIV prevalence was higher in urban than rural areas. Women had a higher prevalence than men in both rural and
urban areas.

Overall, 6.5% of urban residents were infected with HIV compared with 5.1% of rural residents. Women
had higher HIV prevalence than men in both rural and urban residences. HIV prevalence among
women in urban areas was 8.0% compared with 6.2% in rural areas. Among men, the prevalence was
5.1% in urban areas compared with 3.9% in rural areas.

Figure 3.4b: Estimated'? number of HIV-infected adults and adolescents aged 15—64 years by
residence, KAIS 2012
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The absolute number of HIV infections was higher in rural areas compared to urban areas.

Though the prevalence of HIV infection was lower in rural areas compared to urban areas, the absolute
number of infections was greater in rural than urban areas, given that the majority of Kenyans reside
in rural areas (approximately six out of ten persons in the country). An estimated 677,000 adults and

adolescents in rural areas were infected with HIV, compared to 515,000 adults and adolescents in
urban areas.

' The 2012 national estimated population for adults and adolescents aged 15-64 years was calculated using un-normalized survey weights
based on data available in Kenya National Bureau of Statistics (KNBS). 2009 Population and Housing Census (2010)

2 Estimates rounded to the nearest 1000
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Figure 3.4c: HIV prevalence among rural and urban residents by age group, KAIS 2012
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HIV prevalence peaked among adults aged 45—49 years in rural areas and 35-39 years in urban areas.

HIV prevalence differed significantly across age groups in both rural and urban areas. For rural areas,
peak prevalence occurred among adults aged 45-49 years at 9.4% while in urban areas, HIV prevalence
peaked among adults aged 35-39 years at 11.8%. For both rural and urban areas, the lowest prevalence

occurred among youth aged 15-19 years (0.5% rural and 2.2% urban).

Figure 3.5a: HIV prevalence among adults and adolescents aged 15-64 years by region,

KAIS 2012
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There were wide geographical variations in HIV prevalence in Kenya with Nyanza region being

disproportionately affected.
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3.5 HIV PRrReVALENCE BY REGION

HIV prevalence varied greatly by region with a low of 2.1% in Eastern North region to 15.1% in Nyanza
region. The following graphs and tables present regional HIV prevalence estimates by rural/urban
residence and sex. Population estimates for the numbers of women and men infected per region are also
provided.

Figure 3.5b: HIV prevalence among adults and adolescents aged 15-64 years by residence and
region, KAIS 2012
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HIV prevalence was higher in urban compared with rural areas in most regions.

The prevalence of HIV differed across rural and urban areas within regions. HIV prevalence was
highest in Nyanza for both rural and urban areas at 13.9% and 18.3% respectively. Eastern North had
the lowest prevalence for both rural and urban areas at 1.5% and 3.6% respectively.

Figure 3.5c: HIV prevalence among women and men aged 15-64 years by region, KAIS 2012
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HIV prevalence was higher among women than men in all the regions.

HIV prevalence was consistently higher among women than men in all regions. For women, Nyanza
had the highest HIV prevalence at 16.1 percent, and Nairobi and Coast regions had the second-highest
at 6.1 percent. Eastern North and North Rift regions recorded the lowest HIV prevalence among women
at 3.6 percent each. For men, Nyanza had the highest HIV prevalence at 13.9 percent, Nairobi had the
second highest at 3.8 percent, while Eastern North had the lowest at 0.8 percent.

Page 30 | Chapter Three Kenya AIDS Indicator Survey 2012



Figure 3.5d: Estimated** number of HIV-infected adults and adolescents aged 15—64 years by
region, KAIS 2012
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The estimated numbers of HIV-infected persons in Nyanza region represent approximately 40% of all HIV-infected persons.

There were large differences across regions in the estimated number of HIV-infected adults and
adolescents. Nyanza region had the largest estimated number of HIV-infected adults (449,000),
representing approximately 40% of all persons living with HIV in Kenya. Eastern North region had

the lowest estimated number of HIV-infected adults and adolescents (5,000). In urban residences, the
highest estimated number of HIV-infected adults and adolescents reside in Nyanza region, followed by
Nairobi and South Rift regions. In rural residences the highest estimated number of HIV-infected adults
and adolescents residence in Nyanza region, followed by Western and Eastern South regions.

3.6 HIV PReVALENCE BY MARITAL STATUS

Figure 3.6: HIV prevalence among women and men aged 15-64 years by marital status,
KAIS 2012
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HIV prevalence was significantly higher among widowed women and men compared to other categories of marital status.

HIV prevalence varied significantly by marital status. HIV prevalence was highest among women
(20.3%) and men (19.2%) who had ever been widowed. Women who had been separated or divorced
(14.5%) and men in polygamous marital relationships (12.1%) also had high HIV prevalence. Women
and men who had never married or cohabited had the lowest prevalence rates, at 3.5% and

1.4% respectively.

3 The 2012 national estimated population for adults and adolescents aged 15-64 years was calculated using un-normalized survey weights
based on data available in Kenya National Bureau of Statistics (KNBS). 2009 Population and Housing Census (2010)

4 Estimates rounded to the nearest 1000
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3.7 HIV PReVALENCE BY LEVEL oF EDUCAITON

Figure 3.7: HIV prevalence among women and men aged 15-64 years by level of education?®,
KAIS 2012
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Among women, HIV prevalence differed significantly by level of education.

HIV prevalence varied by level of education. HIV prevalence was lowest among women (4.0%) and
men (2.4%) reporting no primary education. Among women, HIV prevalence was highest among those
reporting secondary or higher education at 7.4%. Among men, HIV prevalence was highest among
those reporting complete primary education (4.8%).

3.8 HIV PrevaLENCE BY WEALTH INDEX®

Figure 3.8a: HIV prevalence among women and men aged 15-64 years by household
wealth index KAIS 2012
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HIV prevalence varied by wealth index for women but not for men.

HIV prevalence varied across categories of wealth index for women but not for men. Within each
wealth quintile HIV prevalence appeared to be higher among women than men. For both women and
men, HIV prevalence was lowest among those in the lowest wealth quintile.

5 Secondary + includes any years of secondary schooling whether completed or not.

6 The household wealth index was a composite of the living standard of a household, calculated using data on a household’s ownership of
selected assets, materials used for housing construction, water access and sanitation facilities. The wealth index placed households on a
continuous scale of relative wealth using principal components analysis. Individuals were ranked according to the score of the household in

which they resided and the sample was divided into five groups, each with an equal number of individuals (quintiles), ranging from the lowest
to the highest level of wealth.
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Figure 3.8b: HIV prevalence among rural and urban residents aged 15-64 years by wealth index,
KAIS 2012
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HIV prevalence varied significantly across wealth quintiles among persons residing in urban areas but not among those
residing in rural areas.

HIV prevalence varied significantly by wealth index among persons residing in urban areas.
However, this was not the case for persons residing in rural areas. In rural areas, HIV prevalence was
highest among those in the fourth wealth quintile, while in urban areas, HIV prevalence was highest
among those in the second wealth quintile.

Figure 3.8c: HIV prevalence among women and men aged 15-64 years by current employment
status, KAIS 2012
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HIV prevalence among adults and adolescents who were currently employed was significantly higher than among adults and
adolescents who were currently unemployed.

Current employment was defined as having worked in the week prior to the survey. HIV prevalence
appeared to be higher among women and men who were currently employed (8.5% women; 4.7% men)
than unemployed (5.9% women; 3.8% men). HIV prevalence was significantly higher among women
compared with men for both currently employed and unemployed persons.
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3.9 HIV PrevaLeNceE BY TiIME AwAy FRom HoME’

Figure 3.9: HIV prevalence among women and men aged 15-64 years who travelled away from
home in the 12 months preceding the survey by length of time away from home, KAIS 2012
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HIV prevalence did not vary significantly by travel among men or women.

HIV prevalence among adults and adolescents who had travelled away from home for more than a
month twelve months prior to the survey was 8.1% among women and 5.4% among men. Although
HIV prevalence seemed to increase marginally with the duration of time away from home, the
differences were not significant for either women or men.

3.10 Gars AnND UNMET NEEDS

* North Eastern region was not included in KAIS 2012, making it difficult to measure the status of the HIV epidemic
in this region and assess progress around HIV prevention, care, and treatment.

* Adults aged 50 years and older continue to be vulnerable to HIV and should be included in prevention
programs.

* Key populations at high risk of exposure to HIV are difficult to sample in household surveys. Targeted surveys
focusing on key populations are needed to understand their contribution to the HIV epidemic.

* As management of governmental services transitions to the county level, generalization for KAIS 2012 data can
be made only for county clusters at the regional level. Future AIDS Indicator Surveys should consider county-
specific surveys to provide the level of detail needed for appropriate planning at the county level.

73,323 participants reported that they did not know whether they had travelled away from home in the 12 months preceding the survey and are
not included in this analysis
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TRENDS IN HIV
PREVALENCE

4.1 KEey FINDINGS

* HIV prevalence has declined significantly since 2003 among Kenyans aged 15 to 49 years.

* Peak HIV prevalence among women has been progressively increasing to older age groups from 2003
to 2012.

* HIV prevalence has declined significantly among female youth aged 15 to 24 years.

* HIV prevalence is highest among women and men residing in Nyanza, where rates have remained stable
since 2003.

* Since 2003, widowed Kenyans have had the highest HIV prevalence compared to Kenyans who have never
married or cohabited, those who have married or cohabited, and those who were previously married but had
separated or divorced.

4.2 INTRODUCTION

The 2003 Demographic Health Survey was the first national survey in Kenya to include HIV testing,
providing the country with HIV prevalence estimates for women aged 15 to 49 years and men aged

15 to 54 years. To date, there have been two Kenya AIDS Indicator Surveys (KAIS), which have also
provided HIV prevalence estimates for Kenyans on a national and subnational level. The first KAIS
was conducted in 2007 (KAIS 2007) and the second in 2012 (KAIS 2012). To understand changes in HIV
prevalence over the past 5 and 10 years, in this chapter we compare HIV prevalence among women and
men aged 15 to 49 years between three national surveys: KDHS 2003; KAIS 2007; and KAIS 2012.

Since KAIS 2012 did not include North Eastern region, HIV prevalence estimates in KDHS 2003
and KAIS 2007 have been recalculated excluding North Eastern region for comparability across the
three surveys. Note that KDHS 2008-09 was not included in this analysis given that this survey was
conducted one year after KAIS 2007.

A z-test statistic was used to compare weighted estimates between surveys to determine if differences
were statistically significant. Throughout the report, the term significant indicates a p-value less than
0.05. Marginally significant indicates a p-value between 0.05 and 0.10, inclusive; and not significant
indicates a p-value greater than 0.10. Methods used for calculating the z-test statistic are described

in Appendix A. Appendix B provides sample sizes and 95 percent confidence intervals for estimates
presented in this chapter.
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4.3 TRENDS IN HIV PREVALENCE BY SEX

Figure 4.3: Trends in HIV prevalence among women and men aged 15-49 years: KDHS 2003,
KAIS 2007, and KAIS 2012
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Between 2003 and 2012, HIV prevalence has declined significantly among Kenyans aged 15-49 years.

Between 2007 and 2012, HIV prevalence declined significantly among women (9.0% in 2007; 6.9% in
2012) but not among men (5.6% in 2007; 4.2% in 2012). In 2012 HIV prevalence among adults and
adolescents aged 15-49 years was 5.6% (95% CI: 4.8%-6.3%), lower than KAIS 2007, where HIV
prevalence was 7.6% (95% CI: 6.8%-8.3%) and KDHS 2003 , where HIV prevalence was 6.8% (95% CI:

5.9%7.8%).

4.4 TRENDS IN HIV PrREVALENCE BY AGE

Figure 4.4a: HIV prevalence among women aged 15-49 years: KDHS 2003, KAIS 2007, and
KAIS 2012
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Among women, there has been a decline in HIV prevalence in younger women aged 15-34 years since 2007.

Peaks in age-specific prevalence have changed over time for women, likely due to survival of
HIV-infected persons over time. HIV prevalence peaked among women aged 25-29 years (13.1%)

in 2003, women aged 30-34 years (13.7%) in 2007, and women aged 35-39 years (12.3%) in 2012.
Significant increase in HIV prevalence were observed for the birth cohort of women who were aged
15-19 years in 2003 at 3.0% and aged 20-24 years in 2007 at 7.5%. As this young cohort represents recent
initiators of sexual intercourse, this increase is likely attributed to acquisition of new

HIV infection.
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Figure 4.4b: HIV prevalence among men aged 15-49 years: KDHS 2003, KAIS 2007, and
KAIS 2012

16

14 -

12

HIV prevalence (%)

10

1.0 0.9
04 I

15-19

m KDHS 2003 KAIS 2007 mKAIS 2012
g 910.3 8.9
8.69.5 7 :
9.1 8.1
7.5
7.4 5.4
6.7 6.6
5.6
5.0
4.3 5.6
4,
6 I 4.2
2.4
1191.3
20-24 25-29 30-34 35-39 40-44 45-49 Total

Age group (years)

HIV prevalence among men has remained stable across all age groups since 2003.

In 2003, 2007, and 2012, HIV prevalence remained consistently low among men aged 15-19 years. In
2003 and 2007, HIV prevalence was highest among men aged 40-44 years. In contrast, in 2012, HIV
prevalence was highest among men aged 45-49 years. The shift in peak HIV prevalence to older

age groups is suggestive of improved survival among HIV-infected men and new infections. HIV
prevalence increased two- to threefold among birth cohorts of men who were aged 20-24 years in 2003
and 2007 and aged 25-29 years in 2007 and 2012. This increase may be due to increases in new HIV
infections in this younger cohort of men.

Figure 4.4c: HIV prevalence among women aged 50-64 years: KAIS 2007 and KAIS 2012
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HIV prevalence among women aged 50-64 years has remained stable since 2007.

Among women aged 50-64 years, HIV prevalence was 5.3% in 2007 and 7.0% in 2012. No significant
differences were noted in HIV prevalence among women aged 50-54 years, 55-59 years, and 60-64
years between 2007 and 2012.
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Figure 4.4d: HIV prevalence among men aged 50-64 years: KAIS 2007 and KAIS 2012
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HIV prevalence among older men aged 50-64 years has remained stable since 2007.

Among men aged 50-64 years, HIV prevalence was 4.9% in 2007 and 5.2% in 2012. No differences were
noted for men aged 50-54 years, 55-59 years, and 60-64 years between 2007 and 2012. However HIV
prevalence decreased significantly among a birth cohort of men who were 50-54 years in 2007 and
55-59 years in 2012 decreased from 8.6% to 3.7%, respectively, and may point to increased mortality in
this cohort.

4.5 TRENDS IN HIV PReVALENCE BY RESIDENCE

Figure 4.5a: HIV prevalence among women aged 15—-49 years by residence: KDHS 2003, KAIS
2007, and KAIS 2012
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HIV prevalence among women living in urban areas has declined since 2003, and HIV prevalence among women living in
rural areas has declined since 2007.

Since 2003, HIV prevalence among women has remained highest among those living in urban areas
compared to rural areas. Among women living in rural areas, HIV prevalence declined significantly
from 8.5% in 2007 to 6.2% in 2012. Among women living in urban areas, HIV prevalence declined
significantly from 12.5% in 2003 to 8.0% in 2012.
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Figure 4.5b: HIV prevalence among men aged 15—-49 years by residence: KDHS 2003,
KAIS 2007, and KAIS 2012
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Among men, HIV prevalence has remained stable in rural and urban areas since 2003.

Similar to women, HIV prevalence among men has been highest among those living in urban areas
compared to rural areas. Overall the data suggest that prevalence has been stable since 2003 among
men, particularly among men living in rural residences. However, over the past five years, HIV
prevalence among men in rural areas declined significantly from 5.4% in 2007 to 3.6% in 2012. HIV
prevalence among men residing in urban areas also declined from 7.7% in 2003 to 5.1% in 2012, but this
decline was only marginally significant.

4.6 TRENDS IN HIV PReVALENCE BY PROVINCE

In 2003, 2007, and 2012, HIV prevalence among women was highest in Nyanza province and did not
change over time. Significant changes in HIV prevalence were observed among women in Nairobi,
declining from 11.9% in 2003 to 5.9% in 2012. From 2007 and 2012, significant declines were observed
among women in Coast province, from 9.2% in 2007 to 5.9% in 2012, as well as in Rift Valley, from 7.8%
in 2007 to 4.2% in 2012. All other provinces experienced no significant changes in HIV prevalence.

