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Introduction
Contraception is a cornerstone of efforts to prevent vertical HIV transmission for women living with
HIV(WLWH), but contraceptive use may be impacted by depression and anxiety. We examined the

relationship between depression, anxiety and unmet need for contraception and method type.

Methods

We conducted a cross-sectional survey at baseline among 3300Kenyan WLWH receiving routine HIV care
participating in a cluster randomized clinical trial evaluating a reproductive health counselling intervention at
10 HIV clinics. Women who did not desire a pregnancy in the next two years or were not sexually active were
ineligible for this analysis. Study staff administered surveys on depression, anxiety, stigma and social support.
Participants used a tablet to self-administer a survey on family planning, which assessed fertility intentions
and contraceptive use. We utilized univariable and multivariable generalized linear models to assess the
relationship between depression, anxiety and unmet need for contraception and method type.

Results

Among 964 women eligible and enrolled, 10% had at least mild depression,14% had anxiety, 17% had either

depression or anxiety, and 7% had both. Overall, 78% used a modern method of contraception and 10% had



an unmet need for contraception. Prevalence of unmet need was 18% among women who were depressed and
9% among women who were not depressed. Women with at least mild depression were twice as likely to have
unmet need for contraception (PR 1.96[95%CI 0.95, 3.52]; aPR 2.32 [95%CI 1.47,3.67]) compared to women
without depression. The most commonly used methods of contraception were implants (37%) and injectables
(33%). Over one-third (34%) of contraceptive users were using dual methods. Proportion of anxious women
who used long acting reversible contraceptive (LARC [intra uterine devices and implants) was 35% and 42%
among women without anxiety. Among women with stigma the prevalence of LARC use as opposed to short
acting methods (pills, condoms, injectables, fertility based, lactation amenorrhea) was 49% (PR 0.51, CI
[0.36,0.71]) lower in depressed or anxious women compared to women without depression or anxiety,
p<0.001.

Conclusion

Unmet need was higher, while LARC use lower, among women with either depression or anxiety compared
to women without. Screening WLHIV for depression or anxiety may help identify women who have more
difficulty using contraception, or have additional barriers to using LARC and who need better support to

realize their reproductive health goals.



INTRODUCTION

Contraception is an important strategy to help women and girls prevent unintended pregnancies and reduce
maternal and infant mortality. For women living with HIV (WLWH), contraception is also a cornerstone of
prevention of vertical HIV transmission. Yet, in sub-Saharan Africa (SSA) where the HIV epidemic is
concentrated, unmet need for contraception is high (SSA)(1) (2). Among Kenyan WLWH, 15% have unmet
need (3)(4) and 35% report their prior pregnancy was unintended(3). WLWH who have unintended
pregnancies are more likely to transmit HIV to their babies, and have higher risks of maternal and infant
mortality.

Unmet need may be higher among WLHIV than women without HIV(3)(5) since both depression and anxiety
are also disproportionately higher among WLHIV(6). Depressed women may lack self-efficacy or motivation
to use contraception due to negative attitudes or beliefs about their own reproductive health or future
prospects(7). In addition, women who are depressed may find it difficult to pro-actively seek contraception or
talk with a provider about contraceptive methods. Similarly, women with anxiety may have heightened fears
about risks of using contraception and side effects such as bleeding, mood changes and weight gain, which
could impact their feelings towards using any contraceptive method(8). Women with anxiety may also lack
the ability to make decisions necessary to select a method and use it consistently(8).

Furthermore, WLHIV with depression or anxiety who use contraception may select short-acting methods over
long-acting reversible contraception (LARC; implants and intrauterine devices [IUDs]), which require more
time for a provider to administer, and are relatively more invasive than other short-term methods. In Kenya,
nearly one-quarter of WLHIV use LARC, the vast majority of which are implants(3)(4). Women with
depression or anxiety may find it is easier to initiate short-acting than LARC methods as they may want to be
more in control of their ability to continue or discontinue contraception. Strength of feelings about pregnancy
prevention and fears of invasive procedures required for LARC may also differ between women who have
depression or anxiety compared to those without these conditions.

