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Background: We look at how various HIV-related stigma subtypes, especially internalizing types, interact with postpartum depression (PPD) among women living with HIV. Additionally, we identify key psychosocial risk factors that influence stigma and PPD among women attending Prevention of Mother-to-Child Transmission (PMTCT) clinics.

Methods: In this cross-sectional design, 123 women living with HIV were recruited. Participants ages between 18 and 50, who were at least 8 weeks postpartum seeking PMTCT services at Kenyatta National Hospital (KNH), between June and September 2014 participated in the study. HIV/AIDS Stigma Instrument—PLWHA (HASI–P) was used to assesses stigma and Postpartum depression was assessed by Edinburgh Postnatal Depression Scale (EPDS). Bivariate and multivariate regression models were used to determine the individual characteristics associated with the HIV-related stigma Scale. Post survey a few in-depth-interviews were conducted to explore individuals' stigma and depression experiences.

Results: The mean age was 31.2 years (SD = 5.2). Fifty-nine (48%) women screened positive for significant depressive symptoms. Post-partum depression was a significant predictor of internalized stigma, enacted, and total stigma (P < 0.05). Older age was associated with less internalized stigma. Living with a partner was associated with more internalized stigma. Having an income above 100 USD per month was protective against stigma. Having good family social support was protective against internalized stigma. A higher educational level was protective against enacted stigma. Being treated for STIs was a risk factor for both enacted and overall stigma.

Conclusions: HIV-related stigma needs to be addressed through integrated mental health care programs in PMTCT. Postpartum depression requires comprehensive management to improve short- and long-term outcomes of women living with HIV.
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BACKGROUND


HIV Burden in Perinatal Women in Sub-Saharan Africa

Several sub-Saharan African (SSA) countries have a high prevalence of Human Immunodeficiency Virus (HIV) among pregnant women and women of childbearing age (1). Although HIV prevalence among the general population has reduced in Kenya, women continue to be disproportionately affected by the epidemic and, as reported in 2014, 7.6% of women were living with HIV compared with 5.6% of men (2). HIV-related stigma and discrimination have become important areas of focus within behavioral research to promote inclusivity and to address social marginalization of affected individuals and their families (3, 4). Acquired Immune Deficiency Syndrome (AIDS) stigma is characterized by, “prejudice, discounting, discrediting, and discrimination directed at people perceived to be living with HIV and the individuals, groups, and communities with which they are associated” (5). HIV-related stigma has also been found to be associated with depression in the general population of persons living with HIV (6, 7). A higher level of HIV-related stigma has been strongly associated with a higher level of depression and a low level of self-efficacy (8).

People living with HIV (PLWH) experience numerous mental and psychological sequela of stigma including, stress, fear, anxiety, decreased self-esteem, and depression (7, 9). Furthermore, pregnant women living with HIV may experience additional stressors including financial hardships (10), reduced social support, and concern for the physical well-being of their children (11, 12). Stigmatized persons may also internalize the beliefs held in the community and develop self-defacing internal representations of themselves (internalized stigma), possibly leading to demoralization, diminished self-efficacy, and emotional distress (13). Self-stigma was reported to be quite potent in a Ugandan study (2011), where participants described themselves as “useless” and the “same as dead” (14). HIV-related stigma has been well-documented to negatively impact quality of life and overall health outcomes among people living with HIV (15).



Association Between Internalized Stigma and Depression

Lack of women's empowerment, as well as depression, may be critical risk factors for HIV-related stigma and discrimination (16). A finding from Kenya confirmed that women experiencing major depression with an EPDS score of 13 and above at the postpartum visit tended to be more likely to have experienced HIV-related stigma (16). In a Kenyan longitudinal observational study, internalized stigma was found to be a significant predictor of depression in women with high internalized stigma (17). HIV-related internalized stigma results in feelings of low self-worth which was found to be one of the strong predictors of PPD (18).



Known Risk Factors Associated With Postpartum Depression

People living with HIV have a high prevalence of depression globally (19). Internalized stigma is the endorsement and internalization of negative evaluations held by others (20). Enacted stigma refers to discriminatory behaviors directed toward people with HIV who are viewed as carrying a stigmatized condition (21). Recent studies have shown that PLWH who report experiences of HIV-related stigma also report low levels of perceived social support (22). Having emotionally supportive family and friends may help decrease the perceived legitimacy of negative evaluations of others and help PLWH develop a more positive sense of self, leading to less internalization of stigma (23). Given that stigma is a substantial barrier to accessing HIV care and prevention services, there is a need to understand the dynamics around internalized and enacted stigma in order to improve these services. In this study, our objective was to determine the association between HIV-related stigma subtypes and PPD among women attending PMTCT clinics. In addition, we tried to identify key psychosocial risk factors that influence stigma and PPD. The psychosocial issues affecting women living with HIV are not adequately addressed in the PMTCT program and thus, this study underscores the need for embedding mental health services across all such facilities. Some conjectures about the relationship between depression and internalized stigma have been proposed in this paper. Both internalized stigma (self-stigma being a variant) and depression have a nexus, so we assume that women are depressed because of the stigma they have experienced, or that because of their depression they are more likely to view people's actions negatively and we assume that this is related to their HIV status (17, 24).




METHODS


Participant Recruitment

In this cross-sectional study, eligible participants who were postnatal women living with HIV aged between 18 and 50 years were recruited using convenience sampling. All postpartum women who were attending the PMTCT at KNH between June and September 2014, who met eligibility criteria and who were willing to participate were enrolled. Our target population was from an urban setting with the majority having better exposure to formal education. All participants provided written informed consent for study participation. The study was approved by the Kenyatta National Hospital/University of Nairobi Ethical and Scientific Research Committee.




MEASURES

A Socio-demographic questionnaire was used to gather data (that included marital status, age occupation, education level, perceived family social support, monthly income, intimate partner violence, persons residing with them, and being treated for a sexually transmitted infections (STIs) in the past month, or a partner engaging in extramarital affairs).

