BARRIERS TO HIV POST-EXPOSURE PROPHYLAXIS ADHERENCE AMONG VICTIMS OF RAPE AND DEFILEMENT IN VIHIGA COUNTY,
KENYA





















BY ELIZABETH MMBONE












A Thesis Submitted in Partial Fulfillment of the Requirements for the Award of the Degree of Master of Science in Epidemiology & Biostatistics, Jaramogi Oginga Odinga University of Science and Technology













© 2024
DECLARATION

I hereby declare that this thesis is my original work and has not been presented for a degree in any other university.




Signature……………………                                   Date………………………..

Elizabeth Mmbone

H153/4009/2019

School of Health Sciences







SUPERVISORS:

This  thesis  has  been  submitted  for  review  with  our  approval  as  the  University

Supervisors.



1.   Dr. Shehu Shagari Awandu, PhD

Signature……………………                                   Date………………………..

School of Health Sciences

Jaramogi Oginga Odinga University of Science and Technology









2.   Prof. George Ayodo, PhD

Signature……………………                                   Date………………………..

School of Health Sciences,

Jaramogi Oginga Odinga University of Science and Technology
 (
ii
)
ACKNOWLEDGEMENTS

I want to express my profound gratitude to the Almighty God for his mercy and the gift of life that has kept me going. The wisdom he has bestowed upon me and the ideas. I again wish to express my sincere gratitude to the following people: First, I am highly indebted to my supervisors Dr. Shehu Shagari Awandu and Prof. George Ayodo whose support and constructive criticism made me succeed. They seem to have solutions to all my problems through their patient assistance and guidance. Second, I would not have been able to complete this thesis without the tremendous assistance I received from my fellow student (Sylvester), who cheerfully shared their supervisors' preparation tips with me. Last but not least, I want to express my sincere gratitude to my family for their never-ending support. Above all, I will always be grateful to Love for Kenya (LFK), who sponsored me and whose willingness to invest in my future allowed me to fulfill my scholastic ambition.
 (
iii
)
TABLE OF CONTENTS

DECLARATION ................................................................................................................ ii ACKNOWLEDGEMENTS ............................................................................................... iii TABLE OF CONTENTS................................................................................................... iv LIST OF TABLES ............................................................................................................ vii LIST OF FIGURES ......................................................................................................... viii ABBREVIATIONS AND ACRONYMS .......................................................................... ix DEFINITION OF OPERATIONAL TERMS ................................................................... xi ABSTRACT...................................................................................................................... xii CHAPTER I: INTRODUCTION .................................................................................... 1
1.1 Background to the Study............................................................................................... 1

1.2 Statement of the Problem.............................................................................................. 2

1.3 Major Objective ............................................................................................................ 3

1.3.1 Specific Objectives ............................................................................................. 3

1.4 Research Questions ....................................................................................................... 3

1.5 Justification of the Study .............................................................................................. 4

1.6 Significance of the Study .............................................................................................. 5

1.7 Scope of the Study ........................................................................................................ 5

1.8 Study Limitations .......................................................................................................... 5

CHAPTER II: LITERATURE REVIEW ...................................................................... 6

2.1 Introduction................................................................................................................... 6

2.2. Rape and Defilement Prevalence across Age Groups.................................................. 6

2.3 PEP Adherence Rate in Victims of Rape and Defilement ............................................ 7

2.4 Barriers to PEP Adherence among Victims of Rape and Defilement .......................... 9

2.4.1 Lack of Support .................................................................................................. 9

2.4.2 Side Effects and Pill Burden............................................................................. 10

2.4.3 Poor Coordination of Services.......................................................................... 10

2.4.4 Stigmatization from Family & Community...................................................... 11

2.5 Theoretical Framework ............................................................................................... 12

2.6 Conceptual Framework ............................................................................................... 13

CHAPTER III: RESEARCH METHODOLOGY....................................................... 15
3.1 Introduction................................................................................................................. 15

3.2 Study Location ............................................................................................................ 15

3.3 Research Design.......................................................................................................... 15

3.4 Target and Study Population....................................................................................... 16

3.5 Inclusion and Exclusion Criteria ................................................................................. 16

3.5.1 Inclusion Criteria .................................................................................................. 16

3.6 Sample Size Determination......................................................................................... 16

3.6 Sampling Technique ................................................................................................... 17

3.7 Data Collection Procedure .......................................................................................... 17

3.8 Data Analysis and Presentation .................................................................................. 18

3.9 Validity and Reliability of the Instruments................................................................. 18

3.10 Ethical Considerations .............................................................................................. 19

CHAPTER IV: RESULTS ............................................................................................. 20

4.1 Introduction................................................................................................................. 20

4.2 Response Rate ............................................................................................................. 20

4.3 Socio-demographic Characteristics of the Victims ..................................................... 20

4.3 The Prevalence of Defilement and Rape across Age Groups ..................................... 21

4.4 PEP Adherence Rates across Age Groups .................................................................. 22

4.5 Barriers to Pep Adherence .......................................................................................... 24

4.5.1: Limited Resources............................................................................................... 25

4.5.2: Poor Coordination of Services ............................................................................ 26

4.5.3: Pill Burden and Treatment Side Effects .............................................................. 27

4.5.4: Stigmatization ..................................................................................................... 27

4.5.5: Trauma ................................................................................................................ 29

4.5.6: Incest ................................................................................................................... 29

4.5.7: Lack of Knowledge and Training about Post Exposure Prophylaxis ................. 29

4.5.8: Denial and Lack of Support from Families and Friends ..................................... 30

4.5.9: Lack of Active Follow Up................................................................................... 30

4.5.10: Spiritual Beliefs................................................................................................. 31

4.5.12: Silence ............................................................................................................... 31
 (
vi
)
CHAPTER V: DISCUSSIONS ...................................................................................... 32

5.1 Introduction................................................................................................................. 32

5.2 The Prevalence of Defilement and Rape across Age Groups ..................................... 32

5.3 PEP Adherence Rate across Age Groups.................................................................... 34

5.4 Factors Contributing to Low PEP Adherence............................................................. 35

CHAPTER VI: SUMMARY, CONCLUSIONS AND RECOMMENDATIONS ..... 41

6.1 Introduction................................................................................................................. 41

6.2 Summary of Key Findings .......................................................................................... 41

6.3 Conclusions of the Study ............................................................................................ 42

6.4 Recommendations Arising from the Study ................................................................. 42

REFERENCES................................................................................................................ 44

APPENDICES ................................................................................................................. 53

Appendix I: Data Abstraction Questionnaire for Rape Victims ....................................... 53

Appendix II: Interview Guide for the Key Informants (PRC Providers).......................... 56

Appendix III: Research Authorization from Postgraduate School, Jaramogi Oginga

Odinga University of Science and Technology ................................................................ 57

Appendix IV: Research Authorization from Institutional Ethics Review Committee ..... 58

Appendix V: Research License from NACOSTI.............................................................. 59

Appendix VI: Research Authorization from County Government of Vihiga ................... 60
LIST OF TABLES

Table 3.1: Summary of Reliability Analysis..................................................................... 19

Table 4.1: Socio-demographic Characteristics of the Victims ......................................... 21

Table 4.2: Rape and Defilement Prevalence by Age Group ............................................. 22

Table 4.3: PEP Treatment Initiation ................................................................................. 22

Table 4.4: PEP Completion Rate by Age Group ............................................................. 23

Table 4.6: Analysis of Variance (ANOVA) Results ........................................................ 23

Table 4.7: Barriers to PEP Completion............................................................................ 24

Table 4. 8: Barriers to PEP Completion Significance Test Results ................................. 24

Table 4. 9: Barriers to PEP Adherence as per Key Informants ....................................... 25
 (
v
i
i
)
LIST OF FIGURES

Figure 2.1: Conceptual Framework; Source: Elizabeth Mmbone .................................... 14
 (
viii
)
ABBREVIATIONS AND ACRONYMS AIDS         : Acquired Immunodeficiency syndrome
AFSA       : AIDS Foundation of South Africa

AR            : Anti-retroviral Therapy CRRC      : Child Rights Resource Centre DHIS2      : District Health Information System
GBVRC    : Gender Based Violence Recovery Centers

HIV           : Human Immunodeficiency Virus

ICRH        : International Centre for Reproductive Health IHME       : Institute for Health Metrics and Evaluation ILO           : International Labour Organization
KENPHIA : Kenya Population-Based HIV Impact Assessment

KNBS       : Kenya National Bureau of Statistics MLSP       : Ministry of Labour and Social Protection MOH        : Ministry of Health
NACC       : National Aids Control Council

NACOSA   : Networking HIV & AIDS Community of Southern Africa NACOSTI  : National Commission for Science, Technology and Innovation NASCOP   : National AIDS and STI Control Programme
NCRC       : National Crime Research Centre

NCVS       : National Crime Victimization Survey

nPEP         : Non-Occupational Post-Exposure Prophylaxis

PAHO       : Pan American Health Organization

PEP          : Post Exposure Prophylaxis

PRC         : Post Rape Care

SAPS        : South African Police Service

SAVAC     : Sexual Assault Victims Advocacy Center

SGBV      : Sexual and Gender Based Violence SPSS        : Statistical Package for Social Science STI           : Sexually Transmitted Infections
SV             : Sexual Violence
 (
xi
)
UNAIDS  : Joint United Nations Programme on HIV/AIDS

UNICEF  : United Nations Children's Fund VACS       : Violence Against Children Survey WHO       : World Health Organization
DEFINITION OF OPERATIONAL TERMS

Adherence: The extent to which a person's behavior follows a healthcare professional's recommended course of action (WHO, 2003).
Adolescents: Any person between ages 10-19 (WHO, 2019).