Figure 4.6a: HIV prevalence among women aged 15-49 years by province: KDHS 2003,
KAIS 2007, and KAIS 2012
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From 2003 and 2012, women in Nairobi province experienced significant declines in HIV prevalence.
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Figure 4.6b: HIV prevalence among men aged 15-49 years by province: KDHS 2003, KAIS
2007, and KAIS 2012
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HIV prevalence among men has declined significantly in Coast province since 2007.

Similar to women, in 2003, 2007, and 2012, HIV prevalence among men was highest in Nyanza province
and did not change over time. Since 2003, HIV prevalence among men in Nairobi province declined
significantly, from 7.8% in 2003 to 3.3% in 2012. Since 2007, HIV prevalence among men has remained
stable across all regions, except for Coast province where HIV prevalence declined significantly, from
6.9% in 2007 to 1.8% in 2012, and Rift Valley, where marginally significant changes in HIV prevalence
were observed, from 5.3% in 2007 to 3.4% in 2012.

4.7 TRENDS IN HIV PREVALENCE BY MARITAL STATUS

Figure 4.7a: HIV prevalence among women aged 15-49 years by marital status: KDHS 2003,
KAIS 2007, and KAIS 2012
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HIV prevalence among women has varied significantly by marital status from 2003 to 2012.

In 2003, 2007, and 2012, HIV prevalence among women varied significantly by marital status.

The highest HIV prevalence was observed among women who had ever been widowed, and the lowest
was among women who had never married or cohabited. Between 2007 and 2012, HIV prevalence
declined significantly among women who were married or cohabiting, from 8.2% in 2007 to 5.8%

in 2012.
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Figure 4.7b: HIV prevalence among men aged 15-49 years by marital status: KDHS 2003,
KAIS 2007, and KAIS 2012
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Since 2003, HIV prevalence among men has remained highest among those who were widowed.

Between 2003 and 2012, HIV prevalence among men has remained stable across all categories of marital
status. However between 2007 and 2012, among married and cohabited men, there was a significant
decline in HIV prevalence, from 8.4% in 2007 to 5.9% in 2012. Widowed men had the highest HIV
prevalence in 2007 (19.2%) and 2012 (19.0%), with levels that were over ten times higher than men who
had never married or cohabited, and approximately three times higher than men who were married or
cohabiting and men who were separated or divorced.

4.8 TRENDS IN HIV PrReVALENCE BY LEVEL oF EpucATioN'

Figure 4.8a: HIV prevalence among women aged 15-49 years by level of education, KDHS 2003,
KAIS 2007, and KAIS 2012
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HIV prevalence among women reporting no education has declined significantly since 2007.

In 2003, 2007, and 2012, HIV prevalence varied significantly by education status. From 2007 to 2012,
HIV prevalence declined significantly among those reporting no primary education, from 10.5% in
2007 to 3.0% in 2012. Significant declines in HIV prevalence were also observed among women who
had reported incomplete primary education, from 10.5% in 2007 to 6.3% in 2012, and for women who
completed primary education, from 10.0% in 2007 to 7.2% in 2012. No changes in HIV prevalence were
observed for persons who reported secondary or higher education.

' Secondary+ includes any years of secondary schooling whether completed or not.
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Figure 4.8b: HIV prevalence among men aged 15-49 years by level of education, KDHS 2003,
KAIS 2007, and KAIS 2012
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In 2003, 2007, and 2012, HIV prevalence among men varied significantly by reported level of education.

Similar to women, HIV prevalence among men varied significantly across education levels in 2003,
2007, and 2012. HIV prevalence declined significantly for men reporting no primary education, from
7.1% in 2007 to 2.3% in 2012, and for men reporting incomplete primary education, from 5.6% in 2007
to 3.7% in 2012.

4.9 GAaprs AND UNMET NEEDS

* Trends in HIV prevalence are difficult to interpret in the context of improved survival among HIV-infected
persons receiving treatment. To understand trends better, mortality and HIV incidence surveillance will need to
be integrated into the national HIV surveillance system.

* Widowed Kenyans continue to have high levels of HIV infection. Enhanced strategies targeting HIV prevention
and treatment for this group and their sexual partners are needed.

* Older Kenyans have HIV prevalence rates that are close to the national average, suggesting that sexual
transmission is ongoing in this group. HIV prevention interventions should ensure that messages and services
for older Kenyans are provided.

* Redesigned combination biomedical and behavioural prevention strategies, designed for wide-scale
and sustainable impact, will need to be implemented in Nyanza to reduce new infections in this high HIV
prevalence region.
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HIV INCIDENCE

5.1 Key FINDINGS

* In 2012, an estimated 106,000 persons aged 15-64 years had acquired HIV infection in the past year.
« The highest number of new infections occurred among persons aged 25-34 years.

« HIV incidence remained stable between 2007 and 2012.

5.2 INTRODUCTION

HIV prevalence is a measure of the relative burden of disease in population but is not optimal for
measuring acute changes in an HIV epidemic, including changes in HIV transmission. HIV incidence

is the measure of new HIV infections in a population over time. It can provide important information
on the status of the HIV epidemic and can be used for effective targeted HIV prevention planning in
groups that are most vulnerable to recent infection and to measure impact of HIV prevention programs.

HIV incidence can be estimated through a laboratory-based incidence testing algorithm that can detect
if an HIV infection was recently acquired. If a HIV-positive specimen classifies as “recent” on an HIV
incidence assay testing algorithm it is assumed that HIV infection occurred within the mean duration of
recent infection (MDRI) of the laboratory assay (typically ranging from 3-12 months).

However, if an HIV infection is classified as a long-term infection on the incidence testing algorithm, it
is assumed that the HIV infection occurred beyond the MDRI for the assay. Using data on the number
of recent infections in a survey sample, MDRI for the assay, and a false-recent rate for the assay, an
annualised HIV incidence rate can be calculated, reflecting the rate of recently acquired HIV infections
in a 12-month period.

HIV incidence testing algorithms have evolved over time in efforts to improve the accuracy of
population-based HIV incidence estimates. As such, the incidence testing algorithm applied in

KAIS 2007 was different than the algorithm applied in KAIS 2012 due to the changes in the globally
recommended methods for estimating HIV incidence using laboratory methods. In KAIS 2007,

the incidence testing algorithm was based on laboratory results from an HIV incidence assay;,
supplemented with behavioural information on antiretroviral therapy (ART) use as a proxy measure
for long-term infection. In KAIS 2012, the incidence testing algorithm was based on laboratory results
from the same incidence assay, supplemented with behavioural information on ART use and clinical
information on viral suppression as a proxy measure for long-term infection.
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For the purposes of estimating HIV incidence in KAIS 2012, we used the following definition for recent
and long-term HIV infection.

* Recent infection: HIV antibody positive specimen that classified as a recent infection on the Limiting
Antigen (LAg) Avidity Enzyme Immunoassay, no reported history of ART use, and not virally
suppressed (defined as HIV RNA concentration <1,000 copies/mL).

* Long-term infection: HIV antibody positive specimen that classified as a long-term infection on the
LAg-Avidity EIA or reported history of ART use or virally suppressed.

For the purposes of comparing HIV incidence patterns between KAIS 2007 and KAIS 2012, we applied
the KAIS 2007 algorithm to the two survey years to ensure comparability across the two time points.

. It is important to note that the estimates presented for incidence patterns between KAIS 2007 and
KAIS 2012 will be higher than the estimate reported for 2012 using the KAIS 2012 algorithm (described
above) given the different case definitions for recent and long-term infection. For estimating incidence
patterns for KAIS 2007 and KAIS 2012, we used the following definition for recent and long-term

HIV infection:

* Recent infection: HIV antibody positive specimen that classified as a recent infection on the Limiting
Antigen (LAg) Avidity Enzyme Immunoassay and no reported history of ART use.

* Long-term infection: HIV antibody positive specimen that classified as a long-term on the LAg-
Avidity EIA or reported history of ART.

ThThis chapter presents estimates and patterns of HIV incidence among adults and adolescents

aged 15-64 years. In our incidence calculations we applied a mean duration of recent infection of 130
days (95% CI 118 to 142) at a normalized optical density cut-off of 1.5 per recommendations from

the LAg Avidity Enzyme Immunoassay developers. We also applied an assay false-recent rate (FRR)
of 1.8% (95% CI 0.3 — 3.3) using the 2007 incidence algorithm and 1.2% (95% CI 0.01 — 2.5) using the
2012 incidence algorithm. These FRRs were derived directly from a sub-sample of known long-term
infections in the KAIS 2007 and 2012 sample, respectively. All estimates were weighted to account for
sampling probability and non-response.

When interpreting these data, it is important to emphasise that the survey’s sample size was not large
enough to generate precise estimates of incidence at the national and sub-national level, as reflected in
the wide confidence intervals around the estimates presented. Further, though estimates were adjusted
for sampling probability, the confidence intervals may not have entirely accounted for the complex
survey design, limiting the accuracy of the values of the confidence intervals. Z-test statistics were
conducted to compare weighted estimates from KAIS 2007 and KAIS 2012 to determine if differences
were statistically significant. However, it is important to note that the study was not specifically
powered to detect changes in HIV incidence over time and across sub-groups. Despite this, the

relative changes observed in HIV incidence over time and across sub-groups are still important to help
understand the current epidemiologic trends in Kenya’s epidemic.

Appendix B provides sample sizes and 95% confidence intervals for estimates presented in this chapter.
Population estimates reported in this chapter were calculated by multiplying the number of persons

in the referent population based on 2012 projected population from the 2009 Kenya Population and
Housing Census and the estimated HIV incidence. HIV incidence was calculated based on the World
Health Organization’s recommended formula described by Welte and colleagues in their paper: “A
Simplified Formula for Inferring HIV Incidence from Cross- Sectional Surveys Using a Test for Recent
Infection” (AIDS Res Hum Retroviruses 2009. 25: 125-126). For the purposes of this analysis, HIV
incidence is expressed as the cumulative incidence or risk of incidence infections in a 12-month period,
which is a close approximation to the instantaneous incidence rate.
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Table 5.1: HIV incidence and estimated number of recent infections by sex and age among adults and adolescents aged 15-64 years,
KAIS 2012

— 2012 Estimated population of recent infection
Werll\Ilttlar(;cll‘ld(e‘E)r;%/e Cl) (women and men aged 15-64 years)
9 ° Weighted % (95% CI)*

Total 0.5(0.2-0.9) 106,000 (30,000 — 180,000)
Sex
Women 0.5(0.01-1.0) 53,000 (1000 — 106,000)
Men 0.5(0.1-0.9) 53,000 (9000 - 96,000)
Age group
(years)*
15-24 0.6 (0.1-1.1) 40,000 (4,000 - 75,000)
25-34 1.2 (0.4 -2.0) 70,000 (22,000 — 118,000)
35+ 0.02 (0-0.5) 2,000 (0 — 38,000)

In 2012, an estimated 106,000 persons were recently infected with HIV.

*The stratum-specific sum of the estimated number of recent infection does not equal to the total estimated number of recent infection due to survey weights.

In KAIS 2012, HIV incidence was estimated to be 0.5% (95% CI 0.2 - 0.9), representing approximately
106,000 persons (95% CI 30,000 — 180,000) who were recently infected with HIV in 2012. No differences
in HIV incidence were observed by sex. However, persons aged 25-34 years had the highest HIV
incidence, over twice the national level, at 1.2% (95% CI 0.4-2.0) in 2012.

Figure 5.1: Patterns in HIV incidence** among adults and adolescents aged 15-64 years by
sex, KAIS 2007 and KAIS 2012
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HIV incidence was stable between 2007 and 2012.

**Due to the evolving area of incidence estimation, the incidence testing algorithm applied in 2007 overestimated population incidence. However, for the purposes
of trend analysis, HIV incidence was compared using the same incidence testing algorithm in KAIS 2007 and KAIS 2012. Therefore caution should be used to
interpret this figure for trends only.

While the point estimates for persons aged 25-34 years suggest a decline from 2007 and 2012, this
change was not statistically significant. Among persons aged 15-24 years and persons aged 35 years
and older, HIV incidence does not appear to have changed over the past 5 years.
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Figure 5.2: Patterns in HIV incidence** among adults and adolescents by age group, KAIS
2007 and KAIS 2012
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HIV incidence appears to be the highest among persons aged 25-34 years.

**Due to the evolving area of incidence estimation, the incidence testing algorithm applied in 2007 overestimated population incidence. However, for the purposes
of trend analysis, HIV incidence was compared using the same incidence testing algorithm in KAIS 2007 and KAIS 2012. Therefore caution should be used to
interpret this figure for trends only.

While the point estimates for persons aged 25-34 years suggest a decline from 2007 and 2012, this
change was not statistically significant. Among persons aged 15-24 years and persons aged 35 years
and older, HIV incidence does not appear to have changed over the past 5 years. Of note is that HIV
incidence in 2012 among those aged 35 years and older was much lower using the 2012 algorithm (0.02)
compared to the 2007 algorithm (0.4). This discrepancy can be explained by addition of viral load in the
2012 incidence algorithm, where persons who tested recent on the assay but were virally suppressed
were re-classified as long-term infection in the final results; hence lowering the incidence estimate

for 2012.

5.3 Gaprs AND UNMET NEEDS

The incidence testing algorithm applied in KAIS 2007 and KAIS 2012 relied on self-reported data on ART use,
which may not have been accurately reported by participants. Biologic testing of HIV-positive samples for the
presence of antiretroviral drugs will help to determine the level of reporting bias and resulting impact on the
accuracy of the HIV incidence estimates.

Data on viral load and ART in an incidence testing algorithm is important for improving the accuracy of HIV
incidence estimates. It is recommended that HIV-positive specimens from 2007 be tested for viral load for more
accurate estimate of HIV incidence in 2007 and comparison to 2012.

Because the number of recent infections detected in KAIS 2012 was small, we were unable to determine risk
factors for recent infection. Application of incidence testing algorithms in high HIV prevalence settings may
yield higher number of recent infections for which risk factor analysis can be conducted to inform targeted
prevention planning.
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KNOWLEDGE, ATTITUDES
AND BELIEFS ABOUT
HIV/AIDS

6.1 KEY FINDINGS

e Approximately half (57.2% of women and 49.7% of men) were aware that HIV can be transmitted from
mother-to-child during pregnancy.

e While 90.3% of men knew where to obtain a condom, 73.9% of women knew where to obtain a condom.

e OQverall, 66.2% of adults aged 15 to 64 agreed that children aged 12 to 14 should be taught about using a
condom to avoid HIV.

® Risk perception continued to be low, with 80.9% of men and 68.8% of women perceiving themselves to be at
“no” or “small” risk of getting HIV infection.

e The HIV prevalence among persons who perceived themselves to be at no or at small risk of acquiring HIV
infection ranged from 2.1% to 3.5%. There was a clear relationship between risk perception and HIV infection,
with rates of infection rising with an increasing perceived level of risk.

®* Only 44.5% of respondents overall were willing to use female microbicides, and 48.3% overall were willing to
use pre-exposure prophylaxis. In total, 70.7% of respondents were willing to use a HIV home self-test kit.

6.2 INTRODUCTION

Correct knowledge of HIV and perceptions of personal risk for HIV infection are essential for making
behavioural choices that reduce risk of acquiring and transmitting HIV. For more than 15 years,
educational campaigns in Kenya have aimed to disseminate information about the disease, how it is
acquired, and how to prevent new infections.

Innovations are also currently being explored to expand HIV prevention efforts in Kenya.
It is important to understand community acceptability of these new interventions in order to tailor
communication efforts and enhance the reach of these interventions.

This chapter summarises data on knowledge, attitudes and beliefs about HIV/AIDS and examines
factors associated with knowledge of HIV transmission, perceptions of risk of HIV, and acceptability of
new HIV prevention interventions.

Appendix B provides sample sizes and 95% confidence intervals for estimates presented in this chapter.
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6.3 KNowLEDGE oF HIV/AIDS

Nearly all (99.0%) respondents aged 15 to 64 years reported having heard of an infection called HIV, the
virus that causes AIDS.

Figure 6.3a: Correct knowledge of HIV transmission among women and men aged 15-64 years
who had heard of HIV/AIDS, KAIS 2012
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Nearly half of respondents believed that a partner of a HIV-infected person is always HIV-infected.

Among those who had heard of HIV, 43.7% of women and 49.8% of men incorrectly believed that if a
man or a woman has HIV, his/her partner always has HIV. The majority of men and women, 90.2% and

88.3% respectively, had correct knowledge that it is possible for a healthy-looking person to have the
AIDS virus.

Figure 6.3b: Correct knowledge of mother-to-child transmission of HIV among women and
men aged 15-64 years who had heard of HIV/AIDS, KAIS 2012
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Nearly half of respondents were unaware that HIV can be transmitted from mother-to-child during pregnancy, though
knowledge of mother-to-child transmission during delivery and breastfeeding was substantially higher.

