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Abstract: Previous studies indicate that parenthood is a central life goal in most societies. Child bearing among HIV
infected women poses danger of vertical HIV transmission. The study sought to investigate factors accounting for the
differences in levels of fertility desires and intentions for HIV-infected and uninfected women of reproductive age from six
hospitals in Nyanza and Central regions of Kenya. Intention connotes commitment to a course which usually leads to
instrumental behaviors whereas desires are, however, wishes, which may be based more on emotions than on reality. A
combination of quantitative and qualitative methods was used. Both HIV-infected and uninfected women desired and intended
to have a median of three children. Women from Nyanza were 10.1 times more likely to desire more children than those from
Central region (p<0.001). There was significant greater intention to have children among women aged 40-44 years or older
with lower levels of education and living in rural areas. Cultural factors were found to influence fertility desires and intentions
among women. To eliminate mother-to-child transmission of HIV, reproductive health interventions should take into
consideration the special needs of HIV-infected women to avoid unintended pregnancies, and eliminate the risk of vertical
transmission. Additional tailored sexual and reproductive care and counselling support should be provided to HIV- infected
women; couples and men to assist them make decisions on issues such as number, spacing and timing of pregnancy and use of
contraceptives. Fertility and family planning education should be part of each clinic visit for both female and male HIVinfected clients. More effort should be put on educating male HIV infected clients since male partners have greater influence
on fertility intentions in the family in Kenyan society.
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1. Introduction
Kenya is one of the four HIV high burden countries in
Africa [1]. Kenya’s HIV prevalence was estimated at 5.9
percent in 2015 with more women (6.5 percent) compared to
men (4.7 percent) living with HIV [2, 3]. Women are more

vulnerable to HIV infection compared to men. The epidemic
is geographically diverse, ranging from a high prevalence of
26 percent in Homabay County in Nyanza region in western
Kenya to a low of approximately 0.4% in Wajir in the North
Eastern region. The high burden of HIV and AIDS in Kenya
account for an estimated 29 percent of annual adult deaths,
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20 percent of maternal mortality and 15 percent of deaths in
children under age five [1]. HIV prevalence among women is
16% and 6.2% in Nyanza and Central regions respectively
[4]. Nyanza and Central are contrast regions: Nyanza has the
highest HIV burden in the country, high fertility rates, high
unmet need of family planning while Central has low HIV
burden, while fertility rate is the second lowest after Nairobi
at 2.8. In Nyanza the fertility rate is 4.3 with mean number of
children ever born to women aged 40-49 years at 5.8, while
mean number of children ever born to women aged 40-49 in
Central is 3.7 [4]. Total unmet need of family planning is
eight point eight percent in Central while Nyanza is at 23.4
percent [4]. The desires and intentions of HIV-infected
women to have children is a topic of interest because HIV
infection and fertility pose serious challenges in the
prevention of HIV, especially mother-to-child transmission
and among heterosexual couples. Although Kenya’s MTCT
rate has dropped from 15.7 percent in 2013 to eight point
three percent, it is higher than the global target of <5% [5].
Mother-to-child transmission accounts for almost all new
infections in children [5]. Without uptake of effective
interventions, HIV-infected mothers will continue to infect
their children [6, 7, 8].
Several studies from Nigeria, Kenya, Sub-Saharan Africa
and United States have shown that HIV-infected female and
male desired to have more children, driven by individual and
couple preference as well as societal, religious, cultural
expectations such as a desire for sons to carry family name
and parenthood as a central life goal [9-12]. Similarly,
women on ART in Kenya with HIV status notwithstanding,
demonstrated determination to become mothers [13]. This
study focuses on factors accounting for the differences of
fertility desires and intentions among HIV-infected and
uninfected women of reproductive age. Some studies have
shown that HIV positive status does not play a significant
part on HIV-infected women fertility desire or intentions [1316]. Although Kenya’s currently married women have 18
percent of unmet need of family planning services with nine
percent in need of spacing and eight percent in need of
limiting, there may be a greater unmet need of family
planning services among HIV-infected women [4, 17].
Studies in Nigeria, Ethiopia, Uganda and Kenya have shown
higher proportion of HIV-positive women being more likely
to be associated with unintended (both mistimed and
unwanted) pregnancies and a desire not to have more
children [18-23].