Severity of depressive symptoms was assessed using the 10-items Edinburgh Postnatal Depression Scale (25). EPDS is an internationally validated tool for screening perinatal depression and has previously been used in other studies in sub-Saharan Africa (26). EPDS has been shown to have good test-retest reliabilities as well as good sensitivity for detecting major depression (27). A cut-off of 13 is recommended for probable major depression and a cut-off of 10 is recommended for probable minor depression (28). In our study, we used a cut-off 13 for significant depressive symptoms. This tool has been used in similar studies such as the Kenyan study addressing linkage to HIV care, postpartum depression, and HIV-related stigma in pregnant women that found EPDS had good internal consistency (Cronbach's α = 0.82) (7). EPDS has also been translated and validated into Kiswahili in Kenya (29). An EPDS cut-off score of 13 has been identified as being a marker for significant depressive symptoms (30).

HIV-related stigma was assessed using HIV/AIDS Stigma Instrument—PLWHA (HASI–P). HASI–P is a 33-item instrument assessing six subscales of HIV-related stigma (31). HASI-P has six sub-scales each with items inquiring on perceptions toward life in relation to living with HIV. The five items on negative self-perception look at HIV-related stigma within one's self in the form of negative automatic thoughts whereas as the other five sub-scales (verbal abuse-8 items, social isolation-5 items, fear of contagion−6 items, health care neglect-7 items, and workplace stigma-2 items) assess one's perception toward others and the external environment during their day-to-day interaction while living with HIV.

Both internalized and enacted stigma combined, yielded an overall stigma score. Another study from Kenya also used HASI–P when addressing linkage to HIV care, postpartum depression, and HIV-related stigma in pregnant women and the HASI-P had good internal consistency of α = 0.87 (16, 17). HASI–P in our study findings had good internal consistency (Cronbach's α = 0.85). Therefore, the reliability of this tool was 93.9%. After administering the sociodemographic questionnaire and assessing HIV-related stigma using HASI-P, qualitative interviews were carried out with six participants: three participants with elevated EPDS scores of >20 and another group of three with low EPDS scores of <13. These participants were interviewed using semi-structured open-ended questions exploring their feelings and perceptions of their HIV status in relation to PPD, HIV-related stigma and gauging of available support and quality of their interpersonal relationships.



CONCEPTUAL FRAME WORK FOR HIV-RELATED STIGMA

Our interest is to understand HIV-related stigma (internalized and enacted stigma). We sought to understand some of the individual and interpersonal level determinants of mental health such as -intimate partner violence (IPV), partner extra-marital affairs, verbal abuse; poverty or a low economic status, inadequate shelter, poor nutrition, and lack of social support including either being single, divorced, or having marital conflicts that influence how people react to the challenges of life including self-blame, shame, self-doubt, and despair. Although borrowed from Turan's model of mechanism associated with intersectional stigma, we do feel that elements of the model inform our thinking on postpartum depression and stigma in the current work (32). Persistent manifestation of these self-perceived deficiencies will alter how one interacts or engages with others in the society (reduced social functioning, reduced social interaction) thus informing on the forms and levels of HIV-related stigma (See Figure 1). These altogether impact depression that occurs during the postpartum context and the intensity of these factors modulate the severity of depression experienced.


[image: Figure 1]
FIGURE 1. Conceptual framework for HIV-related stigma (Adapted from (32)).




DATA ANALYSIS

Descriptive statistics for socio-demographic variables, depression, and HIV-related stigma scores were computed. HIV-related stigma means, median, and SD were reported as the outcome scores. We generated data on HIV-related stigma, internalized and enacted, to assess the prevalence and associated risks with each stigma type. Some of the stigma subscales (health care neglect and workplace stigma) were less relevant to our population so this collapsing of the categories into internalized and enacted were considered important. Both Pearson's correlation for continuous variables and Spearman's correlation for categorical variables were used to determine factors that were associated with HIV-related stigma variables at the bivariate level. Variables that were found to be associated with HIV-related stigma at a significant level of P < 0.05 were entered into the multivariate analysis using generalized linear models (GLM) with identity links. Negative coefficients were interpreted as being protective factors of stigma whereas positive ones were interpreted as risk factors of stigma. All tests were two sided with a statistical threshold set at P < 0.05. All the statistical analyses were conducted using SPSS version 23. In-depth interviews were conducted among the six participants to understand their perceptions and experiences while living with HIV. Emerging themes were identified with a view to explore psychological issues associated with HIV-related stigma. We chose to identify women with high depression vs. low depression scores to better understand articulation of their HIV related life experiences, stigma, and general psychological well-being.



RESULTS


Socio-Demographic and Other Characteristics of Respondents

Table 1 presents the socio-demographic characteristics of the respondents. A total of 123 HIV infected postpartum women were enrolled in the study. The majority of the women were married (68.3%), with a median age of 32 years (IQR). About 23 participants (18.7%) of our sample had completed primary school education or below, 38 participants (30.9%) had completed secondary school education, and 62 participants (50.4%) had attained an education level of college and above. About 41 (33.3%) participants were unemployed at the time; average income among those employed was 100 USD. More than half of our participants, about 69 (56.1%), reported having no social support from the family. Fifty-nine (48%) women screened positive for significant depressive symptoms.


Table 1. Social demographic, psychosocial and healthcare characteristics of the respondents.
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Stigma and Various Subtypes

Table 2, Figure 2 present the reliability and descriptive statistics of the HASI-P scale. The reliability of different sub-scales ranged from 0.780 (fear of contagion) to 0.902 (workplace stigma). Participants' internalized stigma ranged from a score of 0–3. Participants' mean internalized stigma score was 0.75 (SD = 0.40), mean enacted stigma score was 0.18 (SD = 0.03) and, mean total stigma score was 0.27 (SD = 0.39).


Table 2. Reliability scores and descriptives of the stigma subscales.
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FIGURE 2. Mean subscales HIV-related stigma scores with 95% CI.




Correlation Analyses Results

Table 3 presents the correlation between HIV-related stigma and other outcomes. There were statistically significant positive correlations (P < 0.05) between internalized stigma and PPD (r = 0.43), internalized stigma and marital status (r = 0.19), enacted stigma and PPD (r = 0.37), enacted stigma and treated for STI (r = 0.24), and total stigma and PPD (r = 0.50). Negative correlations with internalized stigma were found for age (r = −0.28), social support (r = –0.26), and family income (r = −0.22). Negative correlations were also found with enacted stigma on education (r = −0.34), and income (r = −0.20), and with total stigma on education (r = −0.31), income (r = −0.31), and social support (r = −0.27).


