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Abstract

Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome (AIDS) continue to devastate the world,
particularly women in middle and low-income countries, especially in sub-Saharan Africa. This is principally because it is
twofold, that is, gender and context, and thus the infection patterns differ across the gender divide because of biology, physiology,
socially constructed gender norms, roles, unequal power relations and social-economic inequalities. The objective of the study
was to investigate the efficacy of intervention strategies mitigating the challenges faced by women living with HIV and AIDS
in Majengo informal urban settlements in Nyeri County. The study used the descriptive survey design that utilised qualitative
and quantitative approaches. Data from participants was collected using the snowballing method and involved in-depth
interviews, structured questionnaires and focus group discussions. The study adopted the social systems theory to incorporate
consciousness and phenomenology in the construction of society, such as social-economic factors that significantly influence
sexual behaviour. The study assessed knowledge and use of preventive measures against sexually transmitted infections (STIs)
among infected women and identified risky practices and appropriate strategies for curbing the spread of the virus. The inquiry
established that the success of the HIV and AIDS intervention strategies depends largely on context-specific challenges facing
various populations, such as women living with HIV and AIDS in informal urban settlements. It recommends adoption of HIV
and AIDS intervention strategies that mitigate gender and context-specific challenges in informal settlements, including
improved infrastructure and enhanced health.
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1. Introduction

Human Immunodeficiency Virus (HIV) and Acquired Im- died from the disease, with an estimated 38 million people liv-
munodeficiency Syndrome (AIDS) remain major public ing with HIV and AIDS [3, 43, 61, 68, 69]. Additionally, HIV
health issues. An estimated over 40 million people have so far  highly contributes to the morbidity of people between 25 - 49
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years [42, 43]. Over two-thirds of people with HIV (25.6 mil-
lion) are in Africa [68, 69]. There are over 800,000 new infec-
tions in East and Southern Africa [4, 33, 51, 60]. Kenya has
approximately 1.5 million people living with HIV, with 4.5%
of adult HIV prevalence of 15 - 49 years and 75% of the adults
on antiretroviral treatment [4, 60]. While HIV is prevalent in
the general population, many infections occur among critical
groups such as young women at high risk since they account
for 48% of new global infections and 59% of new infections
in sub-Saharan Africa [60]. By 2019, 68% of adults and 53%
of HIV-positive children in Kenya, for example, received life-
long antiretroviral therapy (ART) [51]. HIV intervention strat-
egies have steadily intensified because many corporate estab-
lishments have joined the fight to curb its spread and cushion
those affected and infected by HIV and AIDS [33, 69]. HIV is
twofold, there is the gender and context of developing coun-
tries. Thus, preventing further spread, minimising the impact
of HIV and AIDS and providing a caring environment for
those infected and affected are important intervention strate-
gies [43, 68].

The increased HIV infection rates among women have
made HIV and AIDS prevalence, and intervention approaches
take a gender perspective [17, 60, 64]. The shift in infection
patterns is fueled by the historical and cultural dynamics
grounded in patrilineal and patriarchal access to resources and
the productive value associated with a woman's body [1, 5, 18,
64]. The existence of age-disparate sexual relationships and
high levels of transactional sex also add to the disproportion-
ate burden of HIV among women [1, 64]. HIV and AIDS pose
severe health and developmental issues because it interferes
with education and capacity for growth, and hence girls and
women are immensely impacted (Wango, 2001; 2015). In ad-
dition, religious influence on morals and values, which dis-
courage extramarital sexual relations and influence govern-
ment policies, can reduce new HIV cases [38]. Urban informal
settlements report higher HIV infection rates. While the ef-
fects of HIV and AIDS are widespread in Kenya with dispar-
ities in certain regions, informal settlements record almost
twice-adult HIV prevalence rate than those recorded in the na-
tional statistics [43, 44, 52].

HIV burdens households and strains national health sys-
tems because of the effect on all groups, depending on several
variables such as age, gender, education, and location [45-51].
Thus, social and economic inequalities, and gender, are criti-
cal health determinants because they significantly drive the
HIV and AIDS pandemic outcomes [50]. According to the
2016 Kenya AIDS response progress report [49]. Nyeri
County recorded an HIV prevalence rate of 4.3 per cent, with
women in the county accounting for 6.3 per cent according to
the 2017 Kenya HIV estimates, a scenario that signified that
women are more vulnerable to HIV infection. The statistics on
prevalence presented can be attributed to access to levels of
access to information on health, treatment, protection and pre-
vention interventions which differ for each gender [42].

