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ABSTRACT

The Global human immunodeficiency virus (HIV) epidemic entered its fourth decade with approximately 34
million people living with HIV (PLHIV). The years ago to date, the antiretroviral therapy (ART) programs
were been scaled up significantly in the Sub-Saharan Africa. Since the first diagnosis of HIV in Kenya in
year 1981, care and treatment efforts for the PLHIV had rapidly expanded and 5.3 million people were
accessible to ART. Kenya initiated national campaigns to increase HIV testing and counselling, including
Voluntary Counseling and Testing (VCT), provider initiated testing and counseling (PITC), outreach testing
and counseling, home-based testing and counseling as well as integration of HIC Testing and Counseling
(HTC) into antenatal care, sexually transmitted infections (STI) and sexual and reproductive health services.
Not much information is available on socio-demographic and clinical aspects of the PLHIV attending the
CCC.

Objective: To determine the socio-demographic characteristics of HIV-infected patients at the Kenyatta
National Hospital Comprehensive Care Centre, Nairobi, Kenya

Design: This was a descriptive cross-sectional quantitative study.
Settings: The Kenyatta National Hospital Comprehensive Care Centre, Nairobi, Kenya.

Methods: This study was conducted on two hundred and seventy two (N=272) participants (Cochran’s
formula), comprising 139 males and 133 females aged 18 years and above. The study participants were
physically able, literate and they could communicate clearly in English, Kiswahili or both languages, they
voluntarily consented to partake the study and they had been attending the CCC for 3 months from August to
October 2014 at the Kenyatta National Hospital (KNH), Nairobi, Kenya. Consideration for attrition was
pegged at 20% of the study population. Systematic, proportionate probability and purposive population
sampling techniques were used to sample the study population. Eligible study participants were adequately
informed about the study objectives, benefits and harms prior to voluntarily signing the consent forms,
followed by administration of the questionnaires by the researcher. Socio-demographic characteristics were
captured on locally designed instrument. Fully completed questionnaires were entered into excel sheets on
the computer on the day data was collected by the researcher and later analyzed using the Statistical
Package for Social Sciences (SPSS) Version 20.

Results: More than half (51.1%) were male compared to (48.9%) females. The age distribution showed half
(50%) of participants were adults aged 33 years and above who constituted (55.9%) of the study population
and of whom, 36.3% were aged 32-22 years and (7.7% ) were aged 18-21 years. This finding showed that
HIV infections in Kenya were predominantly among the resourceful newly married,young educated adults.
Gender distribution difference was insignificant (2.2%) in the numbers by sex it was at (2%). The youngest
participant was 18 years old implying that the mode of transmission in this population was sexual and or
any other but unlikely to be mother to child.
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This argument held when considering the fact that the largest population (56%) attending the HIV and AIDS
clinic was above 33 years of age in which the age-HIV-infection relationship was directly proportional.
Single marital status had a prevalence rate of 36.8% and the separated had a prevalence of 8.1%. The
married were the majority (45.6%) and the combined married and cohabiting constituted over half (51.8%).
This findings suggested that the likely form of HIV transmission in Kenya was sexual. The married and
cohabiting (51.8.6%) outnumbered those in all single relationships combined who accounted for (48.2%).
The small difference (3.4%) between the partnered and those not partnered implies that HIV infection is
Kenya had no bias in terms of marital status. Those with secondary and college levels of education
constituted (70%) compared to those with primary and university education both categories stood at (13%)
and only (1.8%) had no education. These challenged the notion that high standard education was key to the
prevention and control of HIV infections and brings out the element of health education being more
important than literacy. Having income accounted for 89.7% compared to 10.3% who did not have any
formal income. Those earning less than US$ 200 were at the highest risk of HIV infection, at a prevalence
rate of 68.7% with an inverse relationship between HIV-infections and level of income. Being a Christian
(84.5%) was a risk factor compared to Muslim (4.4%). This is a contrast in that Catholics are an avowed
faith against condoms use, implying a possibility that their abstinence programme alongside the Muslims
might be taking root. Those in rented residences (62.5%) were at the highest risk of HIV infections followed
distantly by those in owner-occupier residences at 18.1%.