Defilement: Any sexual intercourse with a child (persons under the age of 18 years) with or without their consent (WHO, 2003).
Pill Burden:  The  number  and  frequency of pills  or  medications  and  the  period  an individual needs to take them as part of their treatment regimen.
Post-Exposure Prophylaxis (PEP): A short-term antiviral medication to lower the risk of contracting HIV after potential exposure, whether through sexual contact or the workplace (PAHO & WHO, 2018).
Rape: A form of sexual assault that typically involves having sex with the victim or engaging in other forms of sexual penetration without the victim's consent.
Sexual Assault: An act in which one person knowingly engages in sexual contact with another without the other person's consent or another person is coerced or physically forced into performing a sexual act against their will.
ABSTRACT

Sexual assault, particularly rape and defilement, is a global public health problem. Vihiga County, with a high HIV/AIDS prevalence, reports high rates of these crimes. There is high  HIV transmission  risk  after  rape,  necessitating  HIV Post-Exposure Prophylaxis (PEP) use. However, most victims don’t seek or complete the treatment. This study in Vihiga County, Kenya assessed the barriers to HIV PEP adherence among victims of rape and defilement. Accordingly, the study endeavored to establish and compare the prevalence  of  rape  and  defilement  and  PEP  adherence  rates  among  victims  within different  age  groups.  The  research  used  a  cross-sectional design  at  three  healthcare facilities  in  Vihiga  County:  Vihiga  County  Referral  Hospital,  Hamisi  Sub-county Hospital, and Emuhaya Sub-county Hospital, focusing on victims seeking care in 2021 (January- December). Purposive and cluster sampling techniques were used to select the participants. Data collection involved interviews with healthcare providers and a review of medical records. Analysis methods included thematic analysis, linear and multinomial logistic regression. Result presentation was through frequency tables and percentages. The study revealed a defilement prevalence of 75.5% and a rape prevalence of 24.5%. Notably, defilement was most prevalent among individuals aged 12-17, while rape had a higher prevalence in the 18-49 age group. The age group 12-17 exhibited the lowest PEP completion rate at 14.6%, contrasting with the 60% completion rate observed in the 50+ age group. Linear regression analysis suggested no significant association between age and PEP completion (p = 0.361),  indicating that age alone  may  not determine  PEP adherence among victims of rape and defilement. Positive associations were identified between PEP adherence and factors such as drug side effects, pill burden, and lost follow- up (p < 0.001). Barriers to adherence included side effects, pill burden, stigma, lack of support, and service coordination issues. Adolescents and school-going children were identified as being at higher risk of both defilement and PEP non-compliance. With a sample size exceeding expectations at 102 cases, the study signifies its potential generalizability. The findings contribute to academic discourse and offer actionable insights for policymakers, healthcare providers, and support organizations. Recommendations include enhancing post-rape care and PEP awareness in schools and communities, as well as developing milder-side-effect PEP regimens, ideally a single- dose option. Ultimately, the study aims to benefit individuals in Vihiga County by improving public health outcomes and the overall well-being of the community.
 (
x
i
i
)
CHAPTER I: INTRODUCTION

1.1 Background to the Study

Rape and defilement ranks among Kenya's top 10 risk factors for disease burden (IHME,

2017). National statistics show that 13% of women and 7% of men aged 15-49 have been sexually assaulted (KNBS, 2022). Reported national prevalence is even higher among children and young adults, with 62.6% of females reporting having experienced some form of sexual violence during their childhood (KNBS, 2020). According to the 2020
National Crime Research Centre report, Vihiga County has one of the highest prevalence of defilement (40.8%) and a   relatively higher prevalence (7.9%) of rape too (NCRC,
2020). Despite the county efforts to control the vice, the area still reports an average of five defilement and incest cases each day (Eli, 2022; Maichuhie, 2022).

Sexual assault violates human rights, fundamental freedoms and human rights and it is discriminatory in nature (Myles, 2000). In addition to stigma and rejection from family members, psychological trauma such as anxiety and post-traumatic stress disorder, as well as loss of employment and educational possibilities, the victims may experience long-term effects from physical injuries such as fistula and severe vaginal and rectal lesions (Alai et al., 2019). The incidence of rape and defilement puts the victims at higher risk for unplanned pregnancies, psychological illness, and sexually transmitted diseases including HIV/AIDS (Shubber & Ford, 2021).

High prevalence of rape and defilement are associated with high HIV prevalence (UNAIDS, 2019). Vihiga County is one of Kenya's top five counties with the highest prevalence of HIV/AIDS (UNICEF Kenya, 2019). As a result, there may be a high risk of HIV transmission following rape in the area.

Administration of a 28-day course treatment of HIV Post-Exposure Prophylaxis (PEP) within 72 hours is recommended by WHO to reduce HIV transmission risk after sexual assault (WHO, 2018; WHO & ILO, 2007). Gender-Based Violence Recovery Centers (GBVRC), hospitals and specialized clinics that offer healthcare, counseling, support, and HIV testing play a vital role by providing counseling, education, PEP and other post-rape services. However, PEP utilization remains a concern, with many victims not seeking healthcare (Shahali et al., 2016) or completing treatment (Scannell et al., 2018).
 (
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PEP adherence rates vary by exposure type. However, the limited available data reveals that the rates are generally low (57%) for all populations and lowest (below 35%) for adolescents and individuals who have been sexually assaulted  (Muriuki et al., 2017; Scannell et al., 2018; Shubber & Ford, 2021). Existing evidence, as indicated by the Kenya Health Information System (KHIS_MOH 364), suggests that adherence to HIV PEP among victims of rape and defilement in Vihiga County is poor. Completing the full
28-day course PEP treatment is essential for its effectiveness (PAHO & WHO, 2018).


Limited data exists on why many rape victims in Kenya do not complete PEP treatment (Gatuguta et al., 2018). According to a few studies, factors like financial constraints, limited resources, lack of knowledge, and forgetfulness may all be contributing factors (Ajema et al., 2017; Muriuki et al., 2017; Mwangi et al., 2018; Scannell et al., 2018; Shubber & Ford, 2021). According to population-level data, individual characteristics like age, marital status, residence area (rural), occupation,  education level, and whether or not one has been assaulted both sexually and physically may affect the extent to which someone seeks help for sexual violence from formal or informal sources (KNBS, 2020). To tailor the intervention to change and promote healthcare-seeking behaviors and PEP treatment adherence of victims of rape and defilement in Vihiga County, Kenya, a better understanding of the reasons many victims default PEP treatment is required. Little is known about the traits of rape victims  who are most likely to refuse PEP treatment, default, or not access post-rape care services in Kenya. This study, therefore, sought to understand  the  rates  of  adherence  to  HIV  PEP  in  victims  of  rape  and  defilement belonging to different age groups and the barriers to adherence to PEP.

1.2 Statement of the Problem

Sexual assault, particularly rape and defilement, poses a significant public health concern in Vihiga County, Kenya. The aftermath of such traumatic experiences not only includes the physical and psychological consequences for victims but also elevates the risk of HIV transmission.  Despite  the  availability  of  HIV Post-Exposure  Prophylaxis  (PEP)  as  a preventive measure, there is a pressing need to understand and address the barriers hindering its adherence among victims in Vihiga County. This study aimed to investigate the  prevalence  of  defilement  and  rape  across  different  age  groups,  compare  PEP
 (
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adherence rates among victims within these age groups, and identify the multifaceted barriers influencing HIV PEP adherence among victims of rape and defilement in Vihiga County. The urgency of this research stemmed from the potential impact on public health and the  necessity to develop targeted  interventions that can improve PEP adherence among victims of rape and defilement, thereby reducing the risk of HIV transmission among this vulnerable population.

1.3 Major Objective

To assess the barriers to HIV Post-Exposure Prophylaxis (PEP) adherence among victims of rape and defilement in Vhiga County, Kenya.

1.3.1 Specific Objectives

i.      To compare the prevalence of defilement and rape across different age groups in

Vihiga County, Kenya.

ii.	To  compare  PEP  adherence  rates  among  victims  of  rape  and  defilement  in different age groups in Vihiga County, Kenya.
iii.      To  identify  the  barriers  to  HIV  PEP  adherence  among  victims  of  rape  and defilement in Vihiga County, Kenya.

1.4 Research Questions

To  focus  on  the  above  problem,  this  study  explored  three  major  questions.  These questions were generated from the literature on PEP adherence and  its barriers. The questions of the study were:
i.      What is the prevalence of rape and defilement across different age groups in

Vihiga County, Kenya?

ii.	What are the rates of PEP adherence among victims of rape and defilement in different age groups in Vihiga County, Kenya?
iii.      What are the barriers hindering HIV PEP adherence among victims of rape and defilement in Vihiga County, Kenya?
1.5 Justification of the Study

The justification for this study stemmed from the concerning evidence indicating poor adherence to HIV PEP among victims of rape and defilement in Vihiga County. The juxtaposition of this data with the high prevalence of rape and defile ment in the region underscores the urgency of understanding the specific factors hindering adherence. The region's elevated HIV/AIDS prevalence, further accentuates the gravity of the situation. Vihiga County, positioned at top  five nationally with a preva lence of 5.4%, faces a significant risk of HIV transmission after sexual assault, particularly affecting women and girls.

The study's objectives were meticulously designed to address the multifaceted nature of the  issue.  By comparing the  prevalence  of defilement and  rape  across different age groups, the research sought to unveil demographic patterns that could inform targeted interventions. The comparison of PEP adherence rates among victims across age groups provided   insights   into   variations   in   healthcare   experiences,   contributing   to   the development of age-specific strategies for improving adherence.

The  identification  of  barriers  to  HIV  PEP  adherence  among  victims  of  rape  and defilement in Vihiga County was the pivotal focus of the study. The findings from this objective pinpointed specific challenges faced by victims, including the region's susceptibility to incest, the absence of well-equipped Gender-Based Violence Recovery Centers (GBVRCs), and deficiencies in the availability and coordination of post- rape/defilement services. These barriers, uncovered through the study, provide a roadmap for targeted interventions and policy recommendations to enhance the support system for victims.

Low adherence to PEP poses a significant public health challenge, with the potential for developing resistance to antiretroviral therapy and diminishing the effectiveness of the treatment. The study, acknowledging this potential consequence, emphasizes the broader implications of low adherence, particularly in the context of women and girls of childbearing age. If this demographic fails to adhere to PEP medication, the risk of seroconversion  to  HIV  positive  status  poses  a  substantial  burden  to  the  nation, contributing to increased incidences of HIV in the new generation.
1.6 Significance of the Study

This study provides a comprehensive understanding of the barriers to HIV PEP adherence among victims of rape and defilement in Vihiga County. The findings, rooted in the contextual realities of the region, not only contribute to the academic discourse but also offer   actionable   insights   for   policymakers,   healthcare   providers,   and   support organizations. The study's outcomes are crucial for shaping targeted interventions that address the unique challenges faced by victims of rape and defilement, ultimately contributing to improved public health outcomes and the overall well-being of the community in Vihiga County, Kenya.