Only 57.2% of women and 49.7% of men correctly answered that HIV can be transmitted from

mother to child during pregnancy, but a higher proportion of both women and men (78.3% and

75.1%, respectively) were aware that HIV can be transmitted from mother-to-child during delivery.
Breastfeeding was recognized as a mode of transmission from mother-to-child by 87.3% of women and

86.4% of men. Knowledge on transmission through breastfeeding remained similar between 2007 and
2012 KAIS.
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Figure 6.3c: Knowledge on antiretroviral drugs among women and men aged 15-64 years,

KAIS 2012
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Nine out of ten respondents had heard of antiretroviral drugs.

Total

Overall, 89.1% of women and 92.4% of men had heard of antiretroviral drugs that HIV infected persons
can take to help them live longer.

Figure 6.3d: Knowledge of condom availability among women and men aged 15-64 years,

KAIS 2012
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While the majority of KAIS respondents knew of a place to get condoms, fewer women were aware of a place to get
condoms than men.

When asked whether they know a place where a person can get a condom, only 73.9% of women knew

where to get a condom compared to 90.3% of men. Of note, this includes any type of condom, including
both male and female condoms.

Kenya AIDS Indicator Survey 2012
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Figure 6.3e: Opinion on teaching children about condom use among adults and adolescents
aged 15-64 years by level of education, KAIS 2012
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About one-third of adolescent and adult respondents agreed that children aged 12-14 years should be taught about using
condoms to avoid HIV.

When asked if children aged 12 to 14 year should be taught about using a condom to avoid HIV,
respondents who had no primary education had lower rates of agreement with educating children
about condoms (48.6%) while those with other educational levels were fairly consistent in their support
(61.9% — 68.3%). The level of agreement did not differ by sex or residence (data not shown).

Figure 6.3f: Knowledge of special drugs available that reduce the transmission of HIV from
mother-to-child among women and men aged 15-64 years, KAIS 2012
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Only two in every three men, compared to three in every four women, were aware that special drugs can be given to an
HIV-infected woman to reduce the risk of HIV transmission to a baby.

Knowledge of special drugs that can be given to a woman infected with HIV to reduce the risk of
transmission to her baby was relatively low, with only 73.6% of women and 65.8% of men aware that
such drugs are available.

' Secondary+ includes any years of secondary schooling whether completed or not.
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6.4 PerceIveD Risk oF HIV INFECTION

This section examines individuals’ self-perception of risk for HIV infection, allowing them to categorize
their risk as no risk, small, moderate, or great. Respondents were also able to indicate that they did
not know their risk. Those who replied that they were already HIV-infected were excluded from

subsequent questions regarding reasons for level of self-perceived risk.

Figure 6.4a: Perceived risk of HIV infection among women and men aged 15-64 years,

KAIS 2012
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The majority of respondents viewed themselves to be at small or no risk of HIV infection.

Overall, the majority of women and men perceived themselves to be at no (35.3% women; 39.6% men)
or small (33.5% women; 41.3% men) risk for HIV infection. A smaller proportion (9.4% of women and
7.9% of men), perceived themselves to be at moderate risk, while 4.4% of women and 3.8% of men
believed themselves to be at great risk. Overall, 14.5% of women and 6.2% of men were unable to
classify their risk (responding “don’t know”), while 2.8% of women and 1.3% of men responded that

they already had HIV.
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Figure 6.4b: HIV prevalence among women and men aged 15—-64 years by perceived risk of
infection, KAIS 2012
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The highest HIV prevalence was seen among women and men who perceived themselves at great risk of HIV infection.

In general, there was a clear relationship between infection with HIV and perceived level of risk.
Those who perceived themselves to be at no risk had the lowest prevalence, at 2.1%. Respondents
who classified themselves at small risk had an overall prevalence of 3.5%. Among those perceiving
themselves at moderate risk there was notable difference between the sexes, with women having a
prevalence of 6.7% and men at 3.8%. Those seeing themselves at great risk had the highest prevalence
rates, with 8.8% among women and 9.7% among men. People who were unable to classify their risk
(“don’t know”) had an overall prevalence of 5.8%. Nationally, HIV prevalence in 2012 was 6.9% and
4.4% among women and men aged 15-64 years respectively.

Figure 6.4c: Reasons given for perceiving no or small risk of HIV infection among women and
men aged 15-64 years, KAIS 2012
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The most commonly cited reason for perceiving no or small perceived risk of HIV infection was having only one sex
partner, followed by not having sex.

Having only one partner was the most commonly reported reason for perceiving oneself to be at no or
small risk of HIV infection among both women and men, 50.9% and 46.2% respectively. Reporting not
having sex was the next most common reason, at 33.5% among women and 27.4% among men. The
third most common reason for self-perceived low risk among women was the belief that their partner

had no other sex partners, at 11.6%. The next most common reason for self-perceived low risk among
men was the use of condoms, at 15.4%.
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Figure 6.4d: Reasons given for having moderate or great risk of HIV infection among women
and men aged 15-64 years, KAIS 2012
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The most common reasons for perceiving oneself to be at moderate or great risk of HIV infection were having more than
one partner (men) and one’s partner having additional sex partners (women).

Among respondents who reported having a moderate or great perception of HIV risk, the reason

most commonly cited by women was that their partner has other sex partners (27.9%), while the

reason described most frequently by men was having more than one sex partner (29.6%). Only 8.1%

of women described having more than one sex partner as a reason for perceiving moderate-to-great
risk. Furthermore, only 5.9% of men cited the belief that their partner has other sex partners as a reason
for being at moderate-to-great risk. Both women and men (19% overall) cited not using condoms as a
reason for their self-perceived elevated risk. “Other reasons” represented nearly 50% of responses—
many of these could be characterized as lack of trust in one’s partner, concern that a partner might be
unfaithful, and a number of concerns about non-sexual modes of transmission such as accidents or
exposure to sharp objects (data not shown).

Data in Context: Understanding acceptability is key to the introduction of new
HIV interventions

The field of HIV prevention and treatment is dynamic, with new tools continually becoming available. Scientific
validation of these tools through laboratory and clinical trials is critical. However, understanding acceptability is also
important as it will ultimately determine the uptake and ability of these new methods to affect the HIV epidemic.
Three questions were included in KAIS 2012 to begin to explore the acceptability of several novel tools—female
microbicide, use of pre-exposure prophylaxis and HIV home self-testing kits. One question in a long survey provides
only a small window into the complex issues of acceptability, but further analysis of respondents’ interest in these
new tools will be critical in guiding their introduction if they are to become available.

6.5 WiLLINGNESS TO Use FEMALE MICROBICIDE

There are continual efforts to introduce innovations in HIV prevention. One new biomedical prevention
method that could become available in the future is the use of female microbicides. Female microbicides
can be creams, gels or films placed inside the vagina in order to reduce the chance of infection with
organisms such as HIV or other sexually transmitted infections. Effective microbicides to protect against
HIV infection are not currently on the market; however in the future, an effective woman-controlled
prevention method could offer important advantages.
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Figure 6.5a: Willingness to use female microbicides among women and men aged 15-64 years
who did not report themselves as HIV-infected, KAIS 2012
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Less than half of respondents would be willing to use a female microbicide before sex to reduce the chance of getting
HIV infection.

Respondents were asked about their willingness to use a medication that could be put into a woman’s
vagina before she has sex to reduce her chances of getting HIV infection. Only 44.4% of women and
44.6% of men indicated that they would be willing to use a female microbicide were it to be available.
Almost 10% of both women and men reported that they were unsure.

Figure 6.5b: Willingness to use female microbicides among women and men aged 15-64 years
who did not report themselves as HIV-infected by level of education’, KAIS 2012
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Both women and men with no primary education were less willing than more educated women and men to use female
microbicides if made available.

Willingness to use a medication that could be put into a woman’s vagina before she has sex to reduce
her chances of getting HIV infection was lower among respondents who had no primary education,
at 23.3% among women and 21.8% among men compared to women and men in higher education
levels. No differences in willingness to use this method were observed among women and men who
reported incomplete primary, complete primary, and secondary or higher education.

"Secondary + includes any years of secondary schooling whether completed or not.
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Figure 6.5c: Willingness to use female microbicides among women and men aged 15-64 years
who did not report themselves as HIV-infected by marital status, KAIS 2012
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Separated or divorced women, along with married or cohabiting polygamous men and single men were the most willing to
use female microbicides.

Among women, those who were separated/divorced showed the highest willingness to use female
microbicide (52.1%). Men in polygamous union (married/cohabiting) displayed the highest willingness
to use female microbicide (51.3%), though interest among women in polygamous unions was lower, at
44.6%. Men who had never married were also interested in microbicide use (47.3%). Widowed women
were the least willing to use female microbicide (33.8%) if it were to be made available, while 53.2% of
widowed men indicated willingness to use this method.

6.6 WILLINGNESS TO USe PRE-EXPOSURE PROPHYLAXIS

Pre-exposure prophylaxis (PrEP) is the administration of antiretroviral therapy to HIV-uninfected
persons to reduce their chance of acquiring HIV. While the possible uses of PrEP demand further study,
such a prevention tool could provide an important option particularly for high-risk populations.

Respondents were asked about their willingness to use PrEP, a medication which, if taken orally every
day, can reduce a person’s chances of getting HIV infection, were it to be available. Among women,
45.9% responded affirmatively while 50.8% of men were willing to take such a medication. Overall,
8.2% of respondents were unsure whether such an option would be acceptable to them.
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Figure 6.6a: Willingness to use pre-exposure prophylaxis among women and men aged 15-64
years who did not report themselves as HIV-infected by level of education’, KAIS 2012
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Respondents with no primary education were less willing to use pre-exposure prophylaxis to prevent HIV infection.

Willingness to use PrEP was lowest among respondents with no primary education, at 25.0% overall.
Those who had completed primary education displayed the greatest willingness to use this medication
were it to be available, at 50.3% among women and 52.7% among men.

Figure 6.6b: Willingness to use pre-exposure prophylaxis among women and men aged 15-64
years who did not report themselves as HIV-infected by marital status, KAIS 2012
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Widowed men and married or cohabiting polygamous men were most likely to be willing to use pre-exposure prophylaxis.

Widowed women were the least willing to consider using of PrEP (31.6%) if it were to made available,
while 58.2% of widowed men indicated willingness to use this medication. Polygamous married/
cohabiting men also displayed high willingness to use PrEP (57.1%) though interest among women in
polygamous unions was lower, at 45.9%. Willingness to use PrEP was slightly higher among men in all
categories of marital status, except among married or cohabiting monogamous persons where it was
approximately equal (48.2% among women compared to 47.4% of men). Interest in PrEP among women
was highest among those who were separated or divorced (51.7%).

1 Secondary + includes any years of secondary schooling whether completed or not
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6.7 WiLLINGNESS TO Use AN HIV HoMmE SELF-TEsTING KiT

HIV home self-test kits would present an option to increase the availability of HIV testing in Kenya,
particularly for people who have avoided existing testing venues due to fear or stigma. HIV home self-
test kits would use a rapid test kit format, in which results would be available to the tester in a matter of
minutes and testers would be encouraged to seek confirmation of any positive result at a health facility.
HIV negative persons would be encouraged to re-test at an appropriate interval. HIV home self-test kits
have limited availability in Kenya (e.g., private clinics or select pharmacies), and a number of logistic
and distribution issues would need to be considered before they become mainstream. It is important to
understand community acceptability of this testing option before pursuing its implementation.

Figure 6.7a: Willingness to use an HIV home self-test kit among women and men aged 15-64
years who did not report themselves as HIV-infected, KAIS 2012
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Fewer women (67.3%) than men (74.1%) were willing to use an HIV self-test kit in private or at home if such a kit
were available.

It was explained to respondents that an HIV self-test kit is a method where people can test for HIV in
private or at home. Overall, 70.7% of respondents would be willing to use such a kit if it were to be
available to them (data not shown). More men (74.1%) than women (67.3%) indicated willingness to use
an HIV self-test kit.
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Figure 6.7b: Willingness to use an HIV home self-test kit among women and men aged 15-64
years who did not report themselves as HIV-infected by level of education’, KAIS 2012
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Women and men with no primary education showed the least willingness to use an HIV home self-test kit.

Women and men with no primary education were the least willing to use an HIV home self-test
kit; 37.4% of women and 49.0% of men indicated a willingness to use a self-test kit. Men at every
educational level showed slightly higher rates of willingness to use a HIV home test kit than women.

Figure 6.7c: Willingness to use an HIV home self-test kit among women and men aged 15-64
years who did not report themselves as HIV-infected by marital status, KAIS 2012

90
80
70
60
50
40
30
20
10

0

Percent (%)

®\Women = Men

76.5 80.7
i 74.2 73.8 '
70.7 70.5
| 66.0 69.2
60.2
] I 54.9
Never married/never Married/cohabiting - Married/cohabiting - Separated/divorced Ever widowed

cohabited monogamous polygamous

Widowed women (54.9%) were the least willing to use an HIV home self-test kit, while widowed men (80.7%) were the
most willing.

Widowed women were the least willing to use an HIV home self-test kit (54.9%) if it were to be made
available, while interest in the test kit was highest among widowed men (80.7%) followed closely by
separated or divorced men (76.5%). Among women, willingness to use the HIV home self-test kit was
highest among married or cohabiting monogamous women (70.7%), followed by separated or divorced
women (70.5%). Willingness to use HIV home self-test kits was slightly higher among men in all
categories of marital status.

"Secondary + includes any years of secondary schooling whether completed or not.
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6.8 Gaprs AND UNMET NEEDS

¢ Nearly half of respondents did not know that HIV can be transmitted during pregnancy and nearly one-quarter of
respondents were unaware of transmission during delivery. Additionally, more than one-quarter of women and
over one-third of men were unaware that drugs are available to reduce mother-to-child transmission. Improved
outreach and education on these topics is critical to eliminate mother-to-child transmission.

®* The maijority of respondents, male and female, continue to see themselves at no or low risk for HIV infection.
The most commonly cited reason for low risk perception was only having one sex partner, though this may
provide little protection if monogamy is not mutual. The detection of HIV infection among persons with low
perceived risk illustrates the need for prevention interventions that improve the understanding of risk factors
for HIV.

e Two-thirds of respondents agreed that adolescents should be taught about condom use, highlighting an
opportunity to further pursue this educational strategy aimed at youth.

e Willingness to use novel interventions, including both microbicides and pre-exposure prophylaxis, was mixed;
with willingness rarely rising above 50% in any respondent category. Respondents were more open to using
an HIV home self-testing kit, with more than two-thirds of adults reporting that they would be willing to use one
if it were to become available. It is clear that well-researched communication efforts will be needed to educate
people and promote acceptance if these tools are to be introduced.
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HIV TESTING

71 KEey FINDINGS

e OQverall, 71.3% of adults and adolescents aged 15-64 years reported that they had been tested for HIV at least
once in their lifetime; 55.7% of these reported being tested within the past 12 months.

® The proportion who had ever been tested for HIV was higher among women than men (79.8% versus 62.5%
respectively) and among women, reached the national testing goal of 80.0%. Among respondents who had
never been tested for HIV, 37.0% of women and 47.0% of men indicated that they did not seek testing because
of low self-perceived risk for HIV infection.

e Sixty-six percent of respondents who visited a health care facility in the past 12 months were not offered HIV
testing. Among those offered testing, acceptance rates were high.

e Among survey participants aged 15—64 years who had never been tested for HIV, 81.9% accepted home-based
HIV testing and counselling services in the survey.

7.2 INTRODUCTION

HIV testing and counselling is a critical component of the control of the HIV epidemic and essential to
reduce HIV-related morbidity and mortality. Knowledge of HIV status allows HIV-infected persons to
access life-saving HIV care and treatment and provides an opportunity for HIV prevention counselling
to reduce HIV transmission risk among both HIV-infected and HIV-uninfected persons.

The government of Kenya has established the goal of having at least 80.0% of adolescents and adults
tested for HIV at least once by 2013. In this chapter, we present information on HIV testing among
women and men aged 15 to 64 years and identify socio-demographic disparities and barriers to testing.
Of note, the results presented for HIV testing do not imply that 100% of persons tested received their
test result back. HIV testing data for children aged 18 months to 14 years are found in Chapter 12 in this
report.

Appendix B provides sample sizes and 95% confidence intervals for estimates presented in
this chapter.
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7.3 HIV TesTING BEHAVIOUR

Figure 7.3a: Ever been tested for HIV among women and men aged 15-64 years, KAIS 2007 and

KAIS 2012
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Overall, the proportion of women who had ever been tested for HIV almost doubled from 2007 to 2012, nearly reaching
the national HIV testing goal of 80%. Testing among men has more than doubled, but remained lower than women in 2007

and 2012.

