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Summary

Background: Home based HIV testing and counseling (HBTC) increases access to services and
is associated with high testing uptake. Alongside testing, individuals are offered HIV prevention
messages with an aim of helping them reduce HIV high risk sexual behaviors. This study explored
the level of provision and subsequent utilization of HIV prevention messages and associated
change in behavior among individuals who had received HBTC previously in an informal
settlement.

Methods: In a mixed method cross sectional study, we interviewed 1257 individuals and
conducted 6 focus group discussions (FGD). Multiple correspondence analysis (MCA) was used
to construct provision of prevention messages and behavior change indices using STATA 3.0.
Pearson’s chi—square statistics was used to test for bivariate association between the outcomes and
logistic regression analysis was carried out with the behavior change index as the outcome of
interest and the predictors considered significant (p<0.1). Thematic content analysis for qualitative
data was done using Atlas 3.0.
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Results: Out of the 1257participants, 1078 (85.8%) had ever tested for HIV, with 74.2% having
tested in the Kibera HBTC program. Nearly all (97.4%) rated HBTC experience as either excellent
(62.4%) or good (37%) and would recommend it to a friend. Provision of prevention messages
was high among HBTC clients compared to clients from other testing sites; partner reduction
counselling (64% versus 52%) and faithfulness (78.3% versus 67%); p=0.001. Self-reported
behavior change after HBTC was generally low with condom use at 10.7% and men more likely to
practice safer sex (p = 0.002). Trust of the sexual partners and fear of suspicion were the main
reasons given for not using condoms. Clients testing HIV positive after previous negative result
were 3.4%. The focus group discussions reported multiple sexual partnerships among both HIV
negative and positive residents alike.

Conclusion: Although prevention messages delivered during HBTC are accepted and
appreciated in this community, their utilization is low in both HIV negative and positive
individuals. Innovative strategies for change of normative beliefs about sexual behavior are
urgently needed.

Keywords

Home based testing and counseling; Provision of prevention messages; Utilization of prevention
messages; Behavior change

Introduction

In Sub Saharan Africa, the highest prevalence and incidence of HIV infection is attributable
to hetero sexual transmission [1, 2]. Additional evidence shows that new infections occur in
cohabiting partners, many of whom are unaware of their HI\VV—positive status and among
those who are aware but have not disclosed their HIV status to their sexual partners [3].

Heterosexual transmission is the highest contributor to new HIV infections in Kenya [4],
including in married and cohabiting partnerships. The majority of Kenyans perceive
themselves at no risk (37.3%) or low risk of HIV infection (37.4%) [5]) and this perception
hinders use of HIV testing services and knowledge of their HIV status.

Lack of use of testing and counselling services is also attributable partly to stigma [6]
distance and travel barriers [7]. Home based testing and counseling (HBTC) increases access
to HIV testing and counseling (HTC) services especially in low income settings, where
individuals who are less likely to visit health facilities get to learn of their HIV status [8, 9].

In order to increase knowledge of HIV status among Kenyans, the government expanded and
scaled up HIV Testing service (HTS) provision strategies with the goal of universal access
[10]. The strategies include HBTC services which were recommended for high burden, high
density congregate areas including urban slums [11].

Several studies and programs in Kenya have reported high acceptability and uptake of
HBTC services among those approached and offered services [12, 13, 14]. From July 2009 —
April 2011, HBTC services were offered to all adults of 18 years and above and mature
minors from 13 years to 17 years who were residents n of Kibera slums in Nairobi, Kenya’s
capital city and who gave informed consent to participate in home based testing and
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counseling. (Mature minors are individuals who have not attained the age of 18 years but are
living in consensual sexual relations or have given birth or are pregnant [15]. The household
coverage with services was 95% in the targeted areas and testing uptake was 97.7% among
those reached. In addition to offering individuals the opportunity to learn their HIV status,
the package of services in HBTC in Kenya includes education on HIV prevention strategies.
The prevention messages include; promotion of knowledge of sexual partner HIV status,
promotion of partner HIV testing, promotion of consistent and correct condom use
accompanied by condom use demonstration to the individual, reduction of sexual partners
and limiting to one partner of known HIV status, promotion of use of prevention of mother
to child transmission (PMTCT) services for pregnant women, messages about voluntary
male medical circumcision (VMMC) for uncircumcised men, encouraging treatment of
sexually transmitted infections (STIs) and referral for immediate access to care and
treatment services for those diagnosed with HIV.

