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ABSTRACT 

Healthcare workers (HCWs) are at risk of HIV infection due to occupational exposure, 

this makes adherence to post-exposure prophylaxis (PEP) crucial in preventing HIV 

transmission. This study explores the perceived barriers and benefits to PEP adherence 

among HCWs at AIC-Kijabe Hospital and identifies mechanisms to improve adherence. 

It was a phenomenological qualitative research design that used semi-structured 

interviews to collect data from a purposive sample of 35 HCWs. The study was 

conducted in AIC-Kijabe Hospital. Data were collected through face-to-face interviews 

with HCWs who reported exposure to HIV and were initiated on PEP. Key informant 

interviews were also conducted, those of whom were Chronic Care Clinic (CCC) team 

members. The guide was pilot-tested at AIC-Kijabe Naivasha Medical Centre to enhance 

reliability and validity. The interviews were audio-recorded, with the consent of 

the participants. Were audio-recorded  with the consent of participants to ensure accurate 

data was captured. The interview data was analyzed using deductive thematic analysis. 

The transcribed interview was coded and categorized into themes and sub-themes. 

NVivo data analysis software was used to facilitate the institutional and analysis process. 

The researcher adhered to ethical guidelines, protecting participants’ privacy and 

confidentiality. Before conducting interviews, informed consent was obtained from all 

the participants. To ensure the ethical conduct of the study, ethical approval was sought 

from the Kijabe Institute Review Board (KIRB) and the National Commission for 

Science, Technology, and Innovation (NACOSTI). Several barriers to PEP adherence 

were identified, and they were based on Personal/ Individual drug-related, institutional, 

and interpersonal factors. Personal factors included forgetfulness, acceptance of stigma, 

and low-risk perception. Drug/Medicine-related were fear of side effects and logistical 

Challenges, e.g. pill too big to swallow. Institutional Factors included process 

inefficiencies and institutional Stigma. Interpersonal factors like lack of social support. 

The Perceived Benefits noted by the participants included a reduction of the risk of HIV 

transmission to HCWs, their spouses, and patients. It also gave them peace of mind. 

Adherence to PEP was also viewed as an ethical duty and obligation. Mechanisms to 

Improve Adherence proposed included enhanced accessibility of PEP 24/7, Staff 

sensitization and education, psychosocial support, Process improvement, and Follow-up 

support and Reminders. This study highlights significant barriers to PEP adherence 

among HCWs at AIC-Kijabe Hospital, including personal, drug-related, and institutional 

challenges. However, the perceived benefits, such as reducing HIV transmission risk and 

promoting occupational safety, provide strong motivation for adherence. Addressing the 

identified barriers through targeted interventions can enhance PEP adherence and 

improve healthcare delivery. For HCWs, engagement in continuous medical education, 

seeking support and encouraging the use of reminders to counter forgetfulness. 

Organizational recommendations: streamline processes at follow-up clinics, enhance 

confidentiality, and reduce stigma associated with PEP. Policy recommendations: 

develop clear guidelines on PEP management and Enforce workplace safety protocols. 

Keywords: Full Adherence, Health Care Workers and Post-Exposure Prophylaxis 
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CONCEPTUAL AND OPERATIONAL DEFINITION OF TERMS 

Adherence: The degree to which an individual follows the prescribed PEP regime to 

reduce the risk of acquiring HIV after exposure. 

Exposure: Contact with potentially infectious blood, tissue, or body fluid in a manner 

that allows for possible transmission of HIV. 

HIV Epidemics The rapid and widespread occurrence of HIV infection within a specific 

population, community, or geographical area 

HIV/AIDS: HIV is the virus that causes HIV infection. HIV causes AIDS, the most 

advanced stage of HIV infection. 

Healthcare Workers are individuals employed in healthcare who provide medical 

services, care, and support to patients. They include both clinical and 

non-clinical staff. 

Healthcare students: People pursuing formal education or training programs in 

healthcare-related fields. 

PEP Full Adherence: PEP medicine for 28 consecutive days after a possible exposure. 

PEP No adherence: This is failure to take the PEP for 28 consecutive days due to 

various reasons  

Post-exposure prophylaxis (PEP): This means taking HIV medicine (ART) within 72 

hours after exposure and taking it for 28 consecutive days to HIV to 

prevent or reduce the risk of HIV infection. 
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CHAPTER ONE 

INTRODUCTION 

This chapter discusses the study’s background, problem statement, justification, purpose, 

research objectives, significance, and limitations. 

1.1 Backgrounds to the Study 

Infection with the Human immunodeficiency virus (HIV) is a severe health problem 

worldwide, costing the lives of approximately 39 million people. (Mponela et al., 2015). 

Kenya is one of the top twenty countries hit by the HIV pandemic. While the global 

prevalence is 0.8% (UNAID, 2022). Kenya’s national prevalence is 4.9% (Ministry of 

Health, 2020). This makes Kenya's prevalence six times higher than the global average. 

Because HIV has become a chronic illness as a result of antiretroviral therapy (ART) use, 

healthcare workers are more likely to serve or treat HIV-positive patients. (Sematlane et 

al., 2021). The most significant risk factor for HIV transmission among healthcare 

workers is occupational contact with infectious pathogens due to their responsibilities 

and tasks. This risk is naturally higher amonghealthcare workersin Kenya, where there is 

a high prevalence of HIV. (Mohanty et al., 2019; Rosiek et al., 2016; Tarimo & Mashoto, 

2019a). 

It is estimated that 56.2% of healthcare workers worldwide sustained needle-stick and 

sharp injuries during their careers, making needle-stick injuries the most common form 

of HIV exposure in healthcare settings. (Mengistu et al., 2021). In Africa, the prevalence 

of occupational exposure to HIV is 58.2% among nurses, 30.8% among laboratory 

workers, and 23.3% among other professionals, according to a meta-analysis by Teklign 

et al. (2022). According to occupational reports of 2016, 23% to 30 % of healthcare 

workers in Kenya get needle stick injuries annually (Occupational Exposure to Blood 

and Body Fluids and HIV Post-Exposure Prophylaxis in Health Care Facilities in Kenya, 
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2016). This occupational exposure results in around 3 million healthcare workers 

globally unintentionally coming into contact with the virus each year, leading to 170,000 

new HIV infections. (Mponela et al., 2015; Prüss-Üstün et al., 2005). 

There are numerous strategies for avoiding HIV exposure at work. Healthcare workers 

should treat all bodily fluids as potentially infectious and take precautions such as 

wearing protective clothing like gloves and goggles, washing their hands immediately 

after coming into contact with blood or bodily fluids, handling needles and other sharp 

objects carefully, disposing of them properly, and using any available safety devices to 

prevent needle stick injuries. However, when someone is exposed, then 

chemoprophylaxis (use of post-exposure prophylaxis{PEP}) should be initiated as soon 

as possible and adhered to fully. (Cardo & Bell, 1997; Kenya-ARV-Guidelines, 2022; 

Rasweswe & Peu, 2020). 

Post-exposure prophylaxis is a time-limited treatment that can significantly reduce the 

risk of HIV transmission after potential exposure if initiated promptly and adhered to 

effectivelysince it can reduce the risk of HIV infection by over 81% (Anteneh et al., 

2019; Cardo et al., 1997; Makhado et al., 2022). Adherence to PEP medication is crucial 

for its effectiveness, yet studies have indicated suboptimal adherence rates among 

healthcare workers. One of the met analysis and a systemic review on adherence to HIV 

PEP among HCWs showed that generally, only 56.6% of healthcare workers worldwide 

adhere fully to PEP. (Ford et al., 2014), However, a study conducted in Gujarat, India, 

showed that more than 94% of their study participants completed the PEP 

regimen(Kumar et al., 2011). A study done among healthcare workers in Ho Teaching 

Hospital, Ghana, showed that 17.9 % of HCWs adhered to PEP (Suglo et al., 2021a). A 

study conducted in the Fako Division of Cameroon showed that 19.1% of the medical 

staff adhered to PEP (Ngwa et al., 2018). Health workers in Harare, Zimbabwe, 
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participated in a study that revealed a high post-exposure prophylaxis uptake of 96% but 

a low completion rate of 11% (Mushambi et al., 2021). According to research conducted 

in the Singida Region of Tanzania, just 23% of the region’s healthcare workers who 

reported occupational exposure also completed the HIV PEP (Kimaro et al., 2018a). In 

contrast, in Addis Ababa, Ethiopia, 16.6%  of HCWs finished the course of the PEP 

regime(Tsega et al., 2023). Kenya Occupational exposure reports of 2016 showed that 

35.37% of healthcare workers nationally completed a 28-day course of PEP, while a 

study done at AIC Kijabe Hospital between May 2017 and May 2021 revealed that 26% 

of healthcare workers who reported and initiated PEP had full adherence to it (Osoo et 

al., 2023).  

A study done among health professionals in 54 cities across fourteen provinces in China 

showed that occupational exposure to HIV and not using or not fully adhering to post-

exposure prophylaxis cause occupational burnout and lack of job satisfaction among 

healthcare workers due to severe adverse psychological pressure, such as stress and 

anxiety. (Shi et al., 2020)This could largely erode the quality of healthcare services and, 

in turn, increasethe risk of injuries to healthcare workers. (Tsega et al., 2023). 

One major factor contributing to non-compliance is the need for more understanding of 

PEP. Even though training programs have been implemented to educate healthcare 

workers on the importance and use of PEP, gaps in knowledge still exist. For instance, 

some HCWs may need help understanding the correct administration protocols, the 

importance of adherence to the Regimen, or the potential consequences of non-

compliance. This lack of understanding can lead to misinformed decisions about 

discontinuing PEP prematurely (Ayesigye Abigeal et al., 2023). The perceived risk of 

HIV serocon version also plays a critical role in PEP adherence. HCWs who perceive 

their risk of HIV infection to be low are less likely to adhere to the PEP regimen (Tarimo 
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& Mashoto, 2019b). This perception can be influenced by factors such as the nature of 

the exposure, the known HIV status of the source patient, and the HCW's assessment of 

the risk. For instance, those who believed their exposure was low-risk could not see the 

necessity of adhering to the complete PEP regimen (Cresswell et al., 2022; Soares et al., 

2023). 

Side effects remain a significant barrier to PEP. Research has consistently shown that the 

adverse impact of PEP medications, such as nausea, fatigue, headache, and other 

gastrointestinal issues, deters HCWs from completing the regimen. For example, a study 

by Muzoora et al. (2022) identified drug side effects as the primary cause of non-

compliance to PEP among medical staff at Mbarara University Science and Technology 

Regional Referral Hospital in Uganda. Similarly, a met analysis by (Liu et al., 2023). 

