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Abstract

This study explored the psychosocial challenges experienced by WLWH during their
pregnancy and the postpartum period. The study was carried out with a mixed-method
explanatory sequential approach. For the first phase, 402 WLWH were recruited from ART
clinics in Ibadan, Oyo state. The Edinburgh Postnatal Depression Scale (EPDS) and the
Perceived Stress Scale (PSS-10) were administered along with a sociodemographic
questionnaire. For the second phase of the study, key informant interviews were conducted
with 17 participants that were purposively selected. All the interviews were recorded,
transcribed and analysed using a thematic approach. The interviews explored experiences
during pregnancy and the postpartum period and how their HIV status influenced their
thoughts and feelings towards pregnancy. The results revealed that the prevalence of both
depression and perceived stress among HIV-positive women was 60.9% %,
respectively. In the multivariate analysis, it was discovered that having a posit%?rtner,
earning a monthly income of less than 20,000 naira, having a planned pr aving a
gestational age above 14 weeks, and having problems in a previ@ Cy were
significantly associated with depression and perceived stress. Findings from the interviews
revealed that WLWH experienced strong emotions of distress and, feat Surrounding maternal
and child health. For the women, the diagnosis of HIV coinci ith pregnancy and
transformed pregnancy from excitement to anxiety. Coping straﬁ(% included acceptance of
self and HIV status, coping through support from partners , and friends and coping
through HIV-related healthcare delivery and system sup A The findings from this study
emphasize the need for psychosocial care for women living with HIV to
successfully engage them in ART for prevention of ‘mother-to-child transmission (PMTCT)
care and to support their well-being.

Keywords: HIV, women, psychosocial heal@j\inatal depression, stress

WordCount:273 Q)‘b
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Chapter One

Introduction
1.1 Background to the Study

For decades, the human immunodeficiency virus (HIV) has been described to be a severe
public health issue, with an estimated 38 million individuals infected globally!. In Sub-
Saharan Africa (SSA), it is the leading cause of morbidity and mortality, accounting f(()gl%
of the global population of people living with HIV (PLWH)>’. Women 11%';15;} SSA
region are ,%\QO

disproportionately affected by the illness compared to men, with w aocounting for 58%
of the PLWH population!. Studies have shown that women Qaﬁ%t\a considerably higher

physical and social risk for contracting the HIV infection i.m@qparison to men®.

Nigeria, the most populous country in Africa., @9 million PLWH, making Nigeria the
third most burdened by HIV'. The prevaler@E\a?e of HIV was 1.4%, and it was the highest
among the female adult population, at . HIV has been identified as among the leading
causes of maternal mortality in W’ with the prevalence of HIV among pregnant women
in Nigeria being estimate@bﬂe over 26.4%, and this is higher than in most other

sub-Saharan African LQn)rieséﬂ.

Studies have‘%n that women living with HIV (WLWH), especially in low and middle-
incoies (LMICs), experience significant psychological issues, such as depression,
stress, anxiety, and anxiety, as a result of their HIV diagnosis®®. Among WLWH, depression
is the most prevalent mental illness. Their compliance with care and therapy may suffer as a

result, which could lead to treatment failure!°.

During the prenatal and postpartum periods, many women experience major changes in their

psychological well-being, social interactions, and physical function that have a profound

1



impact on their life'"!2, The period of pregnancy and postpartum is one of the most
vulnerable times for the emergence of depression in women?. The prevalence of depressive
symptoms among pregnant women ranges from 11.4% to 40.0%, according to studies, which

is higher than that of women generally!>!*

. Pregnant women frequently experience stress as
well. Women‘s brains change structurally, psychologically, and behaviourally throughout

pregnancy as they prepare for their new role as mothers'>. These changes, however, make

pregnant women more prone to stress, which raises the likelihood of developi%‘e\(ekatal

depression symptoms!'!7. ‘:\ \QO

Pregnancy can be a period of increased psychological susceptibilh@r'\WLWH due to a
variety of environmental variables, disclosure concerns, and @\%’\elated stigma!8. Studies
conducted in North America, as well as low and midd%;%rne countries, have found that
pregnant and postpartum WLWH suffer from a hi @\ralence of depression?!. Depression
can make it more difficult for them to foll@ﬁé& are and treatment plans. This makes it

more likely that the virus will multiply @change quickly, leading to treatment failure and

increased vertical HIV transmiss@

As a result, there are conc@g‘[ psychological issues such as depression and stress may
have adverse effects n%)stetric and neonatal outcomes, the treatment of HIV during
pregnancy o Qrtum, and the risk of mother-to-child transmission (MTCT). Because
psycho @ and social factors influence the ability to live with HIV, an in-depth
under&ng of the specific psychosocial challenges, particularly the presence of depressive
symptoms during pregnancy, encountered by women living with HIV, is essential for

designing effective support programs and interventions.



1.2 Statement of the Problem

Although the developments in antiretroviral treatment (ART) have significantly reduced
living with HIV to a causal relationship between disease and treatment, this circumstance
allows WLWH to be more susceptible to a variety of stressors that can occur over a time. All
of these stressors pose potential hazards to a person‘s psychological well-being and quality of
life?°. Mental health-related variables could potentially compromise the efficacy of ART and

negatively impact the quality of life and mental health of women?!. Q‘}\(bi

For WLWH, pregnancy may be a time of increased psychological Vulneré@. n addition
to the usual strains of new motherhood, WLWH also has to deal with@fgbrs related to their

health, the potential infectious statuses of their infantsq'j@ taking care of their

newborns® particular needs, like providing prophyla%a.@gtroviral medication?3.

Psychological distress in WLWH women merjts,&ltion, given that numerous studies have
associated high psychological distress wi Qg}n\ount of caregiving that mothers provide for
their infants and the rate of mother-tosehild transmission (MTCT) of HIV?*23. Depression is
one of the most prevalent pregnwelated distress problems, and it has been linked to the
mother‘s physical and em@l \:)ell—being, as well as a variety of negative behavioural and

emotional outcomeK he child®. Depression has been associated with poor HIV viral

suppression,%gd mortality, accelerated disease progression and increased risk of ART

non—a@zs .

Although studies have shown that WLWH is affected by high rates of depression, limited
knowledge is available regarding depression and its associated factors during the perinatal
period?®. This study argues that illnesses like depression pose a risk to the general well-being
of WLWH both during and after pregnancy. However, very little is known about the perinatal

depression experiences of WLWH in Nigeria.
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1.3 Justification of the Study

Due to the complications of pregnancy while living with HIV, WLWH is more susceptible to
stress during the perinatal period®®. There is a need to better understand what it is like for
WLWH to live with and cope with life stressors like depression. To promote the treatment
and management of psychological distress in the target population, empirical evidence on
psychological experiences and their social determinants must be assessed. %
Furthermore, there are few mixed methods research in Nigeria that combin? q @e and
quantitative methodologies to analyse the psychological problems of Wb@é@ strengths
of the two methodologies are preserved, and the weaknesses are mitigated) in mixed-method
research, resulting in more relevant and trustworthy evidence. In&%@\of this, an investigation
of the psychosocial challenges experienced by women .15&1 with HIV (WLWH) during
pregnancy and the postpartum period was conducted\in) Ibadan, Oyo State, using a mixed-
method approach. To integrate mental healt : t@h HIV care and enhance the well-being

of WLWH and their children, a thoroug@derstanding of the psychological experiences of

WLWH throughout their perinata{%&‘nust be is necessary.
'\

1.4 Aim and Objectins @udy

This study explore%he psychosocial challenges experienced by women living with HIV
(WLWH) durt egnancy and the postpartum period in Ibadan, Oyo State.
The o@% of this study are to:

determine the prevalence of depression and prevalence of stress among women living

with HIV during the perinatal period in Ibadan, Oyo State.

identify the factors associated with depression and perceived among women with HIV

during the perinatal period in Ibadan, Oyo State.
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identify the psychosocial challenges during the perinatal period among women living with

HIV in Ibadan, Oyo State.

explore perceptions of how to cope with the challenges during the perinatal period among

women living with HIV in Ibadan, Oyo State.

1.5 Research Questions
To achieve the purpose of this study, the following questions were investigated an@ered:
What are the levels of depression and perceived stress among wom@g ith HIV

during the perinatal period in Ibadan, Oyo State? 6.\

What are the factors associated with depression and fx@'&% stress among women

living with HIV during the perinatal period ir@s@\Oyo State?

What are the psychosocial experiencei a@sceived coping measures of women

living with HIV during the perinat&p; 10d in Ibadan, Oyo State?

1.6  Significance of the StudN

The significance of this s%@ﬁprovide a better understanding of the personal experiences
of women living with and to identify those factors related to how they cope with the
emotional an%g aspects of this disease. Mental health is not systematically integrated
into H This could be because the focus has been on the symptomatic management of
HIV and AIDS. This unmet need for mental healthcare poses a threat to WLWH and their
quality of life.

Exploring the psychosocial experiences in a representative sample is significant for providing

further data and informing a wider intervention against psychological distress. The nature of



this study makes a unique contribution to research as it focuses on the psychological
experiences of perinatal depression and stress and how they relate to social factors in the lives

of WLWH.

1.6 Scope of the Study

The study included HIV-infected pregnant women and early mothers receiving antiretroviral

therapy in healthcare centres located in Ibadan. &

1.7 Limitation of the Study QO

This study was limited by the presence of language barrier during the %e&s of data collection.

1.8 Operational Definition of Terms '&%\
R

e Psychosocial Challenges: These are diffic ti%\rising from the interaction of

psychological characteristics and personal, artd” environmental factors. This study

focuses on perinatal depression and @

e Human Immunodeficiency Vi@r HIV, is the virus that causes AIDS in human
beings. It kills an importa’ﬁ@ d cell: the CD4 T lymphocyte, or -T cellll. T cells can
be thought of as the rbacks of the immune system. As they die off, the body
becomes mor@o ¢ vulnerable to disease. Germs take this opportunity to invade
the bodyx. iseases they cause are called opportunistic infections. For this study,
hu %

D

e Perinatal Period: This refers to the period from one year before and up to 18 to 24

jects who are infected with HIV will be termed -women living with HIV|

months after the birth of the child or the conclusion of a pregnancy.

e Women: For this study, a woman was defined as an adult female over the age of 18
years that is living with HIV.
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Chapter Two

Literature Review
This section includes an overview of HIV/AIDS infection and the scope of the problem, as
well as disease epidemiology on a global, regional, and country level. This section also goes
into great detail about the different psychological difficulties that women with HIV/AIDS
encounter outside of and during the perinatal period, as well as the effects such dlfﬁ ulties
have on them. Factors linked to psychosocial challenges in women living withé'V»AIDS
(WLWH) that have been identified in previous studies are also reviewed 'ﬁan to this,
the conceptual framework that explains the factors that predispose %}{VH to experience

psychosocial challenges is reviewed. ,&%\

2.1 Conceptual Review Q@

2.1.1 Overview of HIV
The Human Immunodeficiency Virus, mo{?ﬁmonly referred to as HIV, is a virus that

attacks the immune system. It is contag@&bﬁnd spreads through body fluids. Humans have a
cell system (called T4 cells) that«@ps fight off any illness that enters the body. But once
inside the body, HIV mults 'huickly, eventually attacking and incapacitating a huge
number of cells. As @Q the white blood cells become depleted and lose their ability to
effectively fi o@lmease. Damage to the immune system creates an environment in which
infectio @ ourish and take control of the body. Opportunistic infections, which also
include tuberculosis and the malignancy Kaposi‘s sarcoma, are referred to as these kinds of
illnesses'. Acquired Immune Deficiency Syndrome (AIDS) emerges when the human body

contracts an infection and these diseases go untreated.

10



2.1.1.1 History and Background of HIV and AIDS

The first instance of AIDS was reported in 1981 when increasing numbers of young
homosexual men succumbed to unusual opportunistic infections and rare malignancies, and
the virus (HIV) was identified by Luc Montagnier in 1983!. Robert Gallo claimed to have
isolated the virus as well, and it soon became clear that the two discoveries were identical®.
The virus was previously known by several names before being dubbed Human
Immunodeficiency Virus or Human Immune Deficiency Virus in 1986°. After th&'f%&s was
isolated, researchers were able to create an antibody test in 1985, which y %ossible to

.\'\

screen individuals for antibodies that were specific to the virus. The<HIV”antibody test is
4éosed to the virus*.

precise and sensitive, but it only tells whether or not a person has

Q

False positive and false negative results were reported, e.s@ally in the early years of HIV
testing; however, with the development of confirm viral load testing, these types of
findings are now extremely uncommon®. Te i g@ﬂv does not determine the existence of
HIV; rather, it determines the presence HIV antibodies, which are the immunological
response of the body when it is @%@% the virus. The antibody test is unable to determine
if the infection is still present or ¢he level of immune function. Further medical research is

needed to look at the Qx)%'o%ﬂl\f illness and the virus‘s consequent impairment of immune

%6\

2.1.2 ]@gology of HIV/AIDS

function.

As the struggle against HIV and AIDS continues, over 75,7 million individuals have become
infected, and 3.27 million have died from AIDS-related illnesses in the past four decades. The
global burden of HIV/AIDS was 37.7 million cases in 2020, corresponding to 0.5% of the
world‘s population, with a prevalence rate of 476 cases per 100,000%. The global HIV

prevalence peaked in 2005, declined for five years, and has been on the rise again since 2010
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(possibly due to increased survival with ART). Currently, prevalence is on the rise in South
Africa, Portugal, Brazil, Mexico, Peru, Spain, Germany, and the United States, among other
nations. In these nations, both the gross and age-adjusted rates are increasing, showing that
this is much above the normal increase due to population growth. Portugal distinguishes out
with a fast-increasing prevalence rate, from 86 to 370 per 100,000 (respectively from 1990 to

2019,

The cell-killing virus can also remain dormant inside the body for extended p @efore
erupting in a lethal infection flare-up®. The number of new HIV infectio \éﬁu% from
2010 to 2015 as the worldwide HIV epidemic improved. Infections @G@creased by 28 %
in Eastern and Southern Africa, 16% in the Caribbean, and é:&% Western and Central
Africa, according to recent data. Outside of sub-Saharan A& , there has been an upsurge in
HIV infections despite the global drop in infections@l y, Sub-Saharan Africa contributed
a larger rate of infection to the worldwide t Y 5&) ver, previously low-prevalence regions
are now experiencing a rise in infection. %vtern Europe and Asia (29%) and the Middle East
and North Africa (14%) are the 'ma%yregions now seeing such growth (10%). Pakistan saw
a 56% growth among adultsat ¢he national level, followed by Nigeria (8%)°. Recently,
UNAIDS prioritized Q@%liminate HIV/AIDS in 28 countries that accounted for 75% of
all new infections ldwide in 2018. Current preventative measures have focused on these
nations with a high prevalence of HIV, including Nigeria, with the expectation that the spread
of iancan be stopped by the end of 2020 and eradicated by 2030'°. Completing this

objective would imply winning the global campaign against HIV/AIDS. Little is understood

regarding the rise and collapse of epidemics within and between countries worldwide.
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2.1.2.1 HIV in Nigeria

With 1.9 million people living with HIV (PLWH) between the ages of 15 and 49, Nigeria
ranks third in terms of HIV burden. A significant component in the spread of HIV is
ignorance of how it is transmitted’. The degree of knowledge is a key indicator of several
unfavourable characteristics regarding PLWH. Poor understanding of HIV/AIDS is linked to

societal stigma and unfavourable views toward PLWH, according to other studies!®.

Recent years have seen an increase in HIV knowledge, awareness, and testi %&kg the
general Nigerian populace. This increase is likely attributable to joint é@made by the
government and corporate entities to prevent HIV in response to tha@gnﬁy‘s stated goal of
HIV control, as outlined in the National HIV/AIDS Strategi@%“. These initiatives are

Q

related to the 95-95-95 plan, which aims to end th@ pandemic by 2030 while also
es,

promoting healthy lives and well-being for all a

Development Goals (SDGs)'2. < . ‘\\‘

key component of the Sustainable

In Nigeria, the history of HIV/AIDS dﬁ&ack to 1985, when the first case was diagnosed
and reported in Lagos, Nigeria. Nght against the disease commenced with HIV sentinel
surveillance, conducted in LQ 392, 1993/1994, 1995/1996, 1999, 2001, 2003, 2005, 2008,
2010 and 2012. The s% of the sentinel survey revealed a progressive increase among
adults from ®1991, through 4.5% in 1995, to a peak at 5.8% in 2001. Subsequently,
the tr%@rsed, with its prevalence falling to 5.0% in 2003 and 4.4% in 2005'. Its
prevalence rose again to 4.6% in 2008 before falling to 3.0% in 2015 and declined further to

1.5% in 2019°.

HIV prevalence in Nigeria varied by region in 2018, with the following percentages: 3.1% in
the South-South, 1.9% in the Southeast, 0.6% in the Southwest, and 1.1% in the North

Central. Prevalence was highest in Akwa Ibom, followed by Benue, Rivers, and Taraba in the
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whole state population (2.7%)'4. Adult women have an infection rate of 1.9%, while men
have a rate of 1.1%. 80% of HIV infections in Nigeria are caused by unprotected heterosexual
intercourse. Moreover, 67% of the adult population were aware of their status, 53% of people

were receiving treatment, and 80% had viral suppression by the year 2018°.

In the past, the health sector in Nigeria was responsible for HIV/AIDS prevention and
treatment, and the country‘s ability to fight the disease was heavily reliant on, ﬁgglicial
support from international donors. More recently, the government has started @borating
with donor groups to offer free ARV medications to AIDS patients, inclu%ti‘e@resident‘s
Emergency Plan for AIDS Relief (PEPFAR) and the AIDS Prevgn{&mlmjtiative in Nigeria
(APIN). Pregnant women and people living with AIDS have %%\cess to HIV testing and
counselling, as well as antiretroviral medicines, as a re.s@of their efforts'®. In addition,
Family Life and HIV/AIDS Education (FLHE) Q%n incorporated into the school
curriculum with a complete list of themes .®AIDS, and family life that are geared
toward young people. The Presidential Cgmprehensive Response, the National Health Policy,
and HIV/AIDS strategic preventiye I%CQ‘ are just a few of the HIV/AIDS response policies
that have been implemented 40, bqost the HIV/AIDS intervention program. In addition, an
anti-stigma and anti- @@%ation statute were enacted into law in 2014 in order to protect
the rights of in i@gls who are currently living with HIV!'!. The implementation of these

measures may have contributed to the great success seen in the national, regional, and state-

level (@ses in HIV infection rates.

National regulations restricting the actions of males who have sex with men and commercial
sex workers endanger HIV prevention'®. Criminalization, stigmatization, and prejudice
arising from society frequently prevent individuals from submitting to a test, exposing their

status, or receiving treatment.

14



2.1.3 Women and HIV

Infections among young women and girls account for a disproportionately high number of
new cases of AIDS and the human immunodeficiency virus (HIV), with women making up
more than half of those affected globally®. Due to biological vulnerabilities, low
socioeconomic level, the predominance of male sexual behaviour, and epidemiological
variables, the risk of HIV infection among women are growing'!”. Women are inherepﬂ%lore
vulnerable to contracting HIV than males, and men transfer the virus to them mor%g\qﬁently
than women do. HIV can spread from males to women more easily than i . %ﬂ women
to men because of the vagina‘s size and lining'8. As a result, wome re,\twice as likely as
men to contract HIV through unprotected sexual contactlg)&@% majority of sexually
transmitted diseases (STDs) affect more women than m'a,ék&bqé:ause they possess a larger
mucosal surface which can be exposed to pathogensﬁ@h%sexual contact. This is even more
prominent in young women who vaginal tr. &%are not yet fully matured?’. Moreover,
semen carries a greater volume and eonCehtration of virus than vaginal or cervical
secretions?!. Frequently, women %1 ited influence or control over decisions regarding

their partners‘ sexual behavi&r,.\s ch as condom use and safer sex, and over access to
knowledge on prima @tlon; women are also susceptible to coercive sex, such as
spousal and non—SE&éa rape, as well as sexual abuse within and without the family?2. This

sexual subordmation of women makes it challenging for them to protect themselves from

sexual@usmitted illnesses (STIs), including HIV infection??.

Menstruation and co-infection with other sexually transmitted diseases and infections, which
are more prevalent in women, are additional physiological factors that raise women‘s
susceptibility to HIV infection®*. This is exacerbated by culturally sanctioned behaviours
such as dry sex and intergenerational sex®. In addition, it is more challenging to discover

STDs in women than in men, and they frequently go untreated, resulting in persistent
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infections and long-term problems. This high prevalence of sexually transmitted diseases
among women is associated with a rise in infertility, cervical cancer, and HIV infection.
Other factors that contribute to greater infection rates among women include high
unemployment rates, gender inequality, migration, and a lack of education, all of which are

associated with poverty and disempowering women?!'.

Because of the social and environmental conditions that poverty creates, HIV can (gead
more easily. Other issues include the inability to afford treatment or prophylact'(zfmasures
like condoms. The majority of unemployed women are more concern 't}y ir urgent
survival needs than with obtaining condoms or contraception%.. ]K dbeen claimed that
women lack the social authority required to make appropriate K@ decisions; as a result,
they frequently rely on men to make those decisions for th . Therefore, in the majority of
pairings, men decide whether a condom will be@ Additionally, cultural norms and

. . L) . .
behaviours reinforce and exacerbate women‘cj\@%ssness in the face of the pandemic?®,

HIV and AIDS have predominantly Q\bmmen in danger because, in addition to being
viewed as carriers of the virus, tN% also assigned a subservient position in society, thus
reducing their stature in a w hat already shows contempt towards them?. Additionally, it
has been found that ndgd ymptoms of the disease in women, such as persistent vaginal
thrush and g it@)xlcers, are frequently misdiagnosed as signs of treatable sexually
transmitted@%s, contributing to women‘s vulnerability. This resulted in a number of
undetec@ AIDS-related fatalities among women and has grave implications for how the
virus and its manifestations are perceived within the medical and social realms?®. In addition
to highlighting the gendered character of medical training and the inherent prejudices against
women when it comes to STDs, HIV, and other sexually associated issues, these trends

indicate unequal access to medical care for women who are HIV-positive®°.
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The higher physiological risk encountered by African women is complicated by the HIV risk
they tolerate as a result of subordination, discrimination, and inequality. In most of Africa,
sexually transmitted diseases still have a stigma because they are believed to affect women
and are sexually transmitted. The widely held belief that women are inherently dirty sexual
beings who transmit sexually transmitted diseases is supported by instances across the
continent. There is no doubt that such myths contribute to women‘s bias in the face of the
epidemic. Most importantly, such ideas have had a harmful impact on women‘&‘)&& in
most African communities. The women assume that they are virus carrier .&%ult of the

pervasive negativity surrounding women‘s health and thus embrace the .% ca that they are

N
A\
&

2.1.3.1 Prevalence of HIV in Women ,®

intended to get the virus.

