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Abstract

Background/Purpose: HIV disclosure to children who are infected is very crucial in
order to maintain their own health and prevent HIV transmission. There are a number of
difficulties that nurses have when it comes to the disclosure process, such as when and how best
to support caregivers informing children about their HIV status. The study's objective was to
evaluate the effectiveness of an educational intervention using a checklist on the knowledge,
attitude and self-efficacy of nurses’ engaging in the process of disclosure among children with
perinatal HIV at a district hospital in Southwestern Uganda.

Theoretical/Conceptual Framework: Bandura’s Self-efficacy Theory was used. The
theory is based on four fundamentals which include actual performance of a behavior, vicarious
experience, verbal encouragement and emotional states.

Method: A quantitative quasi-experimental, pre and post-interventional study was
conducted to evaluate the effectiveness of an educational intervention on nurses’ self-efficacy at
a district hospital in Southwestern Uganda. Using consecutive sampling, 20 nurses (n=20)
working in HIV care managing children and adolescents with perinatal HIV participated by
completing a self-administered questionnaire. The intervention included an educational session
followed by individual coaching by the researcher. IBM SPSS Statistic (version 24) was used for
analysis. Paired T-test and Wilcoxon Signed Ranks Test were used to compare knowledge,
attitude and self-efficacy of nurses before versus after the educational intervention.

Results: There was a significant improvement in nurses’ knowledge, attitude and
confidence towards pediatric HIV disclosure in children after the educational intervention and
coaching using the disclosure checklist for the ongoing disclosure support process. Findings
showed that nurses knew when to start disclosure, the information to share at a specific age and
how to support the disclosure process using the disclosure checklist. Before the intervention the
mean percent for nurses’ knowledge was 50 and after the intervention it improved to 67. The
statistical significance achieved the P-value of 0.001. 95% CI: 50 + 8.410 before intervention and
95% Cl: 67 + 5.702 after intervention. The mean for attitudes before the intervention was 2.51
and after the intervention it improved to 2.89. The Wilcoxon signed rank test result of achieved
the P-value of 0.002. 95% CI: 2.51 £ 0.140 before intervention and 95% CI: 2.89 + 0.184 after
intervention. Self-efficacy means score before the intervention was 2.55 and after the educational
intervention it increased to 2.93. The Wilcoxon signed rank test result of achieved the P-value of
0.002. 95% CI: 2.55 + 0.136 before intervention and after 95% CI: 2.93 + 0.149.

Conclusion: The study revealed that using a checklist is an important approach to ensure
nurses develop a positive attitude, confidence and knowledge of the key aspects to include in the
disclosure discussion. Disclosure is a critical component of the care and support that children
living with HIV should receive from nurses and using a disclosure checklist is useful during the
process.

Recommendations: Based on the study findings, it is recommended that nurses need to
utilize the disclosure checklist to support caregivers informing children living with HIV of their
own status. The importance of nurses’ proactive role in disclosure to children of their HIV status
needs to be emphasized.

Key Terms: Children, perinatal HIV, disclosure of pediatric HIV status, nurses’
knowledge about pediatric HIV disclosure and nurse’ self-efficacy on pediatric HIV disclosure.
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Chapter One: Introduction
HIV positive pediatric disclosure is the process of revealing human immunodeficiency
virus (HIV) status to children who have acquired HIV from their biological mothers during
pregnancy, childbirth or even breastfeeding (Amankwah-Poku, 2021). Disclosure in children
refers to the process of sharing their HIV status with them, often by caregivers, healthcare
providers or family members. Guidelines recommend individualized, age-appropriate disclosure,
considering the child’s cognitive, emotional, and social development (Namukwaya et al., 2017).
Nurses, caregivers and family members must work together to ensure sensitive and supportive
disclosure, minimizing potential negative impacts (Beebwa, 2021). Globally, in 2022, a total of
39 million people were living with HIV, with 37.5 million adults in the age between 15 years of
age or older and 1.5 million children between 0-14 years old (UNAIDS, 2023). Approximately 2
million children do not know they are HIV-positive, the World Health Organization (WHO)
claims that, despite the organization's compelling evidence-based information regarding the
benefits of HIV disclosure (Finnegan et al., 2019).
In Uganda, an estimated 1.4 million people are HIV positive, and 52,000 new infections

are reported annually. It was reported that 160,000 children had contracted HIV in 2018
(Wamala et al., 2021). According to a study about HIV status disclosure to children conducted in
Southwest Uganda, 69% of children are not aware that they are HIV positive (Namukwaya et al.,
2017). Pediatric HIV training for nurses has been conducted but with limited emphasis on
disclosure in children with perinatal HIV (Beebwa, 2021). Nurses have an attitude that their role
is only to offer health talks and nursing care but not to participate in disclosure resulting in delay

or even non-disclosure to children with positive HIV status (Mutambo & Hlongwana, 2019). The
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aim of this research is to evaluate the effect of an educational intervention on self-efficacy of
nurses on the use of tool to engage in the disclosure process among children with perinatal HIV
at a district hospital level in Southwestern Uganda.

Background to the Study

The act of disclosing involves uncovering or revealing or even bringing to light
(Mutambo & Hlongwana, 2019). The process should take some time to inform children infected
with the HIV virus of their positive status. It entails adequate and ongoing family
communication. Respecting the family's needs, wants, and expectations is crucial for nurses. The
disclosure procedure ought to take place prior to the child learning about their own diagnosis.
According to the WHO, children between the ages of 6 and 12 ought to be informed of their HIV
status, and by the time they are 12 years old, at the latest, the disclosure procedure need to have
been conducted in a compassionate and encouraging manner (Bulali, 2018).

The epidemiology of HIV in children has changed significantly since the virus was
initially identified in this age group. Sharing child's HIV status with caregivers and nurses is one
of the most psychosocial obstacles that caregivers and nurses of children living with perinatal
HIV confront, especially in cases where the child's survival has risen and the child is growing
into adolescence and adulthood. Children with prenatal HIV had a limited survival period at the
start of the HIV epidemic, and disclosing their status was not carefully thought through. In 1999,
guidelines were established by the American Academy of Pediatrics indicating that school-age
children and teenagers ought to be made aware of their HIV status. Enhancing trust and keeping
children in the dark about their HIV status were among the benefits of disclosing their status to

children that the study found (Wiener et al., 2007).
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According to Khangale et al. (2022), HIV infections are on the rise in Sub-Saharan Africa
(SSA), where 85% of new cases among children occur and more than 1.7 million children are
HIV positive. Between 13% to 60% of perinatal HIV-positive children in SSA are aware that
they are HIV positive; the remaining children are not informed of their condition (Khangale et
al., 2022). Additionally, Uganda reports an unparalleled number of children living with HIV,
with about 150,000 children between the ages of 0 and 14 affected (Nabunya, 2020). In Uganda,
43,000 or so of the country's under-15-year-old children receive ART. In Southwestern Uganda,
a research on HIV status disclosure to children revealed that just 31% of perinatal HIV-positive
children had received this information (Namukwaya et al., 2017).

A study conducted in Barbados noted nurses’ limited knowledge on HIV disclosure in

children, their negative attitude and consequent inequity, and uncooperative actions that have a
negative impact on the standard of pediatric patient care (Huq et al., 2019). Nurses' confidence to
disclose was impacted by inadequate knowledge, and their inconsistent approach to disclosure
caused confusion and uncertainty due to the absence of HIV standard operating procedures and
their dependence on individual experience (Khangale et al., 2022; Madiba & Diko, 2021).
Nurses and other child caretakers continue to experience psychological and emotional difficulties
as a result of HIV non-disclosure. Given that disclosure involves informing the child about a
potentially fatal and communicable disease, many parents and caregivers’ worry that providing
HIV information to a child who has tested positive for the virus could cause stress for the child
(Okechukwu et al., 2018).

Around the world, a large number of nurses are unsure about how to carry out the

disclosure process (Kairania et al., 2023; Khangale et al., 2022). The well-being of a child who is
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HIV positive may be impacted by minimal or no disclosure, which could prevent them from
accepting their condition and from receiving pediatric HIV therapy (Yami, 2022). It has been
shown that nurses are better at explaining HIV than caregivers and are able to psychologically
prepare children before disclosing the virus. Because of their training, which included expectedly
sufficient knowledge and counseling abilities, nurses were perceived as being in a better position
to handle negative responses to disclosure. In this study, caregivers reported that in order to get
ready to start and assist with children's disclosure to children with prenatal HIV, they needed
help from nurses (Appiah et al., 2021).

In accordance with Okechukwu et al. (2018), HIV disclosure should be an ongoing
procedure that takes the child's developmental stage and cognitive capacity into account. A Sub-
Saharan African study revealed that nurses had time constraints when offering HIV disclosure
services to children (Khangale et al., 2022; Mutambo & Hlongwana, 2019). Nurses have a
perception that disclosing to children with HIV is not their role and leave it pending for parents
to handle on their own resulting in delay or even non-disclosure.

Children who are infected can better adhere to antiretroviral medication when they are
informed about the disease and can participate in HIV care when disclosure is made in a timely
and safe manner. HIV declaration enhances access to social support and is linked to responsible
sexual conduct in children and teenagers (Kairania et al., 2023; Khangale et al., 2022; Madiba &
Diko, 2020). It is critical that children living with HIV comprehend their status as they grow into
adolescence and maturity so they can assume some responsibility for overseeing their own

therapy (Madiba & Diko, 2020). To make sure that the children and their caregivers reap the
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advantages of disclosure, it is critical to raise awareness among nurses about the need to assist
caregivers of children who have perinatal HIV in the disclosure procedure.

As children get older and more knowledgeable, little to no disclosure could
unintentionally lead to disclosure. Accidental disclosures can come from overhearing
conversations with their caregiver or peers, which can lead to mistrust of adults, which can
hinder treatment comprehension, engagement, and adherence (Guta et al., 2020).

According to Guta et al. (2020), telling a child they are HIV positive can be emotionally
taxing for caregivers who worry that their child will not keep the diagnosis a secret from them.
Delaying disclosure, according to Madiba and Diko (2020), raises the risk of HIV secondary
transmission, causes children to become resentful and angry toward their caregiver, and results in
medication refusal.

Pediatric HIV training has been conducted for healthcare providers regarding the
disclosure process in infected children. A study carried out in Dar es Salaam, Tanzania noted that
most HIV training conducted is not standardized and offers little or no information about
disclosure in children with perinatal HIV and also differs in content and duration (Ismail et al.,
2021). Nurses' confidence and their capacity to initiate or promote disclosure among children
with perinatal HIV are negatively impacted by inadequate training about the disclosure process
in children (Khangale et al., 2022; Madiba & Diko, 2021).

A study done in Namibia showed that to improve disclosure in children with perinatal
HIV, a disclosure form was attached to each child’s care file. This guided nurses to monitor the
extent of HIV disclosure to the child. It was noted that this helped nurses to remember to check

the extent of disclosure done and guided them to strengthen the continuity across clinic visits.
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The study showed that incorporating a readiness assessment form helped health nurses to assess
the readiness of the child to participate in the process of disclosure (Beima-Sofie, et al., 2017).
The strategy of incorporating disclosure process checklist forms in children’s ART files can be
an effective guide for nurses to monitor disclosure progress in children with perinatal HIV
(Beima-Sofie, et al., 2017). This study will use the same strategy to enhance the nurses’ self-
efficacy on children with perinatal HIV who are disclosed to.
Statement of the Problem

Two million children living with prenatal HIV worldwide are unaware that they are
positive for the virus. The percentage of children with perinatal HIV in SSA who disclose their
positive status varies from 13% to 60% (Doat et al., 2019; Khangale et al., 2022). In
Southwestern Uganda, 69% of perinatal HI\V-positive children are unaware that they are HIV
positive (Namukwaya et al., 2017). A significant advantage of disclosure is adherence to therapy
with a lower chance of death. Emotional health and the practice of safer sex to lower the risk of
contracting other sexual infections are additional advantages. Delaying disclosure might make
children angry and resentful of the caregiver in addition to making them refuse to take their
medication. This may have a negative impact on health and raise the possibility of HIV
spreading to further children.

Numerous investigations have shown that nurses' lacking expertise and have poor attitude
which affect their confidence to disclose to children with perinatal HIV. Nurses have not been
actively engaged in disclosure and this has affected their self-efficacy on HIV disclosure in
children with perinatal HIV. Pediatric HIV training has been conducted for healthcare providers.

However, training conducted is not standardized and offer little or no information about
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disclosure in children with perinatal HIV. According to a South African study, nurses are
unconfident and ignorant about disclosing HIV to infants who are still in the prenatal stage.
According to the study, a lot of nurses lost confidence in their ability to disclose HIV in children
with perinatal HIV, which made them unwilling to do so.

Despite the critical role of nurses in providing comprehensive care to children born with
HIV, a significant gap exists in their knowledge, attitude and self-efficacy in disclosing HIV
status to these children. This deficiency can lead to delayed or inadequate disclosure,
compromising the child’s physical and emotional well-being and hindering their ability to adhere
to anti-retroviral therapy and maintain a healthy lifestyle. The intention behind this research is to
ascertain how an educational intervention affects nurses' self-efficacy in using a tool to facilitate
disclosure among children who are HIV positive.
Purpose of the Study

This study seeks to describe the effect of an educational intervention using a checklist on
knowledge, attitude and self-efficacy of nurses engaging in the process of disclosure among
children with perinatal HIV at a district hospital in Southwestern Uganda.
Research Question

What is the effect of an educational intervention using a Checklist on nurses’ knowledge,
attitude and self-efficacy to engage disclosure among children with perinatal HIV at a district

hospital in Southwestern Uganda?
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Specific Objectives
The study aims to:
e ldentify the effect of an educational intervention on nurses’ knowledge to engage in
disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda.
e Determine the effect of an educational intervention on nurses’ attitude to engage in
disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda.
e Ascertain the effect of an educational intervention on nurses’ self-efficacy to engage in
disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda?
Significance of the Study

This study may be significant because it addresses the critical gap in nurses’ knowledge,
attitude, and self-efficacy in disclosing HIV status to children born with HIV. The findings of
this study may improve nurses’ competencies in HIV disclosure, ultimately enhancing the
quality of care and outcomes for children living with HIV. The study's conclusions might have a
bearing on nurses' ability to disclose HIV to children who are perinatally infected as well as the
nursing profession as a whole. The results could also serve as a guide for creating a hospital
disclosure policy that nurses could utilize when telling children about HIV during the perinatal
stage of the disease. The results may also help with the education and training of other clinic

personnel about HIV disclosure in children.
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The findings might be useful in educating children living with HIV about how they
contracted the virus and how to live a healthy life with it, as well as helping nurses reveal
pertinent information to them. Children with perinatal HIV may benefit from this in terms of
their physical and mental wellbeing.

Findings may be significant to society at large as many children with perinatal HIV are
reaching adulthood. Children with perinatal HIV should know their HIV status so that by the
time they become sexually active they may avoid further HIV transmission or even vertical
transmission to their own children in the future.

Theoretical Framework

Self-efficacy theory (see figure 1) is a subclass of social cognitive theory as proposed by
Bandura (1986). An individual’s assessment of their ability to organize and carry out actions is
known as their self-efficacy. Confidence in one’s ability to impact motivation, actions, and social
environments is known as self-efficacy. Every facet of the human experience is impacted by
these cognitive self-evaluations, including the goals people seek, the amount of effort they put
forth to achieve goals, and the likelihood of reaching particular behavioral performance levels.
The premise of self-efficacy theory is that individuals can choose to have control over their
actions. The idea can be applied in a number of contexts to analyze and forecast changes in
health-related behavior and management. The self-efficacy hypothesis consists of two
components: outcome expectations and self-efficacy. The idea states that the reason the two
components were separated is that although people may think that a particular conduct will lead
to a particular end, they may not be aware that they are capable of carrying out the behavior

necessary to accomplish that particular outcome (Peterson & Bredow, 2017).
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Bandura (1986) suggested that conclusion about one’s self-efficacy is based on four
fundamentals which include actual performance of a behavior, vicarious experience (visualizing
other people performing a similar behavior), verbal encouragement and emotional states. While
behavioral and contextual factors have a significant impact on outcomes, self-efficacy theory
also highlights the relative importance of personal characteristics (Peterson & Bredow, 2017).
Figure 1: Self-efficacy Theory

Self-efficacy Theory

performance
accomplishment

vicarnious

learning )
Behavior &

Self Efficacy Performance

verbal
encouragement

emotional states

Note. (Bandura, 1997, as Cited in Staples et al., 1998).
Relationship among Components of the Framework

Performance accomplishment, verbal encouragement, vicarious learning, and emotional
states are the four main sources of self-efficacy. The connections between the various elements

of the framework that this study used are described in more detail below.
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Performance Accomplishment. Performance accomplishment is the term used to
describe data from a person's personal assessment that is derived from their own mastery
achievements. Expectations of mastery are lowered by repeated failures and raised by prior
achievements. Performance accomplishment is regarded to have the biggest impact on self-
efficacy since it symbolizes one's perception of past experiences' success or failure. Strong
efficacy expectations can be developed by repeated successes, which lessen the detrimental
effects of sporadic failures. Self-efficacy beliefs are not established by performance alone. An
individual's assessment of their own self-efficacy is impacted by numerous factors, including the
amount of work required, prior successes and failures, perceptions of one's own competence, and
the perceived difficulty of the task. Still, there's nothing that boosts self-efficacy more effectively
than experiencing expertise firsthand. Having a strong sense of self-efficacy necessitates having
prior experience overcoming challenges through perseverance (Peterson & Bredow, 2017).
Vicarious Learning. Modeling is a term used to describe vicarious learning, which can

lead to viewers expecting that they can learn from what they have seen and so enhance their own
performance. Observing how others behave, particularly those we hold up as role models,
provides us with our second source of self-efficacy. When we see people who are similar to us
work hard and achieve success, it makes us believe that we are also capable of learning the skills
necessary to thrive in that field. Witnessing others successfully accomplish a task that was once
thought to be difficult is known as a vicarious experience. One is more likely to internalize at
least some of the positive self-beliefs of positive role models in their lives. This may boost one's

confidence in their ability to carry out specific tasks (Peterson & Bredow, 2017).
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Verbal Encouragement. Verbal encouragement describes actions used to persuade
someone that they can successfully complete a task by making suggestions. Common strategies
for social persuasion include coaching and providing performance evaluations. Coaches and
other significant individuals in our lives might help us believe more strongly that we possess the
necessary skills for success. Persuaded that we are capable of mastering a particular activity
increases our likelihood of exerting ourselves and sticking with it when issues emerge. Receiving
encouraging verbal comments while completing an apparently difficult task helps someone
believe they have the abilities and know-how necessary to complete the work successfully. A
person's self-efficacy is impacted by both positive and negative feedback regarding their
performance or capacity for performance. Self-efficacy can be raised by positive feedback
persuasion at any age, but the sooner the better. According to Peterson and Bredow (2017),
verbal persuasion is more likely to promote the development of self-efficacy the earlier it is used.

Emotional States. A person's perception of their own talents in a given circumstance can
be influenced by their holistic well-being, which encompasses all facets of life, including their
bodily, psychological, and mental health. One's subjective self-efficacy is influenced by their
current state of affairs. According to Bandura (1977), how emotional and physical reactions are
perceived and interpreted matters more than their overall intensity. Individuals who possess a
strong sense of self-efficacy are likely to see their arousal as a motivating tool for achievement,
whereas those who struggle with self-doubt may see it as a crippling force. According to self-
efficacy theory, improving one's ability to control anxiety and elevate mood in difficult situations

can increase one's sense of self-efficacy (Peterson & Bredow, 2017).
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Self-efficacy. A person's belief about what she or he can accomplish provides a
foundation for one's well-being, personal accomplishment, and motivation. People's perceptions
of their own abilities can influence how much work they put into tasks and how long they stick
with them. When faced with a task, people who believe in their own abilities are more inclined to
put in more effort or even give up than those who do not. The definition of self-efficacy is one’s
assessment of one’s own capabilities to execute a specific behavior pattern (Peterson & Bredow,
2017; Staples et al., 1998).

Behavior and Performance. Outcome expectancies and perceived self-efficacy are
important behavioral factors. While self-efficacy is one’s ability to successfully complete the
task necessary to produce an outcome, outcome expectancy is the degree to which one believes
that a given event will occur. When people think they possess the abilities needed for success,
they perform better. Self-efficacy influences one's willingness to put up the effort to change
dangerous behavior and the tenacity to persevere in the face of setbacks and disappointments that
could deplete motivation (Peterson & Bredow, 2017).