Table 3. Correlations between HIV stigma and socio-demographic and other characteristics of the participant's (N = 123).
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Multivariate Analyses Using Generalized Linear Model (GLM)

Table 4 presents the independent predictors of stigma after controlling for other factors.


Table 4. Multivariate generalized linear models of factors associated with HIV stigma (N = 123).
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Internalized Stigma

Participants who were older (β = –0.04, p = 0.002, 95% CI: –0.06 to –0.01) and received social support from family members (β = 0.31, p = 0.014, 95% CI: −0.55 to −0.06) experienced significantly lower levels of internalized stigma, as compared to those who were young (older age was associated with less stigma; each year increase in age was associated with 4% lower odds of internalized stigma) and those who lacked social support.

Participants who had postpartum depression (β = 0.64, P < 0.001, 95% CI:0.38–0.89) and those who are married (β = 0.27, p = 0.041, 95% CI:0.01–0.54) had significantly higher levels of internalized stigma as compared to those who did not have postpartum depression and those who are single, divorced, separated, or widowed.



Enacted Stigma

Participants who had PPD (β = 0.14, p = 0.018, 95% CI:0.02–0.26) and those who have been treated for STIs (β = 0.41, P < 0.001, 95% CI:0.22–0.60) had significantly higher levels of enacted stigma, as compared to those who did not have PPD and those who had never been treated for STI.

Participants who earned 100 USD and above per month (β = –0.14, p = 0.017, 95% CI: –0.26 to –0.03) experienced significantly lower levels of enacted stigma, as compared to those who had an earned income of <100 USD per month. Participants who had a college education and above had significantly lower levels of enacted stigma (β = –0.18, p = 0.029, 95% CI: –0.35 to –0.02) as compared to those with a primary school education or below.



Overall Stigma

Participants who had PPD (β = 0.22, P < 0.01, 95% CI:0.10–0.34) and have been treated for STIs (β = 0.37, P < 0.001, 95% CI:0.18–0.56) had significantly higher levels of total stigma, as compared to those who did not have PPD and those who had never been treated for STIs. Participants who earned 100 USD and above per month (β = –0.16, p = 0.008, 95% CI: –0.28 to –0.04) experienced significantly lower levels of total stigma, as compared to those who had an earned income of <100 USD per month.



Experiences and Perceptions of Post-partum Women Living With HIV

We offer some observations from the interviews we conducted at the end of the survey.


Barriers to Improved Psychological Well-Being While Living With HIV

Lack of social support, verbal abuse, and poverty seems to lower their ability to cope with their HIV status as shown by participants who had scored >20 on EPDS. Some male partners who verbally abuse their female partners could further aggravate HIV-related stigma. One of the respondents, Beatrice (a pseudonym) who was diagnosed with significant depressive symptoms explained how this could worsen the situation.:

“I got pregnant while in form 3 when I was of age 18 years and I have always regretted that day. My husband continues to beat me and telling me to go away with allegations of having infected him with HIV which pains me a lot since I know I had no other friend since I got married to him. My neighbor in a rented house told me ‘why are you coughing too much, you could go to be tested or you have HIV already?’ This made me feel like dying since I thought they had been discussing me with other women in the neighborhood.”

Diana (a pseudonym) who has significant depressive symptoms could actually demonstrate how her poor family background made her more vulnerable to PPD and HIV-related stigma:

“I dropped out of form two (2) in the year 1998 due to lack of school fees and stayed at home. In the year 2007 I got pregnant to a man and we got married and since then he has taken me through hell. At the moment, I only believe prayers could help. If God can touch my husband to avoid verbal abuse and assist in financial support, life could be better. Also, I wish God could provide me with some work to do for a living even if washing clothes for pay.”

Lack of social support from the male partner was also noted to affect their quality of life. Rachel (not her real name), who has significant depressive symptoms shared the following:

“I lack sleep mostly when I am angry with my husband. I cry because of life challenges without good social support. I have thought of separating from him but where will I go. I don't have parents. I think those with parents are lucky since most of them will never get tired of listening and helping them. All my remaining brothers are alcoholic and never got married hence I get no support from them.”



Facilitators to Improved Psychological Well-Being While Living With HIV

Those participants with EPDS <13 narrated how they are coping fairly well with their daily living in the society. Jacquie (a pseudonym), who did not have significant depressive in her testimony affirms the success of the PMTCT program at KNH:

“I am a mother of two children and through PMTCT efforts, my last born of the year 2012 has tested negative for HIV. I think of my kids and I get the will power to live and care for them further. I have shared my status with one of my brothers, my mother and also my husband are aware. My friends who are infected should find someone talk to. Like for me I share with my mum and crying and expressing oneself also helps.”

Ester (a pseudonym) who did not have significant depressive symptoms in the EPDS pointed out an important realization about the value of education and its connection with livelihood:

“My advice to others is that if they can afford to go back to school, they should pursue education. Currently I am working as a cleaner at a local secondary school which is very unreliable job. I have worked there since the year 2009 and still struggling to survive.”

In our study, Pamela (not her real name), who did not have significant depressive symptoms appeared to have a great insight into the value of social support and had this to say:

“Those with this disease (HIV) should make themselves busy with their daily work, avoid anger, accept one's status, take medication, share concerns with their husbands or close friends they trust. Also, one should create time to visit the affected and vulnerable children since it makes one feel good for helping others.”





DISCUSSION


Socio-Demographic and Other Characteristics of Respondents

In our findings, 68.3% of the women living with HIV were married and this figure is lower than some other studies from Kenya which reported 96% (33), and with a 79.7% (34) marriage rate amongst their participants. The lower rate of those who are married in our study population could be due to the fact that they had better education and therefore were made up of more independent urban women. It has been found that higher educational levels are associated with a single or divorced status in urban settings with changes in cultural values among Kenyan women (35). In addition, 50.4% of our participants had educational levels above secondary school level education which was higher than the study carried out in the Kibera slum (25.4%) where educational levels were significantly lower. In Kenya, PPD for women within the general population has been reported to be 18.7% (36) and a systematic review in Ethiopia found PPD to be at 22.89% (37) with another one in the same country reporting a prevalence of 23.7% (38). The higher PPD for this study population could be due to the greater challenges faced by people living with HIV in general as well as depression along with treatment fatigue being known side-effects of ART.