The UNIADS estimates that girls and women make up more than half of the 37.7 million
people living with HIV. It has been su g%'\hat the increasing feminization of the HIV
pandemic may also be the result of con sociocultural and economic variables that make
women more mentally and sociaqufﬁ)lerable. Together with laws and institutions that do
not meet women‘s needs, gende pased violence and gender inequality may have a significant

influence in deterrin@ng women from protecting themselves against HIV and getting

treatment!’. E 6\'

Antire \ therapy (ART) and other services which aid HIV prevention are widely
available in regions such as Oceania and Europe, which have low HIV prevalence among
women. Pregnant women are typically tested for HIV on a regular basis, and if positive, are
recommended to start antiretroviral therapy (ART) as soon as possible and receive advice on

behaviour adjustment.
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60% of individuals infected with HIV in SSA are female, and 75% of those 15-24 years old.
Women are not permitted to seek medical care, make sexual decisions (e.g., condom use), or
express their sexual sentiments since their wishes and needs (including their health needs) are
deemed unimportant?®. Cohort studies and clinical trials show that the steady prevalence
opposes high incidence rates of HIV in women. This is contrary to assertions that the

prevalence of HIV in women is stabilizing or declining in some SSA countries, such as

Southern Africa’!. &
’é)

With 110,000 new HIV infections among women between the ages of 15@%@&&1 has
the second-highest rate in the world. Studies on prevalence have ,&mvealed that more
women than men are affected by the HIV/AIDS epidemic i%@a”. The well-being of
women is harmed by some cultural traditions that are widely: revered in Nigerian society,
such as child marriage, levirate marriage, and poly@r, which all promote the spread of
HIV. As a result of more women getting inf .@b the disease, there is also an increase in

paediatric HIV which results from mothe%;c ild-transmission (MTCT)32.

2.1.3.2 Factors that Increase Ww’s Vulnerability to HIV in Africa

%w
Biological Risk Factqc)QQ

Physiologically v%qin are more prone to contracting HIV than men. Women are more
susceptible to ‘tissue injury during sexual activity due to their larger mucosal surface area,
Which@gexposed to pathogens as well as infection causing fluids for extended periods of
time. Due to cervical ectopy, which increases target cell exposure to trauma and infections in

the vagina, young women are at an increased risk?’.

According to reports, hormones such as progesterone contribute to a woman‘s inherent
susceptibility to HIV infection. Observational research indicates that progesterone-containing

injectable contraception depot medroxyprogesterone acetate (DMPA) may increase the risk
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of HIV infection in women?*. However, there are contradictory studies that have not
identified this risk®*. Injectable contraception is one of the most widely used contraceptive
methods in sub-Saharan Africa. On the basis of contradictory evidence regarding the role of
DMPA in HIV acquisition, the World Health Organization (WHO) issued a statement
recommending that women on hormonal injectable progestin contraception be counselled to

use condoms in addition to other methods of pregnancy prevention to prevent HIV

acquisition®, &

e
High levels of oestrogen and progesterone during pregnancy or from exog%%\rces may
result in anatomical changes to the vaginal mucosa or immunolgg@h@nges, such as an
increase in mucosal lymphoid aggregates or homone-induced@’}expression of HIV co-
receptors. Elevated levels of oestrogen are also associa.ta@%{l cervical ectopy in young
women, which increases their risk of HIV infection@ording to the research, seven to ten
days after ovulation in the women‘s menst .og@ a period of susceptibility during which
the likelihood of viral infectivity in the f%’le reproductive tract increases. This is due to the
fact that sexual hormones suppress t@}%ate, humoral, and cell-mediated immune systems.

This overlaps the upregulati gf HIV co-receptors and the recruitment of potentially

infective cells in the u@e)@%ﬂower female reproductive tracts®”.

Socioeconon@erahilities

The a@@ money spent on social services has been significantly impacted in the majority
of SSA countries by the region‘s last two decades of weak economic growth. African
communities have become even more impoverished as unemployment rates have risen and

social services like healthcare and education have shrunk. Reduced access to social services,

healthcare, and education affects women‘s ability to avoid HIV.

Another factor contributing to HIV transmission among women is poverty?’. Having a lower

socioeconomic class has been linked to earlier sexual experience, unlikely use of condoms, a
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higher risk that the first sex act is not consenting, and a higher likelihood of having engaged

in transactional sex or sexual coercion’®.

Sexual transactions for money are frequent in SSA. Female sex workers are 13.5 times more
likely to be HIV-positive than other women globally®. It is estimated that sex work is
responsible for 15% of HIV cases among adult females. When compared to the projected

106,000 deaths globally linked to female sex work, SSA has the largest percentage.of%;dths

female sex work®. ‘@
4%'»

Behavioural Vulnerabilities ) )\\a

attributable to female sex work, with an estimated 98,000 HIV-related deaths aEt@t\able to

The effectiveness of behavioural change in lowering HIV.ian@% is well established. These
include safe sexual practices such as use of condoms, ihg a single partner or reducing the
number of partners, abstinence or delaying se)gug\ih%aut as well as voluntary counselling and
testing. However, for many women, abs in@g\ﬁ not an option. Early sexual experience is
linked to risky sexual behaviours later cluding having several partners and less usage of
condoms and contraceptives?®, Stx‘ws conducted in Africa revealed a link between early
sexual activity and the pr@?e of HIV#. Strong HIV vectors in the community are
concurrent partnershi QAfrica, having multiple partners for sexual activity at once is
common. U d anal sex increases a person‘s susceptibility to HIV infection by 13

times %®n oral sex. The fragility of the rectal mucosa is mostly to blame for this*2.

Alcohol abuse in a large portion of Africa is characterized by sporadic, strong drinking
episodes, which generally take the form of weekend binges. These drinking habits may each
have different effects on one‘s capacity for condom negotiation, sexual decision-making, and

appropriate condom use. Studies have revealed that women with heavy episodic drinking
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patterns are more likely to experience sexual assault, use condoms incorrectly and

inconsistently, and contract an STD, including HIV#,

Structural Vulnerabilities

Women are vulnerable because of a variety of structural issues, such as migration, stigma
related to accessing medical care, gender inequity, and gender-based violence (GBV). Gender
inequality is created and maintained by social standards that require men and women téegt in
culturally acceptable ways*!. A lower level of education among women, few %C roles
for women, a lack of family, social, and legal support for women, and‘%k of economic
power for women are all consequences of hierarchical gender «r ‘%\%ich also include
notions of male sexual entitlement, the low social value andQ @;%Dof women, and ideas of

manhood linked to the control of women.*>. Due to %@palimd economic inequities that
m

keep money, land, and other resources out of v‘\%a s reach, they are more financially

dependent on men, more likely to engag@%‘h

ctional sex, less likely to be able to

negotiate safe sex or condom use with p s, and more vulnerable to violence*.
Gender norms encourage men Mage in multiple sexual relationships at once, whilst

0 ) . .
women are expected to be Qo amous and understanding of their partners® actions. Sexual

negotiation or refusa a woman may result in infidelity suspicions and intimate partner
violence, whi erequently accepted in these settings?’. Women who are sexually
subordi ace heightened risks to their reproductive health, such as maternal mortality,

unsafe abortion, coercive sex and rape, STIs, and HIV*. Violence against women is a
widespread problem that has been linked to STIs like HIV. In some countries, more than 50%
of women have claimed to have experiences physical violence from a partner they have an
intimate relationship with*. Having experienced sexual violence, one is also more likely to

engage in drug and alcohol misuse, have multiple sexual partners, exchange sex for drugs and
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money, and use less contraception’®. Women who are younger, poorer, and less educated are

more likely to experience intimate partner abuse’!.

People seeking HIV testing and treatment have been significantly influenced by stigma and
fear of disclosing their status32. Because they are typically expected to uphold the moral
traditions of their communities, women experience the worst HIV stigma and discrimination
because being diagnosed with HIV is an indication that they have failed in this regard>}»HIV-
positive women experience stigma, discrimination, and other human rights. vi @’&ns from

their families, their communities, legal and social organizations, healthca‘l%}it s, and the

workplace. . ‘%'\
N

In healthcare settings, information about HIV preven‘tio&%ﬁ?&> treatment, sexual and
reproductive health, and family planning is frequentl w@eld or delivered improperly. In
addition to being denied care WLWH have also bj% nied treatments, been treated harshly

t>*. Women are generally hesitant to get

and judgmentally, and not given informed@n

tested for HIV due to stigma, and they e power to execute HIV prevention®.

<
Regardless of the prevalence OM at the origin or destination, migratory populations
generally have higher rate@/ﬁinfection than non-mobile ones. Mobility might encourage
risky sexual behavi%gi)d migrants‘ social networking frequently provides opportunities for
sexual netw@!%%omen are becoming more mobile and frequent travellers for financial
reaso are frequently forced to labour in menial jobs including domestic work,
commercial sex, and informal trade because of their lack of education. A study that compared
migrant and non-migrant women in South Africa discovered that migrant women were older,
more likely to be married, have several sexual partners, and less likely to use condoms.
Migrant women had a 1.60 times greater chance of contracting HIV than non-migrant

women>°.
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Urbanization has also contributed to the rapid HIV spread. Urban HIV prevalence in sub-
Saharan Africa is higher than rural prevalence®’. New metropolitan cultures that set fewer
restrictions on sexual behaviour and marriage replace ancient village practices as a result of
urbanization. Additionally, societal problems like drug abuse, which encourages high-risk
behaviour, are linked to the loss of culture and social networks. Political unrest and warfare
are common in Africa, and they have an impact on the risk of HIV/AIDS by upsetting regular
social and risk networks, escalating poverty and social unrest, and weakening O%&}ioying
medical infrastructure. War and civil disturbance typically result in wid .Ng%opulation
displacement, damage social cohesion and relationships, and pro ote;’ romiscuity and
commercial sex®. It can also force people to move from areas % HIV prevalence to

areas with high HIV prevalence. Women who have been fom&%)relocated or are in transit as

a result of war or violence are more likely to repoﬂ«%&g goods or payment in return for

sexual services. . ‘%
O

2.1.4 HIV and Pregnancy (&6’

Women of reproductive age comprise’ more than half of all people living with HIV infection
worldwide and it is estimaﬁQt .‘2 more than 1.5 million women with HIV will give birth
annually®°. Whetheg{@nfected or not, the immune system of pregnant women is inhibited,
with dimini -mediated immunity. There is concern that pregnancy could speed up
HIV p n and so increase the likelihood of MTCT because of these usual changes in a

pregnant woman‘s body.

In affluent countries, the presence of HIV has little impact on the challenges or results of
pregnancy because to the greater accessibility of healthcare. HIV in pregnancy is a well-

known pregnancy problem in low-resource settings, requiring referral to tertiary hospitals for
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improved therapy. Researchers have reported that HIV-positive women may have an

increased risk of obstetric difficulties and bad neonatal outcomes.

HIV can impact obstetric difficulties and bad outcomes in a variety of ways. Due to their
general ill health and compromised immune systems, women who are HIV-positive may be
more susceptible to chorioamnionitis, a uterine infection that results in membrane rupture,
preterm birth, low birth weight, and puerperal sepsis, increasing the risk of M @&‘ther
diseases such as genital-tract infections, sexually transmitted infecti " ,Q@-nary-tract
infections, and bacterial pneumonia are more prevalent among HIV-positive women. HIV-

[ ”
positive women have a higher incidence of ectopic pregnancy, @y due to concomitant

STDs. . \QQ)

&
Additionally, women who are HIV-positive ma@rience obstetric challenges that are
worsened by a lack of access to adequate‘gl'@are because of stigma related to HIV.
Additionally, HIV is known to increa@ risk of maternal death, and women who are HIV
positive may experience additi nal\ mplications following surgery. According to some
estimates, pregnant wo @ést positive for HIV have an eight-fold greater risk of
maternal death. Aprgately 34% of maternal fatalities in SSA are attributed to HIV®!.
Determining‘ﬂ%pact of HIV is challenging since other factors, such as drug use and ART,

may al@gibute to pregnancy issues and poor outcomes.

2.1.4.1 Vertical Transmission

The term -vertical transmissionll refers to the process by which the HIV virus is passed from
an infected childbearing woman to her fetus or infant during pregnancy; labor; at birth; or

postnatally through breastfeeding. Vertical transmission can occur at any time during a
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woman'‘s pregnancy. Out of the estimate 37.5 million people living with HIV as of the year

2020, 1.7 million of them were children®.

More than ninety percent of these newly diagnosed cases of HIV were found in young people

residing in sub-Saharan African countries. There is a significant amount of heterogeneity

between nations, although the total incidence of newly acquired infections in children has

decreased by 24% since 2009 in the region as a whole®?. Q’}\
N

It is essential for the prevention of HIV transmission from mother to child that pregnant

women consent to HIV testing and are found to be HIV positive &\;g%)regnant women for

the HIV virus is based on this initiative, which aims to pr g?‘verﬂcal transmission of the

infection. QQ
%
N

2.1.4.2 Anti-retroviral Drug Therapy(b
Antiretroviral medication, also kM as Highly Active Ante Retroviral Therapy (HAART)
or combination therapy or ﬁg'%herapy, has had a significant influence on reducing the
progression of HIV @se and has also had an impact on the management of pregnant
women who a ® positive. This pharmacological therapy is a combination of three
antivira erugs from at least two different classes. It works by preventing the virus from
replicﬁ in the blood and reducing viral load to levels that are undetectable. This
medication therapy has had a significant impact not just on treatment, but also on the
justification and motivation for antenatal HIV testing. HIV testing, followed by medication
therapy, is an effective technique for minimizing the risk of infection in infants®?.

A woman'‘s ability to take her medication as prescribed is an absolute necessity for the

treatment to be effective; yet, some women will have trouble doing so, particularly if the HIV

25



diagnosis and her medication are kept a secret®. It may be difficult for mothers to retain their
desire for anonymity if they give their infants antiretroviral treatment for the first six weeks
of their lives. The most important things to keep in mind are that the viral load and exposure
to the new-born should be as low as possible throughout pregnancy in order to limit the risk
of vertical transmission, and this should be the end goal of any medication therapy
administered during pregnancy. %
>
2.1.4.3 Interventions and Birth Options . qg)&
HIV positive pregnant women are encouraged to accept additional protecti }nerventions.
This included the use of caesarean section delivery as a mode of @2@ obstetric units
now support a short duration, noninterventional vaginal 1tzirﬁkéﬂatemal viral load remains
undetectable prior to birth®. 'Q\
2.1.5 Psychosocial and Emotional Experienc.es)\ ong PLWH
The same negative psychological and soc@}l’ects that are experienced by people with
chronic illnesses are also experience HIV-positive people. They include having a
terminal illness, dealing with aMal HIV positive diagnosis, developing opportunistic
infections, and experiencir@&%n changes in physical and neurocognitive functioning®®.
They contend that ianltlon to social stigma, changes in social roles, decisions regarding
disclosure of 1 status, adjustments to sexual practices, and uncertainty regarding
materia nancial resources, there may be other psychosocial difficulties that arise as a
result of ‘adjusting to having HIV. As a result of beginning antiretroviral therapy, some
psychosocial difficulties may arise, including the occurrence of severe side effects, problems

with compliance and adherence, and even the perception of taking chronic medicine™.

People with HIV and AIDS have not been extensively characterized in terms of the burden of

recent or ongoing traumatic and stressful situations. Studies that looked at recent trauma
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among HIV-infected people, however, found relatively high levels of these events. A study of
HIV- infected individuals getting medical care, for example, found that 55% of women, 20%
percent of heterosexual men reported physical violence by a partner since HIV diagnosis®’.
Early intervention for PLWH would prevent the development of significant psychological
disorders as the disease progressed®®. HIV has a substantial impact on each individual, but it
also has an influence on their family, friends, and the larger community. The use of
antiretroviral therapy enables PLWH to retain their health and frequently to cond%(gqulte
regular lifestyles. Despite an increase in the number of PLWH receiving RQ@ne people
still do not have access to this medication. %'\

People‘s emotional responses when learning of their dlagno&%r)tdcomparable to those
described by the Kubler Ross stages of grief®®. They @wgh a variety of emotions,
including dread, sadness over a loss, guilt, demal@, anxiety, low self-esteem, despair,
suicidal behaviour or ideas, spiritual challe ‘\%OGCOHOH’IIC problems, and finally hope
and equilibrium. Support from close frie%and family members and counselling are crucial
components of a person‘s phys%@;‘)sychological well-being and assist the person in
achieving a state of equilibriuq%mgi hope where they may embrace life with HIV and AIDS
in a positive way®’. QQQ

N

2.1.5.1 Psych%& factors in HIV Infection

Any p %o is given a positive diagnosis of HIV will experience repercussions as a result
of the serious nature of the disease. For any given person, receiving a positive diagnosis
might have a wide variety of implications™. It is a dangerous condition that can risk one‘s
life. Individuals may exhibit signs of depression and anxiety. It is difficult for HIV-infected
individuals to get assistance in times of need due to the widespread stigma surrounding the

disease and its route of transmission. Issues of integrity and trust, which lie at the heart of
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personal partnerships, are challenged. The results may include relationship loss and even

domestic violence’!.

Because sexuality is such a taboo topic in most cultures, it may be difficult for individuals
and families to confront the difficulties in an open and honest manner’?. This can lead to
complex bereavement, resentment, distrust, and despair. As a result, most HIV-infected
people can be expected to endure psychological anguish. There is little doubt that pr(a&('iing
emotional or psychological assistance to all affected people should be part o.f cm@?&hensive
HIV treatment. However, distinguishing between an expected and trasmsi }y action to
adversity and a mental condition requiring additional psyc.h@:al or psychiatric
intervention is essential. &%\

There has been much speculation on the role that mental &i@ers play in the spread of HIV.

It is suggested that people with mental disorders ma}bﬂore at risk of acquiring the disease

as a result of risky sexual behaviour. Cﬁ

2.1.5.2 Psychological Effects of HIV (&6

Frequently, receiving an HIV di%!%is results in the first shock of a positive serology test,
panic over the course of @s :se, dread of losing family and friends, and worries about
disease transmissio& addition to the rise in opportunistic illnesses, these emotional
stressors may%@ HIV-infected patients to experience sadness or other mental health

issues with HIV tend to have depressive disorders more frequently than the general

population does”.

2.1.6 Stress-Related Psychological Conditions and HIV
When the HIV epidemic first started, it was believed that there wasn‘t much to give those
who contracted the virus. At that time, being seropositive was viewed as a -death sentencell 7.

It was evident that HIV-positive individuals were going through a lot of psychological pain.
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When antiretroviral therapy (ART) was introduced, those who were seropositive for HIV had
hope and optimism for a recovered mental and emotional state’>. However, there is still little
information available on psychological health service use among PLWH. In countries with
adequate resources, mental health services have been incorporated into HIV programs for
many years due to strong evidence of the connections between mental health and HIV.
According to studies conducted in these nations, HIV-positive individuals frequently struggle
with depression and anxiety disorders as they come to terms with their diagnosési&‘(&der

what a positive HIV test result means, learn to live with a chronic illness tléft'@@ a serious

risk to their health, anticipate and learn about the disease‘s progression, and experience the

N
A\
&

2.1.7 Overview of Depressive Disorders .6\

loss of friends and family.

Depression is a complex condition with clinjc&liverse symptoms including mood and
cognitive function abnormalities’®. Depres@orders can be broken down into different
categories in accordance with the Dia ¢ and Statistical Manual of Mental Disorders V
(DSM-V), including major depres&é disorder, persistent depressive disorder, premenstrual
dysphoric disorder, disrugtive ?nood dysregulation disorder, substance-induced mood

disorders, and mood OQ@!ers brought on by medical conditions”.

The mental if%]gmown as major depressive disorder (MDD) is characterized by symptoms

such interest in everyday activities, insomnia, excessive sleeping, weight loss or

gain unrelated to dieting or excessive eating, psychomotor difficulties, memory problems,
and suicidal thoughts that last for at least two weeks and limit the sufferer‘s ability to

function’®.

Persistent depressive disorder (PDD), formerly known as dysthymia, lasts at least two years

in adults and one year in children. PDD generally grows worse over time, producing
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symptoms like functional impairment and suicidal ideation”. Premenstrual dysphoric
disorder (PMDD) occurs in menstruating women before monthly menstruation and fades
immediately after menstruation’’. Irritability, tension, sadness, and mood swings are some of
the more distressing PMDD symptoms, although breast soreness and bloating can also be a

problem.

Disruptive mood dysregulation disorder (DMDD) is characterized by irritable cgn@bct or

excessive temper outbursts (verbal or behavioural) in children under the age of te over a

year, children with DMDD have regularly displayed evident irrational@b three or

more times each week®’. . 603

Depression is a mental health problem that can impede a. pers@?&%apacity to lead a regular
life, including the ability to hold down a job, atte 5@&1, and do other routine duties.
According to the Diagnostic and Statistical M § of Mental Disorders (DSM-V)”7,
Individuals are clinically diagnosed with —(@rj 1ve disordersll if they exhibit five or more
of the following symptoms for at least @eeks: a depressed mood and/or a substantial loss
of interest or pleasure in living acN}k:s, plus at least four of the following:

&'\
1) Significant Uninte@%ight Loss or Gain,
2) Insomnia or é\sfve Sleeping,

-

3) Agitatio@ ychomotor Retardation Observed by Others,
4) Fatig&r Loss of Energy,

5) Feelings Of Worthlessness or Excessive Guilt,

6) Decreased Ability to Think or Concentrate,

7) Indecisiveness, And

8) Recurrent Thoughts of Death.
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2.1.7.1 Global Burden of Depressive Disorders

Mental disorders are among the leading causes of the global health-related burden. The
Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) 2019 showed that the
two most disabling mental disorders were depressive and anxiety disorders, both ranked
among the top 25 leading causes of burden worldwide in 20198!. This burden was high across
the entire lifespan, for both sexes, and across many locations. Perhaps more impor.tantly, no

reduction in the global prevalence or burden was detected for either disorder %@\1990,

despite compelling evidence of interventions that reduce their impact®?. ,%’\QO
o . N
2.1.7.2 Causes of Depressive Disorders %)\\,

Depressive disorders have a complex etiology that takes im%}%ount important biological,

N

social, and psychological factors. The underlying bi causes are thought to be genetic
differences and/or chemical imbalances in @body. An imbalance of monoamine
neurotransmitters like serotonin and nor dr@g}ne has been hypothesized as a physiological
cause of depressive disorder. A decr serotonin levels may cause depressive diseases
since serotonin is the neurotransw that controls the body‘s mood, sleep, aggression, and
sexual behaviour, among oQ I?ctions. According to the catecholamine hypothesis, a drop

in the hormone noge{. rine, an excitatory one, might lead to a depressed state of mind.
The catecho‘z@gleory has a fundamental fault in that there are no defined gold standards
for qu@g the amount of neurotransmitter in the brain®’. Predisposing negative life
events such as losing a job, being isolated from family and friends, losing a loved one, ending
a relationship or marriage, being laid off, suffering a physical injury, going through traumatic
experiences as a child, suffering from illnesses, and having insufficient social support
networks are examples of social factors. Psychodynamic, cognitive, and behavioural

components are
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examples of psychological factors. Unhealthy self-perceptions over time can also lead to

depressive diseases.