Although interventions like the Prevention of Mother-to-

Child Transmission (PMTCT) services and ARVSs have in-
creased HIV testing and treatment rates, there is a need for
more focused programmes targeting women to increase HIV
status awareness among the general population [42]. A recent
study suggests structural interventions for dealing with the in-
creased prevalence of HIV and AIDS [22]. However, another
study by Shamu et al. [55] suggests using HIV preventive
strategies, which involve peer and partner discussions, com-
munity-based education, mass media campaigns through local
language and working on gender equality because the ap-
proach changes gender norms. In addition, the research advo-
cates for increased education levels for girls because it would
translate to their retention in learning institutions and in-
creased engagement, which would help reduce the risk of HIV
significantly because such girls remain engaged in school [14,
55].

2. Theoretical Framework

This study was based on the social structure model [24-29,
58]. Social systems theory postulates that individuals' actions
and choices are influenced by survival, social environment,
and the relationships established [58]. Social structures refer
to systems resulting from human activity, arrangements, and
social interactions. They include the general organisation of
social institutions that define the patterns in social relations
[53, 58]. This is because society in general comprises depend-
ent and interdependent parts that constitute a social structure,
and this interdependency imposes certain structures on mem-
bers and institutions [58]. In all, social structure is identified
by features of the social system, and they, in turn, are interre-
lated and influence both the functioning of the social structure
as well as the activities of the members of the society [9].

Latkin et al.’s [24] social systems model unveils various
factors influencing HIV prevention and detection by empha-
sising the dynamic and social nature of HIV-related behav-
iours that influence the structural factors. Scholars argue that
social systems include six structural dimensions, namely: (1)
resources, (2) science and technology, (3) formal social con-
trol, (4) informal social influences and control, (5) social in-
terconnectedness, and (6) settings [58]. Since the HIV and
AIDS pandemic is a social problem, this study highlights so-
cial structures as consisting of normative patterns and inequal-
ities in power and status, which contribute to women’s infec-
tion with HIV [30, 56, 64]. HIV and AIDS interventions
should primarily focus on social experiences at the levels and
dimensions applicable in informal urban settlements through
the model. These include the setting and changes in the social
systems and their components, including HIV and AIDS pre-
vention, testing, and facilities as outlined in the Kenya AIDS
Strategic Plan [51]. Latkin et al. [24] emphasized the struc-
tural influence of behaviour, particularly regarding HIV and
AIDS. Thus, adopting behaviours that facilitate HIV preven-
tion and control is critical.

Structural HIV interventions immensely affect public health
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[24]. Prevailing HIV conceptions influence the outcome of in-
terventions, and hence there is a need to assess the efficacy of
the strategies implemented in places like Majengo. In this study,
the strategies are the independent variables. The challenges that
women face in their day-to-day lives in informal settlements are

the moderating factors that interfere with intervention strategies.

Independent Variable

Moderating Factors

The measure of efficacy is determined by the behaviour of
women living with HIV and AIDS. As such, the challenges in
the informal settlement influence women’s behaviour and lead
to the use or non-use of the provided strategies. This concept is
illustrated in Figure 1:

Dependent Variables

Intervention Strategies

Prevention of parent-
to-child transmission

Challenges
Several challenges hinder
the intervention strategies
aimed at health

improvement for women
living with HIV. They
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Figure 1. Conceptual Framework on Factors That Lead to Non-Improvement of the Status of Women Infected With HIV.

The Latkin et al. [24] model provided a way of alienating
the various structural interventions for direct and mediated ef-
fects of various factors affecting the women living with HIV
and AIDS in informal urban settlements. Overall, the social
structure model is significant in that HIV prevention, detec-
tion and treatment, and social-economic status, including the
gender component, are analysed as essential structural factors
that can inform and transform effective HIV mitigation strat-
egies.

3. Research Methodology

This study was conducted from August 2017 to March 2018
[67]. It adopted a descriptive research design that was appro-
priate for observing the study subjects in a completely natural
and unchanged environment [11, 12, 63]. Both quantitative
and qualitative data were obtained [11, 13, 63]. The research
instruments were pre-tested on sampled participants from
Kibera urban informal settlement in Nairobi whose data did
not form part of the study to ensure that the research items
were aligned with the study objectives and hence, valid. As a
result, the research instruments were attuned accordingly, in-
cluding adding probing and other items that required adjust-
ment. The pre-testing ensured that the research instruments
were aligned to HIV issues, particularly women infected with
HIV living in informal urban settlements. The responses ob-
tained during the pre-test were then used to calculate the reli-
ability coefficient using Cronbach's Alpha Coefficient that
was at 0.716 [7, 15].