Conclusion: This study showed that as many women as men were equally vulnerable to HIV infections. Risk
factors for HIV infections were being young adults, older and partnered, poverty, married or cohabiting
couples, a contrast with the notion that marriage was a protective institution against HIV infections. These
findings suggested that HIV transmission in Kenya was sexual. Prevention messages focused on casual
partnerships despite low level of knowledge among couples. The notion that high standard education was
key to the prevention and control of HIV infections was challenged in this study. The high prevalence rate of
HIV was attributed to low level of sexual health education and condom use. Low risk factors for HIV
infections were associated with low level of education. As such, policy makers should review HIV
programmes in Kenya and consider the contribution of socio-demographic factors done so that gaps in the
prevention and control of HIV in Kenya could be sealed to reduce the negative impact of HIV infections.

Keywords: human immunodeficiency virus, acquired immune deficiency syndrome; people living
with human immunodeficiency virus, transmission, anti-retroviral treatment

INTRODUCTION

Since the first documented outbreak of the HIV
epidemic in Kenya in the year 1981, care and
treatment efforts for the PLHIV rapidly expanded
and 5.3 million people were receiving anti-
retroviral treatment (ART), which had reduced
morbidity and mortality among the PLHIV who
were able to live longer (UNAIDS, 2010). The
Global HIV epidemic entered its fourth decade
with approximately 34 million people estimated
to be PLHIV (UNAIDS, 2011). Studies had
demonstrated the efficacy of ART as an
intervention to reduce the likelihood of HIV
transmission and AIDS disease (Cohen et al.,
2011). Over the past decade, the ART programmes
had been scaled up significantly in the Sub-
Saharan Africa (UNAIDS, 2013). In the year
2012, 68% of the PLHIV in the region had
access to ART under the auspices of the World
Health Organizations (WHO & UNAIDS, 2013).
The WHO’s 2013 guidelines on ART eligibly
qualified more people for treatment by expanding
treatment initiation to those whose CD4 counts
were 500 or less, thereby contributing to reduction
of ART coverage to 39% in the year 2013

(UNAIDS, 2013). Surveys conducted in different
populations among Sub Saharan African countries
highlighted the need for comprehensive and
effective services for PLHIV (UNAIDS, 2010).
Kenya initiated national campaigns to increase
uptake of HIV testing including HIV testing and
counseling (HTC), provider initiated testing and
counseling (PCT), outreach testing and counseling,
home-based testing (HBT) and counseling as
well as integration of HTC into antenatal care,
sexually transmitted infections (ST1) and sexual
and reproductive health services by the Kenya
National AIDS Control Council (NACC, 2011).
By the year 2010, the voluntary counseling and
testing (VCT) sites in Kenya were over 4,000 in
number and evenly distributed. In the year 2008,
approximately 860,000 people in Kenya were
being voluntarily tested annually for HIV. By
the year 2013, the number had increased to 6.4
million (NACC, 2014). From the year 2009 to
2013, the percentage of pregnant women tested
for HIV increased from 68% to 92% and in
2010, the government started a campaign to
promote partner testing, exclusive breastfeeding
and the delivery of ART to children (IRIN, 2009
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& Capital, 2010). The HIV departments within
the Kenyan health facilities were usually better
staffed and equipped than other non-HIV services
departments (Odeny, et al. 2013). Out of the 47
Kenyan regional administrative (counties), Nairobi
city had the highest numbers of HIV and AIDS
cases at 199,100, followed by the rural Homabay
(150,000), urban Kisumu (113,000), Siaya
(100,400), Kisii (77,100), Mombasa (77,100)
Migori (68,700), Nakuru (57,800), Kakamega
(55,500), and Turkana (51,200)) among others
(Kenya Forum, July 2013). In Kenya, the
number of people receiving ART increased over
12-fold from about 11,000 in the year 2003 to
more than 138,000 patients in 2007 as a result of
support from the President's Emergency Plan for
AIDS Relief (PEPFAR) funds (Wools-Kaloustian,
et al., 2009). Treatment transformed HIV infections
into chronic conditions; therefore, HIV
management demanded a shift to a chronic
disease service delivery model (Farmer &
Shattuck, 2013). Counseling is the process by
which an individual undergoes to enable him or
her to make an informed choice about being
tested for HIV; a preventive and care strategy
for HIV infections (Hensen, et al 2011 & WHO,
2012). The sociodemographic characteristics of
HIV and AIDS differ in different regions of the
world depending on the variations in regional
sexual practices, alcohol and substance abuse,
beliefs, quality of health services among others
(Avert, 2013). This study aimed at assessing the
sociodemographic characteristics of HIV infected
patients attending CCC services at the Kenyatta
National Hospital, Nairobi, Kenya. Hasan et al.,
(2013) reported that education positively and
significantly (p = <0.01) contributed to awareness
on HIV and AIDS. Educated people acquired
more knowledge when exposed to sources of
available information such as electronic media
(Computer, internet), printed papers (Books,
newspapers, posters, booklets). It may be
inferred that higher educational levels offer
some protection against HIV. Ramjee and
Daniels (2013) in their study reported that young
people growing up within income settings had
little access to schooling and few prospects for
their future, hence sex became a way of life to
pass time due to a lack of recreational facilities.
Young people, often perceived their risks of HIV
and AIDS infections to be low even if they
engaged in HIV and AIDS risky behaviours,
lived in areas with high HIV prevalence rates or
they were knowledgeable about HIV and AIDS
(Dellar & Dlamini (2015). A possible explanation
for the lowly perceived HIV and AIDS risks