Found that intolerance to adverse events was a primary reason for truncating PEP. The 

burden of taking pills daily can be overwhelming for HCWs, leading to non-compliance 

(Awad et al., 2020). While efforts have been made to reduce the Pill burden, the 

complexity of the regimen still poses a challenge.(Nie et al., 2021; Villiera et al., 2022). 

1.2 Background of the Study  

The human immunodeficiency virus is a lentivirus member of human retroviruses 

(Retroviridae), a family that causes acquired immunodeficiency syndrome. (AIDs). HIV 

weakens the immune system by attacking CD5+ T cells, leading to increased 

susceptibility to opportunistic infections (UNAID, 2022). 

HIV infection is acquired through various means which includes sexual contact: HIV is 

transmitted through unprotected vaginal, anal, or oral sex with an infected partner. 

Exposure to infected blood (including blood-contaminated body fluids): This includes 

transmission through blood transfusion, sharing needles or syringes contaminated with 
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infected blood, or exposure to blood-contaminated body fluids. Perinatal transmission: 

HIV can be passed from mother to child during pregnancy, childbirth, or breastfeeding 

(UNAID, 2022) 

In Kenya, the first case of HIV was discovered in 1984. By 1996, the introduction of  

antiretroviral therapy. (ART) revolutionised HIV treatment, slowing the progression of 

the virus and helping people living with HIV manage their condition more effectively                   

( UNAID, 2022). ART significantly improves the quality of life of individuals and helps 

prevent the transmission of the virus by reducing the viral load in the body. 

Preventing occupational exposure to HIV is crucial for healthcare professionals and 

anyone who comes into contact with HIV-infected blood or body fluids in their work 

environment. Standard precautions, such as wearing gloves, using protective barriers, 

and properly disposing of sharp objects, are fundamental strategies to minimise the risk 

of HIV transmission. However, studies showed that African countries often poorly 

implement thestandard precautions to prevent occupational injuries, resulting in a high 

incidence of occupational injuries. For example, studies by Bezemer et al., 2010; Van 

Der Maaten et al., (2011). She highlighted significant gaps in applying these precautions 

across healthcare settings in Sub-Saharan Africa. Improving adherence to standard 

precautions is crucial for reducing occupational transmission. Training HCWs on 

infection control, providing adequate supplies, and enforcing protocols can significantly 

reduce occupational exposure to HIV (Bezemer et al., 2010; Van Der Maaten et al., 

2011). 

Chemoprophylaxis for HIV prevention, including pre-and post-exposure prophylaxis 

(PreP/PEP), has emerged as an essential component of HIV prevention efforts in recent 
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years even though studies still show that they are underusedby those who experience 

both occupational and non-occupational exposure. (Restar et al., 2017). 

Pre-exposure prophylaxis (PrEP) is a preventive medication taken by an individual at 

high risk of HIV exposure, such as people with HIV -positive partners. Post-exposure 

Prophylaxis is an emergency medication regimen started within seventy-two hours after 

potential HIV exposure to prevent the virus from taking hold. PEP must be taken for 

twenty-eight consecutive days to be effective, and it is recommended that HCWs 

exposed to HIV-infected blood or body fluid, as well as individuals exposed to HIV 

through sexual encounters or needle-sharing. (Berhan et al., 2021). However, despite 

their proven efficacy, PrEp and PEP remain underutilised, particularly among HCWs 

who experience occupational exposure. This underuse is often attributed to a lack of 

awareness, stigma, and misconceptions about their effectiveness (Allan-Blitz & Mayer, 

2024). 

Health care workers (HCWs) are among the group of people named by the WHO to be at 

risk of infection with HIV as a result of exposure to infectious materials through injuries 

or accidents from sharp objects such as needles, scissors, and knives or contact with 

blood or other infectious body fluids. (S. Manyele et al., 2008) 

Globally, it is estimated that 4.4% (0.8%–18.5%) of HIV/AIDS in healthcare workers are 

due to accidents with needles contaminated with biological material.More than 90% of 

these infections occurred in low and middle-income countries. It is thought thatmost 

ofthemcould have been prevented if all recommended protocols had been followed. 

(Kimaro et al., 2018a; Prüss-Üstün et al., 2005). In these low and middle-income 

countries, the risk of HIV infection due to occupational exposure is increased by a range 

of factors including but not limited to high workload, inadequate or unavailability of 
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protective gear, and lack of knowledge on standard precautions. (Tarimo & Mashoto, 

2019; Tebeje & Hailu, 2010; Wilburn & Eijkemans, 2004). 

This study’s literature review will borrow more of the factors based on the Health Belief 

Model, providing a valuable framework for understanding the factors influencing PEP 

adherence among healthcare workers. It identifies critical determinants, including 

perceived benefits, severity, risk, barriers like side effects, stigma, confidentiality, 

organizational factors like (workplace policies, system support, accessibility, and 

availability of PEP), and mechanisms to improve adherence like social support.(Jones et 

al., 2015). 

1.2 Statement of the Problem 

The Kenyan government and its allies have recently committed several resources to 

facilitate accessible access to PEP. This strongly supports the fight against HIV/AIDs 

and, in turn, helps in the realization of the sustainable development goal (SDG), goal 

number three, which is good health and well-being, with target 3.3 of the goal indicating 

the ending of the epidemics of AIDS and other infectious diseases by the year 2030. PEP 

has an 81% plus reduction in the likelihood of HIV seroconversion. Researchers have 

found that a significant portion of healthcare workers exposed to HIV on the job begin 

PEP. However, only a tiny portion fully adheres to treatment. Low PEP adherence is 

problematic since it can increase the risk of HIV seroconversion. To develop strategies to 

encourage successful adherence to PEP therapy, it is crucial to understand the factors 

affecting PEP adherence among healthcare professionals. Prior studies have 

demonstrated that inadequate understanding of PEP, side effects, perceived risk of HIV 

seroconversion, and pill burden are some of the factors contributing to non-compliance 

to PEP. The researcher believes there is more to PEP adherence because, even with the 
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majority of the corrections, such as the reduction of pill burden and the training of 

healthcare workers on PEP, the adherence rate is still low (Suglo et al., 2021b). 

Therefore, this research aims to explore these factors, shedding light on the perceived 

barriers and perceived benefits to adherence and providing insight into developing 

interventions to improve adherence rates. 

1.3 Purpose of the Study  

This study aimed to explore and determine the factors influencing adherence to HIV PEP 

among healthcare workers at AIC-Kijabe Hospital. 

1.3.1 Specific Objectives of the Study  

i. To explore the perceived barriers to adherence to post-exposure prophylaxis  

ii. To explore the perceived benefits of adherence to post-exposure prophylaxis 

iii. To explore perceived mechanisms to improve PEP adherence. 

1.4 Research Questions 

i. What are the primary barriers perceived by healthcare workers (HCWs) at AIC-

Kijabe to adhering to post-exposure prophylaxis (PEP) for HIV? 

ii. How do healthcare workers at AIC-Kijabe perceive the benefits of adhering to 

post-exposure prophylaxis (PEP) for HIV? 

iii. What mechanisms do healthcare workers at AIC-Kijabe suggest for improving 

adherence to post-exposure prophylaxis (PEP) for HIV? 

1.5 Justification for the Study 

A study conducted at AIC Kijabe Hospital revealed that 74% of those exposed to and 

initiated on PEP did not finish the28-day course, even though adherence to PEP is 
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essential for their health and safety, as well as preventing the spread of HIV. PEP 

medication is accessible in most if not all, health facilities in Kenya.  

While research has been conducted on PEP adherence among healthcare workers 

globally, there remains a significant gap in local data. Despite the existing interventions 

to improve adherence, there is still a persistent low adherence rate. Understanding the 

local context is crucial; it allows for developing tailored interventions that are more 

likely to be effective. This study can help identify and address these factors that affect 

PEP adherence among HCWs. This could contribute to both the global and local data. 

This dual contribution enhances the understanding of the PEP issue both locally and 

globally. The researcher chose aphenome-logical qualitativestudbecause it provided a 

more robust and nuanced understanding of the perceived factors influencing adherence to 

HIV Post-Exposure Prophylaxis among healthcare workers at AIC Kijabe Hospital, 

offering valuable insights for both research and practical applications in the healthcare 

setting. Qualitative methods provide in-depth insights into healthcare workers' specific 

experiences and perspectives, helping identify factors contributingto HIV PEP 

adherence. 

1.6 Significance of the Study 

A study on factors that influence PEP adherence among healthcare workers holds 

significant importance in improving occupational safety. Identifying these factors helps 

healthcare organisations create tailored interventions and policies to reduce the risk of 

occupational exposure to infectious illness among healthcare personnel. By addressing 

the identified barriers, interventions can be implemented to ensure healthcare workers 

promptly receive PEP and fully adhere to it, hence reducing the chances of HIV 

seroconversion. Ultimately, this contributes to creating a safer working environment and 

preventing infection-related problems in the medical field. 
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This research can also aid decision-makers in implementing strategies that maximize the 

value of resources while minimizing the financial burden associated with occupational 

exposure. Identifying these factors also helps healthcare organisations allocate resources 

effectively, invest in target interventions, and improve cost-effectiveness. Further, the 

findings of this study provide valuable insights for policymakers and healthcare 

regulatory bodies to develop evidence-based policies and guideline 

1.7 Scope of the Study 

The study was focused on HCWs at AIC Kijabe Hospital, a prominent mission and 

teaching healthcare facility in Kenya. The hospital was chosen because a previous study 

in the same facility showed a low adherence rate to PEP among HCWS. This facility's 

geographical scope was more comprehensive, making the findings directly applicable to 

the local and international healthcare setting. Because healthcare professionals from 

AIC-Kijabe Hospital can work in any of the hospitals worldwide, these results can also 

be generalizable to healthcare workers in similar regional or global institutions. 

This study primarily examined factors influencing adherence to HIV post-exposure 

prophylaxis among HCWs. The target population was HCWs at AIC-Kijabe Hospital, 

particularly those exposed to patients' body fluids and who had initiated PEP at AIC-

Kijabe Hospital. This included nurses, clinical officers, medical officers, consultants, and 

support staff like security guards, laundry personnel, and cleaners, among many others. 
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1.8 Limitations of the Study 

This study focuses on the perceived factors influencing PEP adherence, which may not 

necessarily align with an objective measure of adherence since individual biases, beliefs, 

or experiences can influence perceptions. Thus, the study could not fully capture the true 

determinants of adherence.  This study focused only on those who finished a twenty-

eight days regimen. 