2.1.7.3 Treatment of Depressive Disorders

Depression is a condition that can be treated. The many stages of depression each have their
own unique set of symptoms and treatment choices. The treatment of depressive disorders
can be broken down into three distinct categories: acute treatment, continuing treatn %iand
preventative treatment. The therapy modalities that are utilized are geared s 9\@!%‘?)' for the
treatment of persistent depressive disorders. Some examples of such thing‘s§alk treatments
and pharmaceutical antidepressants. It has been demonstrated’ w most effective
treatment for the debilitating effects of depressive disorde.rs i&@’nal adherence to treatment

with antidepressant medications and psychotherapie%@
2.1.8 Depression Disorder and HIV Cj\iﬁ%

Being HIV positive doesn‘t always or \}%;@arily result in depressive disorders. It may result
from psychological stress, neu‘(@ﬂiatﬂc changes brought on by HIV infection, or
psychiatric side effects of fhedication, and it may fall under the DSM 5 category of

substance- or medi@ ced depressive disorder, which is classified differently

depending on the Nance or medication used.

QO
With @alence of up to 39% of the population, depression is the most often seen mental
health problem among PLWH?®®. The prevalence may be even greater among substance users.
Depression symptoms have been linked to risky behaviour, pharmaceutical non-adherence,
and decreased survival. Grief, stigmatization, dread of others® reactions, anxiety about the
future, changes in identity, as well as psychiatric illnesses, particularly depression, are among

the mental health issues experienced by people living with HIV.
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2.1.9 Perinatal Depression

The perinatal phase, a crucial stage of pregnancy and the beginning of motherhood, is a
vulnerable time for the emergence of mental health conditions such perinatal depression
(PND)?®. In accordance with the -with peripartum onsetll specifier for depressive disorders,
the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) defines
PND as a major depressive episode that occurs during pregnancy [antenatal d.epression
(AND)] or after childbirth [postpartum depression (PPD)] (onset during pregnan%%ithin
4 weeks after delivery)’””. PND should not be confused with the so-called = . %@ blues, |
which are a common state of mood fluctuations, tiredness, teyfq%ssx irritability, and
feelings of anxiety that normally pass 10-14 days following deliy@!
: QQ)
In addition to variety of biological factors which md@ﬁe temperament during the early

postpartum recovery phase, the accumulat@g%chological stressors durn the course of

the first year after childbirth also confsibute” to the occurrence of depressive episodes.
Depression during the perinatal rio%% be characterized low mood, loss of energy and/or
interest in everyday activitie,g]gep issues or changes in appetite/weight, poor attention,
feelings of worthless s@%rse, and/or hopelessness, and suicide ideation. Five or more
specific symptomséf%lu ing a depressed mood or loss of interest, must be present for at least
two weeks in to diagnose severe depression’’. According to DSM-5 criteria, depressive
episod@igstart more than four weeks after delivery are classified as depressive disorders

without the peripartum modifier. But in reality, the important risk windows for depression

diagnosis and treatment are during pregnancy and for up to a year after delivery®’.
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2.1.9.1 Risk Factors of PND

PND has been associated with a number of risk factors, including social, psychological,
biological, and genetic factors®’. The increased probability of developing AND symptoms has
been associated with history of depression, maternal anxiety, low exercise frequency,
unexpected pregnancies, intimate partner violence, history of child abuse, lower income,
poorer education, smoking, single status, and poor relationship quality®®. . (b,

According to literature review, the strongest two risk factors for PPD are AND %@ﬁrrent
domestic abuse®. A meta-analysis of 56 studies found that the incidence ; as 17.7%
worldwide, and that higher rates of income inequality, maternal m(.)rta ity, iglfant mortality, or
women working 40 hours per week were responsible for 73% q&@g\&'ariation in prevalence

e

between nations®. * Q
N

2.1.9.2 Health Consequences to the Mother and 4%ﬂ'spring

taneous abortion, delayed foetal development, a

Both the mother and the child may Su@ave health effects as a result of PND.

Preeclampsia, placental abnorrnalitieé)
greater incidence of preterm aIM birth weight, and increased rates of prenatal and
postnatal issues have all 1t&?@y&iated to AND?®®, PPD can have a detrimental effect on a
mother‘s capacity to to the role of mother, her confidence in caring for her infant, her
quality of li Q her connections with other people, the emotional, cognitive, and
behavi @Vdopment of her children, and the father‘s mental health. Additionally, some
pregnz&omen who are depressed have a higher risk of suicide. According to estimates,
suicide may account for up to 20% of maternal mortality. PND can also have an impact on
children because they are more likely to experience serious developmental delays. For
example, children who have PND may exhibit decreased activity, fewer facial expressions,
decreased attentiveness, and physiological changes such as elevated cortisol and decreased

dopamine and serotonin levels®!.
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2.1.10 Depression in HIV-Infected Pregnant Women

Women experience major bodily, social, and psychological changes during pregnancy and the
postpartum period; the presence of HIV adds another level of complication®>. For WLWH,
pregnancy may be a time when they are more emotionally vulnerable because of different

social factors, issues with disclosure, and stigma related to HIV®3.

Women living with HIV/AIDS are more likely to suffer from depression, and the ris‘k,@ be
enhanced during pregnancy. HIV is a neurotropic virus that can penetrate and %&e in the
central nervous system at the time of initial infection. As a result, the virus \may produce
symptoms of depression. Notably, depression is associated with det:i&J D4 counts, faster

Q'}%

immune function decreases, and higher mortality.
In general, depression is one of the most commo @bidities of HIV infection, is

associated with the HIV-infected person‘s physi(‘:% th outcomes, and can limit his/her
ability to receive HIV/AIDS‘s treatment. ( wgéﬁ

associated with greater non-adherence éé‘%tiretroviral treatment, faster disease progression,

1So found that depressive symptoms are

and overall lower quality of lﬁ&%pressive symptoms negatively impact biomedical

outcomes among PLWHs, With their self-care, and their quality of life. All of these
findings show the need thl HIV-infected pregnant women through screening, detecting,
treating, and \@Mg major depression. Early detection and appropriate screening tools

improve Q se findings and encourage early treatment.
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2.1.11 Factors Associated with Depressive Disorders In WLWH

Depression and Psychosocial Factors

In some studies, the psychosocial impacts of depression on the progression of the disease and

on a person‘s life expectancy were particularly obvious among HIV-positive individuals who

had a history of poor psychosocial experiences connected to their lives. When compared to

those without HIV and never experienced depression, PLWH, especially women, hzi@%arly
Q

two-fold increased risk of dying from AIDS. . QO

Based on the analysis of the number of CD4 cells and the viral load, 41%ha.§ een determined
that the variation in the progression of HIV disease is prima@%sed by psychosocial

factors such as a lack of hope, a depressed mood, and -angkgﬁllity to cope, regardless of

whether or not the medication is being taken®*. @

Beneficial psychosocial components inc@m}%cial support, a coping mechanism,
spirituality, and outstanding personal co@ct may be helpful for PLWH since they have a
positive influence on how those @uild their lifestyles and may prevent the disease from
progressing to AIDS. In a siﬂ%ﬂvein, numerous studies lend credence to the idea that the
presence of psycho@&%ﬁables and depression, regardless of the presence of an

opportunistic infectidn, can have an effect on immunological suppression and the course of
soﬁ

disease in p@

Depression and Neurohormonal Factors

who are living with HIV.

There is evidence from several peer-reviewed studies that CD4 cell loss and a rise in viral
load are mostly caused by hormones linked to stress, anxiety, or depression when
antiretroviral therapy is not used. This could hasten the development of AIDS and reduce life

expectancy®.
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In spite of the fact that taking antiretroviral medications as prescribed lowers the risk of
depression in PLWH®, some treatments may have an impact on the noradrenergic effect and
hasten HIV disease progression, whereas beta-blocker medications that inhibit the adrenergic

mechanism may slow disease progression?’.

Depression and Virologic Factors

Lack of antiretroviral medication adherence, alcohol abuse, and other risky behav'@@eve
been highlighted as mediators of the relationship between depression and ig\@é&al loads

and poorer HIV disease outcomes®®.

. "
Among the impacts of HIV on the immune system is a considerz@ease in CD4 count,
which renders HIV-positive individuals prone to oppormm&g)infections”. HIV primarily
infects CD4 T cells, which represent the majort@fected cell types. As cytokine-
producing cells, these cells play a crucial .r()@ the immunological defences against
opportunistic infection®®. Greater averag@&ﬁr)l depression has also been associated with a
quicker decline in CD4 count®. Th%%lmones generated by the adrenaline gland during

depression and anxiety had arr§ffec on CD4 count, indicating a link between depression and

immunological suppressm@

2.1.12 Psycho Q:l\tress in WLWH

There @ prevalence of stress among PLWH. But compared to men, women experience
more psychological stress®?. HIV-specific and non-HIV-specific stresses can affect WLWH.
Stressors that are particular to HIV have a direct impact on HIV diagnosis and therapy, but
stressors that are not specific to HIV do not. Poverty, stigma, prejudice, unemployment, and
violence are examples of common stresses. WLWH*s poor physical and psychosocial health

as well as the onset of psychiatric issues may be linked to psychological stress'®. Qualitative
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research has shown that psychological stress among WLWH can restrict access to and
retention in HIV treatment, health-related quality of life, HIV transmission risk, and

depression!®!,

Not all WLWH experience chronic psychological stress or other mental health disorders
connected to their HIV status, despite the fact that HIV infection is one of the risk factors for
chronic psychological stress among SSA women'%2. This highlights the value of resilience
and how each person reacts differently to stress related to receiving an H}V g\sis. In
response to tremendous stress, some people might not experience any sy \ all, while

others might get psychiatric problems like post-traumatic str.eg(:&&sarder. Reportedly,

personality factors, social support, and coping style contribute to@ H*s ability to adjust to
2.2 Theoretical Framework : @

HIV-related stress'®.

The perinatal period is a period of consid'@ale physical, mental, and social transformation in
women, and these changes can b%%j%ly difficult for women living with HIV. During the
perinatal period, this population faces psychosocial issues such as stigma, discrimination,
social isolation, and t@@%ransferring HIV to their child. This theoretical review intends
to provide a su. 1%% of the theories and literature that have been developed regarding the

psychological difficulties faced by women living with HIV throughout the perinatal period.

2.2.1 Soc;al Support Theory

When dealing with difficult life events, such as pregnancy, childbirth, and HIV diagnosis,
social support is a vital resource. Individuals' well-being, ability to manage stress, and health
outcomes can be improved through social assistance. Theoretically, there are different types
of social support, including emotional, instrumental, informational, and appraisal support!'%4.

Empathy, love, and companionship are examples of emotional support, while material and
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financial resources are examples of instrumental support. Informational support is the
provision of counsel, direction, and data, whereas appraisal support is the receipt of

comments and approval of one's actions and attitudes.

According to research, social support is essential for the health of women with HIV infection
during the perinatal period!®. Higher levels of social support for women are associated with
improved antiretroviral medication adherence, better mental health outcomes, and a Jower
risk of HIV transmission from mother to child'%. By creating a supportive and @&,}f-bias
environment, disseminating correct information, and directing womel% support
services, healthcare professionals can play a crucial role in providing social support to

women living with HIV during the postpartum period'?’. Q'}%'\

2.2.2 Stress and Coping Theory ®
According to stress and coping theory, peo@%@ stressed when they perceive that their
a

resources are insufficient to handle the @ nds of a particular circumstance!'®®. People can
cope with stress and preserve theli ps%b logical well-being by using coping methods such as

asking for social support or a esging problems.

The physical and me@l)g%enges of pregnancy and childbirth, the stigma and prejudice
associated wit \‘and the fear of transmitting HIV to their unborn child are among the
numerous @al nges that women living with HIV experience during the perinatal
period!®%’ Women can manage these challenges and retain their well-being using effective
coping mechanisms. Studies have demonstrated that self-care practices, including exercise
and meditation, social support, and antiretroviral medication regimens, can enhance the

mental health of women with HIV throughout the perinatal period!%.
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2.2.3 Diathesis-Stress Model

According to the diathesis-stress model, a person's biological susceptibility (diathesis) and
exposure to stressful life events (stress) interact to cause mental health issues'!!. In the case
of women with HIV in the perinatal period, their biological susceptibility can include
difficulties in dealing with a chronic illness on a physical and mental level, as well as the

possibility of vertical transmission of HIV to their unborn child!'2.

The physical and mental demands of pregnancy and childbirth, as well as societ%@n\a and

prejudice associated with HIV status, can all be stressful in this situation!!

According to previous research, pregnant women with HIV are 'r@%pely to experience
stress, anxiety, sadness, and other mental health issues!!?!13, A@%ﬂg to the diathesis-stress
model, women with a biological predisposition to e@aealth issues, such as a family
history of mental illness or genetic predispositionsy may be more likely to experience these
issues as a result of being exposed to st@ associated with prenatal care and HIV.

Additionally, the model suggests th@al support and coping strategies may act as

protective factors that help mitigé&@ negative effects of stress!!!.

'\
Therefore, identifying th(@ may be at an elevated risk for mental health problems and

informing the deve% t of interventions to lessen these risks can benefit from knowledge

of the psyc@challenges faced by women living with HIV throughout the perinatal

period iathesis-stress model can offer a framework for comprehending the intricate
interactions between biological vulnerabilities and environmental stress in the emergence of

mental health issues in this population.
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2.2.4 Biopsychosocial Model of Health
The biopsychosocial model of health examines how social, psychological, and biological
factors interact and influence health outcomes!''*. This implies that biological, psychological,

and social variables are interrelated and can affect a person's health and well-being.

The biopsychosocial framework emphasises the significance of treating the biological,
psychological, and social aspects that influence health outcomes of women living with, HIV

throughout the perinatal period. Q‘}\

The risk of HIV transmission from mother to child and the health of t@her and child
might be influenced by biological parameters, such as HIV Vfr&%(? and CD4 count.

Adherence to antiretroviral therapy and the mother's over@s@alth can be affected by

psychological variables, including depression and a%@xe social support the mother has

stigma and discrimination. Cj\\'

Q

access to, and her overall quality of life might bg%n cted by societal variables, including

2.2.5 Intersectionality Theory

According to the intersecti '\theory, people have many intersecting social identities,
such as race, gender, @Qcioeconomic class, which influence how they perceive privilege
and oppressi “&ﬁtersectionality theory emphasises the particular experiences and
difﬁcult@@e ienced by women who hold many marginalised identities in the context of

women living with HIV.

For instance, during the perinatal period, women who are black or Latin, low-income, and
HIV- positive may experience increased marginalisation and prejudice'!®. The intersectional
issues that affect the lives and well-being of women living with HIV throughout the perinatal

period must be acknowledged and addressed by healthcare practitioners.
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2.2.6 Health Belief Model
According to the health belief model, an individual's health behaviours are influenced by their
beliefs about health and illness as well as their views about their own susceptibility and the

benefits and barriers to taking action'!”

. The health belief model emphasises the necessity of
recognising and treating the beliefs and perceptions that influence women living with HIV

during their postpartum period.

For instance, women who believe that antiretroviral therapy is ineffective or t%@ is a
death sentence may be less likely to continue adhering to treatment d@t perinatal
period!'®. Providing correct information and dispelling myths abpt@hand antiretroviral

medication are two ways in which healthcare professionals can é@ these views.

>
2.3 Review of Empirical Studies Q

2.3.1 Studies on Antenatal Depression in ] \@

A study in Zimbabwe conducted with a @ of 198 participants to determine the prevalence
of depression in the antenatal %&)reported a prevalence of 39.4% according to the
Edinburgh Postnatal depressiefiseale (EPDS) '"°. According to the study, factors associated
with antenatal depre@)@%e intimate partner violence (IPV) and previous history of

depression. \,
QO

An institut@— ased cross-sectional study conducted among 291 HIV-positive pregnant
mothers frOm Northwest Amhara during the COVID-19 pandemic reported depression levels
of 28.7% among its participants'?’. The levels of depression were assessed by using the nine-
item Patient‘s Health Questionnaire (PHQ-9). The study found six variables to be associated
with the outcome variable of depression. Among the variables entered in the multivariable
logistic regression analysis; the age of the mother, residence, known HIV serostatus during

pregnancy, age in the first pregnancy, and COVID-19-related knowledge were independently

42



associated with the outcome variable of depression. In another cross-sectional study
conducted in Tanzania, the prevalence of depression and anxiety among 200 pregnant women
living with HIV from antenatal care clinics was determined'?!. The study reported that fifty
(25.0%) women met screening criteria for possible depression (EPDS >10). The study also

found that depression was associated with relationship status, food insecurity, and HIVshame.

A representative sample size of 368 respondents was employed in a similar study in Ethiopia
to determine the prevalence of depression and its association with adherence. to f%’{;\among
HIV-positive pregnant women'??. Participants were conveniently sam 2 health
institutions offering ANC services and depression was screened g&t{le Patient Health
Questionnaire-9 (PHQ-9). Results from the study showed that &%’ the total participants,
175(47.6%) had depression. The study reported that pregﬁ omen with low income were
twice as likely to have depression. The results also@ed that women with WHO clinical
Stage 1 disease were less likely to have depressi %n women with more advanced disease.

There was also a statistically significant @mation between depression and nonadherence to
ART. \;()(b

In a cross-sectional study “assessed the association between HIV disclosure and
depressive symptoms@nﬁ 392 pregnant WLWH in the Democratic Republic of Congo

(DRO), depre%v@mptoms were screened with the PHQ-9'2, According to the study
H

disclosure 6

among en who knew their HIV status before their current pregnancy but not among

status to one‘s partner was associated with lower depressive symptoms

those who were diagnosed during their current pregnancy. Also, women who reported that

their partners were living with HIV had lower PHQ-9 scores compared to women who did not

know their partner‘s status.
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2.3.2 Studies on Postnatal Depression in WLWH

In a study in South Africa, the prevalence of postnatal depression (PND) symptoms as well as
the clinical and obstetric risk factors among HIV-positive women in health facilities in a rural
health district was determined'?*. The Edinburgh Postnatal Depression Scale was used to
measure PND from 386 women who had delivered a live infant. The prevalence of PND
symptoms was 42.5%. According to the study, the maternal variables associated with PND
were level of education, monthly income, and source of income. While the logisti&:&%&ssion
analysis yielded significant associations between clinical and obstetric va .Hiﬁ% pre-term
baby, baby health status, baby hospitalization, and knowing the b y‘g IV status, the
multivariate analysis reported that none of the clinical and @%1 risk factors was

independently associated with the PND. . \QQ)

Another study in South Africa aimed to identify '@JGIS of perinatal depression among
women living with HIV withing the co : B& he study also aimed to examine the
association between perinatal depression'@ infant feeding. The results of the study revealed

that almost half of the sampl (4&? o) had scores indicative of moderate depression

according to the PHQ-9 tool. %.\

2.3.3 Studies og I@aived Stress in WLWH

A study carried out in Niger State, Nigeria, sought to explore the associations between
resilie@nd stress related to HIV among women living with HIV!%, The study consisted of
768 women living with HIV, that were attending three randomly selected hospitals that
provided primary healthcare. The results from the study showed that there were moderate
levels of stress as well as a higher level of resilience among women living with HIV. The

results revealed that perceived stress had a mean score of 26.93 + 6.35.
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A longitudinal study carried out in China explored the stressors related to HIV which affect
people living with it'?6. The study investigated the factors associated with stress levels as well
as the moderating abilities of social support against the negative effects of stress on health.
The HIV/AIDS Stress Scale was used was used to assess stress at baseline and one year after.
Results from the study showed that there were significant decreases in stress levels 1 year
after diagnosis. Stressors regarding confidentiality, disclosure, emotional distress, fear of

infecting others, and excessive attention to physical functions were the most pro@&c at

baseline and 1-year follow-up. ,%\

2.3.4 Studies on the Psychosocial Experiences of WLWH . \

A longitudinal qualitative study was carried out among WLWI&?@westem Kenya with the
aim of exploring their mental health trajectories from preg@cy and across the postpartum
period!?’. The study was carried out by conducting semi-structure interviews with 30 WLWH
at three time points, 2838 weeks pregnant, .w%ks ostpartum and 5—7 months postpartum.
The results of the study revealed that %nmal insecurity was a central theme. Financial
insecurity was attributed to lossw% ent, the financial demands of caring for a child

and lack of support from ners. Results further revealed that financial strain led to

worsening levels of f@'@y and challenges in the engagement of HIV care.

Another stud‘v%@and explored the experiences of women who were diagnosed with HIV
when pr 1@‘[ r as mothers'?8, The study utilized a narrative approach which focused on
storie(éounts. Participants were chosen using purposive sampling and 11 in-depth
interviews were conducted for the study. The analysis of the narratives of the women
revealed that the HIV test result was unanticipated, the dominating response to the diagnosis
was fear and seeking ways to prevent vertical transmission and mothers were more troubled

about the possible repercussions of the diagnosis for their children.
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A study conducted in Lima, Peru aimed to describe the emotional experiences of mothers
who had initiated ART during pregnancy or within a few years of childbirth3*. The study was
conducted with 8 women that fulfilled the eligibility criteria. The study utilized an
interpretive phenomenological approach. The data analysis revealed themes that covered the
emotional experiences of participants after receiving their diagnosis, emotions that were
unique to the experiences of being a mother living with HIV, and the emotional responses
from the participants with regard to their family and partner relationships, ‘@ data
specifically highlighted the ability of the participants to seek and provid‘e@‘ hat aided
. @*x

%

2.4 Conceptual Framework . QQ;&

their own emotional recovery.