was that youths would exhibit optimistic biases,
tending to underestimate risks in general due to
feelings of invulnerability (Pettifor et al, (2014).
An individual’s perception of risk is what
matters in their decision-making, not whether that
perception is known to be correct or incorrect
(Tarkang, 2014). Effective development of
preventive and interventional messages for
adolescents is paramount (Solomon, 2014).

Ramjee & Daniels (2013) stated that lack of
resources was associated with earlier initiation
of sexual activity and less frequent condom use
which could result in HIV infections. According
to findings by Umesh S. Joge et.al (2013), most
of the affected population were from lower
socioeconomic strata and the reproductive age
group 15-44 years which increased the economic
burden and affected the overall development of
the families, communities and the country while
marital life itself became a risk factor for
women who got infected by their HIV positive
spouses. HIV and AIDS thrived more among the
socially disadvantaged and the economically
subservient groups such as theyoung, the female
and unemployed. Religion could hamper the
effective use of condoms for prevention against
HIV infections (Anyebe et al., 2013). The Roman
Catholic Church opposes condom use in favour
of "direct contact". This could have serious
implications for spreading HIV (Tarkang, 2014).
Gender inequality was created and perpetuated
in part by social norms that demanded culturally
appropriate roles and conduct for men and
women (Ramjee & Daniels 2013). Hierarchical
gender roles such as notions of male sexual
entitlement, and the institutionalized economic
inequalities keep money , land, and other

resources out of women’s reach, causing women
to be financially dependent on men (Adebayo et
al., 2015). According to Anyebe et al., (2013),
socio-demographic attributes of the Idoma,
Nigeria PLWHA revealed that young, married
females of low socioeconomic status and
educational groups were most infected by HIV;
the most affected being those within the
productive age range of 25 to 44 years. Young
females and farmers with low educational status
and low income are more afflicted by
HIV/AIDS. Tarkang et al. (2014) observed that
a higher percentage of the males in that study
was married compared to the females. This
implied a higher rate of infection among married
males, or that married males report for treatment
at a greater rate than married females. It could
suggest that marriage was possibly not a
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protective factor against contracting HIV
infections among males. The greater rate of
extramarital sex among males compared to
females and unprotected sex could have
explained this finding. Health care providers
including clinical psychologists were involved
in client counselling according to Okoronkwo et
al., (2013). He further suggested that nurses
ought to have intensified their efforts on patient
education and counselling to help the patients
resiliently accept their conditions and adapt
positively to the challenges of the illness and
long-term use of anti-retroviral drugs. Eguchi et
al., 2014 in his study stated that health
promotion authorities ought to carefully
consider the target population ages when
implementing interventions to reduce prejudice
toward HIV infected colleagues in the
workplace. Perkins et al., (2013) reported that
unemployed women had a higher number of
children and longer periods of residency, which
might have been more embedded within limited
social and sexual networks. Embedded states
had been shown to be a significant driver of
HIV infections that could have suggested that
HIV-prevention knowledge was relatively
lacking irrespective of HIV status (Perkins et al.,
(2013). Therefore, targeted and concentrated
HIV-prevention education initiatives were
needed for African American women residing in
Washington, DC, regardless of their HIV status
(Perkins et al.,, (2013). Socioeconomic and
sexual identity characteristics of HIV infected
women were more likely to be married or living
with a stable partner and more likely to have
children, primary or lower level of education
and less likely to have high school or higher
level of education than men (Arredondo, 2015).
The MSM were particularly at risk and
prevention strategies ought to have continued to
target this group, focusing on risk reduction,
particularly greater use of condoms and HIV
testing for earlier diagnosis and linkage to care
and treatment. ldentifying factors contributing
to both vulnerability and risk will help guide
both prevention and treatment efforts (Ramjee
& Daniels, 2013). The exposure to “Western
culture” influence which had been aided by
mass media entertainment products, such as sex
films, video clubs, private channels, internet and
advertising was perceived as portraying sexual
behavior as a normal and recreational activity
without restrictions (Mohamed and Mahfouz,
2013).Sudan was a relatively conservative and
highly religious society where sexuality was not
openly discussed, and a disease such as HIV and

