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LIST OF ABBREVIATIONS AND ACRONYMS

AIDS          Acquired Immunodeficiency Syndrome

DHS            Demographic Health Survey 

HIV             Human Immunodeficiency Virus

HTC            HIV Testing and Counseling
KNH             Kenyatta National Hospital 

NASCOP    national AIDS and sexually transmitted diseases programme.

PITC           Provider Initiated Testing and Counseling 

UON            University Of Nairobi

SPSS           Statistical Package for Social Science

UNAIDS      United Nations Programme on HIV/AIDS

VCT            Voluntary Counseling and Testing

WHO           World Health Organization.

OPERATIONAL DEFINATION OF TERMS

Provider initiated testing and counseling – it’s the process of HIV testing which is initiated by the health worker trained in counseling and testing in a clinical setting.
Socio demographic factors- these are characteristics of the patients expressed in age, level of education, knowledge on HIV/AIDS and ethnicity.

Orthopedic patient – a patient admitted to the orthopedic wards with musculoskeletal disorders resulting from trauma.

Attitude -   the way of thinking or feeling about provider initiated testing and counseling.

Knowledge – the patients understanding of provider initiated testing and counseling.
Factor – one of the elements contributing to a particular result or situation.

Provider – it refers to the healthcare worker who provides HIV testing services.

Facility - it is an institution or a certified building offering health services.
                                                           ABSTRACT

Provider initiated testing and counseling is the critical entry point for engagement into treatment and care as well as for primary and secondary prevention efforts for HIV. Despite the importance of this step, most HIV infected patients globally, and particularly in resource poor settings are unaware of their HIV status and uptake of voluntary counseling and testing services is low. Most data suggest that many patients receive their HIV diagnosis at a late stage in the disease process after multiple clinical visits and contacts with the healthcare system which represents missed opportunities for counseling and testing. Without effective approaches to routinely provide HIV counseling and testing. HIV infected patients are likely to be identified at advanced stages of immunosuppression, when therapeutic response may be sub-optimal. At Kenyatta national hospital testing is provided for all patients who seek for treatment, provider initiated testing and counseling is still below the national percentage of testing by NASCOP.
The study sought to determine the factors that contribute to low uptake of provider initiated testing and counseling among orthopedic patients admitted in Kenyatta national hospital.  A descriptive cross sectional  study design was utilized to determine the factors contributing to low uptake of provider initiated testing and counseling, data was collected by administering  questionnaires both open and closed ended questions to  90 patients who were sampled by use of stratified simple random sampling technique and also questionnaires for the PITC counselors to fill. The research was done with approval from the department of nursing at Kenya Methodist University and the Ethical and research committee of UON/KNH. Statistical package for social science version 20(SPSS) was used to analyze quantitative data and presented by use of pie charts, graphs and frequency tables. Qualitative data was discussed and presented in descriptive narrative forms. The study findings revealed that more than half (53.3%) of the respondents had previous knowledge on PITC, source of information was mainly through mass media (57.8%) while health workers contributed only 10% of information, there’s evidence that provider initiated counseling is being done in the wards of Kenyatta National Hospital, as well as in the out-patient departments according to the respondents. These providers doing this testing need to be strengthened to enhance the uptake of PITC. The Ministry of Health, County hospitals and private practices there should be design and strengthen information education and communication/behavioral change and communication interventions and promote activities related to PITC and HIV counseling and testing in both health facilities and the community at large. The following recommendation were made, there should be an increase in awareness on creative/promotional activities, the provision of information education and communication activities, advertisement in mass media, and integration of the service. Counseling, confidentiality, and a consent policy should be put in place at all PITC sites to safeguard the interests of the clients. More training is needed on PITC and rapid HIV testing for all levels of health personnel providing these services in orthopedic and other health service departments in all health facilities. 
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CHAPTER 1
 1.0 BACKGROUND OF THE STUDY

HIV testing and counseling is the critical entry point for engagement into treatment and care as well as for primary and secondary prevention efforts. Despite the importance of this step, most HIV –infected patients globally, and particularly in resource –poor settings are unaware of their HIV status and uptake of voluntary counseling and testing services is limited. Most data suggest that many patients receive their HIV diagnosis at a late stage in the disease after multiple clinical visits and contacts with the healthcare system which represents missed opportunities for counseling and testing. Without effective approaches to routinely provide HIV counseling and testing, HIV infected patients are likely to be identified at advanced stages of immunosuppression, when therapeutic response may be sub-optimal (Maher, 2013).

HIV voluntary counseling and testing services have become well established as an essential component of many AIDS control programmes and a cost effective means of HIV prevention globally (UNAIDS, 2008) There have been major advances in the provision of healthcare services to HIV-infected people in Africa (UNAIDS, 2008, 2012, 2013), including Kenya (MoHSW,2007) and most importantly, the increasing accessibility of antiretroviral therapy. Despite the increased emphasis on VCT, and availability of ART and other healthcare services for HIV-infected patients in sub-Saharan Africa, many cases of HIV go undiagnosed (UNAIDS 2014). These missed opportunities for diagnosis may be best filled by offering routine HIV testing to all patients in the health care settings. Wringe et al, (2008).  .
However, these opportunities among patients who attend healthcare services have received relatively little attention (Turanet, 2008; UNAIDS, 2008). To address the missed opportunity the world health organization initiated provider initiated testing and counseling programme. PITC is referred to as routine HIV testing in a clinical setting as part of a standard programme of medical services. Meiberg et al., (2008).

In 2006 survey data from several sub-Saharan countries suggested that only 10% of men and 12% of women had been tested for HIV, implying that the majority of HIV infected persons in the region are not aware of their status. While voluntary counseling and testing generally relies on the patient initiating attendance at a testing site ,the routine testing and counseling offered at health facilities also termed as provider initiated testing and counseling, uses the care provider to make a clinical recommendation that the patient have a voluntary HIV test. While PITC is meant to complement other testing strategies such as VCT, critical differences remain which render PITC unique and limit extrapolation (Joseph et al, 2009).
There’s limited data regarding perceptions of routine provider initiated testing and counseling offered in general medical facilities. The concern that aggressive testing in health facilities will decrease care seeking in general has been voiced since the early days of provider initiated testing and counseling which remain unaddressed. The main justification for routine provider initiated testing and counseling is to increase the number of patients tested and thus the number of HIV infected patients identified and linked to medical care and support services. In 2004, Botswana was the first African country to introduce provider initiated testing and counseling in a wide spread and systematic fashion thus leading to increased rate of testing in the population (WHO, 2009).
A critical ethical foundation to HIV testing is the ability to provide informed consent, informed consent stems from the concept of autonomy whereby patients have the right of self –determination, to act as agents for their own good, balancing their own individual costs and benefits regarding the decision to test. In the context of HIV /AIDS where people living with HIV face stigma and threat of discrimination, social/familial rejection and even violence, these principles are particularly important, given the substantial social status that health providers hold in many societies, there is concern that patients are either intentionally coerced at the point of testing and cannot really opt-out of provider initiated testing and counseling. Indeed it’s difficult to interpret the success of opt-out programmes where the vast majority of patients agree to be tested. Meiberg et al., (2008). 