This study used and modified the structure of a Ug@g}udy that assessed the prevalence
and risk factors for major depressive disorders h@gg people living with HIV/AIDS in the
semi-urban Entebbe district!%. The concb& ructure was founded on the Diathesis-Stress
Model. The Diathesis-Stress Model p@es a comprehensive description of how genetic and
biological variables interact wi&%ﬁonmental stress to cause disease.

R

Specifically, the mo suggests that stressful life events may increase a person‘s
susceptibilitf%gain psychological diseases. According to the theory, at-risk people need
an ab@ high amount of stress to start showing symptoms of an illness if they have low
resilience or are more susceptible to it, and vice versa. This study‘s conceptual framework
found psychosocial factors that predispose HIV-positive women to depression and stress

during the perinatal period.
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2.4 Summary of Gaps in Literature Reviewed

There is a large gap in the literature regarding the psychological health of HIV-positive
pregnant women. While a significant amount of research has been conducted on the clinical
aspects of HIV management, antiretroviral therapy, and medical outcomes of HIV during
pregnancy, little attention has been paid to the psychological well-being of these women. This

is especially true in low- and middle-income countries such as Nigeria where mental health is

N
not prioritised. \
&

Studies have shown that pregnant women living with HIV may face hi &f stigma,
contributing to poor mental health outcomes such as depression and,@&ety. However, there
are few studies on effective strategies for reducing stigma %%\proving these women's
psychological well-being. More research is also requir.e@ understand the relationship
between HIV, pregnancy, and other social deterrnim% of health in Nigeria. For instance,
research is required to better understand h .t@p ychological health of pregnant women

living with HIV in Nigeria is impacted %Poverty, gender inequality, and access to health

care resources. V@

In low- and middle—income§ tries like Nigeria, there is a critical need for more research
on the psychological health”of expectant HIV-positive women, as well as interventions that
are especially i@o the cultural and contextual factors that influence the outcomes of

mental Q health in this population.
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Chapter Three

Methodology

This chapter explains the processes used execute research necessary to meet the objectives of
the study. It discusses the research design and the methodology‘s constituent parts, such as
the study‘s demographic, sample, recruitment, location, instruments used for gathering data,
and analytical strategy. %
>

3.1  Research Design . ’\qg)&
To achieve the objectives of this study and better understand the psychosocial health of
WLWH during pregnancy and early motherhood both quantit;t%géaa 2 qualitative data
needed to be gathered. Thus, a mixed-method design was &%}d For this study, the first
phase involved the use of a facility-based cross-secti @vey to collect quantitative data

after which a qualitative instrument was used to ct data for the second phase.

¢
&
P
3.2 Population of the Study\)

The study population consj of women living with HIV over the age of 18 that are

pregnant or have gi@h within the last two years attending anti-retroviral treatment

N\

clinics in Iba@ state, Nigeria.

A tota@gur treatment centres within Ibadan, with a high prevalence of the target
population, were selected for this study. The centres are;

e State Hospital, Adeoyo, Ringroad

e Adeoyo Maternity Health Centre

e St. Mary Catholic Hospital, Eleta

e Saint Annes Anglican Hopital, Molete
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3.3 Sampling and Sampling Techniques

A purposive sampling method was adopted in selecting the health facilities because ART
treatment is not available in all health facilities. The facilities chosen had a high prevalence of
the target population needed to conduct this study. Simple random sampling was utilized to
choose WLWH from each of the health facilities who were currently pregnant or had recently
given birth for the quantitative portion of this study. For the purpose of the study, which will

inform a representative sample, simple random sampling gave WLWH an equal op&‘nity

to participate. This technique was chosen for sampling since it is impart; In&ssisted in

[ ) ﬂ
&%@
3.3.1 Sample Size
: &

3.3.1.1 Sample Size for Quantitative Phase@

The sample size for the qualitative phase of 's@ was determined using Fisher‘s formula

gathering accurate data'.

for the determination of sample size for d%{l 1ve studies.

\)Q»

. &'\

rq
n= L DQ

d )

n = Desired s ze Z = Standard normal variable, 1.96 at 95% confidence level
p =Esti %proportion of q=(1-p)
pregn@men with depression?
d = Allowable error a = Level of significance

The population proportion of 26.6% gotten from a previous study on the prevalence of

depression in pregnant women?. The estimation of sample size for this study will be given as:
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Za (1- ©)=1.96 p=26.6
2 2

d=5% or 0.05 o =15% or 0.05

Therefore, the estimated sample size (n)=300.

Correcting for a non-response rate of 10%, the estimated sample size will be n/0.9

Thus, the estimated sample size=333

3.3.2.1 Sample Size for Qualitative Phase ‘i\

The sample size in qualitative studies is less than in quantitative studies re are no
established guidelines for calculating sample sizes in qualitative researc&lA%ordmg to some,
qualitative research is concerned with meaning rather than general%)}m. Thus, investigating
a smaller number of individuals may allow for a more in Q&B evaluation of the qualities

addressing the problem under consideration®. It l@ been proposed that qualitative

researchers defend interview samples based on q&aﬁve methodologists‘ recommendations

and identify samples utilized in similar stgédlg_)

Similar qualitative research with Hl@écted pregnant and postpartum women employing
in- depth interviews have e loxed sample sizes ranging from 17 to 20 3°. This study
interviewed 17 peopl @)n the recommendations of research methodologists and the

sample sizes utilize&@ previous studies.

3.3.2 Ehigihility Criteria

The eligibility criteria are a construct that helps to select individuals who should be included
or removed from the study sample. The study participants were WLWH attending and
receiving treatment at the 4 selected HIV clinics in the Ibadan metropolis of Oyo State.
Eligible participants for this study were WLWH, 18 years and above who are pregnant or had

experienced pregnancy in the last two years before recruitment.
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Inclusion Criteria
All participants of the study were women living with HIV that are at least 18 years of age or
older, who are pregnant or have been pregnant within the last two years, receiving

antiretroviral treatments in the selected healthcare centres.

Exclusion Criteria

This study excluded all women were unable to provide express voluntary consent fo&

participation. ° ,\qg)
3.4  Description of the Research Instrument
&

Quantitative Phase

A questionnaire was used to obtain information on the socio-de@n&@hic characteristics of
respondents and the factors associated with the psychosoc;a@allenges.

Two instruments were used for the collection of data 0w depressive symptoms and perceived
stress respectively. They are: 0 @

1. Edinburgh Postnatal Depression S SEPDS) for measuring depressive symptoms.

20

2. Perceived Stress Scale fo@mg perceived stress.

'}
Edinburgh Postnata e@%an Scale (EPDS)

The Edinburg f&‘ga‘[al Depression Scale was used to assess symptoms of perinatal
depression . scale has 10 items with responses on a 4-point Likert scale ranging from 0
(absen@ depressive moods) to 3 (worst mood). A total score ranging from 0 to 30 is
calculated, and a cut-off point of >12 indicates an increased likelihood of clinical depression.
The scale does not mention the words pregnancy, child, birth, or infant and has also been

validated in a non-pregnant population?®.
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Perceived Stress Scale

Perceived stress was measured using the Perceived Stress Scale. The Perceived Stress Scale
(PSS) is a 10-item self-report assessment of the stress domains of unpredictability, lack of
control, burden overload, and stressful life circumstances’. Responses are on a 5-point Likert
scale ranging from 0 (never) to 4 (very often). The PSS score is the sum of all responses with

higher scores indicating more perceived stress and can range from 0 to 40.

Qualitative Phase Q’}\
The qualitative phase consisted of individual interviews connected (that \ lving the
same participants) with the survey study through sampling. The indi‘\&lgl interviews were

conducted using a hybrid, narrative/semi-structured format. *&CQ\

The semi-structured interviews were conducted with se.@%qn)participants. The interview
guide was designed to capture the experiences of H during the perinatal period. The
interview guide was adapted from the Uga@@ Rural Treatment Outcomes (UARTO)
study and it has been validated>. (&6
Q

3.5 Reliability and Validity of the Edinburgh Postnatal Depression Scale (EPDS)

The Edinburgh Postnatal DQS i?)n Scale (EPDS) is one of the most widely used screening
instruments for a%sii i stmptoms of perinatal depression and anxiety® It assesses
emotional e i s over the past seven days using ten Likert-scale items. This self-

repoﬂ@:ment was originally developed in the United Kingdom (U.K.) by Cox, Holden

and Sagovsky in 1987.

The psychometric properties of the EPDS in primary health care were: 86 % sensitivity
(correctly identifying true cases), 78 % specificity (correctly identifying people without the
condition) and 73 % positive predictive value (proportion of respondents scoring positive in
the test who had a mental disorder diagnosed by clinical interview)’.
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3.6  Reliability and Validity of the Perceived Stress Scale

The 14-item self-report Perceived Stress Scale is widely used to assess the degree to which
situations in one‘s life are appraised as stress’. As a global stress measure, the PSS items are
general in nature rather than event-specific, and evaluate the extent to which individuals
perceive their lives to be —unpredictable, uncontrollable, and overloadingll®. Respondents rate
the frequency of their feelings and thoughts about life events and situations over the previous
month using a five-point scale ranging from (0) Never to (4) Very Often. The PSS sa

&>

total score that describes overall perceived stress. . QO

The initial study reported that scores on the PSS-10 demonstrated quate internal
consistency reliability (o = .78); moderate concurrent criterion V%é(y ﬂith the amount of
stress experienced during an average week (» = .39, p < .p(&%}the frequency of stressful
life events within the past year (r = .32, p < .001); é@dequate convergent validity as
evidenced by expected negative associations vgi@ceived health status (r = —.22, p <.001)
and positive associations with psychosomatig symptoms (rs = .28 to .34, p <.001) and health

service utilization (r = .22, p < .001)9@

Since then, other studies h@ilaﬂy reported that the PSS-10 has good internal
'\

consistency reliabilitylo’I@
g#

mental health!!.

dequate convergent validity based on associations with

measures of physic%

Q

3.7 Da @ction Procedures

The process of data collection for this study was undertaken in Ibadan, Oyo State over six
weeks from, July to August 2022. All the questionnaires were administered by interviewers to
HIV-infected women getting treatment at any of the four anti-retroviral clinics during the
course of the study. The questionnaires were administered in person to aid with the language
barrier because most of the participants spoke the local language of Yoruba. This allowed the

study participants to interact with the device in their own language. It was also beneficial to
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administer the questionnaires in person since respondents could seek for explanation on any
issue that they found difficult to grasp. Prior to administering the questionnaire, participants
were provided with information sheets outlining the objective and scope of the study. The
contents of the information sheets were also read and explained to the participants after which
the participants were allowed to ask questions. Upon acceptance to participate in the research,
they were given consent forms to sign. Participants were informed of their right to withdraw
from participating in the study at any time they wish to do so. They were also given T@%nce

of their confidentiality. The questionnaire took a maximum of 10 minutes to c.

For the qualitative phase of this study, in-depth interviews wer.e C dug:ted among HIV-
infected women in their perinatal period, allowing the different K@related to this research
area to be covered. A total of 17 interviews were conduct %?ween July and August 2022
with HIV-infected pregnant women attending any o&%.%r anti-retroviral treatment clinics.
All interviews were conducted face-to-face w@ participants and took place in private
rooms in the selected treatment clinics. gh)interview lasted for about twenty to thirty
minutes. Interview participants were nded of the content of the information sheet given
to them during the quantitative R ase of the study and of their right to withdraw from
participating in the s %approval was also requested to record the interview. The
interview guide includéd inquiries concerning WLWH's pregnancies and postpartum
experiences,@gs attitudes toward getting pregnant, how their HIV status affected those
attitud@@their partners‘ perceptions of the pregnancy. Probes were used to clarify and

help elaborate questions throughout the interviews, thus expanding the stories the women

share within the larger narrative.
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3.7.1 Data Storage

All interview data and transcripts were encrypted and saved on a password-protected USB
stick and computer. All of the printed informational materials, consent papers, and transcripts
were kept in a secure location at the with the university.

3.8  Method of Data Analysis
Quantitative Data Analysis

Before analysis, the completeness of the data was evaluated. Data entry was carried_ou(fﬁing
Microsoft Excel and analysis was done with Statistical Package for the .Sociq'jS}ences
(SPSS) version 25. Descriptive statistics of demographic information %}h articipant
were computed. Descriptive statistics were also used to describe the Kvg)%ﬂqnce of depression
and perceived stress. Factors associated with depression and peua\d stress were evaluated
S
>
Qualitative Data Analysis \ﬁg

The interview audio recordings were translated “and”transcribed verbatim into English. The

using multivariate logistic regression.

transcripts were then examined to ev@ the accuracy and integrity of the translation.
Nvivo 12 (QRS International) ww to facilitate analyses. An initial analysis of the data
was done using content analy$is\t0 investigate the experiences of depression among WLWH
during pregnancy an@a um. Transcripts were read to identify major themes and to
inform the d@&ht of a coding scheme to categorize the data. The final coding scheme
included b@ a’priori themes and those which emerged from preliminary readings of the
transcripg A codebook was created to guide the coding process. To extract the overarching

narrative from the most relevant facts, data reduction approaches were used.
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3.9 Ethical Considerations

Ethical approval was obtained from the Lead City University Health Research and Ethics
Committee. Ethical approval was also obtained from the Oyo State Ministry of Health

Research Ethics Committee.

Three key ethical principles—respect for others, beneficence, and justice—guide researchers.

All three of these guidelines were followed during the research procedure. . %

To begin, because living with HIV and AIDS is such a sensitive subjectf%}entiality and

Confidentiality and Anonymity

anonymity were maintained throughout this study. The namese O@S‘ﬁ’cipants were not
requested on the questionnaires. Participants® identities were s%g‘arded by eliminating any
information that could lead to their identity during t @ation of the findings. Privacy
was also protected by ensuring that all information a ata obtained during the study were
safely preserved and locked away. Particip@%%ér notified that the information obtained

during the study would be submitted to @City University ‘s Department of Public Health.

Voluntariness and Informed Consent

All potential participants W@(@d to provide written informed consent for the study. Each
questionnaire includ onsent forms. Potential participants were given a thorough
explanation rpose of the study before being asked for written consent. They were
made @f their rights to refuse to share information, to withdraw from the study at any
time, and 'to ask for clarity with regards to any of the questions asked during the study. After
signing the consent form, the participants received a copy to take home. There was no form

of coercion used to get participants to take part in the study.
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Translation of Protocol to the Local Language
The participants® primary language, Yoruba, was also employed to communicate with them.
To enhance comprehension, the study tool for data collection as well as the informed consent

form were translated into Yoruba.
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Chapter Four
Results and Discussion of Findings

This chapter presents the participants demographic factors, relationship-related factors,
behavioural factors, clinical factors, pregnancy-related factors, and the frequencies of
probable depression and perceived stress. It then presents the association between the
variables and frequency of probable depression and perceived stress. The chapter describes
the psychological state of respondents in terms of probable depression and perceiv'a@ess,
as measured by the survey. The chapter discusses socio-demographic elemer@%ﬁt affect

their psychological well- being. Finally, it summarizes the survey responses of the

participants. ¢ \‘%”

4.1 Demographic Data Analysis &
280 pregnant WLWH and 150 mothers living with gere recruited for this study, giving a
total sample size of 430. 28 participants we@d due to incomplete survey data noticed

during data cleaning, resulting in 402 W@ being included in this study

Table 4.1 depicts the participantwwgraphic information for this study. The mean age of
the study sample was 35.8 %@D = 6.6) and the participants were between the age range
of 19 to 49 years. @ajority of the participants, 225 (56%), identified themselves as
Christians, wit @ (43.8%) identifying as Muslims and 1 (0.2%) identifying with other
religio (87.6%) participants were from the Yoruba tribe, and 50 (12.4%) were from
Non-ﬁthnic groups. The percentage of married participants was 92.3%, and those that
were not married were 33 (7.7%), with 373 (92.8%) having spousal relationships and 29

(7.2%) having non-spousal partners.

With regard to their level of education, those who attained a secondary school education were
the majority with 173 (43%) participants, 94 (23.4%) participants had primary school

education, 90 (22.4%) had tertiary education, and 45 (11.2%) had no formal education.
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Employment in the study sample was high: 334 (83.1%) participants were employed and 68
(16.9%) were unemployed. 234 (58.2%) of the participants earn an income below 20,000
naira, 48(11.9%) earn between 20,000 and 30,000, 77(19.2%) between 31,000 and 40,000,

27(6.7%) between 41,000 and 50,000, and 16(4.0%) earn above 51,000.
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Table 4.1 Sociodemographic Characteristics of the Study Sample

Variable Frequency Total(%) Antenatal (%)  Postpartum(%)
n=263 n=139

Age (n=402) 402

Mean (S.D) 35.8 (6.6)

Religion (n=402)

Christianity 225 56.0 150(57) 75(54)

Islam 177 43.8 113(43) 64(46)

Tribe

Yoruba 352 87.6 225(85.6) 127(91.4) (b

Non-Yoruba 50 12.4 38(14.4) 12(8. 6),&\

Level of Education

(n=402)

Primary Level 94 23.4 53(20.2) ‘%( 29.5)

Secondary Level 173 43.0 107(40.7) 6(47.5)

Tertiary Level 90 22.4 68(25.9) ° \ 22(15 8)

None 45 11.2 35(13 3 10(7.2)

Marital Status

Married 371 92.3 5) 125(89.9)

Not Married 31 7.7 Q 14(10.1)

Type of

Partner(n=402)

Spousal 373 92.8() 247(93.9) 126(90.6)

Non-Spousal 29 7 16(6.1) 13(9.4)

Employment %v

Status(n=402)

Employed \) 225(85.6) 109(78.4)

Unemployed 16.9 38(14.4) 30(21.6)

Income Level(n=402) &

<20,000 %Q 58.2 157(59.7) 77(55.4)

20,000-30,000 Cj 11.9 19(7.2) 29(20.9)

31,000-40,000 Q 19.2 60(22.8) 17(12.2)

41,000-50,0 6.7 13(4.9) 14(10.1)

>51,000 16 4.0 14(5.3) 2(1.4)

Source@l—gurvey, 2022
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Table 4.2 shows the clinical, behavioural and obstetric characteristics of the participants of
this study. All participants in the study sample had started anti-retroviral therapy at the time
of their interview. The majority (48.3%) started taking ART 1 — 5 years ago, 19.2% started 6
— 10 years, 21.1% started less than 1 year ago and 11.4% started more than 10 years ago. 93%
had a viral load below 50 copies/ml, 4.7% had a viral load above 50 copies/ml, and 2.2% had
their viral load recorded as TND (Target Not Detected). 14 (3.5%) reported cigarette smoking
and 388 (96.5%) self-identified as non-smokers. 78 patients reported alcohol con‘.@%on,
with (%) having consumed alcohol within the last 12 months and 324 (80.6¢ )@ alcohol
intake. Out of the study sample 263 (65.4%) were pregnant, 109 reported‘éﬂtational age of
5-13 weeks, 85 reported 14-28 weeks and 69 reported 29-40 Wi A&? reported that the

pregnancy was planned while 190 reported that they @t plan to get pregnant.
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Table 4.2 Clinical, Behavioural and Obstetric Characteristics of the Study Sample

Variable Frequency Percent (%) Antenatal(%) Postpartum(%)
Years On
ART(n=402)
<1 Year 85 21.1 50(19) 35(25.2)
1-5 Years 194 48.3 136(51.7) 58(41.7)
6-10 Years 77 19.2 46(17.5) 15(10.8)
> 10 Years 46 11.4 31(11.8) 31(22.3)
Viral Load
<50 copies/ml 374 93.0 243(92.4) 131(94.2) ° (b,
> 50 copies/ml 19 47 13(4.9) 6(4.3) Q’)&\
Target Not 9 2.2 7(2.7) 2(1.4 QO
Detected (TND) ‘@
Alcohol
Consumption . \4%'\
(n=402) \
Yes 78 19.4 50(19 »&CO 28(20.1)
No 324 80.6 21}@ 111(79.9)
Tobacco \
Intake(n=402) Q
Yes 14 3.5 14(5.3) 0
No 388 96.5 ° 249(94.7) 139(100)
Problems in Cj\\‘
Previous 'é'
Pregnanc
(n=§02) ' (b
Yes 175 &.5 104(39.5) 64(46)
No 227 56.5 159(60.5) 75(54)

"
Planned %
Pregnancy CJQQ
(n=263)
Yes 93 27.8 73(27.8) N/A
No 90 72.2 190(72.2) N/A
Gestational
Age
5-13 weeks 109 414 109(41.4) N/A
14-28 weeks 85 32.3 85(32.3) N/A
29-40 weeks 69 26.3 69(26.3) N/A

Source: Field Survey, 2022
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Table 4.3 shows the relationship and support-related characteristics of the participants of this

study. Of all the participants 335 were aware of their partner‘s status; with 152 having

positive partners and 178 having negative partners. 246 (61.2%) had disclosed their status to

their partners. 318 participants reported receiving adequate support from their partner and

287 reported receiving support from family and friends.

Table 4.3 Relationship and Support-related Characteristics of the Study Sample

N

Variable Frequency Percentage (%)  Antenatal Postp @\nf%)
(%) n=263

Partners N

Status(n=335)

Positive 152 45.4 118(44. 9)6 39(28.1)

Negative 178 54.6 97(36 81(58.3)

Status

Disclosure QQ)

(n=394)

Yes 246 61.2 Q 3(58.2) 93(66.9)

No 148 36.8 ‘% 108(41.1) 40(28.8)

Perceived Social

Support C}

Support from

partner (n=394) (@

Yes 318 %0 218(82.8) 100(72)

No 43(20.9) 33(23.8)

Support from %

other family and Q

friends (n=402) gﬁQ

Yes 71.4 56(40.3) 83(59.7)

No Q 15 28.6 59(22.4) 56(40.3)

History of ‘%

Conﬂlct

Part@

Yes 126 31.3 80(30.4) 48(34.5)
266 68.7 181(68.8) 85(61.2)

Source. Field Survey, 2022
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4.2 Presentation of Data

4.2.1 Research Question One:

The levels of depression and perceived stress among women living with HIV during the

perinatal period in Ibadan, Oyo State.