2. Methods
2.1. Theoretical Framework
The study used the theory of planned behaviour (TPB) as
an analytical framework. This theory proposes that intentions
are predictors of human behavior [24]. Further, that these
intentions are affected by three blocks of determinants:
Firstly, attitudes which are affected by behavioral beliefs and
the evaluation of behavioral outcomes. Secondly by the

normative components; the beliefs about what others value,
expect or accept as affected by gender, cultural norms,
education, religious beliefs or socio-economic factors and
lastly the degree to control the behavior or the perception of
it [25]. The three factors affecting intention are each caused
by a set of beliefs, which are determined by factors in the
individual’s
background
[25].
Intention
connotes
commitment to a course which usually leads to instrumental
behaviors such as contraceptive use. Desires are, however,
wishes, which may be based more on emotions than on
reality. A study examining the predictive value of fertility
preferences among Ghanaian women indicated that intention
to have additional children have shown moderate to strong
predictive power [26].
2.2. Ethics
Ethical clearance and approval for this study was obtained
from the Scientific Steering Committee and the Ethical
Review Committee of Kenya Medical Research Institute
(KEMRI).
2.3. Study Population and Inclusion Criteria
The study was carried out in Nyanza and Central regions
of Kenya, six hospitals where the Kenya Mentor Mother
Program (KMMP), a peer education and psychosocial
support program for PMTCT was being implemented
participated in the study. 10 hospitals (nine public and one
faithbased) in Nyanza and five hospitals (three public and
two faitbased) in Central regions were implementing KMMP
at the time of the study. KMMP implementation was initially
started at high volume hospitals, this means these hospitals
were high volume. The hospitals, Jaramogi Oginga Odinga
Teaching and Referral Hospital and Ahero sub-district
hospital were randomly selected while Kendu Adventist
hospital was purposively selected being the only faithbased
hospital among the 10 hospitals implementing KMMP at the
time in Nyanza region. In Central Nyeri General hospital,
Kiambu district hospital and Nazareth mission hospital were
randomly selected to participate in the study. The participants
were HIV-infected and uninfected women 15-49 years of age
with a known HIV test result. A total of eight health workers
from four hospitals, two from each region also participated in
the study as Key Informant Interviewees.
The study objectives were explained to the eligible
respondents, the right to withdraw at any point of the
interview was explained and a written consent was signed.
The interviews were carried out with strict confidentiality.
2.4. The Study Design
A cross-sectional mixed method study was conducted in
October 2011. Quantitative data was collected from HIVinfected and HIV-uninfected women of reproductive age
using questionnaires translated into local languages.
Qualitative data was collected by focus group discussions
(FGDs) with HIV-infected and uninfected women of
reproductive age and key informant interviews (KIIs) with
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health workers (clinic nurses/clinical officers) stationed at the
comprehensive Care (HIV) clinics and PMTCT clinics at 4
hospitals. Two FGDs were conducted at 2 hospitals in each
region, with HIV-infected women (37) and HIV uninfected
women (42).
2.4.1. Sampling Techniques
The sample size for the quantitative part of the study was
calculated by estimating the difference within 95%
confidence interval within 5% of difference. With an
estimated 39% of married women using modern
contraception in Kenya in 2011 [27], the formula [28] to
arrive at the minimal sample size was:
n=z2pq/ α 2 (where z = 1.96, p = proportion of users, q = 1
- p, α = allowable error (5%)
n=(1.96)2 * (0.39) * (0.61)/(0.05)2
n=365 women - applied to for both HIV-infected and HIV
uninfected.
10% of the total sample n=365 was added to both samples
(HIV-infected and HIV uninfected) to allow for attrition or
refusal during the interview.
Sampling Techniques
Systematic random sampling was used to select HIVinfected women of reproductive age attending comprehensive
care clinic. The number of HIV infected women of
reproductive age attending comprehensive care clinic in a
given month was used to estimate the population universe
from which the desired sample was drawn. The month of
October 2011 was randomly selected to form sampling frame
(total number of active clients at comprehensive care clinic in
the month of October 2011 from the six hospitals). From a
sampling frame of 6741, (total HIV-infected women of
reproductive age attending comprehensive care clinic at the
six hospitals) the sampling interval was determined by
dividing the sampling frame by the sample number
(6741/402) leading to a sampling interval of 17. From the
second HIV-infected client attending clinic and every 17th
client were recruited for the study on a daily basis until the
desired sample was reached. All participants who took part in
the interview on the same day of recruitment were given
transport reimbursement of Ksh. 100 (equivalent to USD
1.12 in 2011). HIV-infected clients who agreed to participate
in the study but could not be interviewed the same day due to
commitment were given appointment to come for the
interview on a different date and a transport reimbursement
of Ksh. 200 (USD 2.24) was given. Since there was no
register for HIV-uninfected women bringing their children at
the child welfare clinic, the second and every 17th HIVuninfected client who came to the clinic was approached to
participate in the study. An option of making appointment
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date or taking the interview the same day was offered.
Similarly, a transport reimbursement of Ksh.100 and 200 was
given to clients interviewed the same day and those who had
appointments respectively. HIV-infected women and HIV
uninfected women who had not participated in quantitative
study arm were requested to participate in focused group
discussion. Health workers for the key informant interviews
were purposively selected from the PMTCT clinics and
comprehensive care clinics (HIV clinics). Forty five minutes’
FGDs were conducted jointly by an experienced nurse
trained in qualitative methods and research ethics and the
principle investigator in Nyanza region. In Central, FGDs
were conducted by two experienced nurses trained in
qualitative methods and research ethics. The FGDs were
audio-taped, transcribed into local languages and then
translated into English. Key informant interviews were
conducted for 30 minutes in English. Written informed
consent was obtained from each participant prior to
individual interview and FGDs.
2.4.2. Statistical Analysis
Stata version 13 [29] was used to analyze quantitative data.
Chi square and Fishers exact tests were conducted. Statistical
tests were evaluated to test significance of associations
between dependent and each independent variable at 95%
level of confidence (P<0.05). The univariable (unadjusted)
and multivariable (adjusted) Odds Ratios, 95% confidence
intervals and respective p values were reported. Qualitative
data was thematically analyzed. Transcriptions and field
notes were analyzed through open coding and grouping codes
to categories. From the categories, themes that express
content of each group were identified. Finally sifting data,
sorting quotes and making comparisons within and between
themes were done before data was interpreted.