In order to make routine testing more feasible in health facilities, WHO recommended a streamlined approach to pre-test counseling involving processes such as pre-test counseling, recorded or posted HIV educational materials and improved community sensitization and education regarding HIV testing in general. This guideline, while essential to routine testing and counseling in busy clinical settings, has sparked discussion that improved testing numbers are being used to justify erosion the quality of pre-test counseling. Integrating such a streamlined approach to pretest counseling into a rushed, busy and overwhelmed clinical setting may cause some concern regarding the quality of pre-test counseling in these settings.(WHO,2009).
HIV testing and in particular disclosure has been associated with multiple negative outcomes, including feelings of isolation and depression, the threat of broken confidentiality, discrimination at home or in the workplace and intimate partner and family violence. In a study in Botswana, only 1% of those polled or tested indicated that their test had resulted in violence, 2% reported discrimination and 5% a breach of healthcare worker confidentiality. However, 10% of the general respondent noted that their reason for not being tested was fear of partner violence, 11% of the respondents feared discrimination by healthcare providers and 18% feared broken confidentiality (WHO, 2007). In Kenya PITC has been rolled out since 2005, HIV prevalence is 7.1% and more than 86% of adults have not been tested. Kenya nurses are the main cadre implementing PITC, but little is known about their experiences of incorporating HIV testing into everyday practice and the challenges faced in maintaining the 3Cs i.e. consent, confidentiality and counseling within their work environments (Ndirangu, 2008).
1.1Statement of the Problem 
In 2007, WHO issued guidelines recommending institutions and organizations to adopt PITC to increase HIV testing rates, the guidelines were developed because HIV testing remained low, despite increased access to HIV treatment, care, support and prevention services, few people living with HIV were aware of their status.( WHO,2008)
Although provider initiated testing and counseling services are free of charge at Kenyatta national hospital there is low uptake of the services. The percentage uptake is below 50% as per the hospitals records compiled from January to December 2015, it indicated that there were a total of 2556 admissions and 1417 were not tested, which gives an average of 118 patients per month who were not tested.
In  orthopedic department majority of the patients are not tested on time, the patients should be tested during the initial period of admission and some of them maybe missed during this time as  shown in table 1:1 thus necessitating the need for a study.
Table 1:1.  Statistics for patients who were offered PITC and those who were not tested as from January to December 2015 in orthopedic wards.
	WARD
	NO.OF ADMISSION
	NO.TESTED
	NOT TESTED
	% TESTED

	6A
	817
	368
	449
	45%

	6C
	854
	356
	498
	42%

	6D
	888
	415
	473
	47%

	TOTAL
	2559
	1139
	1420
	45%(average)


 Source; Kenyatta national hospital PITC records.

The above table shows that the number of patients offered PITC is still low at 45% overall thus need for the research. It’s way below the national target of 75% as per the national guidelines by NASCOP 2012.
1.2 Research Questions 
1. What are the patients related factors contributing to low uptake provider initiated testing and counseling?
2. What are the providers related factors contributing to low uptake of provider initiated testing and counseling?
3. What are the facility related factors contributing to low uptake of provider initiated testing and counseling at Kenyatta national hospital?
1.3 Objectives of the Study 
1.3.1 Main Objective 
To determine the factors contributing to low uptake of provider initiated testing and counseling among patients admitted in Kenyatta national hospital.

1.3.2 Specific Objectives 
The study aims at;

1. To establish the patient related factors contributing to low uptake of provider initiated testing and counseling.

2. To identify the provider related factors contributing to low uptake of  provider initiated testing and counseling

3. To identify institutional factors contributing to low uptake of provider initiated testing and counseling.

1.4 Justification 

Despite the great significance and improved scale of the HIV testing being rolled out widely, great effort needs to be done in order to determine its effectiveness. While the general public appears to have positive perception of routine testing initiatives, data is limited and large scale surveys or focus group discussions with patients who have participated in routine PITC have not been undertaken especially on trauma patients who are at risk of HIV infection through blood contacts especially in cases of multiple or mass accidents. There has been little discussion regarding potential means of addressing the perceived lack of voluntariness of testing and methods of limiting coercion, it’s also a challenge on how provider initiated testing and counseling is effective in busy and hurried clinical centers where time and privacy are often lacking, it’s also a challenge on how this clients are best linked with treatment and support programmes.

In Kenyatta national hospital most of the patients are referral cases from other facilities, the patients admitted in orthopedic department are trauma cases who majority are road traffic accident victims, as one of the ways of HIV transmission is by contact with blood products of an infected person if there’s an exposed wound, in mass accidents it can be difficult to rule out transmission of HIV as it may be difficult to know each of the patients status. It’s thus important that patients involved in mass accident be screened for HIV at earliest opportunity after emergency care has been given or any client who has had contact with another victim directly in the accident.

To be a precaution measure it’s also important that patients be tested for HIV as during treatment some patients may fail to respond to treatment due to lowered immune status, HIV causes immunosuppression thus take longer to heal than those on treatment and identified. Most of the time the patients status is overlooked during treatment, so far no study has been done to determine the factors that lead to low uptake of provider initiated testing and counseling thus there’s need for further research.

It’s also one of the millennium development goal number six which deals with combating HIV/AIDS, malarial and other diseases, the rate of newly infected people is declining thus through provision of PITC that the goal was to be achieved, as per the millennium development goals report ,many people are still unable to access HIV testing services. As per the new sustainable goals, it is included as goal number three which deals with “Good health and wellbeing for all ages”, it states that by 2030 the goal is to end AIDS epidemic thus provider initiated testing and counseling is important to achieve the goal.
1.5 Significance of the Study
It is anticipated that the results of this study would be a reference material for the national aids and sexually transmitted diseases programme and Kenyatta national hospital in planning for resource mobilization and allocation. This will contribute in increased uptake of provider initiated testing and counseling, this will benefit the patients who are in orthopedic wards. 
The study findings will highlight the gaps that hinder provider initiated testing and counseling which can be replicated in other settings. The research will also assist the policy makers and implementers identify barriers to provider initiated testing and counseling as well as develop guidelines on testing of trauma patients who may come in contact with blood during accidents.
                                   CHAPTER 2: LITERATURE REVIEW

2.1 INTRODUCTION 

Provider initiated testing and counseling is the critical entry-point for engagement into treatment and care as well as for primary and secondary prevention efforts. Despite the importance of this step, most HIV-infected patients globally, and particularly in resource –poor settings, are aware of their HIV status and other evidence from both industrialized and resource-constrained settings suggests that many opportunities to diagnose and counsel individuals at health facilities are being missed WHO (2012).
Around the world, the proportion of the population who know their HIV status is generally low. In 23 countries that conducted Demographic and Health surveys between 2005 and 2007, the proportion of adult women who reported having ever been tested and received their results ranged from a low of 2% in Niger to a high of 45% in Ukraine, the median was about 11% for women and 10% for men and the figures were slightly lower for countries of sub-Saharan Africa (9% of women and 10% of men) Branson B.M (2006). Studies from various settings in South Africa and cote d’ ivoire have identified factors including fear of a positive HIV test, low levels of education and poor housing as associated with low uptake rates. US and African studies have identified high rates of missed opportunities for making the diagnosis of HIV among primary care clinicians who did not offer HIV tests to their patients even if they had clinical syndromes associated with HIV infection or if they were from a high risk socio-demographic population (Asante,2007).in Australia ,a review of records at a Canberra sexual health centre showed that more than half of HIV-positive patients with delayed diagnoses had earlier been in touch with health services, and almost all of them had at least one factor that should have prompted healthcare providers to consider the need for HIV testing and counseling. Such low utilization of testing and counseling indicates that obstacles are available until recently, the primary model for providing HIV testing and counseling has been client initiated HIV testing and counseling which is also known as voluntary counseling and testing. In this model, individual must actively seek an HIV test at a health or community-based facility Girad (2007)
 The uptake of this model of testing has been limited by low coverage of services, fear of stigma and discrimination, and the perception by many people, even those in high prevalence areas that they are not at risk. In the developing world, mortality has been prominent in a number of HIV treatment programmes, often due to patients presenting late for care with already advanced disease. Developments have been seen in recent years in global efforts to address the AIDS epidemic. To improve the slow uptake besides VCT, different alternative have been proposed, for instance PITC cseste (2006). Several studies have been done on PITC, for instance between November 2004 and February 2006, mbarara and mulago teaching hospitals in mbarara and Kampala, Uganda respectively, offered routine testing to inpatients and their family members in participating medical and surgical units. The study revealed a test acceptance rate of 98%. Among those tested 81% had not been tested previously (WHO 2007).
2.2 Patient Related Factors Contributing to Low Uptake of Provider Initiated Testing and Counseling.
2.2.1  Lack of Knowledge on PITC  