The proportion of women and men who had ever been tested for HIV increased significantly from
34.3% in 2007 to 71.3% in 2012. Although there was a marked increase in testing coverage from 2007 to
2012 for both women and men, the increase was much more pronounced in men (25.1% to 62.5%) than
in women (41.2% to 79.8%). The higher proportion of female testers compared to male testers is likely
a result of expanded testing through the prevention of mother-to-child transmission of HIV program:s,
which provide free, opt-out testing to all pregnant women. To reach the national HIV testing goal of
80.0%, an additional 18% of men will need to be tested.

Figure 7.3b: Ever tested for HIV among women and men aged 15-64 years by residence,

KAIS 2012
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Higher proportions of women and men living in urban areas had tested than those in rural areas.

Higher HIV testing proportions were observed among urban residents (79.3%) than among rural
residents (66.6%). Testing proportions were higher among women compared with men in both urban
(86.4% women; 72.5% men) and rural (76.1% women; 56.3% men) areas. HIV testing coverage among
women in urban areas had surpassed the national HIV testing goal of 80%.
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Figure 7.3c: Ever tested for HIV among women and men aged 15-64 years by region,
KAIS 2012
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The proportion of testers was highest in Nairobi and lowest in the Eastern North region. Nairobi and Nyanza have achieved
the 80% national HIV testing goal. HIV testing was higher among women than men in all the regions

The proportion of adults who have ever been tested for HIV varied across regions, with the highest
rate in Nairobi (84.1%) and the lowest in Eastern North (63.1%). In Nyanza, the region with the highest
HIV prevalence in the country, 79.9% of persons had ever been tested for HIV. More women than men
had ever been tested for HIV across all regions, surpassing the national testing goal of 80% in Nairobi,
Nyanza, Coast, and Eastern South regions.

Figure 7.3d: Ever tested for HIV among women and men aged 15-64 years by wealth
index', KAIS 2012
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Poorer women and men reported lower rates of HIV testing compared with wealthier women and men.

Persons in the lowest wealth quintile had the lowest proportion of testers, at 61.3%, and persons the
highest wealth quintile had the highest proportion of testers, at 81.5%. Across all wealth quintiles,
testing was significantly higher among women compared with men.

' The wealth index was a composite measure of the living standard of a household, calculated using data on a household’s ownership of
selected assets, materials used for housing construction, water access, and sanitation facilities. The wealth index placed households on a
continuous scale of relative wealth using principal component analysis. Individuals were ranked according to the score of the household in

which they resided and the sample was divided into five groups, each with equal number of individuals (quintiles), ranging from lowest to
highest level of wealth.
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Figure 7.3e: Ever tested for HIV among women and men aged 15-64 years by age group, KAIS
2012
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The highest testing rates were among women and men between the ages of 25 and 34 years.

Peak HIV testing proportions were observed among persons aged 25 to 29 years, at 85.2%, and 30 to
34 years, at 83.2%. The lowest testing proportions occurred among youth aged 15 to 19 years at 49.8%
and older adults aged 60 to 64 years, at 48.3%. Women had higher testing proportions than men across
all age groups except for older adults aged 60 to 64 years, among whom 46.4% of women and 49.9% of
men reported ever having tested for HIV.

Figure 7.3f: Ever tested for HIV among women and men aged 15-64 years who ever had sex by
marital status, KAIS 2012
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Men and women who had never married or cohabited had the lowest testing rates compared with persons in other
categories of marital status.

Overall, 86.9% of adults and adolescents aged 15-64 years had ever had sex (88.0% among women and
85.7% among men). Among persons who had ever had sex, HIV testing was lowest among those who
had never been married or cohabited, at 59.5%. For men, testing was fairly consistent for those who
were married in monogamous relationships (66.2%), married in polygamous relationships (65.1%),
separated or divorced (67.2%), or widowed (68.8%). Among women, testing was highest among those
who were married in monogamous relationships (87.9%) and those who were separated or divorced
(58.5%). Women had significantly higher testing proportions than men in all categories of marital status
except for the widowed category where testing was similar at 73.0% among women and 68.8%

among men.
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Figure 7.3g: Ever been tested for HIV among women and men aged 15-64 years by level of
education,? KAIS 2012
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The highest testing rate was among women and men who had completed primary and secondary education.

In general, HIV testing increased with increasing level of education. HIV testing was lowest for persons
reporting no primary education at 55.4% and incomplete primary at 63.7%, with testing higher among
women than men. In contrast, testing was higher for women and men who reported completing

primary school (72.3%) or having secondary or higher education (74.0%). Testing for women was higher
than for men across all levels of education.

Figure 7.3h: HIV prevalence among women and men aged 15-64 years by testing status,
KAIS 2012
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HIV prevalence was significantly higher among those who had ever been tested compared with those who had never been
tested for HIV.

Among persons who had ever been tested for HIV, HIV prevalence was higher among women (7.9%)
compared with the national adult female prevalence (6.9%); prevalence was also higher among men at

5.5% compared with the national male prevalence of 4.4%. The HIV prevalence among persons who
had never been tested was low at 2.5%.

2 Secondary+ includes any years of secondary schooling whether completed or not.
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Progress: HIV testing coverage

Significant progress has been made over the past five years by the National HIV Programme to improve HIV testing
coverage in the country overall. Key to this success was the implementation of the revised national guidelines on
HIV testing and counselling in 2008, which focused on bringing testing services to the client rather than relying on
the client to initiate services. New strategies have helped to greatly increase access to and acceptance of testing,
including provider-initiated testing and counselling (PITC) in health facilities, routine testing in prevention of mother-
to-child transmission (PMTCT) of HIV programs, home-based testing and counselling in the community, mobile
testing, and annual testing campaigns aimed at testing large numbers of persons in a short period of time, also
referred to as rapid results initiatives. Among the 6.8 million HIV tests conducted in 2012, PITC in outpatient settings
and inpatient wards was the most common testing strategy, representing 42.7% of all tests conducted, with a further
19.1% carried out in antenatal clinics for PMTCT; traditional voluntary counselling and testing accounted for 38.2%
of tests conducted that year.

7.4 TESTING EXPERIENCES

In this section we assess the timing of respondents’ most recent HIV test, access to different testing

modalities, the location where the last HIV test was conducted, and reasons cited for never having been
tested for HIV.

Figure 7.4a: Time between most recent HIV test and KAIS interview among women and men
aged 15-64 years who had ever tested for HIV, KAIS 2012
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More than half of women and men reported having their last HIV test within the past 12 months.

Among those who had ever tested for HIV, 20.8% of women and 19.1% of men were tested in the three
months prior to interview. In addition, 16.6% of women and 16.4% of men who had ever tested had
tested three to five months prior to interview, and 18.9% of women and 19.5% of men who had ever
tested had tested six to eleven months before the interview. This means that over half of testers (56.2%
of women and 55.0% of men) had tested within the 12 months prior to participating in KAIS.

One-quarter of testers (25.7% of women and 25.0% of men) had been tested in the past 12 to 24 months.
Female testers were slightly more likely to have been tested two or more years ago (19.4%) than were
male testers (17.1%). The majority of testers (85.4% of women and 82.0% of men) reported that their
HIV test was conducted in a public facility compared with other testing locations (data not shown).
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Figure 7.4b: Location of last HIV test among women and men aged 15-64 years, KAIS 2012
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The most common testing location for the last HIV test for both women and men was hospital outpatient clinics.

Overall, 44.3% of adults who had ever tested for HIV reported that their last HIV test had been
conducted in a hospital outpatient clinic. It is assumed that these tests were provided in the context

of provider initiated testing and counselling. The second most frequently reported location for the

last HIV test was mobile VCT, with 11.9% of women and 20.7% of men reporting that they had tested
there. Antenatal or maternal clinics represented 12.5% of the last HIV test location. Testing in inpatient
hospital wards and at home testing accounted for 2.3% and 4.6% of testing locations respectively. Other
locations included TB clinics, sexually transmitted infection clinics, blood donation centers, family
planning clinics, and voluntary male medical circumcision clinics; together representing 6.4% of the
testing locations where the last HIV test occurred.

Figure 7.4c: Patients visiting a health facility in the past 12-months who were offered HIV
testing by a health provider among women and men aged 15-64 years, KAIS 2012
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Among those individuals who visited a health facility within the past 12 months, a third was offered an HIV test. Acceptance
rate among those offered an HIV test was very high.

According to the national HIV testing guidelines for Kenya, HIV testing should be routinely offered to
persons visiting health facilities in Kenya. In 2012, 40.8% of persons had visited a health facility within
the past 12 months. Among persons who visited a health facility within the past 12 months, 34.5% were
offered an HIV test. Overall, acceptance of HIV testing among those who were offered a test was high
(91.5%). Although a greater proportion of women were offered an HIV test than were men (41.0% and
25.8% respectively), there was little difference in acceptance rates between men and women (92.7%
versus 89.0%) (data not shown).
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Figure 7.4d: Ever been tested for HIV with last sexual partner among sexually active women
and men aged 15-64, KAIS 2012
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About a third of women and men had ever been tested for HIV with their last sexual partner.

Couples’ testing has been shown to decrease HIV transmission and acquisition within a couple’s
relationship. Overall, 31.5% of sexually active women and men had ever been tested for HIV with their
last sexual partner, with more women (33.7%) than men (29.4%) reporting couples testing.

Figure 7.4e: Reasons for not testing for HIV with last sex partner in the past 12 months among
sexually active women and men aged 15-64 years, KAIS 2012
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The most common reason cited for not testing for HIV with the last sexual partner was “We’ve never discussed it”.

Among sexually-active individuals who reported not testing for HIV with their last sexual partner in
the past 12 months, the most common reason reported by men (64.1%) and women (66.9%) was that
they had not discussed HIV testing with their partner. A total of 14% of women reported that they
had asked their partner but he refused, compared with 2% of men. Six percent of women and 8.6% of
men reported that they had discussed testing but decided not to. In addition, 3.3.% of men and 6.3%
of women reported that they already knew their status. Less than 1% reported that they did not know
where to get couples testing.
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Figure 7.4f: Ever been tested for HIV using an HIV self-testing kit among women and men
aged 15-64 years, KAIS 2012
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A small proportion of women and men aged 15—-64 years had ever tested for HIV using an HIV home testing kit.

In Chapter 6 we reported on willingness of Kenyans to use an HIV home testing kit. Here we report on
actual usage of HIV home testing kits. Only 3.5% of Kenyan adults have ever been tested for HIV using
an HIV home testing kit, likely due to limited availability of this device, currently available in some

private health facilities and pharmacies. However, significantly more men (5.2%) reported use than
women (2.3%).

7.5 REASONS FOR NOT TESTING

Understanding barriers to HIV testing is helpful for increasing the uptake of testing. In this section,
we restricted analysis to the 28.4% of adults who had never been tested for HIV.

Figure: 7.5a Reasons? for not testing for HIV among women and men aged 15-64 years who
had never been tested, KAIS 2012
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The greatest barrier to HIV testing among women and men aged 15-64 years was low risk perception.

Among women and men aged 15 to 64 years who had never been tested for HIV, the most commonly
reported reason cited for never having been tested for HIV was “don’t need test or low risk for HIV
infection”, reported by 36.7% of women and 46.7% of men. The second most common reason reported
for never having been tested for HIV was “never been offered” an HIV test, reported by 17.5% of

women and 16.3% of men. Further, 15.0% of women and 7.4% of men said that they had no knowledge
about HIV testing.

3 Responses are not mutually exclusive.
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7.6 UprTAKE OF HOME-BASED TESTING AND COUNSELLING

Figure 7.6: Percentage of study participants aged 15-64 years who had never been tested for
HIV who accepted home-based counselling and testing services in the survey, KAIS 2012
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Over 80% of survey participants who had never been tested for HIV accepted home-based testing and counselling
services in KAIS 2012.

Among participants who had never been tested for HIV, 83.2% of women and 81.3% of men accepted
home-based testing and counselling (HBTC) services in the survey. Acceptance rates for HBTC were
above 80.0% for all age groups except those aged 20 to 34 years, for whom acceptance rates ranged from
75.9% to 79.3%. There were no significant differences in HBTC acceptance rates for women and men
across age groups.

1.7

Gaprs AND UNMET NEEDS

*  One-third of men aged 15 to 64 years had never been tested for HIV. New strategies to increase HIV testing
need to be explored, particularly in rural areas, where testing proportions reached only 56.0% among men.

* The large proportion of adults who had never been offered HIV testing at a health facility highlights the need to
increase assess to provider-initiated HIV testing and counselling and to ensure the availability of test kits at low
or no cost.

* HIV testing and counselling services provided to couples holds significant potential for reducing new HIV
infections in the country. However, only one-third of sexually active adults had ever tested for HIV with a sexual
partner. New strategies are needed to create awareness and education around the importance and benefits of
knowing the status of sexual partners through couples testing.
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KNOWLEDGE AND
DISCLOSURE OF HIV
STATUS

8.1

8.2

KEy FINDINGS

Overall, slightly more than half (53.1%) of persons found to be HIV-infected in KAIS 2012 did not know that
they were infected. A greater proportion of men than women were unaware of their infection (61.9% and 47.8%
respectively).

About two-thirds of HIV-infected persons who were aware of their infection had disclosed their HIV status to
their last sex partner.

Slightly over half (53.5%) of persons reported that they were aware of their partners’ HIV status, but only about
half (57.7%) of these had correct knowledge of their partner’s actual HIV infection based on laboratory results
from the survey.

Persons reporting partners from casual relationships were more likely to report partners of unknown HIV status
(85.7%) than were persons with partners in married or cohabiting relationships (66.9%) or non-cohabiting
girlfriend/boyfriend relationships (74.8%).

Persons who reported never having been tested for HIV were more likely to have a sexual partner of unknown
HIV status than persons who said that they had been tested for HIV.

INTRODUCTION

HIV-infected persons who know their HIV status can benefit from lifesaving care and treatment
services, including daily co-trimoxazole (an antibiotic that prevents many common opportunistic

infections that affect people with advanced HIV), antiretroviral therapy (ART), and other HIV-related
primary care services. In addition, HIV-infected persons who know they are infected are less likely to
engage risk behaviours. Couples in HIV discordant relationships (where one person is HIV-infected
and the other person is HIV-uninfected) have a reduced chance of transmission if both members of
the couple know their HIV status and are counselled and treated appropriately. This chapter presents
findings on knowledge of HIV status and disclosure of HIV status to sexual partners.

Appendix B provides sample sizes and 95% confidence intervals for the weighted estimates presented
in this chapter. Population estimates reported in this chapter were calculated using un-normalized
survey weights that were reflective of the 2012 projected population data in the 2009 Kenya Population
and Housing Census. Detailed methods used for calculating population estimates are described in
Appendix A.

8.3 KNowLEDGE oF HIV INFECTION

Since 2007, there has been significant expansion of HIV testing strategies to increase the number of
persons tested for HIV that has resulted in an increase in the number of persons who know their HIV
status. Knowledge of HIV infection has important implications for HIV prevention, particularly in
reducing high risk sexual behaviour with sexual partners. In this section we assess knowledge of HIV
infection among respondents who were found to be HIV-infected in KAIS 2012.
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Data in Context: Self-Reported HIV Status Based on Most Recent HIV Test and KAIS
2012 HIV Test Results

In KAIS 2012, 98.4% of participants were willing to share the results of their last HIV test. Self-reported HIV status
allows us to compare individuals’ reported HIV status to their actual HIV status based on laboratory testing results
in the KAIS 2012. The following categories are used in this report:

e Self-reported HIV positive: respondent reported that he/she had ever been tested for HIV and that the most
recent HIV test result was positive.

e Self-reported HIV negative: respondent reported that he/she had ever been tested for HIV and that the most
recent HIV test result was negative.

e HIlV-infected: respondent consented to testing in KAIS 2012 and the laboratory-based result was positive.

e HIV-uninfected: respondent consented to testing in KAIS 2012 and the laboratory-based result
was negative.

Figure 8.3a: Self-reported HIV status among HIV-infected persons aged 15-64 years,
KAIS 2012
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Over half of HIV-infected persons did not know they were infected.