One limitation of this study was its focus on a single healthcare facility. Future research 

could expand upon these findings by conducting larger-scale studies involving multiple 

healthcare settings and exploring the effectiveness of specific interventions aimed at 

improving adherence to PEP among HCWs. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter reviews various variables that either promote or hinder adherence of HIV 

exposure prophylaxes among health care workers. 

2.2 Literature Review of the Study Variables 

2.2.1 Personal/ Individual Factors 

Perceived benefits refer to a person’s perception of the effectiveness of various actions to 

reduce the threat of illness or disease. When healthcare professionals perceive a high 

benefit from PEP, it increases their motivation and willingness to adhere to PEP medicine 

fully.  (Oldenburg et al., 2014). Several factors influence the perceived benefits of PEP, 

including, but not limited to, Knowledge of its importance, individual beliefs in its 

efficacy, and the medicine's side effects.(Benn et al., 2014; Sousa et al., 2021). 

One’s ability to know the benefits and drawbacks of a particular thing or action depends 

much on one's knowledge of the said activity or thing. PEP adherence might be 

facilitated or hindered by one’s level of PEP knowledge. The way a client comprehends 

PEP therapy management, including when to take medications, when to come for follow-

up, what to avoid while in therapy, and what type of diet to follow, will determine how 

well they adhere to PEP (Owolabi et al., 2012). The client receives this kind of guidance 

at the beginning of PEP therapy, often known as adherence counselling. Information 

about HIV and the side effects of different ARTs is provided during adherence 

counselling. (Fetene & Mesfin, 2013). A systematic review of the USA paper showed 

that the driving force for good adherence to HIV PEP was knowledge of IPC. (Alhumaid 

et al., 2021). 
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According to studies, HCWs are more likely to comprehend the significance of PEP and 

adhere to the recommendations if they have received thorough training and regular 

education about it. One study in South Africa showed that healthcare workers who had 

information on PEP were better able to seek and even adhere to it than students who had 

little information on PEP (Chimoyi et al., 2022a). It was found in another systemic 

analysis of South African studies that many healthcare students stopped taking PEP 

before completing the course because they tested negative. This was a result of their lack 

of knowledge of the fact that when an individual who gets HIV exposure tests negative, 

PEP must be completed. When the individual tests positive, ARTs should be initiated. 

(Makhado et al., 2022). 

A study done in northwest Nigeria among healthcare workers showed that HCWs 

receiving detailed training on PEP had a significantly higher comprehension of its 

significance and showed better adherence to recommended protocols than those without 

such knowledge or training (Adebimpe, 2018). 

Another Nigerian study among dentists showed that slightly below half of the population 

of Nigerian dentists needed to be made aware of and had poor attitudestoward post-

exposure prophylaxis treatment.(Okeigbemen & Umweni, 2010)According to a study 

conducted in the Cameroonian health districts of Biyem-Assi, Buea, and Limbe, medical 

professionals aware of the HIV PEP guideline were four times more likely to adhere to 

recommended HIV PEP use practices. (Esum et al., 2022)A study in Ghana also found 

that HCWs who had PEP training were four times more likely to fully adhere to PEP than 

those who had never received any training.(Suglo et al., 2021a). 

A study at St. Peter’s Specialised Hospital in Addis Ababa, Ethiopia, showed that 

healthcare workers with master's degrees and above had a 3.69 times higher chance of 
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using and adhering to post-exposure prophylaxis than those with only a diploma. (Tsega 

et al., 2023). Research in the same country’s Tigray state revealed that PEP adherence 

was substantially correlated with healthcare PEP training (Gebreslase, 2014). Healthcare 

professionals who are well informed about the mode of HIV transmission, the risks 

associated with exposure, and the potential long-term consequences of HIV infection are 

more likely to perceive it as a severe condition. This knowledge motivates them to 

adhere to PEP medicine (Tsega et al., 2023). HCWs familiar with the current PEP 

guidelines, including the recommended drugs, dosage, and duration of treatment, are 

more likely to adhere to them knowing the evidence-based recommendation that instills 

confidence in the effectiveness of PE P (Thomas et al., 2015). 

According to a systemic review and meta-analysis, lack of awareness or low knowledge 

were the main reasons for low adoption and adherence to PEP among African health 

professionals (Tekalign et al., 2022). Lack of proper information on PEP was one of the 

primary causes of poor adherence to PEP, according to a study in Kenya (Mugo et al., 

2016).  A survey done in Kenya also showed that students made up the majority of those 

who are exposed to HIV due to occupational contact, accounting for 33.1% of all cases 

as compared to qualified HCWS. They also had low adherence (Occupational Exposure 

to Blood and Body Fluids and HIV Post-Exposure Prophylaxis in Health Care Facilities 

in Kenya, 2016). However, a study done among family physicians in Nigeria showed that 

despite having a high level of knowledge and awareness about PEP, access and 

adherence among them were sub-optimal, showing that education does not guarantee 

adherence (Agaba et al., 2023). 

Healthcare professionals’ beliefs about PEP efficacy can significantly determine their 

adherence to the treatment after exposure. If an HCW believes that PEP is highly 

effective in preventing transmission or seroconversion, they are more likely to see the 
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benefits of adhering to the medicine. However, if they doubt the effectiveness of PEP, 

they are more likely not even to start, and if they do start, they might have poor 

compliance. (Sousa et al., 2021). 

According to a Tanzanian study, HCWs aware of some of their coworkers who had cut or 

pricked themselves while handling wastes had access to PEP, stuck to it, and tested 

negative. They were likelier to adhere to it than those who did not. The same study 

discovered that everyone who received training on IPC and PEP use was likelier to 

adhere to PEP than those who did not.(Tarimo & Mashoto, 2019a). 

Perceived severity is an individual’s subjective judgment or evaluation of the gravity or 

scope of a specific health condition or risk. Perceived severity can substantially impact 

healthcare workers’ compliance with HIV post-exposure prophylaxis. (Luo et al., 2022). 

Healthcare professionals are more likely to follow PEP guidelines if they believe that 

HIV infection is a severe and potentially fatal condition. The dedication to the 

recommended treatment regime may be increased by the knowledge that noncompliance 

with PEP could result in HIV transmission and consequent health effects. HCWs are 

more likely to consider the risks of contracting the virus from occupational exposure to 

be significant if they believe that HIV infection is severe. This enhanced risk awareness 

could result in a more substantial commitment to PEP medicine. (Tarimo & Mashoto, 

2019b). 

Healthcare professionals may get fearful and anxious if they believe a severe health 

hazard such as HIV infection exists. As people attempt to reduce their fear and the 

perceived threat, this emotional reaction may help to promote adherence to PEP. 

(Anteneh et al., 2019b; Orser et al., 2022). HCWs who have more excellent knowledge 

about HIV transmission and the consequences of non-adherence to PEP are more likely 
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to perceive the virus as a severe threat. Research suggests that healthcare professionals 

who have witnessed the devastating effects of HIV, either in their patients or colleagues, 

tend to exhibit higher adherence rates due to their increased awareness of the disease's 

severity (Suglo et al., 2021b). This aligns with (Addo et al., 2022), who found that direct 

or indirect experiences with HIV-related complications significantly increase perceived 

severity and, consequently, adherence to PEP. 

Cultural and societal views of HIV can also influence perceived severity. In some 

settings, the stigma surrounding HIV amplifies the perceived severity of the disease. This 

stigma may either enhance adherence to PEP, as individuals fear the social consequences 

of being infected, or it may act as a barrier to HCWs' fear of being associated with HIV 

treatment. (Przybyla et al., 2021). A workplace culture that emphasizes the danger of 

HIV transmission and the importance of prevention can reinforce perceived severity 

among HCWs. Institutions that promote strict adherence to PEP guidelines and offer 

regular training on the risk of HIV may see high adherence rates as workers internalise 

the message of HIV severity. (Mwangi et al., 2022). 

The perceived risk of acquiring HIV following occupational exposure can impact 

adherence to PEP. If healthcare workers believe their exposure is low risk, they may be 

less likely to adhere to PEP. On the other hand, if they perceive the exposure as high risk, 

they are more likely to adhere to PEP. (Suglo et al., 2021a) 

The level of risk depends on the HIV prevalence of patients and the precautions the 

HCWs observe during surgical, medical, and clinical procedures while dealing with 

blood and bodily fluids. (Suglo et al., 2021a; Tarimo & Mashoto, 2019b). Before the 

introduction of antiretroviral therapy (ART), the occurrence of HIV transmission varied 

according to the type of exposure and skin condition of the HCW. For example, in a 
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review of prospective studies of seroconversion after occupational exposure to an HIV-

infected source, 20 of 6,135 cases (0.33%) became infected following percutaneous 

exposure; 1 case out of 1,143 (0.09%) became infected following exposure to the mucosa 

of the HCW; and there were no cases after 2,712 intact skin exposures. In a multisite 

case-control study by the Centre for Disease Control (CDC), needle stick injuries from 

an infected source revealed that the depth of injury and needle placement in a vein or 

artery increased the risk of acquiring HIV. In this situation, most cases appeared injured 

by a hollow bore instead of a solid needle. This makes healthcare workers who had 

perceived high-risk exposure, like injury with hollow needles and non-intact skin, more 

likely to fully adhere to PEP as opposed to those who think they had low-risk exposure. 

(Ajibola et al., 2014; Cardo et al., 1997a; Lopes et al., 2017; Tarimo & Mashoto, 2019b). 

A study in Ghana among HCWs found that those with perceived low-risk exposure to 

HIV were less likely to adhere to PEP. (Suglo et al., 2021a). According to a study 

conducted at St. Peter’s Specialized Hospital in Addis Ababa, Ethiopia, HCWs’ 

perception of their susceptibility to HIV infection encouraged them to use PEP and 

adhere to treatment regimes after they were exposed to HIV at work. (Tsega et al., 2023). 

A study in Tanzania demonstrated that healthcare professionals may see the risk as being 

more severe and be more motivated to adhere to PEP if they have seen or heard about 

colleagues who contracted HIV as a result of workplace exposures. (Tarimo & Mashoto, 

2019b). While in Uganda, nurses were reluctant to take PEP because they believed the 

risk of transmission was low (Mill et al., 2019a). 

2.2.2 Drug-Related Factors 

PEP medicines have side effects such as dizziness, insomnia, inability to concentrate, 

pancreatitis, abnormal dreams, fatigue, muscle pain, headache, loss of appetite, nausea, 
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vomiting, and diarrhoea, among many other side effects(Kenya-ARV-Guidelines, 2022; 

UNAIDS Global AIDS Update 2022, n.d.). These side effects may vary among 

individuals. Those who experience mild effects are more likely to continue with the 

treatment. However, those who experience severe or persistent side effects are likelier to 

have poor adherence. When the client receives effective communication about the side 

effects, their likelihood, and how to manage them, adherence can improve.(Fernandez-

Lazaro et al., 2019). 