The role of knowledge about HIV as predictive of accepting HIV testing has been described in several studies. In a study in rural Zimbabwe, knowledge of HIV was associated with VCT uptake in an adult cohort, and this basic knowledge about prevention of prevention of mother to child transmission predicted uptake of routine HIV testing in antenatal clinics. Similar findings were noted in study of HIV testing uptake in both Botswana and Nigeria. In a study on HIV infected, suggesting that HIV knowledge not only predicts willingness to accept testing, but also may be protective against acquiring HIV infection. In the same study above, those with higher education status were more likely to accept testing,( Cseste,2006)
 2.2.2 Low Educational level on PITC 

Education is not positively associated with HIV status; however schooling is one of the most consistent predictors of behavior and knowledge. Educational level predicts protective behaviors such as condom use, use of counseling and testing, discussion of AIDS between spouses, and knowledge about HIV/AIDS, but it also predicts a higher level of infidelity and a lower level of abstinence (Bukusi, 2013). In another study, education level did not correlate with HIV test results. Thus educational interventions targeting the general population to increase knowledge about HIV transmission and infection may prevent new infections, regardless of formal educational status. In the USA, low health literacy has been associated with HIV test acceptance of provider initiated testing and counseling (WHO, 2007).
2.2.3 Age  
HIV infection if diagnosed early can be treated to reduce morbidity from opportunistic infections and also prolong life. Knowledge of HIV status can also help to reduce transmission (Asante 2007). Failure to undergo an HIV test can lead to delayed diagnosis and treatment of life threatening illness. This can be also cause of lack of awareness of infections risk on the part of an infected individual, recent studies have found that failure to have had an HIV test was associated with both older above 50 years having more acceptance to PITC than those between 18-45 years of age, (WHO, 2012). Failure to have an HIV test is often because of lack of perceived risk on part of the patient.
2.2.4 Gender 

 Gender is a factor that powerfully shapes motivations to test for HIV and the consequences of testing. Evidence suggests that women and men experience different barriers to access, perceived risks differently and fear different sorts of discrimination. In a 12- week study done in South Africa, it was reported that there an interaction between gender and marriage as correlates of a new HIV diagnosis, (Cseste, 2006). In some settings, men tend to underestimate their risk for HIV infection more frequently than do men, despite reporting more high risk behaviors. Most often have more fears about testing than men. The negative consequences of disclosure are more frequently documented for women and several studies show that its among pregnant women that fears of abuse as a possible consequence of testing positive for HIV are most manifested in women’s decisions about testing may be complicated by their plans to have children, their husbands opinions and considerations such as breastfeeding.

A recent comparative study in four Asian countries( india,Indonesia,the Philippines and Thailand  found that men were more likely than women to be tested because they had HIV related symptoms ,where as women were more likely to test because their partner tested positive. In these and other settings, women may become aware of risks only once their partner is ill, and they may not suspect that they were exposed until then,( Asante ,2007)
2.2.5 Marital status

 Unmarried are more at risk than married couples because of multiple sex partners, unmarried at more risk nearly seven times that of married women, with unmarried women having nearly six times the risk of that of married women, those who are married take time to accept testing than those who are not married because some may want to consult their partners before testing (Cseste, 2006).

2.2.6 Reluctance to acknowledge risk on HIV.
 Another important barrier or predictor to HIV testing is the reluctance of individuals to acknowledge that they are at risk, as documented in a recent literature review. In settings as diverse as Brazil ,Canada ,Ethiopia, Thailand ,the united kingdom, Tanzania and the united states, individuals behaviors and risk and with professional recommendation. The reasons for this discrepancy are complex. Risk perceptions are shaped by social and psychological factors, the meaning of HIV test is not simply a matter of information about sero- status, but the decision to be tested is tied to relationships, emotions and the resources that individuals have for dealing with the diagnosis (Charisarewa, 2007).
2.2.7. Fear of Stigma and discrimination  
Since the early days of HIV/AIDS epidemic, stigma and discrimination have been recognized as obstacles to both prevention programmes and uptake of services (Branson, 2006). Specifically, it has been widely asserted that stigma and discrimination deter individuals from seeking information, services and support. Because of its association with behaviors that may be considered socially unacceptable by many people, HIV infection is widely stigmatized. People living with the virus are frequently subject to discrimination and human right abuses, many have been thrown out of jobs or homes, rejected by family and friends, and some have been killed. Because HIV/AIDS are assumed to be from marginalized groups, some maybe stigmatized in a way that they were not before. For example, in some settings, men may fear revealing their HIV status because it will be assumed they are homosexual (WHO, 2007). Similarly, women may fear revealing their sero-status because they may be labeled as promiscuous or sex workers thus get stigmatized. HIV/AIDS worsens the stigmatization of individuals and groups who are already oppressed and marginalized, which increases their vulnerability to HIV/AIDS and which in turn causes them to be further stigmatized and marginalized 
2.3 Provider related factors contributing to low uptake of  PITC 
2.3.1 Lack of Counseling Skills   
Pre-test counseling is vital for every client being tested for HIV to ensure that they understand the implications of a negative or positive test result, for themselves and their partners. This is also an opportunity to provide prevention information to those who do not have frequent access to health services. Without appropriate pre-test counseling, clients may be mentally unprepared to undergo HIV testing let alone to receive a positive test result. Entirely eliminating pre-test counseling or providing insufficient information minimizes the opportunities for ensuring informed consent and potentially makes receiving a positive test result more difficult to deal with, (Elliot, 2006).
2.3.2 Lack of Trained Personnel  
In many settings, culture dictates that patients do not question the medical advice of their doctor. Thus, without strategies to ensure informed consent, the opportunity to decline testing will remain beyond the reach of many clients, (Girad, 2007). The reasons why patients fail to oppose the recommendations of their healthcare provider include high social status ascribed to medical professionals, the belief that a doctor may react negatively to such a decision and that this might negatively impact on healthcare provision, and the perception of HIV testing as something that has been institutionally sanctioned and is therefore the right thing to do. A study in Botswana, where PITC is routinely offered, showered that 685 of participants believed that they could not refuse the test or undergo testing (Asante, 2007), a client must take into the potential social implications of a positive test result, and his or her own prospects for accessing treatment ,care and support services. Thus in order to make an informed decision to be tested, a client needs to know why HIV testing is being offered, how it will be carried out, what to anticipate the implications of her results will be, and whether or not he or she will be able to access treatment for ARVS as well as other care and support services,(Branson B.M,2006).