Among all HIV-infected persons in the KAIS 2012, 46.9% self-reported positive based on their last
HIV test. This was an improvement from KAIS 2007, when only 16.0% of HIV-infected persons had
correct knowledge of their HIV-positive status. Overall, 36.8% of HIV-infected persons self- reported
negative. The high proportion of HIV-infected persons who self-reported negative may reflect denial
or reluctance in reporting HIV positive status, lack of understanding of laboratory test results, or HIV
infection after the last reported HIV test. The remaining 16.3% reported that they had never been tested
for HIV or had been tested but never received their test results. Women were just as likely as men to
self-report negative (36.6% vs. 36.7% respectively). However, more women than men self-reported
positive (52.2% vs. 38.0% respectively). Overall, 53.2% of HIV-infected persons aged 15 to 64 years did
not know they were HIV-infected because they had never been tested, had been tested but had not
received results, or believed themselves to be HIV-uninfected based on their last HIV test result.

Based on KAIS 2012 findings, an estimated 1,192,000 persons are living with HIV in Kenya. Of these,
633,000 were unaware of their HIV status, including an estimated 353,000 women and 280,000 men.
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Figure 8.3b: Self-reported HIV status among HIV-infected women aged 15-64 years by age
group, KAIS 2012

m Self-reported HIV positive Self-reported HIV negative m Never tested/received results
120 ~
L
80 A
05 5 16.5
27.5 i 25.9
60 - i
42.0
471
40 ~
64.6
20 ~
0 * 24.8 43.9 48.9 61.4 64.3 59.1 68.2 * *
15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64

Among HIV-infected women, the proportion with correct knowledge of HIV status was associated with increasing age.

* Weighted estimates are not shown due to small denominators (<25 observations).

Overall, there was association between correct knowledge of HIV infection and increasing age among
HIV-infected women. Among respondents aged between 15 and 19 years, only 23.5% were aware they
were infected, compared with 61.4% and 64.3% among ages 35 to 39 and 40 to 44 respectively.

Figure 8.3c: Self-reported HIV status among HIV-infected men aged 15-64 years by age group,
KAIS 2012
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Among HIV-infected men, increasing age was associated with correct knowledge of HIV status.

* Weighted estimates are not shown due to small denominators (<25 observations).

The proportion of HIV-infected men who correctly knew their HIV status increased with age, from
23.1% among men aged 25-29 years to 49.0% among men aged 40 to 44 years.
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Figure 8.3d: Self-reported HIV status among HIV-infected women aged 15-64 years by marital
status, KAIS 2012
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HIV-infected women who were ever widowed or married in polygamous unions had the highest levels of awareness of their
infection compared with women in other categories of marital status.

Among HIV-infected women, those who had ever been widowed had the highest level of awareness
of their infection, at 73.4%, followed by those in polygamous marriages at 54.6%, and those in
monogamous marriages (47.8%). HIV-infected women who were never married or never cohabited had

the lowest level of awareness of HIV-positive status, at 22.6%. Among women who were separated or
divorced 42.2% were aware of their infection.

Figure 8.3e: Self-reported HIV status among HIV-infected men aged 15-64 years by marital
status, KAIS 2012
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HIV-infected men who were widowed were more likely to be aware of their HIV infection compared to men who were married
in monogamous relationships.

* Weighted estimates are not shown due to small denominators (<25 observations).

HIV-infected men who were ever widowed had the highest level of awareness of HIV infection (54.4%).
In contrast, only 32.9% of men who were in monogamous marriages were aware of their HIV infection.
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Figure 8.3f: Self-reported HIV status among HIV-infected women aged 15-64 years who
reported a live birth in the past 5 years, KAIS 2012
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About half of HIV-infected women who gave birth in the past 5 years self-reported HIV-positive status.

More than half of HIV-infected women aged 15-64 years (52.2%) who had given birth in the past 5 years
self-reported HIV positive status. In contrast, 39.9% of HIV-infected women who had given birth in

the prior 5 years self-reported HIV negative status. Reasons for the discrepancy between actual HIV
infection and self-reported HIV negative status could be due to HIV infection since the last HIV test,

incorrect interpretation of HIV results, laboratory error, or denial of HIV positive status.

8.4 DiscLosuRE oF HIV StaTus To SEXUAL PARTNERS

This section examines participants who disclosed their HIV status to the last sexual partner they had
in the 12 months prior to the survey. Analyses in this section are limited to a subset of HIV-infected
persons who self-reported HIV positive status, and had at least one sexual partner in the 12 months
prior to the interview.

DATA IN CONTEXT: Sexual partnership data in KAIS 2012

e Persons were asked to provide behavioural information for up to three sexual partners during the 12 months prior
to their KAIS 2012 interview. This subset of data was used to create a separate sexual partnership database
with each partnership contributing one unit of observation.

e The majority of persons (67.9% of all women and 57.8% of all men) reported only one partner in the 12 months
before the survey. Overall, 29.7% of women and 27.0% of men reported no partners, and 2.2% of women and
14.2% of men reported two or more partners in the 12 months before the survey.
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Figure 8.4a: Disclosure of HIV infection to the last sex partner in the past 12 months among
HIV-infected women and men aged 15-64 years who were aware of their infection, KAIS 2012
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Among HIV-infected persons who had sex in the 12 months prior to interview, approximately two-thirds reported disclosing
their HIV positive status to the most recent sexual partner in the past 12 months

Among HIV-infected persons 65.4% reported disclosing their HIV infection to their last sexual partners

in the past year. Significantly more men (75.5%) than women (60.9%) disclosed their HIV positive status
to their last sex partner.

Figure 8.4b: Disclosure of HIV infection to the last sex partner in the past 12 months among

HIV-infected women and men aged 15-64 years who were aware of their infection by marital
status, KAIS 2012
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HIV-infected adults in marital or cohabiting relationships had higher disclosure rates than persons who were separated,
divorced, or widowed.

* Weighted estimates are not shown due to small denominators (<25 observations).

Disclosure of HIV infection to the last sex partner in the past 12 months differed by marital status.
HIV-infected persons in monogamous and polygamous marriages had significantly higher disclosure

rates, at 91.5% and 78.1% respectively, compared with those who were separated or divorced (35.5%) or
ever widowed (43.7%).
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Figure 8.4c: Disclosure of HIV infection to the last sex partner in the past 12 months among
HIV-infected women and men aged 15-64 years by age group, KAIS 2012
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Disclosure of HIV infection to last sex partner varied across the different age groups.

* Weighted estimates are not shown due to small denominators (<25 observations).

Disclosure of HIV infection to the last sex partner in the past 12 months varied among the different age
groups, with a greater proportion of persons aged 35 to 39 years having disclosed their HIV infection
status. However, the sample size was too small to draw conclusions regarding differences in disclosure
between women and men.

8.5 KNOWLEDGE OF HIV INFECTION IN PARTNERSHIPS

In this section, analyses focus on persons” knowledge of the HIV status of their partners in the 12
months before the survey. High risk sexual behaviour includes sex with a partner of sero-discordant
or unknown HIV status. Therefore knowledge of one’s partner’s HIV status is critical to prevent HIV
transmission and acquisition within partnerships. Analyses in this section are limited to persons who
reported at least one partner in the year prior to the survey. In this section a “partner of unknown
status” refers to a partner who had never been tested for HIV based on the respondent’s knowledge of
his or her partner’s testing history, whose testing history was unknown to the respondent, or whose
HIV test result was unknown to the respondent.

Estimates in Figures 8.5a and 8.5b report individual level analysis i.e. percentage of all individuals,
while those in Figures 8.5¢, 8.5d, and 8.5e of this report should be interpreted as percentages of all
partnerships.
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Figure 8.5a: Knowledge of last partner’s HIV status among women and men aged 15-64 years,
KAIS 2012

EWomen = Men mTotal

60 - 55.6
51.8

48.1 ' 50.0

Percent (%)

Partner HIV positive Partner HIV negative Partner of unknown
HIV status

Overall, almost half (46.4%) of women and men reported that they did not know the HIV status of their last sex partner in the
past 12 months.

Only 2.0% of women and 1.6% of men reported that their last partner in the past year was HIV positive.
In contrast, nearly half (51.8%) of adults and adolescents reported that their last partner in the past
year was HIV negative, with a higher proportion of men (55.6%) than women (48.1%) reporting this.

A slightly lower proportion of persons (46.4%) reported that their last sex partner’s HIV status was

unknown to them, with a higher proportion of women (50.0%) than men (42.8%) reporting a partner of
unknown HIV status.

Figure 8.5b: Knowledge of HIV status of all sexual partner(s) in the past 12 months among
women and men aged 15-64 years, KAIS 2012
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The proportion of adults and adolescents who reported knowing their partners’ HIV status decreased with increasing number
of partners in the past 12 months.

For individuals reporting only one partner in the past year, 57.3% reported knowing the HIV status

of their sex partner, with men having significantly higher (64.6%) knowledge of partner status than
women (51.5%). For individuals with two sexual partners in the 12 months prior to the interview,
knowledge of HIV status for both partners was lower ( 28.2%); among these persons, men had higher
knowledge of partners’ status (29.3%) than women (21.1%). Only 10.9% of persons who reported three
or more sex partners in the past year knew the HIV status of their partners, with a significantly lower

proportion of women (1.8%) than men (11.8%) who reported knowing the HIV status of all of their
sex partners.
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Figure 8.5c: Sexual partnerships with a partner(s) of unknown HIV status in the past 12
months among women and men aged 15-64 years by partner type, KAIS 2012
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Women and men in casual partnerships were more likely to report a partner of unknown HIV status compared with women
and men who reported other types of partnerships.

There were significant differences between women and men in reporting of having partners of
unknown HIV status both in married/cohabiting partnerships and in non-cohabiting girlfriend/
boyfriend partnerships. Among the married/cohabiting partnerships, more women than men (49.2%
vs. 31.6% respectively) reported having partners of unknown HIV status while in the non-cohabiting
partnership it was the men who reported this more often than women (59.6% for men vs. 47.0%
respectively). Women and men in casual partnerships reported the highest proportion of partners with

unknown HIV status, with slightly more men reporting a partner of unknown HIV status than women
(68.7% vs. 64.4% respectively).

Figure 8.5d: Correct knowledge of current sex partner’s HIV status, KAIS 2012
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More than half of women and men who had an HIV-infected partner, as determined by laboratory testing, reported knowing
their partner was HIV-infected.

Within partnerships in which a partner was HIV-infected based on laboratory test results from the
survey, 62.1% of women and 60.1% of men reported the correct knowledge of their partner’s HIV
infection. Among persons with partners who were HIV-uninfected based on laboratory test results,
correct knowledge of their partner’s HIV negative status was reported in over 99.0% of partnerships.
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Figure 8.5e: Partnerships in which the respondent had partners of unknown HIV status by
respondent’s actual HIV status and knowledge of HIV infection, KAIS 2012

HIV-infected, self-reported positive — 28.9

HiV-infected, self-reported negative ||| GGG 325
HIV-infected, self-reported never tested _ 60.9
HIV-uninfected, self-reported positive _ 29.9
HIV-uninfected, self-reported negative _ 36.3
HIV-uninfected, self-reported never tested _ 68.9

Total —46-7

T T T T 1

0 20 40 60 80
Percent (%)

HIV-uninfected and HIV-infected persons who had never been tested for HIV had the highest rates of partners of unknown
HIV status.

The percent of partnerships in which the respondent reported a partner of unknown HIV status varied
significantly by the respondent’s actual HIV status and knowledge of their HIV infection. Persons who
had never been tested for HIV had the highest proportions of partners of unknown status, regardless of
their own HIV infection status (60.9% among HIV-infected and 68.9% among HIV-uninfected persons).
The lowest proportion of respondents reporting partners of unknown HIV status was found among
persons who reported being HIV-infected, including those with confirmed HIV infection (28.9%) and
those who were found to be uninfected by laboratory testing (29.9%).

8.6 GapPs AND UNMET NEEDS

e Lack of knowledge of one’s own and one’s partner’s HIV status remains an important obstacle to HIV prevention
efforts in Kenya

® More work is needed to increase the number of HIV-infected persons who know their status through expansion
of all testing modalities.

e Support for disclosure of HIV status and partner testing is needed, particularly for HIV-infected persons.

e Future surveys should assess disclosure for all partnerships to determine whether differences exist according
to type of partnership.
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SEXUAL RISK BEHAVIOUR
AND CONDOM USE

9.1 Key FINDINGS

« Condom use at first sexual encounter was higher among women and men whose age of sexual debut was 15
years or older compared to those whose sexual debut was less than 15 years of age.

« HIV prevalence increased with increasing number of lifetime partners among both men and women.

« More than one in every ten married men (monogamous and polygamous) reported at least one non-marital
sexual partnership in the year prior to the survey.

« Among all adults and adolescents who were sexually active in the past 12 months, the percent of concurrent
sexual partnerships was 8.5%. Men had a higher percentage, at 15.5%, compared with women at 1.5% reporting
concurrent partnerships.

« HIV prevalence among respondents who had anal sex in the last 12 months among men (18.4%) and women
(13.2%) was higher than the national HIV prevalence among men (4.4%) and women (6.9%).

« One in every five youths aged 15 to 24 years reported sexual debut before the age of 15 years.

9.2 INTRODUCTION

This chapter describes the prevalence of sexual behaviours that can be associated with sexual
transmission and acquisition of HIV. These factors include age of sexual debut, number of sexual
partners, condom use, types of partners, and types of sex. We also look at drug use, which can be
associated with high-risk sexual behaviour.

Appendix B provides sample sizes and 95% confidence intervals for the weighted estimates presented
in this chapter.
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9.3  AGE AT FIRST SEX AMONG YouTH AGED 15—-24 YEARS

Figure 9.3a: Young women and men aged 15-24 years who reported having sex at least once

in their lifetime by age, KAIS 2012

m\Women Men

100
90
80
70
60
50
40
30
20
10

7.0

80.5

Percent (%)

20.2
11.6

92.8 990934

9
92.0
87.5 88.3
76.8
72.9
00843 4
59.0
49.5
40.942.3
21.5
17.7
16 17 18 19 20 21 22

A

23

66.1
| 59.3
24

Total

By age 15 years, 11.6% of young women and 20.2% of young men reported that they had already had sex at least once in

their lifetime.

At the time of the survey, 11.6% of women and 20.2% of men aged 15 years had had sex at least once;
this proportion increased to 59.0% among women and 49.5% among men aged 18 years at the time of
the survey. By 24 years of age, nearly all women (95.0%) and men (93.4%) surveyed experienced at least

one sexual encounter.

Figure 9.3b: Young women and men aged 15-24 years who reported sexual debut before

15 years of age, KAIS 2007 and 2012

100 + m KAIS 2007 KAIS 2012

80 -
e
= 60 -
C
()
s
5 33.7

40 - 26.6 238

21.0
16.4 16.1 I
20 - I
J I
0 | 1
Women Men Total

A significantly lower percent of women aged 15-24 years surveyed in 2012 reported having had their sexual debut before 15

years of age than did men surveyed in 2007.

There was no difference observed among youth (women and men combined) aged 15 to 24 years
reporting sexual debut before the age of 15 years in KAIS 2007 (23.8%) and KAIS 2012 (21.0%).
However, when observed separately, there was a significant decrease among men who reported having
their sexual debut before the age of 15 years (26.6% in KAIS 2012 compared with 33.7% in KAIS 2007).
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Figure 9.3c: Condom use at first sex among young women and men aged 15-24 years by age
of sexual debut, KAIS 2012
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Youth who reported having sex before the age of 15 years were significantly less likely to use condoms at first sex than
youth who were older at sexual debut.

Condom use among youth aged 15 to 24 years was significantly lower for women and men who had
their sexual debut before agel5 years (52.9% and 33.7% respectively) than for those who had their
sexual debut at 15 years or older(69.8% and 64.5% respectively). Overall, condom use at first sex among
women and men aged 15-24 years was 66.9% and 57.6%, respectively. This was a marked improvement
from KAIS 2007, where condom use at first sex was 26.3% among women and 28.5% among men aged
15 to 24 years.

Figure 9.3d: HIV prevalence among young women and men aged 15-24 years by age of sexual
debut, KAIS 2012
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Young women had a higher HIV prevalence compared to men of the same age group, regardless of the age of
sexual debut.

Among youth aged 15 to 24 years who had ever had sex, HIV prevalence differed by age of sexual
debut and by sex. Among those who reported first sex before 15 years of age, HIV prevalence was 5.3%
among young women and 0.3% among young men. Among those who reported a sexual debut at 15
years or older, HIV prevalence was 3.5% among women and 1.5% among men.
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9.4 SexuAaL PARTNERS AMONG WoOMEN AND MEN AGED 15—64 YEARS

This section summarizes the number of sexual partners reported by respondents. Sexual partners are
examined in three different ways: lifetime partners, partners in the 12 months before the survey, and
concurrent sexual partners. Concurrent partnerships are defined as having multiple sexual partnerships
that overlap in a given time period, in contrast with engaging in sequential partnerships which do not
overlap in time. Unprotected sex within concurrent partnerships allows HIV to spread rapidly through
sexual networks, especially during the short time following new infection (a few weeks to one month)
when viral load is high and people are likely to transmit HIV.