Internalized Stigma: Contributor to the Depression Pathogenesis

Our study highlights that postpartum depression is significantly associated with internalized stigma. Internalized stigma impacts people's daily lives, it affects the way in which they cope with their HIV-positive status and how they behave socially (39). Being of older age, having an income above 100 USD per month, and good family social support were found to be positively associated and may potentially be protective factors safeguarding individuals from internalized stigma. However, most of our study participants had an income below 100 USD per month which increased the odds of additional life adversities including health care burden, as supported by findings of a previous study where up to 48% of low-income mothers reported elevated postpartum depression symptoms (40).

People living with HIV perceive the negative stereotypes to be legitimate and suffer negative cognitive, emotional, and behavioral consequences such as ambivalence about identity, low-self-esteem, and low self-efficacy (20, 41). Lack of family and social support was seen as a trigger for negative self-perceived stigma. Recent studies have shown that PLWH, who report experiences of HIV-related stigma also report lower levels of perceived social support (22). Social support refers to the provision of psychological and material resources by people within one's social network (42). At the individual level, interventions should be focused on enhancing social support by activating or strengthening existing ties (43). Our study's findings concur with a South African study where HIV internalized negative attitudes perceived to be associated with HIV and resulted in feelings of low self-worth which became strong predictors of PPD among women living with HIV (18). Negative self-perception is an internalized stigma that perpetuates and feeds into depression (with key cognitions being feelings of shame, self-denial, guilt, secrecy, no disclosure, and despair) and needs to be addressed through support groups and individual psychotherapy work.



Enacted Stigma and Its Association With Depression

Postpartum depression was also found to be closely associated with enacted stigma which is consistent with previous studies where a high level of HIV-related stigma has been strongly associated with a high level of depression and a low level of self-efficacy (8). Similar findings from a systematic review including those of a study from Uganda, demonstrated a strong association between HIV-related stigma and PPD among PLWH even in the general population (44). Our findings are consistent with other previous studies that showed thar HIV-related stigma can manifest in social isolation (45, 46). Enacted stigma presents in the form of blaming, judging, insulting, and name calling which also featured in our in-depth-interviews with some of the participants (47).



Association of Overall Stigma With PPD

Overall, postpartum depression was considerably associated with internalized stigma, enacted stigma, and total stigma scores. As in this study, PLWH, who report experiences of HIV-related stigma also report low levels of perceived social support (22). Overall, we found that our participants with more severe depressive symptoms had high levels of stigma (β = −2.65, p = 0.001, CI: −3.93 to −1.37). We did find a significant relationship between stigma and depressive symptoms similar to a study conducted in Kenya (17) (see Figure 2). HIV-related stigma has been well-documented to negatively impact quality of life and overall health outcomes among persons living with HIV (15). Our findings also concur with a study from Canada where a higher level of HIV-related stigma was strongly associated with a higher level of depression, accompanied with poor self-efficacy (8).



Perpetuation of Psychological Distress Emanating From Both Types of Stigma

Internalized and enacted stigma association clearly demonstrates that persons living with HIV experience numerous mental and psychological sequela of stigma, including stress, fear, anxiety, decreased self-esteem, and depression (7, 9). HIV remains a complex concept associated with blame, shame, disgrace, and social unacceptability (48).

In our study, social isolation was the most common form of enacted stigma (See Figure 2). However, in our study we internalized that more than the enacted stigma, certain social determinants of health such as poverty, intimate partner violence, and spousal extramarital relationships added more vulnerability in the lives of our participants as found during the in-depth interviews. HIV-related stigma may instill shame in people living with HIV with psychological torture arising from persistent negative feelings toward oneself (49) (also see Figure 3). Generally, pregnant women living with HIV experience a lot HIV-related stigma and discrimination which predisposes them to depressing and suicidal thoughts, most of the time within the society (13). In our study, in-depth interviews revealed lower perceived social support from their spouses which has been reported as one of the things that poses challenges to people living with HIV (50).


[image: Figure 3]
FIGURE 3. Perpetuation of HIV-related stigma and psychological distress.




Prioritizing Stigma Reduction and Mental Health in Future HIV Prevention and Care

Previous studies concur with findings reported in this study which show that HIV-related stigma is a strong predictor of PPD among HIV-positive women (18). Negative self-perceived stigma has been predominant in other studies such as the one carried out in the rural Nyanza province of Kenya (16). High prevalence of negative self-perceived stigma was also reported in a Ugandan study where participants described themselves as “useless” and “same as dead” (14). Social support is a critical effect modifier in addressing HIV-related stigma as reported in one of the developed countries (51). Meaningful interventions should target spousal or familial support as being critical to enabling persons living with HIV to overcome enactments of HIV-related stigma and other obstacles to care, and to successfully adhere to treatment (52, 53). We recommend an integrated care approach, where mental health services could be embedded within the PMTCT clinic to screen and diagnose early features of mental illness, to mitigate various psychosocial risks, and to offer curative and preventative health care.




LIMITATIONS

Our study was not without its limitations. Our data did not capture information relating to the family structure and living conditions of the participants. Possible sources of enacted stigma may therefore not be clearly defined to a specific variable which might have been valuable in further interpreting our findings. We used EPDS, which is a screening tool and not a formal clinical assessment, in the service of time and ease of assessment. We began this research as a primary focus on PPD and HIV-related stigma as a secondary risk factor, therefore, our focus may have been regimented and not open enough to understand other factors that may impact HIV-related stigma more directly. Items used to measure both constructs of both internalized stigma and depression had closely related symptoms. The study was somewhat underpowered, and this might have caused some variability in results. Future research should explore issues with male partner involvement in the PMTCT program and assessment of community perception toward persons living with HIV, which we were not able to ascertain in this study. We carried out a limited qualitative exploration and future studies might want to use more intensive mixed-methods to understand participant stigma and depression experiences.



CONCLUSION

From our findings, HIV-related stigma burden and postpartum depression in women attending PMTCT needs urgent redress and health services' attention. Future interventions should be aimed at empowering persons living with HIV with life skills and depression care that will improve their quality of life and the well-being of their baby.