2.3.3 Lack of Privacy and Confidentiality  
Maintaining privacy and confidentiality are both critical components of the long term management of HIV illness, and must be carefully considered in scaling PITC. A client may well be accompanied by relatives, including his or her male partner, at the health facility. If she tests positive, efforts must be made sure he or she has the space and time to come in terms with the diagnosis and its potential complications, both immediate and long-term, with the support of health professionals and without the engagement of any relatives he or she has not chosen to bring into this process (Branson, 2006).
2.4 Facility factors affecting PITC 
2.4.1 Accessibility and availability of PITC Services. 
Accessibility and availability of provider initiated testing and counseling is not seen as a priority in HIV care and prevention programmes in developing countries, routine PITC is not widely available (MOH/NASCOP, 2009).a study was carried out in kijabe, kericho and kisumu indicate that fear among women that they will be banished from their homes, expelled from their families and stigmatized by the societies in which they live is a major determinant for not being tested (CDC, 2009).

2.4.2 Staff Shortage and Busy Work Environment
In a research done in Ethiopia,Harari region, it was noted that the main reasons for low uptake of provider initiated testing and counseling is shortage of staff, busy work environment, lack of private rooms and lack of refresher training Girmas (2009).
2.5. Conceptual Framework.
The study will be guided by the conceptual framework below which shows the factors contributing to low uptake of provider initiated testing and counseling.
Independent variables                                                                    Dependent variable  






                             

Figure 1:1. Conceptual framework 
                                  CHAPTER 3: RESEARCH METHODOLOGY
3.1 Study design 
The study employed descriptive cross sectional design during which data from respondents is collected in their wards during the time of admission. This is the best design as it involves collection of data without changing environment and is a onetime interaction with subjects.
3.2 Study Area 
The study was done at Kenyatta National Hospital orthopedic department wards 6A,6C and 6D,Kenya. Kenyatta National Hospital is approximately 2 Kilometers from City Centre. Nairobi is 1661m (5450ft) above sea-level. It is located at 1 degree 16’S 36 degrees 48’E and occupies around 150 sq KM. Nairobi’s population is approximately 4 millions, in the 1999 Census there were 2,143,254 inhabitants . KNH serves as the main Government funded hospital, main referral and university hospital. Most of the patients are accident victims. The hospital covers an area of 45.7 hectares has a bed capacity of 1800 with 50 wards, 20 out-patient clinics, 24 theatres (16 specialized) and casualty department. The hospital serves patients of both high and low class levels.

The hospital hosts in its wards between 2500 and 3000 patients at any given day. On average the hospital caters for over 89,000 in-patients and over 600,000 outpatients annually (KNH, 2007).
The ward admits holds an average of 80 patients at a given time despite having a bed capacity of 36 beds, the average length of stay is 45 days. They receive referral patients from all the counties; it’s managed by consultants, nurses, physiotherapists and other professions. Services offered include surgery, wound care, nursing services, physiotherapy, occupational therapy as well as counseling services.
3.3 Study Population
The study population consisted of patients above 18 years old admitted to orthopedic department and are in fair general condition and stable state. A sampling frame of 118 patients used; these are the average number of patients not tested per month. All the 10 counselors who rotate in the department will be also given the questionnaires to fill.
3.3.1 Sample Size Determination. 
The sample size was calculated using determination formula Fisher formula 1998 as cited by Mugenda and Mugenda (2003). 
n =      Z2 Pq


 d2
n= desired sample

z = standard normal deviation, set at 1.96 corresponding to 95% confidence level

p = proportion in target population estimated to have particular characteristics, if not 50% is used i.e. 0.50. In this case 50% will be used as there’s no available data on same characteristics
q = 1.0-p

d = degree of accuracy desired, here set at 0.05 corresponding to 1.96

n = 1.962P (1-P) .
                  0.052

n =1.9620.5(1-0.5)
           0.052
n=3.8416x0.25
        0.0025

n=0.9604
     0.0025

n=384.16
Desired Sample size is 384, because the population is less than 10000, the sample size will be adjusted according to Yamane (1967)

Where,

nf =   n 
      1+ (n/N)
nf = desired sample size

n = constant 384
N = target population =118
n=384
   1+(384÷118)
n=384
   1+3.25

n=384
    4.25

n =90
A sample size of 90 patients was selected. All the 10 counselors to be sampled
3.3.2 Sampling Technique and Sampling Procedure. 
A total of ninety (90) respondents was sampled through proportionate sampling techniques whereby the researcher puts the respondents into 3 strata’s as per the ward to allow equal representation, each ward allocated equal chances as demonstrated in table 3 , simple sampling was used to pick patients who had not been tested then asked to fill the questionnaire, two pieces of paper written yes and no were used whereby those who consent was required to choose, those who picked yes were asked to fill the questionnaire . This was repeated till the number of respondent sample is achieved, this was conducted for a period of one month. The counselors sampled through purposive sampling were given questionnaires to fill section C.
Table 3. Sampling procedure showing sampling size for each ward.

	Wards 
	No. of patients not tested per month 
	proportion
	Sample size

	6A
	37
	37/118×90
	28

	6C
	42
	42/118×90
	32

	6D
	39
	39/118×90
	30

	TOTAL
	118
	
	90


3.3.3 Inclusion Criteria
All clients above 18 years old admitted who gave consent, both male and female and have not been tested by third day after admission.
3.3.4 Exclusion Criteria
Patients below 18 years old, those who decline to give informed consent, Patients who are on HAART already, Patients on oxygen and nasogastric tube feeding feeds as well as unconscious patients.
3.4 Data Management 
3.4.1 Data Collection Tools  
The study participants were interviewed using researcher administered structured questionnaires with open and closed ended questions on factors contributing to low uptake of provider initiated testing and counseling in patients admitted in Kenyatta national hospital. The data was collected for a period of one month.
3.4.2 Training of Research Assistants  
Two Kenya medical training college nursing students were recruited and trained for two days on criteria for data collection, and then they assisted in collection of data under the researcher’s supervision.
3.4.3 Pretesting of the research Tools 
Pretesting on 10% of the sample size was carried out in general surgery department in Kenyatta national hospital so as to determine reliability of the data collection tool. A total of 9 patients were sampled, 10% of 90 patients.
3.4.4. Data Cleaning and storage  
The questionnaires were checked for completeness and correctly arranged by codes and storage done by principal researcher in a computer.
3.4.5  Data Analysis and Research Presentation 

Quantitative data from the questionnaire were coded and entered into the computer for computation of descriptive statistics, data was grouped as per the thematic areas as guided by the objectives. Microsoft excel and statistical package for social sciences (SPSS) version 20 was used to  analyze data, descriptive statistics such as frequency distribution , percentages  and tables were used to summarize data. Qualitative data was analyzed and presented in narrative form.
3.5 Study Limitation 
The study was limited to patients admitted to Kenyatta national hospital orthopedic wards.
3.6 Delimitation of The Study 
The research study can be replicated in other settings.
3.7 Ethical Considerations
Approval to carry out the research was sought from the Kenya Methodist university nursing department. Authority to carry out study was sought from Kenyatta national hospital and university of Nairobi ethics and research committee. Each participant was provided with sufficient and understandable information regarding her participation in the study before signing the consent form. Confidentiality and anonymity was ensured by protecting the participants’ identity, privacy, self worthy and dignity by not indicating the subject names on the questionnaires. The decision of any participant to withdraw from the study was upheld and respected.
CHAPTER FOUR: DATA PRESENTATION AND ANALYSIS

4.0 Introduction 
This chapter will present data on the basis of the questionnaires filled by the respondents, the raw data was entered to spreadsheet of Microsoft excel and transferred to SPSS for analysis and quick result analysis. 
4.1 Response rate

4.1.1 Response Rate of Patients  
 All the 90 respondents targeted in the sample size were successfully interviewed; hence 100% response rate was achieved. The findings are presented in form of tables, graphs, pie charts and narrative texts. Descriptive statistics (frequencies and percentages) are also used to describe the various findings. 