The research involved 60 participants from Majengo urban
informal settlement recruited using snowball sampling. Snow-
ball sampling involved the initial participants referring others
who meet the study criteria [16, 13, 31]. This enabled the re-
searcher to expand the sample through social network. It is
recognized as an effective technique for accessing sensitive
topics and from hard-to-reach populations such as the women
living with AIDS for the purpose of this study [57, 59]. This
leveraged trust within the social connections and encouraged
participation [67]. Data was collected using a questionnaire,
an interview schedule and focus group discussions. The low
participation resulted from the fact that the study involved
self-disclosure of HIV status through the snowballing method.
The researcher was introduced to a woman living with HIV
and AIDS by a social worker at a health facility near Majengo
informal settlement, who later highlighted interested col-
leagues and study participants. Participants were only allowed
to recruit a maximum of five (5) participants each to limit
friendship bias. Additional secondary data was obtained from
journals, research reports and HIV and AIDS publications, in-
cluding national and Nyeri County reports [20, 21, 37, 50, 51,
67].

The study adhered to ethical research standards as outlined
by the American Psychological Association [2] and the British
Psychological Society [5] among others. Permission for con-
ducting the research was obtained from the National Council
of Science and Technology in Kenya to conduct research in
the form of a research permit. All the research instruments em-
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phasized anonymity and confidentiality of information. Par-
ticipants were also duly informed that all the information ob-
tained would only be handled by the researchers and social
worker and only applied for the purpose of the study. The
identity of the participants was kept anonymous during the
course of the research and in all reports. Code numbers were
used to protect confidentiality. None of the research partici-
pants was coerced to take part in the study or provide any in-
formation and all participants were duly informed to partici-
pate at their own discretion and were given freedom to pull
out of the study without penalty.

All participants were requested to sign consent forms indi-
cating their willingness to provide information. They were
also asked for consent information and additionally assured
that all information obtained would be kept confidential. Suf-
fice to note that sharing of information on HIV and AIDS in
Kenya is critical as the persons are highly stigmatised [39, 65].
In addition, Kenya recognises information regarding a per-
son’s HIV status confidential, private and sensitive, thus it is
strictly protected under HIV and AIDS Prevention and Con-
trol Act (HAPCA), 2006, Data Protection Act (DPA), 2019
and the Kenyan Constitution, Article 31 (Right to privacy).
[51, 52]. The researchers, therefore, used a research assistant
in the form of a social worker who was a resident in the area
and who was able to identify a participant who in turn intro-
duced others to the researcher. The social worker was also
sworn to confidentiality to protect all the clients and their in-
formation details, that is, those willing to participate in the
study and others who declined. Due to the confidentiality of
the information that was provided by the participants, the re-
searchers relied on their information and also triangulated the
information using an interview schedule and focus group dis-
cussions to ensure the validity of the information in data anal-
ysis.

4. Results: Unlocking and
Reconfiguration of Effectiveness and
Strategies

The purpose of the research was to gauge the effectiveness
of the strategies framed to alleviate problems faced by women
living with HIV and AIDS in Majengo informal settlement in
Nyeri County, Kenya.

4.1. Demographic Characteristics

The research participants indicated their age, occupation,
number of children, marital status, education level, and in-
come per month for affirmation that they were brought up in
the Majengo area. The results are shown in Table 1:

Table 1. Characteristics of Research Participants.

Number Percentage
15 - 25 years 2 3.4%
26 - 35 years 16 27.6%
36 - 45 years 27 46.6%
Age 46 -55years 9 15.5%
g\e‘;e):ears and 4 6.9%
Total 58 100.0%
Employed 20 34.5%
Not employed 13 22.4%
Occupation ; 2
S;:':;‘;S: d()se'f 25 43.1%
Total 58 100.0%
1 - 3 children 43 74.1%
Number of 47 children 12 20.7%
Children 8-10children 3 5.2%
Total 58 100.0%
Single 19 32.8%
Married 22 37.9%
Marital Status  Divorced 6 10.3%
Separated 11 19.0%
Total 58 100.0%
Unmarried Yes 26 68.4%
Participants No 12 31.6%
with Partners Total 38 100.0%
Primary Level 35 60.3%
Level of Edu- igf,g?dary 13 22.4%
cation
Tertiary Level 10 17.3%
Total 58 100.0%
1,000 — 3,000 15 25.9%
3,000 — 5,000 14 24.1%
Monthly In-
come 2&?}; and 29 50.0%
Total 45 100.0%