AIDS was surrounded by myths and taboos and
even it ignored in official circles (Mohamed and
Mahfouz, 2013). It was difficult and it required
sensitivity to get people to talk openly about the
disease (Szaflarski, 2013). Women were
significantly more likely to have been infected
by a stable partner, by a partner with military/
police background or imprisonment background
(Arredondo, 2015), while the HIV epidemic
among men was linked mainly to sexual risk
behavior, the epidemic among women was
mainly linked to social and economic
vulnerability and marginalization.

METHODS

This was a descriptive cross-sectional quantitative
study, conducted on two hundred and seventy
two (N=272) participants (Cochran’s formula),
comprising 139 males and 133 females aged 18
years and above, having been approved by the
Kenyatta National Hospital Ethical and Research
Committee (ERC). The study participants were
not physically ill, they were literate and they
could communicate clearly in English, Kiswahili
or both languages, voluntarily consenting to
partake the study including the disabled PLHIV
and having been attending the CCC during a 3-
month period from August to October 2014 at
the Kenyatta National Hospital (KNH), Nairobi,
Kenya. The other inclusion criterion was factoring
in 20% of the target to cater for the attrition of
the study population. Systematic, proportionate
probability and purposive population sampling
techniques were used to sample the study
population. Eligible study participants were
adequately informed about the study objectives,
benefits and harms prior to voluntarily signing
the consent forms, followed by administration of
the questionnaires by the researcher. Socio-
demographic characteristics were captured on
locally designed instrument. Fully completed
guestionnaires were entered into excel sheets on
the computer on the same day data was
collected by the researcher and later analyzed
using the Statistical Package for Social Sciences
(SPSS) Version 20.

RESULTS

The two hundred and seventy two (272) study
participants were recruited to participate in this
study, giving a response and questionnaire
return rate of 100%. The baseline data from the
study participants provided information about
the socio-demographic characteristics of the
HIV-infected patients attending the CCC at the
KNH, Nairobi, Kenya. The study sought to
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identify the socio-demographic characteristics
of the participants (Table 1).

Socio-demographic characteristics (N=272)

Characteristic | Category n %
Gender Male 139 51.1
Female 133 48.9
Age (years) 18-21 21 7.7
22-25 24 8.8
25-29 30 11
30-33 45 16.5
>33 152 55.9
Marital status | Married 124 45.6
Cohabiting 17 6.2
Single 100 36.8
Divorced 5 1.8
Separated 22 8.1
Widowed 4 15
Level of | None 5 1.8
education Primary 37 13.6
Secondary 102 37.5
College 91 335
University 37 13.6
Employment Employed 116 42.6
Self- 128 47.1
Retired 7 2.6
Never 17 6.2
Laid off | 4 15
Income 10-100 104 39.4
bracket 100-200 75 28.4
(KShs/month) - =555350 3% | 129
30,000- 20 7.6
40,000- 12 45
>50,000 19 7.2
Religion Catholic 104 38.2
Protestant 126 46.3
Muslim 12 4.4
Other 30 11.0
Housing Own 49 18.1
Rented 174 64.2
Friends 13 4.8
Parents 28 10.3
Other 7 2.6