4.1.2 Response Rate of the PITC Counselors
Out of the 10 PITC counselors, working in the orthopedic department 80 % (n=8) returned completely filled questionnaire, while 20 % (n=2) of the questionnaire were not returned, hence the response rate of the PITC counselors was 80%.

Socio-demographic information of the patient respondents 
The study sought to find out the factors contributing to low up take of provider initiated testing and counseling among patient admitted in orthopedic wards in Kenyatta National Hospital. Among the variables affecting the uptake were the socio-demographic factors. Socio-demographic factors such as age, marital status, gender, level of education and occupation were measured.
4.2 Age of the Respondents  
The study established that half of the respondents 50 % (n=45) were in the age bracket of 18 – 30 years, 30% (n=27) were in the age bracket of 31 – 40 years and 13% (n=12) were aged 41 – 50 years while only 7% (n=6) were in the age bracket of above 51 years. 

Table 4.2 Ages of the Respondents 
	Age 
	Frequency 
	Percentage 

	18- 30years 
	45
	50%

	31 - 40 years 
	27
	30%

	41 - 50 years 
	12
	13.3%

	above 51 years 
	6
	6.7%

	 Total 
	                                      90
	100%


4.3 Marital Status of the respondents
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Figure 4.3 Marital status  

The study findings revealed that 51% ( n=46) of the respondents were married, followed by single respondents who were represented by 41 %( n=37) of the respondents, 6 % ( n=5) of the respondents were separated, while only 2 % ( n=2) of the respondents were widowed. 

4.4 Gender of the respondents 
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Figure 4.4 Gender of the respondents 
The study revealed that majority of the respondents were male, they were represented by 71 % ( n=64) of the respondents, while the female were represented by 29% (n=26) of the respondents or 26 respondents. 
4.5 Level of Education of the respondents 
 On the level of education of the respondents, it was established that more than half 60 %( n=54) had secondary school education, 18 %( n=16) had primary education as well as college/university education 18 %( n=16), few had no education background 4% (n=4)

Table 4.5 Level of Education among respondents
	Level of Education 
	Frequency 
	Percentage 

	none 
	4
	4.4%

	primary 
	16
	17.8%

	secondary 
	54
	60.0%

	college/university 
	16
	17.8%

	 Total 
	90
	100.0%


4.6 Occupation of the respondents 
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Figure 4.5 Occupation  

The study established that majority of the respondents were self-employed they were represented by 32 % of the respondents, followed by unemployed respondents who 26 % of the respondents. Casual laborers were represented by 20%, the employed respondents were represented by 13% of the respondents while only 9 % of the respondents were in formal employment.
 4.6 Religion  
Majority of the respondents were Protestants, they were represented by 57% (n=51), followed by Catholics who were represented by 21 % (n=19) of the respondents, while the Muslim were represented by 18 % (n=16).  Those who belong to other religions were represented by 4 % (n=4), they included 1 Hindu and 3 respondents who were traditional believers. 
Table 4.6 religion of the respondents
	Religion 
	Frequency 
	Percentage 

	Protestant
	51
	57%

	Catholic 
	19
	21%

	Muslim 
	16
	18%

	Others
	4
	4%

	 Total 
	90
	100.0%


PATIENT RELATED FACTORS 

4.7 Exposure to HIV
The study revealed that majority of the respondents believed that they have never been exposed to HIV previously at 87% (n=78), only 13% (n=12) of the respondents believed that they have been exposed to HIV.

Regarding on the exposure, the respondents mentioned a number of reason, some respondents said rape, sharp object expose and unprotected sex. 
Table 4.7 showing exposure to HIV 

	Category 
	Frequency 
	Percentage 

	Those believed that they have ever been exposed to HIV
	12
	13%

	Those believed that they have never been exposed to HIV
	78
	87%

	Total 
	90
	100


4.8 Frequency Distribution of HIV Exposure in Relation to Gender
Majority of those who believed that they were exposed they were female, they were represented by 83% (n=10), while only 17 %( n=2) of the male believed that they had been ever been exposed.

Table 4.8 frequency distribution table showing exposure to HIV in relation to gender
	Gender 
	Those believed that they have ever been exposed to HIV
	Those believed that they have never been exposed to HIV

	Male 
	n
	%
	n
	%

	
	2
	17
	62
	80

	Female 
	10
	83
	16
	21

	Total 
	12
	78


4.8 Previous Knowledge of Provider Initiated Counseling Before Hospitalization 
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Figure 4.8 showing previous knowledge on provider initiated testing and counseling 

As shown in the figure above, more than half of the respondents had previous knowledge of provider initiated counseling before hospitalization, they were represented by 53 % (n=48) while those who had no previous knowledge on provider initiated counseling before hospitalization, were represented by 47 % (n=42).
4.9 Respondents responses on Previous Knowledge Of Provider Initiated Counseling Before Hospitalization In Relation To The Age
Majority of the respondents that had of previous knowledge of provider initiated counseling before hospitalization, were aged between 18 -30 years, they were represented 69% (n=33)% of the respondents, while above 51 years had the least knowledge, there were represented by 2% (n=1) of the respondents. 
Regarding those without of previous knowledge of provider initiated counseling before hospitalization, they most were represented 29% (n=12) of the respondents but proportional to the size above 51 years had no previous knowledge of provider initiated counseling before hospitalization, they were represented by 12% (n=5).

Table 4.9 showing frequency distribution of previous knowledge on provider initiated testing and counseling in relation to age 
	Age 
	Those with previous knowledge of provider initiated counseling before hospitalization
	Those without previous knowledge of provider initiated counseling before hospitalization

	
	n
	%
	n
	%

	18- 30years
	33
	69%
	12
	29%

	31 - 40 years 
	9
	19%
	15
	36%

	41 - 50 years 
	5
	10%
	10
	24%

	above 51 years 
	1
	2%
	5
	12%

	Total 
	48
	42


4.10 respondents response on previous knowledge on Provider Initiated Counseling Before Hospitalization In Relation To The Gender 
Majority of the male had previous knowledge of provider initiated counseling before hospitalization, they were represented by 75% (n=36) of the respondents while those female without previous knowledge of provider initiated counseling before hospitalization were represented by 33% (n=12) of the respondents.
Table 4.10 Frequency Distribution table of Previous Knowledge of Provider Initiated Counseling before hospitalization In Relation to the Gender
	 Gender 
	Those with previous knowledge of provider initiated counseling before hospitalization
	Those without previous knowledge of provider initiated counseling before hospitalization

	Male 
	n
	%
	n
	%

	
	36
	75%
	28
	67%

	Female 
	12
	25%
	14
	33%

	Total 
	48
	42


4.11  Respondents Source of information on Provider Initiated Counseling Before Hospitalization
The study as per the table below revealed that the major source of information on provider initiated counseling before hospitalization was the media, these was represented by 58 % (n=52) of the respondents, followed by 32% (n=29) of the respondents who said they got the information from friends. Those respondents who got information from the health care workers were represented by 10 % (n=9), this was low, and is indicative of one of the reason for low uptake of provider initiated counseling before hospitalization. 
Table 4.11 Source of Information on Provider Initiated Counseling before Hospitalization 

	source 
	frequency 
	percentage 

	from friends 
	29
	32%

	media 
	52
	58%

	health worker 
	9
	10%

	 Total 
	90
	100.0%


4.12 History of respondents on Previous  HIV Testing 
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FIGURE 4.12 History of respondents on Previous HIV Testing.
The study findings revealed that majority of the respondents had been tested for HIV they were represented by 98 %( n=88) of the respondents while those who had not done the HIV test before were represented by 2 %( n=2).