Almost half (46.6%) of the participants were 36 — 45 years,
while the majority were in the 26 - 45 years category (74.2%),
which affirmed that sexually active women were more suscep-
tible to HIV and AIDS. There were a few participants aged 15
- 25 years (3.4%), and this was attributed to the unwillingness


http://www.sciencepg.com/journal/sjph

Science Journal of Public Health

http://www.sciencepg.com/journal/sjph

of participants in this age group to divulge information about
their HIV status for fear of peer victimisation and stigmatisa-
tion. An overwhelming number of the research participants
(74.1%) had a maximum of three children, while only a few
(25.9%) had several children. Most of the women living with
HIV and AIDS were aware of the prevention of mother-to-
child transmission and therefore could have been keener on
family planning to ensure fewer pregnancies and children
(Ombati, 2019). Also, the uptake of prophylaxis drugs cou-
pled with low-income levels among the women living in the
informal settlement could have made the HIV positive women
desire to have fewer children. Additionally, although most of
the participants (67.2%) were initially married, only a third
(37.9%) were still married at the time of research, while the
others were either divorced (10.3%) or separated (19%), while
the remaining were single (32.8%). However, although a ma-
jority of research participants, 38 (63%), were unmarried, a
majority of them (68.4%) stated that they had sexual partners,
while the rest (31.6%) insisted they lacked partners. Overall,
while the majority of participants had attended school, they
had only attained a primary school level of education (60.3%),
with only a small number (17.3%) having attained tertiary ed-
ucation. Only half of the participants (50.0%) had a monthly
income of Kshs. 5,000 and above (this translates to $ 40,

which is less than $ 2 a day), while the rest of the participants
earned below a dollar a day.

The study revealed that most of the participants (43.1%)
learned about their HIV status within the last six months to
two years (32.7%), while a few were less than six months in
an antenatal clinic (5.2%). None of the participants found out
about their HIV status through a routine medical check-up.
There was a general lack of voluntary counselling and testing
for HIV and AIDS, although the strategy was part of the HIV
intervention measures by the National AIDS and STI Control
Programme [34, 50-52]. The lack of voluntary testing was a
result of: (1) the stigma and discrimination associated with
HIV and AIDS; (2) lack of medical follow-up; (3) Inadequate
knowledge of HIV and AIDS; and, (4) lack of finances to fa-
cilitate routine medical check-ups. Thus, mitigating factors
must address much deeper issues among women in informal
urban settlements.

4.2. Intervention Strategies

The study investigated various strategies for mitigating
challenges faced by HIV and AIDs positive women, as out-
lined in Table 2:

Table 2. Strategies to Mitigate Challenges of Women Living with HIV and AIDS.

Number Percentage
Yes 36 100.0%
Participants given Prophylaxis Drugs at Antenatal Clinic No 0 0.0%
Total 36 100.0%
Yes 50 86.2%
Delivery of First Child in a Health Facility No 8 13.8%
Total 58 100.0%
Yes 16 72.7%
Knowledge by Spouse of Participants’ Status for Married participants No 6 27.3%
Total 22 100.0%
Yes 3 13.6%
Use of Protection (condoms) Every Time Participants Have Sex (Married) No 19 86.4%
Total 22 100.0%
Yes 9 36.0%
Use of Protection Every Time Participants have sex (Partners) No 16 64.0%
Total 25 100.0%

Ideally, 36 participants stated that they used prophylaxis
drugs to prevent the transmission of HIV to the unborn child.

Prophylaxis drug service was initiated in 2000 in all estab-
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lished health facilities [45, 51] and is considered a positive de-
velopment to earlier studies conducted in Kibera urban infor-
mal settlements in Nairobi [8, 41]. The study by Bwisa [8] re-
ported that pregnant women did not access the PMTCT ser-
vices due to the long distances to the delivery points, a sce-
nario which greatly risked transmitting the virus to unborn ba-
bies during delivery. Bwisa [8] further noted that there was a
difficulty in the uptake of prevention of mother-to-child trans-
mission services among married women [8]. The outcomes
again raise the issue of education in informal urban settle-
ments because educated women sought PMTCT services.

A majority of participants in the study (86.2%) indicated
that they delivered their first child in a health facility, which
is a positive development different from earlier findings of a
study in the Kibera informal settlement by Ojowi [41] that es-
tablished low-income levels among many women contributed
to seeking delivery services from traditional birth attendants,
thus risking the transmission of the virus to new-borns [41].
Similarly, an overwhelming majority of the married partici-
pants (72.7%) indicated that their spouses were aware of their
status, and only a few (27.3%) could have kept this infor-
mation to themselves. The female participants who did not
disclose their HIV status to their spouses could have been ap-
prehensive due to the social stigma and fear of being jilted by
the males since they were economically dependent on their
husbands [32, 38, 39, 64]. Nyindo [38] further found that so-
ciety is made more susceptible to HIV by poverty levels and
gender inequality since a poor woman cannot demand a mo-
nogamous relationship, make use of condoms, or use other
methods of preventing herself from transmitting or getting
HIV and AIDS.