Studies conducted in the US have shown higher contraception non-use and discontinuation among those with
depression and anxiety than those without depression or anxiety(8)(9) Young women with depression and

stress symptoms were more likely to use less effective methods such as oral contraception, condoms and



withdrawal compared to LARC(10). However, the relationships between depression and anxiety and
contraceptive use has not been well characterized in SSA, nor among WLHIV. We examined these
relationships among Kenyan WLWH receiving routine HIV care and participating in a cluster randomized

clinical trial (cRCT) evaluating a reproductive health counselling intervention.

METHODS

Study design

We utilized baseline data from a cross-sectional survey administered to WLHIV enrolled in a cluster
randomized controlled trial (cRCT) of a digital reproductive health counseling intervention, a tablet-based
decision aid delivered at enrollment and follow-up short message service (SMS) sent over a two-year period,
versus the standard of care.

Site and population

The study was conducted at 10 HIV clinics located in four counties- Kisumu, Homa Bay, Siaya and Nairobi.
The 10 facilities (Bondo sub-County Hospital, Lumumba sub-County Hospital, Rachuonyo District Hospital,
Siaya District Hospital, Kisumu District General Hospital, Mathare North Health Center, Riruta Health Center,
Kenyatta National Hospital, Kangemi Health Centre and Dandora Health Center) have high HIV patient
volumes with >1000 female clients on antiretroviral therapy (ART) per year and represent rural and urban
settings. Five facilities were randomized to the intervention and five to control.

The cRCT enrolled 330 WLHIV in each facility, for a total of 3300 women. To be included in the cRCT,
women were of reproductive age (18-45; 14-17 if emancipated minors); had daily access to a mobile phone
(own phone or shared) with a Safaricom SIM; planned to receive HIV care at the enrollment facility for 2
years; spoke English, Kiswahili, or Luo; and were literate or comfortable with someone reading study SMS.
Pregnant women were ineligible for enrollment. In addition, WLWH were excluded from unmet need analysis

if they had no intention to become pregnant within the next two years.

Data collection procedures and measures
WLWH attending routine HIV care at the HIV clinics located at each site were invited to participate and

recruited by study nurses into the cRCT if they met eligibility criteria and provided written informed consent.



Baseline demographic surveys were administered to WLWH after obtaining consent for study participation,
and a subsequent visit was scheduled that aligned with their next HIV care visit to complete enrollment in
order to have had sufficient time to deliver the intervention. At the next scheduled visit when enrollment was
completed, study staff administered surveys on depression, anxiety, stigma and social support. Participants
used a tablet to self-administer the family planning survey, which assessed fertility intentions and
contraceptive use. All surveys were administered in a private area within each facility in English or in a local
language (Kiswahili or Dholuo) as preferred.

Depression was assessed using a two-step process. First, WLHIV were screened with the PHQ-2(11), an
instrument that consists of 2 questions with scores ranging from 0-6; a score >3 is suggestive of depression.
WLHIV with scores >3 on PHQ-2 were further evaluated using PHQ-9(12), which consists of 9 questions.
PHQ-9 scores of 5, 10, 15, and 20 represent thresholds for mild, moderate, moderately severe, and severe
depression, respectively. Anxiety was assessed using GAD-7(13), which consists of 7 questions and scores
ranging from 0-15. Scores of 5, 10, and 15 were used as cut-off points for mild, moderate and severe anxiety,
respectively.

HIV-related stigma was assessed using the short version of the Berger HIV stigma scale (HSS), the HSS-
12(14). The scale assesses personalized stigma, disclosure concerns, negative self-image and concern with
public attitudes with items on the scale rated 1 (strongly disagree) to 4 (strongly agree) for total scores between
12 and 48. Higher scores designate a greater level of perceived HIV-related stigma. The World Health
Organization Violence Against Women (WHO-VAW) scale(15) (16) was used to assess intimate partner or
gender-based violence. The scale assessed physical (6 questions), sexual (3 questions) or psychological
violence (4 questions) using yes or no responses. An affirmative response in any of the questions indicates the
kind of violence experienced. Social support was assessed using the Medical Outcomes Study (MOS) social
support scale(17)(18). The 19-item scale comprises four subscales (emotional/informational support, tangible
support, affectionate support, positive social interaction) and one overall summary index. Scores range 18-90
with higher scores indicating greater social support and scores in each sub-scale specifying the kind of support

received.