1.7 Scope of the Study

Geographically, this study was carried out in Vihiga County. Data was collected from three facilities namely, Vihiga county referral hospital, Hamisi sub-county hospital, and Emuhaya sub-county hospital. The study targeted all victims of rape and defilement. The study endeavored to establish and compare the prevalence of rape and defilement across age groups; to establish and compare PEP adherence rates among victims of rape and defilement in different age groups; to determine the barriers hindering PEP adherence among victims of rape and defilement.

1.8 Study Limitations

Financial Constraints: The self-sponsorship of the researcher occasionally slowed down research activities, particularly data collection in the field. However, despite these constraints, the process eventually proved successful.

Data Tracking Difficulty: Given the study's nature and data sources, tracking records from survivor registration to their final visit was time-consuming. The lack of complete documentation posed challenges in analyzing hospital data. Multiple data sources were used to address gaps.

Key Informant Suspicions: During interviews, key informants expressed suspicions that the study aimed to expose post-rape service providers' failures. To allay concerns and ensure unbiased information, detailed explanations clarified the study's intentions, satisfying respondents.
 (
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2.1 Introduction

CHAPTER II: LITERATURE REVIEW

This review delves into the intricate factors hindering adherence to HIV Post-Exposure Prophylaxis (PEP) among victims of rape and defilement in Vihiga County, Kenya. The study aligns with a broader body of research conducted globally, exploring prevalence rates of rape and defilement, PEP adherence, and the multifaceted barriers to adherence among victims.

2.2. Rape and Defilement Prevalence across Age Groups

The prevalence of rape and defilement displays notable variations among sexes and age groups, with females experiencing substantially higher rates than males. (Griffith et al.,
2010; KNBS,2022; Mwangi et al., 2018). The highest prevalence occurs among persons in the 10-17 age group (Ochieng et al., 2022).


Studies conducted on sexual violence (SV) in Kenya and other African nations have shown a significant occurrence of sexual violence among young boys and girls. A multi- country survey conducted in 2010 reported that 32% of females and 18% of males in Kenya experienced sexual violence before the age of 18 years (CRRC, 2012). The study found that in the remaining six countries, the prevalence of sexual violence (SV) ranged from 4.4% among females in Cambodia to 37.5% among females in Eswatini. Another household survey was conducted among young women aged 15-24 years in Kenya and Zambia, which reported that the overall rate of SV among females under the age of 18 years was 21.4% (Mathur et al., 2018).


[[[ 
South Africa also has one of the highest rates of sexual violence recorded in the world. Statistics indicate that about 1 in 3 girls in South Africa will experience some form of sexual abuse during their lifetime and one 1 in 5 children is likely to be sexually assaulted (Gwala, 2021). Earlier in 2021, the South African Police Service (SAPS) presented the
2019/2020 Annual Crime Statistics, which revealed that there were 42,289 reported rape cases with a rate of 72/100000 and over 24,000 children in South Africa experienced sexual assault during that period. The data shows that 19.8% of children in the country are subjected to sexual abuse, with one in five children falling victim to it.
This percentage is higher than the global average, which is 18% for girls and 8% for boys

(Gwala, 2021).



Bureau of Justice Statistics shows that on average, there are 444,648 rape and defilement cases in the United States each year (Morgan & Thompson, 2021). The most common age  group  for  rape  victims  of  both  sexes  is  12  to  19  years.  The  riskiest  years  for becoming a rape and defilement victim are ages 12 – 34 years (Greenfeld, 1997). Those aged 65 and older are 83% less likely to become victims of rape and sexual assault than those aged 25 to 49 and are 92% less likely than those aged 12 to 24 (Morgan & Mason,
2014). Victims below the age of 18 years are mostly girls (82%). Females make up 90%

of adult rape victims (Snyder, 2000).



Females between the ages of 16 and 19 years are four times more likely to be victims of rape, attempted rape, or sexual assault than the overall population (Greenfeld, 1997). College female students aged 18-24 years are three times more likely to be victims of sexual violence than others. The likelihood of females of the same age not attending college encountering sexual assault is four times higher (Sinozich & Langton, 2014). Nearly one in ten (9%) female rape victims were nine years old or younger, and three out of ten (30%) were under 16 years old (Sinozich & Langton, 2014).


Vihiga County, like many regions in Kenya, has seen significant challenges related to sexual violence. By focusing on the prevalence of rape and defilement across different age groups in Vihiga, the study aims to understand the local context, providing valuable insights  into the specific demographics affected by these crimes in the county.  This knowledge is crucial for tailoring interventions and support services.


2.3 PEP Adherence Rate in Victims of Rape and Defilement

It is recommended that all people who have been exposed to a potential HIV transmission should  receive  post-exposure  prophylaxis  PEP  to  prevent  HIV/AIDS  transmission (PAHO & WHO, 2018). PEP is typically prescribed as a 28-day course of antiretroviral drugs that should be administered to all people that have had an exposure that is likely to
transmit HIV and started as soon as possible, ideally within 72 hours (WHO, 2018). To ensure  its  effectiveness,  it  is  essential  to  complete  the  full 28-day course  treatment (PAHO & WHO, 2018).

The findings of studies conducted on HIV post-exposure prophylaxis (PEP) adherence among sexual assault victims indicate that the adherence rates are low. Inciarte et al., (2020) study found the rate of PEP completion at day 28 to be only 29% among sexual assault victims attending a hospital clinic in Barcelona, Spain. Results of a Meta-Analysis of HIV Post Exposure Prophylaxis among Sexually Assaulted patients in the United States  indicated  that  about  50%  of  patients  who  were  offered  PEP  accepted  the medication and started taking it. However, 25.7% of sexually assaulted patients who accepted PEP completed the full course (Scannell et al., 2018). A study conducted by Muriuki and his colleagues on “Sexual Assault and HIV Post-exposure Prophylaxis at an Urban African Hospital” in Nairobi Kenya found that only 34% of sexual assault victims initiated on PEP completed the 28-day course of PEP treatment (Muriuki et al., 2017).

These findings seem not to have changed. Even older studies still indicate the same results (low PEP adherence rates among victims of sexual assault). In June 2011, the investigators  looked  through  a  total  of  seven  electronic  databases  globally.  They identified 24 studies in total. The majority were retrospective and observational. There were only three studies that assessed interventions to improve adherence. The studies' overall quality was subpar, and the methods for assessing adherence were inconsistent (Chacko et al., 2012). Two studies used pill counts to measure adherence, seven used patient self-reports and two used pharmacy visits. The other research left out the details on how the assessment of PEP adherence was done. Overall PEP adherence rates ranged from   12%   to   74%,   with   a pooled   average   of   40%.   Adherence   was   higher in countries with limited resources (53%) than in developed countries (33%) (Chacko et al.,
2012).


There were 19 researches in total that included information on PEP defaulters (those who failed to return or missed follow-up appointments). The proportion of PEP defaulters ranged from 3% - 76% and an average of 41%. The rates of refusals were between 0.09% and  72% (with  a  mean  of 29%).  The  proportion  of patients  who  missed  follow-up
 (
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appointments was between 3% and 65%, with a pooled average of 33%. (Chacko et al.,

2012).



Understanding the PEP adherence rates among victims of rape and defilement in Vihiga County is essential due to  the unique socio-cultural and healthcare landscape of the region. Factors such as healthcare accessibility, awareness, and community attitudes may influence adherence rates differently in Vihiga compared to other areas. This study aims to uncover these nuances for more effective interventions.

2.4 Barriers to PEP Adherence among Victims of Rape and Defilement

Adherence to PEP is a challenge, and studies undertaken in several contexts have found that treatment completion rates are lower after sexual assault than they are after potential exposure  from consensual sex  (Muriuki  et  al.,  2017;  Shubber  &  Ford,  2021).  Poor adherence may be caused by the stigma around HIV and antiretroviral drugs, trauma from the rape experience, treatment side effects, a lack of financial and psychological support from family and friends, lack of knowledge on reasons and importance of PEP administration, forgetting, mental health problems among other factors (Shubber & Ford,
2021).



In 2018, the AIDS Foundation of South Africa (AFSA) and the Networking HIV & AIDS Community of Southern Africa (NACOSA) conducted a case study that examined and evaluated NGO post-rape services offered at Thuthuzela Care Centers for anti-rape.  The case study focused on psychosocial follow-up services offered at Thuthuzela Care Center and its value in ensuring that rape victims get initiated, adhere and complete their PEP treatment as well as the barriers to PEP access and adherence by the victims. Some of the barriers to PEP adherence were identified as follows:

2.4.1 Lack of Support

The study revealed that victims struggle to raise enough money for transportation for follow-up appointments, some do not receive additional treatment or support, and sometimes their HIV status is unknown ( NACOSA & AFSA, 2018). Many victims of the Thuthuzela Care Centre case study reported having trouble feeding themselves and their
 (
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families, and taking PEP on an empty stomach might make adverse effects worse and lead to drug discontinuation (Sepeng & Makhado, 2019). "I'll find myself not taking them other days because I'd feel dizzy and get hungry very soon, and other times I wouldn't even have enough food at my house. I opt to miss a day without taking them because of the side effects. I started to feel weak and would throw up.” Survivor.

Vihiga County, being a specific geographic and cultural context, may have its own set of challenges regarding support systems for victims of rape and defilement. Studying these aspects in Vihiga allows for the identification of region-specific issues, like financial constraints, which may hinder adherence to PEP.


2.4.2 Side Effects and Pill Burden

PEP is a psychological reminder of rape, thus some victims will stop taking the pills to forget everything that happened. "Yes, because every time I took those medicines, I was reminded and ruminating over what had occurred to me. But, even if I sometimes feel like I don't want to take those drugs, I do take them because my kids are there for me to do so.” Survivor at Thuthuzela Care Centre (NACOSA & AFSA, 2018).


Side effects attributed to PEP treatment but misinterpreted for signs of HIV infection makes the victims lose the motivation to continue with PEP treatment. Trauma following a  sexual assault  hinders  the  maintenance  of regular  adherence as  well  (NACOSA & AFSA, 2018).