A meta-analysis of China-based cohort studies showed that adverse drug reaction was the 

primary reason for poor adherence to PEP. (Liu et al., 2023). 

According to a cohort study conducted at Korle-Bu Teaching Hospital in Accra, Ghana, 

the only factor cited for truncating PEP was intolerance to adverse events. This 

demonstrates the need for adequate, appropriate, and effective counselling, education, 

active follow-up, and management of adverse events. The same study showed that 

education about PEP and expected adverse effects can increase adherence, which is 

essential for reducing the risk of HIV seroconversion. (Tetteh et al., 2015). 

A study done in Ethiopia showed that those who had not encountered PEP medicine side 

effects were 2.69 times more likely to adhere to ART medication than those who had 

encountered the drug side effects. (Aychew Legesse & Abate Reta, 2019). Another study 

conducted in the same country at the Hiwot Specialized University Hospital found that 

PEP’s side effects were the primary driver of its cessation. 

A 2015 study by Chalya et al, in Tanzania showed that healthcare workers did not report 

occupational accidents. If they did report them and started on PEP, they did not complete 

the course because of the side effects. According to a study conducted in Uganda, one of 

the main reasons why people do not adhere to ART is the adverse effects they encounter. 
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(Bukenya et al., 2019).  A study at Mbarara University of Science and Technology 

Regional Referral Hospital in Uganda revealed that drug side effects were the primary 

cause of PEP non-completion among the facility’s medical staff. (Muzoora et al., 2022a). 

2.2.3 Organizational Factors 

Organisational factors within healthcare systems, such as access to PEP, workload, time 

constraints, and access to follow-up care, can affect adherence. Adequate support from 

healthcare facilities, including clear guidelines, monitoring systems, and follow-up 

services, can enhance adherence rates. (Vaismoradi et al., 2020). 

Easy access to PEP medications and availability of support services can contribute to full 

adherence; however, costs and inaccessibility to PEP medications may hinder adherence 

among healthcare workers. (UNAID, 2022). However, a Chinese study underscored the 

importance of institutional support in promoting compliance with PEP among Healthcare 

workers. (Chunqing Lin et al., 2008). 

In a study of healthcare professionals at a public hospital in Ghana, it was discovered 

that only a tiny percentage of HCWs were aware of the office in charge of post-exposure 

prophylaxis (5.3%) or the existence of a hospital occupational safety unit (26.4%). A 

high percentage of the people said it was difficult to get PEP medication attention when 

injured, leading to poor uptake and adherence. (Appiagyei et al., 2021). According to a 

study conducted in Ethiopia, healthcare professional who had PEP available in their 

facility were 3.41 times more likely to adhere to  PEP medication. (Tsega et al., 

2023)When medicines like PEP are unavailable, adherence rates decline sharply, 

highlighting the necessity of maintaining a consistent supply of medication in healthcare 

settings. A study in the Dodoma region of Tanzania supports the notion that the 
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continuous absence of medicines in a health facility influences healthcare utility and 

adherence. (Kuwawenaruwa et al., 2020). 

2.2.4 Social Support 

Support from family, colleagues, supervisors, and healthcare institutions can play a 

crucial role in promoting adherence. Positive social support can help reduce stress, 

provide encouragement, and address concerns related to adherence. (Ozbay et al., 2017). 

The Pan American Health  Organization (PAHO) and WHO recommend social support to 

increase PEP adherence and completion rate (PAHO/WHO, 2018). According to a 

Brazilian study, psychosocial support was the main factor that promoted PEP adherence. 

(Nisida et al., 2019). A South African study has proven that social supports, even those 

given over the phone, boost PEP adherence. (Abrahams et al., 2010). In another study 

conducted in South Africa, many participants who found support from people they had 

close, trustworthy relationships with, such as family and fellow HCWs, had enhanced 

adherence despite concerns about actual, predicted stigma and discrimination. (Chimoyi 

et al., 2022b). According to a Ugandan study, lack of social support, particularly among 

unmarried HCWs, resulted in non-compliance. Without encouragement or emotional 

reinforcement typically provided by a spouse or close family members, unmarried 

individuals find it harder to adhere to PEP, mainly when dealing with side effects or the 

emotional toll of occupational exposure to HIV.s (Muzoora et al., 2022a). 

2.2.5 Perceived (Anticipated) Stigma and Confidentiality 

The stigma associated with HIV and concerns about confidentiality may affect adherence 

to PEP; HCWs may fear discrimination or breaches of privacy if they disclose their 

occupational exposure or use of PEP. 
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According to a study conducted in a tertiary academic hospital in South Africa, nurses 

were reluctant to report unintentional blood and body fluids exposure at their facility. 

Instead, they sought HIV PEP outside their workplace because of concerns about stigma 

and confidentiality. (Rasweswe & Peu, 2020). Concern about being perceived as 

promiscuous was a significant barrier to PEP adherence among HCWs, according to a 

South African study. (Chimoyi et al., 2022b) 

The perception of stigma was one of the many factors in a Tanzanian study that 

prevented healthcare workers who were exposed to HIV-positive sources from taking 

PEP. Due to stigma and confidentiality concerns, 87.7 per cent of healthcare 

professionals who reported exposure did not report follow-up. (Chalya et al., 2015; 

Tarimo & Mashoto, 2019a). According to research from Uganda, some nurses have been 

reluctant to report their occupational exposure injuries because of the stigma associated 

with them. (Mill et al., 2019a). 

2.3 Conceptual Framework 

The diagram above is a Conceptual Framework Based on Health Belief Model that 

guides the understanding of factors influencing PEP adherence among healthcare 

workers. It contains both Independent Variable and dependent Variable 

The independent variable includes: 

Social demographic factors and PEP knowledge, such as age, gender, and educational 

level, all negatively or positively impact an individual's attitudes, beliefs, and 

behaviours, which can affect their decision to adhere to PEP. 

An individual's impression of the danger of contracting HIV following occupational 

exposure can be influenced by factors like perceived risk and perceived severity of the 

disease, which will, in turn, affect his adherence to PEP. 
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Family support, peer support, and access to healthcare services are examples of social 

and organisational factors that can positively or negatively impact a person's motivation 

and capacity to adhere to PEP. 

The dependent variable in this framework is the level of adherence to the prescribed PEP 

regimen. It reflects the extent to which an individual follows the recommended PEP 

treatment, varying from complete adherence to partial or non-adherence. 

Figure 1 

Conceptual Framework  
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter provides insight into the study design, location, population, sampling 

technique, sample size, inclusion and exclusion criteria, data collection procedure, data 

analysis, and ethical considerations. 

3.2 Research Design 

A phenomenological qualitative research design was employed for this study. The 

researcher chose a qualitative studbecause it was well-suited to provide a more robust 

and nuanced understanding of the factors perceived to influence adherence to HIV Post-

Exposure Prophylaxis among healthcare workers at AIC Kijabe Hospital. Qualitative 

methods offer in-depth insights into the specific experiences and perspectives of 

healthcare workers, hence helping to identify factors to HIV PEP adherence. A semi-

structured interview guide was developed, encompassing open-ended questions to 

explore and determine the factors perceived to influence PEP adherence. The guide was 

pilot-tested in one of the AIC-Kijabe satellite clinics (AIC-Kijabe Naivasha Medical 

Center) before it was used to enhance its reliability and validity. 

In-depth interviews and key informants allowed the participants to freely and openly 

discuss their experiences. This approach yields rich and detailed data, giving the 

researcher a comprehensive understanding of the factors perceived to influence PEP 

adherence from the perspective of the HCWs (Kegler et al., 2019; Palinkas et al., 2019). 

3.3 Location of the Study 

The study was conducted at AIC-Kijabe Hospital in Kiambu County, Kenya. It is one of 

Kenya’s teaching and referral mission hospitals, which receives and serves patients from 
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all over Kenya and its neighbouring countries, thus making it one of the busiest hospitals 

in the region with about 930 employees. It provides postgraduate training in various 

fields, including family medicine, surgery, obstetrics and gynaecology, and anaesthesia. 

It also offers higher diploma and diploma programs in health sciences. It serves as an 

internship centre and welcomes students from around the globe who travel there to gain 

experience in the health field. 

The hospital provides inpatient and outpatient services with a bed capacity of three 

hundred and sixty-three. One of the outpatient clinics is the Chronic Care Clinic (CCC), 

where PEP services are offered. One reason for selecting AIC-Kijabe Hospital was that a 

previous study there had already shown that healthcare personnel had low adherence to 

HIV PEP. This research builds on this knowledge by delving deeper into the factors 

influencing PEP adherence among HCWs. 

3.4 Population of the Study 

The study was conducted among healthcare workers at AIC-Kijabe Hospital, including 

clinical and non-clinical staff, who reported occupational exposure and initiated PEP at 

the same facility. 

3.4.1 Inclusion Criteria 

Healthcare workers employed at AIC Kijabe Hospital who have experienced a recent or 

past incident that led to the initiation of HIV Post-Exposure Prophylaxis (PEP) between 

January 1, 2020, and December 31, 2023. Participants who had voluntarily provided 

informed consent and consent to be included in the study. For those who could 

communicate in English or Kiswahili, this was to help researchers understand the clear 

meaning of what participants were talking about. 
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3.4.2 Exclusion Criteria 

Healthcare workers who were directly involved in the planning or implementation of the 

study to avoid potential bias or conflicts of interest. Healthcare workers who were on 

PEP at the time of the study. 

3.5 Sampling Procedure and Sample Size Determination  

A qualitative study utilized in-depth interviews of the participants and key informants. 

The number of participants was determined by the point of data saturation, with no new 

themes emerging. Thirty-five participants were interviewed. Previous studies have 

shown that this typically occurs between 11 -17 interviews.(Guest et al., 2020). 

3.5.1 Recruitment Procedure and Sampling Process 

The researcher used the chronic care clinic team to ask all HCWs who reported and 

initiated PEP at AIC-Kijabe Hospital via phone call from their databaseif they could 

participate in the study. Those who gave oral consent to the CCC team were then selected 

through purposive sampling to ensure a diverse sample of healthcare workers, including 

different professional backgrounds, carders, and experience levels. They were then 

requested to give written consent, after which the researcher and the research assistant 

conducted in-depth interviews (appendix ii of this study). The researcher also 

interviewed the CCC team's key informants, including the clinicians, nurses, and 

adherence counsellors. 