3. Results
The total sample size was 810, out of which 802 (99%)
had indicated their HIV status. 437 (54.5%) were HIVinfected while 365 (45.5%) were HIV- uninfected. The
minimum required sample size was 365, which was
sufficiently met. Statistical power is based on the minimum
required sample and it does not affect the analysis by having
more observations in one group. The assumption of
difference in variance between larger and smaller group does
not arise because they are independent samples, each with its
own group variability.
Seventy seven point one percent of the respondents were
aged below 35 years old. Christian religious affiliation was
almost homogenous as shown in Table 1.

Table 1. Socio demographic characteristics of participants by HIV status.
Background characteristic
Age of respondents (years)

Coding category
15-19
20-24
25-29
30-34

HIV+ %
3.6
13.6
29.5
24.7

n
434

HIV-%
11.1
30.1
29.6
13.8

n
362

p values
<0.001

14

Simba Milker Atieno et al.: Factors Accounting for Differences of Fertility Desires and Intentions Among HIV-Infected and
Uninfected Women of Reproductive Age at Six Hospitals in Two Regions of Kenya

Background characteristic

Region of residence
Place of residence
Ethnic group

Religion
Highest level of education

Employment status

Marital status

Coding category
35-39
40-44
45-49
Central
Nyanza
Urban
Rural
Kikuyu
Luhya
Luo
Others
Christian
Others
No formal education
Primary
Secondary
Post-secondary
Formally employed
Self employed
Housewife
Married
Not married

HIV+ %
18
7.8
3
47.8
52.2
43.6
56.4
39.7
5.1
48.2
7.0
97.3
3.7
1.9
52.4
34.4
11.3
15.4
59.5
25.1
68
32

n

HIV-%
7.5
4.7
3.3
48.2
51.8
41.3
58.7
36.3
9.4
44
10.2
97.5
2.5
0.9
35.8
43.2
20.2
20.6
44.6
34.9
74.1
25.9

437
420
436

433
433

415

437

n

p values

365

0.912

361

0.517

361

0.082

361

0.804

352

<0.001

330

<0.001

363

0.057

P <0.05 is statistically significant at 95% level of confidence.