4.3. The Process and Experience Ridden with
Anxiety and Anticipation

The results of this study indicate that females are highly
vulnerable to HIV and AIDS [38, 51, 64]. Although there were
38 unmarried research participants, a majority (68.4%) stated
that they had sexual partners, while the others (31.6%) insisted
they lacked partners. However, both single and married par-
ticipants who had disclosed their HIV status to their spouses
affirmed they did not use protection every time they had sex
(86.4), and this could be due to cultural limitations, including
the subordinate role of women [38, 64]. This makes the gender
issue highly pertinent and hence a major issue in HIV and
AIDS prevention and treatment. In addition, having multiple
sex partners was a major issue in the implementation of inter-
vention strategies for HIV-positive women. In this study, there
were 33 participants who were married or had partners (22
married and 11 unmarried with partners). When the partici-
pants were asked whether they had had sex with other persons
other than their spouses in the last year, an overwhelming ma-
jority (84.8%) indicated they had not. However, only 5 per
cent had sex with other people.

Most of the women participants (60.0%) who had extramar-
ital affairs indicated they had sex with 1 - 5 people, while the
rest, 40.0% of them, had sex with more than five people. This
was a very critical finding given that these women were in-
fected with HIV, living in an informal urban settlement, and
were also aware of their HIV-positive status. Could this be
commercialised sex (consciously or unconsciously), and
could various circumstances have persuaded them to get in-
volved in such coital engagement as a way of earning income
or increasing their income? Indeed, further inquiry indicated
that most participants (80.0%) had sex with other people who
were neither their spouses nor partners for financial gain. But
Gupta [17] noted that the feminisation of poverty has meant
that women and girls increasingly have to exchange sex for
money, food, shelter or other needs despite the fact that much
of this sex is unsafe. These and other findings should be inten-
sively investigated.

This research focused on the efficacy of various interven-
tion strategies aimed at HIV and AIDS prevention as well as
assisting persons, particularly HIV positive women living in
informal urban settlements. It was obvious there were several
intervention strategies in place, such as status disclosure, pre-
vention of parent-to-child transmission and comprehensive
care (such as taking antiretroviral drugs (ARVS)). However, it
appears that there are several mitigating factors that were ob-
vious challenges. For example, the study established that most
HIV positive individuals never informed their employers
about their status for fear of stigma unless when questioned
about the authenticity of their frequent requests for sick leaves.
However, most participants informed their siblings or parents,
and very few confided to members of their extended family.
As anticipated, the ailing individuals affirmed the effect of liv-
ing with HIV to work attendance because of opportunistic in-
fections. All the participants indicated that they took ARVs
because the drug lessened the HIV viral load, restored immu-
nological function, reduced parasitic infections and enhanced
the quality of life, and lessened death chances and sicknesses
resulting from HIV while reducing HIV transmission rates [10,
35, 36, 47, 48, 50].

There were several specific strategies for assisting HIV-
positive women in informal settlements. They included sup-
port infrastructure and participants' perception of their HIV
information levels, implementation strategies, and knowledge
of HIV preventive measures. Since most of the participants
(87.9%) indicated that they belonged to support groups, they
enjoyed moral support as they shared their experiences. Be-
sides, support groups provided good social grounds for friend-
ships, making them preferred by women. Overall, a majority
of the participants (70.7%) affirmed that their level of infor-
mation about HIV and AIDS was good. However, a few
(20.7%) were less optimistic and felt it was fair, while 8.6%
felt it was poor).

The higher numbers of informed participants could be at-
tributed to information and education on HIV and AIDS in
various forums on a national, county, and community level
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[36]. Essentially, the majority of the participants (63.8%) felt
that there is a need for activated implementation of existing
strategies as well as additional interventions. All the partici-
pants agreed that maintaining their health was important be-
cause they were bound to do household duties, provide care
and generate income, which would be adversely affected if
health was not prioritised. The research participants acquired
information about HIV from various sources, including com-
munity health workers (72.4%), health facilities (63.8%), me-
dia (43.1%), and majorly from support groups (87.9%). Clin-
ical and non-clinical care and support were primarily provided
by community health workers trained by health experts to pro-
vide care for persons affected by AIDS in their homes as in-
corporated in the Ministry of Health Strategic Plans [45-52].