3.6 Data Collection Procedures  

The researcher and the research assistant, who was also the contact person at the chronic 

care clinic, conducted a face-to-face, in-depth interview using a semi-structured 

interview guide. This process was in the hospital's private, quiet, undisturbed 

environment. All the interviews were conducted in the English and Kiswahili languages, 



26 
 

as all of the participants were comfortable with it. Each interview lasted for 

approximately 30 to 45 minutes. The research assistant was trained on the scope of the 

study and the interview guide before he could use it. 

The participants and the Key informants were allowed to express their experiences, 

perspectives, and challenges related to PEP adherence. Interviews were audio-recorded 

with the consent of the research participant and transcribed for analysis. Otte translation 

software and Microsoft Office 365 were used to transcribe the data. The principal 

investigator read through each transcript multiple times to get a sense of the entire work. 

3.7 Data Analysis and Presentation  

Deductive thematic analysis was employed to identify common themes and patterns in 

the data. (Schoonenboom & Johnson, 2017).  The transcripts were coded, and codes were 

organized into broader themes and subthemes. The researcher employed a vigorous data 

analysis process, including regular meetings with the supervisors to discuss emerging 

themes and ensure the accuracy of the findings. (Onwuegbuzie et al., 2010; 

Onwuegbuzie & Combs, 2011). Dedoose data analysis software was used to facilitate the 

organization and analysis process.  

All data, such as the interview transcripts and observational notes, were securely stored 

to ensure the security and integrity of the data collected during the study. The digital data 

were stored on a password-protected computer, while the hard copies of any written 

documents were kept in a locked cabinet in the principal researcher's house. All personal 

identifiers were removed from the data, and participants were assigned unique 

identification numbers. These identifiers were used in all data analyses and reports to 

avoid linking any data back to individual participants. 
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3.8 Ethical Considerations 

The researcher adhered to the ethical guidelines, protecting study participants’ privacy, 

anonymity, and confidentiality. Written Informed consentwas obtained from all 

participants before conducting interviews. Ethical approval was sought from the Kijabe 

Hospital Institutional Scientific and Ethical Review Committee and the National 

Commission for Science, Technology, and Innovation (NACOSTI).The principal 

investigator and the research assistant also signed the data-sharing agreement form from 

AIC-Kijabe Hospital. 
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CHAPTER FOUR 

DATA ANALYSIS, PRESENTATION AND DISCUSSION 

4.1 Introduction 

This Chapter presents the findings, interpretations, and discussion according to the 

research objectives. 

4.2 General and Demographic Information 

Table 1 

Demographic of the Research Participants 

Character Categories Number of 

Participants 

Age in years 20-24 

25-29 

30-34 

35-39 

40 and above 

3 

18 

8 

2 

4 

Gender Male 

Female 

19 

16 

Marital status Married 

Single (Never married) 

Single (Separated/Divorced) 

Single (Widowed) 

11 

22 

2 

0 

Education Level No Formal education/Primary 

Secondary  

Tertiary (Diploma and Higher Diploma) 

Tertiary (Degree/ Bachelors) 

Tertiary (Master/equivalent and above 

0 

1 

25 

6 

3 

Carder Support staff (security officer/Cooks and others) 

Nutritionist 

Nurses 

Anesthesiologist /anesthetist/Theater technologist 

Registered Clinical officer/Clinical officer 

interns 

Medical Officer/Medical officers’ intern 

Registrars and Consultants 

5 

1 

10 

5 

7 

2 

5 
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Table 1 presents the demographic characteristics of the thirty-five healthcare workers 

participating in this study, providing a comprehensive overview of their age, gender, 

marital status, education level, and professional role (Carder). Their ages were between 

twenty and fifty-two years.  The majority of participants (eighteen) are in the 25-29 age 

range, indicating a relatively young cohort of healthcare workers. The least represented 

age groups are 20-24 and 35-39, with three and two participants, respectively. The 

gender distribution is fairly balanced, with a slight male predominance (nineteen males 

compared to sixteen females). 

Most participants (twenty-two) are single and have never been married. A smaller 

portion are married (eleven), and a small number are separated or divorced (two). There 

are no widowed participants. Most participants have a tertiary-level education, with the 

majority holding a diploma or higher diploma (25 participants). This indicates a highly 

educated group, with fewer participants holding a bachelor’s degree (6) or master’s 

degree and above. Only one participant has secondary education, and none have only 

primary or no formal education. Nurses constitute the largest professional group among 

the participants, followed by registered clinical officers and clinical officer interns. 

Support staff, anaesthesiologists/ anaesthetists /theatre technologists, and registrars 

/consultants are relatively evenly distributed, while medical officers and their interns are 

the least represented. 

4.3 Perceived Barriers to PEP Adherence 

The results shows healthcare workers (HCWs) at AIC Kijabe Hospital identified several 

barriers to adherence to HIV post-exposure prophylaxis (PEP). These barriers could be 

divided into four categories: personal/ individual, drug/ medicine-related, organizational/ 

institutional-related, and other interpersonal factors. 
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Table 2 

Perceived Barriers to PEP Adherence According to the Research Participants 

Personal/Individual factors (Challenges) i. Forgetfulness 

ii. Acceptance stigma. 

iii. HIV risk perception 

iv. Knowledge gap 

Drug/ Medicine (PEP) Related Factors i. Side effects 

ii. Logistical challenges e.g. pill size 

Organization/Institutional related factors i. Process in efficiency 

ii. PEP Accessibility difficulty 

iii. Work schedules 

iv. Institutional stigma 

Other factors/Interpersonal i. Lack of social support 

ii. Societal stigma  

 

4.3.1 Personal/Individual Factors 

Forgetfulness was a commonly reported barrier to PEP adherence. Many participants 

acknowledged that due to the demanding nature of their work, it was easy to forget to 

take the PEP medication as prescribed. This lapse, whether occasional or frequent, poses 

a significant risk as it can compromise the effectiveness of PEP in preventing HIV 

transmission. Participant twenty-eight said, ―With the hectic schedule we have, it is easy 

to forget to take the pills. Sometimes, by the time I remember, it is already too late‖.  

The results on Acceptance stigma refers to the internalized fear of being judged or 

stigmatized by others if they are seen taking PEP medication, which is often mistakenly 

associated with being HIV positive. Most HCWs reported that they feared being judged 

by their colleagues within the healthcare setting. Participant Sixteen noted, ―Taking PEP 

feels like a label. I worry that if others see me with the pills, they will assume I am HIV 

positive, and that kind of judgment is hard to deal with, even among colleagues‖. 
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Participant thirty-two said, ―I did not think the exposure was serious enough to worry 

about.  It was just a small scratch, so I did not see the need to follow through with the 

entire PEP course‖. Some of the participants expressed a low perception of their risk of 

contracting HIV following occupational exposure, leading to complacency in adhering to 

PEP. This misjudgment resulted in inconsistent adherence to the PEP regimen, 

underestimating the potential threat of HIV infection. Participant Five said,‖ I did not 

feel like the exposure was severe enough to take PEP for the full twenty-eight days, but 

then I thought, what if I am wrong? That fear kept me going.‖ 

Another barrier identified was a lack of awareness about PEP, particularly among those 

new or junior HCWs. Some participants expressed uncertainty about the effectiveness of 

PEP, leading to hesitance to adhere to the entire course of treatment. For example, an 

HCW participant twenty-two mentioned, ―I was not sure how well it works, and I 

thought, what if I still get HIV even after going through all the side effects? Is it worth 

it?‖ This lack of trust in the efficacy of PEP contributed to a lower adherence rate, 

particularly among those who had limited training or exposure to HIV prevention 

programs. 

4.3.2 Drug/Medicine-Related Factors 

Participant Nineteen said, ―I know PEP is important, but the side effects are unbearable. I 

have struggled with nausea, abdominal upset, and headache, and that made me hesitant 

to complete the course‖. Another echoed this sentiment, stating, "The medicine made me 

so sick; I felt worse than before. I could not even perform my duties, and I just stopped 

taking it a few days". The side effects associated with PEP medications were frequently 

cited as a significant barrier to adherence. The participants reported nausea, vomiting, 

fatigue, dizziness, yellowish of the eyes, headache, and abdominal upset, among many 

other adverse effects that made it challenging to complete the entire course of PEP. The 
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discomfort caused by these side effects led many participants prematurely to stop using 

PEP medicine. Participant Twenty-seven said, "The nausea was unbearable during the 

first week. It made me think about stopping, but I knew I had to push through for my 

safety.‖ 

Participants also noted logistical challenges related to the PEP medication itself, such as 

the size of the pills, which some found difficult to swallow. Additionally, the complexity 

of the medication regimen, particularly the specificity of the exact timing of the dose, 

was mentioned as a deterrent to consistent adherence. ―The pills are so large, it is hard to 

swallow them, especially when you are already stressed. It is one of the reasons I found 

it difficult to stick to the regimen‖. As noted by Participant thirty-four. Participant 

Twenty-seven also said, ―The pills are too big, and I struggle to swallow them. It is 

uncomfortable and makes it harder to stick to the regimen, especially when you are 

already feeling unwell from the side effects.‖Participant twenty three said, "The pills are 

just too large, and swallowing them every day is a struggle, it feels like a chore, 

especially when you already stress from work, sometimes, I forget because the schedule 

is complicated, and I wish there were an easier option, like a single dose injection.‖ 

4.3.3 Organization/Institutional-Related Factors 

Process inefficiencies within the institution, specifically at the chronic care clinic, were 

identified as barriers to PEP adherence. Delays in accessing PEP medication during the 

follow-up clinic and lack of clear guidelines on what to do during the follow-up were 

cited as the factors that hindered adequate adherence. ―Getting the PEP meds during 

follow-up is frustrating. The clinic delays and not knowing what to do next make it hard 

to keep up with the treatment,‖ As noted by participant eighteen. Participant Three said, 

―It takes so long to get the medication. You must wait in line, fill out forms, and go 

through the same process every time, even after just seven days. It is frustrating and 
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time-consuming. I feel like they could streamline the process more.‖ Participant Seven 

said, ―Every time I visit the clinic for a refill, I wait hours. The process is exhausting, and 

I question whether it is worth the effort. 

Some of the HCWs reported difficulties in accessing PEP, especially during the night and 

weekends, in case they had forgotten to take it from their homes and needed to obtain it 

from the hospital. Participant One described the process: "It took long to get the 

medicine at night. By the time it was ready, I had already decided it was not worth it‖ 

Another one added, ―The process of getting PEP on one of the weekends I had forgotten 

to take the PEP medicine at home was as if I was searching for gold, I thought I would 

just go back to my house and get it, I would have taken a shorter time. 