4.13 Location of Testing 
The study findings below showed that majority of the respondents get tested in the ward, they were represented by 57 % (n=51) of the respondents, followed by those who go to VCT 36 % (n=32) while only 8% (n=7) of the respondents were tested in the clinic. 
 Table 4.13 showing respondents location of HIV testing

	location
	frequency 
	percentage 

	VCT 
	32
	35.6%

	in the ward 
	51
	56.7%

	Clinic 
	7
	7.8%

	total 
	90
	100.0%




4.14 Knowledge of the respondents On Partner HIV Status.
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Figure 4.14 respondents knowledge on partners HIV status
The study revealed that majority of the respondents knew the HIV status of the partner; they were represented by 68 % (n=61) of the respondents, while 32 % (n=29) of the respondents did not know the HIV status of the partner.
4.15 respondents knowledge of Partners HIV Status in Relation to Gender.
TABLE 4.15 Frequency Distribution Table on Knowledge of Partners HIV Status in Relation to Gender
	Gender 
	Knowledge of partners HIV status
	No Knowledge of partners HIV status

	Female 
	n
	%
	n
	%

	
	12
	20%
	14
	48%

	Male 
	49
	80%
	15
	52%

	Total 
	61
	29
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Figure 4.15 knowledge of partners HIV status
 As shown in figure above the study revealed that the majority of the male knew their partners, they were represented by 80 % (n=49), while out of 26 female respondents only 20 % 

(n=12) said they knew their partners HIV status. 
 4.16 Frequency distribution  of Gender in relation to Partner’s marital status
Out of the 37 single respondents only36 % ( n= 22) knew their sexual partners HIV status, majority of the married respondents 64% ( n=39) knew the status of their partner.71 % ( n=15) of the single respondents and 29 % ( n=6) of married respondents don’t know their partners HIV status respectively. 
Table 4.16(a); Frequency distribution table of Gender in relation to Partner’s marital status
	Marital status
	Knowledge of partners HIV status
	No Knowledge of partners HIV status

	Single 
	n
	%
	n
	%

	
	22
	36.%
	15
	71%

	Married 
	39
	64%
	6
	29%

	Total 
	61
	21


4.16(b); respondents’ willingness to share HIV test result with partners
As shown in the table below, more than half 51 % (n=46) were willing to share the results with the partners, they were closely matched to those who were not willing to show their partners 49 % (n=44) of the respondents.

Table 4.16(b); respondents willingness to share HIV test result with partners 
	Will to test result with partner 
	frequency 
	percentage 

	Yes
	46
	51%

	No 
	44
	49%

	 Total 
	90
	100.0%


4.16(c) willingness to share HIV test results with partner
The study revealed that more than half of the males 80 % (n=40) while 21 % (n=4) of the females were not willing to share test result with the partner. The females willing were 48 % (n=22) and 52 % ( n=24) of the males were willing to share HIV test results with partner 
Table 4.16(c) showing willingness to share HIV test results with partner
	Gender 
	Those willing to share test result with partners 


	Those not willing to share test result with partners 



	Female

 
	n
	%
	n
	%

	
	22
	48%
	4
	21

	Male

 
	24
	52%
	40
	80

	Total 
	46
	44


4.17 Service Provider Related Factors 
All the respondents were trained in provider testing and counseling services. 80 % (n=6) were trained in in VCT and other related courses 20 % (n=2) were trained in laboratory technology. All the respondents agreed that there was adequate support for PITC program, 10% (n=1) of the respondents stated the challenge of a work station in the ward as all the services were provided at the bedside of the patient this contributed or posed breach of privacy among the patient. 60% 
(n=5) of the respondents said that more PITC counselors need to be employed so as to provide the service efficiently, this will contributed to the overall increase in provider initiated testing and counseling.