We also recommend interventions involving spousal and family support. PMTCT is the key to safe motherhood and child health outcomes in this subgroup of women and in this care cascade; measures have to be developed to enhance mental health including mitigating PPD.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Ethical approval was obtained from the Kenyatta National Hospital/University of Nairobi Ethical and Research Committee (KNH/UoN-ERC) Ref. no. P171/03/2014. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

The work was carried out by OY as part of the Masters' degree in clinical psychology at the department of Psychiatry University of Nairobi. OY collected data and wrote the findings. MK was the primary mentor and helped in conceptualizing, writing, and conducting statistical analysis. MM was the second supervisor who assisted during planning of the research concept and reviewed the results. TA analyzed and interpreted the results. All authors read and approved the manuscript.



FUNDING

This work was supported by a grant from the National Institute of Mental Health (National Institutes of Health) under award number U19MH98718 for the Partnerships for Mental Health Development in Sub-Saharan Africa (PaM-D) project.



ACKNOWLEDGMENTS

We would also like to thank our study participants, numerous PMTCT nurses, and personnel who supported data collection. We would also like to thank Professor Francis Creed for his comments on the paper during the Partnerships for Mental Health Development in Sub-Saharan Africa (PAM-D), MDB006-MD104-0044-11-2016 workshop on manuscript where Obadia participated. Acknowledgments are due to TA for assistance with statistical analysis, Dr. Rose Bosire for her comments on the manuscript and Sahiba Turgesen for proofreading.



ABBREVIATIONS

AIDS, Acquired Immunodeficiency Syndrome; ART, Antiretroviral Therapy; ARV, Antiretroviral Drugs; EPDS, Edinburgh Postnatal Depression Scale; GLMs, Generalized Linear Models; HIV, Human Immunodeficiency Virus; IPT-G, Group Interpersonal Psychotherapy; KNH, Kenyatta National Hospital; LMIC, Low- and Middle-Income Countries; PLWHAs, Persons Living with HIV/AIDS; PMTCT, Prevention of Mother-to- Child Transmission; PPD, Postpartum Depression; SD, Standard Deviation; SPSS, Statistical package for the social sciences; STDGs, Sustainable Development Goals; WHO, World Health Organization.



REFERENCES

 1. Unaids B. The Global Plan Towards the Elimination of New HIV Infections Among Children by 2015 and Keeping Their Mothers Alive Prepared for the iERG II. About the Global Plan. (2015). p. 1–8. Retrieved from: http://apps.who.int/iris/bitstream/10665/132673/1/9789241507523_eng.pdf?ua=1 (accessed July 11, 2019).

 2. NACC. Kenya AIDS Strategic Framework 2014/2015 - 2018/2019. National AIDS Control Council (2014). p. 1–84. Retrieved from: http://www.nacc.or.ke/attachments/article/181/KNASPIII.pdf (accessed June 27, 2019).

 3. Berendes S, Rimal RN. Addressing the slow uptake of HIV testing in Malawi: the role of stigma, self-efficacy, and knowledge in the Malawi BRIDGE project. J Assoc Nurses AIDS Care. (2011) 22:215–28. doi: 10.1016/j.jana.2010.08.005

 4. Sambisa W, Curtis S, Mishra V. AIDS stigma as an obstacle to uptake of HIV testing: evidence from a Zimbabwean national population-based survey. AIDS Care. (2010) 22:170–86. doi: 10.1080/09540120903038374

 5. Herek GM, Mitnick L, Burris S, Chesney M, Devine P, Fullilove MT, et al. Workshop report: AIDS and stigma: a conceptual framework and research agenda. AIDS Public Policy J. (1998) 13:36–47.

 6. Onyebuchi-Iwudibia O, Brown A. HIV and depression in Eastern Nigeria: the role of HIV-related stigma. AIDS Care. (2014) 26:653–7. doi: 10.1080/09540121.2013.844761

 7. Tsai AC, Bangsberg DR, Frongillo EA, Hunt PW, Muzoora C, Martin JN, et al. Food insecurity, depression and the modifying role of social support among people living with HIV/AIDS in rural Uganda. Soc Sci Med. (2012) 74:2012–9. doi: 10.1016/j.socscimed.2012.02.033

 8. Logie C, James L, Tharao W, Loutfy M. Associations between HIV-related stigma, racial discrimination, gender discrimination, and depression among HIV-Positive African, Caribbean, and Black Women in Ontario, Canada. AIDS Patient Care STDS. (2013) 27:114–22. doi: 10.1089/apc.2012.0296

 9. Sherr L, Clucas C, Harding R, Sibley E, Catalan J. HIV and depression – a systematic review of interventions. Psychol. Health Med. (2011) 16:493–527. doi: 10.1080/13548506.2011.579990

 10. Russell S. The economic burden of illness for households in developing countries: a review of studies focusing on malaria, tuberculosis, and human immunodeficiency virus/acquired immunodeficiency syndrome. Am J Trop Med Hygiene. (2004) 71(2 Suppl):147–55. doi: 10.4269/ajtmh.2004.71.147

 11. Bennetts A, Shaffer N, Manopaiboon C, Chaiyakul P, Siriwasin W, Mock P, et al. Determinants of depression and HIV-related worry among HIV-positive women who have recently given birth, Bangkok, Thailand. Soc Sci Med. (1999) 49:737–49. doi: 10.1016/S0277-9536(99)00108-2

 12. Dow A, Dube Q, Pence BW, Van Rie A. Postpartum depression and HIV infection among women in Malawi. JAIDS J Acquir Immune Defic Syndr. (2014) 65:359–65. doi: 10.1097/QAI.0000000000000050

 13. Simbayi LC, Kalichman S, Strebel A, Cloete A, Henda N, Mqeketo A. Internalized stigma, discrimination, and depression among men and women living with HIV/AIDS in Cape Town, South Africa. Soc Sci Med. (2007) 64:1823–31. doi: 10.1016/j.socscimed.2007.01.006

 14. Nattabi B, Li J, Thompson SC, Orach CG, Earnest J. Factors associated with perceived stigma among people living With HIV/AIDS in post-conflict Northern Uganda. AIDS Educ Prevent. (2011) 23:193–205. doi: 10.1521/aeap.2011.23.3.193