The demanding work schedule of healthcare workers was also highlighted as a barrier to 

adherence. Long time shifts, irregular hours, and a busy schedule made it difficult for the 

participants to adhere to the strict timing required for PEP medication. Participant 

number thirty-three noted, ―It is hard to keep up with the medication when you are 

working long shifts. Sometimes, you are so busy that you forget to make it to the right 

time or are too exhausted to even think about it. The irregular hours make it difficult to 

follow the strict schedules PEP requires. 

Participant Twenty-eight said, ―There is a fear that if you are seen taking PEP, your 

colleagues will start gossiping or assume the worst. Plus, I worry that my information 

will not stay confidential, making me hesitant to proceed with the treatment‖.  Another 

added, ―I was not sure if my information would remain private. I was scared that my 

colleagues or supervisor would think I had done something wrong like I was not careful 

enough". Institutional stigma refers to the negative attitudes or discriminatory practices 

within the healthcare setting that discourage healthcare workers from adhering to PEP. 

Participants expressed concerns about being judged by their colleagues or supervisors 
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when they were seen taking PEP. They also expressed fear of confidentiality breaches, 

which emerged as a significant barrier to PEP completion. 

4.3.4 Other Factors/Interpersonal Challenges 

The absence of a supportive social network was another barrier to PEP adherence that 

participants identified. Those who lacked encouragement or understanding from their 

family, friends, or colleagues were more likely to struggle with adherence, as they had no 

one to help them stay committed to the regimen. Participant number twenty-seven 

said, ―Once I started the treatment, there was no one checking up on me to see how I was 

doing; I felt like I was on my own”. 

The societal stigma surrounding HIV and PEP also played a significant role in hindering 

adherence. Participants expressed fear of being judged or discriminated against by 

society at large. This external pressure contributed to their reluctance to adhere to the 

PEP regimen. Participant twenty-five said, ―I was scared people would think I have HIV 

just because I was taking PEP. The stigma is real, and I did not want anyone to know. I 

felt like if people found out, they would judge me, and that made me hesitant to continue 

with the medication.‖ 

4.3.5 Perceived Benefits of Adherence 

This section explores the perceived benefits of adherence to HIV post-exposure 

prophylaxis (PEP) as identified by the research participants. The findings indicate that 

HCWs at AIC Kijabe Hospital recognized numerous benefits associated with adherence 

to PEP. The perceived benefits of PEP adherence among HCWs at AIC Kijabe Hospital 

are extensive and deeply rooted in both the personal and professional spheres. These 

benefits are categorized into the following themes: reducing the risk of HIV 
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transmission, peace of mind, sense of responsibility, ethical obligation, and professional 

responsibility. 

Table 3 

Perceived Benefits of PEP According to the Research Participants 

Reduces the risk of HIV Transmission i. To themselves 

ii. To their spouse 

iii. To their patients 

Peace of mind i. Mental and emotional well-being 

Sense of Responsibility i. Towards their health 

ii. Towards the health of their spouse 

iii. Towards the health of their patients 

Ethical obligation and professional 

responsibility 

i. Ethical obligation 

ii. Professional Responsibility 

iii. Promoting the culture of safety. 

 

Reduced the Risk of HIV Transmission 

A primary benefit identified by the research participants was the significant reduction in 

the risk of HIV transmission to them. HCWs reported that those who adhere to PEP are 

less likely to contract HIV following occupational exposure. This awareness motivated 

them to adhere strictly to the PEP regimen to protect their health. The participant number 

one said, ―Knowing that PEP can protect me from getting HIV after an exposure is what 

keeps me strict with the regimen. I cannot take any chances with my health‖. Another 

participant, number seven, echoed this sentiment: "I was not going to take any chances. 

PEP is protective to me, so I made sure to take it seriously‖. Participant Twenty-six said, 
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―Taking PEP is not an option for me; it is necessary. I need to stay healthy, not just for 

my sake but also for my family. If I fall sick, who will care for them? 

Participants also highlighted the benefit of reducing the risk of HIV transmission to their 

spouses or partners. By adhering to PEP, healthcare workers can safeguard their loved 

ones from potential exposure to HIV, mainly if they are sexually active during the post-

exposure period. This understanding reinforces the importance of completing the PEP 

regimen. One of the HCWS said, ―Taking PEP is not just about protecting myself; it is 

about keeping my spouse safe too. I would not want to risk exposing them, so I make 

sure to stick to the treatment‖. 

HCWs expressed a strong sense of their duty to protect their patients from potential 

harm. Adhering to PEP reduces the risk of HCWs becoming HIV-positive and, in turn, 

minimizes the risk of transmitting the virus to patients. This benefit underscores the 

importance of PEP adherence in maintaining patient safety and upholding the integrity of 

healthcare service. ―I owe it to my patients to stay healthy and avoid any risk of 

transmitting HIV. Adhering to PEP is part of my responsibility to ensure their safety,‖ as 

per participant number thirteen. Participant Eighteen said, ―I work with patients daily 

and feel I should protect them. By taking PEP, I ensure that I am not risking their health, 

even after an accidental exposure.‖ 

Adherence to PEP provides the HCWs peace of mind, contributing to their mental and 

emotional well-being. Knowing that they are taking proactive steps to prevent HIV 

transmission alleviates anxiety and stress associated with the risk of infection. This peace 

of mind allows them to focus more effectively on their work and personal lives, free 

from the constant worry of potential HIV infection. A participant said, ―Taking PEP gives 

me peace of mind. Knowing I am doing everything I can to prevent HIV helps me focus 

on my work without the constant worry of what might happen‖. 



37 
 

Participants expressed a strong sense of responsibility toward their health. Adhering to 

PEP was seen as a crucial step in safeguarding their well-being, ensuring that they 

remain healthy to provide care to others. This personal responsibility drove their 

commitment to the PEP regimen. Participant thirty-three said, ―I knew I had to take care 

of myself first. How can I care for my patients if I do not say healthy? That is why I 

made sure to stick to the PEP regimen, no matter how hard it was. It is my responsibility 

to protect myself and others.‖  Participant twenty-five also said, ―I must stay healthy, not 

just for myself, but for my patients and family. Taking PEP after exposure is my way of 

ensuring I remain strong enough to continue providing care for others. It is not just about 

me; it is about everyone who depends on me being there for them.‖ 

The sense of responsibility extended to their spouse’s health as well. HCWs who adhere 

to PEP are taking necessary precautions to prevent exposing their spouses to HIV, 

reflecting their commitment to protecting their loved ones. Most of them reported that 

this reinforced the importance of completing the PEP regimen, not just for their own sake 

but also for the well-being of their partners.  Participant Ten reported, ―I was not just 

thinking about myself. I knew if I did not finish the PEP, I could put my spouse at risk, 

too. That kept me going; I had to protect her as much as I was protecting myself. 

A strong sense of duty towards the health of their patients also motivated the participants 

to adhere to PEP. By following the PEP regimen, the research participants believed they 

minimized the risk of becoming a potential source of infection to their patients, thereby 

upholding the ethical standards of patient care and maintaining the trust placed in them 

by those they serve. ―I have a responsibility to my patients and my family to stay healthy. 

Following through with PEP was part of that responsibility‖. As noted by Participant 

Twelve. Participant Seventeen said, ―It is my responsibility to stay healthy for my 

patients. If I do not follow through with PEP after exposure, I am not just risking my 
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health but also putting my patients at risk. I must ensure I can continue caring for them 

without fear.‖ 

Ethical Obligation and Professional Responsibility 

The research participants perceived adherence to PEP as an ethical obligation grounded 

in non-male ficence and beneficence. By adhering to PEP, the HCWs reported that it was 

ensuring that they were doing everything within their power to prevent harm to 

themselves, their loved ones, and their patients. Hence, this ethical responsibility was a 

powerful motivator for their adherence. Participant fourteen said, ―It is not just about me; 

it is about doing the right thing for everyone involved. By taking PEP, I am making sure I 

do not harm myself, my family, or my patients. It is a duty I must uphold‖. 

Adherence to PEP was also seen as a professional responsibility by the HCWs, which is 

integral to the standard of practice in healthcare. Participants acknowledged that 

healthcare workers must adhere to safety protocols and guidelines, including PEP, to 

protect themselves and others. This professional duty reinforced their commitment to 

following through with the PEP regimen. Participant Twenty-nine noted, ―As a 

healthcare worker, I must protect myself and my patients. Adhering to PEP is part of my 

professional responsibility. It is not just about following protocol, but ensuring that I 

remain fit to continue my work and protect others from any risks.‖ 

Finally, adherence to PEP was viewed as one of the ways of promoting a culture of 

occupational safety within the healthcare environment. By adhering to PEP, HCWs felt 

they were setting a positive example to their colleagues, encouraging their peers to 

prioritize safety and take the necessary safety precautions during occupational exposure. 

This collective commitment to safety strengthens the overall healthcare system and 

enhances patient care and the overall quality of health delivery. ―By taking PEP 
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seriously, I am showing my colleagues that safety comes first. It is about setting a 

standard so that everyone knows we must protect ourselves and each other‖. As noted by 

participant twenty-three.  

4.3.6 Mechanisms to Improve Adherence 

This section outlines the proposed mechanism to improve adherence to HIV post-

exposure prophylaxis as suggested by the research participants. 

The findings indicate that HCWs at AIC Kijabe Hospital believe that various strategies 

can enhance adherence to PEP. These strategies are categorized into the following areas: 

accessibility, staff sensitization and education, psychosocial support, process 

improvement, follow-up support, and reminders. 

Table 4 

Propose Mechanisms by the Research Participants to improve PEP Adherence 

i. Accessibility 

ii. Staff sensitization and education 

iii. Psychosocial support 

iv. Process improvement and Follow-up supports 

v. Reminders 

 

 

Participants emphasized ensuring that PEP medications are easily accessible to all 

HCWs. This includes streamlining the process for obtaining PEP 24/7 and ensuring that 

the PEP medicines are available in multiple locations within the hospital. PEP must be 

easy to access, especially in emergencies. All these are critical in PEP adherence. 

Participant number six suggested, ―The hospital should make PEP easily available 24/7 

and ensure that anyone exposed can get it immediately without any delay‖. 
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Research participants suggested regular sensitization and education sessions should be 

conducted to raise awareness about the importance of PEP adherence, the risk of non-

adherence, the anticipated PEP medicine side effects, how to handle them, and the 

correct procedure for accessing and using PEP. They recommended that these programs 

be integrated into routine staff training and ongoing medical education to ensure HCWs 

are knowledgeable about PEP and motivated to adhere to the prescribed regimen. 