Capacity building is a major step needed to boost the quality of service offered by PITC program, the PITC counselors agreed.
CHAPTER FIVE:  DISCUSSION, CONCLUSION  AND RECOMMENDATION
5.0 Introduction
This chapter gives the discussion of the findings gathered in the study in which its aim was to determine the factors contributing to low uptake of provider initiated testing and counseling among patients admitted in Kenyatta national hospital. It focuses on the similarities and differences of the research findings in relation to the literature review, conclusions drawn by the researcher and recommendations are also discussed as well.
5.1 Discussion  
5.1.1 Demographic Characteristics of patient respondents 
Half of the participants, 45(50%) were between the age of 18-30 years. This disagrees with (WHO, 2012) that failure to have an HIV test was associated with both elderly above 50 years having more acceptance than those aged 18-45 years of age. With good counseling skills most of the patients are more willing to be tested and they must be assured of confidentiality.
Marital status influences HIV testing acceptance, more than half of the respondents were married 51%.Those who are married in most cases are more willing to be tested than those who are single, the single still belief they are not at risk and also have fear for testing as well as discrimination. This disagrees with Cseste (2006) study which indicated that most married take time to be tested as they want to consult with partners first. 
Majority of the participants were males at 71% . Most of the males form a larger percentage of the patients who are admitted, the males are prone to injuries due to the nature of their occupation which exposes them to more risks. Majority of the patients who are attended at Kenyatta national hospital orthopedic wards are males and females are minority. This agrees with Asante (2007) study which found out that males are more likely to accept HIV testing than females. 
More than half of the respondents had gone through formal education, those who had secondary level of education were . Most of the participants are educated and therefore able to seek medical attention, they can also perceive any health promotion messages via the media. This agrees with WHO (2007) study done in the united states of America which indicated that low level of literacy has been associated with HIV test acceptance of provider initiated testing and counseling. Education increases level of understanding therefore with low level of education, perceiving information on provider initiated testing and counseling becomes less unlikely. This reduces the uptake of HIV test among the population. 
Occupation influences HIV testing, 32 % of the respondents were self employed,. The data shows that most of the participants are self reliant, this means that they are busy most of their times and spent less time to seek for medical advice, as they have to work hard in order to feed their families.
Majority of the respondents were Protestants 57%.The protestant are more due to the surrounding communities living in Nairobi who are predominantly Protestants.
5.1.2 Patient Related Factors 
Majority of the respondents 87 % believe that they have never been exposed to HIV previously, on exposure the respondents mentioned a number of reasons like rape, sharp objects and unprotected sex, this is in agreement with (Charisarewa,2007) who noted that risk perceptions are shaped by social and psychological factors, the meaning of HIV test is not simply a matter of information about serology- status, but the decision to be tested is tied to relationships, emotions and the resources that individuals have for dealing with diagnosis.
Other global studies shows approximately 24 - 39% of the respondents did not accept PITC; with respect to these findings, the major cited barriers toward PITC acceptability among the study participants included perception of not being at risk, not ready, self-trust, fear of results, stigma and discrimination, not counseled properly, not sure of confidentiality, needing to consult their partners, and being tested before. These were the factors that were identified as why they had not decided to get tested, which is in line with findings from studies conducted in Gama Gofa, Ethiopia; Arbaminch; Botswana; and Massachusetts, USA (Westler et al, 2010). 
Majority of the females 83 % believed they had been exposed to HIV and 80% (n=62) of males also belief they have never been exposed. This is in agreement with (Cseste, 2006) which states that men tend to underestimate their risk for HIV infection more frequently than women. Men need more sensitization and advocacy so as to enable them accept HIV testing. Despite being active in sexual relationships both of the genders belief they are still not at risk of HIV thus less likely to accept provider initiated testing and counseling.
More  than half of the respondents 53% (n=48) had previous knowledge of provider initiated testing and counseling before hospitalization, this is in agreement with Cseste(2006) who suggested that HIV knowledge not only predicts willingness to accept testing ,but also may be protective against acquiring HIV infection. This means that there’s information among the respondents but more needs to be done in order to reach more in the community as well as within the hospital.
In relation to age, majority of the respondents 69% were aged between 18-30 years. This is in agreement with WHO (2012) study which showed that those above 50 years are more likely to accept HIV testing. This shows that those in the teenage to middle age underestimate the risks of HIV infection thus needs more health education.
In relation to gender majority of males 75% had knowledge on provider initiated testing and counseling before admission. This was in agreement with Cseste (2006) which indicated that previous basic knowledge on HIV in routine set up leads to improved uptake of HIV testing.
Media was the main source of information 58% before hospitalization, this was low and is indicative of one of the reasons for low uptake of provider initiated testing and counseling. This shows that the health workers are not spending time to give health information to clients during routine visits in the community or during hospitalization.
The perceived facilitators for the acceptance of PITC were self-interest, initiated by a health worker, ensured of confidentiality, and knowing that treatment is available; this was in agreement with the study conducted in Addis Ababa, Ethiopia, and a study conducted in Botswana ( Thior et al, 2009). This perceived facilitator would promote positive attitudes toward the acceptance of a PITC service, people also mostly tend to remember and retain more of what they can visualize or see thus most of the adverts done via the media are a good for dissemination of information.
Majority of the respondents knew the HIV status of their partners at 68%. This was in disagreement with Cseste (2006) which stated that those who are married take longer to be tested; this means there’s a lot of information within the society which has changed the trends and improvement in health seeking behavior. The study reveals that more partners are willing to be tested and share their HIV status.
In relations to gender more males 80% knew their HIV status of their partners, this agrees with Asante (2007) study findings which showed that females become aware of their partners risk status once their partner is ill. In most African traditions the males are the head of their families and belief they are in control of all issues related to the family, the females take the back seat in most decisions that’s why HIV test with partner takes a lot of time to convince the males.
On willingness to share test results with partner, half of the males are ready to share their partners HIV status at 52%. This is in agreement with (WHO, 2007) which showed that women may fear revealing their HIV status because they may be labeled as promiscuous or sex workers thus suffering stigma.
Married clients had significantly higher test acceptance rates, 64% of married know the status of their partners. This might show the improved risk perception and the better decision-making power of married clients. Clients that are married may have a lower perception of the risks of acquiring HIV infection, assuming that their partners would be mutually faithful. Other studies reported that the acceptance of HIV tests was higher among unmarried clients (WHO, 2012).
5.2.0 Service Provider Related Factors  
The service providers were adequately qualified to provide PITC services at 80%, majority were trained on VCT and other related courses, this agrees with Elliot (2006) which indicated that without proper counseling the clients maybe mentally unprepared to undergo HIV testing, with good counseling skills it leads to increased uptake of PITC.
Among the service provider related factors that may hinder uptake of PITC included a workstation, they service provider said there was a challenge of a work station these potentially compromised the confidentiality and privacy of the client. This agreed with Branson B.M (2006) which found out that patients require assured confidentiality in order to be tested. The counselors agreed that there was adequate support for the PITC program, in terms of resources apart from more service providers need to be employed to reach a maximum target population in the orthopedic department and other departments, the staff who provide the testing are not permanently deployed in the department, most of them are on contract thus this may affect continuity of the testing.
Regarding service provider factors, the respondents called attention to other important factors: a shortage of staff; workload; a busy working environment; the lack of private rooms; the lack of refresher training; no clear policies; and less and interrupted HIV testing kits supply and provision – these were some of the barriers that affected the acceptance and utilization of PITC. This is in agreement with Girad (2007) which stated that without strategies the opportunity for testing may become beyond reach for most clients. This fact highlights the need for intensive and continuous education about HIV/AIDS.
Counseling has been identified as a key component of a successful program, which had previously been identified as a problem in Kenya. Counseling enables people to make informed decisions about being tested for HIV, assess their personal risk for HIV, and develop risk-reduction strategies. Pretest counseling is vital for clients to ensure that they understand the implications of negative or positive test results for themselves, their partners, and their family. It is also an opportunity to provide prevention information and individual pretest counseling. It helps patients explore personal HIV risk behaviors and related issues, and offers clarification of the information provided in group sessions. This study indicated that being unable to ask questions during pretest counseling, not having confidentiality explained to them, and being satisfied with privacy and counseling had significantly negative associations with the acceptance of PITC.
The PITC guidelines indicate that clients expect to receive quality care and counseling from well-trained and competent nurses/counselors with good counseling and interpersonal communication skills, and that only after proper counseling will the client make good decisions (WHO, 2010). In the current study, entirely eliminating pretest counseling or providing insufficient information minimizes the opportunities for ensuring informed consent and potentially renders receiving a positive test result more difficult to deal with (WHO, 2010).

The national PITC guidelines also recommend that the client should be given pretest information on HIV/AIDS and PITC, that the provider must inform the client that he/she has the right to say “no” (to opt out), and that this decision by no means affects the services he or she will get from the health facility (Bayray, 2010).WHO/UNAIDS has responded to these concerns by stating that the implementation of PITC must be accompanied by efforts to create an enabling environment, specified as a health service structure, where HIV testing and counseling are confidential and are accompanied by counseling and informed consent. Staff members are to be adequately trained. The person undergoing the test should be offered or referred to appropriate follow-up services (WHO/UNAIDS, 2012).
5.3.0 Institutional Related Factors 
PITC services show a general improvement in early intervention in the treatment and diagnosis of HIV related diagnosis. It shows an improvement in the care provided to HIV patient and contributing to positive HIV/AIDS prevention policy. The PITC service is an integral part of HIV prevention, treatment, care, and support in health system in Kenya. The results of this study indicated a relative high acceptance rate of PITC by participants, since majority of the respondents had prior knowledge of PITC and a significant number had utilized the service. However, Weiser et al described a lower acceptability rate of PITC from Massachusetts, United States, which may be due to differences in study times, the start times of PITC, the availability of PITC services, as well as the information education and communication program on HIV counseling and testing (Westler et al, 2010). 
Institutional factors mentioned by the respondents included capacity building, the respondents agreed that capacity building should be enhanced. More counselors need to be trained and employed so to increase uptake of PITC, the employees who directly deal with the clients need to be trained too. Increased number of PITC service provider is a direct proportional indicator of increased uptake of the PITC service in the orthopedic department.
5.4  Conclusion 
The majority of the respondents are aware of PITC and HIV but are less informed of the risks involved but dissemination of information is mostly through media only 10% through health workers, more than half had previous knowledge on PITC, majority knew the HIV status of their partners
There is evidence that provider initiated counseling is done more in the orthopedic wards of Kenyatta National Hospital but the uptake needs improvement, more HIV testing needs to be done in the out-patient departments according to the respondents. Most of the counselors are trained , workload, lack of private rooms, lack of clear policies as well, as refresher courses for the service providers still a challenge.   
There’s provision of provider initiated testing and counseling within the institution. There’s lack of policy formulation on PITC .there’s no capacity building among staff and counselors. Lack of space to provide counseling is also a challenge.
5.5  Recommendation 
 Healthcare workers