5. Discussion: Defining Fallacy and
Reckoning Beacons of Hope

The present study aimed to assess the efficacy of various
intervention strategies faced by women living with HIV and
AIDS. A majority of participants had low education levels,
which is in tandem with findings of other studies such as
Ojowi [41], who argue that the low levels of education among
slum women leads to high levels of unemployment and low
wages, a scenario that contributed to HIV prevalence among
them. Besides, low income made women have a lower nego-
tiating power compared to males; hence, they could not nego-
tiate healthy relationships and sometimes risked their lives
while seeking cheaper delivery places, a scenario that made
them to be at higher risks of getting HIV [41, 56]. Kibui [23]
too in a study in Majengo urban informal settlements of Nyeri,
suggested that women had little knowledge about HIV and
hence lacked preventive measures, especially during the coital
engagement, thus making them more susceptible to infection.
At the same time, women’s prospects in life are inhibited by
their generally lower access to education and the limits placed
on the type of education they receive. Thus, focusing on
women’s education is critical in making HIV intervention
strategies effective in informal urban settings in low-and mid-
dle-income countries.

5.1. Strategies to Mitigate Challenges of Women
Living with HIV and AIDS

It is acceptable that various HIV prevention programmes
have been implemented, which include the use of Pre-Expo-
sure Prophylaxis and Post-Exposure Prophylaxis for exposed
HIV and AIDS negative persons, Prevention of Mother-to-
Child Transmission, HIV counselling, community-based edu-
cation and comprehensive care. Comprehensive care entails
Antiretroviral Therapy (ART), screening for and prevention
of opportunistic infections, Reproductive health services,
monitoring of viral load, CD4 Counts, screening for and man-
agement of Non-Communicable Diseases (NCDs), nutrition

support, Positive Health Dignity and Prevention (PHDP),
mental health screening and management, and adherence sup-
port [34, 36, 52]. The Kenya Demographic Survey states [52,
61]:

Knowledge of how HIV is transmitted is crucial to enabling

people to avoid HIV infection, and this is especially true for

young people, who are often at greater risk of infection be-
cause they may have shorter sexual relationships with mul-
tiple partners or engage in other risky behaviour.

However, these and other interventions appear largely inef-
fective for women due to the unique challenges like gender-
based violence and health issues faced by the stated segment
[10, 14]. Thus, although the Ministry of Health has been keen
on programmes that promote HIV and AIDS awareness, more
learning platforms, for instance, should be created to teach
people how to adhere to treatment and assessment whenever
they visit a health facility. Intervention strategies for assisting
HIV-positive women have also affirmed that communicating
about behaviour change is vital for individuals at a high risk
of getting the disease, and this could be done through various
media networks. Additionally, health professionals should en-
sure the continuous involvement of relatives, friends and com-
munity support personnel. Since informal urban settlements
are characterised by severe overcrowding, poor sanitation, and
lack of general infrastructure, which actively contribute to
negative health outcomes, individuals residing in such areas
should be more empowered [70]. Further, membership in sup-
port groups should be encouraged, as it is a major source of
information and moral support.

Overall, intervention strategies must offer a variety of ser-
vices that support those living with HIV and the affected pop-
ulation while contributing to HIV prevention education and
campaigns [33]. Surprisingly, such programmes have only
succeeded in reducing stigma, caring for children orphaned
because of HIV, HIV counselling and testing (HCT) and or-
ganising HIV workshops and training despite insufficient
funding [33]. Overall, although there were several pro-
grammes, they remained largely unsuccessful in meeting the
needs of HIV-positive women because the group have been
left mostly unattended. For instance, antenatal clinics largely
require pregnant women to take an HIV test as part of strate-
gies to prevent mother-to-child infection. This is an approach
that continually campaigns on the importance of free antenatal
care by various stakeholders in all government facilities to
mitigate the challenges faced by HIV-positive women and re-
duce overall HIV transmission rates [47-51].

5.2. Challenges in Implementation of
Intervention Strategies

This study incorporated HIV intervention strategies and
gender and further investigated intervention strategies among
women in informal urban settlements. This is because as
demonstrated in the literature review, HIV intervention strat-
egies need to integrate gender and human rights as well as the
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circumstances and context of women in informal urban settle-
ments. This can be demonstrated as follows in Figure 2:

Gender interventions in context
and for women in informal
urban settlements

Figure 2. HIV and AIDS Interventions in Sub-Saharan Africa Incorporating Gender.