Statistical analysis

Unmet need for contraception was defined as the percentage of women who are sexually active and do not
desire a pregnancy in the next two years, and are not using any modern method of contraception (19)(20).
Modern contraceptive methods include LARC, short-acting contraceptive methods (condoms, pills,
injectables, vaginal ring, lactation amenorrhea [LAM], fertility awareness methods, emergency contraception)
and permanent methods (tubal ligation, vasectomy).

Women were categorized as having at least mild depression if the PHQ-9 was >5; sensitivity analyses were
conducted to assess specific categories of depression. Similarly, women with GAD-7 >5 were classified as
having anxiety, and sensitivity analyses were also conducted to assess specific categories of anxiety.

We constructed separate univariable generalized linear models with a log-link function to examine the
relationship between depression, anxiety or both and unmet need, as well as use of LARC (versus short acting
methods). This model is appropriate for non-rare binary outcomes (21)(22). We adjusted a priori for age,
marital status and gravidity in multivariable models. Variables significant at p<0.1 in univariable analysis
were included in multivariable models. We also tested to see if age and stigma were effect modifiers in each
model. In addition, we checked for collinearity in multivariable models using variance inflation factor (VIF)
with values > 5 indicative of collinearity. We had 80% power at an 0=0.05 to detect at least a 1.39-fold higher
risk of unmet need among women with depression and at least a 1.25-fold higher risk of use of short acting
methods than LARC use. R studio version 4.2.2 was used for all analysis.

Ethical consideration

The study procedures were approved by the University of Washington Human Subjects Division, Kenyatta
National Hospital-University of Nairobi Ethics Review Committee, (KNH-UoN ERC), and the National

Commission for Science, Technology and Innovation (NACOST]I).



RESULTS

Demographic and clinical characteristics

We recruited participants between December 5, 2022 and June 16, 2023. Among 2567 women screened, 413
(16%) were ineligible, 131 (5%) declined participation, and 964 (38%) were eligible and enrolled (Figure 1).
The median age was 33 (interquartile range [IQR]:27-37) and most (63%) women were married or cohabiting
(Table 1). The median number of pregnancies was 3 (IQR 2-4). Nearly all women were on antiretroviral
therapy (ART) (99%) and the median time since HIV diagnosis was 7 years (IQR 4-12). The majority (92%)
disclosed their HIV status to their partner. Overall, 99%, reported having social support, while 91% reported
experiencing stigma and 8% experienced either psychological, physical or sexual violence. Based on self-
reported symptoms, 10% of WLWH had at least mild depression (Figure 2), 14% had anxiety, 17% had either
depression or anxiety, and 7% had both.

Half of women (50%) who were sexually active had no desire to have a child in the future and 5% wanted to
delay pregnancy for at least two years. Among women who did not desire pregnancy, significantly more
women with anxiety (58%) did not desire pregnancy compared to women without anxiety (49%) (p= 0.01).
Nearly half (56%) of women discussed contraception with a provider last year. Among, women with anxiety
(43%) were significantly less likely to discuss contraception with a provider than women without anxiety
(58%) (p=<0.01).

Unmet need

Among sexually active women, 78% use a modern method of contraception to delay or prevent pregnancy
while 10% had an unmet need for contraception. Unmet need was 7% lower among women who had a longer
time since their HIV diagnosis (prevalence ratio [PR] 0.93 for each additional year, 95% confidence interval
(Cl) 0.88,0.97, p=<0.01), 44% lower among women who disclosed their HIV status (PR 0.56[CI 0.44,0.80],
p<0.001), 70% lower among women who were married or cohabiting (PR 0.30 [CI 0.19, 0.48], p<0.001) and
52% lower among women with higher gravidity(PR 0.59 [CI 0.48,0.72] p<0.001) than women one year less
since their HIV diagnosis, who had not disclosed their HIV status, who were neither married nor cohabiting
and who had lower gravidity. This effect was maintained in multivariate models. There were no significant

associations between unmet need and stigma, violence or prior discussion with provider (Table 2).



Prevalence of unmet need was 18% among women who were depressed and 9% among women who were not
depressed. Women with at least mild depression were twice as likely to have unmet need for contraception
(PR 1.96, [95% CI 0.95,3.52]) compared to women without depression, p value 0.04 which was similar in
multivariate models (aPR 2.32[CI1 1.47, 3.67], p value <0.001) adjusted for age, marital status, gravidity, time

since HIV diagnosis and disclosure of HIV status.