Vihiga County's unique cultural perspectives, spiritual belief and reactions to trauma may impact how victims perceive and cope with PEP side effects. This study in Vihiga aims to uncover the cultural nuances that influence the psychological aspects of PEP adherence, providing insights for culturally sensitive healthcare practices.

2.4.3 Poor Coordination of Services

According  to  the Thuthuzela  Care  Centre  (TCC)  case  study,  poor  treatment, service quality, and staff-patient interactions at health facilities are obstacles to follow-up and care links (NACOSA & AFSA, 2018). The victims are afraid of going back to TCC
because  they  misplaced  their  clinic  cards  or  defaulted fearing  they  will  be  scorned (Sepeng & Makhado, 2019). Some of them are embarrassed to return because they will be branded as rape victims and  HIV positives...then they feel embarrassed returning because they don't want anyone to know and just want to forget what happened." The social worker at Thuthuzela Care Centre (NACOSA & AFSA, 2018). Some victims of rape opt out of seeking care because of how some facilities conduct post-rape services, compromising their privacy and confidentiality (Christofides et al., 2006).


Vihiga County's healthcare infrastructure and service coordination may differ from other regions. Studying poor coordination of services in Vihiga can reveal specific challenges related to post-rape care and follow-up,  contributing  to  the development of targeted strategies to improve service quality in the region.


2.4.4 Stigmatization from Family & Community

The researchers in the TCCs case study also discovered that there are common issues with wrong numbers and addresses as a result of stigma and denial around rape and HIV in families and communities, which misleads the follow-up teams and complicates the provision of follow-up services (NACOSA & AFSA, 2018). Because they are afraid of being stigmatized by family, friends, and the community, victims of rape often choose not to disclose the incident or even seek out post-rape services. Lack of family support and growing social isolation may make it harder to continue PEP (Christofides et al.,
2006).


Vihiga County's social dynamics may contribute uniquely to the stigmatization of rape victims. Understanding the local factors influencing family and community stigma is crucial for tailoring awareness campaigns and support systems that address the specific challenges faced by victims in Vihiga County.


By contextualizing each aspect within the specific socio-cultural environment of Vihiga County, this study aims to provide a comprehensive understanding of the factors influencing PEP adherence among victims of rape and defilement in this particular region of Kenya.
 (
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2.5 Theoretical Framework

The Health Belief Model and Social Ecological Model were the theories that informed the study.

1. Health Belief Model (HBM):

In the context of HBM, sociodemographic factors influence individuals' perceptions of susceptibility and severity of rape/defilement. Certain age groups, genders, or socioeconomic backgrounds may have varying levels of perceived vulnerability and severity, affecting their likelihood to engage in protective behaviors. Interventions could focus   on   enhancing   awareness   and   understanding   of   the   risks   within   specific demographic groups through targeted health education campaigns. HBM suggests that individuals weigh the perceived benefits of a health action against the perceived barr iers. Barriers such as side effects, pill burden, and stigma can influence motivation and ability to  adhere  to  HIV  PEP.  Interventions  based  on  HBM  may  involve  addressing  these barriers through educational programs, counseling, and support services to enhance perceived benefits and reduce obstacles to adherence. HBM acknowledges the role of psychological factors in health decision-making. Cultural factors influencing reporting and acknowledgment of sexual violence, such as silence, denial, and spiritual beliefs, can be addressed through community-based interventions focusing on changing perceptions, reducing stigma, and providing psychological support. In the context of HBM, silence, denial, and spiritual beliefs can impact an individual's perception of the severity of the condition and the benefits of adhering to PEP. Interventions may involve community engagement, awareness programs, and counseling to address these factors and enhance acceptance and completion of PEP treatment.

2. Social Ecological Model (SEM):

SEM considers the interplay of individual, interpersonal, community, and societal factors. Sociodemographic aspects influencing the prevalence of rape/defilement can be understood through multiple  levels of influence, ranging from individual attitudes  to societal norms. Interventions based on SEM  might  involve community  mobilization, policy changes, and advocacy to address sociodemographic factors at various levels.
 (
12
)
SEM emphasizes the importance of considering the broader social context. Barriers to PEP adherence, such as limited resources and poor service coordination, can be addressed through interventions that involve community organizations, healthcare systems, and policy changes to improve accessibility and coordination of services. SEM recognizes the impact of cultural and community norms on behavior. Addressing silence, denial, and spiritual beliefs involves engaging with community leaders, religious institutions, and promoting community-wide discussions to challenge and change cultural factors contributing to the prevalence of sexual violence. In SEM, the influence of community and societal factors on individual behavior is highlighted. Strategies to enhance PEP adherence may involve community-based education, collaboration with religious leaders, and creating an environment that supports acceptance and completion of PEP through changes in community attitudes and beliefs. In conclusion, the Health Belief Model and Social Ecological Model offer complementary perspectives for understanding and addressing the complex relationships between sociodemographic aspects, barriers, silence/denial/spiritual beliefs, and the prevalence of rape/defilement, as well as HIV PEP adherence. Integrating these theoretical frameworks provides a comprehensive approach to designing interventions that consider individual perceptions, community dynamics, and societal influences.

2.6 Conceptual Framework

According to Ngechu, 2006, a conceptual framework is a theoretical justification of the study problem. Several barriers hinder adherence to HIV PEP among the victims of rape and defilement. The conceptual framework of this study is presented in Figure 2.1.

Independent

Socio-demographic
Aspects
        Age
        Gender
        Marital status
        Occupation
	Relationship   with the perpetrator




Intervening


Silence, Denial and

Spiritual beliefs





Dependent



Rape/Defilement
Prevalence




Barriers to PEP
Adherence

        Treatment            Side
Effects
        Pill Burden
        Incest
        Stigmatization
	Inability to make informed decisions
about PEP




HIV PEP Adherence


Figure 2.1: Conceptual Framework; Source: Elizabeth Mmbone
Relationships:

Socio-demographic  Aspects  →  Prevalence  of  Rape/Defilement:  Higher  prevalence

among specific age groups, genders, or socioeconomic backgrounds.

Barriers → HIV PEP Adherence: Side effects, pill burden, incest practice, limited resources, lack of PEP knowledge, poor service coordination, stigma, trauma, and mental health influencing the motivation and ability to adhere to PEP.
Silence, Denial, Spiritual Beliefs → Prevalence of Rape/Defilement: Cultural factors

impacting reporting and acknowledgment of sexual violence.

Silence,  Denial,  Spiritual  Beliefs  →  PEP  Adherence: Influencing  treatment-seeking behavior, acceptance, and completion of PEP.


3.1 Introduction

CHAPTER III: RESEARCH METHODOLOGY

This  chapter  describes  the  procedures  used to  conduct  the  study.  It  describes  the approaches and areas where the study was carried out and shows how data was gathered, analyzed,  and  presented.  More  specifically,  the  chapter  discusses the  study site,  the research design, the target population, the sampling strategy and sample size, the data collection methods and management and analysis of the collected data, ethical and logistical considerations, research instrument validity and reliability, as well as problems encountered during fieldwork and their solutions.

3.2 Study Location

The study was conducted in Vihiga County, an administrative region situated in the former  western  province  of  Kenya.  The  county  has  a  total  population  of  590,013 according to National Census 2019 and an area of 563 square kilometers (KNBS, 2019). This location was chosen due to alarming evidence suggesting poor adherence to HIV Post-Exposure  Prophylaxis  (PEP)  among  victims  of  rape  and  defilement  within  the county.

Vihiga County comprises five sub-counties: Emuhaya,  Luanda, Sabatia, Hamisi, and Vihiga. The study specifically focused on three healthcare facilities within the county, namely Emuhaya Sub County Hospital, Hamisi Sub County Hospital, and Vihiga County Referral Hospital. Each of these facilities serves specific sub-counties, ensuring a representative sample from diverse geographical areas within Vihiga County.

Emuhaya Sub County Hospital caters to individuals within the Emuhaya sub -county and those from neighboring Luanda sub-county. Hamisi Sub County Hospital serves its members and individuals from neighboring Sabatia sub-county. Lastly, Vihiga County Referral Hospital functions as a comprehensive referral facility, serving individuals from Vihiga sub-county.

3.3 Research Design

The study adopted a descriptive, cross-sectional design using both quantitative and qualitative data collection methods. Quantitative methods included a retrospective review
of the medical records of rape and defilement victims who had accessed post-rape care services one year prior to the commencement of the study. Qualitative methods included in-depth interviews with professional health care providers with experience in providing care to victims of rape and defilement.

3.4 Target and Study Population

The  target  population  comprised  individuals  who  experienced  rape  or  defilement  in Vihiga County and sought healthcare services in facilities where their information was recorded in the Kenya Health Information System. This also encompassed those who reported their cases to the police station.

The study population, on the other hand, consisted of victims who had availed themselves of  post-rape  care  services  at  Vihiga  County  Referral  Hospital,  Hamisi  Subcounty Hospital, and Emuhaya Subcounty Hospital whose data was abstracted for the purpose of the study.

3.5 Inclusion and Exclusion Criteria

3.5.1 Inclusion Criteria
        All rape and defilement cases that occurred from January to December 2021

        Victims who sought post-rape care from the sampled facilities


3.5.2 Exclusion Criteria

        Rape and defilement cases that did not occur in 2021.

        Victims who did not seek post-rape care from the sampled facilities.