Overall, 86.9% of adults and adolescents aged 15 to 64 years reported ever having sex. Among women
aged 15 to 64 years, 88.0% had had sex, while this proportion was 85.7% among men aged
15 to 64 years.

Figure 9.4a: Number of lifetime sexual partners among women and men aged 15-64 years,
KAIS 2012
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Most women reported having one to three lifetime sexual partners, while approximately 40% of men had two to five lifetime
sexual partners.

The number of lifetime sexual partners varied significantly by sex. More men (39.7%) reported four
or more lifetime sexual partner, than did women (10.3%). Conversely, more women (38.0%) than men
(12.5%) reported having only one lifetime sexual partner.
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Figure 9.4b: HIV prevalence among women and men
sexual partners, KAIS 2012
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HIV prevalence was highest among women reporting 10 or more lifetime sexual partners and men reporting six to nine

lifetime sexual partners.

The prevalence of HIV among women and men aged 15 to 64 years who ever had sex was usually
greater among those with a greater number of lifetime sexual partners. HIV prevalence among women
increased steadily and peaked at 26.1% among women reporting 10 or more lifetime sexual partners.
HIV prevalence among men peaked at 7.5% among those who reported having six to nine lifetime
sexual partners. Among adults and adolescents who reported that they did not know their number of

lifetime partners, HIV prevalence was 11.9% among women

and 10.1% among men.

Figure 9.4c: Number of sexual partners in past 12 months among women and men aged 15-64

years, KAIS 2012
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Most women and men reported having one sexual partner in the year leading up to the survey.

The number of reported sexual partners in the 12 months prior to the survey varied significantly by sex.
While most respondents reported having one sexual partner in this time frame, more women (67.9%)
than men (57.8%) reported this behaviour. A lower proportion of women (2.2%) than men (14.2%)
reported two or more sexual partners in the year prior to the survey.
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Figure 9.4d: HIV prevalence among women and men aged 15-64 years by nhumber of sexual
partners in the past 12 months, KAIS 2012
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HIV prevalence was highest among women and men reporting three or more sexual partners in the past 12 months.

* Weighted estimates are not shown due to small denominators (<25 observations).

HIV prevalence varied significantly by the number of partners in the 12 months prior to the survey for
both women and men. Among men, HIV prevalence increased steadily from 2.2% for those reporting
no partners to 9.0% among those reporting three or more sexual partners in the year prior to the survey.

Among women, HIV prevalence was highest among those reporting three or more sexual partners,
at 15.5%.

Figure 9.4e: Women aged 15-64 years reporting non-marital or non-cohabiting sexual
partnership(s) in the past 12 months by marital status, KAIS 2012
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Women who were currently married (either monogamous or polygamous) reported very low levels of sexual partnerships
outside of the marriage.

The percentage of women reporting non-marital or non-cohabiting partners in the 12 months before
the survey varied significantly by marital status. Among women who had never married or cohabited,
80.9% reported having at least one non-marital or non-cohabiting sex partner, while 63.7% of women
who were separated or divorced and 36.6% of women who were widowed reported at least one non-
marital or non- cohabiting partner during this time frame. Extramarital relationships were not common
among women, with only 1.7% of married monogamous women and 3.1% of married polygamous
women reporting at least one non- marital or non-cohabiting partner.
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Figure 9.4f: Men aged 15-64 years reporting non-marital or non-cohabiting sexual
partnership(s) in the past 12 months by marital status, KAIS 2012
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Men who were currently married (either monogamous or polygamous) reported lower levels of sexual partnerships outside
of the marriage, with 89.5% and 88.6% respectively reporting no non-marital partners.

The percentage of men reporting non-marital or non-cohabiting partners in the year before the survey
varied significantly by marital status. Among married monogamous and polygamous men, 10.4%
and 11.4% respectively reported one or more partnerships outside their marriage. Among men who
had never married or cohabited, 94.2% reported at least one non-married or non-cohabiting partner
compared with 69.3% among men who were separated or divorced at the time of the survey.

Figure 9.4g: Concurrent partners in the past 12 months among sexually-active women and
men aged 15-64 years, KAIS 2012
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Among sexually-active men, 15.5% reported concurrent partners in the past 12 months.

Among persons who were sexually active in the past 12 months, the majority (88.7%) reported a single
partner. However, 8.5% reported concurrent partnerships, with a higher proportion of men (15.5%) than
women (1.5%) reporting concurrent partnerships.
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Figure 9.4h: Concurrent partners in the past 12 months among sexually active women and
men aged 15-64 years by marital status, KAIS 2012
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Individuals who were married in polygamous relationships, never married or cohabited, or separated or divorced were
more likely to report concurrent relationships than those who were married in monogamous relationships or widowed.

Prevalence of concurrent partnerships was highest (25.7%) among those who were married in a
polygamous relationship. Among persons who had never been married or never cohabited, 15.4%
had concurrent partnerships , and 14.2% of those who were separated or divorced had concurrent
partnerships, while those in monogamous marital relationships reported the lowest prevalence of
sexual concurrency, at 4.7%.

Figure 9.4i: HIV prevalence among women and men aged 15-64 years by concurrency status,
KAIS 2012
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HIV prevalence was highest among individuals who reported concurrent relationships.

Although HIV prevalence rates were not significantly different by concurrency status, HIV prevalence
was highest among those who reported concurrent relationships (10.1% among women and 7.4%
among men), followed by those who reported multiple partners that were non-concurrent (7.8% among
women and 5.3% among men). HIV prevalence rates among those that reported a single partner in the
past 12 months (6.5% among women and 4.6% among men) were similar to the national estimates of
HIV prevalence for women (6.9%) and men (4.4%).
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9.5 Conbom Use AmonGg WoMEN AND MeEN AGED 15-64 YEARS

This section reports on condom use with sexual partners among the women and men who reported
having sex in the year before the survey.

In this section, “consistent condom use” is defined as condom use every time the respondent had sexual
intercourse with any partner. Since respondents could report more than one partner in the 12 months
before the survey, consistent condom use should be interpreted as percentages of all partnerships rather
than percentages of all individuals. That is, if a respondent had three partners, each partnership was
counted separately in the analysis.

“Incorrect condom use” is defined as not using a condom during the entire sexual act; reporting
condom breakage/ leakage during sex or while pulling out; or reporting that the condom slipped off
during sex. Since respondents were not asked about incorrect condom use with each partner, incorrect
condom use should be interpreted as percentages of all individuals.

In this section, a “partner of unknown status” refers to a partner who had never been tested for HIV,
whose testing history was unknown to the respondent, or whose HIV test result was unknown to the
respondent.

Figure 9.5a: Consistent condom use with sexual partner(s) in the past 12 months among
women and men aged 15-64 years by partnership type, KAIS 2012
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Consistent condom use was highest among non-cohabiting and casual partnerships.

Overall, consistent condom use was significantly higher among partnerships reported by men (19.9%)
from those reported by women (8.6%). Within partnerships, consistent condom use was lowest in
married or cohabiting partnerships, with only 3.8% of women and 5.2% of men reporting this safer
sexual behaviour in the year before the survey. Consistent condom use was higher, but still relatively
low, with boyfriends (31.4%), girlfriends (44.7%), and casual partnerships reported by women (32.8%)
and men (46.1%).
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Figure 9.5b: Consistent condom use with sexual partner(s) of unknown HIV status in the past
12 months among women and men aged 15-64 years by partnership type, KAIS 2012
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Consistent condom use with a sexual partner of unknown HIV status was highest among casual/other sexual partnerships.

Among all women and men aged 15 to 64 years who had sex with partners of unknown HIV status

in the past 12 months, consistent condom use was almost four times higher among men (27.1%) than
women (7.1%). Within relationships with non-cohabiting girlfriends/boyfriends, 28.0% of women and
45.7% of men reported consistent condom use during sex with partners of unknown HIV status in the
past 12 months. Within casual relationships only 35.1% of women and 48.5% of men used condoms
consistently with partners of unknown HIV status in the past 12 months. Consistent condom use
with sexual partner(s) of unknown HIV status in the past 12 months was lowest among married and
cohabiting partnerships, at 2.5% for women and 3.4% for men.

Figure 9.5c: Incorrect condom use among sexually-active women and men aged 15-64 years
in the past 3 months, KAIS 2012
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Most adults who were sexually-active and used a condom in the last 3 months reported correct condom use.

Among sexually active adults and adolescents who used a condom in the 3 months before the survey,
the majority (76.5%) reported correct condom use; however, 20.0% reported incorrect condom use,
which represents 20.3% of men and 19.4% of women.
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Figure 9.5d: Incorrect condom use among sexually-active women and men aged 15-64 years
in the past 3 months by marital status, KAIS 2012
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Among sexually active adults who had used a condom in the past three months, incorrect condom use did not differ by
marital status.

Overall the rate of incorrect condom use among those who used a condom in the past three months did
not vary significantly across marital status. The highest percent of incorrect condom use was observed
among individuals who were separated or divorced (23.4%) followed by those who had never been
married or never cohabited (21.7%). Persons who were married monogamous had the lowest percent of
incorrect condom use, at 17.6%.

9.6 ANAL SEx AMoNG WomEN AND MEN AGeD 15—-64 YEARS

All respondents were asked questions about awareness and practice of anal sex. Due to the sensitivity
of the questions, a gateway question was used to first determine if respondents had ever heard of anal
sex. If a participant responded no, they were not asked any additional questions about anal sex. If the
participant responded yes, they were asked if they had ever had anal sex. Approximately half (49.4%)
of women and men aged 15-64 years had ever heard of anal sex. For men, questions on anal sex did not
indicate the sex of the partner nor did questions differentiate between insertive or receptive anal sex.
Unprotected anal sex is a significant risk factor for HIV transmission. To date, no information exists on
the prevalence of anal sex in the general population.

Figure 9.6a: Anal sex among women and men aged 15-64 years, KAIS 2012
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Few adults (1.8%) reported ever having anal sex.

Only 1.8% of both women and men reported ever having engaged in anal sex. This figure dropped to
less than 1.0% of both women and men who engaged in anal sex in the year prior to the survey.
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Figure 9.6b: Condom use at last anal sex among women and men aged 15-64 years who had
heard of anal sex and reported ever having had anal sex, KAIS 2012
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Less than a fifth of women who have had anal sex used a condom the last time they had anal sex.

*Weighted estimates are not shown due to small denominators (<25 observations).

Only 16.9% of women who ever had anal sex reported that they used a condom the last time they
had anal sex.

Figure 9.6¢: HIV prevalence among women and men aged 15-64 years who reported having

heard of anal sex and reported engaging in anal sex ever, and in the past 12 months,
KAIS 2012
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Among those reporting ever having anal sex, HIV prevalence was 8.9%, and 15.3% among those who had anal sex in the
past 12 months.

*Weighted estimates are not shown due to small denominators (<25 observations).

Overall, HIV prevalence among those who ever reported anal sex was 8.9%. The prevalence of HIV

among those reporting anal sex in the past 12 months (15.3%) was higher than the prevalence of HIV
among those who had ever had anal sex (8.9%).
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9.7 MeN WHo HAvE SEx wTH MEN

Male respondents were asked if they had ever heard of men having sex with men. If a participant
responded no, he was not asked any additional questions about men having sex with men. If the
participant responded yes, he was asked if he had ever had sex with a man. Most men (82.5%) reported

that they had heard of men who have sex with men. This section summarises our findings on men who
report having sex with men.

Figure 9.7: Men aged 15-64 years who ever had sex and who reported having sex with a man
ever, and in the past 12 months, KAIS 2012
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Less than 1.0% of men reported ever having had sex with other men.

Very few men (0.6%) reported that they had ever had sex with another man. The figure decreased
further for men who reported having had sex with another man in the year before the survey (0.1%).

9.8 TRANSACTIONAL SEX

Figure 9.8a: Women and men aged 15-64 years who ever had sex and who reported ever
giving or ever receiving money, gifts, or favours in exchange for sex, KAIS 2012
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Approximately one in five sexually active men reported ever giving or receiving money, gifts, or favours in exchange for
sex, compared with only five in one hundred women.

Among men, 17.4% reported ever giving money, gifts or favours in exchange for sex, while 3.1%

reported ever receiving money, gifts or favours in exchange for sex. For women, 0.3% and 4.4%,
respectively, reported this behaviour.
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Figure 9.8b: Women and men aged 15-64 years who ever had sex and who reported giving or
receiving money, gifts, or favours in exchange for sex in past 12 months, KAIS 2012
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Approximately 5% of men reported either giving or receiving money, gifts or favours in exchange for sex in the past
12 months.

In the past 12 months, 4.9% of men reported giving money, gifts, or favours in exchange for sex
compared with 0.1% of women. A total of 1.3% of women and 0.8% of men reported receiving money,
gifts, or favours in exchange for sex in the past 12 months.

Figure 9.8c: Condom use at last transactional sex, among women and men aged 15-64 years
who gave or received money, gifts or favours in exchange for sex in past 12 months,
KAIS 2012
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Among persons who had ever received or given money in exchange for sex, only 61.5% used a condom at the last such
sexual encounter.

Among persons who had ever received or given money in exchange for sex, 61.5% reported that they
used a condom the last time they engaged in this behaviour. The percentage of men (65.3%) who used
a condom at the last such sexual encounter was higher than the percentage of women who reported
condom use the last time they exchanged money or goods for sex (47.4%).
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Figure 9.8d: HIV prevalence among women and men aged 15-64 years who ever had sex, by
lifetime history of transactional sex, KAIS 2012
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HIV prevalence was higher among women who had ever engaged in transactional sex, compared to men who had ever
engaged in this behaviour.

Women aged 15-64 years who received or gave money, gifts, or favours in exchange for sex had a
higher HIV prevalence (10.7%) than men (6.6%) reporting the same behaviour. Both percentages were

higher than the HIV prevalence among women (6.9%) and men (4.4%) aged 15 to 64 years in the
general population.

9.9 Non-PRrRescrIPTION DRuG UsE

Figure 9.9a: Non-prescription mood-altering drug use in the past 12 months among women
and men aged 15-64 years, KAIS 2012
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Non-prescription drug use in the 12 months prior to the survey was five times higher among men than women.

The percentage of women and men aged 15-64 years who reported using non-prescription drugs in the
past 12 months was 16.3% overall, 4.9% among women, and 28.1% among men.
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Figure 9.9b: Types of non-prescription drugs used in the past 12 months among women and

men aged 15-64 years, KAIS 2012
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There were more men than women who used non-prescription drugs.

The most common types of drugs used in the past 12 months were khat/miraa (2.3% among women and
15.7% among men); bhangi or marijuana, (0.5% among women and 5.3% among men), and kuber (0.7%
among women and 2.6% among men). Nearly 3.0% of women and 15.0% of men reported using other

drugs, the majority of which were reported to be alcohol and tobacco.

9.10 Gaprs AND UNMET NEEDS

Questions on stigmatized behaviours in general and particularly those related to homosexuality and use of illicit

drugs were not explored in detail.

Condom use is low among all groups engaging in high-risk sexual behaviour including anal sex and sex with
partners of unknown HIV status. Further, almost a fifth (19.7%) of all adults who were sexually active and used a
condom in the past three months reported incorrect condom use. Prevention interventions encouraging correct
and consistent condom use for high-risk and casual sex should continue to be emphasized in programming.
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COUPLES AND
CO-HABITING PARTNERS

10.1 KEey FINDINGS

*  Among married and cohabiting couples, 4.8% were HIV discordant; that is, one partner was HIV-infected and
the other was not. Among these, the distribution of the HIV-infected partner was equal among male and female
partners.

* Nyanza region had a high burden of HIV-affected couples, and specifically the highest burden of HIV-discordant
couples.

* Of all concordant HIV positive couples, 69.5% had accurate knowledge of their partner’s HIV status. Among all
male-infected discordant couples, 72.6% of women accurately knew their male partner was HIV positive; and
among discordant couples where the female was infected only 58.4% of the men knew that their female partner
was positive.

* Among HIV discordant couples, less than a quarter of susceptible partners reported using condoms consistently.
Condom use among concordant positive couples was 38.3%.

* Among HIV-infected partners within a HIV-discordant relationship who were aware of their status, only 24.2%
were on ART.

* Opverall, 56.3% of HIV-infected partners within a HIV-discordant relationship were virally suppressed (defined as
HIV RNA concentration <1,000 copies/mL).