The relationship between anxiety and unmet need was not significant at 95% confidence interval. However,
women with either depression or anxiety were 80% more likely to have an unmet need for contraception (aPR
1.80[CI 1.11, 2.92], compared to women with neither depression nor anxiety p value 0.02 in multivariate

models. The relationship between unmet need and depression, or anxiety, did not differ by age or stigma.

Contraceptive method use

The most commonly used methods of contraception were implants (37%) or injectables (33%), followed by
condoms only (15%), oral contraception (9%) and IUDs (3%). Less than 1% of women used LAM, fertility
awareness methods, tubal ligation and withdrawal (each) (Figure 2). Over one-third (34%) of contraceptive
users were using dual methods: 40% of dual users used implants, 3% used IUDs, 12% used oral contraceptives,
40% injectables and 2% each used withdrawal and tubal ligation. Dual method use was lower among women

with anxiety compared to women without anxiety (19% vs 36%, p<0.001).

Overall, LARC use was 40%. Older women were less likely to use LARC than short acting methods (PR 0.98
for each year increase, [95% CI 0.97,0.99] p=0.004). This older age remained significantly associated with
LARC use in multivariate models (aPR 0.97, [95%CI 0.96,0.99], p=<0.01). There were no significant
associations between LARC use and marital status, gravidity, duration of HIV diagnosis, stigma, violence or

prior discussion with provider (Table 3).

The association between depression or anxiety was dependent on stigma. In comparing LARC use among
those with depression and those without depression considering the presence of stigma, the findings suggest
among women with stigma the prevalence of LARC use is 45% (PR 0.55, CI [0.38,0.80]) lower in depressed

women compared to women without depression, p 0.002 not significant for women without stigma. LARC



use among anxious and non-anxious women also differed by stigma. Anxious women who experienced stigma
were 52% less likely to use LARC (PR 0.48[ClI 0.33,0.68]) compared to women without anxiety, p <0.001
similar to depressed or anxious women with stigma (PR 0.51[CI 0.36,0.71]) compared to women without
anxiety or depression p <0.001 not significant for women without stigma. These effect sizes were maintained
in multivariate models (Table 3). Age did not moderate the relationship between depression and/or anxiety

and use of LARC among WLHIV.

DISCUSSION

In our cohort of Kenyan WLHIV, we found that unmet need for contraception was twice as high among
women with either depression and/or anxiety compared to women without depression or anxiety. Women
were sexually active(73%) and 50% did not desired any more children but 10% overall, 18% depressed and
15% anxious and/or depressed women did not use contraception. Our estimates of unmet need are consistent
with another Kenyan study among WLHIV that found unmet need was 8% in integrated facilities and 15% in
HIV facilities that had not integrated family planning in a cohort of more than 4000 WLHIV (3).

Women with depression or anxiety may lack self-efficacy for childbirth or parenting which may be a source
of added stress due to increased responsibility(23)(24) hence less desire for pregnancy compared to women
without depression or anxiety. Despite this, depressed women may remain sexually active but not use a
contraceptive method. Depression is characterized by persistently low mood and low energy which may
contribute to women seeking care(7) or information about contraceptive. Women may lack the cognitive
ability to prioritize their sexual and reproductive health needs, especially when there are other things they may
be preoccupied with, including coping with a recent HIV diagnosis. In contrast, women who are anxious may
find it overwhelming to select from a range of contraceptive options, leading to contraceptive non-use (25)(9).
Contraceptive use may be higher for women who are married or cohabiting as married or cohabiting women
may have more frequent sexual activity due to the nature of their relationships, which could lead to a higher
perceived need for contraception to prevent unwanted pregnancies. On the other hand, unmarried women may
not feel the same urgency if their sexual encounters are less frequent. Married or cohabiting women may also

have support from partners to seek contraceptive services that positively influences them to seek



contraception. Partner support has previously been cited as being important in influencing a woman’s decision
to take up contraception(26). In a large cohort of more than 2000 women and their partners in Nigeria, men
who were aware of female contraception were 3 times more likely to have spouses who desired to use
contraception and men who showed support for their spouses’ use of contraception were over 5 times more
likely to have spouses who indicated a desire to use modern contraceptive methods(27).