Modest reduction in HIV risk behaviors has been reported among persons who test positive
thus reducing risk of transmission of HIV [16]. Risk reduction has only been evaluated and
reported among clients who receive health center based testing and counseling services
(VCT services) [17]. While HBTC has been reported to yield high acceptance and uptake of
testing services [5, 9,13, 18] and promotes early HIV diagnosis [5, 14, 12], the degree to
which HBTC may increase protective behavior following the delivery of prevention
messages in HBTC among the low socio—economic groups who live in congregate informal
settlements has not been established. The purpose of this study was to explore the level of
provision of prevention message during HBTC, assess utilization of HIV prevention
messages subsequent to HBTC and assess the level of self-reported sexual risk behavior
reduction among individuals who had received HBTC.

This was a mixed method cross—sectional study combining both quantitative and qualitative
methods conducted in Kibera informal settlements in Nairobi, Kenya between August and
November 2012. HBTC services had been offered to residents in this area previously from
July 2009 to April 2011 as described above. The settlement has high population density, and
is characterized by low socio economic status and high rates of unemployment among young
adults who remain idle and often engage in high HIV associated risk behaviors like high
alcohol consumption, prostitution, child labor and petty offences [19].

Three out of the 9 administrative villages in the slum area were purposively selected based
on existing knowledge about village residency so that all ethnic groups in the slum were
represented. A sample size of 920 participants was calculated using Fisher’s sample size
calculation formula for cross sectional study designs [20] within 95% confidence interval
and based testing coverage in Kenya at the time [21]. The sample was distributed among the
three villages by probability proportional to size based on the predetermined population of
each village. The participants were sampled using the WHO modified compact segment
sampling [22]. This method allows for revisit if a client is not found at home and also
removes subjectivity and bias of choosing whom to recruit onto the study.

AfrJ Health Sci. Author manuscript; available in PMC 2019 January 24.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Oluoch et al.

Page 4

Quantitative data

Data were collected by face to face interviews using a structured questionnaire. Interviewers
obtained demographic data, history of HIV testing and counseling, experiences with HBTC,
provision of prevention messages at the time of last HBTC, message utilization and behavior
change. Clients who reported a previous HIV positive test result and were able to show the
medication they were taking, had the interview only and were not requested to take an HIV
test. All consenting adult participants who reported previous HIV negative results or who
reported to be HIV positive but had no evidence received HBTC services and were
interviewed. Additionally, mature minors defined as children who have not attained the legal
adult age by Kenyan law but were pregnant, living in a consensual sexual relationship,
married or engaged in continuous sexual relations and who gave consent were also recruited
into the study. Rapid test Kits were used in serial testing as per the national algorithm and
results given on the spot [15]. Guality of testing was ensured by the research assistants
participating in the routine national proficiency testing program administered by the
National HIV Reference Laboratory (NHRL).

Qualitative Data

Qualitative data were obtained by conducting six (6) focus group discussions (FGDs), each
comprised of between 6-9 persons consisting of both men and women. The participants
were approached during walks through the villages and meeting them during their routine
activities. Those willing to participate, able to speak English or Kiswahili and had been
residents for the last 2 years were recruited and divided into age groups 18-30 and 31-50
years based on information obtained from quantitative data and cultural guidance from the
residents. The FGDs explored knowledge and experiences with HIV testing and counseling
services, interaction and messages provided by service providers during the previous HBTC
session, satisfaction with the services, benefits of HTC and where to obtain services; views
about referral to and actual uptake of treatment services among those who tested HIV
positive. Other areas explored included utilization of prevention messages for behavior
change, including consistent condom use, disclosure of HIV status to sexual partner, sexual
partner reduction, partner testing, treatment of STIs and access to VMMC, PMTCT and
family planning (FP) services.