Operationalizing the Theory to this Study

Understanding of nurses’ perceived self-efficacy of disclosing to the infected children
will be ascertained through use of a questionnaire. An educational intervention will be
conducted with a focus on the description of what HIV disclosure in children with perinatal HIV
is, its types, when it should be done, how long it may take to complete the process, barriers
involved, benefits of disclosing and the impact of not disclosing in children with perinatal HIV.

During the educational intervention, participants will divide into small groups and discuss

their own thoughts about the barriers and benefits. Then I will have each small group share with
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the large group what transpired from the discussion. That will help the participants to be engaged
in the learning process. After that, I'll go into further detail regarding the advantages and
obstacles of HIV disclosure in children so that nurses are aware of the procedure. This research
seeks to evaluate if the implementation of an educational intervention has an effect on self-
efficacy of nurses using a tool to participate in the process of disclosure among children with
perinatal HIV at a district hospital in Southwestern Uganda.

Figure 2: Operationalized Self-efficacy Theory

Operationalized Self-efficacy Theory

Performance accomplishment
(Sharing past experience in children
HIV disclosure)

Vicarious learning
(Performing an activity/Hands on

performance)
Self-efficacy
Verbal encouragement (Self-_evalu_ation/judgment-
(Coaching and evaluative questionnaire)
feedback)

Emotional states
(Self-awareness activity)

Note. (Bandura, 1997, as cited in Staples et al., 1998)
During this study, the concepts of the self-efficacy theory (see figure 2) will be

operationalized as follows:
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Performance Accomplishment. The performance accomplishment component included
nurses discussing their experiences on disclosure to children with perinatal HIV and their levels
of knowledge about disclosure. This included what nurses had performed before in relation to
disclosure, what the process felt like, how long it took them to complete the process, how easy
the process was and whether the process was successful or not.

Vicarious Learning. Vicarious learning entailed nurses’ exposure to disclosing HIV
status to children with perinatal HIV. It included nurses’ observation experience and learning
obtained from conducting the disclosure process.

Verbal Encouragement. Verbal encouragement or persuasion included nurses’
motivational factors that contributed to one’s continuous participation in HIV disclosure on
children with perinatal HIV. Verbal encouragement also included compliments or feedback from
fellow colleagues with or without the coach or superiors available during their small group
discussions. This informed the study whether feedback offered regarding the disclosure was a
motivating factor and what influence it had towards knowledge and attitude of nurses.

Emotional States. In this study, emotional state referred to how nurses reacted and felt
about disclosing HIV status to children. Nurses’ mood or emotions was ascertained during the
pre-intervention survey. Understanding nurses’ reactions towards HIV disclosure in children
facilitated the packaging of an educational intervention in a way that fit with the needs of the
children.

Self-efficacy. Self-efficacy was considered as nurses were performing a self-evaluation

assessment of what they thought they could do to ensure disclosure in children with perinatal
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HIV. This was done before and after the intervention and guided nurses to judge their
performance capability and ability to establish self-efficacy expectations.

The study focused on self-efficacy as a component of self-efficacy theory leaving out the
outcome expectation as another component of the theory.

Definitions of the Key terms used in the Study

Key terms like children, perinatal HIV, disclosure of pediatric HIV status, disclosure of
HIV positive status, nurses’ knowledge about pediatric HIV disclosure and nurse’ self-efficacy
on pediatric HIV disclosure are defined. Definitions clarify the meaning of some important study
concepts.

HIV Positive Status Disclosure. The act of disclosing an HIV status to children is
regarded as disclosure for the purposes of this study. This will involve complete disclosure,
meaning that the children will know their HIV status, the virus's name, the care and treatment
involved, how they contracted it, and how to live a positive life with it.

Children. In the study children are considered as persons aged 6 to 18 years of age, and
with consideration of the child’s capability to know the disease. A child in this study is being
referred to as one who is still below 18 years but not less than 6 years.

Pediatric Disclosure. Pediatric disclosure, as used in this study, speaks of a child's
understanding of his or her HIV status. This entails disclosing an HIV positive child's status.

Perinatal HIV. Perinatal HIV means the spread of HIV from an HIV-positive mother to
her child during pregnancy, childbirth, and or breastfeeding, according to this study. HIV
transfer from mother to child is another term for this. Perinatal HIV infection in a child indicates

HIV transmission from mother to child.
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Nurses’ Knowledge about Pediatric HIV Disclosure. In the study this means the fact or
condition of nurses’ understanding of disclosing children that they have a positive HIV status
with familiarity gained through experience and training. The study defines nurses’ knowledge
about pediatric HIV disclosure as how much is known to a nurse regarding notifying the child of
his/her HIV positive status.

Nurse’ Self-efficacy on Pediatric HIV Disclosure. According to the study, this refers to
nurses' comfort level administering tests on or informing prenatal HIV-positive children of their
positive status due to familiarity developed through experience. According to the study, this idea
refers to a nurse's comfort or confidence in informing a child that they are HIV positive.
Summary

Chapter one described the introduction of the study, the background to the study and the
problem statement. The chapter stated the purpose of the study, study objectives and the
significance of the study to nurses, children with perinatal HIV, society and nurse leadership.
The chapter also described the theoretical framework and its variables. Chapter two will review
the literature related to disclosure in children with perinatal HIV while chapter three will focus

on research methods that will be used for the study.
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Chapter Two: Literature Review
The following chapter presents reviewed literature obtained with the use of relevant

keywords and phrases to search for different studies, utilized PubMed, CINAHL, PsycINFO
databases and put summaries from reviewed articles into a matrix for a clear flow and
compilation. The literature reviewed was related to the effect of an educational intervention on
self-efficacy of nurses in regards to knowledge and attitude on using a tool to engage in the
process of disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda. The chapter describes the following the four topics: Globally and in Uganda many
children with perinatal HIV are growing into adulthood due to the introduction of antiretroviral
therapy. It is very crucial to inform children with perinatal HIV of their status as soon as possible
for their well-being and to enhance clinical results such medication compliance, virus
suppression, and patient care retention. Nurses, while critical to disclosure are not adequately
engaged in the disclosure process because they lack knowledge and experience. The chapter also
describes educational interventions that have been conducted to improve pediatric HIV
disclosure.
Children with Perinatal HIVV Growing into Adulthood

The topic begins with what perinatal HIV means and how it occurs, incidence of HIV-
positive children, the history of HIV in children and why many children are surviving into
adulthood. It includes the information about HIV that children that are growing into adulthood

with the virus should receive and what is expected to be done in consideration of their needs.
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Description of Perinatal HIV and How it Occurs

Since the 1980s, when the first HIV case was discovered, the majority of HIV infections
in children have been passed from mother to child through breastfeeding and childbirth. HIV
therapy and viral load have an impact on HIV transmission during lactation (Njom Nlend, 2022).
Even after two years of breastfeeding, there is a 20% chance that the child will contract HIV if
neither the mother nor the child is receiving treatment for the virus. According to a recent study
involving women undergoing treatment, the risk of HIV transmission is 0.6% for mothers who
breastfeed their child for a year and 0.3% for those who do so for six months (Sibiude et al.,
2023). Although it doesn't completely eliminate the risk, an undetectable burden does. HIV
treatment lowers the mother's viral load, lowering the baby's exposure to the infection throughout
pregnancy, delivery, and breastfeeding (Njom Nlend, 2022). Furthermore, certain anti-HIV
medications can stop the virus from spreading by crossing the placenta and entering the baby's
body. HIV-related illnesses, low CD4 counts, high HIV viral loads, STIs, and bacterial vaginosis
are some of the variables that can raise the risk of HIV transmission. The viral load is quite high
shortly after infection, thus women who get HIV while pregnant or nursing have a higher chance
of infecting others. In 2021, 81% of HIV-positive pregnant women worldwide have access to
ART in order to safeguard their own health and avoid passing HIV to their unborn child during
pregnancy and childbirth (Sibiude et al., 2023).

Mukwevho et al. (2023) state that antiretroviral medication during pregnancy, labor,
delivery, and nursing can prevent a significant amount of mother-to-child HIV transmission.
Mothers who discontinue HIV treatment while pregnant or nursing are mostly to blame for the

majority of new infections among infants (Centers for Disease Control and Prevention, 2022;
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Njom Nlend, 2022). About 18% of new infections in Uganda are caused by mother-to-child
transmission (MTCT), and conventional antiretroviral medication has improved quality of life
and decreased morbidity and mortality for both mothers and their offspring (Centers for Disease
Control and Prevention, 2022; Njom Nlend, 2022). Antiretroviral medication is widely available
and frequently used, which has contributed significantly to the survival of these children. Large
numbers of HIV-positive children have survived into adolescence and early adulthood thanks to
ART, but many still struggle to take their medications due to stigma, lack of psychological
support, lack of disclosure, and forgetfulness (Kairania et al., 2023;Mukwevho et al., 2023).
Incidence of HIV in Children

There were around 39 million HIV-positive people in the globe in 2022. Of these 37.5
million were adults and 1.5 million were children under the age of fifteen. Moreover there were
53% women in the population. UNAIDS announced new worldwide targets for HIV treatment in
2020: Ninety-five percent of HIV-positive individuals should be aware of their status, 95% of
those receiving treatment should have a suppressed viral load. According to the 95-95-95
cascade, worldwide, 90% of people who tested positive for HIV were aware of their condition,
94% of them were receiving treatment, and 94% of them had their viral load reduced (Frescura et
al., 2022; UNAIDS, 2023).

Globally, 2.58 million of the anticipated 39.0 million PLHIV in 2022 were children, aged
0 to 19. About 274 children died from AIDS-related causes and about 740 children contracted
the virus every day in 2022. These statistics are primarily due to insufficient access to HIV
prevention, care, and treatment services (UNICEF, 2023). In 2019, the majority of the 1.8

million children under the age of 15 living with HIV were located in eastern and southern Africa
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(Bajaria et al., 2020; Lemma et al., 2020). In the world in 2019, there were about 1.7 million
children between the ages of 10 and 19 who were HIV positive (Bajaria et al., 2020; Kairania et
al., 2023). In 2020, there were about 150,000 new infections in children aged 0 to 14and 44,000
of the approximately 620,000 people and children living with HIV in Ethiopia were under the
age of 15 (Guta et al., 2020; Lemma et al., 2022). 160, 000 children in Uganda are expected to be
living with HIV, which represents 7% of the 1.4 million PLHIV in the nation (UNAIDS 2023).

In the US and Europe, the rate of prenatal HIV transmission has been reduced to 1% or
less with the use of HIV medications and other tactics (Koayet al., 2021; Mukwevho et al.,
2023).Due to greater availability to ART, the number of children receiving it in Uganda rose
from 43,803 in 2014 to 66,203 in 2019 (Kairania et al., 2023). The impact of utilizing ART has
decreased HIVV/AIDS-related mortality among children in the nation from 17,000 in 2010 to
4,800 in 2019, despite the fact that there is still a gap in ART access (Kairania et al., 2023).

According to estimates, 150,000 children and 19.3 million women worldwide were
predicted to be HIV positive in 2020, with sub-Saharan Africa accounting for 84% of new HIV
infections in children. The number of children contracting HIV has decreased significantly, from
an estimated 490,000 in 2000. This has been mainly achieved by increasing the availability of
antiretroviral therapy (ART) to pregnant women living with HIV and by expanding services for
PMTCT, which prevents mother-to-child transmission of HIV. In 2020, 85% of pregnant HIV-
positive women worldwide had access to ART (Morales et al., 2022). According to UNAIDS
2020, mother-to-child transmission of HIV resulted in 5,500 new pediatric infections in Uganda

(Centers for Disease Control and Prevention, 2022).
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History of HIV in Children

Due to children’s limited life rates at the beginning of the HIV epidemic, those with
prenatal HIV were not given much thought when to disclose their status. Similar to the oncology
tendency, early in the AIDS epidemic, long-term survival was unexpected, and many parents,
nurses and caregivers believed it was preferable to keep HIV positive status a secret from
children in order to shield them from the stigma and emotional strain of being an HIV positive
person. Most HIV-positive children in the 1980s passed away before turning five. Changes in
disclosure policies started in the mid-1990s with the introduction of new medicines and
significant reductions in the mortality and morbidity of HIV-positive children (Wiener et al.,
2007).

As children developed into teens and adults, disclosure concerns about sexuality and
pubertal development, fear of transmission and contagion, and the need to encourage adherence
to intricate and frequently harmful regimens surfaced. Talks between caregivers and providers
concerning transparency became a key topic of discussion within treatment institutions. The
ethics of nondisclosure particularly worried healthcare professionals when some parents and
guardians started requesting that they refrain from discussing HIV and AIDS with their school-
age children. A rift developed even within the professional community between those who
thought the child should be informed of their status right away and those who were worried
about the timing and ramifications of disclosing their diagnosis (Wolters & Brouwers, 2005).

Providers acknowledged that children with HIV were at risk for considerable cognitive
impairment, which would affect their capacity to comprehend and absorb information about their

illness, in addition to worries about stigma and the emotional fallout from disclosure. Eventually,
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after taking into account the experiences of other pediatric chronic illnesses, such as cancer, it
was determined that disclosing information to children is good for their self-esteem and can
encourage them to take an active role in their own medical care (Wiener et al., 2007).

Why HIV Positive Children Thrive into Adulthood

Since 2000, the number of fatalities among children aged 0—4 has dropped by almost
70% thanks to increased access to ART and earlier treatment beginning (Doat et al., 2019). Many
children are living into adolescence and even adulthood, which has led to a rise in concerns
about their health and well-being as well as the risk that sexual intercourse poses to others
(Vreeman et al., 2019). The necessity to be informed of one's HIV positive status has increased
as children who are positive for the virus grow into adolescents and adults (Abegaz et al., 2018;
Madiba & Diko, 2020; Vreeman et al., 2019).

Although knowing one's HIV status has an impact on treatment compliance, health
habits, and a child's overall prognosis, many Ugandan hospitals do not currently have clear rules
and procedures in place for telling a child they have been diagnosed with HIV. According to
studies, children who are disclosed to improve their ART adherence, engage in care longer term,
and are better equipped to prevent HIV transmission in others and themselves (Madiba & Diko,
2020; Vreeman et al., 2019). According to these official standards, HIV counselors and other
medical specialists should collaborate with the caregiver to create a disclosure strategy that
considers the child's and caregiver's needs and objectives (Bulali, 2018).

Summarily, the section above showed the need for disclosure as children living with HIV
continue to grow into adolescents and adults. This is important in this study as a way to evaluate

the effect of an educational intervention on self-efficacy of nurses using a tool to engage in the
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process of disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda.

Early Disclosure of HIV Status to Children with the Virus: Critical for their Well-being

The section explains disclosure more fully; when it occurs, by whom, where, what it
entails the disclosure statistics and the benefits of HIV disclosure in children. As children living
with HIV grow into adolescents and adults the need to know why they are taking ARTS increases
and this has a positive impact if done before the child discovers on his/her own.
Description of Disclosure

When a child who has received HIV from their original mother is told of their status, it is
known as disclosure. This can happen during pregnancy, childbirth, or even breastfeeding. When
a child is told they have HIV, it is referred to as HIV disclosure among children. It involves
complete disclosure, meaning that the children must know their HIV status, the virus's name, the
care and treatment they had after contracting it, and that they must also be positive for the virus.
If a child or their caregiver states that the child is aware of their HIV infection status, the child is
deemed to have had full disclosure. If a child or their caregiver states that the child is unaware of
their HIV status or that they have a chronic condition, then the child is deemed to have had no
disclosure (Sumbi et al., 2021). First, nurses talk with caregivers who are frequently the child's
biological parents about the disclosure procedure. Over the course of two partial disclosure
sessions, they help them reveal to the child or, with the caregiver's permission, they disclose to
the child themselves. Children learn about their bodies, health, immunity, the need to take

medication, and the importance of routinely visiting the clinic for blood tests and medical



36
consultations during these partial disclosure sessions. Visual aids are used to illustrate
everything, while terminology like HIV, AIDS, CD4, and ARTSs are left out.

A full disclosure session is held when children are deemed ready to learn about their HIV
status. During this session, all relevant information regarding the child's health status, illness,
course of treatment, and mechanisms of transmission is disclosed (Sumbi et al., 2021). Research
indicates that compared to children in higher-income nations, less children in low- and middle-
income countries are aware of their status. On the other hand, postponing the disclosure
procedure has a negative impact on child outcomes, such as viral suppression and access to HIV
care (Bajaria et al., 2020).

HIV status disclosure to children is a delicate and significant matter that needs to be
carefully considered. It is imperative that children living with HIV be gradually and
developmentally appropriate informed of their condition, taking into account their age, level of
cognitive capacity, and emotional maturity. Families must communicate effectively and
continuously during the disclosure process, which should take place over time (Bulali, 2018).
The disclosure process ought to take place prior to the youngster learning about their own
diagnosis. According to the World Health Organization (WHO), children between the ages of 6
and 12 should be informed of their HIV status, and at that age, the disclosure procedure should
be provided in a compassionate and encouraging way (Bulali, 2018).

For children living with HIV/AIDS, disclosure dramatically enhances quality of life and
treatment compliance. Even though there are many advantages to disclosure, telling a child about
their own HIV status is frequently postponed. Children living with HIV who enter puberty and

engage in sexual activity run the risk of HIV infection. Therefore, being aware of one's HIV
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serostatus is a crucial component of HIV prevention, which may help teenagers engage in less
high-risk sexual activities. According to a case control study involving 309 HIV-positive
children, children who were informed of their status had a higher quality of life than children
who were not (Budhwani et al., 2020).

Prevalence of HIV Disclosure in Children with HIV

According to the Guta et al. (2020) survey, 81% of people living with HIV worldwide
were aware of their condition. One systematic analysis found that the overall rate of HIV-
positive status disclosure to HIV-infected children was low in low- and middle-income countries,
ranging from 1.7% to 41%. A smaller number of studies, carried out in several Ethiopian cities,
revealed that between 16.3% and 49% of children recognized they were HIV positive (Abegaz et
al., 2018; Amankwah-Poku et al., 2021; Doat et al., 2019; Guta et al., 2020; Madiba & Diko,
2020). Disclosure to children with perinatal HIV varies from 13% to 60% in Sub-Saharan Africa
(Madiba & Diko, 2020). Nonetheless, the 2023 study found that HIV disclosure to children in
Sub-Saharan Africa continues to be low and varies from 1.2% to 72% (Kairania et al., 2023). In
Uganda, the percentage of children who disclose their status varies between 26% and 43%. A
study conducted in the southwest of the country revealed that only 31% of children aged 5 to 17
had received this information, and nearly half of them were unaware of their status (Kairania et
al., 2023).

Even though children with perinatal HIV frequently attend clinics and receive lifelong
antiretroviral therapy (ART), a significant percentage of them in Sub-Saharan Africa are
uninformed of their diagnosis. However, positive health outcomes have been linked to disclosure

(Mabaso et al., 2021). Disclosure among children with PHIV has remained a global issue,
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particularly in SSA, despite the World Health Organization's guidelines to offer developmentally
appropriate information about HIV status from the age of six to twelve years (Kalembo et al.,
2018; Tucho et al., 2021).

Benefits of HIV Disclosure in Children

According to Kairania et al. (2023), there were opinions that regular interactions with
children about sexual health education were a good socio-cultural influencer and that disclosure
fosters responsibility in the child to promote ART adherence. One of the first stages in treating
HIV in children living with the virus as a chronic illness is disclosing one's status. Disclosure has
a number of advantages, such as enhance ART compliance, better retention to care, better mental
health results, decreased mortality and disease progression, and a decrease in high-risk sexual
behavior (Kairania et al., 2023). It also results in adherence counseling as well as extra peer and
family member provided psychosocial support.