Desire for children among HIV-infected and uninfected
women
HIV-infected and Uninfected women in the focus group
discussions revealed that childbearing was considered a
natural, important and God-given role in a woman’s life such
that HIV status was not a deterrent. “Mothers without
children are not respected, sometimes you may feel left out,
you pretend to be happy but within you there is something
missing, continuation of generation” (HIV-infected FGD
participant). “For me, I think it’s a matter of being, for its
natural. Because of future, people know that marriage
without kids is not complete” (HIV–uninfected FGD

participant). Key informant interviews with the health
workers also revealed that PMTCT services had positively
influenced fertility attitudes by expanding women’s choices
on contraceptives and majority of the mothers were aware of
measures to be taken to avoid infecting infants.
Fear of stigma and inability to care for children due to
HIV-related health problems or death was expressed. Similar
attitudes were evident in the quantitative results where even
though both HIV-infected and HIV- uninfected women
reported they may want a child in future, less (26.4%) of the
HIV-infected than the uninfected (47.2%) felt the same,
p<0.001 as shown in table 2.

Table 2. Fertility desire by HIV status.
Woman's fertility desire
I want to have a child right now
I want to have a child in the next 2 years
I may want a child in the near future
I am not sure I would want to have a child in future
I don't want to have a child in future
Total

HIV-infected
Percent (n=401)
1.7
11.0
26.4
11.0
49.9
100.0

Factors accounting for differences in desire for children
among HIV-infected and uninfected women
The multivariate analysis found that age was positively
associated with desire for more children.
Women 35-39 years were 19.8 times more likely to desire
more children (p<0.001) than younger women <35 years,
while women aged 40-44 years were 32.1 times more likely
to desire more children (p<0.001) than younger women <40

HIV-uninfected
Percent (n=322)
4.7
13.0
47.2
11.2
23.9
100.0

p value
<0.001

years old. A woman from Nyanza region was 10.1 times
more likely to desire more children than one from Central
region (p<0.001).
An assessment of the likelihood ratio (LR) indicated that
age, region of residence, place of residence, education and
employment status were significant in assessing the desire for
more children as shown in Table 3.

Table 3. Multivariate analysis of factors accounting for number of children women desire.
Background Characteristics
Age in years: ref.=15-19
20-24
25-29
30-34

crude OR (95%CI)

crude P

adj. OR (95%CI)

P (Wald's test)

1.54 (0.32,7.41)
3.81 (0.88,16.56)
4.35 (0.98,19.31)

0.587
0.074
0.053

1.65 (0.32,8.58)
4.9 (1.02,23.55)
5.92 (1.15,30.38)

0.55
0.047
0.033

P (LR-test)
< 0.001
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Background Characteristics
35-39
40-44
45-49
Residence: Nyanza vs. Central (ref.)
Place: Urban vs. Rural (ref.)
Level of Education: ref.=No Education
Primary
Secondary
Post-Secondary
Employment Status: ref.=Formally employed
Self employed
House wife
Marital Status: ref.=Married
Single
Divorced
Separated
Widowed
HIV Status: Negative vs. Positive (ref.)

crude OR (95%CI)
6.84 (1.54,30.44)
8.62 (1.81,41.18)
4.6 (0.7,30.19)
5.14 (2.94,9)
0.41 (0.25,0.66)

crude P
0.012
0.007
0.112
< 0.001
< 0.001

adj. OR (95%CI)
19.88 (3.69,106.95)
32.15 (5.41,191.03)
12.4 (1.34,114.59)
10.12 (4.99,20.54)
0.48 (0.27,0.85)

P (Wald's test)
< 0.001
< 0.001
0.026
< 0.001
0.012

0.72 (0.18,2.85)
0.15 (0.04,0.64)
0.15 (0.03,0.71)

0.638
0.01
0.017

0.53 (0.1,2.81)
0.13 (0.02,0.73)
0.24 (0.04,1.61)

0.453
0.021
0.143

4.32 (1.82,10.24)
3.07 (1.23,7.66)

< 0.001
0.016

3.87 (1.38,10.89)
2.31 (0.76,6.98)

0.01
0.138

0.31 (0.14,0.7)
1.9 (0.2,18.56)
1.22 (0.34,4.37)
3.2 (1.59,6.44)
0.62 (0.4,0.97)

0.004
0.579
0.755
0.001
0.038

0.47 (0.2,1.11)
1.2 (0.03,47.23)
1.09 (0.24,5.04)
1.43 (0.6,3.41)
1.36 (0.78,2.4)

0.086
0.922
0.911
0.424
0.279
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P (LR-test)

< 0.001
0.01
< 0.001

0.011

0.362

0.279

P <0.05 - Statistically significant at 95% level of confidence.