4.2.1.1 Depression Among Women Living with HIV During the Perinatal Period

The Edinburgh Postnatal Depression Scale (EPDS) was divided into no depression (:ﬁ'&‘of 9
or less), probable depression (score between 10 and 12), and depressio .% of 13 or
more). According to the EPDS, a score of 13 or more is interpreted, as -suffering from a
depressive illness of varying severity.l For this study, depressio . ﬁs.;ssed as an EPDS

score of 13 or more (EPDS > 13). . QQ)

The mean EPDS score obtained for all women wa’@%ble 4.4 shows the percentage of

women who reported depressive symptomsi%%onses were re-coded according to their

actual responses. The responses referring pg a $¢ore of -0l and -11 were coded as -noll, while

-2l and -31 were coded as -yes]l. (@‘d Q2 indicate anhedonia, Q3-Q6 indicate anxiety,

Q7- 10 gxgssion, and Q10 self-harm.
QQQ
%6\
Q
Q
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Table 4.4 Prevalence of Depressive Symptoms According to EPDS

EPDS Questions Frequency (%)
Total Antenatal Postpartum
(n=402) (n=263) (n=139)
I have been able to laugh and see 36 (8.9%) 15(5.7%) 21(15.1%)
the funny side of things (No)
I have looked forward with 60(14.9%) 25(9.5%) 35(25.2%)
enjoyment to things (No)
I have blamed myself unnecessarily 238(59.2%) 164(62.3%) 74(53.2%)
when things went wrong (Yes)
I have been anxious or worried for 156(38.8%) 101(68.4%) 55(39@‘
no good reason (Yes) Q)
I have felt scared or panicky for no 272(67.6%) 211(80.2%) .&@@9%)
very good reason (Yes)
Things have been getting on top of  244(60.7%) 167(63. S‘K o 77(55.4%)
me (Yes)
I have been so unhappy that  had  263(65.4%) 198 % 65(46.8%)
difficulty sleeping (Yes)
I have felt sad or miserable (Yes) 209(52%) X4(75 3%) 55(39.6%)
I have been so unhappy that I have 209(52%) Q 150(57%) 59(42.4%)

been crying (Yes)

The thought of harming myself has
occurred to me (Yes)

204(5 1@
Q,

150(57%)

58(41.7%)

Source: Field Survey, 2022
o
o
,%Q
QO
9

(bv
4
S
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Table 4.5 shows that majority (60.7%) of the women who participated in this study,
consisting of 162 pregnant women and 82 mothers, had an EPDS score greater than 12, and

show symptoms of depression

Table 4.5 Prevalence of Depression

Variable Total(%) Antenatal(%) Postpartum(%)

n=263 n=139 « O\
No Depression 124(30.8) 85(32.3) 39(28.1) QV
Probable Depression  34(8.4) 16(6.1) 18(1 .}SO
Depression 244(60.7) 162(61.6) 82(59

.)\\@‘
oy

4.2.1.2 Perceived Stress Among Women Living wit@[@During the Perinatal Period

Source: Field Survey, 2022

The Perceived Stress Scale (PSS-10) scale was divided into low stress (score of 13 or less),

moderate stress (score between 14 and 26) @gh perceived stress (score between 27 and
40). For this study, stress was assessed @SS—IO score of 14 or more (PSS-10 > 14).

Table 4.6 shows the percentage o women who reported indicators of perceived stress.
The responses were re-cod %{r\ding to their actual responses. The responses referring to a
score of -0l and -11 er coded as —noll, while -2I, -31 and -4l were coded as -yesll. The

mean value g@ved stress symptoms among the women was 20.07 + 5.1 (mean + SD).

QQ

79



Table 4.6 Prevalence of Indicators of Perceived Stress According to PSS-10

PSS-10 Questions Frequency (%)

Total Antenatal Postpartum
In the last month, how often have you been 73(18.2%) 25 48
upset because of something that happened
unexpectedly? (Yes)
In the last month, how often have you felt that 99(24.6%) 44 55
you were unable to control the important
things in your life? (Yes)
In the last month, how often have you felt 173(43%) 114 59
nervous and stressed? (Yes)
In the last month, how often have you felt 234(58.2%) 163 o)l
confident about your ability to handle your
personal problems? (No)
In the last month, how often have you felt that 212(52.7%) <150 62
things were going your way? (No)
In the last month, how often have you felt 248(61.7%) %162 86
confident about your ability to handle your
personal problems? (No)
In the last month, how often have you been 225(56%) 157 68
able to control irritations in your life? (No)
In the last month, how often have you felt that 229(57%) 166 63
you were on top of things? (No)
In the last month, how often hayel yod been 162(40.3%) 98 64
angered because of things that happened that
were outside of your control? (Yes)
In the last month, how .0ften have you felt 128(31.8%) 76 44

difficulties were piling~up’s6 high that you
could not overcomeé, them? (Yes)

Source: Field Suryey»2022
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As shown in Table 4.7, 22 % of participants were having low stress, 77% had moderate level

of stress and 1% had a high level of stress.

Table 4.7 Prevalence of Perceived Stress

Variable Total(%) Antenatal(%) Postpartum(%o)

Low Stress 87(21.6) 67(25.5) 20(14.4)

QO

Moderate Stress 310(77.1) 194(73.8) 116(83.5) Q’)&\

3@%\%
. ,Q%“
&

4.2.1.3 Depression and Perceived Stress Among Won'l@lving with HIV During

the Perinatal Period ®

To examine the factors associated with dep E@d stress in WLWH during the perinatal

High Stress 5(1.3) 2(0.8)

Source: Field Survey, 2022

phase, participants were divided into fo@oups: (a) Low Depression (EPDS < 13) — Low
Stress (PSS-10 < 14), (b) Depr siom PDS > 13) — Low Stress (PSS-10 < 14), (¢) Low
Depression (EPDS < 13) — High «Stress (PSS-10 > 14), and (d) Depression (EPDS > 13) —
High Stress (PSS-10 QADQ% number of participants for each group were: (a) Depression —
High Stress (n = %9), (b) Depression — Low Stress (n = 19), (c) Low depression — High
Stress (n = 114), and (d) Low depression — Low stress (n = 10). For this study, the co-
occurr@% depression and stress was assessed as a simultaneous EPDS score of 13 or
more and a PSS-10 score of 14 or more (i.e EPDS > 13, PSS-10 > 14). This is shown in Table

4.8 below.
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Table 4.8 Prevalence of the Co-occurrence of Depression and Stress

Variable Total(%) Antenatal(%)  Postpartum(%)
Low Depression-Low stress 10 (2.5) 3(1.1) 7(5)

Low Depression-High Stress 114(28.4) 82(31.2) 32(23)
Depression-Low Stress 19(4.7) 12(4.6) 7(5)
Depression-High Stress 259(64.4) 166(63.1) 93(66.9)

Source: Field Survey, 2022

4.2.2 Research Question Two: &
o)

The factors associated with depression and perceived stress among women@h HIV

during the perinatal period in Ibadan, Oyo State. )\‘%'\
4.2.2.1 Factors Associated with Perinatal Depression Q’)&CO

The study examined the association between sociod:n@dc, behavioural, clinical, and

pregnancy-related factors with depression in WI:% ring the perinatal period. Using a

bivariate analysis approach, this study invesglga&fh relationship between each independent

variable and self-reported symptoms of ssion.

Q

4.2.2.1.1 Association Between Sociodemographic Variables and Depression
'}
Chi-square tests were is%Qn estigate the relationship between sociodemographic factors

and depression. Tak;{J *9’shows the results of the Chi-square testing. According to Table 4.9,
the Chi—squa'(%sg revealed that marital status (p=0.026), type of partner (p=0.009) and

incom@@(pZO.OOO), thus showing that the variables are significantly associated with

depression.
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Table 4.9 Sociodemographic Variables and Depression

Variable Depression (EPDS > 13)
Overall P-value Antenatal P-value Postpartum P-value
n=244 Depression Depression
(%) n=162(%) n=82(%)
Religion
Christianity 124(50.8) 0.228 83(51.3) 0.046 41(50) 0.262
Islam 120(48.9) 78(48.7) 41(50)
Tribe
Yoruba 206(84.4) 0.058 132(81.5) 0.017 74(90.2) 0.572
Non-Yoruba 38(15.6) 30(18.5) 8(9.8)
Level of : ®
Education é
(n=402) .
Primary Level 67(27.5) 0.075 39(24.1) 0.062 28(3 '\QO 0.363
Secondary Level  96(39.3) 58(35.8) 38(46.
Tertiary Level 50(20.5) 40(24.7) 10(12+2)
None 31(12.7) 25(15.4) %7
Marital Status »&
Married 231(94.7)  0.026 155(95.7) @ 76(92.7) 0.196
Not Married 13(5.3) 7(4.3) 6(7.3)
Type of
Partner(n=402)
Spousal 233(95.5) 0.009 156(@ 0.041 77(93.9) 0.114
Non-Spousal 11(4.5) @ 5(6.1)
Employment B
Status (b
Employed 202(82.8) % 138(85.2) 0.831 64(78) 0.899
Unemployed 42(17.2) &) 24(14.8) 18(22)
Income Level
<20,000 121(49% 0 000 72(44.4) 0.000 49(59.8) 0.176
20,000-30,000 19(11.7) 18(22)
31,000-40,000 .6) 52(32.1) 8(9.8)
41,000-50,000 (6.6) 11(6.8) 5(6.1)
>51,000 ‘A 0(4.1) 8(4.9) 2(2.4)

Source: F ieéS&vey, 2022
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4.2.2.1.2 Association between Clinical, Behavioural and Obstetric Characteristics and

Depression

The results from the bivariate analysis, as shown in Table 4.10, years of ART(p=0.000),
alcohol intake(p=0.000), tobacco use (p=0.012) and gestational age (p=0.000) are

significantly associated with depression as they have p-value of the variable is less than 0.05.

Table 4.10 Clinical, Behavioural and Obstetric Characteristics and Depression

RS
Variable Depression (EPDS > 13) Q)\
Overall P-value Antenatal P-value Postp .tu@O P-value
Depression Depf‘%n
Years on ART 7
<1 Year 48(19.7) 0.000 28(34.1) 0.004 - E@? 0.010
1-5 Years 102(41.8) 74(45.7) @(34 1)
6-10 Years 56(23) 34(21) 22(26 8)
> 10 Years 38(15.6) 26(16) ¢ Q 12(14.6)
Viral Load .§\
<50 copies/ml 231(94.7) 0.274 153(94. 281 78(95.1) 0.868
>50 copies/ml 9(3.7) 6(3. 3(93.7)
Target Not 4(1.6) @ 1(1.2)
Detected (TND) Q
Alcohol Intake B
Yes 71(29.1) 0.0 (b 48(29.6) 0.000 23(28) 0.005
No 173(70.9) 114(70.4) 59(72)
Tobacco Use
Yes 4(1. 6) 0:012 4(2.5) 0.009 0 -
No 240( 158(97.5) 82(100)
Planned C
Pregnancy
Yes Q7(15 2) 0.071 37(15.2) 0.024 N/A -
No 125(51.2) 125(51.2) N/A
Gestati
Age
5-13 weeks 35(14.3) 0.000 35(14.3) 0.000 N/A -
14-28 weeks 73(29.9) 73(29.9) N/A
29-40 weeks 54(22.1) 54(22.1) N/A
Problems in
Previous
Pregnancy
Yes 101(41.1) 0.841 52(32.1) 0.002 49(59.8) 0.000
No 143(58.6) 110(67.9) 33(40.2)

Source: Field Survey, 2022
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4.2.2.1.3 Association Between Relationship and Support Related Variables and
Depression

As reported in Table 4.11, the Chi-square test revealed the p-values for relationship-related
variables including the status of the partner(p=0.002), support from partner (p=0.009),
support from other family and friends (p=0.001), and history of conflict with the partner

(p=0.000) were less than 0.05. It can be concluded the mentioned variables are significantly

associated with depression. &
Table 4.11 Relationship and Support-related Characteristics and Dep:@m@o
Variable Depression (EPDS > 13) %
Overall P-value Antenatal P-V ostnatal Poval
Depression ‘ Depression -value
Status of Partner
Positive 110(45.1) 0.002 82(50. 004 28(34.1) 0.148
Negative 103(42.2) 60(3 43(52.4)

Status Disclosure
Yes 158(64.8) 0.182 y 0.001 49(59.8) 0.051
No 82(33.6) CS) 32.1) 30(36.6)

Social Support (&6’

Support from

Partner Q)
Yes 195(79.9) .056 132(81.5) 0.050 63(76.9) 0.140
No 45(1 ” 29(17.9) 16(19.5)

Support from other : Q

Family and Friends
Yes 0(65.6)  0.001 113(69.8) 0.000 47(57.3) 0.490

No O 8434.4) 49(30.2) 35(4.7)
History of

Conflj
Partn

es 10041)  0.000  62(38.3) 0.002 38(46.3) 0.002
No 140(57.4) 99(61.1) 41(50)

Source: Field Survey, 2022
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4.2.2.1.4 Association between Perceived Stress and Depression

According to the results from the bivariate analysis indicated in Table 4.12 there is a

significant association between perceived stress and depression.

Table 4.12 Perceived Stress and Depression

Variable Depression (EPDS > 13) P-value
(Stress) Overall Antenatal Postpartum
Depression Depression :,\(b'
Low stress 13 8 5 0.000Q)\’
Moderate Stress 226 152 74 ¢ QO
High Stress 5 2 3 @
Source: Field Survey, 2022 Yy

4.2.2.1.5 Predictors of Perinatal Depression Q

A binomial logistic regression was carried out {%%entify predictors of perinatal depression
based on the significant variables, which 'n@ the marital status, type of spousal, status of
partner, status disclosure, income ley. port from other family and friends, gestational
age, alcohol intake, tobacco usexy}rs on ART and years since diagnosis. Following the
logistic regression analysi@? variables were found to be statistically significant in
association with pg{ depression. They are: status of partner (p=0.012), income level
(p=0.032), @al age (p=0.002) and alcohol intake (p=0.000). The analysis further
shows @umen with positive partners had less likely odds of having symptoms of
perinatal depression (OR=0.56, 95% CI 0.24-1.30). It also revealed that the odds of reporting
symptoms of perinatal depression were 6.96 more likely to occur while having an income
level below 20,000 (OR=6.96, 95% CI 1.18-40.95). The odds of reporting symptoms of
perinatal depression was

4.68 more likely to occur with a gestational age above 14 weeks (OR=4.68, 95% CI 1.74-
12.57).
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Table 4.13 Predictors of Perinatal Depression

Variable

Overall % Odds Ratio(95% Cl)  P-value
Marital Status
Married 231 94.7 0.75(0.37, 1.77) 0.702
Not Married 13 5.3 Ref
Type of
Partner(n=402)
Spousal 233 95.5 2.11(0.78,5.01) 0.068
Non-Spousal 11 4.5 Ref
Status of Partner
Positive 110 45.1 0.56(0.24, 1.29) 0.012 &\
Negative 103 42.2 Ref
Income Level \
<20,000 121 49.6 6.96(1.18,40.95)
20,000-30,000 37 15.2 3.05(0.42,22. 04) %q 270
31,000-40,000 60 24.6 5.48(0.81,37. 18) 0.082
41,000-50,000 16 6.6 4, 77(0 55,41. % 0.156
>51,000 10 4.1
Support from
Otﬁgr Family QQ
and Friends
No 84 344 0.25,1.01) 0.050
Yes 160 65.5 C}kef
History of
Conflict with
Partner Q)(b
No 140 VA 2.46(1.31,4.61) 0.050
Yes 100 « 42 Ref
Gestational Age Q
14-28 weeks g)g 14.3 4.68(1.74,12.57) 0.002
29-40 weeks 29.9 0.30(0.06, 0.82) 0.024
5-13 weeks ‘%6\35 22.1 Ref
Alcohol Intake
Yes Q 71 29.1 0.02(0.01,0.12) 0.000
No 173 70.9 Ref
Tob&se
No 240 98.4 0.14(0.02,1.06) 0.057
Yes 4 1.6 Ref
Years on ART
<1 Year 48 19.7 2.01(0.10,4.04) 0.051
1-5 Years 102 41.8 1.87(1.01,3.47) 0.047
6-10 Years 56 23 Ref
> 10 Years 38 15.6 0.62(0.24,1.64) 0.339

Source: Field Survey, 2022
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4.2.2.2 Factors Associated with Perceived Stress

This study examined the association between sociodemographic, behavioural, clinical and

pregnancy-related factors with perceived stress in WLWH during the perinatal period.

4.2.2.2.1 Association Between Sociodemographic Variables and Stress

According to the results from the bivariate analysis presented in Table 4.14, none of the

sociodemographic variables were found to be significantly associated with perceived s@&s as

they all had p-values above 0.05. Qp)&\
Table 4.14 Sociodemographic Variables and Perceived Stress ‘é\
Variable Stress (PSS-10 > 14)
Overall P-value Antenatal P-va};ﬁ&?l’ostpartum P-value
Religion %
Christianity 210(56.3) 0.851 143(57.7) .&,7 67(53.6) 0.801
Islam 163(43.7) 105(42. Q 58(46.4)
Tribe
Yoruba 324(86.9) 0.128 '@ 0.377 113(90.4) 0.225
Non-Yoruba 49(13.1) é) 12(9.6)
Educational
Level (b
Primary Level 89(23.9) ﬁ) 51(20.6) 0.711 38(30.4) 0.379
Secondary Level 159(42.6) % 100(40.3) 59(47.2)
Tertiary Level 81(21.7) " 63(25.4) 18(14.4)
None 44(11 Q 34(13.7) 10(8)
Marital Status Q&?
Married 2)  0.864 233(94.0) 0.265 111(88.8) 0.187
Not Married §0(7.8) 15(6.0) 14(11.2)
Type of ‘%
Partner Q
Spo 346(92.8) 0.945 234(94.4) 0.226 112(89.6) 0.205
Non-Spousal 27(7.2) 14(5.6) 13(10.4)
Employment
Status
Employed 310(83.1) 0.961 215(86.7) 0.032 95(76) 0.038
Unemployed 63(16.9) 33(13.3) 30(24)
Income Level
<20,000 218(58.4) 0.334 147(59.3) 0.047 71(56.8) 0.324
20,000-30,000 46(12.3) 19(7.7) 27(21.6)
31,000-40,000 72(19.3) 59(23.8) 13(10.4)
41,000-50,000 24(6.4) 12(4.8) 12(9.6)
>51,000 13(3.5) 11(4.4) 2(1.6)
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Source: Field Survey, 2022
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4.2.2.2.2 Association Between Clinical, Behavioural and Obstetric Characteristics and
Perceived Stress

As reported in Table 4.15, the bivariate analysis revealed that the p values for years on ART
(p=0.047), whether they had a planned pregnancy (p=0.002) and gestational age (p=0.032)

are less than 0.05. This indicates that they are significantly associated with perceived stress

Table 4.15 Clinical, Behavioural and Obstetric and Perceived Stress

Variable Stress (PSS-10 > 14) Q)\
Overall P-value Antenatal P-value Postpa Y P-value
Years on ART
<1 Year 84(22.5) 0.047 50(20.2) 0.022 34%%? 0.270
1-5 Years 175(46.9) 123(49.6)
6-10 Years 73(19.6) 46(18.5) 1.6)
>10 Years 41(11.0) 29(11.7) 6&12(9
Viral Load
<50 copies/ml 348(93.3) 0.243 230(92.7 @5 118(94.4) 0.773
>50 copies/ml 16(4.3) 11(4.4) Q 5(4.0)
Target Not 9(2.4) 7(2. 2(1.6)
Detected (TND) C)\
Alcohol
Consumption
Yes 73(19.6) 0.762)% 47(19) 0.920 26(20.8) 0.564
No 300(80.4) 201(81) 99(79.2)
Tobacco Use
Yes 14(5.6) 01288 14(5.6) 0344 0 -
No 234(94.4) 125(100)
Planned Q
Pregnancy
Q3(16 9) 0.002 63(25.4) 0.001 N/A -
185(49.6) 185(74.6) N/A
Gest
Age
5-13 weeks 103(27.6)  0.032 103(41.5) 0.021 N/A -
14-28 weeks 84(22.5) 84(33.9) N/A
29-40 weeks 61(16.4) 61(24.6) N/A
Problems in
Previous
Pregnancy
Yes 159(42.6) 0.223 98(39.5) 0.970  61(48.8) 0.051
No 214(57.4) 150(60.5) 64(51.2)

Source: Field Survey, 2022
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4.2.2.2.3 Association between Relationship and Support-related Variables and Stress
As reported in Table 4.16, the bivariate analysis revealed that the none of the relationship and
support related variables were found to be significantly associated with perceived stress as

they all had p-values above 0.05.

Table 4.16 Relationship and Support-related Variables and Perceived Stress

Variable Stress (PSS-10 > 14) .
Overall P-value Antenatal P-value Postpartum('&value

Status of Partner

Positive 148(39.7)  0.245 113(45.6)  0.001 3?@% 0.274

Negative 166(44.5) 95(38.3)

Status Disclosure

Yes 228(61.1) 0.825 145(58.5) 0. 023 %(%6 4) 0.698

No 138(37) 102(41.1) 36(28.8)

Social Support é

Support from Partner Q
Yes 294(78.8) 0.634 206(8 1@0 033 88(70.4) 0.780
No 72(21.2) 41( 31(29.6)

Support from other

Family and Friends 'x
Yes 266(71.3)  0.900 C)] 3(77.8)  0.686 73(58.4) 0.346
No 107(28.7) 55(22.2) 52(41.6)

History of Conflict

with Partner \)
Yes 1 18(3 .6) 70.786 173(69.8)  0.016 75(60) 0.577
No i 74(29.8) 44(35.2)

Source: Field Survey, @

Qﬁg
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4.2.2.2.4 Predictors of Perceived Stress

The association between perceived stress and its associated factors among the participants of
the study was analysed using chi-square tests. All factors which had a p-value <0.05 in the
bivariable analysis were considered for the binomial logistic regression. Thus, having a
planned pregnancy, gestational age, and years on ART were included in the analysis.
Following the analysis gestational age (p=0.10) was found to be statistically significant. The

presence of perceived stress was associated with gestational age between 29 and @eks

(OR=0.05, 95% C1 0.01-0.50), showing that the odds of reporting percei‘\%&%was 0.05

.@'\

times more likely.