Positive outcomes like increased self-esteem, a deeper understanding of HIV and
improved coping mechanisms have all been linked to disclosure. Additionally, there is a
beneficial correlation between disclosing one's serostatus and lowering unprotected anal and
vaginal sex, enabling partner HIV testing and enhancing ART adherence by decreasing the need
to conceal medicine from partners (Kairania et al., 2023). Since adherence is the most reliable
indicator of patient survival and is essential to optimizing the clinical advantages of ART, there
is a critical relationship between disclosure and adherence to ART (Kairania et al., 2023).
Research has indicated that disclosing an HIV positive child's diagnosis to their peers can have
good long-term effects on the child's quality of life (Abegaz et al., 2018; Amankwah-Poku et al.,

2021; Doat et al., 2019; Guta et al., 2020; Madiba in Diko, 2020). One of the main health
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benefits of disclosure is improved treatment adherence at a lower risk of death. Children who are
exposed to HIV during pregnancy benefit from early and safe disclosure because it increases
their knowledge of the virus and empowers them to take an active role in their own care and
treatment (Abegaz et al., 2018; Amankwah-Poku et al., 2021; Doat et al., 2019). HIV disclosure
in young people is also favorably correlated with having more access to community and other
structures' social support networks (Guta et al., 2020; Madiba &Diko, 2020; Appiah et al., 2021).
Impact of HIV Non-disclosure in Children

Amankwah-Poku et al. (2021) stated that children infected with HIVV may experience
serious harm to their physical and mental health if their status is kept a secret. Uninformed
children about their HIV status may not obtain treatment or medical interventions in a timely
manner, and they may experience delayed access to antiretroviral therapy (ART). This can lead
to a higher risk of disease progression, opportunistic infections, and higher death rates. Children
who are unaware of their HIV status may not grasp the necessity for constant drug intake, which
can result in uneven adherence to antiretroviral therapy (ART), which is essential for treating the
virus and halting its development. Unaware HIV-positive children may participate in activities
that increase the risk of HIV infection in others, such as risky sexual behavior or sharing needles.
This adds to the general spread of HIV and continues the cycle of transmission. If children are
not told they have HIV, it can make them feel alone and stigmatized. It can make it difficult for
them to get in touch with the right mental health resources, which could result in worry, despair,
and low self-esteem.

Children who are not told the whole truth about their sexual health are less able to make

educated decisions about safe sex practices, HIV prevention, and contraception. Specialized
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counseling and assistance are necessary for children living with HIV to help them manage the
difficulties of having the infection. They are prevented from using services that can meet their
specific requirements and assist them in creating healthy coping strategies due to non-disclosure.
The failure to disclose a child's HIV status has led to subpar health outcomes for children living
with the virus, including low adherence and psychological well-being. These negative outcomes
can have a substantial impact on the health of children who are infected (Amankwah-Pokuet al.,
2021; Madiba & Diko, 2020).

In summary, when children know their HIV status as they grow into adolescents, they
might take on part of the accountability for overseeing their own care. When children start
antiretroviral therapy (ART) without being told they have HIV, they could act out, refuse to take
medication, or stop going to the HIV clinic altogether. Delaying disclosure increases the risk of
HIV secondary transmission, can result in the unintentional disclosure of HIVcan cause feelings
of resentment and hostility toward the caregiver.

Nurses’ Limited Engagement in the Disclosure Process

This section elaborates the reasons nurses should take part in HIV disclosure process,
how nurses are critical in disclosure and why nurses are not engaged in disclosure. While some
research highlights that the caregiver has the primary responsibility for disclosing information to
their child, in many situations, caregivers find the procedure challenging, which causes them to
put off disclosing information to children (Madiba & Diko, 2021). This explains why caregivers

say they require professional help from nurses during the disclosure process.
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Nurses’ Impact on Pediatric HIV Disclosure

The disclosure process revolves around nurses, who play a crucial role in assisting and
preparing the caregiver. Nurses possess the ability to proficiently convey intricate and delicate
information to patients and their relatives (Madiba & Diko, 2021). To make sure that the child
and their caregivers are aware of the diagnosis and its ramifications, they can use age-appropriate
language and strategies (Kalembo et al., 2018). Throughout the disclosure process, nurses can
provide the child and their family with emotional support. They can respond to any worries,
anxieties, or inquiries that come up, easing tension and fostering wellbeing. When it comes to
giving children living with HIV ongoing care, nurses are essential. Nurses build a trustworthy
rapport with the child and family early on by taking part in the disclosure process, which makes
it easier for them to support and collaborate on the child's healthcare journey. Families can be
taught by nurses about HIV care, including how to take medication as prescribed, the value of
routine monitoring, and how to stop HIV transmission. Nurses can also offer information and
connections to community organizations that focus on HIV in children, counseling services, and
support groups. Additionally, they can ensure that children living with HIV receive the necessary
medical treatment, extra assistance, and accommodations in school settings by advocating for
their needs and rights. Nurses who participate in the disclosure process can help the community
develop empathy and understanding by bringing attention to the special difficulties these
children face (Beebwa, 2021; Kalembo et al., 2018; Okechukwu et al., 2018).

Nurses’ perception that disclosure is the caregiver's duty, may cause them not be
sufficiently involved in the disclosure process, which has been linked to their lack of initiative in

informing children of their positive HIV status. According to the 2011 WHO recommendations,
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anyone acting in the child's best interests may disclose an individual's HIV status to them.
Research has shown that a large number of primary caregivers struggle with the disclosure
process and need a lot of help from nurses (Kalembo et al., 2018; Madiba & Diko, 2021). Dread
of depriving their child of the joy of living without knowing they are positive and dread of
disclosing their own status to others were mentioned by caregivers of children with perinatal
HIV revealed to more people, and the reluctance to confront their child or incite animosity with
them as barriers to telling them they are HIV positive (Kalembo et al., 2018).

Nurses treat children living with HIV and their families medically and psychologically
which make them play a key role in the disclosure process. Because of this, nurses are in a
unique position to help the primary caregiver make decisions about who, what, and when to
reveal to their child. Research has indicated that a considerable number of nurses do not
participate actively in the disclosure procedure, though (Beebwa, 2021; Kalembo et al., 2018;
Okechukwu et al., 2018). According to a study done in Kenya, primary caregivers' inability to
disclose to their child was hampered by nurses' lack of professionalism and empathy (Kalembo
et al., 2018; Ngeno et al., 2019). However, research evaluating nurses' experiences disclosing
HIV to children in sub-Saharan Africa has shown that the main obstacles are a lack of
standardized disclosure policies and materials, a lack of time, a lack of primary caregiver
cooperation, inadequate instruction and expertise regarding the disclosure procedure (Beebwa,
2021; Kalembo et al., 2018; Okechukwu et al., 2018). According to 98% of nurses who took part
in the study conducted in Malawi, it's critical to disclose a child's HIV status (Kalembo et al.,

2018). 37% of the nurses said they had never told children about HIV during the perinatal stage.
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Lack of disclosure training and a uniform disclosure method were identified as challenges by the
study for nurses to fully be involved in the disclosure process (Kalembo et al., 2018).
Barriers to Nurses Involvement in Pediatric HIV Disclosure

According to Madiba and Diko (2020), one of the main obstacles to the early
commencement of disclosing to children is nurses' lack of expertise on pediatric HIV disclosure.
Nurses disagreed on when to begin the process of disclosing information to children with HIV
during pregnancy and on who should do so (Khangale et al., 2022; Madiba & Diko, 2021;
Mutambo & Hlongwana, 2019). Nurses believe that their job is to assist children understand HIV
and to support and prepare the caregivers of children who are HIV positive throughout
pregnancy. Nevertheless, their capacity to fully engage in disclosure to children is hampered by a
lack of training and disclosure rules (Madiba & Diko, 2021; Appiah et al., 2021; WHO, 2011).

Given that many children living with HIV are growing up to be adolescents and engaging
in sexual activity, nurses recognize the importance of HIV disclosure in preventing the spread of
the virus to both themselves and other people. But their contribution to the process is lessened by
their ignorance, inexperience, and lack of time (Shallo & Tassew, 2020). Without specific
evidence-based regulations dictating who, when, how, where, and under what circumstances
infected children should be informed about their HIV status, nurses face difficulties. While some
nurses believed that parents or caregivers should take the lead in the disclosure process,
Okechukwu et al. (2018) noted that nurses generally believed that disclosure should be a shared
duty. It is rarely known by nurses that it is their obligation to inform children with positive HIV

status (Mutambo & Hlongwana, 2019).
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Nurses lack the self-assurance to inform or raise awareness of HIV in perinatal infants.
Children become confused as a result of inconsistent information given to them by nurses who
rely too much on their own judgment and expertise (Madiba & Diko, 2021; Mutambo &
Hlongwana, 2019). Very few nurses in Uganda receive official training on how to facilitate the
disclosure of an HIV diagnosis to a child who is infected, despite the country's rapid expansion
of HIV services for children. Furthermore, there are no tried-and-true strategies for assisting
caregivers and HIV-positive children in Sub-Saharan Africa throughout the disclosure process,
despite the World Health Organization's recommendation that children find out their status by
the age of 12 (Madiba & Diko, 2020; Tucho et al., 2021). Research indicates that nurses may not
be offering HIV services to children because they are not well-versed on how to interact with
children and their caretakers. According to a Ghanaian study, nurses were unclear on the
terminology or methodology to employ, especially while offering health education and
counseling following HIV disclosure (Mutambo & Hlongwana, 2019). It is hard for primary
caregivers to make decisions about their children since nurses aren't well trained in HIV testing
and disclosure support services.

Nurses sometimes have demanding schedules and little time with children, which limits
the time to actively get involved in informing children born with the virus of their HIV status. A
diagnosis of HIV must be disclosed with consideration, patience, and continued support. Due to
nurses’ heavy workloads, they might not feel able to give this delicate condition the attention it
needs. Madiba & Diko (2021) state that nurses emphasized how difficult it was to provide
disclosure to children in their facilities because to personnel shortages, heavy workloads, and

time limits. In a prior South African study, there were timing limits mentioned as a deterrent to
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provide disclosure support to children (Mabaso et al., 2021; Appiah et al., 2021). Should the
child remain unaware of their HIV status, it will probably have a negative impact on their
adolescent years, increasing the likelihood of treatment failure and poor adherence and retention.
Research has shown that when children are not told their HIV status, they stop taking
antiretroviral therapy (ARTS) and their viral loads become non-suppressed (Madiba & Diko,
2021; Appiah et al., 2021).

In summary, the way nurses tackle the problem of preparing families to disclose their
children's HIV to them is influenced by their own patterns of knowledge regarding HIV
disclosure in children and how they comprehend the disclosure process. Due to a lack of
appropriate knowledge and abilities to engage with children and their caretakers, nurses are
unable to provide HIV services to children.

Pediatric HIV Training Lacks Disclosure Focus

This section explains efforts that have been made to address disclosure in children with
HIV. It elaborates the policies and other strategies that have been put in place to improve
pediatric HIV disclosure.

The American Academy of Pediatrics (AAP) established guidelines in 1999 that
encouraged HIV disclosure by adolescence. In 2011, the World Health Organization (WHO)
developed guidelines for starting the disclosure process when a child turns six, with the goal of
full disclosure by age twelve. WHO provides guidelines on disclosure, emphasizing the
importance of medically and psychologically appropriate disclosure to children. However the
guidelines put in place by World Health Organization, have not been available to nurses for use

in the clinical area during the disclosure process (Appiah et al., 2021; WHO, 2011). Countries
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have developed legal and policy frameworks to protect the rights of children living with HIV,
including access to information about their health status. These frameworks aim to ensure the
child’s best interests and promote the rights of children to participate in decisions related to their
health.

Various organizations have developed training programs for healthcare providers to
enhance their capacity to support appropriate and effective disclosure. These programs were
designed to equip nurses with the necessary information. The study done in Dar es Salaam,
Tanzania showed that pediatric HIV disclosure has been incorporated in the training curriculum
for nurses during the HIV training in clinical settings (Ismail et al., 2021). However, the content
incorporated in the curriculum includes a short session about pediatric HIV disclosure with no
time for practical and case discussions. This makes it more difficult for nurses to become
sufficiently skilled to completely support disclosing a child's HIV positive status. HIV training
conducted from the clinical area is not standardized and offer little or no information about
disclosure in children with perinatal HIV and also differ in content and duration (Ismail et al.,
2021).

Nwanja et al.'s study from 2023 made note of the various approaches that had been taken
separately to increase children's treatment coverage. Targeted community-based testing was
employed by the Pediatric ART Saturation Strategy (PASS) to reach disadvantaged and
orphaned child families in Southern Nigeria (Nwanja et al., 2023). The only marginally
customized advice provided to nurses and caregivers on how to handle the disclosure issue with
these adolescents was that complete disclosure is welcomed and should happen at

"developmentally appropriate™ periods. WHO recently released new guidelines on HIV testing
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and counseling for teenagers; however, these guidelines only deal with disclosing children’s HIV
status to others, not with disclosure to the children themselves (Khangale et al., 2022). Attempts
have been made to offer parents and caregivers’ education, counseling, and psychosocial
support, realizing the vital role caregivers play in encouraging disclosure. To assist parents in
navigating the disclosure process and managing their own emotions, training programs were
created (Khangale et al., 2022).

A number of education-based treatments, including process-oriented disclosure, an
iterative construct, and a theoretical framework, have been implemented to enhance the
disclosure knowledge and abilities of nurses and caregivers. Paintsil et al. (2020) report that for
the instructional and intervention sessions, the study used audiovisual aids such an HIV cartoon
book and other educational materials showing HIV as a chronic condition. The interventions
were carried out to direct nurses in helping caregivers disclose their HIV status to infected
children (Paintsil et al., 2020).

In summary, some interventions have been tried but with limited involvement of nurses
in the pediatric HIV disclosure yet they are critical personnel to enforce and support the
disclosure process. Disclosing HIV status to HIV-positive children continues to be a major
challenge facing families and nurses.

The proposed study seeks to evaluate the effect of an educational intervention on nurses’
self-efficacy regarding disclosure among children with perinatal HIV. If non-disclosure is
permitted to continue, it will have detrimental effects for the affected teenagers as well as the
country as a whole. This is due to the fact that withholding information will result in non-

adherence to treatment, which will have a negative impact on outcomes such as treatment
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failures, the emergence of drug-resistant strains, an increase in viral load, and an increased risk
of HIV transmission to the general public. The study therefore seeks to evaluate the effect of an
educational intervention on nurses’ self-efficacy in regards to knowledge and attitudes regarding
disclosure among children with perinatal HIV.

Summary

In conclusion, chapter 2 conclusively discussed what perinatal HIV means and how it
occurs, the incidence of children living with HIV, the history of HIV in children and included the
information that children growing into adulthood with HIV should receive and what is expected
to be done in consideration of their needs. In this chapter the disclosure process was explained;
that is when it occurs, by whom, where and what it entails. As children living with HIV grow
into adolescents and adults the need to know why they are taking ARTSs increases and this has a
positive impact if done before the child discovers on his own. The literature review revealed
reasons as to why nurses should take part in HIV disclosure process and why nurses are not
engaged in disclosure. The chapter also explained efforts that have been made to address
disclosure gaps in children with perinatal HIV. Chapter three will describe the methodology to

be used in this study.
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Chapter Three: Methodology

The following chapter describes the methodology that was used in the study. This
includes the method and design, study setting, the study population, sampling and sample size
calculation. Chapter 3 also describes the procedure of data collection and data collection tools
that were used in this study, data analysis plan and how ethical issues were handled.
Research Design

The research design was a quantitative quasi-experimental, pre and posttest interventional
study. Quantitative quasi-experimental is a method used when actual experimental designs with
random assignment are impractical or unethical and is preferred to examine cause-and-effect
correlations. Quasi experimental study design was used because the study aimed at evaluating
the effectiveness of an educational intervention on nurses’ self-efficacy. The research design was
prediction since this study aimed at identifying and determining the effect of an educational
intervention on the self-efficacy of nurses using a tool to engage in the process of disclosure
among children with perinatal HIV at a district hospital level in Southwestern Uganda (Polit &
Beck, 2019).
Study Population

The study population included nurses engaged in the care of children living with perinatal
HIV at district level hospital in Southwestern Uganda. The self-efficacy of nurses, their
knowledge and attitude on the use of a tool to engage in HIV disclosure process was considered
in this study. This was because nurses were commonly involved in the care of children with HIV
at a district hospital level rather than in regional referral hospitals where counselors were many

and assigned to conduct disclosure.
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Study Setting

The research setting for this study was a district hospital in Southwestern Uganda that
provided HIV services to children with perinatal HIV. This setting was chosen purposively
because it had 160 children of ages 6-12 years who should have started the disclosure process
and some even reaching the completion of this process. The setting was appropriate for this study
because it had approximately 20 nurses involved in the care of children with perinatal HIV who
were chosen to provide the necessary information needed for the study. This study used the
setting because the site targeted had a large number of children with HIV which meant that
nurses who worked in the setting provided care and support for a good number of children
regularly (Polit & Beck, 2019).
Sample

The study included 20 participants who were nurses working on children living with
perinatal HIV at district level hospital in Southwestern Uganda. This was because nurses
involved in the care of children with perinatal HIVV would be suited to provide necessary answers
for the research question in this study.
Sampling Frame

As the setting had only 20 nurses working at any given time, consecutive sampling
helped reduce bias. This was because consecutive sampling included all available participants
allowing an equal opportunity for each nurse in the target population to be part of the sample

group (Andrade, 2021; Hamed, 2021).
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Sample Size

Maximum size | hoped to attain was 20 nurses as that was how many would be working
during any given time. | used Slovin’s formula in this study n=N/ (1+ (N*e?), n=20/ (1+
(20%0.05?),

n=19

n=sample size, N=population size (20), e=acceptable margin error (0.05)

This desired sample size potentially allowed for a quantitative research methodology to
be used and allowed for the collection of numerical data that could be analyzed statistically.
Statistical analyses were performed to determine the significance of the findings.

Inclusion Criteria

The inclusion criteria were all nurses managing children with perinatal HIV because they
could provide valuable insights with their knowledge and attitude of disclosure in these children.
This study did not have exclusion criteria.

Data Collection

Once | received approval from REC and permission from the hospital, | began the data
collection process. | organized HIV clinic staff meetings within the HIV clinic waiting area as an
assistant HIV clinic in-charge. HIV clinic staff were approached to take part in these meetings
within the afternoon and evening hours due to the workload that they had in morning hours.
While in the introductory meeting, I oriented staff about the study, informed them about the
rationale for conducting it and thereafter invited them to participate in the study. Because | am
an assistant in-charge of the department, | identified a research assistant, explained to him about

the study, the target population, procedures involved, and discussed with him the consent form,
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how to keep them afterwards and assigning codes to identified participants. | also explained
more of what research assistant was expected to do during the data collection, addressed
concerns he raised and assigned him a role to have eligible participants willing to take part in the
study sign consent forms. Then I introduced the study, and then I left the meeting and the
research assistant had willing participants complete the informed consent (Appendix A). He
assigned them codes to use to complete the questionnaires (Appendix B) and collected pre
intervention data thereafter.

The research assistant who had been trained by the researcher put the completed consent
forms in an envelope and the completed questionnaires in another envelope. These envelopes
were given back to me. | kept the envelope with the signed consent forms sealed throughout the
study.

After an educational intervention, the research assistant invited the participants to come
into the designated place and they completed the questionnaire during two time periods. He
thereafter reached out to participants who had missed the two time periods. This was done in the
afternoon hours from the HIV clinic area. Codes assigned to participants for pretest were the
same codes used even for the posttest after the educational intervention. The research assistant
had a master list with the codes and the participants’ names in an envelope that participants
utilized to remember their codes when completing the post-test questionnaires. After data
collection, all completed questionnaires were given to the researcher in an envelope. For each
additional time, the research assistant added them to the original envelope until they were
complete. All the envelopes of the informed consent forms and the questionnaires for both pre

and post testing were kept by the researcher under key and lock within the researcher’s office
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and only accessed by the researcher and research assistant until data collection was over. Pre-test
and post-test intervention data collection was completed in three weeks.

Intervention

In the first week, | offered the teaching session for all nurses for about 2 hours. Nurses
who missed out the first session were organized and the session was repeated the following day
for two hours as well. Because this study utilized Bandura’s self-efficacy theory (1986), nurses
were asked what they knew and had experienced during HIV disclosure in children. In sharing
their disclosure stories, they came to appreciate the accomplishment performance component of
self-efficacy. When they shared how they reacted and felt about disclosing HIV positive status to
a child they experienced what Bandura described as the emotional state of self-efficacy. An
intervention plan (Appendix C), teaching plan (Appendix D), a power-point presentation
(Appendix E) for teaching pediatric HIV disclosure checklist for assessment and topics to guide
the process (Appendix F) are attached.
| taught nurses about a pediatric HIV disclosure guiding checklist for assessment, topics used in
the disclosure process, benefits of using the checklist and demonstrate how to use it. | used flip
charts with diagrams and pictures to explain the power point presentation and participants were
actively involved in case study discussions. When participants were engaged in case study
discussions, they achieved what Bandura explained as the vicarious learning component of self-
efficacy. During the teaching session, | watched out for those most enthusiastic, asking questions
and responding to questions put up during the discussions and the case studies. | approached
them after the teaching session and equipped them to be role models to nurses and the other

nurses experienced vicarious learning when they observed the role models conducting disclosure.
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| was also be available in times of need for any clarification and worked with participants
individually to provide assistance and support as they used the pediatric HIV disclosure checklist
in the clinic. In providing assistance and support to participants, | ensured that they received
feedback and compliments regarding their performance while using the disclosure checklist.
When feedback and compliments were given, participants appreciated the verbal encouragement
component of self-efficacy as described by Bandura (1986).