10.2 INTRODUCTION

Many new HIV infections occur by heterosexual transmission within HIV discordant married or
cohabiting couples, where one partner is infected and the other is not. In Kenya, it is thought that about
44% of all new infections nationwide occur as a result of unprotected sex between regular partners

or adults who are in a union.' The government of Kenya has initiated several programs directed

at couples, including couples testing, disclosure counselling, and prevention with positives which
encourages re-testing for the negative partner in a discordant couple. In this chapter we examine
married or cohabiting couples living in the same household at the time of the survey, where both
partners consented to be interviewed and tested for HIV (the term “couple” used throughout this
chapter refers to this definition).

Each couple, the unit of analysis for this chapter, was classified by the KAIS HIV test result of both
partners, and was classified by the HIV status of the couple. A couple was considered to be concordant
HIV-uninfected if both partners tested HIV negative. A couple was considered HIV-discordant if one
partner was HIV-infected and the other partner was HIV-uninfected, further disaggregated by whether
the male or female partner was infected. Finally, couples were classified as concordant HIV-infected if
both partners tested HIV-positive. HIV-discordant couples in married or cohabiting partnerships are

a priority group for HIV prevention because they may have more frequent sexual contact and report
lower condom use compared with discordant partners in other types of relationships. Understanding
key characteristics of HIV-discordant couples has important policy and programmatic implications for
HIV prevention.

' Gelmon L, et al. Kenya HIV prevention response and modes of transmission analysis. National AIDS Control Council, Nairobi, 2009.
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Figure 10.3a: Households included in couples dataset, KAIS 2012
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Households with couples in which both partners were tested for HIV in KAIS 2012 accounted for 22% of all
households surveyed.

In KAIS 2012 the couple’s dataset was constructed by matching persons with their primary sexual
partners who resided in the same household. Because only 0.1% of male heads of household reported
a second wife, only primary couples were included in the couple’s dataset. Additionally, since HIV
status of couples was the main focus of these analyses, only households for which there were complete
HIV test results available for both partners were included in the couple’s dataset. Of the 9,189 eligible
households, 2,032 (22.0% of all households, or 48.0% of households with a married or cohabiting
couple) met these criteria and were included in the final analyses.
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10.4 HIV-ConcoRrDANCE AND DiscorRDANCE AMONG COUPLES

Figure 10.4a: HIV-concordance and discordance among couples aged 15-64 years, KAIS 2012
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Among couples, 8% had at least one HIV-infected partner, and 4.8% were HIV-discordant; with equal distribution of HIV
infection between male and female partners.

The vast majority (92.0%) of couples aged 15 to 64 years who tested in KAIS 2012 were concordant HIV-
uninfected, where both partners were negative for HIV. However, about 8.0% of all couples had at least
one partner with HIV infection. Among all couples for whom test results were available, 4.8% were
HIV-discordant, meaning that only one partner was HIV-infected. This corresponds to an estimated
260,000 couples that were HIV discordant in 2012. There were 3.2% HIV-infected concordant couples,
meaning that both partners were HIV-infected. This represents a slight decrease compared with KAIS
2007, where 9.7% of couples had at least one partner that was HIV-infected, among which 5.9% of
couples were HIV-discordant. The sex distribution of HIV discordant couples in KAIS 2012 was similar
to KAIS 2007. In 2012, in 50.5% of discordant couples, the male partner was HIV-infected compared
with 50.9% of couples in KAIS 2007.

Figure 10.4b: HIV concordance and discordance by sex and residence, KAIS 2012
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Most concordant HIV-infected and HIV-uninfected couples resided in rural areas. Slightly more HIV-discordant couples lived
in urban areas.

About two-thirds of concordant HIV-infected and concordant HIV-uninfected couples resided in
rural settings. However, among HIV-discordant couples, slightly more lived in urban areas. In HIV-
discordant couples in which the male partner was infected, 57.2% lived in urban areas, and for HIV-
discordant couples in which the female was infected, 51.1% lived in urban areas.
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Figure 10.4c: HIV status of couples by region, KAIS 2012
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Nyanza region has a high burden of HIV-affected couples.

The majority of HIV both concordant HIV positive and HIV-discordant couples resided in the Nyanza
region of Kenya, a high prevalence area. Over half (55.9%) of all concordant HIV- infected couples and
34.3% of all male-infected and 31.1% of all female-infected discordant couples lived in the Nyanza
region. Rift Valley South also had a high percentage of couples affected by HIV, with 11.9% of all
concordant HIV-infected couples, 12.3% of all male-infected discordant couples, and 11.8% of all
female-infected discordant couples. Nairobi and Eastern South region also had large percentages of
male- infected discordant couples, with 20.5% and 15.5% of all male-infected discordant couples living
in these regions respectively. Central, Coast, and Nairobi had large percentages of female-infected
discordant couples, with 13.1%, 12.8%, and 10.7% respectively.

Figure 10.4d: Women and men aged 15-64 years who reported ever testing for HIV by
concordance or discordance status of couple, KAIS 2012
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Among all couples, testing is higher among women compared with men.

HIV testing was higher for women than for men across all categories of couple HIV status. Among
concordant HIV-positive couples, 92.8% of female partners had ever tested compared with 83.3% of
male partners. The lowest testing rates were found among concordant HIV-negative couples with 82.4%
of women and 63.9% of men reporting a prior HIV test. Among male-infected discordant couples, 96.8%
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of negative female partners had tested for HIV compared with 76.4% for the infected male partner.
Among discordant couples where the female partner is infected, 91.7% of the women had tested
previously compared with 83.7% for the male partner. Overall, among all couples, prior HIV testing
was 83.3% for the female partner and 65.3% for the male partner. Prior HIV testing was higher in 2012
compared with 2007, where 43.9% of female partners and 26.1% of male partners had ever tested

for HIV.

Figure 10.4e: Accurate knowledge of partner’s HIV status among adults and adolescents aged
15—-64 years in a couple’s relationship, KAIS 2012
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Among discordant couples, the female partner had higher percentages of accurate knowledge of her partner’s HIV status
than did the male partner.

In this analysis, we compared the reported HIV status of the partner with the partner’s actual KAIS test
result. If the reported status was the same as the test result, the person was classified as having accurate
knowledge of the HIV status of his/her partner. If the person did not know his/her partner’s HIV status,
or if the reported status differed from the actual test result, then the person was classified as not having
accurate knowledge of his/her partner’s HIV status.

Of all concordant HIV positive couples, 69.5% of persons had accurate knowledge of their partner’s
HIV status, with similar percentages among women (68.4%) and men (70.7%). Among all male- infected
discordant couples, 72.6% of women accurately knew their male partner was HIV positive, whereas
only 49.7% of the men respondents knew that their female partner was negative. Among discordant
couples where the woman was infected, 81.5% of these women accurately knew their male partner was
HIV negative, whereas only 58.4% of the men knew that their female partner was positive.
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Figure 10.4f: Women and men aged 15-64 years in a couple’s relationship who report consistent
condom use by HIV status, KAIS 2012
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Condom use is highest among concordant positive and lowest among concordant negative couples. Less than a quarter of
HIV-discordant couples use condoms consistently with their partners.

In this analysis, consistent condom use is defined as using condoms with their partner every time they
have sex. Using condoms every time reduces the risk of transmission of HIV.

Among concordant HIV positive couples, 39.6% of women and 36.9% of men reported using condoms
consistently with their partners. Among concordant HIV-negative couples, only 2.5% of women and
1.7% of men reported using condoms consistently with their partner. Among discordant couples, less
than a quarter of susceptible partners reported using condoms consistently with their HIV-infected
partner, with 19.0% of uninfected women and 21.1% of uninfected men reported that condoms were
used every time they had sex with their infected partner.

Figure 10.4g: Consistent condom use among women and men aged 15-64 years in a couple’s
relationship who were aware of partner status, by HIV status, KAIS 2012
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Consistent condom use among couples in which the person was aware of the HIV status of their partner was highest

among concordant HIV-positive couples. Less than a quarter of women and 28% of men susceptible to HIV were using
condoms consistently with their infected partners.

* Weighted estimates are not shown due to small denominators (<25 observations).

Correct knowledge of a partner’s HIV status may be associated with consistent condom use, especially
among discordant couples. Among concordant HIV infected couples, about half (47.8%) of persons who
were aware of their partner’s HIV status reported using condoms consistently. Among concordant
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HIV-uninfected couples that were aware of their partner’s negative status, consistent condom use was
low, with only 2.1% reporting consistent condom use. Among discordant couples, less than a third of
susceptible partners reported using condoms consistently with their HIV-infected partner, with 22.3%

of uninfected women and 28.1% of uninfected men reporting that condoms were used every time they
had sex with their infected partner.

Figure 10.4h: Circumcision status of the male partner within couples by HIV status, KAIS 2012
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Male circumcision was highest among men in concordant negative partnerships and lowest in concordant positive
partnerships. Male circumcision was high (84.9%) among uninfected men in HIV-discordant relationships.

Male circumcision was lowest among concordant HIV positive couples at 55.0%, and highest among
concordant HIV negative couples at 94.2%. Among HIV-discordant couples where the man was

uninfected, male circumcision was high, at 84.9%. Circumcision reduces the risk of the male partner of
an infected women acquiring HIV.

Figure 10.4i: Acceptance of vaginal microbicide among women and men aged 15-64 years in
HIV discordant relationships, by HIV status, KAIS 2012
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About two-thirds of all discordant couples reported willingness to use or willingness to have their partner use vaginal
microbicides to prevent HIV infection if these were available.

Although not yet available, the use of vaginal microbicides may be an important method in preventing
sexual transmission of HIV for women who are susceptible to HIV infection. Among discordant couples
where the woman was HIV negative, 65.2% of women said they would use vaginal microbicides if they
were available, and 69.6% of men said they would want their female partner to use them.
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Among couples where the woman was infected, the proportion who were willing to use vaginal
microbicides was slightly lower for both the women and men, with 59.6% of women saying they would
use microbicides and 56.7% of men saying they would want their female partner to use them.

Figure 10.4j: Acceptance of oral PrEP among women and men aged 15-64 years in HIV discordant
relationships, by HIV status, KAIS 2012
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Among discordant couples, more men (66.8%) than women reported acceptance of oral pre-exposure prophylaxis as a way
of reducing HIV infection.

Pre-exposure prophylaxis, or PrEP, refers to the use of oral antiretroviral drugs taken by the uninfected
person. This may be an important method in preventing HIV infection among people susceptible to
HIV infection, especially among the uninfected partner in HIV-discordant couples. If used with other
recognizable forms of prevention, like consistent use of condoms, PrEP can greatly reduce the chances
of HIV transmission.

Willingness to use PrEP was reported more frequently among partners in discordant couples where the
male partner was infected than in couples where the woman was infected. In these couples, 65.8% of
women said they would want to use PrEP if available, and 76.8% of men said they would want to use
PrEP. In couples where the female was the infected partner, PrEP acceptance was lower, with 53.6% of
women and 56.7% of men indicating they would want to use PrEP if available.
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Figure 10.4k: ART usage* by the HIV-infected partner within a discordant couple, KAIS 2012
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More women HIV-infected women (27.6%) than men (20.9%) within a discordant couple relationship were aware and taking
ART. Most HIV-infected partners (62.2%) were unaware of their status.

*All HIV-infected individuals in discordant relationships are eligible for ART, regardless of CD4 count.

Antiretroviral therapy has been shown to reduce transmission by 96% between HIV-discordant couples.
This analysis explores the use of ART among HIV-infected partners in within HIV-discordant couple
relationships. The majority of the HIV-infected partners (62.2%) in HIV-discordant couple relationships
were unaware of their HIV status; with more men (70.7%) than women (53.6%) unaware of their HIV
status. Of those who were aware of their HIV status, only 24.2% were taking ART. More HIV-infected
women (27.6%) than men (20.9%) in HIV-discordant couple relationships were aware and taking ART.

Figure 10.4l: Viral load suppression among HIV-infected women and men aged 15-64 years in
HIV discordant relationships, KAIS 2012
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More HIV-infected women (27.6%) than men (20.9%) within a discordant couple relationship were aware and taking ART.
Most HIV-infected partners (62.2%) were unaware of their status.

In this analysis we estimated the level of viral suppression among HIV-infected partners within
HIV-discordant couples. For this analysis, viral suppression was defined as HIV RNA concentration
<1,000 copies/mL. Overall, 56.3% of HIV-infected partners within a discordant relationship were virally
suppressed. More women (65.0%) than men (47.4%) were virally suppressed.
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10.5 Gaprs AND UNMET NEEDS

* Lack of knowledge of one’s partner’s HIV status continues to be an obstacle to prevention. Additional efforts
should be focused on facilitating couples testing and disclosure.

* Low consistent condom use among HIV-discordant couples highlights the need for further prevention programs
targeting discordant couples. More efforts to understand the dynamics of HIV testing and disclosure among
discordant couples should be made.

* Male circumcision is highly prevalent with 85% of uninfected men in a discordant relationship reporting that they
were circumcised. This is encouraging, since male circumcision reduces the chances of HIV transmission to
uninfected men.

* Low rates of viral suppression among HIV-infected partners indicate an increased probability of infection of
uninfected partners. Antiretroviral therapy is recommended for persons in discordant partnerships and efforts to
increase the proportion of HIV-infected persons in discordant relationships on treatment should be increased.

* Only 97 HIV-discordant couples were identified in KAIS 2012, limiting the ability to perform discordant
couple—specific analyses.
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REPRODUCTIVE HEALTH
AND PREVENTION OF
MOTHER-TO-CHILD
TRANSMISSION OF HIV

11.1 Key FINDINGS

*  Among women who self-reported positive, 79.1% did not desire a child ever in the future and 8.3% did not desire
a child within the next two years, yet only 62% of these women were using modern contraceptives to prevent
pregnancy.

* Between 2008 and 2012, 95.5% of women aged between 15 and 54 years who had a live birth reported having
attended an antenatal clinic (ANC) at least once during their last pregnancy. Among those who did not attend an
antenatal clinic, distance from the clinic was cited as the most common reason for lack of attendance (32.5%)

*  Among women who attended an ANC for their last pregnancy, 92.5% received an HIV test at the ANC.

*  Among all women aged between 15 and 54 years who were HIV-infected, at the most recent birth,71.2% reported
they received maternal PMTCT during their pregnancy, 67.1% at delivery and 82.6% while breastfeeding. .

* Overall, 42.2% of HIV-uninfected women who were currently pregnant and 48.1% of HIV-uninfected women
who were breastfeeding did not know the HIV status of their partners

11.2 INTRODUCTION

In the absence of intervention, an estimated 20%—45% of babies born to HIV-infected mothers will
acquire HIV infection from their mothers. Mother-to-child transmission (MTCT) of HIV may occur

at any stage during pregnancy (5-10%), labour and delivery (10-15%), or breastfeeding (5-20%)."
Intervention, including use of antiretroviral drug therapy (ART), appropriate infant feeding practices,
and safer obstetrical practices can reduce the risk of MTCT to less than 5%.

Kenya is implementing the UNAIDS four-pronged strategy for the elimination of MTCT of HIV and to
help keep mothers alive, which includes:

1. Primary prevention of HIV infection among women of reproductive age
2. Prevention of unwanted pregnancies among HIV-infected women

3. Prevention of HIV transmission from mother to infant

4. Care and treatment for HIV-infected women and their families

The Prevention of Mother-to-Child Transmission (PMTCT) program has in place an Elimination

of MTCT (eMTCT) strategic plan 2012-2015. The goal of the National eMTCT strategic plan is to
eliminate new HIV infections among children and to keep mothers alive through universal access to
comprehensive PMTCT services. Within this goal are two main targets: to reduce the HIV
mother-to-child transmission rate to less than 5% by 2015; and to reduce the number of HIV-related
maternal deaths by 50%.

Several milestones have been achieved in increasing access to PMTCT services for pregnant women
living with HIV. Since 2002, over 18,000 PMTCT providers have been trained, and PMTCT interventions
rolled out to about 4,761 of the 9,355 health facilities countrywide.2?

" WHO and CDC. Prevention of mother-to-child transmission of HIV Generic Training Package. January 2008. Available at http://www.
womenchildrenhiv.org

2 Kenya AIDS Epidemic Update 2012. Nairobi, Kenya. Available at http://www.nascop.or.ke

8 Kenya Health Facilities Lists. Available at http://api.ehealth.or.ke/facilities/downloads.aspx
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This chapter describes the findings from KAIS 2012 related to access to antenatal clinics for prenatal
care, PMTCT and family planning services. The questions in the KAIS 2012 focused on current
pregnancy, previous deliveries, ANC attendance, HIV testing in ANCs and family planning services.
The chapter describes two types of HIV results: self-reported HIV status and actual HIV status based
on laboratory testing results in KAIS 2012. The term “HIV positive” or “HIV negative” refers to the
respondent’s self-reported HIV status, while the term “HIV-infected” or “HIV-uninfected” refers to the
actual HIV status of the respondent based on laboratory results from the survey.