Ethical Considerations

The study was approved by the Kenya Medical Research Institute (KEMRI) scientific
committee and ethical review committee as well as CDC’s Associate Director for Science.
Written consent was obtained from all the research participants both for the quantitative
interviews, testing, and qualitative interviews. Throughout the process of HIV testing and
counseling, confidentiality was maintained and individual rights to privacy were respected.
Individual testing and counseling was done unless the individuals gave consent to be tested
as couples or families.

In the FGDs, each participant gave a written consent and was given and referred to by a code
for confidentiality.. Each group also provided verbal consent for use of audio recording
during the discussions.
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Quantitative data analysis

Descriptive analysis was done on the demographic characteristics of the participants and
reported as means with standard deviation (SD) for continuous variables and percentages for
categorical variables. Using chi squared tests receipt of each prevention message was
analyzed by sex. To quantify the provision of prevention messages during HBTC, a
composite prevention message provision index was constructed. The components considered
whether the following messages were given during HBTC (yes/no): condom use, partner
reduction, faithfulness, VMMC, STI treatment; family planning, and message about
treatment enrolment. Multiple correspondence analysis (MCA) was used to construct this
index and calculate the weights using STATA 13.0 (Stata Corp, 2013) with adjustment of the
principal inertias (Eigen values), [23]. The composite index score for each respondent was
calculated from the generated weights, and included as a predictor in the models. This was
used to rank respondents into tertiles with the first, second and third tertiles representing
low, medium and high HBTC provision, respectively. The individual reported prevention
messages received were also compared by place of testing either in HBTC or non HBTC
sites.

Using MCA, we created a self-reported behavior change index based on responses (yes/no)
to the following questions: Since learning your HIV status have you used protection during
sex; and since learning HIV status have you reduced number of sexual partners. The
resulting behavior change index was a dichotomous variable taking a value 1 if the
respondent had a positive change in behavior (adopting safer sex practices) and 0 if not.
Bivariate cross tabulations were carried out and behavior change rates were calculated for
each category of the covariates (sex, age category; occupation, education, marital status;
employed; had sex with regular partner in the last 3 months, had sex with casual partner in
the last 3 months, Is/are partner(s) new?; tested in HBTC previously, tested in Kibera HBTC
previously, how would you rate the HBTC experience?; and HBTC provision indeni).
Pearson’s Chi—square statistic was used to test for bivariate association between receipt of
HBTC prevention message index and the behavior change index and the covariates
identified. Bivariate cross tabulation was carried out to assess the association between the
prevention message receipt index and selected covariates. Ordered logistic regression
analysis was carried out using the logit command in STATA 13 with the behavior change
index as the outcome variable of interest. The predictors included in the best fitting
regression model were those found to be significant (p < 0.1) during the bivariate analysis.

Qualitative data analysis

Responses from the 6 FGDs were merged and categorized by the themes of the discussion
guide sub headings including; knowledge of HIV testing and counseling, experiences with
HIV testing and counseling, messages given at HBTC, benefits of HIV testing and benefits
of HBTC. Using priori (potential) codes list coding was done by reading through the text
twice and summarizing each response in the text by assigning a word or phrase description
to it that best answered the research question [24]. Repeated or recurring words or phrases
were reduced to a single one. This list of key words / phrases were entered into Atlas 3.0 and
tagged to their associated segments of the merged text that best addressed the research
question. This was to ensure that no segment of responses was missed. We identified the

AfrJ Health Sci. Author manuscript; available in PMC 2019 January 24.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Oluoch et al.