 15. Sayles JN, Ryan GW, Silver JS, Sarkisian CA, Cunningham WE. Experiences of social stigma and implications for healthcare among a diverse population of HIV positive adults. J Urban Health. (2007) 84:814–28. doi: 10.1007/s11524-007-9220-4

 16. Cuca YP, Onono M, Bukusi E, Turan JM. Factors associated with pregnant women's anticipations and experiences of HIV-related stigma in rural Kenya. AIDS Care. (2012) 24:1173–80. doi: 10.1080/09540121.2012.699669

 17. Turan B, Stringer KL, Onono M, Bukusi EA, Weiser SD, Cohen CR, et al. Linkage to HIV care, postpartum depression, and HIV-related stigma in newly diagnosed pregnant women living with HIV in Kenya: a longitudinal observational study. BMC Pregnancy Childbirth. (2014) 14:400. doi: 10.1186/s12884-014-0400-4

 18. Peltzer K, Shikwane ME. Prevalence of postnatal depression and associated factors among HIV-positive women in primary care in Nkangala District, South Africa. South Afr J HIV Med. (2011) 42:24–8. doi: 10.4102/sajhivmed.v12i4.168

 19. Morrison SD, Banushi VH, Sarnquist C, Gashi VH, Osterberg L, Maldonado Y, et al. Levels of self-reported depression and anxiety among HIV-positive patients in Albania: a cross-sectional study. Croat Med J. (2011) 52:622–7. doi: 10.3325/cmj.2011.52.622

 20. Pachankis JE. The psychological implications of concealing a stigma: a cognitive-affective-behavioral model. Psychol Bull. (2007) 133:328–45. doi: 10.1037/0033-2909.133.2.328

 21. de Carvalho RJ. Gordon W. Allport on the nature of prejudice. Psychol Rep. (1993) 72:299–308. doi: 10.2466/pr0.1993.72.1.299

 22. Smith R, Rossetto K, Peterson BL. A meta-analysis of disclosure of one's HIV-positive status, stigma and social support. AIDS Care. (2008) 20:1266–75. doi: 10.1080/09540120801926977

 23. Takada S, Weiser SD, Kumbakumba E, Muzoora C, Martin JN, Hunt PW, et al. The dynamic relationship between social support and HIV-related stigma in rural Uganda. Ann Behav Med. (2014) 48:26–37. doi: 10.1007/s12160-013-9576-5

 24. Pence BW, O'Donnell JK, Gaynes BN. Falling through the cracks. AIDS. (2012) 26:656–8. doi: 10.1097/QAD.0b013e3283519aae

 25. Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. Br J Psychiatry. (1987) 150:782–6. doi: 10.1192/bjp.150.6.782

 26. Tsai AC, Scott JA, Hung KJ, Zhu JQ, Matthews LT, Psaros C, et al. Reliability and validity of instruments for assessing perinatal depression in African settings: systematic review and meta-analysis. PLoS ONE. (2013) 8:e82521. doi: 10.1371/journal.pone.0082521

 27. Committee on Obstetric Practice. Screening for depression during and after pregnancy. Obstet Gynecol. (2010) 115:394–5. doi: 10.1097/AOG.0b013e3181d035aa

 28. Matthey S, Henshaw C, Elliott S, Barnett B. Variability in use of cut-off scores and formats on the Edinburgh Postnatal Depression Scale: implications for clinical and research practice. Arch Women's Mental Health. (2006) 9:309–15. doi: 10.1007/s00737-006-0152-x

 29. Kumar M, Ongeri L, Mathai M, Mbwayo A. Translation of EPDS questionnaire into iswahili: understanding the cross-cultural and translation issues in mental health research. J Pregnancy Child Health. (2015) 2:1–10. doi: 10.4172/2376-127X.1000134

 30. Madeghe BA, Kimani VN, Vander Stoep A, Nicodimos S, Kumar M. Postpartum depression and infant feeding practices in a low income urban settlement in Nairobi-Kenya. BMC Res Notes. (2016) 9:506. doi: 10.1186/s13104-016-2307-9

 31. Holzemer WL, Uys LR, Chirwa ML, Greeff M, Makoae LN, Kohi TW, et al. Validation of the HIV/AIDS stigma instrument—PLWA (HASI-P). AIDS Care. (2007) 19:1002–12. doi: 10.1080/09540120701245999

 32. Turan B, Hatcher AM, Weiser SD, Johnson MO, Rice WS, Turan JM. Framing mechanisms linking HIV-related stigma, adherence to treatment, and health outcomes. Am J Public Health. (2017) 107:863–9. doi: 10.2105/AJPH.2017.303744

 33. Kimani J, Warren C, Abuya T, Mutemwa R, Mayhew S, Askew I. Family planning use and fertility desires among women living with HIV in Kenya. BMC Public Health. (2015) 15:909. doi: 10.1186/s12889-015-2218-z

 34. Ongeri L. Characteristics associated with disclosure status to sexual partners among Kenyan women. J HIV AIDS. (2019) 5. doi: 10.16966/2380-5536.166

 35. Akuma JM. Socio – Cultural and Family Change in Africa: Implications for Adolescent Socialization in Kisii County, South Western, Kenya. Les Cahiers D'Afrique De L'Est, May (2015). p. 1–157. Retrieved from: http://ifra-nairobi.net/wp-content/uploads/2016/05/fn-High-QualityPDF-Print-Les-Cahiers-d-Afrique-de-l-Est-n?50.pdf#page=80 (accessed May 07, 2019).