Unmet need was lower among women who had disclosed their HIV status to their partner than women who
had not disclosed their HIV status. Communication of one’s HIV status may lead one to better communicate
pregnancy intentions and need for contraception. Prior studies have demonstrated higher uptake of modern
contraception including dual use among women who have disclosed their HIV status(28)(29). Unmet need
may also be lower among women who have disclosed their HIV status to their partner due to psychosocial
support that may result from the disclosure. This is especially true if the partner is supportive and there is a
shared goal of reducing chances of vertical transmission. Our findings are similar to a large cohort of 1100
HIV infected individuals in Uganda that found women who did not disclose their HIV status to sexual partners
were less likely to use modern family planning methods(28). In addition, disclosure helps counter stigma by
being open to other people apart from partners including providers when seeking services such as
contraception. WLHIV may thus find more support and will be better able to advocate for contraception
following disclosure. Women who have lived with HIV for a longer period may find it easier to disclose their
status as they may have normalized living with HIV and had more chances of finding support. Women who
are newly diagnosed with HIV may not have the capacity to prioritize their reproductive health and use of
contraception as they may be grappling with the realities of the new diagnosis.

Women may be more proactive in seeking contraceptive services to prevent another pregnancy if they have
previously been pregnant and desire birth spacing. Increase in gravidity status may thus drive the lower unmet
need among women with higher parity status for each additional pregnancy. Women may also have already

reached their desired number of children and thus be more receptive to use of contraception(30).

Overall, 15% of WLHIV used condoms alone, which while provides protection against sexually transmitted

infections (STIs) and HIV transmission to partners, offer substantially lower contraceptive effectiveness than



other modern methods of contraception(31). As a result, national Kenyan guidelines recommend dual method
use for WLHIV(32). Dual method use in our study was 34%, which is similar to a prior study among WLHIV
in the same setting(4). However, dual method use was significantly lower among women with anxiety than
women without anxiety(19% vs 36%, p<0.001). Women with anxiety may have fears negotiating condom use
with their male sexual partners. Lack of partner support and inability to negotiate for use of condom especially
among young women has both been cited as barriers to dual method use among WLWH in prior
studies(33)(34).

LARC require more time for a provider to administer, and are relatively more invasive than other short-term
methods. Anxious women may harbor fears of initiating LARC as it may represent a lack of control or
autonomy to switch whenever they feel like. LARC use also requires pro-activeness from women to go and
seek information and the contraceptive services from the provider more than most of short acting methods.
Women with depression may thus prefer to use the more accessible short acting methods that don’t require as
much energy to access. However, if women perceive stigma, it may further hinder their efforts to seek and use
LARC. Stigma including at the healthcare setting has been negatively associated with delay in seeking care
and negative health outcomes (35)(36). Stigma adds another layer of barrier to access of LARC that depressed
or anxious women may not have the ability or self-efficacy to navigate.

Our study contributes to the understanding of the relationship between depression, anxiety and unmet need
for contraception and method type among WLHIV in SSA exploring factors unique to this population such as
HIV stigma. Screening for depression using PHQ2 and PHQ 9 provided an opportunity to only evaluate further
those likely to have depressive symptoms an approach that can be used where resources are limited. Though
the study was conducted in multiple different sites (10) in high burden HIV centers and used a large sample
size of 3300 WLHIV, our findings may not be generalizable as it was conducted within a clinical trial setting.
Selection bias may occur because cRCT recruitment may systematically exclude women who may not have
met the cRCT inclusion criteria including women who did not have access to mobile phone. In addition, the
cross-sectional study design limits assessment of the temporal relationship between exposure (depression and

anxiety) and outcome (unmet need and method type).