During the second week, each individual was assigned a child to take through the
disclosure process which allowed them to apply the teaching, while I gave them personal
assistance and answered question or concerns that were raised. This was done on a pediatric HIV
clinic day specifically on a Thursday. Afterwards, participants had a chance to share their
emotional state from the pediatric HIV disclosure exercise with me. Participants also shared their
experience on disclosure to children using a guiding checklist and their level of knowledge about
the whole process. The participants were then allowed to carry out disclosure process at their
convenience after intervention before the post intervention data collection was done. | followed
up in the third and fourth week to check the progress on the use of the disclosure guiding
checklist using children’s ART files.

Data Collection Tool

| created the study questionnaire (Appendix B) using guidance from existing literature on
HIV status disclosure to children (Beima-Sofie et al., 2017; Kalembo et al., 2018; Madiba &
Diko, 2020). The researcher employed a self-administered questionnaire because it was an
economical method, lowered the possibility of interviewer bias affecting the participants, and

decreased the number of insufficient responses from nurses who were afraid of receiving



95
negative feedback on some touchy issues (Saunders & Kulchitsky, 2021). There were closed-
ended questions on the survey. Research questions best addressed with closed-ended questions
are those that yield data most readily examined using quantitative statistical metrics.

Item Analysis

The first section had six questions (questions 1-6) concerning demographics data. The
section consisted of 6 items that included gender, age in years, years of experience, highest level
of education, prior training about HIV disclosure in children and where and when the training
was conducted. This information helped in contextualizing the study's findings and describing
the socio-demographic factors and the nurses' ability in Pediatric HIV disclosure. | used
descriptive method to describe the participants based on specific categories(age-20-29, 30-39,
40+, sex-female or male, level of education- certificate, diploma or bachelor’s degree, years of
experience-<5years, 5-9years, 10+ and prior training-Yes or No).

The second section had 10 questions (questions 7-16) regarding knowledge about
pediatric disclosure and 1 point was awarded for each correct response. Then the score was
computed and converted into percentages. Participants who scored >80% were considered to be
highly knowledgeable, 70-79% having better knowledge, 50-69% fairly knowledgeable and <
49% less knowledgeable (Fang et al., 2021; Guyatt et al., 2011).

The third section (questions 17-26) used a Likert scale with the ‘strongly disagree’ option
awarded 1point and successive ratings earning 1 more value for each option until ‘strongly
agree’ was given 4. Finally, the total score of each participant was computed and a mean score
calculated. Participants who scored >3.5 were considered to have an excellent attitude, 3-3.4

Good attitude, 2.5-2.9 fair attitude and <2.5 poor attitude (Fang et al., 2021; Guyatt et al., 2011).
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In the last section (question 27-36) concerning self-efficacy questions, | used the Likert
scale with the ‘strongly agree’ option awarded 4 points and successive ratings earning 1 point
less value for each option until ‘strongly disagree’ was given 1. Finally, the total score of each
participant was computed and a mean score was calculated. Participants who scored >3.5 were
considered to be highly confident, 2.5-3.4 moderately confident, and <2.5 having a low level of
confidence (Fang et al., 2021; Guyatt et al., 2011).

To configure the software to receive the data, a codebook was made. The variables in the
data, their labels, and their attributes were all covered in the codebook. This was to make it more
likely that the data was accurately examined and coded. By inputting data from the pilot research
into the program, | tested the codebook. This meant entering the sections of demographics,
knowledge, attitude and self-efficacy and the answer choices under each one of them.

Quality and Error Control
Pilot Plan

The questionnaire was in English and I piloted it among 10 nurses from a different
facility but with similar characteristic features of the respondents. Selection of nurses who
participated in this pilot was based on those who had had time in caring or managing children
with HIV. The questionnaire was completed in 20 minutes which gave an estimation of the time
the study participants took to complete the questionnaire. | organized a short meeting with nurses
in the pilot after they had completed the questionnaire. I asked these nurses about the
questionnaire and they ably said that the questions were clear for them to attempt. Two
participants raised a concern about the instructions for the sections of attitude and self-efficacy

that | needed to make it clear how participants were to respond by ticking or writing a yes or no.
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| revised the two sections and reviewed with the advisors for approval before the final
questionnaire was administered to study participants. | conducted the pilot study to make the
questionnaire clearer, final and complete for the study. The results of the pilot study were entered
into SPSS to formulate the codebook and test the performance of the questionnaire. The results
of the pilot study were shared with the supervisors for approval before conducting the actual
research study.

Validity

In order to address validity and make sure that every facet of the constructs was covered
in the study instrument, I completed a thorough literature review (Polit & Beck, 2019). To
further ensure validity, | ensured that the key concepts were well defined. The course faculty
helped in the development of the tool at each step. The content validity was used to ensure the
validity of the questionnaire. This included review of the questionnaire by HIV pediatric experts
to ensure that it covered all relevant aspects of disclosure in children with perinatal HIV. Experts
evaluated it and provided feedback and they confirmed that all significant aspects in pediatric
HIV disclosure were included in the questionnaire. The faculty also reviewed the questionnaire
for approval of further additional adjustments before it was used with participants (first the pilot
study and then the actual research study).
Reliability

A quantitative metric called reliability examines how free scores are from measurement
errors (Polit & Beck, 2019). Participants can easily complete a trustworthy questionnaire, which
helps to accomplish the targeted research objectives. The internal consistency of the

questionnaire was calculated using Cronbach’s alpha from the pilot study data and the result was
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0.81. Internal consistency measures how much a questionnaire's items evaluate distinct aspects
of the same qualities. It is usually based on correlations between multiple items on the same test.
The reliability of the questionnaire and its items is indicated by its internal consistency score of
0.81. Reliability helped me to confirm the integrity of the questionnaire.
Data Analysis
After data entry, coding, and verification, IBM SPSS Statistics (version 24) were

used for analysis. In order to check for errors at this stage, two data entry personnel double
entered the data.
Demographic Data

The first section had demographics data. Descriptive methods were used to describe the
participants based on specific categories. | used frequencies and percentages to analyze the
characteristics of age, gender, years of experience, any prior training about HIV disclosure and
time when this training occurred (Polit & Beck, 2019). Frequencies and percentages were
obtained for demographic data to describe the distribution in the study population and they were
reported in the form of tables.
Knowledge

For knowledge scores, each individual’s overall score was calculated by percent and also
by assigning a category. The overall group scores were looked at by calculating the mean
percentage and also by looking at the distribution in categories. Findings were presented in a
table format and compared the pre-test and post-test data to identify the effect of the intervention
to learn more specifically how the knowledge was after intervention. For pre-test and post-test,

the performance of each question was analyzed. | looked at what percentage of participants got
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each question correct and what percentage of participants got the question wrong. The questions
with higher percentages were areas the participants knew well. The questions with the lower
percentages were considered areas where the participants had little knowledge. A comparison
statistic (paired t- test) was used to look at the effect of the intervention on knowledge. The
statistical significance was set at a p-value of <0.05.

Attitude

For attitude scores, each individual’s overall score was calculated by mean and also by
assigning a category. The overall participants’ scores for pre-test and post-test were analyzed by
looking at the overall mean and the distribution in categories and the mean for each using the
pretest responses. Findings were presented in a table format and compared the pre-test and post-
test data to identify the effect of the intervention to learn more specifically how the attitude was
after intervention. For pre-test and post-test, | analyzed the performance of each question. The
‘strongly agree’ response reflected a positive attitude and the ‘strongly disagree’ response
indicated a more negative attitude. However, there were six questions stated negatively in the
questionnaire and their scoring was reversed. | looked at what questions reflected the positive
attitude and questions that indicated a more negative attitude. Then the effect of the intervention
to learn more specifically how participants’ attitude had been impacted was carried out by
comparison. A comparison statistic to look at the effect of the intervention on attitude was done
using Wilcoxon signed-rank test and the statistical significance was set at a p-value of <0.05.
Self-efficacy

For the self-efficacy scores, each individual’s overall score was calculated by mean and

also by assigning a category. The overall participants’ scores for pre-test and post-test were also
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analyzed by looking at the overall mean and the distribution in categories. Findings were
presented in a table format and compared the pre-test and post-test data to identify the effect of
the intervention to learn more specifically how self-efficacy was after intervention. For pre-test
and post-test, analysis of the performance of each question was done. However, there were three
questions stated negatively in the questionnaire and their scoring was reversed. | looked at what
questions participants had very comfortable or confident responses and what question they had
moderate and low-level comfort or confidence answers. The questions with high confidence or
comfort answers were areas the participants felt highly confident. The questions with the
moderate and or low-level confidence responses were considered areas where the participants
had limited confidence in perinatal HIV disclosure. A comparison statistic to look at the effect of
the intervention on self-efficacy was done using Wilcoxon signed-rank test and the statistical
significance was set at a p-value of <0.05.

Ethical Considerations

Ethical considerations are a set of guidelines that direct study designs and procedures in
research (Wu et al., 2019). Ethical issues in this study included ethical approval, informed
consent, privacy, confidentiality, benefits, risks, incentives and social or cultural issues.
Ethical Approval

| received the administrative clearance (Appendix G) from the study setting before
submission of the proposal. The proposal was submitted to Research Ethics Committee (REC) of
Uganda Christian University (UCU). After receiving permission from REC, the letter of
introduction from the head of the nursing department of UCU was obtained and presented it at

the study site.
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Informed Consent
| explained the research study, its objectives, and the purpose and then invited nurses to
the study. Because | was an assistant in-charge of HIV department, | let the research assistant
have willing participants sign a consent form if they agreed to be in the study (Appendix A).
Informed consent is a procedure through which a competent participant after having received and
understood related information about the study can voluntarily provide his or her willingness to
participate in the study (Palmeirim et al., 2020). The consent form contained the title of the
study, the name and contacts of the principal investigator, purpose of the study, expected
duration of the participant’s participation, potential benefits and risks that are anticipated for this
study and rights of the participant to withdrawal and contact information for ethical concerns.
Obtaining an informed consent meant that participants entered research study voluntarily with
full information about what the study meant for them to take part, and that they gave consent
before they participated in the study.
Privacy
According to Adarmouch et al. (2020), privacy is the subject's ability to manage who can

view, touch, or receive information about them. It also refers to an individual's right to restrict
access to their personal data. Because | am an assistant in-charge of the department, if I collected
data nurses would be worried to submit the questionnaire with their knowledge and attitude
clearly identified. I introduced the study and let the research assistant collect consent forms
before administering the questionnaire. Both of these were returned to me for safe keeping. |

ensured the research assistant was trained and informed to keep questionnaires safe. As the
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contact information of the researcher and supervisor were given, participants were free to raise
any concerns or issues.

Each participant was given a code as a unique identifier to use on the pretest. Using codes
helped to keep participants’ identities private, minimized the bias and hence helped to meet the
purpose of the study. Codes assigned to participants for pretest were the same codes used even
for the posttest after the educational intervention. The research assistant kept a paper with
participants’ names and their codes placed in an envelope. When completing their posttest, the
research assistant used that paper in the envelope with specific names and codes to remind
participants of their codes from pretest.

Confidentiality

During data collection and analysis, completed questionnaires and consent forms
were kept safe under key and lock. After the study, I burnt the completed questionnaires and
signed consent forms. When the data was generated electronically | ensured documents were put
in a folder, a password was created to limit access to the folder and | was the only one to access
it. However, data was shared with the statistician and faculty as needed. In publishing and
presentation, | ensured that | avoided using participants’ names or the identification of the setting
to ensure confidentiality.
Benefits

Participants benefited through improvement in knowledge, change in attitude and
confidence to conduct and support the disclosure process in children with perinatal HIV. The

study findings also enhanced nurses’ knowledge, attitude and confidence in a tool to conduct
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disclosure in children with perinatal HIV and contributed to the design of further interventions to
improve disclosure.

Risks

There was minimal risk to participating in this study although the participant could have
experienced some emotional distress when discussing previous disclosure experiences. In such a
situation, | provided appropriate support by offering a private session in which to talk about their
experiences.
Incentives

The participants were not paid but were given a token of appreciation of 10000shs at the
time of submission of post-test questionnaires. The token was for their time given to participate
in the study.
Social or Cultural issues

There were potentially two social or cultural issues in the study. The first being the power
issue of my role as their assistant in-charge as stated under privacy section. When the research
assistant administered the questionnaire, it also minimized participants’ fears of losing jobs if' I
learnt that they lacked self-efficacy in pediatric HIV disclose as their in-charge. The research
assistant assured participants that only codes were used on questionnaires and that I did not know
who filled which questionnaire hence keeping it secure and safe for participants. Then the second
social or cultural issue was potential difficulties that would arise from disparate educational
backgrounds. | was aware that nurses involved in this study were primarily at the certificate,
diploma and undergraduate levels. However, | used English clear to participants to minimize any

potential difficulties resulting from disparate educational backgrounds.
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Summary

Chapter 3 summarized methods that were used in the course of this study including the
research design, study population, the study setting, sample, sampling frame, sample size,
inclusion criteria for the study participants and the intervention process. Chapter 3 covered data
collection tools, pilot plan, validity, reliability, data analysis, and ethical issues that included
informed consent, privacy, and confidentiality. Chapter 3 also covered potential benefits,
potential risks, use of incentives and social or cultural issues. Chapter 4 will discuss the results of

the data collected.
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Chapter Four: Presentation of Results

The following chapter describes results from the study of nurses who manage children
living with perinatal HIV seeking to describe the effect of an educational intervention using a
checklist on their knowledge, attitude and self-efficacy. The data was entered into SSPS and
analyzed. This chapter describes the demographics of the study participants and then according
to the three objectives that guided the study. The first objective identified the effect of an
educational intervention on nurses’ knowledge. The second objective determined the effect on
nurses’ attitude and the third one ascertained the effect on nurses’ self-efficacy when engaging in
the process of disclosure among children with perinatal HIV.
Demographic Data

Demographic data that | collected is presented as frequency and percent. The data
describes the demographic characteristics of the participants in this study as shown in Table 1.

The participants’ age ranged from 20 to 50 with half of them (50%) aged between 20- 29
years. Sixty-five percent of the participants were females. Ninety percent of the participants had
no previous training in disclosure for children with perinatal HIV and 50% had a diploma in
nursing as their highest qualification. Sixty percent had 0-5 years’ experience of working with

children living with perinatal HIV.



Table 1: Demographic Distribution of Study Participants

Demographic Distribution of Study Participants (N=20)

Category Frequency(F) Percent (%)
Age in years

20-29 10 50

30-39 6 30

40+ 4 20
Gender

Female 13 65

Male 7 35
Work experience in pediatric HIV care (Years)

0-5 12 60

6-10 7 35

11+ 1 5
Previous training in pediatric HIV disclosure

Yes 2 10

No 18 90
Highest level of Education

Certificate in Nursing 8 40

Diploma in Nursing 10 50

Bachelor’s degree in Nursing 2 10

Knowledge

The knowledge section describes the effect of an educational intervention on nurses’
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knowledge when engaging in disclosure of children with perinatal HIV. This section includes the

descriptive findings, statistical findings and the analysis of the performance by each question.

The section explains the participants’ knowledge before and after the intervention to elaborate

the effect of the intervention.

Descriptive Findings

The descriptive findings section describes the participants’ overall pre and post test

scores. In addition, the comparison of participants’ knowledge by categories Is given.
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The mean percent before the educational intervention was 50 (Appendix H). The mean
percent post-intervention was 67 (Appendix 1). The mean (Appendix J) improved percentage by
16.
Table 2: Comparison of Nurses’ Knowledge by Categories

Comparison of Nurses’ Knowledge by Categories (N=20)

Category Pre-Test Posttest

Knowledge levels F % F % % Change
Highly knowledgeable

(>79%) 3 15 6 30 15
Better Knowledge

(70-79%) 1 5 4 20 15
Fairly knowledgeable

(50-69%) 7 35 10 50 15
Less knowledgeable

(<50%) 9 45 0 0 -45

As shown in Table 2, before the educational intervention only 15% were categorized as
highly knowledgeable and after the intervention 30% became highly knowledgeable. Thirty-five
percent were in the fairly knowledgeable category before the intervention and after intervention
fifty percent (50%) of the participants were categorized as fairly knowledgeable. Prior to
intervention, 45% were less knowledgeable but afterwards no one was in the less knowledgeable
category regarding disclosure in children with perinatal HIV.

Statistical Findings

The statistical findings section describes the comparison of mean for knowledge of the
participants before and after the educational intervention. Table 3 shows the performance in
terms of mean percent to explain the difference the intervention had on the participants’

knowledge towards the disclosure process in children with perinatal HIV.
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Table 3: Comparing Mean for Knowledge Before and After the Educational Intervention
Comparing Mean for Knowledge Before and After the Educational Intervention using a Paired

T-Test (N=20)

Mean (%) SD P-value Cl
50 +
Before Intervention 50 19.19 8.410
67 +
After Intervention 67 13.01 <0.001 5.702

A paired t —test was performed to compare performance of nurses for knowledge. The
statistical significance achieved the P-value of 0.05. Before the intervention the mean percent
was 50 and after the intervention it improved to 67 indicating the positive effect the intervention
had on the participants. The two-tailed P value equals 0.001. By conventional criteria, this
difference is considered to be very statistically significant. 95% CI: 50 + 8.410 before
intervention and 95% CI: 67 + 5.702 after intervention. The confidence interval after the
intervention (61.298-72.702) is entirely above the confidence interval before the intervention
(41.59-58.41). This suggests that the intervention had a statistically significant effect, and the
population mean increased after the intervention.

Analysis of Performance of Knowledge Questions

The analysis of performance of knowledge questions section compares the participants’
performance against each knowledge statement. The effect of the intervention on nurses’
knowledge (Appendix K) is shown in the post-intervention column.

From the comparison of performance against each knowledge statement shown in

Appendix K, the knowledge statement that WHO recommends HIV disclosure to start from age
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6 had the lowest percentage (25%) before intervention but afterwards it scored a higher
percentage (80%). Before the intervention, the knowledge statement about what pediatric HIV
disclosure is scored the highest percentage (75%) and after the intervention the percentage
increased to 100%.
Attitude

The attitude section describes the descriptive findings, statistical findings and the analysis
of the performance of each question. The section identifies the participants’ attitude before and
after the intervention. | had six questions in this attitude section that were negatively worded and
| reversed the responses during the scoring as described in the data analysis of the attitude
section in chapter 3.
Descriptive Findings

The descriptive findings section includes the overall attitude scores pre and post
intervention and the changes that resulted, as well as the categorical information before and after
and their changes. The overall individual pretest attitude scores are presented in the Appendix L.
In the pre-intervention scores (Appendix L), 15% of the participants had a good attitude and 45%
were categorized to have poor attitude towards disclosure in children with perinatal HIV.
Initially, none of the participants had an excellent attitude towards pediatric HIV disclosure.
After the educational intervention (Appendix M), 15% of the participants were categorized to
have an excellent attitude and 40% had a good attitude towards pediatric HIV disclosure. The
mean for attitudes before the intervention was 2.51 and after the intervention it improved to 2.89.

The mean improved by 0.38.
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Table 4: Comparison of Nurses’ Attitude by Categories

Comparison of Nurses’ Attitude by Categories (N=20)

Pre-test Posttest Change

Category Frequency % Frequency % %
Excellent attitude

(>3.4) 0 0 3 15 15
Good attitude

(3-3.4) 3 15 8 40 25
Fair attitude

(2.5-2.9) 8 40 6 30 -10
Poor attitude

(<2.5) 9 45 3 15 -30

Before the intervention the majority had either a poor (45%) or fair (40%) attitude and no
one had an excellent attitude. Afterward the majority had either an excellent (15%) or good
(40%) attitude. As shown in table 4 there was a decrease in the change percentage for
participants in the poor and fair attitude category (-30% and -10% respectively) with most
participants in the good and excellent attitude category.