Factors accounting for differences in the number of
children women intend to have
The results show that a woman living in an urban area was
0.29 times more likely to intend to have more children than
one in a rural area (p<0.001). An assessment of the likelihood

ratio (LR) showed that woman’s age, region, place of
residence and education (p< 0.001) and marital status (p=
0.038) have a significant difference in assessing the women’s
fertility intentions as shown in Table 4.

Table 4. Factors accounting for number of children a woman intends to have.
Background Characteristics
Age: ref.=20-24 years
15-19 [no data]
25-29
30-34
35-39
40-44
45-49
Residence: Nyanza vs. Central (ref.)
Place: Urban vs. Rural (ref.)
Level of Education: ref.=No Education
Primary
Secondary
Post-Secondary
Employment: ref.=Formally employed
Self employed
House wife
Marital Status: ref.=Married
Single
Divorced
Widowed
HIV Status: Negative vs. Positive (ref.)

crude OR (95%CI)

crude P value

adj. OR (95%CI)

P (Wald's test)

3.78 (1.26, 11.3)
3.19 (0.99, 10.26)
9.27 (3.06, 28.11)
18.62 (5.75, 60.3)
4.34 (0.74, 25.62)
2.02 (1.19, 3.42)
0.29 (0.16, 0.52)

0.017
0.052
< 0.001
< 0.001
0.105
0.009
< 0.001

4.43 (1.41, 13.86)
4.13 (1.18, 14.49)
18.65 (5.22, 66.61)
63.56 (15.78, 256.06)
8.65 (1.18, 63.66)
3.3 (1.6, 6.78)
0.32 (0.16, 0.63)

0.011
0.027
< 0.001
< 0.001
0.034
0.001
0.001

1.82 (0.22, 14.82)
0.42 (0.05, 3.61)
0.08 (0, 1.39)

0.577
0.429
0.083

2.6 (0.24, 28.65)
0.66 (0.06, 7.6)
0.22 (0.01, 5)

0.434
0.736
0.343

4.55 (1.6, 12.9)
3.54 (1.19, 10.57)

0.004
0.024

3.03 (0.91, 10.11)
3.52 (0.97, 12.78)

0.072
0.056

0.31 (0.12, 0.79)
2.63 (0.27, 25.73)
3.21 (1.51, 6.84)
0.59 (0.35, 0.99)

0.014
0.406
0.002
0.044

0.41 (0.14, 1.16)
1.62 (0.01, 420.83)
1.55 (0.62, 3.88)
1.39 (0.73, 2.65)

0.093
0.866
0.344
0.312

P (LR-test)
< 0.001

< 0.001
< 0.001
< 0.001

0.108

0.038

0.313

P <0.05 is statistically significant at 95% level of confidence.

4. Discussion
The study showed that similar factors contributed to desire
and intention for HIV-infected and uninfected women.
Factors including; region of residence, place of residence
(urban vs rural), age, education and employment status were
significant in assessing the desires and intentions for children
among HIV-infected and uninfected women while marital
status was a significant factor for fertility intentions
regardless of HIV status. This is consistent with qualitative
findings of this study in both regions which indicated that