RESULTS

Page 6

recurring patterns to arrive at the final themes from the text by sorting out the final codes.
The tagged text segments were then reviewed and the most interesting quote selected to
represent what the segment was saying in answering the research question. These were used
in presenting the results.

Quantitative Results

Characteristics of participants—Table 1 provides a summary of socio—demographic
characteristics of the study participants. A total of 1257 participants (66% females) were
enrolled in the quantitative study. The average age of participants was 28 (SD=11) years and
the majority (68%) were between ages 19-34 years. Slightly over half (55%) of the
participants had attained primary level of education followed by secondary education
(37.5%); and, a small number (6.5%) had attained tertiary education. There were more
females (61.90%) reporting primary level than other levels of education while among males,
the majority (47.90%) reported secondary level than other levels of education. Slightly over
half (53.5%) reported they were married. Compared to their male counterparts, slightly more
females (56%) were married than the males (48%). Overall, 39.9% reported no occupation
and a similar proportion (39.4%) were engaged in unskilled jobs. The majority of females
(52.80%) had no occupation compared to the males where 53.30% were involved in
unskilled jobs with 66% of them employed. Among the females the majority (69%) had no
employment.

Reported HBTC uptake and experiences—Out of the 1257 participants, 1,078
(85.9%) had ever tested for HIV, with 74.2% having tested in the Kibera HBTC program
(Table 1). Of those who had tested in HBTC, 97.4% rated HBTC experience as either
excellent (62.4% of participants) or good (37% of participants) and reported they would
recommend HBTC to a friend. The majority 662 (61.8%) of those who had received HBTC
reported having received subsequent testing for HIV in hospital. Of those reporting previous
testing in HBTC, 25 participants (2.4%) self-reported being HIV positive. Of those
reporting HIV negative status, 1222 (99%) accepted testing. A total of 39 (3.4%)
participants who reported previous HIV negative test results, tested HIV positive in this
study; 28 (72 %) of them having been tested previously at the Kibera HBTC program.

Most of the participants (82.8%) reported having had a condom demonstration at the last
HBTC, but only 39.6% reported having been offered condoms at the time, out of which
97.2% declined to take the condoms citing no need for them. Of the 28 HBTC participants
who tested HIV positive in this study, the majority 23 (82%), had received condom use
demonstration but only three (15%) participants out of the 28 reported they had used
condoms always in the last 3 months. Seventeen participants reported no condom use, of
those, 11 (64.7 %) reported that they trusted their sexual partners, 5 reported they did not
trust their partners and one participant reported partner refusal to use condom while three
did not respond to the question.

Comparison of Prevention messages received by place of testing: HBTC
versus all other testing strategies—Table 2 provides the proportion of participants
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reporting receipt of prevention messages across all sites (HBTC, Hospital, VCT, workplace,
and mobile outreach sites) in descending order. The highest reported was Condom use
(85%), faithfulness (72%) and partner reduction (57%). Testing location was associated with
messages provided: faithfulness (78% in HBTC versus 67% in other sites (p=0.001)),
partner reduction (64% in HBTC versus 52% in other sites (p=0.001)). Although there were
slightly more participants reporting receipt of condom use demonstration and counseling at
other testing sites (85.4%) than in HBTC (83%), this was not significant (p = 0.367). STI
treatment messages, on the other hand, were more prevalent at other testing sites (23%) than
in HBTC (16%, p=0.012). STI prevention and treatment messages was least reported in all
sites

The unadjusted results for prevention messages delivered during HBTC (Table 3) suggest
that reported delivery was: higher among females (553) than males (266) (OR=1.45, 95%
Cl=1.11-1.90,A0R =1.21, 95% CI 0.88-1.66); significantly higher among individuals 25—
34 years (AOR=1.8, 95% Cl=1.09-2.95) AOR = 1.84(1.01-3.37) and those 55-64 years
(OR=3.22, 95% CI=1.08-9.59), AOR=3.51(1.07, 11.54) compared to those 13-24 years;
and higher among married and separated individuals compared to those that were single.
However, the adjusted results suggest that age, occupation and marital status were the main
factors associated with levels of access to prevention messages in HBTC. Overall, there were
more respondents in the middle index category, 339 (41%) than the low index category 286
(35%) and the high index category 194 (24%).