Statistical Findings

This section includes the comparison of the attitude before and after the intervention

using the mean and standard deviation. It describes the effect of educational intervention on

participants’ attitude towards pediatric HIV disclosure as shown in Table 5.
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Table 5: Comparing Mean for Attitude Before and After the Educational Intervention
Comparing Mean for Attitude Before and After the Educational Intervention (N=20)

Wilcoxon Signed Ranks Test (W)on Attitude

Mean SD P-value Cl
Attitude Before the Intervention 251 0.32 251+0.14
Attitude After the Intervention 2.89 0.42 0.002 2.89+0.18

As shown in Table 5 the mean for attitudes before the intervention was 2.51 and after the
intervention it improved to 2.89. The value of z is-2.87. The p-value is .002. The result is
significant at p < .05. The value of W is 28. The critical value for W at N = 20 (p < .05) is 60.
95% CI: 2.51 + 0.140 before intervention and 95% CI: 2.89 + 0.184 after intervention. The
confidence interval after the intervention (2.706-3.074) is entirely above the confidence interval
before the intervention (2.37-2.65). This suggests that the intervention had a statistically
significant effect, and the population mean increased after the intervention.

Analysis of Performance of Attitude Questions

When comparing the pre and post-intervention data shown in Appendix N, before the
intervention the attitude statement about whether participants felt adequately trained had 5%
agreement and afterwards 95% of the participants agreed reflecting a more positive attitude. The
attitude statement of | believe my role as a nurse includes helping with the disclosure process
had 40% of participants disagreeing before the intervention and afterwards, 100% agreed with

this statement. Initially, forty-five percent of the participants agreed to the attitude statement of I
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believe the caregiver is entirely responsible to disclose HIV positive status to the child and
afterwards this increased to 65%.

Self-efficacy

The self-efficacy section describes the descriptive findings, statistical findings and the
analysis of the performance by each self-efficacy question. The section explains the participants’
level of confidence to participate in the disclosure process before and after the educational
intervention.
Descriptive Findings

The self-efficacy section describes the overall self-efficacy scores pre and post
intervention and the changes that resulted, as well as the categorical information before and after
and their changes. The overall individual pretest self-efficacy scores are presented in the
Appendix P.
Table 6: Comparison of Nurse Self-efficacy Pre and Post Intervention Scores

Comparison of Nurse Self-efficacy Pre and Post Intervention Scores

Category Pretest Posttest
f % f %
Highly confident 00 0 3 15
(>3.4)
Moderately confident 11 55 16 80
(2.5-3.4)
Low level of confidence 9 45 1 5

(<2.5)
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In the pre-intervention self-efficacy scores (Appendix P and Table 6), 55% of the
participants had moderate level of confidence and 45% were categorized to have low level of
confidence towards disclosure in children with perinatal HIV. None of the participants was
highly confident before the intervention. Following the educational intervention (Appendix Q
and Table 6), 15% of the participants were categorized as highly confident. Eighty percent (80%)
of the participants had moderate level of confidence and only 5% had low level of confidence.
Statistical Findings

The statistical findings section includes the comparison of self-efficacy before and after
the intervention using the mean and standard deviation. It describes the effect of educational
intervention on participants’ confidence towards pediatric HIV disclosure as shown in Table 7.
Table 7: Comparing Mean for Self-efficacy Before and After the Educational Intervention
Comparing Mean for Self-efficacy Before and After the Educational Intervention using A

Wilcoxon Signed Ranks Test (N=20)

P- CL
Mean SD value
Self-efficacy Before the Intervention 2.55 0.31 2.55 +0.136
Self-efficacy After the Intervention 2.93 0.34 0.002 2.93+0.149

The overall self-efficacy scores indicate a significant change after the intervention was
carried out (Table 7). Self-efficacy means score before the intervention was 2.55 and after the

educational intervention it increased to 2.93. The value of z is-2.77. The p-value is .002.The
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result is significant at p < .05. The value of W is 26. The critical value for W at N = 19 (p < .05)
is 53.The result is significant at p < .05. 95% CI: 2.55 + 0.136 before intervention and after 95%
Cl: 2.93 £ 0.149.The confidence interval after the intervention (2.781-3.079) is entirely above the
confidence interval before the intervention (2.414-2.686). This suggests that the intervention had
a statistically significant effect, and the population mean increased after the intervention.
Analysis of Self-efficacy Performance by Question

Comparing the pre and post-intervention data shown in the Appendix R, self-efficacy
statement of | am comfortable in guiding caregivers of children with perinatal HIV had 70% of
the disagree scores (Appendix S). After the intervention it scored 85% agrees indicating how
participants felt more confident in supporting the pediatric HIV disclosure process. Self-efficacy
statements of | am able to answer questions and provide accurate information about HIV had
65% before intervention and afterwards it decreased to 55%. Sixty-five percent of the
participants agreed to the self-efficacy statement of | am confident in collaborating with other
healthcare professional before intervention and afterwards this increased to 70% agree scores.
Summary
Chapter Four has presented the three study objectives considering the effect of

educational intervention on nurses’ knowledge, attitude and self-efficacy towards disclosure in
children with perinatal HIV. There was a significant improvement in nurses’ knowledge, attitude
and confidence towards pediatric HIV disclosure in children after the teaching using the
disclosure checklist for ongoing disclosure support process. Chapter Five presents the discussion,

recommendations, and the conclusion from the study.
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Chapter Five: Discussion, Recommendations and Conclusion

Chapter Five discusses the demographics and the results that were obtained in the study,
following each study objective. The guiding objectives were to identify the effect of an
educational intervention using a checklist on nurses’ knowledge, attitude and self-efficacy to
engage in disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda. Chapter Five also describes the recommendations, limitations of the study, areas for
further study and the conclusion section.
Demographics

The majority of the participants in the research were aged 20-29 years which implies a
young generation of nurses new in the field with most of them having less than 5 years of work
experience in pediatric HIV disclosure. The young nurses that participated in this study is a
similar finding in other private district hospitals. The majority of the study participants were
females which is also common in most district hospitals. The majority of the participants
responded that they had not had a previous training in pediatric HIV disclosure. Lack of prior
training in pediatric disclosure could affect their attitude, confidence and knowledge regarding
the disclosure process. In a similar vein, Madiba and Diko's study from 2021 in rural health areas
in South Africa found that most study participants lacked formal education in pediatric
disclosure, and several had never revealed anything to children. Additionally, Madiba and Diko
observed that healthcare professionals' confidence to report was impacted by their lack of
abilities. When it comes to training on HIV disclosure in children, the majority of the nurses in

the study held a diploma in nursing, which suggests a higher degree of understanding than
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certificate holders. This result is in line with research done in Barbados, where Hug discovered
that higher education was linked to greater knowledge (Hug et al., 2019).

Effect of an Educational Intervention on Nurses’ Knowledge to Engage Disclosure

There was an improvement on nurses’ knowledge after an educational intervention on
disclosure using a checklist to engage in disclosure among children with perinatal HIV. The
confidence interval suggests that the intervention was effective. Before the intervention, the
majority of the nurses did not know fundamental information such as the age to start disclosure
in children with perinatal HIV. The majority of the participants reported that the primary
obstacles to disclosure were the absence of a standard tool for disclosure and a lack of training
on disclosure. The finding from the study is consistent with studies conducted in South Africa
and Malawi that noted that the two biggest obstacles to disclosure were the absence of a standard
tool for disclosure (84%) and the lack of training on disclosure (Kalembo et al., 2018; Madiba &
Diko, 2021).

After the intervention all nurses who participated in the study reported that pediatric HIV
disclosure means telling a child about their own HIV diagnosis; with more than a half stating that
guidelines or protocols specific to pediatric HIV disclosure are important resources in facilitating
the disclosure process. Before the intervention the majority of the nurses reported that there were
no clear guidelines or protocols for nurses to use during the disclosure process which made it
hard for them to support caregivers during the process. After the intervention nurses knew when
to start disclosure, the information to share at a specific age and how to support the disclosure
process using the disclosure checklist. This could mean that using that using a disclosure

checklist would be very helpful and useful to guide pediatric HIV disclosure. This finding agrees
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with a study done in Washington, D. C. (Elizabeth Glaser Pediatric AIDS Foundation, 2018).
The confidence interval suggests that the intervention enhanced nurses’ understanding about
pediatric HIV and it developed their skills to disclose HIV status to children in a sensitive and
supportive manner.
Effect of an Educational Intervention using a Checklist on Nurses’ Attitude

There was improvement on nurses’ attitude on pediatric HIV disclosure using a checklist
to engage in disclosure among children with perinatal HIV after an educational intervention. This
suggests that the intervention had a statistically significant effect, and the population mean
increased after the intervention. From the confidence interval calculated, the intervention
improved nurses' attitudes towards pediatric HIV disclosure, improving children’s adherence and
hence improving their well-being. The majority of the participants reported that they did not feel
adequately trained to facilitate pediatric HIV disclosure before the intervention but afterwards
there was a significant improvement. After the educational intervention, all participants believed
that it was the role of the nurse to support the pediatric disclosure process. This finding aligns
with the study done in Malawi that noted that 98% said it was important to tell children about
HIV status (Kalembo et al., 2018).

Before the intervention the majority of the nurses did not believe that fear of negative
reactions from the child is a big barrier among caregivers for pediatric HIV disclosure to be
performed. This may have affected the nurses’ attitude believing that the caregiver was entirely
responsible for disclosure. This aligns with the study done in Malawi that noted that 37% of the
participants said they had never told a child about their status, and roughly half estimated that the

rate of HIV disclosure at their facility was 25% or less. However after the intervention there was
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a significant improvement in nurses’ attitude regarding concerns surrounding the delay to
disclose. Nurses agreed that caregivers’ fear of negative reaction from the child was a big barrier
in pediatric HIV disclosure and it could mean nurses’ improved attitude in supporting caregivers
in the disclosure process. The results contrast with a study carried out in South Africa, where
nurses were aware that caregivers were finding the disclosure process challenging, which caused
them to postpone disclosing information to children (Madiba & Diko, 2021). Additionally,
according to Madiba and Diko, nurses wanted to assist the disclosure but lacked the necessary
knowledge, and their confidence to do so was impacted by the absence of pediatric disclosure
skills and protocols.

After the intervention, almost all nurses participating in the study reported that pediatric
HIV disclosure should not be a direct one-time conversation. The study findings revealed that
using the disclosure checklist would be a reminder to the nurses that disclosure among children
with perinatal HIV is a gradual process and age appropriate information should be considered.
After the intervention nurses’ attitude improved and they agreed that disclosure is not a one-day
activity but rather a process that needs preparation and with different topics of discussion before
it can be completed. This finding is consistent with a study conducted in the Masaka region of
Uganda, which developed a four-step provider-assisted and counseling-based child disclosure
model. This model included preparation for disclosure, readiness assessment, eligibility
screening and invitation, and post-disclosure follow-ups (Kairania et al., 2023).
Effect of an Educational Intervention using a Checklist on Nurses’ Self-efficacy

There was improvement on nurses’ self-efficacy towards disclosure among children with

perinatal HIV after an educational intervention. This suggests that the intervention had a
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statistically significant effect, and the population mean increased after the intervention. Nurses’
confidence was improved considering the mean before and after the intervention raising
expectation that more children will be informed about their HIV status, enabling them to make
informed decisions about their care.

Nurses reported that it was crucial to let children know if they have HIV. The majority of
the participants reported that they were able to address the emotional needs of a child during the
disclosure process with the disclosure checklist used during the intervention. Participants
reported confidence in providing an ongoing support to children even after disclosing HIV status.
The majority of the study participants agreed that they were comfortable tailoring the disclosure
process to the developmental stage. This result is consistent with research from Malawi, which
showed that thorough training and standardized disclosure materials gave healthcare
professionals the knowledge and assurance they needed to assist primary caregivers with the
disclosure process and better prepare them to offer emotional support to children living with HIV
(Kalembo et al., 2018).

The findings reveal that the study participants’ self-efficacy improved after the
educational intervention and introduction of the checklist and the majority of them reported that
they were confident to explain HIV and its implications to children in an age appropriate manner.
The study participants were able to address the cultural and religious issues after the intervention
and the majority of them said they were able to prepare both the caregiver and children for the
disclosure conversation. A cross-sectional study carried out in Malawi found that it was the best
practice for nurses to collaborate with primary caregivers when disclosing HIV status to children,

which is in line with the findings of the current study (Kalembo et al., 2018).
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Application of the Theoretical Framework

The intervention in this study used concepts from the Bandura’s self-efficacy model.
Participants were mentored, encouraged for the good work done and had hands on coaching that
resulted in an improvement in their knowledge, attitude and self-efficacy towards HIV disclosure
among children. In this study, nurses were eager to be coached and mentored with actual clients
and documenting in the children’s ART files. However | felt that the disclosure documentation
component could be merged with clients file rather than improvising a separate sheet to
document the process. This would help nurses’ remember to document the disclosure discussions
and keep the flow of information captured.

Recommendations

To improve the support and care provided to HIVV-positive children, nurses managing
clients with HIV should have easier access to training on pediatric HIV care, including the
disclosure process. If nurses are to be actively involved in the disclosure process, they must have
thorough training on pediatric HIV disclosure procedures and communication skills.

The results of this study indicate that coaching and mentoring can enhance nurses'
comprehension in addition to continuous training, particularly if they receive practical instruction
and demonstration. The significance of nurses' involvement in HIV care and disclosure for
children should be highlighted, and instead of relying on doctors, counselors, or pediatricians to
take the lead, nurses should be empowered to act in these capacities. This can be achieved by
providing the required knowledge and promoting oversight.

There is need for the Ministry of Health to formulate a tool that can be used during the

training, mentoring/coaching as a way to encourage the disclosure of status to children living
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with HIV. Age should be one of the factors to be considered in developing a national disclosure
framework/tool. This is because the majority of nurses still question the age that disclosure
should be commenced in children born with HIV as was observed during the educational
intervention. MOH should develop and implement standardized protocols for pediatric HIV
disclosure. This would require development of context-specific policy guidelines informed by
the WHO recommendations on disclosure to children. Such guidelines will serve as a resource
for nurses to provide standardized training to the family caregivers.

The hospital administration will need to develop policies and guidelines for pediatric
disclosure ensuring consistency and standardization across the hospital. The hospital may have to
monitor and evaluate disclosure practices indenting areas for improvement and providing
feedback to nurses.

Limitations

One of the study's drawbacks is that we used nurses' self-reported questionnaire
responses as the primary source of data, which may have resulted in response bias. Despite all
efforts to ensure secrecy, it is plausible that the necessity for social acceptability, particularly
when it comes to a delicate study subject like HIV in children, influenced some of the responses.

Because of the limited sample size, the study's validity may be questioned and the results
may be imprecise. This can make it impossible to extrapolate the results. The intricacy of the
statistical model required to address the research topic may be too sophisticated for a small
sample size to take into account.

Some participants missed sessions and later had separate sessions and this could result in

some participants receiving a different dose of the intervention, which could have impacted their
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outcome. However much | standardized the content and delivery method for use in the separate
sessions to ensure that all participants received the same information. There is a small likelihood
that this could impact the dose of intervention given somehow.

Areas for Further Study

More research is needed to address the issue of disclosure of their HIV status to children.
This research explored nurses’ knowledge, attitude and self-efficacy using a disclosure checklist
to engage in disclosure among children with perinatal HIV at a district hospital in Southwestern
Uganda. Research can also be done with nurses to find out how they feel about telling children
from 6 years of age that they are HIV positive and to find out how differently they understand
the role and importance of the HIV information. It may also be necessary to conduct research in
various Ugandan regions in order to evaluate and address the various cultural obstacles to child
rights, particularly the disclosure of HIV status in various contexts.

There may be need for studies to explore nurses’ practices of the disclosure process. This
would help identify gaps in the healthcare system and inform policy makers and stakeholders on
how to tackle the problem.

Conclusion

The study revealed that using a checklist in the disclosure process of HIV in children is
an important approach to ensure nurses develop a positive attitude, confidence and knowledge of
the key aspects to include in the disclosure discussion. The majority of the participants agreed
that children have the right to know about their HIV status and to participate in their own
treatment, and that disclosure is important for adherence. This study is vital because, in the era of

HIV/AIDS, disclosure is a critical component of the care and support that children living with
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HIV should receive. Although disclosure affects children’s quality of life, it is also crucial to
keep them from spreading HIV to other people because they do not know their status. | envisage
that a pediatric HIV disclosure checklist may greatly assist nurses to engage with primary
caregivers in the disclosure process. This may in turn ensure adherence to treatment, facilitate
resilience and enhance mental wellbeing of HIV infected children.
Summary

Chapter Five has presented the demographics and the results that were obtained in the
study following each study objective. The chapter has also described the application of the

theoretical framework, recommendations, limitations of the study and the areas for further study.
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Appendix A: Informed Consent

Title of research study: Effect of an educational intervention on self-efficacy of nurses using a
tool to engage in the process of disclosure among children with perinatal HIV at a district hospital
in southwestern Uganda.

Principle investigator, contact information and affiliation: My name is Kanyesigye Dianah.
This research is being conducted as part of the requirements towards the completion of the degree
of masters in nursing science | am pursuing at Uganda Christian University-Mukono. My email
address isKanyesigyedianaldpl3@gmail.com and contact is 0789401445. University address is
Uganda Christian University, P.O Box 4, Mukono.

Introduction and purpose of study: The purpose of the study is to identify and determine the
effect of using a tool to engage in the process of disclosure among children with perinatal HIV.

Description of the research: This is predictive study meaning a research design that seeks to
identify an effect that can forecast a specific outcome. The research design will be prediction since
my study aims at identifying and determining the effect of an educational intervention

Subject participation: You were selected as a possible participant because you work with children
living with perinatal HIV at Kisiizi hospital. If you agree to participate you will have a pre-test, an
intervention and be required to conduct disclosure and then undergo a post-test that will take about
20 minutes.

Potential Benefits Participating in the study may enhance your knowledge and confidence in
conducting disclosure among children with perinatal HIV.

Potential Risks and Discomforts: There is minimal risk to participating in this study such as
emotional distress in such a situation; in such a situation, | will provide appropriate support by
giving offering a private session in which to talk about your experiences.10000shs will be given
as a token of appreciation for participation in this study after you submit the post-test questionnaire.

Confidentiality: The records obtained from the study will be kept confidential and your name will
not be included in any publications or presentations.

Rights of participants: The participation in this study is voluntary. If you agree to participate in
the study, you will still be free to withdraw anytime before pre-test or even the post-test. Your
participation in the study will be highly appreciated.