3.6 Sample Size Determination

The sample size for the study was determined using the Fisher et al. formula (Fisher et al., 1998). According to the 2021 National Police Service annual report, a total of 75 cases were reported, comprising 69 cases of defilement and 6 cases of rape. Additionally, the Kenya Health Information System database recorded 164 victims seeking healthcare services in Vihiga County, with 113 cases of defilement and 51 cases of rape. Among these 164 victims, 20 cases (3 rape and 17 defilement) were reported to the police and are thus covered by the police report data. Based on this information, the target population for the study was calculated as 75 + 164 - 20, resulting in a total of 219 individuals.
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With the total population of Vihiga County being 590,013, the proportion of rape and defilement cases in the target population is calculated as 219 / 590,013 x 100, which equals 0.037.
Sample size =Z2pq/ d2

Where:

d = 0.05 (the (5%) margin error that is acceptable in this study) Z =1.96(95% confidence interval for Z score)
p=0.037 (Population proportion with the desired characteristic)

q = (1-P) (Population proportion without the desired characteristic) Sample size =1.962*0.037(1-0.037)/ 0.052 = 55.701 = 56

3.6 Sampling Technique

Random cluster sampling was used to sample the hospitals and the cases. Purposive sampling was utilized in sampling the key informants (healthcare providers). One county- level hospital and two sub-county-level hospitals offering post-rape services for at least five years were randomly selected from different geographic locations in the region. The hospitals selected were Vihiga County referral hospital, Hamisi sub-county hospital, and Emuhaya sub-county hospital. These hospitals were selected because they treat most of the  sexual  assault  victims  in  Vihiga  County.  Health  care  providers  from  the  three hospitals were selected using purposive sampling to ensure inclusion of those whose daily responsibilities included regular provision of post-rape care services to the victims. The selection criteria considered their experience and willingness to take part in the research.

3.7 Data Collection Procedure

The study utilized both primary and secondary data collection methods. The research instruments comprised data abstraction questionnaires and structured interview guides. Primary data was collected through in-depth interviews with counselors, social workers, clinical officers, and nurses who provided services directly to the victims, interacted most with the victims at each of the facilities, and were involved in their follow-up. A total of
12 health care providers were interviewed (1 counselor, 1 social worker, 1 clinical officer and 1 nurse (total of 4 service providers) from each of the facilities). Secondary data was
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obtained through a retrospective review of the hospital records in the 3 hospitals where the research was conducted. The Post Rape Care (PRC) forms and other sources like the counselor’s   records,   the   sexual   and   gender-based   violence   (SGBV)   registers, departmental registers, pharmacy records, and the DHIS2 were the most used sources. A total of 102 rape and defilement entries for victims who had accessed post-rape care services one year prior to the commencement of the study were abstracted.

3.8 Data Analysis and Presentation

Quantitative  data  analysis  was  conducted  using  the  Statistical  Package  for  Social Sciences (SPSS) version 22. The prevalence of defilement and rape and PEP adherence rates among victims of rape and defilement in different age groups was analyzed. The results were presented in the form of frequency tables and percentages.

Qualitative data, managed using NVivo 10, was employed to identify barriers to HIV PEP adherence among victims of rape and defilement in Vihiga County. The data was analyzed using a thematic framework approach. A coding framework was developed based  on  emerging themes,  allowing for  a  comprehensive  exploration  of  barriers to adherence.

Direct  quotes and  narratives from  participants are  included  to enrich the  qualitative analysis and provide a deeper understanding of the identified barriers.

3.9 Validity and Reliability of the Instruments

A pilot study was conducted at Mbale Rural Hospital (a level 3 hospital in Vihiga County) prior to the main research. The study followed the same procedures as the primary research, with a small sample of post-rape service providers. A few medical records for rape and defilement victims were also reviewed to assess the completeness and accuracy of data abstraction questionnaires. The pilot aimed to identify and address any flaws or errors in the research tools.

Based on the pilot study findings, the research tools were revised to enhance validity and reliability. Content validity was ensured by evaluating questionnaire clarity, relevance to study objectives, and alignment with variables.
To determine content validity, the researcher and supervisors ensured that the instruments addressed all study objectives and variables. The pilot study employed a Likert scale, and reliability  analysis  using  Cronbach's  alpha  coefficient  returned  a  value  of  0.763, indicating acceptable internal consistency. The results are presented in table 3.1 below.

Table 3.1: Summary of Reliability Analysis

	Name of Indicator measured
	Cronbach's Alpha

	Structural   and   Psychosocial   barriers   to   PEP   treatment

adherence
	
.763





3.10 Ethical Considerations

The  study  received  authorization  from  the  Jaramogi  Oginga  Odinga  University  of Science and Technology's postgraduate board, ethical approval from the Jaramogi Oginga Odinga Teaching and Referral Hospital Institutional Ethics Review Committee (ref no: IERC/JOOTR/345/20)- appendix IV, and a research license from the National Commission for Science, Technology, and Innovation (ref no: 545978)- appendix V. Additionally, permissions were obtained from the county director of health and relevant hospital authorities (appendix VI).


4.1 Introduction

CHAPTER IV: RESULTS

This chapter presents the results of the data collected. The study employed a triangulation of different data collection methods: a retrospective review of both electronic and paper- based  health  records  (Post-rape  care  forms,  pharmacy  records,  counselors’  records, SGBV registers, Kenya Health Information System) of the victims who sought post rape care,   twelve   in-depth   interviews,   and   informal   conversations   with   healthcare providers. The demographic information of the victims is presented first followed by the other findings organized according to the objectives of the study.

Field data were coded and analyzed using Statistical Package for Social Sciences (SPSS version  22).  The  information  collected  from  the  key  informants  was  arranged  and analyzed using a thematic analytical approach. Presentation is done using tables. Regression analyses (linear and logistic) were carried out to test for relationships between variables.

4.2 Response Rate

A total of 102 cases of rape and defilement victims matching the inclusion criteria were extracted from electronic and paper-based medical records. This surpassed the predicted sample size of 56. This means that the turnout was excellent because it met the sample size. It also means that the results can be generalized. Twelve key informants were also interviewed and all of them responded.

4.3 Socio-demographic Characteristics of the Victims

This section focuses on the personal attributes of the studied rape and defilement victims, namely;   gender,   age,   marital   status,  occupation   and   their  relationship  with   the perpetrators. Showing the variation in characteristics of rape and defilement victims was the criterion under which the background attributes were included in the study. Particularly, some of the victims’ background and demographic characteristics may have influenced their victimization and susceptibility to rape and defilement as well as adherence to  HIV PEP treatment. The background  characteristics of the  victims are presented in table 4.1.
Table 4.1: Socio-demographic Characteristics of the Victims

	
	Frequency
	Percent (%)

	Gender
	Male
	2
	2.0

	
	Female
	100
	98.0

	
	Total
	102
	100

	
Age Group in Years
	
0-11
	
14
	
13.7

	
	12-17
	63
	61.8

	
	18-49
	20
	19.6

	
	50+
	5
	4.9

	
	Total
	102
	100

	Marital Status
	Single
	87
	85.3

	
	Married
	8
	7.8

	
	Widowed
	2
	2.0

	
	Separated
	5
	4.9

	
	Total
	102
	100

	Occupation
	Students
	87
	85.3

	
	Others
	15
	14.7

	
	Total
	102
	100




	Perpetrator Relationship
	Close Relative
	55
	53.9

	
	Boyfriend/Girl
	4
	3.9

	
	friend
	6
	5.9

	
	Neighbor
	25
	24.5

	
	Unknown
	12
	11.8

	
	Other known
	102
	100

	
	Total
	
	




4.3 The Prevalence of Defilement and Rape across Age Groups

The variable age was used to assess the age group in which the victims fell. The results are shown in table 4.2. Age groups 0-11 and 12-17 represent defilement while age groups
18-49 and 50+ represent rape. The percentages represent the prevalence of rape and defilement in each age group based on the sample.
Table 4.2: Rape and Defilement Prevalence by Age Group


Age in Years                        Frequency       Percent (%)       Defilement

Rape
	
	                              P re val e nc e          P re val e nc e 	

	0-11
	14
	13.7

	
12-17
	
63
	61.8                    75.5                   0

	
18-49
	
20
	
19.6

	
50+
	
5
	4.9                      0                        24.5

	
Total
	
102
	100.0                  75.5                   24.5




4.4 PEP Adherence Rates across Age Groups

The primary outcome of this study was the documented completion of a 28-day course PEP among the victims of rape and defilement. The documented completion was defined as the victims self-reporting having completed the full treatment course during follow-up visit 5 weeks after exposure, and was retrospectively retrieved through review of both electronic and paper-based medical records. The results of the victims initiated on PEP, those who completed and the completion rate per age group are presented in the tables
4.3 and 4.4.

Table 4.3: PEP Treatment Initiation


	Age Group in Years
	Given PEP
	Not Given PEP

	0-11
	4
	10

	
12-17
	
48
	
15

	
18-49
	
13
	
7

	
50+
	
5
	
0

	
Total
	
70
	
32



Table 4.4:  PEP Completion Rate by Age Group


Age Groups in Years            Completed PEP           Total            PEP Completion Rate

	No             Yes
	(%)

	


0-11
	


3
	


1
	


4
	


25.0

	12-17
	41
	7
	48
	14.6

	18-49
	11
	2
	13
	15.4

	50+
	2
	3
	5
	60.0

	Total
	57
	13
	70
	18.6




A linear regression was performed to find out if there is an association between age group of the victims and PEP completion. The test indicated that there was no significant association between age and PEP treatment adherence (p = 0.361). The results are as shown in the tables 4.5 and 4.6.

Table 4.5: Regression Model Summary

Model R         R Square   Adjusted Std.

Change Statistics
R Square

Error of the Estimate


R Square
Change


F Change


df1     df2      Sig. F Change


1          0.639   0.409          0.113        20.117       0.409             1.383     1        2         0.361



Table 4.6:  Analysis of Variance (ANOVA) Results

	
	a
ANOVA
	

	Model 1
	Sum of Squares
	df
	Mean
Square
	F
	Sig.


Regression                       559.682                  1                 559.682      1.383                  0.361b
a. Dependent Variable: PEP Completion Rate ()5 b. Predictors: (Constant), Age Group in Years Source: SPSS Output
4.5 Barriers to Pep Adherence

Several barriers to completing PEP treatment for victims of rape and defilement were uncovered through in-depth interviews, informal conversations with post-rape service providers, and a review of victims' medical records.

By examining victims' medical records, including follow-up reports on those who didn't complete their treatment, we found that those who defaulted had previously reported treatment side effects and pill burden. Many who didn't voice complaints in their records were documented as lost follow-ups, indicating lapses in care where providers couldn't reach or follow up with them. Results are presented in table 4.7.