Table 4.17 Predictors of Perceived Stress £
Variable Stress (PSS-10 > 14) Q)\/
Overall % Odds Ratiof?{% Cl) P-value
Planned Q’Q’
Pregnancy
Yes 63 16.9 0‘3@0,1.27) 0.112
No 185 49.6 ®
Gestational
Age B
14-28 weeks 84 22.5 (b 0.32(0.08,1.26) 0.104
29-40 weeks 61 16. 0.05(0.01, 0.50) 0.010
5-13 weeks 103 27.6 Ref
Years on ART %"
<1 Year 84 Q% 0.21(0.02,1.97) 0.174
1-5 Years 17() 46.9 1.88(0.61,5.75) 0.272
6-10 Years & 19.6 Ref
>10 Years A 11.0 2.18(0.55,8.57) 0.267
Source: \y‘ Field Survey,

QQ
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4.2.2.3 Factors Associated with Perinatal Depression and Perceived Stress

The study examined the association between sociodemographic, behavioural, clinical and
pregnancy-related factors with the co-occurrence of depression and perceived stress in

WLWH during the perinatal period

4.2.3.1.1 Association Between Sociodemographic Variables and Co-Occurrence of

éy\(rg;me

level (p=0.000) were less than 0.05. Thus, there is a significant associat%@f\gvgn income

Depression and Perceived Stress

The bivariate analysis revealed that the p value for type of partner (p=0.022)

level and the co-occurrence of depression and perceived stress. 6'\
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4.18 Association between Socio-demographic Variables and Co-occurrence of
Depression and Perceived Stress

Variables Depression and Stress (EPDS > 13, PSS-10> 14)

Overall P-value Antenatal P-value Postpartum P-value
Religion
Christianity 137(52.9) 0.200 88(53) 0.184 49(52.7) 0.670
Islam 122(47.1) 78(47) 44(47.3)
Tribe
Yoruba 219(84.6)  0.060 137(82.5) 0.068 82(88.2) 0.057
Non-Yoruba 40(15.4) 29(17.5) 11(11.8)
Educational Level ‘ (ba
Primary Level 68(26.3) 0.124 39(23.5) 0.091 29(31.2) Q) 916
Secondary Level 102(39.4) 59(35.5) 43(46, 2)\
Tertiary Level 57(22) 43(25.9) 14
None 32(12.4) 25(15.1) 7(7.5)
Marital Status . %’5
Married 244(94.2)  0.052 159(95.8) 0.05&(&‘5 1.4) 0.413
Not Married 15(5.8) 7(4.2) Q) 8(8.6)
Type of Partner ‘
Spousal 246(95) 0.022 160(96: *&028 86(92.5) 0.293
Non-Spousal 13(5) 6(3.6% 7(7.5)
Employment .
Status \‘
Employed 215(83.0) 0.95 3(86.1) 0.720 72(77.4) 0.684
Unemployed 44(17) (&b' 23(13.9) 21(22.6)
Income Level
<20,000 73(44) 0.000 51(54.8) 0.888
20,000-30,000 19(11.4) 20(21.5)
31,000-40,000 52(31.3) 11(11.8)
41,000-50,000 12(7.2) 9(9.7)
>51,000 10(6) 2(2.2)

Source: Field

QQ

94



4.2.3.1.2 Association between Clinical, Behavioural and Obstetric Characteristics and
Co-occurrence of Depression and Perceived Stress

The results from the bivariate analysis (Table 4.19) indicate that years on ART (p=0.009),
alcohol consumption (p=0.000), tobacco use (p=0.004), planned pregnancy (p=0.005) and
gestational age (p=0.000) are significantly associated with the co-occurrence of depression
and perceived stress.

Table 4.19 Association between Clinical, Behavioural and Obstetric Variables @ -
occurrence of Depression and Perceived Stress

Variables Depression and Stress (EPDS > 13, PSS-10 > 14) \CO
Overall P-value Antenatal P-value Postpartu P-value

Years on ART i

<1 Year 53(20.5) 0.009 31(18.7) 0.012 0.674

1-5 Years 112(43.2) 75(45.2) .

6-10 Years 59(22.8) 36(21.7) Q) 3(24.7)

> 10 Years 35(13.5) 24(14.5) '»S 11(11.8)

Viral Load

<50 copies/ml 243(93.8) 0.206 154(92.&.207 89(95.7) 0.578

>50 copies/ml 9(3.5) 6(3. 3(3.2)

Target Not 7(2.7) @ 1(1.1)

Detected (TND) B

Alcohol

Consumption (b

Yes 72(27.8) 3& 47(28.3) 0.000 25(26.9) 0.006

No 187(72.2) 119(71.7) 68(73.1)

Tobacco Use %

Yes 0.004 4(2.4) 0.006 0 -

No Qﬁ 162(97.6) 93(100)

Planned

Pregnancyl%Q
35(13.5) 0.005 35(21.1) 0.002 N/A -
131(50.6) 131(78.9) N/A

Gest@al Age

5-13 weeks 35(13.5) 0.000 35(21.1) 0.000 N/A -

14-28 weeks 79(30.5) 79(47.6) N/A

29-40 weeks 52(20.1) 52(31.3) N/A

Problems

in Previous

Pregnancy

Yes 106(40.9) 0.636 52(31.3) 0.000 54(58.1) 0.000

No 153(59.1) 114(68.7) 39(41.9)
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Source: Field Survey,
2022
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4.2.3.1.3 Association Between Relationship and Support Related Variables and Co-
Occurrence of Depression and Perceived Stress

The results from the bivariate analysis indicated that there are significant associations
between status of partner (p=0.000), status disclosure (p=0.046), support from family and
friends (p=0.001), history of conflict with partner (p=0.002) and the co-occurrence of

depression and perceived stress.

Table 4.20 Association between Relationship and Support-related Variables a@%\)—
P a)
7/

occurrence of Depression and Perceived Stress P
Variables Depression and Stress (EPDS > 13, PSS-10>1 A
Overall P-value Antenatal  P-value Postpartum P-value
Status of Partner . \‘d'\
Positive 108(41.7)  0.000 80(57.8) 0.0® 28(30.1) 0.702
Negative 122(47.1) 70(42.2) Q) 52(55.9)
Status Disclosure Q
Yes 170(65.6)  0.046 112(67: ‘®0.000 58(62.4) 0.235
No 84(32.4) 53(3 léi\)) 31(33.3)
Social Support . \
Support from C)\
Partner
Yes 207(80) O.Q@ 136(81.9) 0.402 71(76.4) 0.088
No 47(20) Q) 29(18.1) 18(23.6)
Support from other \)
Family and Friends %q
Yes 17 0.001 117(70.5) 0.000 53(57) 0.352
No 89(84. 49(29.5) 40(43)
History of Confli
with Partner Q
Yes 98(37.8) 0.002 59(35.5) 0.059 39(41.9) 0.031
No ,('\Q 156(60.2) 106(63.9) 50(53.8)
Source:\} Field Survey,
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4.2.3.1.3 Predictors of Depression and Perceived Stress

A binomial logistic regression was calculated to identify predictors of perinatal depression
based on the significant variables. Following the logistic regression analysis, five variables
were found to be statistically significant in association with the occurrence of perinatal
depression and perceived stress. They are: status of partner (p=0.03) income level (p=0.04),
whether the pregnancy was planned (p=0.015), gestational age (p=0.003), and years on ART
(p=0.006). In terms of sociodemographic characteristics, the co-occurrence of deprq&@&' and
perceived stress was found to be 5.69 times more likely to occur while a n income
level below 20,000 (OR=5.69, 95% CI 1.05-30.83). The analy31s further shews that women
with positive partners had less likely odds of having symptoms tal depression and
perceived stress. (OR=0.40, 95% CI 0.17-0.92). Having a pl&@j&yregnancy (OR=0.35, 95%
C1 0.15- 0.82) was found make it 0.35 times more 1iK 'ilmultaneously report symptoms
of perinatal depression and perceived stress. T, a%ids of reporting symptoms of perinatal
depression and perceived stress was 4.68 i ely to occur with a gestational age above 14
weeks (OR=4.68, 95% C1 0.04-0. 53) 'glon ART (OR=2.34, 95% C1 1.28-4.28) for 2to 5
years

as of the time of the suw@re also found to be significantly associated with the co-

occurrence depression and perceived stress.
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Table 4.21 Predictors of Depression and Perceived Stress

Variable Depression and Stress (EPDS > 13, PSS-10> 14)
Overall % Odds Ratio (95% Cl) P-value

Type of Partner

Spousal 246 95 2.18(0.65,7.31) 0.513

Non-Spousal 13 5

Status of Partner

Positive 108 41.7 0.40(0.17,0.92) 0.031

Negative 122 47.1 Ref

Status Disclosure . (b'

No 84 32.4 0.57(0.27,10.76) 0.571 &\

Yes 170 65.6 Ref <

Income Level QO

<20,000 124 47.9 5.69(1.05,30.83) .

20,000-30,000 39 15.1 1.71(0.26,11.36) 0.581

31,000-40,000 63 243 2.97(0.491,18.00) \ 236

41,000-50,000 21 8.1 2.79(0.35,21.92) CQ\ 332

>51,000 12 4.6 Ref Q’)&

Support from ¢ Q

other family and

friends Q

No 89 344 0.49(0.24,0.98) 0.042

Yes 170 65.6 : .@

History of C)

Conflict with '6’

Partner (b

No 156 2 Q) 2.47(1.32,4.61) 0.005

Yes 98 g&i) Ref

Planned %'3

Pregnancy Q

Yes @Q 13.5 0.35(0.15, 0.82) 0.015

No \ 50.6 Ref

Gestationa@

29-40 weeks 52 20.1 3.67(1.34,10.08) 0.012

14-28 we@ 79 30.5 4.68(0.04,0.53) 0.003

5-13week 35 13.5 Ref

Alcoho

Consumption

Yes 72 27.8 0.11(0.04,0.31) 0.000

No 187 72.2 Ref

Tobacco Use

No 255 98.5 0.70(0.11,4.39) 0.701

Yes 4 1.5

Years on ART

>] Year 53 20.5 1.99(0.10,3.96) 0.051

1-5 Years 112 43.2 2.34(1.28,4.28) 0.006

6-10 Years 59 22.8 1.02(1.06,0.43) 0.971
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> 10 Years 35

13.5

Ref

Source: Field Survey, 2022
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4.2.3 Research Question Three

The psychosocial experiences and perceived coping measures of women living with HIV

during the perinatal period in Ibadan, Oyo State.

The interview guide used was designed to capture experiences, challenges and coping

strategies of WLWH during the perinatal period. Each interview session took about 15 — 30

minutes.
Table 4.22 Key Interview Themes and Sample Questions &\
NS
Key interview themes Sample Questions . ‘:'\‘(O
Diagnosis e How did you find out about your, diagniosis?
o How did you react to ‘%Q out?
Disclosure e Who did you tell first and
o What was the n of this person?
o Did you feehigjection or mistreatment?
e Did anyone h ho did you go to when you
needed suppott?
¢ Did you diagnosis affect the way you interact with
thos O:bd ou?
Feelings towards pregnancy e Di diagnosis change you perception of your
ancy?
o Ifyes/no, why?

° hat were some of the challenges you faced during
the course of your pregnancy because of your HIV

»@ E diagnosis?

Feelings towards ou@ Has your child been tested for HIV?
pregnancy

\ e Ifyes, how did you feel about going for testing?
Q e What was the result?  How did it feel to learn the
result?
Expm following e How would you describe your experience of living
chil with HIV?
e How did having this [pregnancy outcome] affect
your life?
Source 2
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4.2.3.1 Participants’ Characteristics

The total number of participants comprised 17 HIV-infected women within their perinatal
phase. Participants ranged in age from 22 to 43 years. Table 4.23 shows that majority of the
participants (n=16) were married, with one (n=1) being separated. Six individuals had
completed post-secondary education, seven had completed secondary school, and two had

completed primary school. All of the participants were Christians in terms of religion.

Table 4.23 Demographic Data for Interview Participants

&

Demographic Information

Number of Participants (n517) .

Age (Mean=30.8 £ 5.6)

18-24 3
24-34 10 4%.,
>35 4 C«;\\‘
Tribe '&
Yoruba 17 . QQ)
Igbo - ®
Hausa - Q
Religion
Christianity N ?\
Islam {k'
Marital Status 'é'
Married 16
Separated Q)(b 1
Employment Status \)
Employed %o\ 17
Unemployed Q -
Educational Level C)Q
Primary 3
Secondary 6\4 8
Tertiary 6
Perinatal Statu's
Ant 5
Postpartl 12
Source: Interviews,
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4.2.3.2 Psychological Experiences and Challenges During the Perinatal Period

The thematic analysis identified four significant themes as major issues experienced by
WLWH during pregnancy and postpartum. The main themes included: 1) Unexpected

Diagnosis, 2) Disclosure Issues 3) Emotional Distress and 4) Isolation

Table 4.24 Main Themes and Sub-themes for Psychological Experiences and Challenges

Themes Sub-themes

a O
Unexpected Diagnosis Fear Due to Preconception of HIV &0‘
Shock, Disbelief and Denial of D'@%sls
Anger Towards Partner ‘
Disclosure Issues Fear of disclosure ‘é\
Outcome of disclosure
Emotional Distress and Fear Fear for the life of theit~hild
Guilt, Shame and lame
Isolation Stigmatizationq')&
Self-isolati

N\,

»7
Source: Interviews, 2022 @
4.2.3.2.1 Unexpected Diagnosis ( \)
Majority of the participants reveale '%ere shocked when they learned they had HIV.
Since they had not anticipated SIM diagnosis, they were taken aback when they found out

'}
that they were HIV—posi%% even disputed their status. The women retained strong

memories of the int)e{;pbf this shock.

Fear due to Preconception of HIV

Q

Some 0 participants had misconceptions of the disease as a result of information and
beliefs disseminated by the public. They perceived HIV as a disease that was synonymous

with death and this informed their feelings of fear. This is evident from Participant 2 who said:
—1 know that it was like a death sentencel

Their perceptions of the disease led them to have feelings of sadness and grief upon
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diagnosis. A response supporting this was given by Participant 9:
—1 had heard the disease kills people and other things like that. That's why I was

crying. That's why I was thinking so much that time.|

For some of these participants, learning that they had HIV was comparable to receiving the
diagnosis of a terminal illness and this generated feelings of uncertainty and hopelessness.

Participant 12 shared that a leading factor in the generation of these feelings is the way being

diagnosed with HIV is described by others: &

Q

—They normally use one harsh term in Yoruba, and it really dema;@?gple living

with HIV. They say —won it lumbar koori it o gbogunl (T h.e)‘&e'&een struck with a

disease that has no cure)l Qp}%\
This response was supported by Participant 1 who al@\

—I didn ‘'t know much about it before the@y that it was a disease with no cure.|

O

Shock, Disbelief and Denial of sis

The initial reaction to bein '%Saed of the HIV diagnosis was reported by the participants.
They experienced int@lings of shock and sadness following the revelation that they had

been diagnos‘w%@e disease. This is apparent in the experience recounted by Participant 1

and 13: Q
9

—I don'‘t think that there's a single person who would receive that kind of news so
suddenly that wouldn‘t feel as shocked as I was at that moment. It hit me so

suddenly.|P1

—I didn ‘'t believe it. When they told me the first time, I had to tell them to repeat it

again because maybe I was hearing something else.l P13
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Participant 12 supports this as she also gives a report of her feelings of shock and devastation

upon hearing of her diagnosis:

—I was devastated. I had almost gone mad. Almost, it was just a tiny line for me, if not

for God's grace. I just thank God.|

With further exploration of the cause of this shock, a common finding was that the positive
HIV test result was unexpected. This worsened the experience of being informed an&‘nen

linked this aspect to being unprepared for the result. . \QO

Participant 11 illustrated this and reported that she was shocked bega&u:f‘%m had done the test

before and gotten a negative result .@

—When we got married, we did all the tests.éw@oﬂe was nothing like HIV. So, 1

didn ‘t understand how I came about it.| ‘%

Participants 7 and 12 respectively further Qo;ki that they did not expect their diagnosis
because they only had one partner a believed positive results were associated with

being promiscuous and unsafe seMehaviours.

%'\
-1 did not havg@d at all because I'm not a promiscuous person. I didn ‘t think [
had done aM{l’n

g [ wasn't supposed to do somewhere and I would have gotten it

from ‘l‘%] didn‘t have it in mind at all that I could have the disease until they told

t 1did| P7

—I didn 't do anything related to such a thing. I got married very late. I got married at
the age of 30 and I was a virgin so it never came to my consciousness to think about

HIV PI2

105



The initial denial and disbelief with the positive result was a very common finding amongst
the participants. The study reveals that the participants experienced great difficulty in
accepting their HIV-positive status and thus adopted denial and, in some cases, avoidance in
the face of bad news. This is evident in the responses from Participants 9 and 10 where they

highlighted that they did not return to the clinic after they were diagnosed.

—At first, I didn't even come...I didn‘t come back. When the first detected @had

the disease, I won't lie to you, I didn‘t come at first. When they told gg@tld come

and get medication, I didn‘t come backl P9 ‘%

—When they first told me I did not take it serzous%@%ause I didn‘t think it was

something that I could have at that time.l Pl @
One of the participants also describes @emal from the perspective of her partner:

—He was so surprzse%kq —what is happening?|. He was sure they made a mistake

50 we went to no%&wpzml for the test and the test was still positive.l P11

&
Angep@gds Partner

While the participants were upset with themselves for contracting the illness, they also laid
the blame for it on their spouses. According to them, their partners had lied to them about
their HIV serostatus and the possibility of HIV transmission. This was highlighted by

Participant 12 in her account of disclosing her diagnosis to her partner:
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—He was asking —how did you go about it?| |Where did you get it from?|, it was so
ridiculing and I did not even have the knowledge to tell him to go for the test
meanwhile he had also been living with it and he kept it as a secret from me, I didn 't

know anything.| P12

Participant 7 reported that she was well aware of how she was infected and was angry and
blamed her husband: &

0

—1 was very angry with him because I know it was from him, he doesn ‘t know how to

[ ) “
stay in one place. I even tried to fight and shout at him; it @% he tried to kill me.

1 got even angrier when I thought that our childrer.z c&@bve it too.l P7
Participants 1 and 9 also expressed pain and urlh@ess at being negatively affected by the
sexual behaviours of their partners: < \)

Q

—He does not know how tozprotect himself and he does not like using condoms. It's

"
Jjust unfortunate tha@i to be on the receiving end of that. It was very painful think

@Q

I P
>

back on it.

@zs disappointing. I was disheartened. And I knew that he got it from another

woman and gave it to me. It s unfair.|l P9

4.2.3.2.2 Disclosure of HIV Diagnosis

The disclosure amongst the participants was disparate. Some participants perceived their

diagnosis as a personal burden that they had to deal with on their own. This was illustrated by
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participants 7 and 11 who highlighted that it was important to keep their HIV diagnosis as a

secret.
—Aside from my husband, I haven ‘t told anyone.|P7

—I haven 't told anyone, because it is our own personal family issue. Nobody else

needs to know about.| P11

According to the findings, participants only disclosed their HIV diagnosis and theft.@heir

child to persons they could rely on to keep the information as a secret. T-hiQ%Ned that

disclosure was selective. Additionally, they disclosed to those they thought would support
them. @w
—I was ashamed to tell her at first. But my mothQ@l are close and I needed
someone to talk to that time. And normally,@'as nothing I couldn‘t talk to her
about. She was the only one I could turn ‘&4
Fear of disclosure \;()(b
Nearly all women expressedé%mof disclosure and anxiety about HIV-related stigma and
rejection as key concéms@l en worried that disclosing their positive HIV status to their
partners wouldzle@s» assumptions that they had been unfaithful to the partnership and they

feared the a@)t nal and physical violence and isolation that may have followed. These fears

were ill ted by participants 2 and 3 in their reports regarding disclosure to their partners:

—No, I did not tell him. I didn‘t want more problems. If he knows about it, he can

throw us out. Where would I go? And I cannot raise a child myself|P2
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—My husband and I just got married that time so it was something that I was very
afraid about telling him because he would think I‘'m unfaithful or that he would think

the baby is not his.| P3

In addition to the fear and distress about abandonment following disclosure, Participant 2 also
believed that others would not keep the information confidential and they would be rejected

or treated differently:
—Before I tested positive, I had heard things people had said about iose that have the

disease. They say its incurable and people that get it are dil’a@y?l ‘t want anyone to

look at me or my child like that. We would both be &@&d Nobody would want to

come near usl P2 Q@
S

Participant 7 preferred not to disclose he@g osis to her mother because of the fear that the

news might take a toll on her heal]h&;()(b

—My mother told m had been coming here to get medication for her high blood

pressure and @e es too. I didn 't tell her because I did want it to be a reason for

her to ée@*la’ng. There s nobody that would hear of such a disease and won 't be
sho@d. P7

Outcome of Disclosure

The participants who disclosed their own HIV diagnosis reported both negative and positive
reactions. Some participants revealed that they experienced rejection and embarrassment

resulting from disclosure to their families and sexual partners.
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Participant 13 narrated that she was humiliated, isolated and ultimately rendered homeless by

her partner and his family when she disclosed her positive diagnosis:

—He told everybody in his family that I had HIV. I felt so ashamed. He was telling
them that I was sleeping around and I wanted to give him a child that didn ‘t belong to

him.... I don 't stay with him anymore. They said I should leave.| P13

In a similar portrayal of disclosure, Participant 9 revealed that her father‘s resp@e\to her
positive diagnosis was to tell her that it was something to be kept secret: 'E '\QO

—I1 told my father when he was still alive too because he jyg@iﬁd away this year.
He told me that I should just keep it to myself and mal@%\nobody knows about it
because it ‘s not something that you not people knoy 4;9

In contrast, some of the participants reported that theynegeived support from the people close

to them after disclosure. This was evident fr@j‘éﬁ pant 12 who said:

—There s so much stigmatizatiq@? false information when it comes to HIV but they

are very supportive. Even ughter checks with me to make sure I‘m fine.l P12

'}
Participants 3 and 6 al@‘ted that their partners were not supportive upon initial

disclosure but bec,<d ore accommodating and supportive after the intervention of

counselling ﬁ@ workers with their respective health facilities:

’%e is resigned about it now. He has accepted it. Initially, it wasn ‘t easy but we thank

God. Now there is no problem at all.| P3

—He reacted the way you would expect anybody to react when you hear that kind of
thing. But one thing I‘ll never forget is that he was more focused on my health and the
health of our child. The love that he has for me, made him to take things more

calmly.| P6
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4.2.3.2.3 Emotional Distress

Participants described the impact of being diagnosed with HIV as psychological and
emotional. They gave accounts of the participants, what could be described as extreme
emotional distress. The majority of the participants reported that being pregnant added to
their anxiety. They were worried that their unborn child may contract HIV, which caused

them pain.

Fear for the life of their child Q;&\
Participants, upon the discovery of their HIV diagnosis during thei qQcy, were
concerned about the prospect that their unborn child would contract !A%m\d feared that their

babies would die soon after birth due to HIV: &C‘Q\

—I was about to have a baby and I wanted to a% ore children after that. I didn‘t
understand it because I thought that they ing to tell me that I could not have

children or my baby was going to dié.| P

—You can 't be happy with Qomething like that. It ‘s something you will feel bad about.