Reported Sexual behavior following receipt of HIV prevention messages in
HBTC—The majority of the participants (80%) reported they had never used condoms in
their lifetime despite receiving demonstration on how to use it at previous HBTC, and only
10.7% reporting consistent use of condoms. Of those reporting no condom use at the last
sex, 80.7% reported they trusted their sexual partners. Only three percent (3%) of the
participants reported partner refusal to use condoms.

In bivariate analysis (Table 4), adoption of safer sexual practices including (use of condoms,
partner reduction, faithfulness to one sexual partner of known HIV status) for behavior
change was associated with all the covariates considered except employment status and
whether the partner was new or not. Overall, most participants reported no change in risky
sexual behavior with men were more likely to report practicing safer sex after learning their
HIV status than females (p = 0.002) and this declined with age but increased with education.
Marital status was found to be negatively associated with the adoption of safe sexual
practices, with married individuals less likely to adopt safe sex practices compared to singles
(Adjusted Odds ratio (AOR))=0.09,95% C1=0.02-0.28). The results also suggest that
individuals with moderate levels of access to prevention messages in HBTC were more
likely to adopt safe sex practices compared to those with low levels of access. However these
practices were less likely in those with high levels of access to prevention messages. The
participants whose last testing site was a VCT center were more likely (33%) to use
protection than those who tested at home (22%), and in hospital (13.2%).
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Qualitative findings

Focus Group Discussions—A total of six focus group discussions were held
comprising of 18 women and 27 men.

HBTC Experience—All the participants had heard of HTC and were aware of the
different sites to obtain the services in general. The majority of the participants were
satisfied with the services; they reported that HBTC was a convenient and confidential
strategy eliminating fear; that the providers’ approach and demeanor were very polite and
that they explained everything in detail.

“HBTC saves time you will be tested when cooking your meal” (Female, 31-50
years)

“l had been planning to go, but always doing something for the first time is always
very difficult. | even had gone to the testing center and gone back home without
testing (Male, 18-30 years)

However, a few participants reported concerns that some providers were in a hurry and also
not sensitive to the presence of children as they introduced the topic of HIV testing and
conducted condom demonstration.

“The first thing they say is that we do HIV counseling and testing without
separating the children, they go as far as explaining how to use condoms and the
children are underage” (Male, 31-50 years)

Some service providers were reported to be gossipers and were often heard talking about
their experiences in the households they had visited as they walked through the community.

“They should not follow one another tike “kobe kobe” (tortoise) because when they
do, they get time to gossip...... ” (Male 18-30 years)

The FGD participants reported that testing for HIV in this community was regarded as
normal following the HBTC service offered previously and reported having re—tested several
times thereafter but prior to that, people especially men feared to test for HIV and assumed
the results of their sex partner was same as theirs.

“When | was tested, my husband was in the house but did not wake up. He just said
‘when | hear your status is bad, please | will be the way you are found” (Female
31-50 years)

“l had gone to AMREF before you started coming to our houses, when | arrived at
the gate to start taking the stairs, it was like | was beaten because | looked at the
way people were seated at the bench, and you see your friends who are already
infected....... ” (Male, 31-50 years)

Participants expressed the desire to have HIV testing services taken to the community more
frequently.

“We should be given services after 1-2 months, this because of the way we interact
with one another and the situation we live in” (Male 31-50 years)
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Participants also reported that many of them accessed HTC services in groups of friends and
that this was a common practice among the residents as they were aware that they shared
sexual partners.