Table 4.7:  Barriers to PEP Completion

	
	Frequency
	Percent (%)

	Treatment Side Effects
	20
	35.1

	Pill Burden
	5
	8.8

	Lost follow-up
	32
	56.1

	Total
	57
	100




A logistic regression was performed to find out if there is an association between these factors and PEP completion. The regression indicated a significant relationship between these barriers and PEP treatment adherence (p<0.001). This signifies that the barriers, such as treatment side effects, pill burden, and lack of follow-up, indeed impede PEP adherence. The results are as shown in the table 4.8.

Table 4. 8:  Barriers to PEP Completion Significance Test Results

	
	df
	Sig.

	Treatment Side Effects
	1
	<0.001

	Pill Burden
	1
	<0.001

	Lost Follow up
	1
	<0.001





The perspectives shared by 12 healthcare providers (HCPs) in the in-depth interviews served provided insights into the underlying reasons for the observed low PEP treatment
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adherence.  Factors  leading  to  low  HIV  PEP  adherence,  revealed  in  interviews  and informal conversations with healthcare providers are presented in table 4.9.

Table 4. 9:  Barriers to PEP Adherence as per Key Informants

Frequency


12


12


12


8


12


12


12


12


12


6


12
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)4.5.1: Limited Resources
Availability and accessibility of post-rape services emerged as a key concern, encompassing medication, enough equipment, trained providers, transportation, and counseling services.

Trained providers were lacking, with only a few adequately trained staff members in each department.  Even  though  children  were  common  victims,  none  of  the  healthcare providers were trained to care for child victims.
"Continuous medical education and workshops are essential for all healthcare workers to handle sexual violence cases effectively. Relying on one trained colleague isn't sustainable. We should all receive proper training." (Professional healthcare provider, HCP1)

A shortage of essential equipment like speculums and rape kits hindered comprehensive care,  impacting  specimen  collection  and  treatment.  Limited  HIV  test  kits  prompted victims to seek testing elsewhere.

“At times, we have a shortage of HIV test kits, and currently, I am the only one who has them. Since I only have a limited number, if other counselors need to perform tests on victims, they must request them from me. Unfortunately, we sometimes run out of test kits, and in such instances, we advise victims to get tested elsewhere and bring their results to us.” (Professional healthcare provider, HCP2)

This scarcity of equipment and skilled personnel led to treatment delays and wait times, restricting the level of care that could be given to victims.

4.5.2: Poor Coordination of Services
Poor coordination of services negatively impacts PEP uptake and adherence. Delays in accessing care, long waiting times, inadequate patient-staff interactions, and subpar service quality hinder victims from returning for follow-up appointments. These factors, compounded by compromised privacy and confidentiality, discourage victims from seeking post-rape care.

"Some victims are afraid of coming back for follow-up because they missed one of the visit appointments fearing they will be scorned by the service providers. In addition to this, the departments responsible for offering post-rape services do it in a manner that compromises the privacy and confidentiality of the victims." (Professional Post-rape care Provider, HCP11).

Hospital facilities also pose challenges. Victims are often treated in different locations across the hospital complex, leading to confusion and cases of victims getting lost.
Despite hospital policies prioritizing rape and defilement victims, they still experience long waiting times due to clinicians' busy schedules and departmental delays. This further deters victims from seeking timely care.

"The problem of timeliness persists because we are not observing the desired speed in attending to patients. There may be various reasons for delays, such as the victim needing to see a clinical officer who may be busy with another patient. Additionally, there are occasional delays in the lab." (Professional healthcare provider, HCP8).

4.5.3: Pill Burden and Treatment Side Effects
Some of the interviewees identified pill burden and adverse side effects of PEP treatment as contributing factors to low PEP adherence. This includes the fear of experiencing adverse side effects, the complexity of medication regimens, and the length of treatment.

"Some of the patients we have seen find it hard to take the post-exposure prophylaxis drugs as prescribed because of the side effects. Some of them experience  nausea  and  vomiting,  which  makes  it  difficult  to  adhere  to  the treatment regimen." (Professional healthcare provider, HCP6).

"Some of the patients fear taking the medication because of the side effects and the burden of taking the medication for a long time which keeps reminding them of what happened when they just want to forget about it" – Post-rape Service Provider (HCP2).

4.5.4: Stigmatization
Stigma greatly influences health-seeking behavior, particularly among male victims of sexual violence. Men are underrepresented among those seeking treatment due to fear of social stigma and how others will perceive them. Only 2 out of 102 reported rape cases were male victims (2%). Healthcare providers acknowledge that male victims exist but often remain silent due to this stigma.

“Male victims are there, but they often don’t speak out about their experiences

due to the social stigma and the concern about how others will perceive them.
And for that reason they don’t show up for care and treatment” (Professional

Health Care Provider, HCP5).


Stigma is also a significant barrier to PEP adherence for adult female victims. Victims often face blame, both self-inflicted and from society, leading to reluctance in seeking medical care and taking medication. Certain occupations, clothing choices, and cultural values contribute to victim-blaming and stigma.

"Victims of sexual violence are often blamed for what happened to them, and this stigma can be really hard to deal with. Some victims are afraid to seek medical care because they worry about being judged or mistreated." (Health Care Provider, HCP6).

Many rape victims, particularly from underprivileged backgrounds and specific communities,  delay  seeking  medical  attention  due  to  cultural  factors  and  lack  of education about sexual and reproductive health rights. This delay in seeking care can result in ongoing abuse and underreporting of sexual violence cases.

To address these challenges, healthcare professionals emphasize the importance of community awareness campaigns. These campaigns aim to reduce stigma, inform individuals  about  available  services,  and  stress  the  significance  of  seeking  and completing treatment after sexual assault.

"It  is important  to  increase  awareness among  people  so  that  they  don't  feel embarrassed about seeking medical help after experiencing sexual assault. Although there may not be a strong social stigma surrounding it, there are still some cultural beliefs that make it uncomfortable for people in rural areas, especially those who come from urban backgrounds. To address this issue, community  health  workers  could  initiate  campaigns  to  educate  people  and promote awareness about the importance of seeking medical attention after a sexual assault" (Professional healthcare provider, HCP10).
4.5.5: Trauma
The impact of trauma on victims was identified as a key factor contributing to low PEP adherence. This includes mental health issues such as depression and anxiety, as well as physical health problems such as pain and fatigue.

"Victims of rape and defilement are dealing with a lot of trauma, both physical and emotional. This can make it hard for them to keep up with the medication regimen, especially if they are also dealing with mental health issues like depression or anxiety." (Professional Post-rape care Provider, HCP10)

4.5.6: Incest
Incest involves sexual abuse within a family, often perpetrated by a relative, and it introduces unique challenges to the victim's physical and mental well-being. Healthcare providers addressing  PEP treatment  in such  cases not  only contend  with  immediate physical harm but also navigate the intricate dynamics of incestuous abuse.

One significant barrier is the reluctance of victims to fully disclose their experiences due to feelings of shame, fear, and confusion associated with incest. This hesitancy to share the complete extent of their trauma can impede the healthcare provider's ability to offer tailored and comprehensive care, including PEP adherence support.

Moreover, incest may contribute to a heightened sense of vulnerability and distrust in the victim, affecting their willingness to engage with healthcare services consistently.

"In most cases, victims of rape and defilement experienced incest, adding a distressing  layer to  their trauma.  The  victims often  struggle  with  feelings of shame, fear, and confusion. This complicates the adherence to PEP treatment as they may be hesitant to disclose the full extent of their trauma, hindering our ability  to  provide  comprehensive  care  and  support."  (Healthcare  Provider, HCP2)

4.5.7: Lack of Knowledge and Training about Post Exposure Prophylaxis
The interviewees reported that lack of knowledge and training about post-exposure prophylaxis was a significant issue and a barrier to PEP adherence. This was attributed to
inadequate training awareness on the use and importance of post-exposure prophylaxis drugs, leading to low levels of awareness among victims of rape and defilement.

"Sometimes, even the patients don't know what PEP is or why it's important, and this makes it difficult for them to adhere to the medication regimen" - Service Provider (HCP11).

4.5.8: Denial and Lack of Support from Families and Friends
Denial and lack of support contribute to low PEP adherence. Victims may struggle to accept what happened, blame themselves, or lack emotional, financial, and practical support from their families and friends.

"Some patients don't want to believe that they were raped or defiled. They may try to ignore what happened or blame themselves. This can make it hard for them to seek medical care and stick to the treatment plan." (Professional healthcare provider, HCP7).

"Some patients don't have enough support from their families and friends, which can lead to denial and reluctance to take PEP. Some even lack the transport to present themselves to the facility in time and come for follow up visits" – Post- rape Service Provider (HCP4).

4.5.9: Lack of Active Follow Up
Effective follow-up of sexual assault victims is essential for PEP adherence. According to most respondents, the hospitals lacked a structured approach to monitor the recovery of patients and ensure they finished their treatment, resulting in only 18.6% of the victims returning for follow-up care. Healthcare providers emphasize the need to involve community health workers for better community-level follow-up.

“I believe that community involvement is crucial for successful patient follow-up. As a clinician, it is difficult to keep tabs on every patient without a specific interest or desire to do so. Even for general patients, I often lack knowledge about their progress unless I have a particular interest in their case.” (Professional healthcare provider, HCP12).
4.5.10: Spiritual Beliefs
Spiritual beliefs can discourage medical care and medication adherence. Some patients stop treatment, believing they've been spiritually healed.

"Some  patients  rely  on  spiritual  healing  instead  of  conventional  medical treatment. We have seen cases where patients stop taking the drugs after feeling better because they believe they have been healed spiritually and are protected by God or a certain supernatural power against any disease."  - Post-rape Care Provider (HCP6)

4.5.12: Silence
Society tends to blame and force silence on victims of rape and defilement by shaming them for what was done to them. For instance, if a child accuses a relative, neighbor or a teacher of defilement, she is called a liar and asked to stop “tarnishing” the perpe trator’s image or she is asked to remain silent about it so as to avoid bringing shame to the family if the abuse becomes known to the public.

“Some victims do not come for follow- up visits because they’ve been asked by their family to remain silent about what happened so as not to “air their dirty laundry in public”. So they don’t want to be seen visiting the hospitals because it will be suspected and people may ask about it.” (Post-rape care Provider, HCP6)


5.1 Introduction

CHAPTER V: DISCUSSIONS

This chapter presents the interpretation and discussion of results based on the objectives and research questions. The discussions have also been done in relation to the reviewed literature,  medical  records  of  sexual  gender  based  violence  specifically  ra pe  and defilement and Key Informants. The discussion has been done according to the following objectives:

1.   To  compare  the  prevalence  of  defilement  and  rape  across  age  groups  in  Vihiga

County, Kenya.