And I was so S@j@ut whether it was going to affect the baby or not.| P11
@s afraid, very afraid because my child was all I was living for and if they had it,
I wouldn ‘t know what to do. Even though I had been taking my medication and giving

my child too...When you ‘re doing something right, you ‘Il still be afraid of the hand of

the devil.| Pl

One of the participants who was aware of her diagnosis prior to her pregnancy shared the
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same fears before she got pregnant and as well as after:
—1 thought about it a lot that time. Before and after I got pregnant. I was thinking,
would I be able to have a child? And when I got pregnant, I was thinking, will this child

live or die?| P10

Guilt, Shame and Self-blame

A lot of participants expressed sentiments of shame and guilt. They reported being as.han(ﬁbed

of their diagnosis and viewed themselves as pariahs: Q’)&\

—I don 't know what anybody else thinks, I can ‘t speak for them buf%@:\g it's

something that isn ‘t good.| P11 . @“

—He told me that I should just keep it to myself and n@?e nobody knows about it

because it‘s not something that you not peop@;\.ﬁs, 1 believe it.| P9

They also felt responsible for subjecting%' ild to the possibility of living with HIV and

thus blamed themselves: Q:b‘

—...1 realized that thﬁtﬁgﬂoos that I drew on my body were the most likely cause.
And I was jus@ that what if I didn‘t do that to myself, I wouldn‘t be here and
sick liki t@/ myself because I couldn 't let anyone follow me so they wouldn ‘t find

out. I still look at them with regret because now I'm suffering for it and my child

@ll‘ have to suffer for it too.l P10

They were also overwhelmed by feelings of pain when they learned about the child‘s HIV
diagnosis. One of the participants who had a child that tested positive reported feelings of

guilt and blamed herself for giving her child the disease:
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—When they told me I should bring him for testing I was shaking because he could be
positive too. And it happened that he was. ah I cried that day... It is even better for me
to be positive and die but I didn ‘t want that for my child. I gave him the disease. [ was

the one that caused it. And he would have to live like that for the rest of his life.l P2

4.2.3.2.4 Isolation

In this study, stigma and the fear of stigma were pervasive in these women'‘s lives gnqgld a

N\

major impact. Some of the participants experienced stigma from healthcare provi@as well
as family members upon disclosure. Being diagnosed with HIV also omen to

wilfully withdraw and isolate themselves. This was as a result of}@p\of being rejected,

and fear of the prejudice of the people around them. &CQ\
NS

Stigmatization .®

When seeking antenatal care services at the ho@ some of the study‘s participants were
subjected to stigma and discrimination. Co@%i to women who were HIV-negative, they

received less favourable treatment fro ical professionals.

—Despite the fact tha%vor in a hospital environment when people see you have it,
'}
r

they..., actuall; 0&

would use ‘Q

Every%w that field would know that the person is HIV positive and treat you

%'\o w.l P12

—1[ remember that when I got pregnant again, they would complain. They would ask if

ase note they would wite it there on your case note. They

gn, the red positive, they would put there to mark that thing.

I'm not done having children. They said don‘t I know that I'm sick.... Hearing things

like that, there is no way you won ‘t feel bad.l P3

Stigma was also reported from several sources including family members.

—She was very disheartened when I told her. It was very painful for both of us. She
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thought I was going to die, that was the first thing she shouted about. It wasn ‘t until [
tried to calm her down and explain to her. But even then, she has shifted away from
me, she ‘s not as free with me as she used to be. I noticed that she doesn ‘t let her

children come near me.|l P9

Self-isolation
For most of the participants, their diagnosis contributed to feelings of low self-wortll al}ghey

felt the need to isolate themselves from their immediate environment. This J@SO be

perceived as means of coping with the fear of stigmatization. ,%\QO

—I was withdrawn, I didn‘t go to parties, I didn‘t mingle,+[ !@n’?z’nued associating

A\
with all my friends.| P12 '&%
NS

—1 don 't talk to people, even to the people tl@@ this clinic with me. I don‘t have

friends here.| P7 . %
>

—You can ‘t be relying on anybode e t God and maybe your parents. But my mom

who could have been some fo%(b' support for me doesn ‘t stay in Ibadan. So, it's just

@ﬂ

4.23.3 Coping Strant¢€e§Q

The women i @udy spoke about a variety of difficulties that come with being an HIV-

me and God.| P10

positiv @ant woman, such as not having support to meet one‘s emotional and financial
needs; having trouble following ART instructions; and internalizing stigma associated with
HIV. The methods women used to cope with adversity in the face of significant challenges

were examined.
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Table 4.25 Main Themes and Sub-themes for Coping Strategies

Themes Sub-themes
Acceptance of Self and HIV Diagnosis

Social Support from Partners, Family and
Friends

The role of counseling
Support from Healthcare Delivery System Confidence in ART and Adherence
Source: Interviews, 2022

4.2.3.3.1 Acceptance of Self and HIV Diagnosis &b

As was already noted, participants in this study experienced internal sti . %nected to
HIV, which caused them to withdraw from their community. As :[his 4%’t.i\cipant explains in
great detail: &%‘\\i

—I was totally withdrawn, I didn‘t go to partie@%)dn ‘t mingle, I discontinued

associating with all my friends. It really é@% me even up till today because

majority of the friends I had then F @lost their contacts, I don‘t have any
information about them.| P12 E CJ

However, viewing HIV as a di %ﬁat affects many people rather than a death sentence and

accepting her own HI\CS@Qa a powerful step towards self-acceptance. She later says:

—If S‘o%we having diabetes can be living on drugs, someone that is hypertensive can
@%g on drugs, someone with hepatitis can be living on drugs, then what is the big
deal about living with HIV that you cannot just continue living in your drugs and you

will be doing very fine. And life goes on.| P12

The majority of participants reported being in denial following their diagnosis. This made the
process of accepting their own HIV status difficult. Some of the participants indicated they

gradually accepted the lifelong condition after coming to terms with their HIV diagnosis:
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—When you ‘ve lived with it for long enough, it ‘s not as bad as people think it is.| P8

4.2.3.3.2 Social Support from Partners, Family and Friends

Some participants indicated that having their partners® and other family members® support
influenced their pregnancy experience and postpartum results in a beneficial way. The

participants described how their partner and family members were committed to helping them

>

—He is resigned about it now. He has accepted it. Initially, it wasn ‘t ea we than

adhere to ART and PMTCT protocols:

God. Now there is no problem at all. He even reminds me to take @'}ication.ﬂ P3

. "
—She has helped me so much with my child. He s even wit@w in Ondo. I didn'‘t

want my husband to question why my child was taki &dl‘cation so I was with my

mother from when I gave birth till 1 stoppec%@eding. 1P4

If not for my mother, I don‘t know w r@yuld be now. I‘ve been staying with her.
At first, she was being cautious butl eXplained what they told me in the health facility,

that if I take my medicatlb% uld be healthy. She always reminds me to take my

'}

4.2.3.3.3 Support fro@lt;care Delivery System

Some women @ le to overcome their concerns about perinatal transmission, seek HIV

medication. She is theg that has been helping me with my child. P13

care, a @ irth to an HIV-uninfected child with the assistance of reliable healthcare

professionals regarding PMTCT practices.

—They told me that my baby could be healthy and without the disease. That was all 1
wanted... They told me that I could have a healthy baby that wouldn‘t even have HIV

and that was a relief for me.|P1
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The Role of Counselling
The importance of regular counselling was emphasized by the participants. In their opinion,
seeking counselling was essential to coming to terms with their situation. They also admitted

that the counselling they got had given them hope for a future.

—That was where they counselled me. They told me that there was no problem, that |
should calm down and nothing would happen to me.. It helped me a lot. They

explained to me that having this disease doesn‘t mean I will die. They tolé:@itqat 1

could live a healthy life as long as I took my medication| P2 'E\QO

[ ) “

—When 1 first heard I was so afraid, my mind was all ov lace. But those in this
health facility are people that helped me to calm abv@%ey told me that there would
be no problem once I‘'m able to use my medi&@gegularly. 1P3

Some participants also talked about how helpfulit was to interact with other WLWH within

the healthcare facility: Q)“b

—And I had also met sq%e-geople with the disease that had a baby and nothing was

wrong with th@ :gl didn 't feel anyhow. I wasn 't afraid.l P8

Confidence i Qe of ART and Adherence

The parptteipants faith in ART served as a further coping mechanism after receiving their HIV
diagnoses. Mothers with HIV and their children are now able to have normal lives because

there are effective anti-retroviral medications available.
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-1‘'m taking my drugs religiously and my viral load is so low, I cannot infect you. 1
would tell you there ‘s no big deal, I can be able to have a child, you have a child and

I have a child, your child is normal and my child is normal, you can breastfeed and I

can breastfeed.| P12

—I ‘ve been taking my medication when I ‘'m supposed to. Nobody would even know that

there is any disease in my body.| P2

—But they told us that if we keep using the medication everything that it w. @ect
the baby. And I made sure I took my medication regularly.| P11 ‘%\

. yﬁ'\

4.3 Discussion of Findings ,®

This study focused on the psychosocial challengK d experiences among WLWH who were

within their perinatal phase and were acceSS@T within Ibadan.

The objective of the quantitatiye ]@‘ of this study was to assess the prevalence of

depression and perceived streglgong study participants as well as to identify the variables

that would be associa @e outcomes.

The qualitativ @):\’ of the study used an inductive approach with in-depth interviews to
investig e@ sychological experiences and perceived coping strategies of WLWH during
their perimatal period. The findings are presented and compared to earlier studies in this

section.

The study results indicated a high prevalence of perinatal symptoms (60.7%) with antenatal

depression and postpartum depression having a prevalence of 61.6% and 58.9% respectively.
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The prevalence of perinatal depression is higher than what was found (38.4 %) in a similar
study in Ethiopia. The prevalence of antenatal depression of 61.6% as measured by the EPDS
with a cut-off of >13 is slightly higher than the prevalence found in a previous study in Ekiti

State, Nigeria (49.5%)'°.

A prevalence of 47.6% was also reported in a study conducted in Addis Ababa, Ethiopia'l.
The prevalence is also higher than the 52.5% reported in a study conducted in Ind.ia among
women on ART!2 The differences in prevalence might be due to dif%'g}es in
sociodemographic characteristics and tools used to assess depression. .Qﬁalence of
depression that was observed in this study is one of the highest fate§6q1 in sub- Saharan
Africa. This indicates a need to better screen and identify con{%]\ which may adversely

affect maternal and child outcomes. ° 6%

In the current study, the mean perceived stress S.OI. This indicates moderate stress
among women living with HIV during the@al period. These findings are in line with
reports from another study carried out@geria that indicated a moderate mean perceived
stress among its study population*\T%g participants® level of stress may put them at a higher
risk of mental conditions, Q)l? in the general population and in situations with social
inequality'*. Stress i@p rtant risk factor for depressive symptoms!>. Similar to other
studies, it w@at women within the study sample that reported depressive symptoms

(64%) re o@d

symptom$1(28%).

ignificantly higher levels of perceived stress than women without depressive

This study used multivariate analysis to highlight factors associated with perinatal depression

and perceived stress in a sample of WLWH recruited from ART clinics.

The study found that the status of the partner of participants was significantly associated with

depression and perceived stress. With an odds ratio of 0.389, participants with a positive
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partner were less likely to report symptoms of depression and perceived stress as compared to
women with negative partners. This may be due to the social support provided by a positive
partner as opposed to a negative partner. Studies also corroborate that having a positive
partner increases the likelihood of having access to help when sick, general support in form

of finances as well as HIV-specific support'¢.

According to the study, participants who earned below 20,000 were 5.6 times more likely to
report symptoms of depression and perceived stress. The results are consistent Qw@iqlose
reported in studies in Ethiopia and South Africa, which presented tha Q@ome and

.\'\

unemployment were related to depression among HIV-positive women!”!8, The reason could
be that in low-income countries, women are pressured to def: dé\;céemics for poverty-
related factors, which later result in their more prominent e@%ément on domestic work, as
well as the lack of access to health education and w@ S. This is ascribed to the possible
negative interaction between mental disorderé}\\‘?;%., depression) and poverty, primarily

because, in principle, people with depress’&l’ monly perform poorly in their daily tasks'®.

In addition, pregnancy may dec%%)aeir employability and even their potential to work

because of the type of labour &%(Nerished women may need to undertake®.

The results from tk@&d& also revealed that having a planned pregnancy (OR=0.348, 95%

Cl 0.149—0.8l®dicative of a lower likelihood of reporting symptoms of depression and

percei%%s during the perinatal period.

According to the study, pregnant women within their second (14-28 weeks) and third (29-40
weeks) trimesters were more likely to report symptoms of depression and perceived stress
with odds of 4.7 and 3.7 respectively. This is in contrast with other studies which have

reported no association between gestational age and depression among women living with

HIV.
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This could be due to physiological changes which take place during this period which may be
inclinatory to the development of depression. it could also be due to the heightened anxiety

during the third trimester?!?2,

This study indicates having problems in a previous pregnancy (OR= 2.10) was significantly
associated with the co-occurrence of depression and perceived stress. This indicates that
women living with HIV that had complications in their previous pregnancy were twice as
likely to report symptoms of depression and perceived stress as compared to th%'t{gdid
not. This could be a result of the complications being events that were i vere and
stressful to them. This finding is in line with previous studies whic reg ed that having

previous complications in pregnancy is a significant factc@»\fh development of

depression?. . QQ)
\

Resulting from the in-depth interviews, participants@is study described a wide range of

pregnancy and postpartum challenges assocics}%living with HIV.

Upon awareness of their HIV diagnosig@ﬁaﬁicipants of this study experienced a variety of
emotions of high intensity. Thethions are consistent with those found in other similar
studies?**. For the particip%%ging diagnosed with HIV was a shocking and life-altering
event, and believed t@%ﬁh was not far behind. Findings from this also showed that the
women had a di t time accepting their HIV diagnoses and the effect that it could have on
both thei @s and the lives of the child that they were expecting. These findings are similar
to reports”from other studies where the immediate psychological and emotional impacts of a

positive HIV diagnosis were described as severe, leading to feelings of depression and

reduced self-worth 26-27,

The study also revealed that the women were in denial because they did not believe they were
at significant risk of contracting HIV. According to research, denial of risk prior to diagnosis

indicates that HIV was not a concern for the women due to the perception that HIV occurs in
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demographics that they are not a part of?8,

The majority of the study‘s participants had only one partner, and they majorly associated
HIV infection with sexual promiscuity. Studies have shown that, women believe only having
one sexual partner will prevent them from contracting HIV'?. Those who reported having
partners that engaged in unsafe sexual behaviours reported feelings of anger and blame
A
>

Disclosure of HIV status was a major challenge among our study participantQ"%é women

towards their partners.

felt discouraged from disclosing their partners because the r of divorce,
interpersonal/domestic violence, neglect or other forms of psyb@ggl abuse deterred

women from immediately disclosing to their male partners.éese results support earlier

research that indicated intimate relationship abus%@y and desertion were linked to

WLWH who disclosed their HIV status®. %

The women in this study reported that they experienced feelings of anxiety, dread, and worry
for both their own health and the hqggb‘bf their unborn children. They also reported fears
about being unable to care for h%?hildren due to ill health. The participants indicated that
the experienced descri e@s of anxiety, guilt and self-blame. Being pregnant and HIV
positive made the V\Oai\{ anxious and worried about the wellbeing of their children. This
caused them‘%&t deal of emotional distress. This is similar to concerns reported in other
studie%@ng pregnancy, the participants were plagued by the fear that the child might be

infected. This is corroborated by studies which report that maternal levels of anxiety are

significantly increased prior to the confirmation of the child‘s HIV diagnosis!2.

This study found that WLWH experienced perinatal distress and anxiety related to the baby‘s
health and status, which persisted during the infant HIV testing phase. These findings were in

line with earlier research findings®'-32.
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The results emphasize how crucial it is to give women post- diagnosis psychosocial
assistance in a timely manner as part of the chain of care for PMTCT in order to help them

get over their worries of vertical transmission and seek HIV care??.

Several studies have identified isolation as a response to an HIV diagnosis!>!”

. Participants in
this study described self-imposed social seclusion or isolation as well as disengagement from

routine tasks. Some of the participants also reported being openly criticized by healthcare

professionals for being pregnant. Q’S\

2

According to studies, the psychosocial issues faced by HIV- posﬁ%ﬂegnant and
postpartum women are not addressed in HIV or prenatal clim'g{é‘l‘ﬁis underlines the
importance of including forms psychosocial therapy within P\\@;programmes, in order to

aid self-acceptance and the acceptance of HIV diagn%s&%\

This study identifies helpful coping mechanisnli\\‘l';st WLWH used to deal with difficulties
they had throughout pregnancy and afte%i' birth. The results from this study imply that
WLWH women can successfully na@e severe social and psychological difficulties and

achieve healthy pregnancies by using’effective coping mechanisms.

o
Consistent with prev@g’%{es, the findings from this study revealed that acceptance of
HIV status an c@&nce of self was a primary coping strategy used by women. Acceptance
of HIV sta@a acceptance of self helps individuals to reframe their situation®*!® and is

also a sign.of motivation to deal with difficult situations, overcome denial and face reality.

Partners and family members played significant roles by contributing to the reduction of the
women‘s difficulties. The role of spousal and family support in lowering the likelihood of
psychological distress among WLWH has been well documented’**. Social support has also
been found to slow the advancement of HIV disease, extending HIV-positive
individuals survival times 3°.
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Some of the participants of this study were able to rely on support from family members to

help them cope with the challenges associated with being pregnant and living with HIV.

This is in line with earlier studies that indicated that family support is linked to lower stress,
better medication adherence, and a decreased risk of psychological distress, all of which led

to better quality of life for HIV-positive women?,

Additionally, studies have demonstrated that family support enhances physical outcd nd

guards against the unfavourable social effects of HIV infection?’. . qg)

The findings from this study also indicated that support from healthca pg\ iders regarding
ART and PMTCT practice helped women overcome fear .%:é‘ déath and perinatal
transmission, as well as encouraged them to engage in Hmzéare, leading them to have
children that are not infected with HIV. This is coﬁ%%%with a prior study conducted in
Uganda, where patients at PMTCT clinics des%ﬁé& health professionals as being kind and
sympathetic, which helped patients cop% the difficulties and anxiety associated with

receiving an HIV-positive diagnosisz“@

For the participants of this s ©oping was also aided by observing other women who had
gone through similar expérienées. This is related to what has been documented in a previous
study that kno ir@ﬁmeone who is living with HIV enables those infected to accept their
HIV status ‘ﬁse of the inner comfort they feel knowing that someone shares their
experi@g. This finding echoes earlier work showing that peer support groups play an
important role in helping women living with HIV to understand HIV and PMTCT programs

leading to retention in care and adherence to ART?4,

On the other hand, the participants did not feel comfortable disclosing their status to
community members for fear of stigma. This is contrary to what has been reported in a
previous study that community members play a role in helping WLWH adhere to their
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medication and cope with the illness*!.
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Chapter Five

Conclusion

This study examined the level of depressive symptoms and perceived stress and assessed the
factors associated with them. The study also explored the psychosocial experiences of women

living with HIV during their perinatal period.

This study was carried out using a mixed-method study design. For the quantitative @e of
the study, a cross-sectional survey was designed in which 402 women living.wi in the
selected ART health facilities participated. The research instrument @r this study
assessed depression using the Edinburgh Postnatal Depression S@IK“QEEDS) and perceived
stress using the Perceived Stress Scale (PSS-10). The research&%}nent was also designed

to assess socio-demographic, clinical, behavioural and .@ancy-related variables. In the

qualitative phase of this study, one-on-one ‘1@1 interview was conducted with

participants. The interview questions cov@p

during pregnancy and after giving bir%yvomen‘s ideas and feelings regarding getting

ies such as the experiences of WLWH

pregnant, how their HIV status @ their thoughts and feelings around pregnancy, and

their perceived coping mecha%

o
5.2.1 Summary of Findings
Q

This part prﬁ%s an overview of the findings that address the current thesis‘s research

questi@g findings are organised in accordance with the research objectives.

5.2.1.1 Objective One: To Identify the Level of Depression and Stress among Women
living with HIV during the Perinatal Period in Ibadan, Oyo State

The study‘s findings show that women living with HIV who attend the selected ART clinics
in Ibadan have a considerably high level of depression. This is evident as 60.7% of the
women that participated in this study had EPDS scores ranging from 13 to 30. The overall
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mean score, 20.07, of perceived stress also revealed moderate levels of perceived stress

among participants.
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The results of this study also revealed the 64% of the participants in this study report

symptoms indicative of the co-occurrence of high levels of depression and stress.

5.2.1.2 Objective Two: To Identify the Factors Associated with Depression and Stress
among Women with HIV During the Perinatal Period in Ibadan, Oyo State

The results of this study indicated a significant relationship between depression and having a
positive partner, having an income level below 20,000, a gestational age above 14 wedks, and
alcohol intake. The study also revealed a statistically significant relationshipsdbetween
perceived stress and having an income level below 30,000 and gestational @ge between 29
and 40 weeks. The co-occurrence of depression and perceived strgss Was' also found to be
significantly associated with having a negative partner, having an\income level below 20,000,
having a planned pregnancy, gestational age above l4~weeks and having problems in a

previous pregnancy

5.2.1.3 Objective Three: To Identify the Rsychosocial Challenges During the Perinatal
Period among Women Living with HIVMn Ibadan, Oyo State.

In this study, women living with HPV reported experiencing various challenges during their
perinatal period. Majority-ef\the participants received their diagnosis during their pregnancy.
They struggled with fectings of shock and denial and found it distressing to accept their HIV
diagnosis. Sofite=of the women were unable to accept their diagnosis because it was
unexpected and they did not perceive themselves as vulnerable to being diagnosed with the
disease. Some of the participants of this study also reported being angry with their partners
because they believed they were victims of their partner‘s sexual behaviour. The women also
reported experiencing great emotional distress, most prominently in the form of anxiety
towards the wellbeing of their child stemming from the fear of vertical transmission and

subsequent death of their children. Disclosure, when conferred, was often to partners and
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participant and were perceived to be able to provide support for them. Disclosure, to some of
the participants, was also believed to be a personal matter which they were determined to
keep secret, even from their partners. The study also reports that the women also withheld
information regarding diagnosis because of a fear of stigma from their partner, family and

members of their community.