women are driven by cultural norms and cultural
expectations of women’s role in the society, as in the quote
from HIV-infected woman focused group discussion (FGD)
participant from Central region; “Women without children are
not respected. Marriage brings that desire to have a child,
continuation of generation. It is one of the qualifications to
be called a mother.” Studies carried out in Kenya and South
Florida indicate that fertility intention among HIV-infected
women is barred by interplay of sociodemographic, sociocultural and relationship issues such as desire for sons and
ability to carry on the family name, value placed on children
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by women and their community’s social norm including
partner fertility desire [10, 14, 30]. Depending on the
pressure brought about by cultural factors, most HIV-infected
women may want to achieve their fertility desires and
intentions regardless of their status and health condition. It is
necessary that as health workers engage with HIV-infected
women they should aim at creating a relationship where the
health worker and HIV-infected woman can talk freely to
enable the woman make decisions that are not harmful to
themselves and others. Health workers need to improve how
they engage with HIV-infected clients knowing that children
are highly valued in most African communities.
Some studies have shown that the use of ART was
significant predictor in fertility intentions while Fertility
intention has been shown to provide a fairly accurate forecast
of fertility behaviour in Malaysia [31, 32]. Given the
argument above it is important that health workers attending
to HIV-infected women and couples identify their fertility
intentions and tailor sexual and reproductive care and
counselling to assist women in making decisions on issues
such as number, spacing and timing of pregnancies, and use
of contraceptives methods. There is international consensus
that the goal of preventing mother-to-child transmission of
HIV (PMTCT) cannot be met without increasing access to
family planning services. Offering integrated HIV and Sexual
and Reproductive Health (SRH) services is considered an
effective means to manage and deliver care for HIV-infected
women. Integration of SRH and HIV services has the
potential to simultaneously address multiple patient needs in
one location [32, 33, 34]. The Ministry of Health should
ensure that HIV and SRH services are integrated, to enable
effective use of these services. HIV-infected women
attending antenatal clinic for PMTCT services should be
provided with SRH services in the same place and those
attending HIV clinics should also get SRH services at the
same place. HIV infected women may still suffer from
perceived health worker or self-stigma which may prevent
them move from one service point to another where they may
need to disclose their status over and over again.
The predominant ethnic groups for this study were Kikuyu
from Central region, and Luo from Nyanza region. The latter
was found to have higher fertility desires. These findings are
consistent with other studies on fertility in sub-Saharan
Africa and Kenya showing that cultural norms and ethnic
controls may encourage or discourage high fertility while the
influence of early education and colonization indicate least
preference for large families [35, 36, 37]. This is contrary to
KDHS, 2014 showing that Nyanza had the highest number of
women with secondary education at seven percent, with
Central region coming third with five percent while the
distribution of higher education was only one percent in each
region. Cultural factors affect even the learned and one has to
be very strong and well convinced with facts on a particular
issue to go against the cultural norms. Cultural norms may be
stronger among Luos than Kikuyus. It is only effective
education tailored to a HIV-infected woman’s needs that may
bring rational thinking for effective decision-making.