2.   To compare PEP adherence rates among victims of rape and defilement in different age groups in Vihiga County, Kenya.
3.		To identify the barriers to HIV PEP adherence among victims of rape and defilement in Vihiga County, Kenya.


5.2 The Prevalence of Defilement and Rape across Age Groups

The study categorizes age groups 0-11 and 12-17 as representing cases of defilement. In the 0-11 age group, 14 cases were identified, constituting 13.7% of the total sample. This finding is alarming as it points to a significant number of very young individuals experiencing defilement, highlighting the vulnerability of children to sexual violence.

The prevalence of defilement spikes in the 12-17 age group, with 63 cases accounting for an  overwhelmingly high  percentage  of 61.8%.  This emphasizes the susceptibility of adolescents to sexual exploitation, and the need for targeted interventions to protect this age group.

Several studies have echoed the findings of this research, emphasizing the vulnerability of children and adolescents to defilement. The findings back reports that over 68% of school-aged children experienced coerced sex (ICRH, 2020). Furthermore, Morgan & Thompson (2021) found a similar trend in their study, stressing the need for early intervention and education to prevent sexual violence against minors.
The high prevalence of defilement among children and adolescents necessitates urgent and targeted interventions, including educational programs, community awareness, and legal measures to protect the younger population.

For rape cases, the age group 18-49 had 20 cases, representing 19.6% of the total sample. This challenges common stereotypes that associate sexual assault primarily with younger age groups. This emphasizes that individuals in their reproductive years are not immune to the risks of sexual assault.  The significant prevalence among individuals in their reproductive years underscores the importance of addressing sexual violence across the lifespan.

Contrary to stereotypes, research by Morgan & Mason (2014) aligns with our findings, highlighting the prevalence of sexual violence among adults aged 18 -49. This challenges preconceived notions and emphasizes the importance of comprehensive prevention strategies targeting this age group.

The 50+ age group also experienced cases of rape, although fewer in number (5 cases,

4.9%  of  the  sample).  This  challenges  assumptions  that  older  individuals  are  not vulnerable to sexual assault. Contrary to Morgan & Mason (2014) argument that people aged 65 and older are 83% less likely to become victims of rape and sexual assault than those aged 25 to 49, and are 92% less likely than those aged 12 to 24. It is crucial to recognize and address the unique challenges faced by this demographic.
The unexpected prevalence of rape among the 50+ age group indicates the importance of acknowledging and addressing the unique vulnerabilities of older individuals. Support services and awareness campaigns should not exclude this demographic.

The distribution of rape and defilement prevalence across age categories provides insight into the varying vulnerabilities of different age groups to these forms of sexual violence. The study highlights the need for a holistic approach to combat sexual assault specifically rape  and defilement, considering the specific  vulnerabilities of  different  age  groups. Policies and interventions should be tailored to address the diverse needs and risks faced by individuals across the lifespan.
5.3 PEP Adherence Rate across Age Groups


Out  of  the  70  victims  initiated  on  PEP  treatment,  only  13  of  them  completed  the treatment, translating to an overall adherence rate of 18.6%. A whole 81.4% defaulted. This tells us that in general, PEP adherence rate is low. Furthermore, Ford et al. (2014) in a systematic review and meta-analysis found 40% as the overall proportion of patients who adhered to PEP. Their study further concluded that adherence to PEP treatment was poor in all settings. Scannell et al. (2018) in their study also found that about 25% of individuals who have experienced sexual assault in the United States finish taking the full course of HIV PEP medication.


In the 0-11 age group, only 1 out of 4 individuals completed PEP, resulting in a PEP completion rate of 25.0%. This raises concerns about the challenges or barriers faced by this age group in adhering to the prescribed PEP regimen.

The 12-17 age group shows a PEP completion rate of 14.6%, with 7 out of 48 individuals completing the treatment. This relatively low adherence rate suggests potential issues in engaging adolescents in consistent PEP adherence.

The 18-49 age group reports a PEP completion rate of 15.4%, indicating that only 2 out of 13 individuals completed the treatment. This suggests that challenges in adherence are not limited to specific age groups and may be pervasive across different life stages.

Surprisingly, the 50+ age group exhibits a relatively high PEP completion rate of 60.0%, with 3 out of 5 individuals completing the treatment. While the sample size is small, this finding prompts further exploration into potential factors contributing to the higher adherence among older individuals.

Comparisons with other studies reveal mixed findings regarding PEP adherence rates among different age groups. The low adherence rates observed in age group 12-17 is similar  to  the  findings  by  Shubber  &  Ford  (2021),  that  PEP  completion  rates  are especially poor in adolescents who have experienced sexual assault, emphasizing the need for targeted interventions to improve compliance in this population. The higher
adherence rates observed in age group 50+ concurs with Thomas (2015) research findings which showed that older patients were more adherent to PEP treatment.


On the contrary,  Gatuguta et al. (2018) reported varying adherence rates across age groups, suggesting that factors such as educational level, socio-economic status, and psychological support may play significant roles in determining PEP completion.

The linear regression analysis, conducted to determine if there is an association between the age group of victims and PEP treatment adherence, returned a p-value of 0.361, suggesting that there is no significant association between age and PEP adherence. This indicates that age alone may not be a strong predictor of PEP completion, and other factors may influence adherence rates.

The  study  results  underscore  the  need  for  tailored  interventions  to  improve  PEP adherence rates among victims of rape and defilement, irrespective of age. Targeted education  and  support  programs  should  be  implemented  to  address  the  specific challenges faced by different age groups in adhering to PEP treatment regimens. The surprising higher adherence rate in the 50+ age group may offer insights into potential factors contributing to better compliance. Further research is warranted to understand these factors and apply lessons to other age groups.

While age alone may not be a significant predictor of PEP adherence, a comprehensive assessment of individual, social, and systemic factors is crucial to design effective interventions and support systems.

5.4 Factors Contributing to Low PEP Adherence

The findings of the study shed light on various barriers to HIV PEP adherence among victims of rape and defilement in Vihiga County, Kenya. The results, obtained through review of the victims’ medical records and interviews with healthcare providers, reveal multifaceted challenges that hinder the effective completion of PEP treatment, addressing issues from limited resources to sociocultural factors.

Treatment side effects and pill burden (daily tablets for 28 days) is one of the identified barriers to PEP treatment adherence, with nearly half of non-completing victims citing
these issues. Logistic regression affirmed the link between side effects/pill burden and PEP completion. Qualitative input from healthcare providers echoed this, emphasizing side effects as a significant concern for victims. This aligns with a Ghana study where adverse events were the primary reason for stopping PEP among exposed healthcare workers (Tetteh et al., 2015). Inciarte et al, (2020) and Shubber & Ford, (2021) similarly found medication side effects hampering HIV PEP completion.

Another significant challenge to PEP adherence was losing follow-up. Our data indicated that over half of non-completing victims were lost to follow-up, implying they discontinued care and didn't return. This is consistent with a Nigerian review reporting extremely low follow-up rates in patients seeking nPEP, including rape victims (Iloanusi et al., 2019). While there was no documented reason for this issue or details about service provider follow-up, qualitative insights pointed to various factors contributing to victims becoming lost follow-ups. Stigma, trauma, side effects, limited resources, incest, spiritual beliefs,  coordination  challenges,  lack  of support,  victims' PEP knowledge  gaps,  and inactive follow-up were identified as factors leading to high lost follow-up rates.

Availability and accessibility of post-rape services emerged as a critical concern. This encompasses  a  range  of  factors  such  as  the  availability  of  medication,  adequate equipment, trained providers, transportation, and counseling services. The study reveals that there is a shortage of trained healthcare providers, particularly in handlin g cases involving child victims. This gap in training raises concerns about the comprehensive care provided to this vulnerable group.

The healthcare providers emphasized the importance of continuous medical education and workshops for all healthcare workers to effectively handle sexual violence cases. This sentiment aligns with existing literature that underscores the significance of ongoing training and education in improving the quality of care for survivors of sexual violence (Wangamati & Sundby, 2020)

Additionally, the scarcity of essential equipment, such as speculums and rape kits, posed a  significant  challenge.  Limited  HIV  test  kits  further  hindered  comprehensive  care, leading to victims seeking testing elsewhere. The shortage of equipment and skilled
 (
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personnel resulted in treatment delays and wait times, compromising the level of care provided to victims. These challenges resonate with studies that highlight the importance of adequate resources and equipment for effective post-rape care (Gatuguta et al., 2018).

Poor coordination of services emerged as a significant barrier to PEP uptake and adherence. Delays in accessing care, long waiting times, inadequate patient-staff interactions, and compromised privacy and confidentiality hinder victims from returning for follow-up appointments. The study reveals that victims are often treated in different locations across the hospital complex, leading to confusion and cases of victims getting lost.

Healthcare providers acknowledge that long waiting times persist due to clinicians' busy schedules and departmental delays, further deterring victims from seeking timely care. The issues raised align with previous research highlighting the importance of coordinated and efficient services to encourage victims to seek and complete post-rape care (Gatuguta et al., 2018).

The complexity of medication regimens, fear of adverse side effects, and the length of treatment contribute to the pill burden, impacting PEP adherence. Some victims find it challenging to adhere to the prescribed treatment due to the side effects, such as nausea and vomiting. The fear of experiencing these side effects and the burden of prolonged medication intake act as deterrents to treatment adherence.

Similar sentiments have been expressed in other studies, emphasizing the importance of considering the practical challenges and patient experiences related to medication regimens in the context of sexual violence survivors (Inciarte et al, 2020).

Stigma plays a significant role in influencing health-seeking behavior, particularly among male  victims of  sexual  violence. The  fear  of  social  stigma  and  societal  perceptions prevents male victims from seeking treatment, contributing to their underrepresentation in reported cases. Stigmatization is also identified as a substantial barrier for adult female victims, leading to reluctance in seeking medical care and adhering to prescribed medication.
The challenges related to stigma align with existing literature highlighting the pervasive impact of societal attitudes and victim-blaming on survivors of sexual violence, influencing their willingness to seek and adhere to medical treatment (Gatuguta et al.,
2018).