Contact information for ethical concerns or to withdraw consent: The study has been approved
by UCU’s REC. You can also contact the Head of Department Dr Elizabeth Nagudi Situma for
more information on 0789830754

Authorization statement:


mailto:Kanyesigyedianaldp13@gmail.com
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| have read this consent form and | agree to be a participant in this study. | have been given
the opportunity to ask questions regarding the study, and | have received answers to my questions.
| acknowledge that | am aware of what this study involves, that | am at least above 18 years old,
and that | have received a copy of this Informed Consent form.
Signature lines and dates for:



Appendix B: Questionnaire to Assess Knowledge, Attitude and Self-Efficacy

SECTION A: Demographic Data
Please circle or write the relevant information
1. Gender

a) Male

b) Female

2. Age in years

4. Highest level of education
a) certificate in nursing
b) diploma in nursing
c) degree in nursing
d) master in nursing

5. Have you had any training about HIV disclosure in children?

a) Yes
b) No

6. If yes to the above question, when and where did the training occur?

SECTION B: Knowledge about Pediatric HIV Disclosure
Circle the most correct answer (s)
7. What is pediatric HIV disclosure?
a) Revealing a child's HIV status to their parents
b) Telling a child about their own HIV diagnosis
c) Informing healthcare providers about a child's HIV status
d) Disclosing HIV prevention methods to children

8. At what age is it generally recommended by WHO to start disclosing a child's HIV status?

a) 6 yearsold
b) 10 years old
c) 12yearsold
d) 18 years

9. Which of the following is a potential challenge for nurses in pediatric HIV disclosure?
a) Fear of hate from the child's family
b) Fear of negative reactions from the child
C) Uncertainty about the caregiver’s level of understanding

97



d) Uncertainty about time and where to disclose from

10. Which of the following is the most potential benefit of pediatric HIV disclosure?
a) Increases the child’s understanding of her/her HIV status and her/his wellbeing
b) Increases adherence to treatment regimen
c) Enhances the child’s relationship with the caregiver and the health worker
d) Increases child’s keeping clinic appointments

11. When engaging in the HIV disclosure process with children, what is the nurse’s primary
concern? Choose the most correct answer

a) To promote psychosocial support of the child and the caregiver

b) To inform the child about their own HIV status

c) To prepare the child to freely disclose her/his HIV status to others

d) To promote emotional support and healthy coping strategies

12. What is (are) the primary concern(s) of parents/caregivers regarding pediatric HIV
disclosure?

a) Fear of hate and mistrust

b) Child's inability to comprehend the information

c) Fear of stigma and discrimination

d) Lack of information or words to use

13. What key consideration is most important when preparing for pediatric HIV disclosure
discussions?

a) Assessing the child's cognitive and emotional development

b) Assessing child’s performance in class

€) Understanding child’s behavior and ability to keep the secrets

d) Assessing child’s knowledge and fears about HIV

14. What type of resources can assist nurses in facilitating pediatric HIV disclosure
conversations?
a) conducive or designated area where pediatric HIV disclosure can be conducted
b) Guidelines or protocols specific to pediatric HIV disclosure discussions
c) Availability of the pediatric specialist
d) Awvailability of a trained pediatric counselor

15. Which approach is generally recommended for initiating discussions about pediatric HIV
disclosure with children and their families?

a) Organized and well planned direct approach and one-time conversation

b) Gradual, developmentally appropriate preparation over time

c) Parent to child approach to protect the child’s innocence

d) Counselor to caregiver and child approach

16. What are the potential emotional responses that a child may experience following pediatric
HIV status disclosure?
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a) Fear, anxiety, or sadness and understanding

b) Fear, Joy, fear, trust, anger and hate
c) Resistance, anger, happy and disgust
d) Denial, excitement and mistrust

SECTION C: Attitudes towards Pediatric HIV Disclosure

Please rate your agreement with the following statements by ticking
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Ser. | Statement Strongly | Disagree | Agree | Strongly
No disagree Agree
17 | I believe that pediatric HIV disclosure
should be a direct one time conversation
18 | I believe my role as a nurse includes
helping with the disclosure process.
19 | I believe pediatric HIV disclosure is a
complex and delicate process that should
be conducted by only a counselor.
20 | I don’t feel adequately trained to facilitate
pediatric HIV disclosure
21 | | believe that children have a right to
know their HIV status.
22 | 1 do not believe that pediatric HIV
disclosure should be supported by
healthcare professionals.
23 | | believe the caregiver is entirely
responsible to disclose HIV positive
status to the child
24 | Ibelieve that HIV is God’s judgment
against extramarital sex or homosexuality
25 | I don’t believe disclosing a child's HIV
status is important for their overall well-
being.
26 | | believe my role includes providing
emotional support to children during the
disclosure process.
SECTION D: Self-efficacy in Pediatric HIV Disclosure
Please rate your confidence level in performing the following activities by ticking
Se | Statement Strongly | Disagre | Agree | Strongl
r. disagree |e y agree
No
27 | I am comfortable in guiding caregivers of

children with perinatal HIV in the
disclosure process.
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28 | I am not confident in explaining HIV and
its implications to children in an age-
appropriate manner.

29 | I am able to address the emotional needs
of a child during the disclosure process.

30 | I'am able to prepare both caregiver and
child for the disclosure conversation.

Se | Statement Strongly | Disagre | Agree | Strongl

r disagree |e y agree

No

31 | I am comfortable providing ongoing
support to children after the disclosure.

32 | 1 am able to answer questions and provide
accurate information about HIV to
pediatric patients.

33 | I am confident in collaborating with other
healthcare professionals in the disclosure
process

34 | 1 do not have the ability to address
cultural or religious considerations in
pediatric HIV disclosure.

35 | I'am able to support children throughout
the disclosure process.

36 | I am not comfortable in tailoring the

disclosure process to the developmental
stage and emotional needs of each child
with perinatal HIV

THANK YOU FOR COMPLETING THE QUESTIONNAIRE




Appendix C: Intervention Plan

Venue: C.0.U Kisiizi Hospital
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Duration Activity Resources Remarks
persons
Week 1 | 30 minutes All staff Clear
% Have a general staff working in introduction
meeting HIV clinic for the topic
¢ Introduction of topic, share of
the organized power point discussion
and ensure set objectives
are achieved
1 hour and ++ Discuss the case scenarios Staff working | Group
30 minutes % Demonstrate the disclosure in HIV clinic | discussions
checklist and have a return and hands
demonstration using a case on with the
study use of the
% Questions and answers checklist
Week 2 | 2 hours (on | Each participant will be assigned a Quiet place Completed
a pediatric | child/adolescent to take through the | and sampleto | guiding
HIV clinic | disclosure process to assess the practice on topics
day) learning. This will be done on
pediatric HIV clinic day to complete
30 minutes | Discussion with each participant after | Forms filled Well filled
the hands on practice to go through from the forms and
the documentation and share the disclosure documentati
experience of the whole process and | process on complete
respond to any inquiries or
challenges encountered
Week 3 | 15 minutes | Follow up after another HIV Children’s Disclosure
pediatric clinic day to see the disclosure forms filled
progress on the use of the checklist filled forms and well
and the documentation to confirm the | and the documented
success of the intervention documentation
of the forms




Appendix D: Teaching Plan
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Date

Time

Category
of
learners

Topic

Expected
Number of
Staff = 20

Number
of staff
Present

Tuesday
(Afternoo
n time)

2 hours

Nursing
staff
working in
HIV clinic

Pediatric HIV disclosure
process

Male[Female

Male

Female

30 minutes

Description of pediatric HIV
disclosure, the process of
disclosure, who, where and
when to disclosure

Bbminutes

Explanation of the different
levels of disclosure

5minutes

Description of the benefits of
pediatric HIV disclosure

5minutes

Break time

Bminutes

Description of the appropriate
age and outline outcomes of
non disclosure

Bminutes

Exploration of the barriers to
pediatric HIV disclosure and
outline the age appropriate
disclosure information

10 minutes

Discussion of disclosure
documentation and discuss the
disclosure process using a
case study and to explain the
emotional responses that a
child may experience
following pediatric HIV status
disclosure

10 minutes

Exploration of the important
considerations during HIV

disclosure in children and




103

knowledge and attitudes about
participating in the disclosure
process

Discussion of the
20 minutes child/adolescent disclosure
checklist and a case study

5 minutes Conclusion

Topic: pediatric HIV Disclosure Process
Objectives: By the end of the session nursing staff will be able to:

1)

2)
3)
4)
5)
6)
7)
8)

9)

Describe pediatric HIV disclosure, the process of disclosure, who, where and when to
disclosure

Explain the different levels of disclosure

Describe the benefits of pediatric HIV disclosure

Outline outcomes of non disclosure

explore barriers to pediatric HIV disclosure

Outline the age appropriate disclosure information

Discuss disclosure documentation and discuss the disclosure process using a case study
Explain the emotional responses that a child may experience following pediatric HIV
status disclosure

Explore the important considerations during HIV disclosure in children

10) Explore own knowledge and attitudes about participating in the disclosure process
11) Discuss the child disclosure checklist

12) Highlight facts about disclosure

13) Demonstrate with a case study

14) Summarize the disclosure checklist and the whole power point

Teaching Methods:

O

O

Lecture
Illustration/Demonstration using case study

Teaching Aids:

O

Projector
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Main Content

Objective Teachers activity Staff activity Remarks
Create rapport o Greet staff Greet and have self- | Respond to
e Introduce myself introductions with greetings
e introduce the each one sharing how
purpose of the many times they have
intervention participated in

disclosure and how
the experience has
been

Review of staff | Ask staff questions Staff answer questions Any comments
knowledge ask staff if anyone
about Pediatric | can share an example
HIV disclosure | of disclosure that
went well or one that
didn’t go well to
explore their
experience
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Discuss
Pediatric HIVV
disclosure

Ask staff questions
about disclosure,
what it is, its
importance and
barriers involved

Respond to
questions

Respond to any
issues that may
arise




Appendix E: PowerPoint Presentation for Intervention
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Disclosure In children with perinatal HIV

By Karrgesigye Dranah
Master Student at Uganda Christian Univensity-

Lesrning Objectives cont'd

* Expom own knowledge and stiitudes adout particioating in

the disclosurs procass
« To gmcuss the cvidfadalescant dsclosure checkist
* To Bighlignt facts about discioaurn

* Discussion about a case study

MsRans * Summary about the tisclrsure thacklist and the whole
power oot
Learning Objectives Pediatric HIV Distlosure

Te descrite paciatsic HIV diaciosare, the prcess of

disclosure. whu, whers snd when to disclasure

To explan the differant levels of disclosurs

To descride the benwfits of pedistric MV disclosure
To qutline cutcorwms of non dinciasur

To explore barriers 1o pediatic HIY disdossrs

* A process wherehy a cnild gains knowledge of v status. A

process of teding a child about their cwn HIV disgrosts
|Lerromas et 2l 2022,

* A gradual process of gving chiidren age-agp-opriste

Information regarding tve ileess, lsading to full desclasure

when the child has the zagnitive and emational matunty 10

process ths informaticn (Lumma et al., 2022).

Learning Objectives cant'd

* Tooutline the age appeapriate disclosure infermation

* Ufscuss disclosure documentiation and discuss the
distlosure oeOCess Liing @ caae study

* To explain the emational meigenses that o child may
xperinnoe follcwing pediatric HIV status disclosure

* Te wxplore the imoortant considerations curing HIV
disclasure in childres,

When should disclosure start

The guideling recommands
that disclosure process
shoulc start whan the child
[5G years old and e
completad at the age of

12 years (Bulal et 31 2018)
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Who should disclose
* Research indicates that the child's caregiver or parent is
tonsidered to be the best person to disclose (Bulall et al,
{2018}
* In some coses caregivers fike to disclose M partnership
with o health worker or would ke the healthcare worker
to lead the disclosure process

This shoudd be dedded when preparing the disclosure sian

Process of disclosure cont’d

There are 4 stepsin the process namely:

Step 1: Ereparation and planning

Step 2: Assessment and disciosure plan

Step 3! Disclosure and health promoting tasks
Stap 4: Support and Satow up {Yetts et al., 2020).

Process of disclosure

Disclosure does not

have a rapidly

reached end poing,

therefore
should be handied as
0 cycicsl process,

Process of disclosure cont'd
Step 1 Preparstion and
wanning
* Bulld mppert with the chid
e the caregives h

* chack the readivess of the
caretaker and the child,

Process of disclosure cont'd

* Disclosure should fallow a plan or process.

* HIV disdoswre should be seen as a process, not ore
time or evert of Informing children about ther dissase

* NB: Farent are more Skely 10 iew disclosure as a single
ewant rather tham & process.

Process of disclosure cont’d
Step 1. Preparstion and planning cont'd
* Provide infarmation
* QOwestion, isten, and respond
* Discuss general ways of Fandling change and stress with the
child
* If the caretakers want the provider team 1o assist, & planned

appointment hogld be made forthe dizdlosure
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Process of disclosure cont’d
$tep 2: Assessment and disclosure plan
* Assess the caregiver’s inowledge regarding HIV
disciosure s her to disclose to the child.

g iR s, concerns, and atttudes
About their disease

.

Process of disclosure cont’d

Step 3: Oisch and health tashs cont'd

* Reassure the child that s/he must Mad & fife liks all
chiidron, and can g0 to school, pliy games, hold hands
and hug other children without tramsmitting the
infection.

+ Infarming children of thelr MIV status and discussing the
mwaning of HIV infection

Process of disclosure cont'd

Stap 2: Assessmeant and disciosure plan cont'd

* Graw o clear plan of whom to disciose to the child and make
schedules or sppointments with her to support the disclosure
onocess

. the child's cognitive and | and
the ctural influences

Process of disclosure cont’d
Step 3- DU and health pr tasks cont'd
* Providing hawith education about fving with HIV, the
importance of sdberunce and prevention of WiV
trwnsmission

* Assenvng and supporting the children's and coretakers’
smotions reactices

* Discussing coping strategies

Process of discosure cont'd
Step 3: Disch =nd health tasks
* Start disclosure process as S00N & possitie, paying
1o of anxiaty and denial,
. and questions from the chId. I the

child does ot ask guastions, ask him about N fears
* Explain that medicne wil fight agsinst the infection sndt
needs 1o be taken very regularly,

Process of disclosure cont'd

Step &: Support and follow up

* Asiess DUSItive OF any Regative outcomes in both the
caregiver and the child

* Review understanding of the child sbout their HIV status.

* Monitor how well they are coping with the diagnoss and
treatment Sseqse and identify needs for any further
referrals snd peer support.
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Levels of Disclosure
* Non-disch The child is
effect on their body
* Partial distlosure: The child it made sware of their ilinen
without actually naming MV (Yetti et al,, 2020)

of their iliness and its

e tial benefits of pediatric HIV disch
cont'd

*Improved sttitudes and quality of life
*Children tare botter within Soclaf and Educationat
contents.
*Promoting wif-confidence and redilisnce, Chigren become
a part of their health management and plan and s & result
their opiniont are taken Into account.

Levels of Disclosure cont'd

* Full disclosure: The child is made aware of thew lness which is
named as HIV

+ Complete disclosure process: The chid s guded through »

Potential benefits of pediatric HIV disclosure cont'd

* To promote -
emations support
and hea'thy coping

peocess, from the stage of non-disclosure to the stage of strategles
hedlth-promoting disclosure within a children's rights
Tramwwark (Yett| et al, 2020],
Potential benefits of pediatric HIV disc) Outcomes of non-disclosure
+ Enhancing treatment ad Seace red SPosk prognosts
mortaity and morbidity +Nan-Adherence
. ing stigma and discr " © Treatment fulure
parchosecial functiondng of child and femly. ®Poor family relutionsiips
+ Empowering tha child with information and knowledge, S Chiid's peivacy is thewatanad as othar may assume
ducing stigma and nis/her status based on the status of the child's parent/s
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O of discl cont'd
Risk of HIV transrmission,

3tigms and victimi zstion
SChildren are not comsidered &

Age-appropriate Disclosure

* A &year-old chiid will learn of their Infectious ilesss (a
germ) with a related task of taking medication daily
|partial disclosure|,

.

Part of theic own heelth “ A SD12year-old child, who i able 1o read nemes of his or
managernent her medicaticn, wil leaen hew ART works, and how he/fshe
©Poor retention to care and can participats in his own adherence to medication (full
treatment disciosure)
Barriers to pediatric HIV disclosure Age-appropriate Disclosure cont’d

Foar of nugstive reactions free the child
Foar of segative reactions from the child's family
Uncartainty about the child's level of understanding

Negativa attitudes of HCPs who e known to e unfriendly

* A 13- year-0id adolesoent, who &5 enterng adolescence will
need 1o know that he or the has HIV, and that condom use
of celay of sexunl debut Is recommended If exploring
secunl activities

* Ax individunl at this stage of sdolescence wil also need to
understand the legal impications of Infecting an HIV
negative person {full discosure)

Barriers to disclosure cont’d

* Umited knowledge and skils ta handie and sncourage
disciosare procesy

+ Absance of guidelines and policies on the sV disclosure
process.

* Parents fear of stigma snd discririmation for their children

* HCPs and children's caregivers thought of child's imability to
comprehend

Disclosure documentation

» Documenting the disclosurn
phan Is good practics

* 1t gerves a3 4 logal record to
support the decislon
making and consent

processes
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Case study
* A 7 year old comes to your ciinic for ART refill and you
tecelve 8 report from the caregiver that she has started
refusing mecdione. The mother reports that she has started
#sking why she takes medicine yet siblings ane not taking it
* As 8 nurse what comes (n your mind? How would you
support the child and the caregiver? Which information
would you provide to the caretaker?

Important considerations during HIV disclosure in
childean

* Use sge-appropriste language: Talior language and
wiplanations Yo metch the cvid's developmental level.
Avuid using medics’ jargon.

* Start with genersl inf: Begin the ion by
discussing HIV In a general contest. Use age-apprapriate
explanations to help the chid grasp the oncept

Emotional responses that a child may experience
following pediatric HIV status disc

* Fear, anatlety, or
sadness

* Reflefand
understanding

* Resistance or denlal

Important considentions during HIV disclosure in
children

* Address emotions and concerns; Acknowledge and
wafidate any fears, worries, or amotions eapeossed by the
child during the disclosure process.

* Disouss treatment plas: Explain the Importance of
adhering to gl P jol sicde effects,

and regular madical visits for monitoring hesith ststus

Important considerations during HIV disclosure In
children

* Engage caragivers: Involve camgivers sarly in the process,
Discuss their knowledge about HIV/AIDS, sddress sy
congerns of feaes they misy have.

* Cruewte o safe environmaert: Where the child feels
comfortable expressing emotions or asking guestions
without fear of jJudgment.

Important considerations during HIV disclesurs in children

* Invodve support Discuss uch
counselors and other sapport growups for children living wéth
HIV/AIUS that can provide additional assistants

* Follow-up and ongoing support: Offer engoing support 1o
both the child and their farmily after disciosure s meds
Encourage them
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CHILD/ADOLESCENT Disclosure Checklist Cont'd

Artitude during the distlosure process {apply to 6-12years)
» Lommunization shih play 4 key role m relstionship with children 2 s rmde A z
SoCImag 1 OB BNy i vt ot e s s
sod they caregivess Log o
¥ 0 e e
* Patence & a criticed trakt during dsclosuso
| -
* Configence ana nonjusgmencal o~y s -

* Observant and Istening Skils

Rt R | e Snsrw e bt
e Ga gt —im::—.-_.
* Tristand respectfu |
Rttt
e

CHILD/ADOLESCENT Disclosure Checklist Cont'd (6-
Addressing self efficacy during the disclosure process
+ Seif- eMicacy is a form of beilef that & persan has about thelr et i o T
" c 10 improve their life ach peTTee .
oveed ¢
= With knowledge and skills gained about pediatric HIV bevms - cor v songhg ey
disclosure, one's ability 5o support and conduct the process [ emesr
ot o
Imeeoves and Bacomes perfact with tiene.
g Bk =
A 0 hom k(e b
. s e -

CHILD/ADOLESCENT Disclosure Checklist Cont’d (6-
Syears)

CHILO/ADOLESCENT Disclosure Checklist

OISCLOSURE ASSESSMENT /1o be fllerd aut by nunse/heakth provider)
o Nome of thve chietcsooeoeeonn st st b 10 W o 1 e B e

* Chent AT Fle Not, |
* DOBIAGE..cevceeraa B
* Name of the healthcere provide. ... Dater .. —— !

= = ]




3/26/2024

CHILD/ADOLESCENT Disclosure Checklist Cont'd (10-
12years)

CHILD/ADOLESCENT Disclosure Checklist Cont'd {10
yoars)

Do you know what HIV I5? Can you eaplain 1t i your own
words?

“*Have you ever heard sbout someone who has HIVZ What do
you know about 1?*

«ls there anything specific that worries or scares you sbout
having HIV?”

«"Would you like me to explain how HIV atfects the bedy and
immune system n more detail?™

CHILO/ADOLESCENT Disclosure Chackist Cont’d (10-

CHILD/ADOLESCENT Disclosure Checklist Cont'd (10-12
years)

¥ "Aze there any peaple In your life wham we should invelve
In this discussion, such as a parent, guardian, or other
family member?”

¥ "Are there 30y activities or hobbies that might he affected
by having HIV? How can we support and adagt thoss
activities for your well being?”

CHILD/ADOLESCENT Disclosure Checklist Cont'd (6~
Gyears)

¥ “How are you feeling right now?

+ Do you have questions for me regarding your health and
he madications you s taking?”

¥ *What medications or treatments are you taking
recanth?*

¥ 0o you kncw why take the medicstions?

¥"Da you understand why it's important to take
medication consistantly and on tene?™

CHILD/ADOLESCENT Disclosure Checklist Cont'd
SUMMARY OF ASSESSMENT

* fReadiness of the caregiver:

* Findings from the Child/Adotescent {How mach i almady
known to the chikd/ ey Issues/ ralsod
by the child from the assessment and how the child fesls
sbout the
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CHILD/ADOLESCENT Disclosure Checklist Cont’d

DISCLOSURE SESSION RECORD

= Name of the chid.. SESAT A

* ART File No-

+ Name of the hesithcare Browder ...
Summury of ducted (Disck pr }
Each Session cagture the following

* Date

« Any comments

* Disclosure topies covered?