Participants in this study reported self-imposed social isolation or withdrawal, as well as

disengagement from usual activities. Some individuals also reported receiving o @}Yiticism

from healthcare providers for being pregnant. @

5.2.1.4 Objective Four: To Examine Perceptions of How to (@?h the Challenges
During the Perinatal Period Among Women Living wi{h I@g’[ Ibadan, Oyo State.

This study explored the coping strategies utilize&“ys%} participants to cope with the
challenges they face. The findings revealed tba&thi participant‘s acceptance of HIV status
and acceptance of self was a primaRy cop }ategy used by women. Some women also
relied on family members for support e with the stressors of being pregnant and living
with HIV. The findings from thiwy also indicated that support from healthcare providers
regarding ART and PMTQ I ?ice helped women overcome fears of death and perinatal

transmission, as well ncouraged them to engage in HIV care, leading them to have

children that@nfected with HIV.

5.2 @clusion

This study reveals a substantial prevalence of possible depression, perceived stress, and the
co- occurrence of depression and perceived stress in the population of women living with

HIV.

The study also explores the reactions of pregnant women who are HIV positive as well as the

process of self-acceptance after receiving the diagnosis. Despite a varied and contextual
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acceptance process, the ladies gradually modified their attitudes about HIV and accepted the
diagnosis as a lifelong condition. Several variables such as disclosure to significant
individuals, getting support, the need to survive, faith in ART, and optimism for life after
diagnosis, influenced the transition from HIV diagnosis to motherhood. This study also found
that women continue to face stigma and discrimination, as well as fear of disclosure and
abandonment as a result of their HIV diagnosis. These difficulties discourage women from

screening for HIV and also impairs their capacity to take drugs, which may Jeopﬁv their

physical health and the health of their children. ":\ \

The reports from this study agree with prior research that indicate qc ingyan HIV diagnosis
is necessary for engaging in HIV care and that psychological A@s to be treated with the

same zeal as physical health in order to reach the goal o@mnatmg mother-to-child HIV

&

5.3 Recommendations

1. The study recommends that ning for prenatal and postpartum depression and
access to mental healt gﬁntlons should be part of routine maternal healthcare for
all women.

2. To assist \gl)wnh navigation of HIV care during pregnancy and after, strategies
aimeﬂ%couragmg HIV testing, safe disclosure, preconception counselling to help

gegnancies and involving male partners in antenatal care should be considered.

3. Health care providers that attend to pregnant WLWH may help with their
psychological needs and help curtail related challenges by working to support,
promote, and facilitate positive strategies for coping that they are already using. These

efforts include regular screening of patients for psychological distress in the HIV

clinics and refer for mental health assessment and treatment.
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4. To respond to their various needs, policies that support networks of WLWH should be
implemented, and financial assistance should be provided through current funding
sources.

5. The local systems that assist WLWH in gaining economic empowerment and
bettering their standard of living, such as the Network of People Living with HIV and
AIDS in Nigeria (NEPWHAN), should be supported and developed.

6. Even though WLWH are capable of overcoming difficulties individuallyqﬂ)%%e is a
need to encourage WLWH to form support groups so they can mo .aﬁg@e another

0’

as they navigate HIV care. Additionally, community educaak%’a d disseminating
y be helpful to other

details about how various WLWH deal with difﬁculti‘{@a

women facing comparable difficulties. . QQ)

N

5.4 Contribution to Knowledge Q

This study has established a better understan 'h@ﬁe personal experiences of women living
with HIV as well as identifying and decufmenting the specific psychosocial challenges
experienced by women living with uring pregnancy and postpartum. The study shed

light on the impact of HIV on, the mental health of pregnant women and new mothers by

'\
exploring the prevalerc)@verity of depression and perceived stress.

The study iri\%@d and helped develop an understanding of various factors including
C

socioecono@

psychosogial challenges which can help to guide the development of support programs and

atus, social support, stigma, and discrimination, that contribute to the

policies.

The study also identified the factors related to how pregnant women and new mothers living
with HIV cope with the emotional and social aspects of this disease which can help address

their mental health needs at different stages of the perinatal period and identify strategies for
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improving their mental well-being in settings like Nigeria where socio-structural factors have

been shown to affect HIV-related health outcomes and mental health.

5.5 Suggested Areas for Future Research
This study explored the psychosocial challenges experienced by women living with HIV
(WLWH) during pregnancy and the postpartum period in Ibadan, Oyo State. It is suggested
that further studies be carried out across larger study areas and populations. Longitudinal
studies can also be carried out to follow women living with HIV from pregn?nczég)‘;%r\lgh the

postpartum period to provide a more in-depth understanding of thﬁ%}t of the

psychosocial challenges they face. . \%q

The role of healthcare systems and healthcare providers iné@ressing the psychological
challenges of women living with HIV during pregna )@postpartum can also be further
examined. As part of this, it would be necessary tg%a ate the accessibility, availability, and

quality of healthcare services as well as @j\ﬂ)\t'u es and procedures used by healthcare

professionals to support the psychologi@alth of these women.
Research can also be done to eMe how social networks and peer support can help to

'\
reduce the psychosocial cg s of women living with HIV and foster their wellbeing. The

study would explo;& advantages of communities, community-based interventions, and

peer support@s.

Furtharch can also be done to explore how maternal mental health of women living
with HIV can impact their parenting behaviors, child development, and the long-term well-

being of the child.
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Appendices

Appendix One: Ethical Approval from Lead City University Research Ethics
Committee

\

Lead City University (LCU) NHREC

Mutte: Knowledpe for Seff-refinnee
Lagoy - Ihadon Expressway, Toll Garte Area, Ibadan, Qo State, Nigeria
Email: lew hrecimbon edu.ng

University Research Ethics Committee

PROJECT FITTLE: ASSESSMENT OF THE PSYCHOSOCIAL CHALLENGES
CACED BY WOMEN LIVING WITH HIV DURING THE
PFRINATAL PERIOD IN OYO STATE

PROJECT NUMBER. LCU-REC/22/125.
APPROVAL LETTER

The abave name:d proposal has been adequately reviewed; the protocoi and safety guidelines
satistyv ihe conditions of LOU-REC policies regarding experiments st nse human subjects.

Iherefore. the study under its reviewed state is hercby approved by the LCU - Research Ethics
Commitlee.

Prof. Olusela Ladokun -~ s & ........................

Name of LCU-REC Chairman Signature of LCU-REC Chedrman

Dy, Folehanmi Akinsolu

Name of LOU-REC Secretary Signature of LCU-REC Secretary

This approval is given with the investigator's Declaration as stated beivw;

By signing below § agree/eertify that:

I. T have reviewed this protocel submission in it entirety and that i am fully cogrizant of,
au in agreement with all submitted statements.

3. 1 will conduei this rescarch study in striet sccordance with all submitied statements excepl
where a chunge may be vecessary to eliminale apparent inediate hazard B0 a given
research subject. .
e 1 will notify the KLEC promptly of any change in research provedures necessitated in

the interest of the safety of a given research subject.
e 1 will request and ob.ain REC approval of any proposed modificaticn 10 llru: rc:fmn:h
protocol or informed consent document(s) prior to implementing such modifications.

166



Appendix Two: Ethical Approval from Oyo State Ministry of Health Research
Ethics Committe

i

——

-

3
.l-
Ll

167



Appendix Three: Information Sheet and Consent Form

Lead City University (LCU)

Faculty of Public Health g“ﬁ*%’g
Department of Public Health 3 e ¥ 3
Moftto: Redefining Health w

Lagos-Ibadan Express way, Tell Gate Area.
P.O. Box 30678, Secretariat, Ibadan Oyo State Nigeria. Tel: 02-7510682

INFORMED CONSENT FORM
This informed consent form is for women living with HIV aged 18 years and above, that
are pregnant or have been pregnant within the last two years participati 19\ it the
research titled “Assessment of the psychosocial challenges faced by wome g with
HIV during the perinatal period in Nigeria.” : \

Names, affiliations and Positions of the researchers conducting the study
"

§
....................................................... . QQ}
....................................................... g,?\
You will be given a copy of the full Informed Consentform

PART 1: INF(@TI N SHEET
My Name 1S .....oovvevviinieniniianeennannn, d presently, I am an MPH student from the

Department of Public Health, Lead niversity, Ibadan. I am conducting a study to
explore the Psychosocial challenggs ahd experiences of Women Living with HIV during their
perinatal period in Ibadan, Nigeria.

The study requires you to ¢ t® a demographic sheet as well as questionnaires (Edinburgh
Postnatal Depression easuring depressive symptoms and Perceived Stress Scale
for measuring perceived stress questionnaire). You would also take part in an in-depth (one-
to- one) interview. ‘(bvdiscuss your psychosocial experiences as a woman living with HIV
during pregna%‘gi early motherhood. The interview will last for about one hour and will
be recordedép itted in order for me to have a record of what has been discussed.

You d@ ve to decide today whether or not you will participate in the research. Before
you decide, you can talk to anyone you feel comfortable with about the research. If there
happens to be any word you need clarification on, you can ask me and I will definitely take
my time to explain to the best of your understanding.

PURPOSE OF THE RESEARCH

The purpose of this study is to gain an understanding of the mental health and social needs of
Women living with HIV/AIDS by exploring their psychosocial challenges and experiences;
and also, by examining how sociodemographic factors (i.e., age, religion, occupation, annual
income, educational status, and marital status) affect the relationship between perceived
stress and depression in women living with HIV during the perinatal period.
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PARTICIPANT SELECTION

I am inviting Women who are pregnant or have been pregnant within the last 2 years, HIV-
positive and aged 18 years and above attending antenatal clinics that provide antiretroviral
therapy (ART) services for prevention of mother to child transmission (PMTCT) of HIV
located in Ibadan, Nigeria.

VOLUNTARY PARTICIPATION

Your participation in this research is entirely voluntary. It is your choice to choose whether to
participate or not. Whether you choose to participate or not, all the services you receive at
this clinic will continue and nothing will change. You may change your mind later and stop
participating even if you agreed earlier.

DURATION

The research takes place over a period of 2 months in total. During that.timey yeu will be
required to answer a questionnaire survey after which you may be requiredyto participate in
the one-on-one in-depth interview.

RISKS
There are no known physical risks to participating in.the \stady. Emotional upset while
completing the questionnaires or in-depth interview mighteya possibility.

BENEFITS

There may not be any immediate and direct*b&nefit for you but your participation is will
hopefully help to provide valuable inform@tion’to public health policy makers in Ibadan
which can bring about improvement in the healthcare given to women living with HIV in
Ibadan, Nigeria. This study has the pofentidl of bringing about development of public health
initiatives aimed at improving the mental health of women living with HIV which will
hopefully bring about improvement i their general wellbeing.

CONFIDENTIALITY

We will not be sharing thé-identity of participants of this research. Any information that we
collect from this research project will be kept confidential. Participant‘s information will be
coded with numbers) which only the researchers will have access to and it won‘t be shared
except with necessary stakeholders.

SHARING THE RESULTS

The result of the questionnaires and transcripts will be reported in my MPH thesis which will
be submitted to the Lead City University. A short summary leaflet of the result will be made
available for participants who are interested in receiving it. Only what is permitted by law
and research ethics will be shared. In any sort of report that might be published, I will not
include any information that will make it possible to identify a participant.
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CONTACT INFORMATION
Who can I contact about this study? If [ have questions or concerns about this research study,

whom can I call?
You can call either myself or my supervisor with your questions or concerns. Our telephone

numbers are listed below. Ask questions as often as you want
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INFORMED CONSENT FORM FOR STUDY PARTICIPANTS ON
PSYCHOSOCIAL CHALLENGES AND EXPERIENCES OF WOMEN LIVING
WITH HIV DURING THEIR PERINATAL PERIOD RESEARCH

CERTIFICATE OF CONSENT

I have read the foregoing information, or it has been read to me. I have had the opportunity to
ask questions about it and any questions that I have asked have been answered to my
satisfaction. I consent voluntarily to participate as a participant in this research.

Name of Participant
Signature of Participant

ALY
Date Q‘}\

Day/month/year . '\QO
If illiterate S
A literate witness must sign (if possible, this person should be select the participant and

should have no connection to the research team). Participants wh @v iterate should
include their thumb-print as well. &

I have witnessed the accurate reading of the consent form f@potential participant, and the
individual has had the opportunity to ask questions. | that the individual has given
consent freely.

Name of witness . @} Thumb print of participant

Signature of witness '

Date '6’\.)
Day/month/year %

S

N
QQ%Q
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Statement by the researcher/person taking consent

I have accurately read out the information sheet to the potential participant, and to the best of
my ability made sure that the participant understands that the following will be done:
1. Participants will be asked to fill a questionnaire survey to explore their challenges as
perinatal women living with HIV.

2. There will be in-depth interview to explore their individual experiences

3. The interview will be recorded for research purpose.

I confirm that the participant was given an opportunity to ask questions about the study,-and
all the questions asked by the participant have been answered correctly and to the b &y
ability. I confirm that the individual has not been coerced into giving consiv% consent

has been given freely and voluntarily.

A copy of this Informed Consent Form has been provided to the pagti@tﬂ

Print Name of Researcher/Person taking the consent _%\
Signature of Researcher /Person taking the consent — A Qv)
N
Date ®
Day/month/year Q

S

N
QQ%Q
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Appendix Four: Study Questionnaire
LEAD CITY UNIVERSITY, IBADAN
DEPARTMENT OF PUBLIC HEALTH
QUESTIONNAIRE SUREVEY
Dear Respondents,

lam covveviniinininnnnnnn an MPH student from the Department of Public Health, Lead City
University, Ibadan. I am conducting a study to explore the psychosocial challepgegrand
experiences of women living with HIV during their perinatal period in Oy 'Sﬁ%)Nigeria.
All information provided within the questionnaire will be threate&%ﬁ the utmost

. "
confidentiality. Section A: Socio-demographic Information &

1. Age: . QQ}

2. Religion: Christianity ( ) Islam () Other (@

3. Tribe: Yoruba( )Igbo () Hausa ( ) Qﬁ(Specify)

4. Educational level: Primary level () m& level () Tertiary level () None ()
5. Marital status: Married () Divor%z idowed () Separated () Single ()

6. Type of partner: Spouse( ) () Causal () None ()

'\

8. If yes: Positi:e @a ve ()

9. Employmen s: Unemployed ( ) Employed ()
p 119&

10. \b% our monthly income?
O <20,000
0,000 — 30,000
Qﬂ 31,000 — 40,000

041,000 — 50,000
0 >51,000
11. In what year did you first test positive for HIV? ............
12. Are you taking antiretroviral drugs? Yes () No ()
13. How long have youbeen on ARVS:.. ...,

14. Number of Children after learning about HIV Status

7. Do you know your Iﬁers status: Yes () No ()
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Section B: Psychological Assessment

Edinburgh Depression Scale

15.

Oo0Ooao

17. I have blamed myself unnecessarily when things wen;&@i
O Yes, most of the time Q)
O Yes, some of the time ¢ Q

O Not very often ®

O No, never Q

18. I have been anxious or worried fi .11?\%.%] reason

O No, not at all Q

O Hardly ever '6

O Yes, sometimes

O Yes, very often Q)(b

19. I have felt scared anicky for no very good reason
O Yes, quite a lot Q

O Yes, sometim Q

O

O

oooosz

I have been able to laugh and see the funny side of things

As much as I always could
Not quite so much now
Definitely not so much now
Not at all

I have looked forward with enjoyment to things
As much as I always could
Not quite so much now
Definitely not so much now
Not at all

No, not much
No, not Et &,

20.  Thi ave been getting on top of me

0 I R R

oooowN

ost of the time I haven‘t been able to cope at all
sometimes I haven‘t been coping as well as usual
No, most of the time I have coped quite well

No, I have been coping
as well as ever

I have been so unhappy that I have had difficulty sleeping
Yes, most of the time
Yes, sometimes
Not very often
No, not at all
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22. I have felt sad or miserable
Yes, most of the time

Yes, quite often

Not very often

No, not at all

Ooooao

I have been so unhappy that I have been crying
Yes, most of the time
Yes, quite often
Only occasionally
No, never

oooo

The thought of harming myself has occurred to me &
Yes, quite often Q)

Sometimes . QO

Hardly ever ‘%

Never .
5

The questions in this scale ask about your feelings and thopg@ ng the last month. In
each case, you will be asked to indicate how often you felt o& ught a certain way.

I:II:II:II:I.E

Perceived Stress Scale

For each question choose the most appropriate of the‘alternatives.

Never Often

A
»\N@\ Almost | Sometimes | Fairly
)

Very
Often

25.

In the last month, how often have you'%
been upset because of something ﬂ%
happened unexpectedly?

26.

In the last month, how often haM/ou
felt that you were unabl ofitrol the

important things in.yqus hife?

27.

In the last month, \how) often have
you felt nervousiand stressed?

28.

In the las nth) how often have
you felt confident about your ability

to our personal problems?

29.

Int st month, how often have
you felt that things were going your
way?

30.

In the last month, how often have you
found that you could not cope with
all the things that you had to do?

31.

In the last month, how often have you

been able to control irritations in your
life?
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32. In the last month, how often have
you felt that you were on top of
things?

33, In the last month, how often have
you been angered because of things
that

happened that were outside of your

control?

34. In the last month, how often have you
felt difficulties were piling up so high ) ®
that you could not overcome them? QS

-

Section C: Lifestyle/Behavioral ‘%\

Alcohol Use
35.  Have you ever consumed any alcohol such as Beer, wine @g.ﬁts‘? Yes
Currently( ) Yes Stopped () Never () %
36.  Have you consumed any alcohol within the past 12 @s}
Yes () No ()

37.  Ifyes(Currently), indicate how often yo on alcohol
Always (') Often () Sometimes () Rarely (‘%
38.  Ifyes but stopped, state how oft yo orfisumed alcohol prior.
Always () Often () Sometimes ( () Never ()
Tobacco Use
39.  Have you ever smoke bacco products, such as Pipes, Cigarettes, and

Cigars etc?
a. Yes(Currentl

mber Of SHCKS: ...
b. Yes(S‘iz
rage Number of Sticks:..........oooiiiiiiiii
40. ast one month did someone smoke in your home, workplace or
Sd@g Yes () No ()
SectionB: Social Support and Obstetric Factors
41@\!\/ do you relate with your sexual partner?
a. He is caring
b. He supports my baby with everything
c. He does not provide food
d. Does not stay with me
42. Status disclosure to partner Yes () No ()
43. if yes to 42, did you have conflict with partner Yes () No ()
44, Receives adequate support from family and friends Yes () No ()
45. Are you pregnant Yes () No ()
46.  Ifyes to 45, is a planned pregnancy Yes () No ()

47.  Ifyesto 45, Gestational age
O 5-13 weeks
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O 14-28 weeks
O 29-40 weeks

O >40 weeks
48.  Have you faced problems in previous pregnancy Yes () No ()

THANK YOU FOR YOUR HELP.
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Appendix Five: Interview Guide

LEAD CITY UNIVERSITY, IBADAN
DEPARTMENT OF PUBLIC HEALTH

INTERVIEW TOPIC GUIDE

Introduction to research

A

Hello. My name is and [ am doing a study looking at what pro }affect
a woman‘s mind and emotional health during and after pregnancy for my-M hesis at
Lead City University. Big changes in life can be hard for some people, a omen go

through changes in how they think, feel, or look. I want to know about how you felt during
and after your pregnancy. The information from this study will be use o.?elp HIV-positive
women have healthy pregnancies. 1 have a lot of questions, but I° ngally interested in
what you think, so anything you say will help. This interview is % ; like a conversation,
and everything you say to me will stay between us. There i %ght Or wrong answer; we
just want to hear about your own experiences. As we dls& , our interview will be audio
recorded. This way, we can speak freely and I will n the things you tell me. No one
other than the myself and my supervisor will be abl%s en to the recording, and it will be
deleted when we have finished the study.

As a reminder, you are not required to answ@ues‘uons and may skip any questions that

you do not want to answer. '6

Do you have any questions beforé@egin the interview?

Now, I would like to a 3@ ﬁe questions about your experiences. Specifically, I would
like to hear about yo recent pregnancy.

Topics QV Main | Probes
Questlons

ink back to | Plans for pregnancy, desires for pregnancy, expectations will

before got pregnant — | be explored
what were your thoughts
about getting pregnant at
that time?

2. How do you think your | Her perceptions of his plans for pregnancy, desires for

partner felt about your | pregnancy and expectations will be explored
getting pregnant?
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Whether partner knew her HIV status around the time she got
pregnant and how HIV may have affected his thinking will be
explored. The partner’s HIV status will be explored as well.

3. After you discovered you
were pregnant, how did you
feel about the pregnancy?

How did your thoughts and feelings about the pregnancy
change over time?

4. How did you feel during
your most recent
pregnancy? I am interested
in things that affected your
mind.

Feelings (both positive and negative) and experiences will be
explored

If relevant to depression, the participant will bes @ed

&>

‘@a sadness,
%gﬂpy;t king decisions,

patterns, feeling
crying easily, feeling

further for emotional & somatic symptoms.

Symptoms of depression may include
memory issues or trouble concentratin
loss of interest in things, changes ‘i

suicidal, feeling unhappy or mis
scared, panicky, worried, anxi
[ ]

The participant wil e%{ed, -what were some of the
%Y

For each %,Jthe participant will be probed further (if
needed

challenges you

V an you tell me more about this?

¢” Why do you think you felt this way?

\'\ How did this affect your daily life?

i o If symptoms were problematic, How did you try to fix
or get help for this problem?

How was this different from your other pregnancies?

interested in your emotional experiences and thoughts or things that affected

Now [‘m z to ask questions about the first six months after your most recent pregnancy.
Again
your mind.
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5. [For women who have had a livebirth. This question
will be skipped for women with other pregnancy
outcomes.] Tell me a little about your child and how
he/she is doing.

Has your child been tested for
HIV?

If yes, Can you tell me a little
about that?
How did you feel about going
for testing?

What was the result?

How did it feel to lean&

result? . Q)
‘%\eqe?se about

Did you tell a
this result?

If n@ore why not.

6. How did having this [pregnancy outcome] affect your
life?

¢S

g

é@fe at personal level,

ily level and perceptions
»of community.

Explore for positive changes
and experiences and negative

A

experiences as well

Thank you so much for shari
questions are personal, but

u%&

hing you share is confiden

So, I understand...

Q

tial.

Q)O‘
n%t&hisyformation about your life, I know many of these

ary of major points of what she has said).

Asa remin& ‘re interested in learning about the changes in women‘s thoughts, emotions,
and b ccur during and after pregnancy. We are almost done with our interview.
Before inish, is there anything else you believe is important for me to know?

After a response from the participant:

Thank you for your time and honesty. Your participation is a big help to us.
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