Slightly more than half (51.1%) of the HIV-
infected patients were male compared to 48.9%
females who participated in this study the
differences in the proportion (2%) was small.
The age distribution of the participants showed
that more than half (50%) of the HIV-infected
participants were adults aged 33 years and
above they constituted 55.9% of the study
population, of whom 16.5% were aged 30-33
years, 11% were aged 25-29 years, 8.8% were
aged, 22-25 years and 7.7% were aged 18-21
years. This finding showed that the victims of
HIV infections in Kenya were young adults who
were in their prime age of marital and
occupational debut, resourceful and having
completed their studies at university level. The
HIV and AIDS-related morbidities and
mortalities in this situation were likely to
generate a large population of young, immature
and early school-going children. The gender
distribution of the HIV-infected patients at the
KNH CCC did not reflect a wide difference
(2.2%) in the numbers by sex and it was as close
as that of age differences (2%). The youngest
HIV-infected person participating in this study
was 18 years old, implying that the clinic
predominantly served adults and it was an
indication that the prevention of mother to child
transmission of HIV had been effective and the
mode of transmission in this population was
likely to be sexual and or any other but unlikely
to be mother to child. This argument held when
considering the fact that the largest population
(56%) attending the HIV and AIDS clinic was
above 33 years of age in which the age-HIV-
infection relationship was directly proportional.
The single marital status had a prevalence rate
of 36.8% and the separated with had a
prevalence of 8.1%. The married were the
majority (45.6%) of the HIV-infected clinic
attendants and the combined married and
cohabiting constituted over half (51.8%) of the
HIV-infected people attending the specialized
clinic at the KNH. This, once again, this finding
suggested that the likely form of HIV
transmission in Kenya was sexual. The married
and cohabiting (51.8.6%) outnumbered those in
all single relationships combined who accounted
for 48.2% of the HIV-infected people attending
the specialized clinic at KNH. But the small
difference (3.4%) between the partnered and
those not partnered implies that HIV infection is
Kenya had no bias in terms of marital status.
Those with secondary and college levels of
education constituted 70% of all the HIV-
infected people seeking comprehensive health
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care at the KNH compared to those with
primary and university education both of which
categories had a joint comprised 13% in the
study population and a paltry 1.8% of those with
no education. These findings challenged the
notion that high standard education was key to
the prevention and control of HIV infections and
brings out the element of health education being
more important that literacy (Hargreaves et al,
2008). This study clearly demonstrated that
having income whatever the level of socio-
economic status was a risk factor for HIV
infection. Having income accounted for 89.7%
of all the HIV-infected people at the KNH
compared to 10.3% who did not have any
formal income, among them, those who had
never been employed, the retired and those who
had been laid off employment. Among those
with regular income, those earning less than
US$ 200 were at the highest risk of HIV
infection, standing at a prevalence rate of 68.7%
and there was an inverse relationship between
HIV-infections and level of income. Being a
Christian (84.5%) was a risk factor compared to
Muslim (4.4%) with Protestants (46.3%) slightly
surpassing the Catholics (38.2%). This is a
contrast in that Catholics are an avowed faith
against use condoms, implying a possibility that
their abstinence programme alongside the
Muslims might be taking root. In terms of
housing, those in rented residences (62.5%)
were at the highest risk of HIV infections
followed distantly by those in owner-occupier
residences at 18.1% (Table 1).

DiscuUssION

In this study, young adults and older partners
were found to be more at risk of HIV infections
compared to the unpaired and young according
to the Human Rights Watch, (HRW, 2010). The
married in this study were more predisposed to
HIV infections, a contrast with the notion that
marriage was a protective institution against
HIV infections as opposed to singlehood (Li, et
al., 2012).But these findings confirmed the
findings of yet another study that reported that
the married in Kenya were at the highest risk of
HIV infections with a prevalence of 46%, quite
a disturbing finding in two aspects namely the
infected patient will infect their married partners
and secondly, that the infect would transmit
HIV infections to their offsprings (Khan, &
Sharma, 2012). It was reported that the married
and in stable relationships accounted for the
highest percentage of new HIV and AIDS
infections in Kenya (Kemei, et. al., 2013). On