Participant number four noted, "We need more education about PEP, especially about 

how to handle the side effects. If people know what to expect, they are less likely to stop 

taking it.‖ Another stated, ―I think ongoing training on HIV prevention and PEP would 

help. Many of us don’t fully understand how it works or why it is important to complete 

the full course.”These quotes reflect the belief that more information and continuous 

education would help HCWs adhere better to PEP. 

HCWs highlighted the need for psychosocial support to address the emotional and 

psychological challenges associated with PEP adherence. This support could include 

counselling services, peer support groups, and access to mental health professionals who 

can provide guidance and reassurance throughout the PEP regimen. It was noted that 

there was a need to establish supportive workplace policies, such as a confidential 

reporting system and non-punitive approaches to PEP use, which were essential for 

creating an environment conducive to adherence. 

Participant Number Three remarked, ―After exposure, it is not just the hard 

medication. The whole experience is stressful. Having someone to talk to, even a 

counsellor, would greatly help.” Another suggested, ―Support for HCWs who have been 

through the same experience could encourage more people to stick with treatment.‖ 



41 
 

These quotes underscore the need for emotional and psychological support to 

complement the medical intervention. 

Participant number eight suggested, ―There needs to be more regular check-ins, not just 

at the start but throughout the treatment. If someone follows up with us more frequently, 

it would remind us to stay on track and finish the PEP course. Also, clear communication 

is important- we should be able to reach someone easily if we have questions or 

concerns‖ Participant number eleven also suggested, ―Making the Follow-up process 

faster and integrating services like VCT and STI care at the same clinic would reduce 

waiting times, making it easier to stay committed to the treatment‖. Participants 

recommended process improvement to make follow-up more efficient. Regular follow-

up support was identified as a key mechanism to improve adherence. Participants 

suggested regular monitoring by increasing the frequency of follow-ups between doses. 

This was to ensure that HCWs receive the necessary support and guidance to complete 

the PEP regimen successfully. 

Additionally, a recurring theme was the need to enhance clear and consistent 

communication channels and coordination among healthcare workers and between 

healthcare providers and their patients. Improving efficient communication channels 

could facilitate more timely follow-ups and support adherence. They believed that 

providing comprehensive care and support by providing services for voluntary 

counselling and testing (VCT) and sexually transmitted infections at the chronic care 

clinic could help shorten follow-up visit wait time. 

Lastly, those with authority at the facility and the national level should ensure that PEP 

medicine and associated services remain accessible to healthcare workers exposed to 

help sustain adherence rates. 
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Participants suggested using reminders, such as mobile phone alerts, to help them 

remember to take their PEP medication as prescribed. These reminders can be automated 

and customized to fit the individual’s schedules, ensuring that doses are not missed. 

Reminders are a practical tool to support adherence, particularly in busy work schedules. 

Participant Fifteen suggested, ―A simple reminder like a text message every day or 

someone checking on you weekly or daily would make a big difference‖ 

4.4 Findings from the Key Informant Interviews 

Key informants included clinical officers, nurses, and adherence counsellors, all working 

at the chronic care clinic where HCWs with occupational exposure get PEP medication. 

Five key informants were interviewed. The key informant number one said, "The 

perception of exposure risk significantly influences PEP adherence among HCWs at 

AIC-Kijabe Hospital.‖ 

The key informant's number two said, ―When a healthcare worker experiences a high-

risk exposure like a needle stick injury, there is immediate fear. They are more likely to 

follow through with the entire PEP regimen because they understand the seriousness of 

the situation. The fear of contracting HIV drives them to stick to the medication". High-

risk exposure, e.g. needle pricks, led to better adherence due to the immediate fear of 

contracting HIV. 

Participant Eleven noted, “For low-risk exposures, like a superficial scratch or contact 

with intact skin, many healthcare workers tend to be more relaxed. They don’t always see 

the need to finish the PEP course, thinking the chances of getting HIV are low. This leads 

to lower adherence”. Low-risk exposure, e.g. superficial scratches or contact with intact 

skin, results in lower adherence. ―There is a noticeable knowledge gap. Some HCWs 

don’t fully understand that even what seems like a minor exposure could still carry a risk. 
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This lack of awareness about the guideline causes them to underestimate the situation 

and results in poor adherence‖.  

The key informant reported that HCWs who perceived a high risk were more likely to 

complete the PEP regimen, while those who perceived a lower risk were less likely to 

adhere. They attributed this to the knowledge gap about current guidelines, which led to 

underestimating the potential threat of HIV exposure. This finding aligns with previous 

studies, such as those by Suglo et al., (2021) and Mill et al., (2019), which observed that 

low-risk perception due to ignorance of guidelines contributed to a lower adherence rate. 

Tekalign et al., (2022). It also highlighted a lack of knowledge as a reason for non-

adherence. 

4.5 Discussions of the Findings 

The findings of this study on the perceived barriers, benefits, and mechanisms to 

improve PEP adherence among HCWs at AIC Kijabe Hospital resonate with and, in 

some cases, differ from those other studies conducted in various settings.  

This section discusses these findings compared to the existing literature, highlighting 

similarities, contrasts, and implications for practice. 

4.5.1 Perceived Barriers to PEP Adherence 

The study identified several barriers to PEP adherence, including personal factors like 

forgetfulness and acceptance stigma, drug-related factors such as side effects, and 

institutional challenges like process inefficiencies and accessibility difficulties. These 

barriers are consistent with the findings from other studies conducted in different 

contexts. 
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Forgetfulness and acceptance stigma were significant barriers reported by the 

participants in this study. These findings align with those of Chirwa et al. (2018), who 

found that stigma and low-risk perceptions were significant barriers to PEP adherence 

among HCWS in Malawi. Similarly, Agaba et al., (2023)  identified personal factors 

such as fear of stigma and forgetfulness as a common challenge in Nigerian healthcare 

professionals on PEP regimens. However, a contrary finding was reported by Muzoora et 

al.,( 2022). In Uganda, healthcare workers demonstrated a high level of awareness and 

motivation for PEP medication adherence despite stigma. The finding of a study in 

Ghana by Suglo et al. (2021) reported that personal fear of HIV infection motivated 

HCWs to adhere strictly to PEP, contrary to the complacency noted in some participants 

in this study. The difference in risk perception might be influenced by contextual 

differences in the workplace and HIV prevalence across regions. 

The side effects of PEP were a prominent barrier, with participants reporting nausea, 

fatigue, abdominal upset, headache, and other adverse reactions. These findings are 

similar to that of a study conducted by Tetteh et al., (2015). At Korle Bu Teaching 

Hospital, Acra, Ghana, cited that the primary reason for truncating PEP medication was 

the intolerance of adverse effects. Similarly, a study at St Peter's Hospital Addis Ababa 

by Tsega et al., (2023).  Ethiopia also reported that adverse drug reactions were 

significant deterrents to PEP adherence among HCWs. According to another Ethiopian 

study by Aychew Legesse & Abate Reta, (2019), those who did not encounter PEP 

medicine side effects were 2.9 times more likely to adhere to PEP medicine than those 

who had experienced the drug effects.  This was also supported by another study done at 

Mbarara University of Science and Technology Regional Referral Hospital in Uganda by 

Muzoora et al.,( 2022)That revealed that drug side effects were the primary cause of PEP 

non-compliance among medical staff. However, Vardhini et al., (2020). In South India, 



45 
 

the study found that while side effects were present, they were not the primary reason for 

non-adherence, with logistical challenges taking precedence. 

 A meta-analysis by McCoy et al. (2020) identified that while side effects were common, 

proper counselling and management of these effects significantly improved the 

adherence rate. This suggests that enhanced communication regarding side effects 

management at AIC Kijabe Hospital could mitigate these barriers. The regimen has not 

changed; hence it was difficult to know if a change of regimen would affect adherence, 

as suggested in a study by Osoo et al., (2023). 

On Institutional barriers, such as process inefficiencies and accessibility issues, were also 

highlighted in this study. These findings are consistent with the results of a survey by 

Weiser et al. (2023) in Botswana, where HCWs faced challenges related to the 

availability of PEP and the efficiency of the delivery system. Similar challenges were 

also reported by Makhodo et al. (2022) in Southern Africa, where delays in accessing 

PEP and negative attitudes from colleagues and supervisors hindered adherence. A meta-

analysis by McCoy et al. (2015). Further emphasizes that institutional barriers are a 

common impediment to PEP adherence globally. In contrast, a study by (2021) in Ghana 

found that institutional support was relatively strong, with fewer reports of process 

inefficiencies, suggesting that the institutional context can significantly influence PEP 

adherence. 

This study found that social support influences PEP adherence. Those who received 

social support from their spouse, family, and friends reported good adherence, in that 

those social networks consistently urged them to follow through and reminded them to 

take their medicine. This finding aligns with another research. For example, a study by 

Chirwa et al. (2018) found that married individuals were more likely to adhere to HIV 

treatment regimens, mainly due to support and reminders from their spouses. A study by 
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Tette et al. (2018) at Korle Bu Teaching Hospital in Accra, Ghana, and Muzoora et al., 

(2022), Uganda also found that social support was a crucial factor in adherence. 

Tarimon and Mashoto (2019) found similar results in Tanzania, where a lack of family 

and peer support affected adherence to PEP among HCWs. Vardini et al. (2020) in South 

India reported that strong peer networks and institutional support helped HCWs maintain 

a high level of PEP adherence, highlighting the importance of a supportive social 

environment in overcoming interpersonal barriers. 

4.5.2 Perceived Benefits of PEP Adherence 

Healthcare workers at AIC Kijabe Hospital recognized various benefits of adhering to 

PEP. These benefits, as perceived by the participants in this study, included reducing the 

risk of HIV transmission, achieving peace of mind, fulfilling a sense of responsibility, 

and upholding ethical and professional obligations. The findings are well-supported by 

existing literature. 

Participants recognized the importance of PEP in protecting themselves, their spouses, 

and their patients from HIV transmission. This finding is consistent with the study by 

Mill et al., (2019), which reported that HCWs who adhered to PEP were primarily 

motivated by the desire to prevent HIV transmission to themselves and others. Similarly, 

the study by Aychew Legesse & Abate Reta, (2019). In Ethiopia, the primary motivator 

for PEP adherence was the protection it offered against HIV infection. Tette et al. (2019) 

in Ghana reported that HCWs highlighted personal and familial protection as critical 

motivators for adherence. These results suggest that personal and professional 

responsibilities drive adherence to PEP across various settings, emphasizing the need to 

strengthen awareness of these benefits in adherence interventions. 
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The mental and emotional well-being derived from PEP adherence and a sense of 

responsibility towards one’s health and others were also significant findings. This aligns 

with the study by Agaba et al., (2023)In Nigeria, where HCWs reported that adherence to 

PEP provided peace of mind and reinforced their professional commitment to patient 

safety. Teo et al. (2019) in Singapore also had similar findings. HCWs cited relief from 

anxiety as a significant outcome of PEP adherence. This emotional benefit can be a 

powerful motivator for adherence, as it directly impacts the mental health of healthcare 

workers post-exposure. 