Figure 2 illustrates HIV and AIDs as intertwined with hu-
man rights and hence HIV and AIDS intervention strategies
must include more enforcement of PMTCT interventions, in-
cluding HIV counselling and testing in antenatal clinics, pro-
vision of combination short-course antiretroviral (ARV)
prophylaxis for HIV negative mothers with partners of un-
known status and HIV Exposed Infants (HEI), and antiretro-
viral treatment (ART) for eligible mothers. Additionally, fam-
ily planning services for women living with HIV and AIDS in
informal urban settlements should be provided to promote
their health.

HIV and ATDS HIV and
ATDE in sub-Saharan
Africa (Kenya)

Gender and human rights
HIV and AIDS
nterventions

5.3. Effectiveness of Intervention Strategies

It is imperative that enhanced HIV and AIDS interventions
be mediated by changes in social, economic and political fac-
tors, including medication adherence, the willingness to ac-
cess proper health care, improved interaction with health care
providers (including social workers), and other positive
health-promoting behaviours among individuals and within
communities as well as among women in informal urban set-
tlements. This is illustrated in Figure 3:

HIV and AIDS
Intervention strategies

HIV and AIDS
Interventions in urban
informal settlements

Figure 3. HIV and AIDS and Enhanced Intervention Programmes that Incorporates Gender and Human Rights.

The two-way arrow illustrates the need for sub-Saharan Af-
rica to seek HIV and AIDS interventions as a result of the in-
tensity of infection in the region. Gender and human rights
should be important considerations and interwoven with vari-
ous intervention strategies in general and specific circum-

stances, such as women in informal urban settlements as es-
sential components. For instance, while women can be in-
formed about the need for embracing safe sex practices, gen-
der violence and dependence on men can reduce their ability
to negotiate for safe sexual relationships and protection from
abuse [56].
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It was noted that although using the provided strategies im-
proved health care among the women, they still experienced
multiple challenges that hindered them from using the availa-

HIV and ATDS, HIV and AIDS in sub-
Saharan Africa (Kenya)

ble services leading to poor health. All of these aspects inter-
act with each other and culminate in specific interventions, as
illustrated in Figure 4:

HIV and AIDS, HIV and AIDS
intervention strategies

HIV and ATDS Multi-faced intervention strategies
- Establishment of Antenatal clinic

- Use of prophylaxis drugs

- Delivery of children in a health facility

- HIV Testing Services

- Use of protection during sex

- Increazed information about HIV and AIDS

Gender and human nights HIV and ATDS
interventions

HIV and AIDS and gender interventions
in urban mformal settlements

Figure 4. HIV and AIDS Intervention Programmes Characteristics and Context.

HIV and AIDS is a significant health concern worldwide
and particularly in low-and middle-income countries and
hence imperative that government and other stakeholders in
the health sector ensure improved health facilities infrastruc-
ture within informal urban settlements [19, 67]. This includes
relating more successful and innovative public health policies.
A greater part of the process towards effective and increased
interventions is an understanding of the dynamics of HIV and
AIDS transmission and progression including in social con-
text [19, 67]. This approach ensures accessibility, affordabil-
ity and well-equipped facilities, which will encourage more
women living with HIV and AIDS to visit and deliver at the
health centres.

Furthermore, healthcare providers should be well informed
through continuous training so that they can give updated in-
formation about HIV and its preventive measures. This will
ensure health care providers find strategies for women living
with HIV that are adapted to the local circumstances of the
informal settlements. The support groups should be empow-
ered through vocations, skills training and other income-gen-
erating activities, which will protect and promote the eco-
nomic capability of the women living with HIVV and AIDS.
Support groups will, in turn, reduce the dependency of the
women living with HIV and AIDS on their spouses, partners,
and other males who might want to take advantage of their
low financial status. Enrolment of children living with HIV in
OVC programmes is key as the parents will be equipped with
social and financial positive living while focusing on the
child's needs. Finally, modest approaches must include the
dissemination of relevant information, uptake and implemen-
tation of policy guidelines [48, 51]. Policy guidelines must

therefore be developed for mainstreaming human rights, gen-
der and other vulnerable groups such as the youth, children,
persons living with HIV (PLHIV), and displaced persons.
Conceptually, the suggested methods in Figures 1, 2, 3 and 4
above should be more inclusive sector-wide approach to HIV
and AIDS programming.

5.4. Appropriate Strategies for Assisting
Women Living with HIV and AIDS

The success of the HIV and AIDS intervention strategies
depends on HIV education, counselling and testing pro-
grammes, antiretroviral therapy (ART) and support groups
aimed at comprehensive care [30. 52, 64]. The Kenya Demo-
graphic Survey states [52, 61]:

Knowledge about HIV prevention increases with increasing

education, from 13% among young women with no educa-

tion to 69% among those with more than a secondary edu-
cation and from 14% among young men with no education
to 80% among those with more than a secondary education.