Unmet need was higher, while LARC use lower, among women with either depression or anxiety compared
to women without. Screening WLHIV for depression or anxiety may identify women who have more difficulty
using contraception, or have additional barriers to using LARC and who need better support to realize their

reproductive health goals.
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TABLES AND FIGURES

2567 screened

1149 Awaiting enrollment
131(5%) Declined
413(16%) Excluded
¢  Age >45o0r <14 (79)
+« Pregnant at enrollment (60)
+« No phone/safaricom SIM (144)
+« Not planning to receive HIV care
in facility for 2 years (46)
No contact information (9)

A 4 « Enrolled in another study (75)
964(38%) Enrolled

Y A

99(10%) Depressed* 130(14%) Anxious** 864(90%) Not depressed
832(86%) Not anxious

l

162(17%) Depressed or
Anxious

Figure 1: WLHIV attending HIV care and treatment centres in Kenya enrolled in the study

*Depressed- Patient Health Questionnaire 9 25
**Anxious- Generalized anxiety disorder 7 =5

Tubal ligation
m Oral contraception
m Injectables
IUD
= Implant
= Condom only
= LAM
m Fertility based
Withdrawal

Figure 2: Contraceptive method mix among 738(77%) WLHIV attending HIV care and treatment centres in
Kenya who reported current method of contraception

Among women who use contraception,109(15%) use condom only and 167 (34%) of condom users also
used another modern method of contraception (40% of dual users also use implants similar to 40% who use
injectables, 12% also use oral contraceptives, 3% use IUD and 2% each use withdrawal and tubal ligation)



Table 1: Characteristics of WLHIV attending HIV care and treatment centers in Kenya by depression and anxiety status

Characteristic N Overall
N=963

n (%); Median(IQR) n (%); Median (IQR)

Depressed?
N =99

Not-depressed
N = 864
n (%); Median (IQR)

Anxiety?
N=130
n(%);median(IQR)

No anxiety
N=832
n(%);median(IQR)

Socio-demographic

Age (years) 963 33 (27, 37) 33 (27, 38) 33 (27, 37) 33(29,38) 33(27,37)
Completed primary education or more 963 931 (97) 96(97) 835(97) 121(93) 809(97)
Monthly income (Ksh) 963 9,000(5,15) 10,000(6,15) 9,000(5,15) 9500(6,15) 9000(6,15)
Employed 963 369(38) 36 (36) 333(39) 54(42) 315(38)
Married/cohabiting 963 603(63) 57(58) 546(63) 83(64) 520(63)
No. of living children 919 3(2,4) 3(2,4) 3(2,4) 3(2,4) 3(2,4)
Gravidity 919 3(2,4) 4(2,4) 3(2,4) 4(2,5) 3(2,4)
HIV and partner characteristics
Time since HIV diagnosis (years) 957 7 (4,12) 8 (3,13) 7 (4,12) 9(4,13) 7(3,12)
On ART 963 958(99) 99(100) 859(99) 128(98) 829(100)
Have a regular partner 963 701(73) 68(69) 633(73) 93(72) 608(73)
Partner HIV status 701
Positive 343(49) 42(62) 154(24) 55(59) 288(47)
Negative 197(28) 19(28) 178(28) 26(28) 171(28)
Don’t know 161(23) 7(10) 301(48) 12(13) 149(25)
Disclosed HIV status to partner 701 641(91) 66(97) 575(91) 90(97) 551(91)
Experienced stigma3 962 859(89) 98(99) 761(88) 128(99) 730(88)
Experienced violence* 703 58(8) 23(34) 35(6) 23(25) 35(6)
Have social support® 962 956(99) 99(100) 857(99) 128(98) 827(100)
Contraception and sexual history
Sexually active 963 706(73) 64(65) 642(74) 96(74) 609(73)
Using contraception 963 747(78) 73(74)) 674(78) 98(75) 648(78)
Dual method use® 492 167(34) 14(26) 153(35) 12(19) 154(36)
LARC use’ 719 292(40) 28(40) 264(41) 34(35) 258(42)
Intent to use contraception (non-users) 210 91(43) 13(50) 78(42) 14(45) 77(43)
Discussed contraception with provider last year 963 536(56) 48(48) 488(56) 56(43) 479(58)
Pregnancy intention and unmet need
Pregnancy intention 836
No desire 422(50) 44(55) 378(50) 63(58) 359(49)
< 2 years 375(45) 31(39) 344(46) 36(33) 339(47)
> 2 years 39(5) 5(6) 34(5) 9(8) 30(4)
Unmet need® 616 61(10) 9(18) 52(9) 8(11) 53(10)

"1 Patient Health Questionnaire 9 25

*2Generalized anxiety disorder 725

*3 Berger HIV Stigma Scale 21

**\/iolence Against Women 21

*5Social support- Medical Outcomes Study >19

**Dual method use -Use both condoms + other contraception method

*’LARC-long acting reversible contraception- IUD (intra-uterine device) and Implant