 36. Ongeri L, Wanga V, Otieno P, Mbui J, Juma E, Stoep A, et al. Demographic, psychosocial and clinical factors associated with postpartum depression in Kenyan women. BMC Psychiatry. (2018) 18:318. doi: 10.1186/s12888-018-1904-7

 37. Tolossa T, Fetensa G, Yilma MT, Abadiga M, Wakuma B, Besho M, et al. Postpartum depression and associated factors among postpartum women in Ethiopia: a systematic review and meta-analysis, 2020. Public Health Rev. (2020) 41:21. doi: 10.1186/s40985-020-00136-3

 38. Shitu S, Geda B, Dheresa M. Postpartum depression and associated factors among mothers who gave birth in the last twelve months in Ankesha district, Awi zone, North West Ethiopia. BMC Pregnancy Childbirth. (2019) 19:435. doi: 10.1186/s12884-019-2594-y

 39. Gohain Z, Halliday MAL. Internalized HIV-stigma, mental health, coping and perceived social support among people living with HIV/AIDS in Aizawl District—a pilot study. Psychology. (2014) 05:1794–812. doi: 10.4236/psych.2014.515186

 40. Chung EK, McCollum KF, Elo IT, Lee HJ, Culhane JF. Maternal depressive symptoms and infant health practices among low-income women. Pediatrics. (2004) 113:e523–9. doi: 10.1542/peds.113.6.e523

 41. Corrigan PW, Watson AC. The paradox of self-stigma and mental illness. Clin Psychol. (2006) 9:35–53. doi: 10.1093/clipsy.9.1.35

 42. Cohen DJ, Crabtree BF. Evaluative criteria for qualitative research in health care: controversies and recommendations. Anna Family Med. (2008) 6:331–9. doi: 10.1370/afm.818

 43. Lin N. Building a network theory of social capital. In: Social Capital. London: Routledge (2017). p. 3–28. doi: 10.4324/9781315129457-1

 44. Akena D, Joska J, Obuku EA, Amos T, Musisi S, Stein DJ. Comparing the accuracy of brief versus long depression screening instruments which have been validated in low and middle income countries: a systematic review. BMC Psychiatry. (2012) 12:187. doi: 10.1186/1471-244X-12-187

 45. Fekete EM, Williams SL, Skinta MD. Internalised HIV-stigma, loneliness, depressive symptoms and sleep quality in people living with HIV. Psychol Health. (2018) 33:398–415. doi: 10.1080/08870446.2017.1357816

 46. Nachega JB, Morroni C, Zuniga JM, Sherer R, Beyrer C, Solomon S, et al. HIV-related stigma, isolation, discrimination, and serostatus disclosure. J Int Assoc Phys AIDS Care. (2012) 11:172–8. doi: 10.1177/1545109712436723

 47. Angula P, Ncama BP, Frohlich J. Assessment of HIV/AIDS stigma in a rural namibian community. World J AIDS. (2015) 5:199–207. doi: 10.4236/wja.2015.53023

 48. Chidrawi HC, Greeff M, Temane QM, Doak CM. HIV stigma experiences and stigmatisation before and after an intervention. Health SA Gesondheid. (2016) 21:196–205. doi: 10.1016/j.hsag.2015.11.006

 49. Hutchinson P, Dhairyawan R. Shame and HIV: strategies for addressing the negative impact shame has on public health and diagnosis and treatment of HIV. Bioethics. (2018) 32:68–76. doi: 10.1111/bioe.12378

 50. Rahangdale L, Banandur P, Sreenivas A, Turan JM, Washington R, Cohen CR. Stigma as experienced by women accessing prevention of parent-to-child transmission of HIV services in Karnataka, India. AIDS Care. (2010) 22:836–42. doi: 10.1080/09540120903499212

 51. Rao D, Desmond M, Andrasik M, Rasberry T, Lambert N, Cohn SE, et al. Feasibility, acceptability, and preliminary efficacy of the unity workshop: an internalized stigma reduction intervention for African American women living with HIV. AIDS Patient Care STDS. (2012) 26:614–20. doi: 10.1089/apc.2012.0106

 52. O'Laughlin KN, Wyatt MA, Kaaya S, Bangsberg DR, Ware NC. How treatment partners help: social analysis of an African adherence support intervention. AIDS Behav. (2012) 16:1308–15. doi: 10.1007/s10461-011-0038-4

 53. Okoror TA, Falade CO, Olorunlana A, Walker EM, Okareh OT. exploring the cultural context of HIV stigma on antiretroviral therapy adherence among people living with HIV/AIDS in Southwest Nigeria. AIDS Patient Care STDS. (2013) 27:55–64. doi: 10.1089/apc.2012.0150

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2021 Yator, Mathai, Albert and Kumar. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpsyt-11-532557-t001.jpg
Variable Category Frequency Percent
(N=128) (%)

Marital status Lives without male partner 39 317
Married 84 683
Age (Mean; Median; SD; (81.2:32.0,5.2; 19-48)
Range)
Occupation Unemployed 41 333
Employed 82 66.7
Education level Primary and below 2 187
Secondary 38 309
College and above 62 504
Income (USD) <100 USD 68 553
100 USD and above 56 44.7
Famiy Social Support  No 69 56.1
Yes 54 439
Experience of Intimate  No 7 626
Partner Violence Yos 20 244
Missing 16 18.0
Partner engaging in No 81 659
Extra marital affairs Yos 2% 203
Missing 17 138
Have been treated with  No i1 90.2
STlin the past 1 month Yes 12 98
Persons residing with  Alone 6 49
the participant
Others 17 9.1
Clinical outcome on PPD and stigma
Post-Partum depression  Normal 64 520
Probable major 37 300
depression 22 18.0
Probable

Minor depression





OPS/images/fpsyt-11-532557-t002.jpg
Scale No. of Items

Verbal abuse

Negative self-perception
Health care neglect
Social isolation

Work place stigma

Fear of contagion
Enacted stigma' n/a
Overall stigma*

Moo~ O ®

*Mean of five scales excluding negative self-perception constitute the enacted stigma. *Mean of all the subscales constitute the overall stigma; IQR-Interquartile Range.

Reliability
(Cronbach’s )

0.856
0.857
0.893
0.862
0.902
0.78
na

Mean(SD)

0.23(0.46)
0.75 (0.40)
0.11(037)
025 (0.55)
0.16 0.47)
0.13(0.47)
0.18 0.03)
027 (0.39)

95% C.I

0.15-0.31
0.60-0.89
0.05-0.18
0.15-0.34
0.07-0.24
0.05-0.21
0.11-0.25
0.20-0.34

Median

0.00
0.89
0.00
0.00
0.00
0.00
0.12
0.12

Range

0.00-2.63
0.00-3.00
0.00-2.00
0.00-2.40
0.00-2.83
0.00-2.50
0.00-2.00
0.00-2.00

1aR

0.13
1.40
0.00
0.00
0.00
0.00
0.18
0.33

The enacted stigma signifies a combination of the four subscales (Verbal abuse, health care neglect, social isolation, work place stigme and fear of contagion). The overallstigma signifies

a represents both Enacted and felt stigma.