the contrary, this study dispelled the perception
that the single were more predisposed to HIV
and AIDS, pouring cold water on the widely
held notion that being married was a sexual
restriction to multiplicity of partnerships, thereby
locking HIV infections outside the marital
institutions (Anglewicz, et al., 2010). This study
also showed that either more men were living
with HIV or they were infected more than
women if the participation in this study was
anything to go by (Grant & Soler-Hampejsek,
2014).Again, these findings would have been
contradicting the belief that most of the PLHIV
were women (Barros, et. al., 2011). This study
could not establish if the large number (51.1%)
of men included men having sex with men
(Sanders, 2012). In Kenya, HIV prevalence
among men who had sex with men (MSM) were
almost three times (X3) higher than in the
general population (UNAIDS, 2013). HIV
among couples had been associated with
ignorance of self or partners” HIV status (R, et.
al., 2008). This study found out that the married
and cohabiting couples were at higher risk for
HIV transmission and acquisition (Li, et al.,
2012). Culture played a big role in sexual
relationships, more so in marriages where
women not able to practice safer sex even when
they knew the risks (Santana, 2006). Surprisingly,
prevention messages often ignored couples,
focusing on casual partnerships despite the lack
of knowledge among the HIV affected couples
of the risks of transmission among their
partnerships or through prenatal transmission.
(Kim, et. al., 2011). The HIV prevalence among
young women in Kenya had almost halved since
the year 2003, showing that progress had been
made with regard to female gender according to
the National AIDS Control Council (NACC,
2014) of Kenya. It had been shown that women
and girls in Kenya faced discrimination in terms
of access to education, employment and healthcare
thereby consigning the female gender into
vulnerability to HIV (Jewkes, 2010). These
findings also showed that young women were at
risk of HIV infections because young women
found it harder to negotiate condom use with
older partners who had greater power in the
relationships and would use gifts or money to
encourage girls to have unprotected sex (UNAIDS
& UNESCO, 2013). The high prevalence rate of
HIV was attributed to lack of sexual health
education and low levels of condom use (Ryan,
et. al., 2009). Gender inequality had also been
identified as a key driver of HIV infections
among women (Ryan, et. al., 2009).
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In our study, the level of education that each
participant had attained at the time of this study
indicated that over two thirds (2/3) of the study
respondents had at least secondary education.
The Kenya AIDS Indicator Survey (KAIS,
2012) reported almost no difference in HIV
prevalence between those who had completed
primary school education (6%) and those who
had completed secondary school education
(5.8%). In fact, the lowest HIV prevalence was
found among people without any schooling,
making illiteracy a protective factor for HIV
infections (3.6%). Moreover, HIV prevalence
rate was higher among women than men across
all education levels according to the Kenya
AIDS Indicator Survey (KAIS, 2012). These
findings demonstrated that the study participants
were similar in their socioeconomic status (SES)
to the nationally representative samples in
various countries according to the Kenya
National Bureau of Statistics (KNBS, 2010),
with low education and income levels. Poverty
served as a major cause of the rapid spread of
HIV infection in numerous ways (Greener,
2004). For example, the need for economic
survival forced some men and women to
become commercial sex workers to generate
income, thus exposing themselves to increased
chances of HIV infections (Gillespie, 2005).
The distribution of the study participants’
religious affiliations indicated that most (84.5%)
of the participants were Christians (Kagimu,
2012). The church focused mainly on creating
awareness about HIV and AIDS disease, its
nature, modes of transmission, and its social and
spiritual ~ consequence  (Lagarde, 2000).
However, there was very little evidence that this
knowledge had been translated into behavioral
change (Fox, 2010). The main reasons for lack
of behavioral change had been shown to be the
African traditional customs and practices that
promote the spread of HIV infections
(Penningtion, 2001). These African practices
included; use of alcohol, women/spousal
sharing, women inheritance that did not entail
testing for HIV, non-circumcision for men,
polygamy and ritual cleansings (Kawango,
2010). Secondly, promiscuity had been
increasing among Africans, especially the youth
(Pettifor, 2011).

CONCLUSION

This study showed that as many women as men
were equally vulnerable to HIV infections in
marriage or partnerships, a finding that
challenged conventional wisdom that being

single was a risk factor for HIV infections than
in partnerships or marriages. Being sexually
active was found to be a risk factor for HIV in
this study and so to being 33 years of age and
above. However, the study confirmed
established views that the young were more at
risk of HIV infections than the old. People with
secondary and college educational levels were
found to be at higher risk of HIV infections than
those at the university level of education and
those with no formal education, though the
secondary and college levels of education study
participants were the majority in this study. Low
income and Christianity were found to be risk
factors for HIV infections but this finding was
also in conformity with the large numbers of the
study participants in those categories. A similar
trend for similar reasons was observed when the
status of residence was assessed. Arising from
this study, it was found necessary for the HIV
programmes in Kenya to be reviewed and
further and deeper interrogation of the
contribution of socio-demographic factors done
so that gaps in the prevention and control of
HIV in Kenya could be sealed to reduce the
negative impact of HIV infections.
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