A strong sense of responsibility towards one’s health and others was evident among 

participants in this study, which resonates with the findings fromVardhini et al., (2020)In 

South India, it highlighted that HCWs felt a strong moral and ethical responsibility to 

adhere to PEP, driven by the desire to protect themselves and their patients. Similar 

findings were also noted from a study by Makhado et al. (2020) in Southern Africa and 

Chimoyi et al. (2022) in South Africa. Both studies emphasized a sense of responsibility 

as a key motivator for PEP adherence, as HCWs felt compelled to protect themselves and 

their patients. 

Adherence to PEP as an ethical and professional Responsibility was another key benefit 

identified in this study. This aligns with the findings of Muzoora et al., (2022), who 

reported that HCWs in Uganda felt a profound ethical obligation to adhere to PEP, 

viewing it as an essential part of their professional duty. The study by Tsega et al., (2023) 

Ethiopia also emphasized the role of professional responsibility in motivating PEP 

adherence, with participants citing a commitment to patient safety as a driving factor. 
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4.5.3 Mechanism to Improve Adherence 

Participants in this study proposed several mechanisms to improve PEP adherence, 

including improving accessibility, staff sensitization and education, providing 

psychosocial support, process improvements, follow-up support, and the use of 

reminders. These suggestions are consistent with the recommendations from other 

studies. 

Improving access to PEP was a primary recommendation from the participants, aligning 

with findings from Chirwa et al, (2018), who emphasized the need for better access to 

PEP medication to enhance adherence. Similarly, Liu et al.,( 2023), who highlighted the 

importance of ensuring that PEP is readily available and accessible to HCWs. Legesse 

and Reta (2019) in Ethiopia also identified that better accessibility to PEP drugs, 

especially outside working hours, would enhance adherence. This suggests that 

improving logistical support and expanding access can effectively address one of the 

major barriers identified in various settings. 

The need for ongoing education and sensitization programs was also emphasized, which 

is consistent with the study by Vardhini et al., (2020), where education and training were 

identified as critical to improving PEP adherence. A similar recommendation was made 

by Suglo et al., (2021), who stressed the importance of regular training sessions to keep 

HCWs informed about PEP protocols. This was also supported by Gina et al. (2024), 

who found that knowledge gaps significantly reduced adherence among student nurses in 

Eswatini. Chimoyi et al. (2022) emphasized that continuous training and education 

initiatives improve HCWs adherence by reinforcing the importance of PEP in HIV 

prevention. 
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The provision of psychosocial support was another key mechanism identified by 

participants. This is supported by the findings of Muzoora et al., (2022), who reported 

that emotional and psychological support played a significant role in encouraging PEP 

adherence among HCWs in Uganda. The study by (Mill et al., 2019b)It also highlighted 

the importance of providing counselling and support services to address the emotional 

challenges associated with PEP adherence. Asmal (2021) also noted that counselling 

services improved adherence among doctors in South Africa. Access to mental health 

support post-exposure is crucial, as it addresses the emotional burden that might 

otherwise lead to non-adherence. 

Streamlining the PEP process and providing regular follow-up support were also 

suggested as part of the mechanisms to improve adherence. These recommendations are 

consistent with the study by (Tsega et al., 2023), who found that process inefficiencies 

were a major barrier to PEP adherence and recommended improvement in this area. 

Agaba et al. (2023) also emphasised the need for regular follow-up support and noted 

that consistent monitoring and support were crucial for ensuring that HCWs complete the 

PEP regimen. Makhado et al. (2022) and Aychew and Reta (2019) also found that 

process inefficiencies hampered adherence, suggesting that simplifying PEP protocols 

and ensuring consistent follow-ups can significantly enhance adherence outcomes. 

The use of reminders to enhance adherence was another suggestion from participants to 

improve adherence. This aligns with the findings of Anteneh et al.,( 2019) and McCoy et 

al., (2015), who all reported that automated reminder systems, such as SMS alerts, were 

effective in improving adherence to PEP and other HIV-related treatments. This can be a 

practical and effective tool for PEP adherence at AIC Kijabe Hospital. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

5.1 Introduction 

This chapter summarizes the study's key findings, draws conclusions based on them, and 

provides actionable recommendations targeted at healthcare workers, organizations, 

policymakers, and future research to enhance PEP adherence. 

5.2 Summary of the Findings  

This study explored the perceived barriers to PEP adherence, the benefits of adherence, 

and the mechanisms to improve adherence among HCWs at AIC-Kijabe Hospital. The 

key findings are summarized as follows. 

5.2.1 Perceived Barrier to PEP Adherence  

Participants identified various barriers, including personal factors (e.g. forgetfulness, 

acceptance stigma), drug-related factors (e.g. side effects), organizational factors 

(process inefficiencies, accessibility issues), and interpersonal challenges (e.g. lack of 

social support, societal stigma). 

5.2.2Perceived Benefits of PEP Adherence 

The study highlighted significant benefits, such as reducing the risk of HIV transmission 

to oneself, spouse, and patients, promoting peace of mind, fostering a sense of 

responsibility towards health, and fulfilling ethical and professional obligations. 

5.2.3 Mechanisms to Improve PEP Adherence 

Suggested mechanisms included improving accessibility to PEP, enhancing staff 

sensitization and education, providing psychosocial support, streamlining the PEP 

process, offering regular follow-up support, and utilizing reminders 



51 
 

5.3 Conclusions 

Based on the findings, the following conclusions are drawn: Barriers to PEP adherence 

remain a significant challenge among healthcare workers at AIC Kijabe Hospital, with 

stigma, side effects, and institutional inefficiencies being the most prominent. 

PEP adherence is perceived to offer considerable benefits, particularly in reducing the 

risk of HIV transmission and promoting mental well-being and professional 

responsibility. Enhancing PEP adherence will require a multifaceted approach involving 

improvements in accessibility, education, psychosocial support, process efficiency, and 

regular follow-up. 

5.4 Recommendations 

5.4.1 Policy Recommendations 

The recommendations are categorized into healthcare workers, organizations, and policy 

recommendations. Healthcare professionals should actively seek educational 

opportunities to better understand PEP, its importance, and strategies for overcoming 

barriers to adherence. They should also regularly participate in training and sensitization 

programs. 

HCWs are encouraged to use digital tools such as mobile phone reminders or 

applications to ensure timely adherence to PEP regimens, particularly during busy work 

schedules. Seek support: HCWS should access psychosocial support services, including 

counselling and peer support groups, to manage the emotional and psychosocial 

challenges associated with PEP adherence. 

Adopt a proactive approach: HCWs should take personal responsibility for their health 

by adhering to PEP protocol diligently and seeking guidance when faced with barriers 

such as side effects or logistical challenges. 
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Improves accessibility to PEP: AIC Kijabe Hospital should ensure that PEP medications 

are easily accessible at multiple points within the hospital 24/7, with a streamlined 

process for quick and efficient distribution. 

Strengthen staff sensitization and training programs: The organization should regularly 

conduct education and sensitization programs to raise awareness about the importance of 

PEP adherence, address stigma, and provide clear guidelines on PEP protocol. 

Enhance process efficiency: Process improvements are needed to streamline PEP follow-

up, reduce bureaucratic delays, and ensure clear communication about PEP procedures. 

Implement follow-up system: Establish a robust follow-up system to monitor PEP 

adherence, including regular check-ins, reminders for follow-up appointments, and 

personalized support to address any challenges HCWs may face. 

5.4.2 Recommendations for Further Research  

Continue to develop and enforce clear PEP guidelines: Policymakers should continue to 

develop, disseminate, and enforce clear guidelines on PEP use, ensuring that HCWs 

adhere to standardized protocols to support consistent and effective PEP delivery. 

Address stigma in healthcare settings: Policies should be implemented to reduce the 

stigma associated with PEP use, including campaigns to educate HCWs and the broader 

community about the importance of PEP and to normalize its use following occupational 

exposure. 

Incorporate PEP adherence into occupational health policies: PEP adherence should be 

explicitly addressed in occupational health policies, with provisions for regular training, 

access to PEP, and psychosocial support for HCWs. 
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Mandate reporting and monitoring: They should continue with mandatory reporting and 

monitoring systems like the KENYA-EMR to track PEP adherence rate and identity 

barriers within the healthcare setting, allowing for timely intervention and policy 

adjustments. 
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APPENDICES  

 

Appendix1: Semi-Structure Interview Guide 
 

This semi-structured interview guide on factors influencing Post-Exposure Prophylaxis 

(PEP) adherence among healthcare workers. The guide includes a mix of open-ended 

questions and probing follow-up questions to allow for a more in-depth exploration of 

the participants' perspectives and experiences. 

1. Demographic  

 Gender 

 What is your age? 

 What is your marital status? 

 What cadre are you? 

 What is your level of education? 

2. Background and experiences 

 Can you describe your experience with PEP? 

 What are your general thoughts or feelings about PEP adherence among 

healthcare workers? 

 When you took PEP, did you finish the entire regimen, yes or no? What were the 

reasons that made you not finish the regimen? 

3. Perceived importance and benefits of PEP 

 From your perspective, what are the key reasons why PEP adherence was crucial 

for you? 

 In your opinion, what benefits does PEP offer to healthcare workers (HCWs) who 

adhere to the prescribed regimen? 

4. Barriers and challenges to PEP adherence 

 In your experience, what are the factors that made it /could have made it difficult 

for you to adhere to the prescribed PEP regimen? 

 Are there any specific challenges that you faced or experienced regarding PEP 

adherence? 

 Did you observe any organizational or departmental barriers that can hinder PEP 

adherence? 
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5. Mechanisms or suggestions to improve PEP adherence 

 Based on your experience, what strategies or interventions could be implemented 

to improve PEP adherence among HCWs? 

 Are there any best practices from other settings or institutions that you think could 

be beneficial? 

6. Closing 

 Is there anything else you would like to share about PEP adherence? 

 

 

Thank you so much for your valuable insight. God bless you. 
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Appendix II:  Map of Kiambu County where AIC-Kijabe Hospital is found 
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Appendix III: Informed Consent Form 
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