“I could have a girlfriend and have “raha” (Kiswahiii word for fun) with her and
wish her goodnight. You will then meet with her in the morning from her night
activities, this means that she never spent the night at her place. A iady like this
could have sex with all men in the community. This makes us to test together as
men” (Male 18-30 years)

Prevalence of reported prevention messages received in previous HBTC.—All
the study participants were unanimous that they were given good and useful information
during HBTC on how to protect themselves against HIV infection including; need to know
ones HIV status, use of condoms, partner testing, faithfulness to one sexual partner,
reduction of sexual partners and taking medication if found HIV infected. However, while
some said the information was new, others reported that it is not new but that in the home it
was given in a friendly way and they also had the chance of testing with their spouse.

“l was told I could use a CD (condom) or that | could be faithful to one partner. He
also told me that if I had HIV I could use some drugs and we also discussed where
I could get them” (Male 18-30years)

“They also ask you if you are married or in a relationship and the importance of
being tested together” (Female 31-50yeras)

“Like for me who has a partner when | go to the dispensary to test and tests
negative and may be my partner is positive.... So when they come, they will make
you know the reality if you are together and test you as a couple (Female 31—
50VYears)

Reported sexual behavior following receipt of HIV prevention messages at
HBTC—There were mixed responses about use of prevention messages with the majority
expressing that they were not used. It was reported that, by and large, condoms are mainly
used by the younger people and that use of condoms in marriage is challenging as it is
viewed with suspicion on the part of the partner suggesting its use.

“Using condoms means that you have other affairs.....” (Male, 18-30 years)

“That information is not effective | know three people who are HIV positive and
they are not using condoms” (Female, 18-30 years)

“When | was tested and found negative | added another wife and she gave me a
child. We were tested last year with my partner and we were found to be negative
but I have another sexual partner but we have never tested together” (Male 31-50
years)

The reports suggested that the decision to use condoms is left to the man who is seen to be in
control.
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“Men are usually so fast when they come to you, you might think that their mind is
there putting on that condom. You may be cheated that he has put it on and with
you, you are tying there waiting for a man to get inside you” (Female 18-30 years)

Participants’ reported that there was extensive casual sex without use of protection among
the residents in the informal settlement both among those HIV infected and those not
infected.

“In this life we live, we have sexual intercourse... with your girlfriend. Let me say
you are married and then you have this one else somewhere and you have sex or by
bad luck you were with someone else taking...... ”laughter. (Male — 31-50 years)

In addition to trust of the sexual partner reported in the quantitative study, the FGD
participants also reported that those who are HIV positive do not use condoms as they argue
there is no need because they were already HIV infected. Additionally condom use was
perceived to be associated to early death by those infected with HIV, this hindered condom
use.

“... Those who are positive do not see the need to use condoms even after getting
explanation from doctors on how to use them for they argue that you cannot take a
sweet with a wrapper and that makes them die quickly.” (Male 31-50 years)

“If those in HIV programs were consistent in condom use then they would not be
giving birth at this rate. You find women who have been advised to use condoms to
prevent re—infection continue to give birth” (Female, 31-50 years)

DISCUSSION

The goal of this study was to determine if HIV prevention messages which had been offered
during HBTC were being utilized by the recipients. Overall, we found high prevalence of
provision of prevention messages with reported acceptability, appreciation and knowledge of
the prevention messages following previous HBTC. However we found very low utilization
of the messages for HIV prevention, among both the HIV-infected and those not infected.
New strategies are urgently needed to change both the mode of delivery of the prevention
messages and the community perception of HIV risk to promote behavior change.