*8Unmet need- sexually active women who don’t want a/another child or desire pregnancy in the next two years, and not using any method of contraception

Table 2: Depression, anxiety and other factors associated with unmet need among WLHIV attending HIV care and treatment centres in Kenya

Characteristic

Met need
N= 555

Unmet need!
N=61

Unmet need vs met need

n (%) median

n (%) median

Crude PR (95% CI)

Unadjusted p value

Adjusted PR (95%CI)*

adjusted p value

Socio-demographic

Age (years) 33(27,37) 27(21,31) 0.92(0.88, 0.95) <0.001 0.97(0.93, 1.01) 0.12
Married/cohabiting 419(75) 27(44) 0.30(0.19, 0.48) <0.001 0.40(0.24, 0.65) <0.001
Not married/not cohabiting 136(25) 34(56)
Gravidity 3(2,4) 2(1,3) 0.59(0.48, 0.72) <0.001 0.71(0.57, 0.89) 0.003
Depression?
No depression 514(93) 52(85)
At least mild depression 41(7) 9(15) 1.96(0.95,3.52) 0.04 2.32(1.47, 3.67) <0.001
At least moderate depression 1.69(0.10, 5.84) 0.57 2.19(0.80, 6.01) 0.13
Mild depression 36(88) 8(89)
Moderate depression 5(12) 1(11)
Moderately severe 0 0
Severe depression 0 0
Anxiety®
No anxiety 492(89) 53(87)
At least mild anxiety 63(11) 8(13) 1.16(0.53,2.19) 0.68 1.47(0.81, 2.66) 0.21
At least moderate anxiety 1.01(0.06, 3.87) 0.99 0.78(0.13, 4.82) 0.79
Mild anxiety 54(86) 7(88)
Moderate anxiety 8(13) 1(12)
Severe anxiety 1(2) 0
Depression or anxiety
Mild depression or mild anxiety 75(14) 13(21) 1.62(0.88, 2.77) 0.10 1.80(1.11, 2.92) 0.02
Neither mild depression nor mild anxiety 480(86) 48(79)
HIV and partner characteristics
Time since HIV diagnosis for each additional year 8(7,12) 4(2,6) 0.93(0.88, 0.97) 0.002 0.94(0.90, 0.99) 0.02
Disclosed HIV status to partner 437(95) 27(84) 0.56(0.44, 0.80) <0.001 0.68(0.51, 0.92) 0.01
Not disclosed status 22(5) 5(16)
Stigma*
Not experienced stigma 71(13) 5(8)
Experienced stigma overall 483(87) 56(92) 1.03(1.00, 1.07) 0.07 1.01(0.97, 1.04) 0.61
Low-level stigma 185(38) 18(32)
Middle-level stigma 285(59) 36(64)
High-level stigma 13(3) 2(4)
Violence against women®
Not experienced violence 436(94) 32(91)
Experienced violence 30(6) 3(9) 1.33(0.33, 3.46) 0.62 0.81(0.25, 2.58) 0.72
Physical violence only 10(33) 1(33)
Sexual violence only 6(20) 0
Psychological only 14(47) 2(67)
Contraception prior experience
Discussed contraception with provider last year 326(59) 35(57) 0.94(0.59, 1.54) 0.81 1.01(0.64, 1.59) 0.97
Did not discuss contraception 227(41) 26(43)

*1Unmet need- sexually active women who don’t want a/another child or desire pregnancy in the next two years, and not using any method of contraception
*2 patient Health Questionnaire9 mild depression (5-9), moderate depression (10-14), moderately severe (15-19), severe (20-27)
3Generalized anxiety disorder7 mild anxiety (5-9), moderate anxiety (10-14), severe anxiety (215)



*Berger HIV Stigma Scale- low level stigma (13-24), middle-level stigma (25-36), high level stigma (37-48)
*5Violence Against Women- physical violence (21), sexual violence (=1), psychological violence (1)
*Adjusted PR- adjusted for age, marital status, gravidity, time since HIV diagnosis and HIV disclosure(p<.1)



Table 3: Depression, anxiety and other factors associated with LARC use among WLHIV attending HIV care and treatment centres in Kenya