The impact of trauma on victims, both physical and emotional, emerges as a key factor contributing to low PEP adherence. Victims dealing with trauma, including mental health issues such as depression and anxiety, find it challenging to adhere to the medication regimen. The study emphasizes the need to address the mental health aspects of survivors to improve overall treatment adherence.

This finding is consistent with broader literature recognizing the profound impact of trauma  on  survivors  of  sexual  violence,  emphasizing  the  importance  of  a  holistic approach that considers mental health alongside physical health in post-rape care (Shamil et al., 2021).

The unique challenges presented by incest, a form of sexual abuse within a family, complicate the provision of care. Victims may be hesitant to fully disclose their experiences due to shame, fear, and confusion associated with incest. The complexity of navigating the intricate dynamics of incestuous abuse further hinders the healthcare provider's ability to offer tailored and comprehensive care, including support for PEP adherence.

This aligns with existing research that highlights the intricate challenges posed by incestuous abuse, necessitating a nuanced and sensitive approach in providing care and support for survivors (Shamil et al., 2021).

The lack of knowledge and training about post-exposure prophylaxis emerged as a significant barrier. Both healthcare providers and victims often lack awareness of PEP, hindering the ability to adhere to the medication regimen. This emphasizes the need for increased  education  and  awareness campaigns to  ensure  that  victims understand  the importance of PEP and its role in preventing HIV transmission.
The importance of education and awareness campaigns is supported by the healthcare providers, who emphasize the need to reduce stigma and inform individuals about available services, stressing the significance of seeking and completing treatment after sexual assault (Aminde et al., 2015).

Denial and lack of support from families and friends contribute to low PEP adherence. Some victims struggle to accept what happened, blame themselves, or lack emotional, financial,  and  practical  support.  The  study highlights  that  victims,  particularly  from underprivileged backgrounds and specific communities, delay seeking medical attention due to cultural factors and lack of education about sexual and reproductive health rights.

This finding aligns with broader literature acknowledging the influence of family and community support on survivors' ability to seek and adhere to medical treatment, emphasizing the need for a supportive environment for survivors of sexual violence (Shubber & Ford, 2021).

Effective follow-up of sexual assault victims is essential for PEP adherence. The study reveals that hospitals lack a structured approach to monitor the recovery of patients and ensure they finish their treatment. This results in only 18.6% of victims returning for follow-up  care.  Healthcare  providers  stress  the  need  to  involve  community  health workers for better community-level follow-up.

The importance of active follow-up aligns with existing research, emphasizing the role of structured and supportive follow-up mechanisms to ensure the comprehensive care and adherence of survivors to post-rape treatment (Shamil et al. 2021).

Spiritual beliefs can discourage medical care and medication adherence. Some patients may stop treatment, believing they have been spiritually healed. The study highlights cases where  patients discontinue  medication  after  feeling better,  relying on  spiritual healing rather than conventional medical treatment.

This finding resonates with broader discussions on the intersection of spirituality and healthcare decisions, emphasizing the need for culturally sensitive approaches that consider spiritual beliefs alongside medical interventions (Makhado et al., 2022).
Societal pressure to remain silent about incidents of rape and defilement contributes to underreporting and delays in seeking medical attention. Victims, particularly from underprivileged backgrounds, may avoid seeking medical care due to cultural factors and a lack of education about sexual and reproductive health rights.

This echoes existing literature on the societal barriers to reporting and seeking medical attention for sexual violence, underscoring the need for community awareness campaigns to address cultural factors and encourage victims to seek timely care (Jin et al., 2022).

This study provides a nuanced understanding of the barriers to HIV PEP adherence among victims of rape and defilement in Vihiga County, Kenya. The identified barriers encompass individual, interpersonal, and systemic factors, highlighting the need for a comprehensive and context-specific approach to healthcare delivery. By addressing these barriers and implementing the recommended strategies, healthcare providers and policymakers can contribute to more effective and compassionate care for victims of rape and defilement, ultimately improving PEP completion rates and promoting the overall well-being of the affected individuals.
CHAPTER VI: SUMMARY, CONCLUSIONS AND RECOMMENDATIONS



6.1 Introduction

Chapter four included the process through which the variables identified in chapter three were operationalized into measurable indicators which were used for data analysis to meet the objectives of the study.  Chapter five on the other hand included interpretation and discussions of the findings as observed in the previous chapter.  In this last chapter, a detailed summary of the study findings, conclusions, and recommendations for practice, policy and those for areas for further research are presented.

6.2 Summary of Key Findings

The findings from this study provide a nuanced understanding of rape and defilement prevalence, PEP adherence rates, and barriers among victims of rape and defilement. The summary of the key findings drawn from the objectives are as follows:

Objective 1: Prevalence of Defilement and Rape across Age Groups

The study identifies a significant variation in the prevalence of defilement and rape across different age groups. Adolescents (12-17) were found to have the highest prevalence of defilement, emphasizing the vulnerability of this age group. In contrast, rape was more prevalent among individuals aged 18-49. The lower prevalence among individuals aged 50 and above aligns with global patterns suggesting a reduced likelihood of sexual assault in older age.

Objective 2: PEP Adherence Rates across Age Groups

PEP adherence rates exhibited notable differences among age groups. The 50+ age group demonstrated the highest completion rate, while the 12-17 age group had the lowest. However, the linear regression analysis suggests that age alone may not be a sole determinant of PEP treatment adherence. This indicates the presence of other influencing factors beyond age that need consideration in predicting adherence.
Objective 3: Barriers to HIV PEP Adherence

The study identifies several barriers to PEP adherence, shedding light on the multifaceted challenges faced by victims. Treatment side effects and pill burden emerged as major concerns for non-completing victims, supported by logistic regression. Loss of follow-up, influenced by factors such as stigma, trauma, side effects, limited resources, spiritual beliefs, and coordination challenges, was a significant challenge, contributing to a high rate of victims being lost to follow-up and non-adherents.

6.3 Conclusions of the Study

The study concludes the following:

1.   The prevalence of defilement is highest in adolescents (12-17 years) making this age group the most vulnerable and susceptible to defilement.
2.   PEP adherence rate is lowest in victims aged 12-17 years and highest in older people (50+ years). Although there is variation in PEP completion rates among age groups, age alone is not a sole determinant of PEP treatment adherence.
3.   Treatment side effects, pill burden, lack of follow-up, stigma, poor service coordination and limited resources were key PEP adherence barriers.

6.4 Recommendations Arising from the Study

The researcher has given the recommendations based on the findings of the study with a view to soliciting for viable intervention strategies to boost PEP initiation and completion of the treatment among rape victims.
Recommendations for Action:

	County Public Health officials should plan and raise awareness in schools and communities about post-rape care and proper PEP utilization.
	County  government  should  establish  well  equipped  Gender  Based  Violence Recovery   Centers   (GBVRC)   with   more   resources   and   well   trained   and experienced  post  rape  service  providers  in  all  hospital  levels  within  Vihiga County to help provide better care to sexual gender based violence victims.
	Pharmaceutical scientists in collaboration with MOH and WHO should consider development of PEP regimens with milder-side-effects, preferably a single-dose option.
	MOH should train all personnel interacting with rape and defilement victims to handle cases comprehensively, including psychological and social aspects.
	The ministry of gender, children and social development and NGOs responsible for advocating for children and women rights should assess and enhance the effectiveness of  educational  programs in  schools,  community workshops,  and awareness campaigns in reducing rape and defilement incidents.

Recommendations for Future Research:


	Conduct an in-depth investigation into the factors contributing to the heightened risk of rape and defilement among adolescents and school-going children.
	Further exploration into potential factors contributing to the higher adherence among older victims of rape.
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APPENDICES

Appendix I: Data Abstraction Questionnaire for Rape Victims



Date…………………………………..


SECTION A

A1: Facility

□   Vihiga County Referral Hospital

□   Emuhaya Sub County Hospital

□    Hamisi Sub County Hospital A2: Survivor No.: ………………….. A3: Gender of the survivor
□  Male

□    Female

□   Other ………………..

A4: Date of Birth ……………………………. A5: Age……………………………………
A6: Marital Status

□ Single                                                     □ Married

□ Widow                                                   □ Separated

□ Divorced                                                □ Other, specify………..

A7: Occupation of the survivor

□ Pupils                                                        □ Commercial sex worker

□ Student                                                      □ House help

□ Other, specify……………………………….
A8: County of Residence

□ Vihiga County

□ Other, specify ………………………………………………..

SECTION B

B1: Date of incident ………………………………

B2: Where incident occurred

□ Within Vihiga County

□ Outside Vihiga County

B3: Survivor’s relationship with the Perpetrators

□ Close relative                                     □ Neighbour

□ Boyfriend                                           □ Unknown

□ Other, specify……………………….

B4: Date of Presentation…………………………

B5: Presented within 72 hours?

□Yes

□No

B6: If No, state the reason if documented

…………………………………………………………..

B7: Given Trauma Counselling?

□ Yes

□ No

B8: Initiated on PEP?

□ Yes

□ No
B9: If No, state the reason if documented

…………………………………………………………………

B10: Completed 28 days of PEP?

□ Yes

□ No

B11: If No, state the reasons as documented

…………………………………………………………………

B12: Came back for HIV retest?

□ Yes

□ No

B13: HIV Serostatus

□ Positive

□ Negative

□ Unknown
Appendix II: Interview Guide for the Key Informants (PRC Providers)

1.   Do you always follow up and contact sexually assaulted PEP defaulters? If yes, what kind of advice do you give them and how do majority respond?
2.   Do you conduct trauma counselling? If No, provide reasons.

3.   In your own opinion, do you think most of the victims of rape and defilement are able to make informed decisions about PEP? Give scenarios.
4.   Based on your experience with victims of sexual assault, what are some of the factors contributing to low pep adherence?
5.   Why do you think most victims of rape fail to complete the 28 day course PEP

treatment?

6.   What are some of the potential barriers to offering PEP services to victims of rape
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Appendix V: Research License from NACOSTI
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Appendix VI: Research Authorization from County Government of Vihiga
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