Overall, the provision of prevention messages were reported to be higher in HBTC setting
compared to other HTC sites (VCT, hospital, mobile and workplace settings). Although
condom demonstration was reportedly received by 80% of the previous Kibera HBTC
services recipients, only about 40% of them had been offered condoms with an uptake of
just over 2%. Refusal to take condoms has been associated with stigma [25]. In our study,
several other factors were cited by residents that led to declining to receive condoms during
HBTC, including: trust for the sexual partner, fear of being seen by children taking
condoms, and community perceptions and attitudes towards condom use. The reported
regular condom use by about 11% of the participants in this community is much lower than
the 39.9% reported use among individuals who were unaware of their HIV positive status in
a nationally representative survey in Kenya [26] but consistent with reports from elsewhere
[27]. While other studies reported reduced rates of unprotected sex among those living with
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HIV upon learning their status [28], our study found that only 15% of the PLHIV used
condoms in this informal settlement. This underscores the need for innovative ways of
breaking the barriers to condom use by promoting condoms more effectively and making
condoms available in this slum area. The finding that lack of condom use is attributable to
trust of the sexual partner and fear of suspicion of the partner suggesting condoms use is
consistent with findings from other studies [29]. The use of community—based campaigns
[30] has the potential of reducing condom stigma and negative perceptions and beliefs about
condom use. Lack of women empowerment and ambivalence towards condom use [26] as
demonstrated by our results is a critical barrier to HIV prevention. Strategies targeting
women, to empower them to embrace and negotiate condom use would play a big role in
HIV prevention in this slum area.

Unless the result is different from what the individual expected [31, 32] receiving a negative
HIV result after a risk exposure reinforces low risk perception [33]. The latter is consistent
with our finding; participants both in quantitative and qualitative sessions reported that
nothing had changed in their risky sexual life since the previous HBTC. Normalization of
HTC services achieved by HBTC in this slum area promoted disinhibition [34]. Residents
who believed they were HIV negative engaged in unprotected sex with individuals of
unknown HIV status at will and sought testing services thereafter as a mitigating measure
against HIV acquisition. Repeated testing without adoption of safe sexual practices is not
protective against HIV acquisition [35] as it may have been misinterpreted by these slum
residents. This misinterpretation underscores the need for innovative strategies in delivering
prevention messages.

Extensive social tolerance of extramarital sex without protection reported in this community
is a barrier to HIV prevention as it is in many African societies [36]. Additional barriers in
this community are low socioeconomic status and high alcohol consumption which are
related to permissive sexual acts, both for pleasure and as a means to economic gains [36].
While HBTC accords the client the convenience and flexibility of continuing with their
domestic chores and thus increases acceptability, this may ultimately be a barrier to the
internalization and reflection on the prevention messages offered due to divided attention.

This study was not without limitations; the results on sexual behavior are by self-report
which have the potential of social desirability and inconsistency [35]. This might explain the
high percentage of participants reporting having only one sexual partner in quantitative data
and the contradiction from the reports by the FGD participants of the multiple and
permissive sexual partnerships among residents. Another limitation is that information on
provision of prevention messages relied on recall by those who received them at least 16
months in the past and this may be subject to recall bias. There was also a lot of changing
denominators partly because of the slip command in the questionnaire or participants chose
not to respond to the question or could not remember. We used mixed method in this study
to help mitigate these limitations and to help explore the issues under investigation.

AfrJ Health Sci. Author manuscript; available in PMC 2019 January 24.
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Conclusion

HBTC is an effective strategy in reaching hard—to—-reach populations, increases access to
HTC services and normalizing testing for HIV in these settings. Prevention messages offered
during HBTC are viewed by residents as very important but their use is limited as residents
report engaging in risky sexual behaviors and then present themselves for HTC to confirm
their HIV status. These findings suggest that one time prevention messages delivered at
HBTC are not effective in achieving behavior change. We suggest that counseling skills
should move from mere provision of information to more thought provoking strategies like
motivational interviewing [37] and combination of strategies [38] of delivering HIV
prevention messages based on client’s circumstances. The use of social ecological models
have been found effective in health promotion [25] and may be useful in delivering
innovative strategies for change of normative expectations related to sexual behavior and
specifically condom use. Additionally, given the permissive sexual behaviors in this slum
area, programs should critically review the frequency for HIV re—testing of residents in this
informal settlement to identify early those who are HIV infected and put them on lifesaving
antiretroviral drugs, and at the time reduce HIV transmission.
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