Facts Padiatric HIV disclosure cont’d

After Disclosrs

* Take 3 pause to obsarve the child’s Immadiate reaction and
be meidy tO SUPPOTT an emotional response with words of
reassurance.

* Provide and and age the
caregiver 1o ke supportive of the child at home.

* Remind the child and caregiver of the Mits of disck
&3 discussed parliar In the toclke.

+ Provide 4 with i "

about the fits of taking med smeinga

medical provider regularty, and Bving healthy Sfestyle

CHILD/ADOLESCENT Disclosure Chacklist Cont'd
4; jon gven 1o child/adok (Indude wordy used)
* infarmation given 1o the careg
» Ohikd/adolescent's response and guestions
* Madith prometing tasks ghven to child/adclescent and

canghmr
= Current level of disclosure

+ Fobow up plan and linkages .

A case study

A 11 year old giel comes to HIV chnic for ART refill and you
notice the low mood. She apens up to you that she |s tired of
taking treatment wivie she s not sick. She ndds that there are
four sitliegs at hoome that do not take treatment and the
wonders why the takes he mediciae and for how jong she
will have to do this, The caregiver #i50 reparts she has started
refusing to come to hospltsl saving she does net know
understand why she has to keep swallowing pills,

Facts about Pediatric HIV disclosure
Throughout snd after di
* Pause paciodicatty, and ask the child what he or she is
fealing at the rushing sccept
sllence.
* Qbserve the gheer's toral and provide

A case study cont'd

* What woekd you think 25 a health worker and how would
¥Ou Support this chiid and the caregiver?

* discuss what strategies they have used in the past 1o get
children 1o cpan up to them and share feelings

114



115

3/26/2024

Summary of How to utilize the Checklist

* Review of the checkiist ws & groap |Attached s word
dozument)

* The checklist Includes assessiog caragiver’s readinesy to
disclose to the chid, how racch is known sbout HIV in
childran for the cawagiver and the child hersetf.

*+ The checklist (riggers the nurse to give Infarmation
:onndlmlm igentified from thi assessment.

. R % the v of dome 2nd k
track ol'hc progress unth disdesare Is 3chisved,
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Summary
The ling process & the
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cor the

and the chiid and

wsesving and mansging the impact of the disciosare.
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Appendix F: Guiding Checklist Tool in Pediatric HIV Disclosure Process

Name of the child:....................on,
Client ART File No:.......oovviiiiiiiiiiiins
DOB/ A G e Gender:............
Name of the Nurse completing the form:.....................oooiiiiin Date:.......cooevvvnnenn.
CHILD Disclosure
Issues to address Respo Comme
nse nts
For caregivers of children aged 6-12years
Is the caregiver comfortable with Yesor | If yes, inform the mother this is a
disclosing HIV status to the child No gradual process and not a onetime
event and start the process
If no, ask the caregiver what her
fears are and support her to
achieve the goal
Is the caregiver willing to do HIV Yesor | If yes, allow her time to do it and
disclosure to the child herself or No do the follow up on subsequent
whether she needs the nurse to do it? visits
If no, then start disclosure and
support the caregiver to disclose to
the child
Determine the caregiver’s knowledge Provide information based on the
about HIV and discuss the benefits and response from the caregiver
risks of disclosure
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Is HIV mother to child transmission

Yes or
No

If the mother is the caregiver,
discuss any of her feelings of guilt
and help her to address them.

Assess what the caregiver has
discussed, if anything, with the child
regarding his or her HIV status or
medications to date.

Proceed based on responses given

For children 6-9years of age

Evaluate the child’s daily functioning in
school

To understand the child’s learning
abilities, his/her relationships with
others and the activities child is
involved to rule out self stigma
and other disabilities as a result of
living with HIV.

Support accordingly

Ask the child how much she knows
about her/his health.

Provide the talk based on how
much is known and how much
needs to be known at that certain
age the child will be on (Partial
disclosure starts from here)

Explain to the child that there are
viruses (can be referred to as bugs,
disease particles) in the blood that can
weaken the immune system, and
explain that the medicines they are
taking help to control the viruses and
help him or her stay healthy.

Use simple language to explain the
virus in the body

Use simple drawings when possible (no
artistic skills required) to explain the
concept of immune cells being attacked
by the virus and medications stopping
them.

With partial disclosure that starts
from 6 years use drawings to be
understood by the child and use
simple words to explain more
about the virus

If partial disclosure is being done, skip
the full disclosure steps and focus on
adherence to medications and care and
messaging on staying healthy.

Partial disclosure ends here.
Reschedule to proceed to full
disclosure another time.
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Emphasize adherence at the end of
each session.

For children 10-12 years

Find out about the adolescent’s
relationship with their peers in school
and/or at home or in the community.
Find out about their mood and daily
behaviors.

Assess the child’s relationships at
school, community and at home.
Support the child and the caregiver
based on responses.

Confirm that the adolescent is
psychologically stable (e.g., no recent
family member’s death, divorce, or
separation; loss of a friend; or distant
relocation). Ask about the adolescent’s
performance at school.

To ensure a clear environment for
the disclosure process (privacy is
key when conducting the process)

Has the child/adolescent previously
received disclosure information?

Yes or
No

If yes what she was told and what
feels she did not understand from
the previous discussion

If no, proceed to the next issue

Independently confirm with the
adolescent and caregiver that they are
ready for disclosure.

Provide information that helps the
child and the caregiver understand
enough about the disease (what the
disease is, how is spread, which
treatment is used and for how long
one takes the treatment among
other topics)

Assess what the adolescent already
knows about his or her health and HIV
status, and find out what information
the adolescent has about the medicines
he or she has been taking and about the
illness.

Full disclosure starts with asking
again how much is already known

NB: This form must be referred to during each

disclosure session to avoid unnecessary repetitions and
to keep track of what has been done and what needs to

be done.
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v" "Can you tell me what For a no response to any question,
medications or treatments you the provide information to ensure
have been taking recently? “ the child understands clearly.

v "Do you understand why it's Yes or
important to take medication No
consistently and on time?* (Quest

ions

v "Do you know what HIV is? are
Can you explain it in your own | asked
words?" once

during

v" "Have you ever heard about the
someone who has HIV? What | isclo
do you know about it?" sure

v "Is there anything specific that E?Stes
worries or scares you about questi
having HIV? ons

with

v" "Would you like me to explain
how HIV affects the body and | "©

immune system in more respon
detail?" ses
will

v" "Are there any people in your be _
life whom we should involve in | carrie

this discussion, such as a d
parent, guardian, or other forwar
family member?" dinto
other
v "Are there any activities or sessio
hobbies that might be affected ns
by having HIV? How can we until
support and adapt those they
activities for your well-being?" | have a
yes
respon
se).
SUMMARY OF ASSESSMENT

Readiness of the caregiver:

Findings from the Child/Adolescent (How much is already known to the child/adolescent, key
issues/concerns raised by the child from the assessment and how the child feels about the
process)
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DISCLOSURE SESSION RECORD

Summary of Sessions conducted (Disclosure process)

Session 1: Date

Any comments

Disclosure topics
covered?

Information given to
the caregiver

Caregiver’s questions
and response

Information given to
child/adolescent
(Include words used)

Child/adolescent's
response and questions

Health promoting tasks
given to
child/adolescent and
caregiver

Level of disclosure

Follow up plan and
linkages

Session 2: Date

Disclosure topics
covered?

Information given to
the caregiver

Caregiver’s questions
and response

Information given to
child/adolescent
(Include words used)
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Child/adolescent's
response and questions

Health promoting tasks
given to
child/adolescent and
caregiver

Follow up plan and
linkages

Level of disclosure

Session 3: Date

Disclosure topics
covered?

Information given to
the caregiver

Caregiver’s questions
and response

Information given to
child/adolescent
(Include words used)

Child/adolescent's
response and questions

Health promoting tasks
given to
child/adolescent and
caregiver

Level of disclosure

Follow up plan and
linkages
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Appendix G: Permission from the Study Site
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Appendix I: Nurse’s Individual Posttest Knowledge Scores

Category

(Knowledge

)

%

70 | Better
50 | Fairly
60 | Fairly
60 | Fairly

80 | Highly
70 | Better
50 | Fairly
60 | Fairly

90 | Highly
80 | Highly

60 | Fairly

80 | Highly
70 | Better

80 | Highly

70 | Better
60 | Fairly

90 | Highly
50 | Fairly
60 | Fairly
50 | Fairly

67

Raw

SCOres

7
5
6
6
8
7
5
6
9
8
6
8
7
8
7
6
9
5
6
5

oz

16

oz

oz

oz

oz

12 |13 |14 |15

oz

11

oz

10

oz

9

8

80 [50 |60 |60 |70 |55 |75 |65 |55

oz

7

10
0

Par
tici

pan

ts
Co

des

10
11

12
13
14
15
16
17
18
19
20
%a

ge

ME
AN

%




Appendix J: Effect of intervention on Knowledge of nurses
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S/N Pre- Post- % Change
intervention Intervention
Raw Scores | Percentage Raw scores | Percentage
1 9 90 7 70 -20
2 5 50 5 50 0
3 4 40 6 60 20
4 8 80 6 60 -20
5 6 60 8 80 20
6 5 50 7 70 20
7 4 40 5 50 10
8 3 30 6 60 30
9 6 60 9 90 30
10 5 50 8 80 30
11 4 40 6 60 20
12 3 30 8 80 40
13 2 20 7 70 50
14 8 80 8 80 0
15 7 70 7 70 0
16 6 60 6 60 0
17 5 50 9 90 40
18 4 40 5 50 10
19 3 30 6 60 30
20 3 30 5 50 20
Mean 50 67 16




Appendix K: Comparison of Performance against each Knowledge Statement
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Statement of Question

Pre-intervention

Post-intervention

Correct:
N (%)

Wrong:
N (%)

Correct:
N (%)

Wrong:

N (%)

Pediatric HIV disclosure means telling a child
about their own HIV diagnosis

14(70)

66(30)

20(100)

00(0)

Age 6 is generally recommended by WHO to
start disclosing a child's HIV status

05(25)

15(75)

16(80)

04(20)

Fear of negative reactions from the child is a
potential challenge for nurses in pediatric HIV
disclosure

06(30)

14(70)

10(50)

10(50)

The most potential benefit of pediatric HIV
disclosure is that it Increases adherence to
treatment regimen

12(60)

08(40)

12(60)

08(40)

When engaging in the HIV disclosure process
with children, the nurse’s primary concern is
to promote emotional support and healthy
coping strategies

11(55)

09(45)

12(60)

08(40)

Fear of stigma and discrimination is the
primary concern(s) of parents/caregivers
regarding pediatric HIV disclosure

08(40)

12 (60)

14(70)

06(30)

Assessing the child's cognitive and emotional
development is the key consideration is most
important when preparing for pediatric HIV
disclosure discussions

12(60)

18(40)

11(55)

09(45)

Type of resources can assist nurses in
facilitating pediatric HIV disclosure
conversations Guidelines or protocols specific
to pediatric HIV disclosure discussions

11(55)

09(45)

15(75)

05(25)

Gradual, developmentally appropriate
preparation over time approach is generally
recommended for initiating discussions about
pediatric HIV disclosure

12(60)

08(40)

13(65)

07(35)

Fear, anxiety, or sadness and understanding
are the potential emotional responses that a
child may experience following pediatric HIV
status disclosure

09(45)

11(55)

11(55)

09(45)




Appendix L: Nurses’ Individual Attitude Pretest Scores
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PAR Category
TICI (attitude)
PAN

TS 1Q |Q Q |Q |Q |Q |Q |Q |Q

COD [N [N [ QN[N [N [N [N [N [N |N |TOT |MEA

ES 17 118 |19 |20 |21 |22 |23 |24 |25 |26 | AL N

1 4 |2 |1 1 (3 (3 |1 |3 |2 |4 |24 2.4 Poor
2 2 |1 |2 1 |3 |2 |3 |3 |3 |2 |22 2.2 Poor
3 4 |3 |4 1 |4 |1 |1 |1 |2 |3 |24 2.4 Poor
4 2 |3 |3 2 |4 |4 |1 (4 |1 |4 |28 2.8 Fair
5 2 |2 |1 1 |3 |3 |2 |2 |2 |3 |21 2.1 Poor
6 1 (3 |4 2 |3 |3 |3 |4 (4 |3 |30 3.0 Good
7 3 |3 |3 2 |3 |3 |3 |3 |3 |4 |30 3.0 Good
8 4 |4 |1 1 (4 |1 |1 |3 |2 |4 |25 2.5 Fair
9 2 |3 |1 2 |4 (3 |1 |3 |2 |3 |24 2.4 Poor
10 3 |3 |3 1 |3 |2 |3 |3 |2 |2 |25 2.5 Fair
11 3 |2 |2 1 (3 |3 |2 |2 |4 |3 |25 2.5 Fair
12 3 |3 |3 3 (1 |2 |2 |4 |3 |4 |28 2.8 Fair
13 2 |2 |1 1 (3 (2 |1 |3 |2 |3 |20 2.0 Poor
14 2 |3 |3 1 |3 |3 |2 |3 |3 |2 |25 2.5 Fair
15 3 |4 |3 2 |4 |1 |1 |1 |2 |4 |25 2.5 Fair
16 2 |1 |1 1 |14 |4 |1 |4 |2 |1 |21 2.1 Poor
17 3 |4 |2 2 |3 |3 |4 |3 |4 |4 |32 3.2 Good
18 4 |2 |3 2 |4 |1 |2 (2 |2 |3 |25 2.5 Fair
19 2 |3 |1 1 |3 |3 |3 |2 |1 |4 |23 2.3 Poor
20 3 |2 |2 2 |4 |2 |1 |4 |2 |2 |24 2.4 Poor
Total |54 |53 |44 |30 |66 |49 |38 |57 |48 |62 50.1

mean |27 |27 (22 |15(33[25]19(29|24|3.1 2.5
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Appendix M: Nurses Individual Attitude Posttest Scores

PART Category
ICIPA M | (Attitude)
NTS’ TO |E

CODE [ON [ON |QON |QON|ON |ON |[QON |ON |ON [ON | TA |A

S 17 |18 |19 |20 |21 |22 |23 |24 |25 |26 |L N

1 3| 3| 2| 3| 3| 1| 2| 4| 1| 3| 25|25 Fair
2 41 3| 2 1| 4| 3| 2| 2| 1| 3| 25|25 Fair
3 4 4| 4| 4| 3| 4| 2| 3| 4| 3| 32|35]| Excellent
4 3| 3| 3| 2| 3| 3| 3| 2| 1| 3| 26|26 Fair
5 2 3 3 2 3 3 2 2 1 1| 22|22 Poor
6 3 4| 1| 3| 3| 1| 2| 4| 2| 3| 26|26 Fair
7 3| 3| 4| 3| 4| 4| 4| 3| 3| 4| 33|35 Excellent
8 2| 3| 4| 3| 3| 3| 4| 3| 3| 3| 3131 Good
9 3| 3| 3| 3| 3| 3| 4| 4| 2| 4| 32|32 Good
10 3| 4| 4| 3| 3| 2| 3| 4| 2| 4| 32|32 Good
11 3| 3| 2| 2| 3| 3| 2| 3| 3| 3| 27|27 Fair
12 3| 4| 4| 4| 4| 3| 3| 3| 3| 4| 35|35 Excellent
13 3| 3| 3| 2 1| 3| 1| 4| 2| 2| 24|24 Poor
14 3| 4| 2| 4| 3| 3| 3| 4| 2| 3| 31|31 Good
15 41 3| 3| 3| 3| 3| 4| 3| 3| 2| 31|31 Good
16 3| 3| 4| 1| 3| 3| 3| 4| 2| 4| 31|30 Good
17 3| 4| 4| 3| 3| 3| 4| 2| 2| 2| 30|30 Good
18 41 3| 1| 2 1| 3| 3| 2| 1] 1| 21|21 Poor
19 3| 3| 4| 4| 3| 3| 3| 3| 1| 4| 31|31 Good
20 3 4| 3| 3| 2| 2| 3| 4| 1| 2| 27|27 Fair
Total 62| 67| 60 | 55| 58| 56| 57| 63| 40| 58

Mean | 3.1| 34| 30| 28| 29| 28| 29| 32| 20| 2.9




Appendix N: Comparison of the Performance for each Attitude Statements
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Statement Pretest Mea | Posttest Mea | Change
n n
SA | A SD SA | A SD
| believe that pediatric HIV |4 |7 1 (27 |4 |1 0 |31 |04
disclosure should be a direct 4
one time conversation
| believe myroleasanurse |3 |9 2 |27 |7 |1 0 |34 |07
includes helping with the 3
disclosure process.
| believe pediatric HIV 2 |7 7 |22 |8 |6 2 |30 |08
disclosure is a complex and
delicate process that should
be conducted by only a
counselor.
I don’t feel adequately 0 |1 11 |15 |4 |9 2 |28 |13
trained to facilitate pediatric
HIV disclosure
| believe that children havea |8 |1 0 (33 |3 |1 2 |29 |-04
right to know their HIV 1 4
status.
I do not believe that 2 |9 4 |25 |2 |1 2 |29 |04
pediatric HIV disclosure 4
should be supported by
healthcare professionals.
| believe the caregiver is 1 |5 9 |19 |5 |8 1 (29 |10
entirely responsible to
disclose HIV positive status
to the child
I believe that HIV is God’s | 5 9 2 2.9 8 7 0 3.2 0.3
judgment against
extramarital sex or
homosexuality
I don’t believe disclosinga |3 |4 2 |24 1 |1 1 |20 |-04
child's HIV status is 3
important for their overall
well-being.
I believe my role includes 8 |7 1 |31 |8 |6 2 |29 |-0.2
providing emotional support
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to children during the
disclosure process.