To ensure that all patients are reached the health workers need proactive measures to ensure adequate coverage. The client’s needs more counseling to reduce stigma. The healthcare workers should also educate the patients on risks of HIV transmission as more than 80% believe they were not at risk. On provider initiated testing and counseling they should continuously educate the patients to improve uptake as 10% said they got information from health workers.
 Kenyatta national hospital management
Kenyatta national hospital needs to ensure that policy documentation is developed for all health workers in order to increase uptake of PITC, also avail adequate resources for staff training and development as well as recruitment, collaboration to be enhanced at all points of service delivery.                 
More training is needed on PITC and rapid HIV testing for all levels of health personnel providing these services in orthopedic and other health service departments in all health facilities. 
In addition, further studies are needed regarding the quality of PITC in clinical settings and other departments in Kenyatta National Hospital apart from Orthopedic from the perspectives of service providers. A comparative analysis of the wards that is between medical and orthopedic wards will provide a clear picture of uptake of provider initiated testing and counseling in orthopedic department. The study showed a general and relative increase uptake of PITC services by orthopedic department clients.
Ministry of health and NASCOP

There should be an increase in awareness on creative/promotional activities, the provision of information education and communication activities, advertisement in mass media, and integration of the service in all health institutions are some of the improvements that are needed to change the perception of the community and clients to expand the availability and uptake of provider-initiated HIV testing and counseling in clinical settings. 
Counseling, confidentiality, and a consent policy should be put in place at all PITC sites to safeguard the interests of the clients. 
The program needs to be strengthened to enhance the use of PITC; the Ministry of Health, County hospitals and private practices there should be design and strengthen information education and communication/behavioral change and communication interventions and promote activities related to PITC and HIV counseling and testing in both health facilities and the Community At Large.
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APPENDIX I: consent form
DATE; ------------------------------
CODE; NO. ------------------------
My name is Daniel Kimutai Chelal, student at Kenya Methodist University pursuing bachelor’s degree in nursing. Am currently conducting a research entitled, “factors contributing to low uptake of provider initiated testing and counseling in orthopedic department at Kenyatta national hospital”.

Procedures of the study;

The questionnaire will take 20-30 minutes, no name will be required for the purposes of the study, and however, I will use code for the questionnaires.
Benefits; the information you give will enable us to strengthen the uptake of provider initiated testing and counseling to reduce HIV burden in the country.

Confidentiality; your answers will be taken as resourceful and will be treated with confidentiality and will be used for purpose of this study only.

Voluntary consent; you are free to choose whether to take part or not, and you are free to decline.

For any clarification feel free to contact me through mobile number…..0720 421284.

APPENDIX II: Questionnaire for the patient respondents’.
INSTRUCTIONS
a) Do not write your name in this questionnaire

b) Give honest/sincere response to all questions 

c) Use appropriate indications to show your answer.

.tick where appropriate

.write sentences where appropriate.

DATE OF DATA COLLECTION ____________________

SECTION A DERMOGRAPHIC DATA 
1. What is your Age in year’s ______________
2. What is your gender?    
a) male      □
b) Female  □ 

 3. What is your married status? 
a) Single       □ 

b) Separated  □
c) Widowed   □
d) Married      □
4. What is your highest level of Education? 
a) None  □
b) Primary school □
c) Secondary school □
d) College/university. □
5. What is your Occupation? 
a) unemployed  □
b) Formal employment □ 

c) Casual laborer □ 

d) Self employment □ 

SECTION B 

PATIENT RELATED FACTORS
6. Do you belief you have you been exposed to HIV?

a) Yes □
b) No □ 

If yes how?_________________________
7. Have you heard about provider initiated testing and counseling before hospitalization?

a) Yes □
b) No □ 

If yes how did you hear about it?

a) From friends □
b) Media □
c) Health workers. □
8. Have you been tested for HIV before?

a) Yes □
b) No □
If yes where were you tested?

a) VCT □
b) In the ward □
c) Clinic  □
d) Others (specify)________________________
9. Which is your religion?
a) Protestant □
b) Catholic □
c) Muslim □ 

d) (d) Others □
10. Do you know yours partners HIV status?

a) Yes □ 

b) No □
11. Are you willing to share the test results with your partner?

a) Yes □
b) No □
11. (b) if the answer to above is no why?

a) Fear of abandonment □
b) Fear of discrimination □
c) Fear of loss of economic support □
d) Others( specify)____________________
12. Are you willing to be tested by the healthcare provider in the ward?

a) Yes □
b) No □ 

12. (b) if no why?

a) I Fear for result □
b)  I Need to consult partner □
c) I Don’t belief to at risk □
d) Am not emotionally prepared. □
APPENDIX III: Questionnaire for the PITC counselor.

INSTRUCTIONS

a) Do not write your name in this questionnaire

b) Give honest/sincere response to all questions 

c) Use appropriate indications to show your answer.

.tick where appropriate

.write sentences where appropriate.

DATE OF DATA COLLECTION ____________________
SECTION C:  SERVICE PROVIDER RELATED FACTORS
13. Are you trained in provider testing and counseling?
a) Yes
b) No 

 Explain your answer above __________________________________________________

14. Do you get adequate support from your institution as you provide PITC?

a) Yes

b) No

c) Not sure
15. Is there anything that you feel hinders you from provision of PITC services?
____________________________________________________________________________________________________________________________________________________________

16. What needs to be done to improve the number of patients to be tested on PITC? ____________________________________________________________________________________________________________________________________________________________
17. Do you feel that confidentiality is maintained during PITC testing process?

a) Yes □
b) No □ 

If answer is NO please elaborate___________________________________________________
18. Capacity building is needed to improve PITC uptake?

a) Yes □ 

b) No □ 

c) Don’t know □
Please comment________________________________________________________________

SECTION D: FACILITY RELATED FACTORS.

18. Are there adequate number of staff to provide PITC?
a) Yes

b) No

c) Not sure

Briefly explain your answer above__________________________________________________

19. Does other activities and procedures done in ward hinder your counseling and testing?

a) Always 

b) Sometimes 

c) Not at all

20. Is there private room or screen provided for privacy and confidentiality?

a) Yes 

b) No 

Please explain your answer_______________________________________________________

_____________________________________________________________________________
21. Do you involve other healthcare workers in the provision of provider initiated testing and counseling?

a) Yes  □

b) No  □

Please explain the reason to your answer above? _____________________________________________________________________________
APPENDIX IV: time schedule
TIME SCHEDULE 
	
	DATE (months) 2016
	2017

	ACTIVITIES
	May 
	June 
	July 
	August 
	Sept. 
	Oct.
	Nov.
	Dec.
	Jan
	Feb 
	Mar. 
	April 
	May 
	June 

	Concept development
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Proposal development and correction 
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pretesting 
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Data collection and follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Data  analysis 
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Project presentation and correction 
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Patient related factors 


Lack of knowledge on PITC


Low educational level on PITC


.Age              . Gender        . marital status 


Reluctance to acknowledge risk of HIV 


Stigma and discrimination 











PROVIDER INIATED TESTING AND COUNSELLING 








 Provider related factors


Lack of counseling skills


Lack of trained personnel 


Lack of Privacy and confidentiality





Facility related factors 


Staff shortage and busy work environment 


Accessibility and availability 
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