OPS/images/fpsyt-11-532557-g003.gif
FeltHIV-related
stigma: Negative.
perception of
oneselfleads to
self-blame, shame,
self-doubt, and
despair

Enacted HIV-
related stigma: An
Individua presents
with actual
experiences of
discriminationand
devaluation due to
seropositive status





OPS/images/fpsyt-11-532557-t003.jpg
Spearman’s correlation

Internalized stigma
Enacted stigma

Overall stigma

Postpartum depression

Age in years*

Marital status

Occupation

Education level

Income per month

Social Support by Famiy
Spouse Abuse

Engaging in Extramarital affairs
Treated with STI

Persons Living With

1
0.35*
0.83*
0.43*
—0.28*
0.19*
-0.05
-0.16
-0.22*
-0.26*
0.08
-0.08
0.13
0.04

1
0.75*
0.37*
-0.08
-0.13
-0.04
_0.3a%
—0.20*
-0.16
0.09
-0.04
0.24*
0.06

1
0.50**
-0.16
-0.01
-0.06
—0.31*
=0.31*
=0.27*
0.09
-0.08
0.15
0.04

1
0.01
0.08
0.02

-0.32*

0.1

-0.23*
0.03
0.14
007

-0.01

**Correlation is significant at the 0.01 level (2-tailed): *Pearson’s correlation.
*Correlation is significant at the 0.05 level (2-tailed). The bold values depicts the significant correlations between the variables.

1
0.05
0.15
0.10

023"

0.04
-0.05
-0.10
-017
-0.05

-0.04
0.07
0.02
0.04

—-001
0.05
0.05
0.09

7 8

1
0.18" 1
0.39" 0.29"

-0.03 0.13

0.06 0.1
0.04 -0.02
0.06 -0.02
0.08 -0.03

1
0.00
—0.04
-0.03
-0.02
-0.02

10

—0.22"

-0.11

-0.07
0.05

1
0.34"
013

-0.10

12

1
0.18
0.1

13

1
-0.06

1





OPS/images/fpsyt-11-532557-t004.jpg
Variable Category Internalized stigma Model 1 Enacted stigma Model 2 Overall stigma Model 3

) 9%5%Cl  Sig.  B(Se) 95%Cl  Sig.  B(Se) 9%Cl  Sig.
Postpartum Yes 0.64 (0.13) 0.38-0.89 <0.001  0.14 (0.06) 0.02-0.26 0.018 0.22 (0.06) 0.10-0.34 <0.001
depression No Ref. Rt Ref.
Ageinyears  Years ~004(001) -006t0-001 0002 000(001) 00110001 0522 000001 -001tc001 0662
Martal status~ Married 027013  001-054 0041 —-0.12(006) -02410000 0060 —-006(006 01810006 0345
Single Ref. Ref. Ref.
Educationlevel  College and 0.15(0.18) -02010050 0400 -0.18(0.08) —0.3610-002 0020 —0.13(008 -03010008 0.112
above
Secondary 0.16 (0.19) -0.20t0 0.53 0387 -0.08(0.09) -0.25t00.10 0.393 -0.04(0.09) -0.21t00.13 0.652
Primary and Ref. Ref. Ref.
below
Income per 10,000and  -025(013 05010000 0049 -014(006 -02610-003 0017 -016(006 -028t0-004 0008
month above
<10,000 Ref. Ref. Ref.
Social Support  Yes 031012 -05510-006 0014 -005(006 -0.1610007 0411 -009(00§ -02010003 036
No Ref. Ref. Ref.
Treated with ST Yes 0.15(020) -02510055 0449 041010 022060  <0.001 037(0.10) 018056  <0.001
No Ref. Ref, Ref.

The bold values depicts factors that were significantly associated with the outcome variables at significant level of p < 0.005.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Burden of HIV-Related Stigma and Post-Partum Depression: A Cross-Sectional Study of Patients Attending Prevention of Mother-to-Child Transmission Clinic at Kenyatta National Hospital in Nairobi



		Background



		HIV Burden in Perinatal Women in Sub-Saharan Africa



		Association Between Internalized Stigma and Depression



		Known Risk Factors Associated With Postpartum Depression







		Methods



		Participant Recruitment







		Measures



		Conceptual Frame Work for HIV-Related Stigma



		Data Analysis



		Results



		Socio-Demographic and Other Characteristics of Respondents



		Stigma and Various Subtypes



		Correlation Analyses Results



		Multivariate Analyses Using Generalized Linear Model (GLM)



		Internalized Stigma



		Enacted Stigma



		Overall Stigma



		Experiences and Perceptions of Post-partum Women Living With HIV



		Barriers to Improved Psychological Well-Being While Living With HIV



		Facilitators to Improved Psychological Well-Being While Living With HIV













		Discussion



		Socio-Demographic and Other Characteristics of Respondents



		Internalized Stigma: Contributor to the Depression Pathogenesis



		Enacted Stigma and Its Association With Depression



		Association of Overall Stigma With PPD



		Perpetuation of Psychological Distress Emanating From Both Types of Stigma



		Prioritizing Stigma Reduction and Mental Health in Future HIV Prevention and Care







		Limitations



		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Abbreviations



		References

















OPS/images/cover.jpg
’ frontiers
in Psychiatry

Burden of HIV-Related Stigma and
Post-Partum Depression: A
Cross-Sectional Study of Patients
Attending Prevention of
Mother-to-Child Transmission Clinic
at Kenyatta National Hospital in
Nairobi





OPS/images/fpsyt-11-532557-g001.gif
settings

[mmwlmmuwmwmmmmum

[ Postpartum |

RPN i e VAR

Outcomes






OPS/images/fpsyt-11-532557-g002.gif
‘Stigma Mean Sub-Scales Scores with 95% Confidence Intervals.

eS|

e

wosgor]

Wekpazs S|

FerdCrugor]

Sueasoaier

Hanczensgur]

Frsyns]

Vet

—_
b
ot
o
e

e

Mean S5gma Scores. :










OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