* Only women aged 15 to 54 years who had given birth to their lastborn child between 2008 and 2012
were asked about ANC services and breastfeeding practices with respect to their lastborn child. This
group comprised 41.2% of all women participating in KAIS 2012.

e All women aged 15 to 49 years were asked about current pregnancy (that is, pregnancy at the time
of the interview), ANC attendance during the current pregnancy and use of contraception. Women
aged 15 to 49 years and currently pregnant at the time of the survey comprised 5.5% of all women
participating in KAIS.

* Only women who were married or cohabiting with a man and had not been sterilized (tubal
ligation or hysterectomy) were asked about their desires for a child in the future. Overall, women
included in the fertility desires analysis comprised 54.4% of all women participating in KAIS 2012.
For analysis purposes, the following applied:

e  Women who could not have a child for reasons other than female sterilization were excluded
from analysis.

* To quantify unmet need for contraception, current contraceptive use was calculated for women
who met all of the following criteria: not pregnant at the time of the interview, did not want a
child in the next two years or ever in the future, and married or cohabiting with a man. In all,
39.8% of women who participated in KAIS 2012 met these criteria.

Appendix B provides sample sizes and 95% confidence intervals for the weighted estimates presented
in this chapter. Detailed methods used for calculating population estimates are described in
Appendix A.

Kenya AIDS Indicator Survey 2012 Chapter Eleven | Page 107



11.3 ANTENATAL CLINIC ATTENDANCE

This section examines ANC attendance and utilization of PMTCT services among women aged 15 to 54
years whose last live birth was between 2008 and 2012.

Figure 11.3a: Antenatal clinic attendance among women aged 15-54 years who reported the last live
birth in the past five years by birth year, KAIS 2012
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Since 2008 through 2012, antenatal clinic attendance remained above 90%.

Among women aged 15 to 54 years who reported the last live birth in the five years before the survey,
95.4% reported attending ANC at least once during pregnancy. Trends in ANC attendance have
remained steady from 93.4% in 2008 to 94.8% in 2012.

Figure 11.3b: Antenatal clinic attendance among women with a live birth in the past five years by region,
KAIS 2012
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All regions reported high ANC attendance rates (between 89.0% and 99.1%).

ANC attendance (at least one visit) was greater than 92.0% in all seven regions surveyed, with notably
higher attendance in Central and Nairobi regions at 98.3% and 99.1%, respectively. When compared
with KAIS 2007 most regions showed marginal improvement in ANC attendance.
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Figure 11.3c: Main reason for not attending an antenatal clinic at last pregnancy among women aged
15-54 years who reported a live birth in the past five years, KAIS 2012
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Among those who did not attend an antenatal clinic, distance from the clinic was cited as the most common (32.5%) reason
for not attending an antenatal clinic .

The women who did not attend an ANC gave varied reasons for non-attendance, the most common
being that the clinic was too far away (32.5%). Although the current national reproductive health
strategy and WHO guidelines do not recognize traditional birth attendants (TBAs) as skilled birth
attendants, approximately 10.9% of women reported not attending ANC because they had received care
from a TBA.

Figure 11.3d: Number of visits to an antenatal clinic during last pregnancy among women aged 15-54
years who reported a live birth in the past five years, KAIS 2012
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The majority (61.7%) of women made four or more antenatal visits during their last pregnancy.

Nearly two-thirds (61.7%) of pregnant women made four or more antenatal visits during their last
pregnancy. This was an improvement from 47.1% reported in the KDHS 2008-09. National guidelines
recommend four scheduled ANC visits for all pregnant women, with the first ANC visit being within
the first four months of pregnancy. Early initiation of ANC is important for timely detection and
treatment of problems, prevention of complications, health promotion, and birth preparedness. For

HIV-infected women, the earlier PMTCT interventions are given, the better the outcome for mother
and child.
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Figure11.3e: Timing of first antenatal clinic visit during last pregnancy among women aged 15-54 years
who reported a live birth in the past five years, KAIS 2012
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The majority of women attended their first ANC after the first three months of their pregnancy.

Only 19.0% of women attended antenatal care in the first three months of pregnancy, compared with
66.0% in months 4 through 6 of their pregnancy and 13.9% during months 7 through 9 of
their pregnancy.

Figure11.3f: Type of ANC facility' visited during last pregnancy among women aged 15-54 years who
reported a live birth in the past five years with at least one antenatal clinic visit, KAIS 2012
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Most pregnant women received antenatal care in public facilities.

The majority (85.9%) of women who reported their most recent live birth from 2008 through 2012
attended public facilities for antenatal care. A much small proportion had attended faith-based (7.4%)
and private (6.3%) facilities. The proportion of women receiving antenatal care in public facilities has
increased since 2007, when 80.0% of women received antenatal care in public facilities.

' Categories are not mutually exclusive. Some women attended more than one type of ANC facility during their last pregnancy and are included
more than once in the analysis.
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Figure 11.3g: Knowledge of modes of mother-to-child transmission of HIV among women aged 15-54
years who reported a live birth in the past five years, KAIS 2012
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Less than two-thirds of women knew that HIV transmission can occur during pregnancy.

Among women whose last live birth was from 2008 through 2012, knowledge of modes of MTCT of
HIV was similar among women who attended ANC compared with those who had not. Though the
majority of women knew that HIV could be transmitted to the child during breastfeeding (88.9%), a

significantly lower percentage of women reported knowing that HIV could be transmitted to the child
during pregnancy (59.4%) and during delivery (81.4%).

Figure 11.3h: Knowledge of antiretroviral therapy for prevention of mother-to-child transmission of HIV

and treatment among women aged 15-54 years with last live birth in the past five years by antenatal
clinic attendance, KAIS 2012
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Knowledge of use of ART for PMTCT and treatment was greater among women who attended an ANC than among women
who did not.

Among women whose last live birth was from 2008 through 2012, knowledge of use of antiretroviral
therapy for PMTCT and for treatment was significantly greater among women who attended ANC
(71.7% and 87.3%, respectively) compared with women who had not (49.3% and 70.5%, respectively).
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Figure 11.3i: Counselling experience among women aged 15-54 years who attended an antenatal clinic,

KAIS 2012
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Nine out of ten ANC attendees were counselled on HIV testing services but less than half were counselled on syphilis
testing.

Approximately three-quarters of women whose most recent live birth was between 2008 and 2012

and who attended ANC for that pregnancy received counselling for family planning (75.4%),
mother-to-child transmission (76.8%), and HIV prevention (76.5%). Nearly 90.0% were counselled on
HIV testing. Less than half of the respondents received syphilis testing counselling. It is recommended
that all pregnant women be screened for sexually transmitted infections (STIs), particularly syphilis,
which can affect the baby’s growth and cause congenital anomalies and adverse pregnancy outcomes.

11.4 HIV CounseLLING AND TESTING AT ANTENATAL CARE CLINICS

Since 2004, HIV testing has been routinely offered as part of the standard package of care for all
pregnant women attending ANC. HIV testing is the first line of intervention for PMTCT, providing a
gateway to services to improve the health and well-being of mother and child.

In this section we describe testing behaviour among women of reproductive age who attended ANC for
their last live birth from 2008 through 2012.
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Figure 11.4a: Uptake of HIV testing during the last pregnancy by year of most recent live birth among
women aged 15-54 years, KAIS 2012
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In the past five years approximately 93% of ANC attendees were tested for HIV during their last pregnancy. Testing rates at
ANC clinics were high and remained above 89.0% from 2008 through 2012

Among women attending ANC from 2008 through 2012 for their last live birth, 93.1% were tested for

HIV at the ANC; this is an improvement since 2007, when only 64.9% of women who had attended
ANC in the last five years had tested for HIV at ANC.

Data in Context: National PMTCT services and PMTCT program data

In 2012 of the Kenya Ministry of Health reported that coverage of PMTCT services among all HIV-infected pregnant
women was 60.0%. PMTCT coverage was calculated as the number of HIV-infected women who received antiretroviral
prophylaxis to prevent HIV transmission to their new born children in 2012 based on PMTCT programmatic data
divided by the estimated number of HIV-infected pregnant women in the country in 2012 based on mathematical
modelling. PMTCT coverage may be improved by increasing PMTCT service availability among all facilities. Kenya
Service Provision Assessment (KSPA) survey 2010 revealed that though 58% of all facilities reported offering any
PMTCT services, only 33% offered the minimum package of PMTCT services, which includes;

* Available HIV testing system

* Providing ARV prophylaxis to the mother and infant to prevent mother-to-child transmission of the virus
*  Providing counselling on maternal nutrition and infant feeding

*  Providing family planning counselling and services
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Figure 11.4b: Women aged 15-49 years whose most recent live birth occurred in the years 2008
through 2012 who ever received an HIV test by whether they received a test at an ANC, KAIS 2012
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Most women (55.1%) who ever received an HIV test were last tested at an ANC facility.

Of all women aged 15 to 49 years whose last birth occurred during the years 2008 through 2012 and
who ever received an HIV test, 55.1% had received their last HIV test at an ANC. This result reflects the
contribution that ANCs have made toward HIV testing among women of reproductive age.

Figure 11.4c: Time of HIV diagnosis relative to last pregnancy among self-reported HIV-infected women
aged 15-54 years who had a live birth in the past five years, KAIS 2012
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The maijority of pregnant women were diagnosed with HIV during their ANC visits.

Among women who self-reported HIV infection, most of them (45.7%) had been diagnosed at an ANC
during their most recent pregnancy. Thirty-eight percent reported being diagnosed before the last
pregnancy and 16.3% after the last pregnancy.
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Figure 11.4d: Uptake of maternal PMTCT prophylaxis among self-reported HIV positive women aged
15-54 years whose last birth was between 2008 and 2012, KAIS 2012
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Most HIV- infected women (86.9%) who knew their status reported they received at least one maternal PMTCT intervention.

tAmong those who reported breastfeeding.

Of the HIV-infected women who had their most recent live birth between 2008 and 2012 and knew their

status, 71.2% reported they received maternal PMTCT during their pregnancy, 67.1% at delivery and
82.6% while breastfeeding.

Figure 11.4e: Uptake of PMTCT prophylaxis among infants of self-reported HIV positive women aged
15-54 years whose most last birth was between 2008 and 2012, KAIS 2012

100 -

84.4

Percent (%)
(0]
o

76.1
72.9

60 -

Infant received at birth Infant received during breastfeedingt Infant received any prophylaxis

Uptake of at least one form of infant prophylaxis was 84.4% for infants born between 2008 and 2012 to an
HIV-infected mother.

TAmong those who reported breastfeeding.

About 73% the infants born between 2008 and 2012 to an HIV-infected who women knew their status
received prophylaxis at birth, while 72.1% received prophylaxis during breastfeeding.
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11.5 BREASTFEEDING PRACTICES

Figure 11.5a: Breastfeeding practices at the most recent live birth among women aged 15-54 years
who reported a live birth in the past five years, KAIS 2012
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Nearly all women (98.0%) reported that they breast fed their child.

Among women aged 15 to 54 years who gave birth in the past five years, only 2.0% reported that they
did not breastfeed the child who was born most recently.

Figure 11.5b: Breastfeeding practices at the most recent live birth among HIV-infected women aged
15-54 years who reported a live birth in the past five years, KAIS 2012

Among HIV-infected women, about 4.8% reported that they did not breastfeed their child.

Among HIV-infected women whose most recent live birth was between 2008 and 2012, 95.2% reported
having breastfed their babies.
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Figure 11.5c: Maternal Prophylaxis during breastfeeding at the most recent live birth of women aged
15-54 years among all HIV-infected women and among those who were aware of their HIV infection,
KAIS 2012
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Among women who had a recent live birth those who were aware of their HIV status were more likely to be on prophylaxis
during breastfeeding compared to those who did not know their status.

At the most recent live birth, among all women aged 15-54 who were HIV-infected, 35.1% took maternal
prophylaxis during the breastfeeding period. Among those were aware of their HIV status, 84.6% took
maternal prophylaxis during the breastfeeding period.

Figure 11.5d: Children who received prophylaxis during breastfeeding at the most recent live birth of
women aged 15-54 years among all HIV-infected women and among those who were aware of their HIV
infection, KAIS 2012
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Mothers who were aware of their HIV positive status had a larger proportion of children on prophylaxis compared to mothers
who did not know their status.

Among all HIV-infected women aged 15-54 years during their most recent live birth, 33.9% of their
children received prophylaxis during the breastfeeding period. Among the women who knew their
HIV status, the proportion of children who were on prophylaxis during breastfeeding increased

to 81.9%.
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11.6 CURRENTLY PREGNANT WoOMEN: ANC ATTENDANCE

The next two sections describe women aged 15 to 49 years who were pregnant at the time of the
survey. These findings provide data on ANC attendance (at least one visit), testing behaviours and HIV
prevalence among currently pregnant women.

Figure 11.6: Antenatal clinic attendance among currently pregnant women aged 15-49 years, by
gestational age, KAIS 2012
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Among women in their third trimester (7 to 9 months) of pregnancy, 90.1% had attended an ANC at least once.

ANC attendance rates among currently pregnant women increased with increasing gestational age,
with 10.0% of women attending in the first three months of their pregnancy, 38.7% attending in the
fourth to sixth month, and 90.1% attending in the seventh to ninth month of their pregnancy.

11.7 CuURRENTLY PREGNANT WoOMEN: HIV TesTING AND HIV PREVALENCE

Among currently pregnant women aged 15 to 49 years, 6.5% were HIV-infected based on laboratory
testing in the survey. This corresponds to an estimated 38, 000 HIV-infected women who were currently
pregnant nationally.

Figure 11.7a: Acceptance of HIV testing at ANC among currently pregnant women aged 15—49 years,
KAIS 2012
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Among currently pregnant women, 90.7% report to have been tested for HIV while attending ANC.

Among currently pregnant women attending ANC, the vast majority (90.7%) accepted HIV testing at
ANC, while 9.3% did not test for HIV at ANC.
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11.8 SexuAL PARTNERSHIPS AMONG CURRENTLY PREGNANT OR BREASTFEEDING
HIV-UNINFECTED WOMEN

Figure 11.8: Knowledge of partner’s HIV status among HIV-uninfected women aged 15-49 years who
were currently pregnant or breastfeeding, KAIS 2012
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Overall, 42.2% of HIV-uninfected women who were currently pregnant and 48.1% of HIV-uninfected women who were
breastfeeding did not know the HIV status of their partners.

A “partner of unknown HIV status” refers to a partner who had never been tested for HIV, whose
testing history was unknown to the respondent, or whose HIV test result was unknown to the
respondent. Among pregnant, HIV-uninfected women, 42.2% reported that they did not know the HIV
status of their partner, and 1.3% reported that their partners were HIV-infected. Knowledge of partner’s
HIV status among HIV-uninfected women who were breastfeeding was similarly low; 48.1% of their

sexual partnerships were with partners of unknown HIV status and 0.2% were with men whom they
reported to be HIV-infected.

11.9 FerTILITY DESIRES

Prevention of unintended pregnancies is an essential element in reducing MTCT and overall reduction
in maternal mortality. Yet contraceptive use remains a sub-optimal intervention of PMTCT. In this

section we describe fertility desires and contraception practices among married or cohabiting women
of child-bearing age in 2012.
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Figure 11.9a: Desire for a child in the future among married or cohabiting women aged 15-49 years,
KAIS 2012

Unsure
8.3%

Yes, uncertain when

5.1%\

Do not want
Yes, in more than 2 years another child
20.3% \ 53.0%

Yes, within 2 years
13.2%

More than half (53.0%) of married or cohabiting women aged 15-49 did years not want another child, while another
20.3% wanted a child but after two years from the time of the interview.

Among women aged 15 to 49 years who were married or cohabiting with a man, 53.0% did not want a
future child and 20.3% wanted a child but not within the next two years.

Figure 11.9b: Desire for a child in the future among married or cohabiting women aged 15-49 years by
self-reported HIV status, KAIS 2012
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Significantly more women who self-reported HIV positive did not want a child ever in the future compared with women who
self-reported negative.

Fertility desires were significantly associated with self-reported HIV status. Among women who self-
reported positive, the vast majority (79.1%) did not want a child ever in the future, 5.2% wanted a child
within the next two years; and 8.3% wa