Characteristic

Short acting
N= 426

LARC use!
N=292

LARC use vs short acting

n (%) median

n (%) median

Crude PR (95% ClI)

Unadjusted p value adjusted PR (95%CIl) * adjusted p value

Socio-demographic

Age (years) 33(27,37) 32(26,36) 0.98(0.97, 0.99) 0.004 0.97(0.96, 0.99) 0.002
Married/cohabiting 291(68) 211(72) 1.13(0.93, 1.39) 0.25 1.08(0.89, 1.33) 0.47
Not married/not cohabiting 136(32) 81(28)
Gravidity 3(2,4) 3(2,4) 0.96(0.91, 1.02) 0.20 1.01(0.95, 1.07) 0.84
Depression?
No depression 384(90) 264(90)
At least mild depression 42(10) 28(10) 0.98(0.71,1.29) 0.91 1.00(0.71,1.31) 0.97
At least mild depression without stigma 1.01(0.74, 1.38) 0.96 1.03(0.75,1.41) 0.87
At least mild depression with stigma 0.55(0.38, 0.80) 0.002 0.55(0.37,0.82) 0.003
Mild depression 35(83) 23(82)
Moderate depression 7(17) 5(18)
Moderately severe 0 0
Severe depression 0 0
Anxiety®
No anxiety 363(85) 258(88)
At least mild anxiety 63(15) 34(12) 0.84(0.62,1.10) 0.25 0.82(0.60, 1.07) 0.18
At least mild anxiety without stigma 0.88(0.65,1.18) 0.38 0.85(0.63, 1.16) 0.31
At least mild anxiety with stigma 0.48(0.33,0.68) <0.001 0.40(0.28, 0.59) <0.001
Mild anxiety 54(86) 28(82)
Moderate anxiety 8(13) 5(15)
Severe anxiety 1(2) 1(3)
Depression or anxiety
Depression or anxiety 74(17) 45(15) 0.92(0.70, 1.16) 0.50 0.91(0.70, 1.15) 0.47
Neither mild depression nor mild anxiety 352(83) 247(85)
Mild depression or anxiety without stigma 0.94(0.73, 1.22) 0.65 0.94(0.72,1.22) 0.65
Mild depression or anxiety with stigma 0.51(0.36,0.71) <0.001 0.50(0.35,0.72) <0.001
HIV and partner characteristics
Time since HIV diagnosis for each additional year 8 7 0.99((0.97, 1.00) 0.17 1.00(0.98, 1.02) 0.75
Disclosed HIV status to partner 315(95) 216(96) 0.88(0.78, 1.09) 0.14 0.85(0.73, 0.99) 0.04
Not disclosed status 17(5) 10(4)
Stigma*
Not experienced stigma 36(8) 44(15)
Experienced stigma overall 390(92) 248(85) 0.99(0.98, 1.01) 0.26 0.99(0.98, 1.01) 0.22
Low-level stigma 158(41) 87(35)
Middle-level stigma 221(57) 153(62)
High-level stigma 11(3) 8(3)
Violence against women®
Not experienced violence 312(93) 214(92)
Experienced violence 24(7) 19(8) 1.09(0.73, 1.48) 0.65 1.12(0.75, 1.54) 0.51
Physical violence only 6(25) 8(42)
Sexual violence only 6(20) 3
Psychological only 12(25) 8(16)
Contraception prior experience
Discussed contraception with provider last year 234(55) 177(61) 1.15(0.96, 1.39) 0.13 1.14(0.95, 1.37) 0.16
Did not discuss contraception 191(45) 114(39)

*1Unmet need- sexually active women who don’t want a child/another child or desire pregnancy in the next two years, and not using any method of contraception
*2 patient Health Questionnaire9 mild depression (5-9), moderate depression (10-14), moderately severe (15-19), severe (20-27)

3Generalized anxiety disorder7 mild anxiety (5-9), moderate anxiety (10-14), severe anxiety (215)

*4Berger HIV Stigma Scale- low level stigma (13-24), middle-level stigma (25-36), high level stigma (37-48)



*5Violence Against Women- physical violence (21), sexual violence (1), psychological violence (1)
*Adjusted PR- adjusted for age, marital status, gravidity and HIV disclosure(p<.1)
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