Enhancing HIV awareness and empowering women are key
productive strategies that yield great results for HIV-positive
women in informal settings. Participants (32.8%) argued that
they engaged in sexual activity to help support families strug-
gling with economic hardships despite being single. The out-
come reveals the need to deal with financial dependency for
HIV prevention and treatment strategies to be effective in in-
formal settlements. Besides, the highly patriarchal system and
the social-cultural and economic context affected women and
their sexual activity, a scenario that makes patriarchy a suita-
ble area of intensive investigation in future research on HIV
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and sexuality among females in informal urban settlements
[42]. Although a patient’s personality can interfere with HIV
prevention and treatment strategies, delving into gender and
human rights can help mitigate the plight of HIV-positive
women in slum settings. That said, the focus on women in in-
formal urban settlements demonstrates the need for improved
knowledge, skills, and abilities related to both HIV and AIDS
and the concurrence of adaptive intervention strategies.

There were several limitations to this study. Over the last
four years, several overlapping crises particularly the COVID-
19 pandemic had multiple and devastating impacts, especially
on people living with and affected by HIV and AIDS. As a
result, there is a widening and insufficient investment and ac-
tion, leading to increased AIDS-related deaths and new HIV
infections. For example, there was an approximated 1.5 mil-
lion new HIV infections in 2021, which was much higher than
the 1 million global targets with marked inequalities between
countries [62, 6]:

Every day, 4000 people—including 1100 young people

(aged 15 to 24 years)—become infected with HIV. If current

trends continue, 1.2 million people will be newly infected

with HIV in 2025—three times more than the 2025 target
of 370 000 new infections.

Additionally, more adolescent girls and young women con-
tinue to be newly infected. Overall, the COVID-19 pandemic
led to obvious disruptions to HIV, cancer and other illnesses
treatment and prevention with millions of children, especially
girls out of school, increased teenage pregnancies and gender-
based violence. All this is happening at a time when individu-
als and families are experiencing a lot of social, psychological,
emotional and economic strain [66]. Therefore, there is a need
for new research even as interventions [40], investments, ad-
ditional efficient and sustainable funding and financing, more
research and certainly more intervention strategies.

6. Conclusion

This study engages the processes of mitigating challenges
faced by women infected with HIV and AIDS in informal ur-
ban settlements as a major sequela for comprehensively deal-
ing with the pandemic, as this is a challenging task in Kenya
and including and other countries such as the United States
[54]. The study highlights support groups, women empower-
ment, availability of information, and antenatal clinics as ef-
fective strategies for mitigating challenges of women living
with HIV and AIDS, including in Majengo urban informal set-
tlement, Nyeri County [67]. Increasing awareness of the im-
portance of taking prophylaxis drugs at antenatal clinics to
prevent transmission of the HIV virus to unborn children is
also a vital strategy for effectively mitigating the challenges
faced by HIV-positive women, most of whom are uneducated.
The findings indicated that most women living with HIV and
AIDS in Majengo had sex with other people who were not
their partners for financial gain. Although the participants
acknowledged using protection in all encounters with multiple
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partners, this and other interventions by the Ministry of Health
[34-36, 50-52] were not as effective because most of the peo-
ple did not rely on it. Thus, women's empowerment would
make HIV prevention and control strategies more effective.

The burden of the HIV and AIDS epidemic continues to
vary considerably between countries and regions, dispropor-
tionately affects women [54]. In essence, those in charge of
HIV control could further involve the parents and siblings of
those living with the condition to enhance HIV treatment and
prevention outcomes. Since employers only know about the
HIV status of their employees following frequent sick leaves,
there is a need for institutions to guarantee employee privacy
to cushion the vulnerable group from stigma. That said, HIV
disclosure is a subject requiring further investigation to im-
prove the overall HIV prevention strategic framework. The
study concluded that support groups are the main source of
information about HIV and its preventive measures, followed
by community workers, health facilities, and media in that or-
der. The research concludes that HIV is twofold, that is gender
and context, and recommends using multifaceted and gender-
sensitive approaches to enhance the available educational and
social strategies for dealing with HIV and AIDS and other sex-
ually transmitted infections (STIs). However, due to the une-
qual power distribution for males and females, strategies that
consider the needs and challenges faced by women should be
implemented for HIV management strategies to work effec-
tively, particularly in informal urban settlements.
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