Although it is generally known that social context of urban
areas accelerates adoption of new reproductive behaviour, the
study indicated that a woman (HIV infected and HIVuninfected) living in urban area was 0.29 times more likely to
intend to have more children than one in rural area contrary
to findings from latest KDHS, 2014 where total fertility rate
in urban is lower than rural at 3.1 and 4.5 respectively, this is
validated by another study in Kenya. However, another study
in sub-Saharan Africa has shown that modern contraceptives
use has increased more among rural than urban women in
both Ghana and Kenya. Although in terms of demographic
factors, poor, uneducated and rural Kenyan women have high
TFRs, low contraceptive use and high unmet need for
contraceptives, in comparison with other groups in both
countries [4, 36, 38]. While a study on urban and rural
fertility transitions in developing world indicated that
national definitions of rural and urban may change over time,
as the boundaries tend to move out into formerly rural areas
as urban populations sprawl but also since urban/rural status
of the previous residence is self-reported, and thus subject to
even larger biases [39], it is not clear if this unexpected
finding could have been as a result of any of the factors
mentioned. A further study to explore this finding is
necessary.
Qualitative results from this study indicated that despite
HIV status, women desire and intend to have children as a
matter of priority. In response to a question why women
desire children, participants concluded that “Mothers without
children are not respected. Sometimes you may feel left out.
You can pretend to be happy but within you there is
something missing. It is continuation of generation.” (HIVinfected FGD participant). These findings are similar to
studies from Kenya, and Ethiopia which have reported that
HIV does not negatively modify women’s subsequent
fertility intentions. On the contrary use of ART has been
noted to significantly predict fertility intention as having
children is considered a prerequisite for a happy and fulfilled
life [13, 32]. However other studies from South Africa and
Mozambique have shown that HIV-infected pregnant women
are more likely than HIV-uninfected women to have maternal
morbidity, poor pregnancy and neonatal outcomes [40, 41]. It
is therefore important that HIV-infected women get adequate
health education and counselling support on fertility and
sexual and reproductive health to empower them to make
informed choices. Fertility and sexual and reproductive
health should include men and couples attending clinics as
studies have reported that men play an important role in
decision-making in the home in many African contexts, and
male fertility desires and participation in child-bearing
decisions can have crucial impact on the woman [20]
In this study older HIV-infected and uninfected women 35-39
years were 18.6 times more likely to desire more children while
women aged 40-44 were 32.1 times more likely to desire more
children than younger women. This unexpected finding as
women at 40 years and above are considered older enough to
have completed child bearing, however it may be due to the
need to replace if they have had HIV –infected children or lost
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children due to HIV. The introduction of more efficacious ART
to prevent mother-to-child transmission of HIV has improved
maternal and neonatal health outcomes which may appeal to an
HIV-infected mother who would want to have (a)another child
but in this study it was both HIV-infected and uninfected
women. Further research is needed to explore what may be the
reasons for this.
In relation to education, the higher the level of education
attainment of a woman, the lower the chances of desiring to
bear more children. This is in contrast to findings of KDHS
2014 where women in Nyanza have the highest level of
secondary education but had higher fertility desires in this
study. It is noteworthy that Central because of its proximity
to the capital city of Kenya and good weather for agriculture
is far richer than Nyanza and more parents can afford to take
their children to schools. Contraceptive uptake is also higher
in Central and by assumption fewer girls should drop out of
school due to pregnancies. In contrast, Nyanza has the
highest rate of teenage pregnancies associated with lack of
education, as well as partner violence among teen girls which
are more important public health issues [8]
This shows that fertility desire and intention is influenced by
several complex factors that can best be explained by Theory of
Planned Behaviour (TPB) to include attitude, subjective norm
and perceptions of behavioural control. The study has shown
from qualitative data, that beliefs and cultural norms have a big
influence on fertility, what is not clear is if the perception of
behavioural control can be considered effective in cases where
HIV infected women plan not to have pregnancy but do not use
any contraceptive method. Occurrence of an unintended birth for
example is more likely due to ineffective actual behavioural
control than to rationality issues [42]. Health workers education
and counselling support to women on matters fertility and
contraceptives is therefore very important for development of
effective behavioural control. Findings from this study indicated
that women were not getting adequate client education from
health workers. In response to a question, if in their opinion both
HIV infected and uninfected women were getting adequate
information to manage their reproductive health needs, both
groups indicated they were not getting adequate information as
quoted; “there is insufficient information from health workers.
We are lucky (HIV-Infected women) because we have Mentor
Mothers” (HIV-Infected woman FGD participant). “I think HIV
positive women get enough support because they have support
groups. When I gave birth to my first baby, it was so difficult, my
breast were swollen and I did not know what to do, I wished
there was a session where women can meet and learn from each
other about women issues” (HIV uninfected woman FGD
participant). Another study from Uganda found that, patients do
not feel comfortable communicating their desires with providers,
effectively preventing an opportunity to learn about options for
safer contraception and limiting risks of horizontal
transmission [43].
Health workers should take into consideration that HIVinfected women need special attention to overcome barriers
that may influence adherence to PMTCT services for the
good of their own health, that of their unborn children and
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sexual partners [44]. In the context of acute shortage of
health workers hence inadequate time with HIV-infected
client attending care, task-shifting of non-clinical tasks such
as SRH education to lay health workers such as Mentor
Mothers should be considered.

5. Conclusion
This study has shown that HIV positive status does not
deter women from desiring and intending to have children.
To eliminate mother-to-child transmission, reproductive
health interventions should take into consideration the special
needs of HIV-infected women to help them avoid unintended
pregnancies, protect themselves and their partners from
further infections, and eliminate the risk of vertical HIV
transmission. In order to harness the benefits of utilization of
HIV and Sexual and Reproductive Health (SRH) services
offered in an integrated manner, these intervention programs
should target the geographic regions of the country that are
less likely to utilize the latter services and tailor sexual and
reproductive care and counseling services to meet different
women’s needs and assist them make decisions on issues
such as number, spacing and time of pregnancy and use of
contraceptives safely. Education, age of a woman and marital
status are also important considerations for effective HIV and
SRH integrated service delivery. It is important to be aware
that even mature women of 40 years and above may still
have desire and intention to have children and health care
workers should ensure that all women attending routine HIV
clinic regardless of their education and age should have an
opportunity to information on fertility and SRH through
education tailored to their needs and unique circumstances.
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