Appendix O: Total Agrees Against the Disagrees for Attitude Scores

Pre-intervention

Post-intervention

%age %ages %age %age

A & SA D & SD A & SA D & SD

11 55 9 45 18 90 2 10
12 60 8 40 20 100 0 0
9 45 11 55 14 70 6 30
1 5 18 90 13 65 7 35
19 95 1 5 17 85 3 15
11 55 9 45 16 80 4 20
6 30 14 70 13 65 7 35
14 70 6 70 15 75 5 25
7 35 13 65 14 75 6 30
15 75 5 25 14 75 6 30




Appendix P: Self efficacy Pretest Scores
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PAR Category
TIC (Confidence)
IPA

NTS

’ Q |Q |Q |Q |Q |Q |Q |Q |Q|Q |TO

CO [N [N [N [N [N [N N N [N [N |[TA |MEA

DES [27 |28 [29 |30 |31 |32 |33 |34 |35 |36 |L N

1 41 2| 2| 2| 3| 2| 2| 2| 3| 2 24 2.4 | Low

2 20 1| 3| 3| 2| 2| 4| 1| 3| 2 23 2.3 | Low

3 1| 3| 2| 2| 2| 3| 3| 4| 2| 4 26 2.6 | Moderate
4 2| 2] 3| 3| 3| 2| 2| 3| 3| 3 26 2.6 | Moderate
5 1 3| 1| 1| 2| 3| 3| 2| 2| 2 20 2.0 | Low

6 21 2| 3| 2| 3| 2| 2| 2| 2| 3 23 2.3 | Low

7 1 1| 3| 3| 2| 3| 3| 3| 3| 2 24 2.4 | Low

8 2| 3| 4| 2| 2| 3| 3| 3| 3| 4 29 2.9 | Moderate
9 2| 2| 3| 2| 3| 3| 3| 3| 4| 3 28 2.8 | Moderate
10 3| 3| 2| 3| 2| 3| 3| 2| 3| 3 27 2.7 | Moderate
11 3| 2| 2| 2| 3| 1| 3] 2| 3| 1 22 2.2 | Low

12 2| 4| 3| 3| 4| 3] 3| 3| 4| 1 30 3.0 | Moderate
13 3| 1| 4] 2| 3| 3| 2| 2| 3| 4 27 2.7 | Moderate
14 2| 3| 4| 3| 3| 3| 2| 3] 2| 3 28 2.8 | Moderate
15 41 3| 3| 2| 2| 4] 3| 1| 4| 4 30 3.0 | Moderate
16 1| 2| 2| 3| 3| 2| 3| 4| 3| 3 26 2.6 | Moderate
17 20 3| 2| 2| 2| 1| 3| 1| 4| 1 21 2.1 | Low

18 20 4] 2| 2| 2| 3| 2| 2| 2| 2 23 2.3 | Low

19 3| 1| 3| 3| 3| 4| 2| 1| 1| 2 23 2.3 | Low

20 21 2| 4| 2| 4| 3| 3| 3| 4| 3 30 3.0 | Moderate
Total | 44| 47| 55| 47| 53| 53| 54 | 47| 58| 52

Mea

n 2224128242727 |27|24(29|26




Appendix Q: Nurses’ Self-efficacy Post test Scores
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PA Category
RTI (Confidence)
CIP

AN 1Q1Q |Q

TS INN /N |Q |Q |Q |Q |Q [Q |Q

CO (2 |2 (2 |N [N [N [N [N [N [N |TOT

DES |7 |8 |9 |30 |31 |32 |33 |34 |35 |36 |AL MEAN

1 4|1 4| 3| 3| 3| 2| 1| 3| 3| 2 28 2.8 | Moderate
2 3| 33| 3| 3| 2| 3| 3| 4| 2 29 2.9 | Moderate
3 2| 1| 3| 3| 3| 3| 2| 2| 3| 3 23 2.5 | Moderate
4 11 41| 4] 1| 2| 3| 4| 3| 3 26 2.6 | Moderate
5 4| 3| 2| 3| 2| 1| 3| 3| 3| 2 26 2.6 | Moderate
6 3| 3| 4| 4| 3| 4| 4| 3| 4| 3 33 3.5 | High

7 41 2| 3| 1| 3| 4| 3| 4| 3| 3 27 3.0 | Moderate
8 41 2| 2| 4| 4| 4| 2| 3| 3| 4 32 3.2 | Moderate
9 3| 3| 2| 2| 3| 1| 4| 1| 3| 2 24 2.4 | Low

10 3| 3| 3| 3| 3| 3| 3| 3| 3| 3 30 3.0 | Moderate
11 3| 4| 3| 3| 2| 1| 3| 3| 3| 4 27 2.7 | Moderate
12 4 41 1| 2| 3| 1| 2| 3| 2| 3 25 2.5 | Moderate
13 4|1 4| 4| 4| 3| 3| 4| 3| 3| 4 32 3.6 | High
14 3| 33| 4| 4| 4| 4| 3| 3| 4 33 3.5 | High
15 34| 1| 4| 3| 2| 1| 4| 3| 3 28 2.8 | Moderate
16 4| 3| 4| 3| 3| 3| 4| 3| 1| 3 31 3.1 | Moderate
17 1| 4| 3| 4| 2| 3| 4| 3| 3| 3 30 3 | Moderate
18 3| 3| 4| 2| 4| 1| 3| 1| 4| 3 28 2.8 | Moderate
19 4| 4| 3| 3| 2| 3| 1| 4| 2| 2 28 2.8 | Moderate
20 4|1 3| 4| 3| 1| 4| 3| 3| 3| 3 31 3.1 | Moderate
Tota | 5| 6] 5

I 8| 1| 5| 62| 55| 50| 55| 58 | 58 | 59

Mea | 3.| 3. | 2.

n 2| 2| 8(31(28|26[29| 3| 3|3




Appendix R: Comparison of each Statement in Self-efficacy Section
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Ser. No

Pretest

Mea
n

Posttest

Mea
n

Change

SA A

SD

SA

A

SD

I am comfortable in
guiding caregivers
of children with
perinatal HIV

2 |4

[EEN

2.5

9

8

3.2

0.7

I am not confident
in explaining HIV
and its implications
to children in an
age-appropriate
manner.

2.4

3.2

0.8

I am able to
address the
emotional needs of
a child

2.8

2.8

0.0

I am able to
prepare both
caregiver and child
for the disclosure
conversation.

2.4

3.1

0.7

I am comfortable
providing ongoing
support to children
after the disclosure.

2.7

11

2.8

0.1

| am able to answer
questions and
provide accurate
information about
HIV

2.7

2.6

I am confident in
collaborating with
other healthcare
professionals in the
disclosure process

2.7

2.9

0.2

I do not have the
ability to address

2.4

13

3.0

0.6
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cultural or religious
considerations

I am able to 2.9 14 30 |01
support children

throughout the

disclosure process.

I am not 2.6 11 3.0 |04

comfortable in
tailoring the
disclosure process
to the
developmental
stage




Appendix S: Total Agrees Against the Disagrees for Self-efficacy Scores
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Pre-intervention

post-intervention

%ages %ages %ages
%age | D & A&

A&SA |s SD SA D &SD

6 30 14 70 17 85 3 15
9 45 11 55 17 85 3 15
12 60 8 40 14 70 6 30
8 40 12 60 16 80 4 2
11 55 9 45 14 70 6 30
13 65 7 35 11 55 9 45
13 65 7 35 14 70 6 30
9 45 11 55 17 85 3 15
14 70 6 30 17 85 3 15
11 55 9 45 14 70 6 30
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Appendix T: Dissertation Correction Compliance Report

UGANDA CHRISTIAN
UNIVERSITY

A Centre of Excellence in the Heart of Africa

UGANDA CHRISTIAN UNIVERSITY SCHOOL OF RESEARCH & POSTGRADUATE
STUDIES
Dissertation correction compliance report by the candidate (POST VIVA FORM)
Date: 15TH April 2025
Name of Candidate: KANYESIGYE DIANAH  Reg. No: RM21M11/015

Title of Dissertation: Effect of an Educational Intervention Using a Checklist on Knowledge,

Attitude and Self-efficacy of Nurses Engaging in the Process of Disclosure among Children with

Perinatal HIV at a District Hospital in Southwestern Uganda.

SN | COMMENTS BY EXTERNAL | ACTION TAKEN INDICAT
EXAMINER OR

1 | Overall structure and presentation | added tests used for | Page 5
The abstract effectively summarizes the study | comparison of data | under
but could provide more detail on key statistical | before and after the | methodolo
findings and methodology intervention.  Added | gy and

the software used for | results
data analysis and also | (abstract
more key statistical | section)
findings in the results
paragraph.

2 | Overall structure and presentation The acronyms are now | Page 11
On page 11, the acronyms should be presented | presented (Acronyms
alphabetically. alphabetically section)

3 | Introduction and problem statement The research gap is | Page 18
The problem statement could more explicitly | explicitly highlighted | (last
highlight the research gap. (Added a precise and | paragraph

clear paragraph | under
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summarizing the | problem
problem statement in | statement
the problem statement | section)
last section)
Introduction and problem statement Responded to this by | Page 12
On line 278, please define “HIV positive | defining HIV positive | (first line
disclosure” rather than merely “disclosure” disclosure under
chapter
one)
Introduction and problem statement | have utilized other | Page 12
Lines 278-285 all reference the same author. | sources for lines 278 to | (first
There is a danger of plagiarism in this. Please | 285 (added two other | paragraph
utilize some other sources as well. sources) under
chapter
one)
Introduction and problem statement | have added more | Page 19
The significance of the study is well-articulated, | highlight concerning | (last
but the research gap could be more explicitly | the research gap paragraph
highlighted. on page 19
under
significanc
e section)
Introduction and problem statement Have added in a|Page19
The statement of the problem does not clearly | paragraph  clarifying
define the specific gap being addressed. Is the | the issue being
focus on attitude, self-efficacy, or lack of | addressed indicating
training? While these concepts are mentioned, | focus on  nurses’
the main issue remains unclear and 2 | knowledge, attitude
Assessment Criteria Score % Comments | and self-efficacy

requires more precise articulation to strengthen
the problem statement

precise to strengthen
the problem statement.

Introduction and problem statement

The research question shouldn’t mention the
method ‘checklist”, rather stick to the
dependent and independent variables and the
population. * The research questions and study
aims need to be revised.

The educational
intervention is using a
checklist and it is not a
method it is the
intervention — Karen
Drake

Introduction and problem statement

The conceptual framework currently stops at
"selfefficacy,” but it does not illustrate the
overall outcome of improved self-efficacy.
There seems to be a missing box or step that
connects improved self-efficacy to the intended
outcomes or impacts of the study. Please

The study focused on
self-efficacy as a
component of self-
efficacy theory leaving
out the  outcome
expectation as another
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consider adding this element to provide a more | component of the
complete and logical flow within the | theory.
framework.
10 | Literature review | have incorporated the | Page 29
Lines 628-638 should incorporate the methods | methods and strategies | (First
and strategies used for collecting and |1 used for collecting | paragraph
synthesizing this literature and synthesizing this | under
literature. chapter 2)
11 | Literature review Good Academic and | Page 29, 34
Lines 640-643 can be removed. Apply this | APA writing in the | and 40
approach to all sections of the literature | Literature — introduces
review—eliminate introductory statements and | each section and then
go directly into the review concludes with a
summary — Karen
Drake
12 | Literature review The literature review | Pages 29 to
The literature review should position the study | explains what pediatric | 48
within the broader academic discourse and help | HIV disclosure is all
identify existing gaps that the research seeks to | about, prevalence, it
address. impact, benefits
among others  but
importantly points out
that nurses
involvement in
disclosure remains a
big challenge due to
lack of knowledge on
how to carry it out,
pointing poor attitude
towards the process
itself calling it a
caregiver’s role and
also not comfortable to
carry it due to limited
knowledge towards the
whole process.
13 | Methodology APA pg. 118 “Use | Pages 49 to
Lines 1068 to 1071: Avoid using the first person | Active voice as much | 64

when writing. Apply this throughout the
document, particularly in intermittent sections,
and use third-person or passive voice

as possible” Also it
encourages the use of
the first person “I” and
even encourages it.
“To avoid ambiguity,
use the first person
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rather than the third
person when
describing the work
you dis as part of your
research. See page
120. — Karen Drake

14

Methodology

Line 1066: Clarify the meaning of these
terms and justify why they were chosen for
the study.

I have clarified about
the quantitative quasi-
experimental as a
method used when
actual  experimental
designs with random
assignment are
impractical or
unethical and is
preferred to examine
cause-and-effect
correlations.
experimental
design  was  used
because the study
aimed at evaluating the
effectiveness of an
educational
intervention on nurses’
self-efficacy

Quasi
study

Page 48
(Research
design
section)

15

Methodology
Line 1088: Explain why purposive sampling
was used in a quantitative study.

The  study  used
consecutive sampling
because  consecutive
sampling included all
available nurses
involved in managing
children with perinatal
HIV allowing an equal
opportunity for each
nurse in the target
population to be part of
the sample group.

It is acceptable to say that
the setting was choseb
purposively - Polit and Beck
p. 254. "Sites can first be
sampled purposively, and
the people can be sampled

Page 49
(under
Sampling
frame
section)
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by some other method.
Karen Drake

16 | Methodology The target population | Page 50
Line 1093: A sample size of 20 is quite small | was small but
for a quantitative study. Provide a justification | considering the
for this. research question a
sample of 20 was
sufficient to provide
meaningful  insights
within that context
necessary answer for
the research question
in this study.
17 | Methodology Consecutive sampling | Page 49
Line 1098: There is an inconsistency between | was used to include all | (under
the sampling methods—purposive sampling | available nurses | Sampling
was mentioned earlier, yet this line states | allowing them an equal | frame
consecutive sampling. Clarify which method | opportunity for each | section)
was used. Additionally, you state that each | nurse in the target
participant had an equal opportunity to | population to be part of
participate; is this accurate given the sampling | the sample group
method?
18 | Methodology The purpose of the | Page 49
Line 1104: The sample size was calculated as | calculation was to | (under
20, yet it is also stated that this was the number | determine whether the | Sampling
of nurses available. What was the purpose of | required sample size | frame
this calculation? was feasible given the | section)
research context,
resources and timeline.
To also detect
statistically significant
effects or differences
given the expected
effect size.
19 | Methodology Yes | happen to be a Page 49
Line 1119: "I organized HIV clinic staff | departmental in and page 82

meetings within the HIV clinic waiting area as
an assistant HIV clinic incharge.” Does this
mean you hold this position at the facility? If so,
discuss any potential limitations this might
introduce in the study.

charge.
e Potential
limitations
may include

e Participants
may provide
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biased
responses.

e They may feel
pressured to
provide
responses that
they think the
boss/researcher
wants to hear,
rather than
their true
opinions or
experiences.

However the research
investigator employed
a self-administered
questionnaire because
it was an economical
method, lowered the
possibility of
interviewer bias
affecting the
participants, and
decreased the number
of insufficient
responses from nurses
who were afraid of
receiving negative
feedback on some
touchy issues

v’ Used codes to
keep
participants’
identities
private,
minimized the
bias and hence
helped to meet
the purpose of
the study.

20

Methodology
The information about the intervention lacks
clarity. Was this intervention developed by the

This intervention was
developed by the
researcher with

Page 53
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researcher, or has it been previously used
elsewhere? If it is standardized, where else has
it been applied, and what has been its
effectiveness in other studies? Also, since the
intervention was delivered by the principal
investigator, how were potential biases
accounted for? Some participants missed
sessions and later had separate sessions—how
might this have influenced the study results?
Clearly define the core components of the
intervention, as this will determine its
scalability to other areas in Uganda.

support and review by
HIV pediatric experts
to ensure that it
covered all relevant
aspects of disclosure in
children with perinatal
HIV. Experts
evaluated it and
provided feedback and
they confirmed that all
significant aspects in
pediatric HIV
disclosure were
included. The faculty
also reviewed for
approval before use in
the study

I educated participants
about the intervention
and the research
process to minimize
expectation bias. Data
collection methods
also minimized
participant-
investigator interaction
such use of codes to
keep participants’
identities private,
minimized the bias and
hence helped to meet
the purpose of the
study.

Some participants
missed sessions and
later had separate
sessions and this could
result in some
participants receiving a
different dose of the
intervention,  which
can  impact their
outcome. To address
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this, | standardized the
content and delivery
method for use in the
separate sessions to
ensure that all
participants  received
the same information.

Core components of
the intervention
included:;

e Description of
pediatric HIV
disclosure,
when to
conduct it, who
and what the
process
involves and
the steps
involved
before we
confirm
complete/full
disclosure.

e The
intervention
also included
benefits of
disclosing,
outcomes of
not disclosing,
barriers that
tend to
contribute to
delayed or
partial
disclosure. It
included key
components to
consider when
disclosing HIV
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status to the
child.

The
intervention
included a
disclosure
checklist that
can be guide to
nurses when
conducting the
disclosure and
different things
to talk about in
line with
children’s age.
Had case
studies and
group
discussions
included in
intervention to
help nurses’
practice critical
thinking and
problem-
solving related
to HIV
disclosure. It
involved
providing
nurses with
mentorship and
coaching
opportunities
to practice
their skills and
receive
feedback.

The
intervention
aimed at
educating
nurses on the
principles and
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best practices
of pediatric
HIV
disclosure,
including age-
appropriate
communication
and emotional
support to
enhance their
knowledge,
attitude and
self-efficacy.

21 | Methodology Disclosure  checklist
The description of how the tool was utilized is | nurses used after the
clear but explain how these findings were | intervention were
translated into measurable outcomes. filled in children’s
ART files and they
communicated the
understanding of the
tool and the ability to
use it.
Follow up done in the
third confirmed the
documentation on the
disclosure  checklists
for children nurses had
engaged applying the
learning that had been
given  during the
intervention.
22 | Methodology | did not calculate the | Pages 56
Lines 1236-1245: How was content validity | content validity index
ensured even after expert review? A content | which was a limitation
validity index would have been useful. If this | in the study.
was not done, mention it as a limitation.
23 | Methodology First week (first day | Pages 53
The methods section suggests that surveys were | and second day-Pretest | and 54

conducted at different time points post-
evaluation. Specify the exact timeline—were
the assessments conducted after days, weeks, or
another duration?

and intervention done)
Second week
(Thursday-pediatric

clinic day for hands on
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coaching and
mentorship)

Third and fourth week
(Thursdays for follow
up on the progress)
Intervention was all
done in one month

24

Methodology
Confirm whether the data met the criteria for the
statistical tests used, as this is not mentioned.

Under  Knowledge
section using the
paired t-test: The
two-tailed P value
equals 0.001. By
conventional criteria,
this  difference is
considered to be very
statistically significant.
Under the attitude
section using
Wilcoxon Signed
Ranks Test: The p-
value is 0.002. The
result is significant
atp< .05. The value
of W is 28. The critical
value for Wat N = 20
(p< .05) is 60. The
result is significant
atp < .05.

Under the self-
efficacy section using
the Wilcoxon Signed
Ranks Test: The p-
value is .002.The
result is significant
atp <.05. The value
of W is 26. The
critical value
forWatN=19 (p<
.05) is 53.The result is
significant at p < .05.

This means that the
data met the criteria

Pages 68,
71, 73 and
74




147

for the statistical tests
used considering
before and after
intervention
differences.

25

Methodology

Lines 1321-1322: "Because | am an assistant in-
charge of the HIV department, | let the research
assistant have willing participants sign a
consent form if they agreed to be in the study."”
This raises an ethical concern due to a potential
power imbalance. Address this issue.

The research
investigator identified
a research assistant,
explained to him about
the study and the
intended  population,
procedures involved,
and discussed with him
the consent form, how
to keep them
afterwards and was
assigned to give codes
to eligible and
identified participants.
The research
investigator also
explained more of
what research assistant
was expected to do
during  the data
collection, addressed
concerns he raised and
assigned him a role to
have eligible
participants willing to
take part in the study
sign consent forms.

Pages 52

26

Methodology
The section on quality/error control is missing
and should be included

Responded to this by
adding the section on
quality/error control

Page 57

Data presentation and analysis

Confidence intervals should be added to Tables
2,3,4,5,6,and 7, as they are key estimates in
the study. This will also help illustrate the
impact of the small sample size and potential
random error.

Have added the
confidence intervals to
tables 3, 5and 7.

Pages 68,
71, 73 and
74
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27

Discussion and findings

Each discussion section should include
implications for nursing to enhance the study's
relevance. ¢ The discussion should compare the
study’s figures with values from similar
research. Currently, there are no statistical
comparisons, making it difficult to assess how
the findings align with previous studies.
Confidence intervals should be reported to
strengthen these comparisons.

Have included
implications for
nursing to enhance the
study's relevance and
added in some values
from similar research.
Have reported about
confidence intervals to
strengthen these
comparisons

Pages 76,
77,78, 79

28

Discussion and findings:
Lines 1659-1666 lack clarity and their relevance
to the discussion is unclear. This section should
be revised for coherence.

The section makes a
summary of how the
theoretical framework
was applied
throughout the study

Page 79

29

Discussion and findings:

Some key limitations remain unaddressed, as
noted in previous comments. Ensure all
significant study limitations are discussed.

The research
investigator identified
a research assistant.
This raises an ethical

concern due to a
potential power
imbalance.

The intervention was
delivered by  the
principal investigator
educated participants
about the intervention
and the  research
process to minimize
expectation bias. Data

collection methods
also minimized
participant-

investigator interaction
such use of codes to
keep participants’
identities private,
minimized the bias and
hence helped to meet
the purpose of the
study.

Some participants
missed sessions and
later had separate

Pages 76,
77, 78, 79
and 82
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sessions and this could
result in some
participants receiving
a different dose of the
intervention, which
can impact their
outcome. To address
this, | standardized the
content and delivery
method for use in the
separate sessions to
ensure that all
participants received
the same information

Yes | happen to be a
departmental in
charge.

e Potential
limitations
may include

e Participants
may provide
biased
responses.

e They may feel
pressured to
provide
responses that
they think the
boss/researcher
wants to hear,
rather than
their true
opinions or
experiences.

However the research
investigator employed
a self-administered
questionnaire because
it was an economical
method, lowered the
possibility of
interviewer bias
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affecting the
participants, and
decreased the number
of insufficient
responses from nurses
who were afraid of
receiving negative
feedback on some
touchy issues
v Used codes to
keep
participants’
identities
private,
minimized the
bias and hence
helped to meet
the purpose of

the study.

30 | Conclusion & Recommendations: I have  included | Pages 81,
Include specific implementation strategies for | specific 82 and 83
nursing education and hospital administration to | implementation
strengthen this section. + Ensure that | strategies for nursing
recommendations are directly derived from the | education and hospital
findings. This is why discussing implications | administration and
for practice in the discussion section is | recommendations are
crucial—it helps make recommendations more | directly derived from
relevant and easier to formulate. the findings

31 | Conclusion & Recommendations: Conclusion clear Pages 81,
Revise the conclusion to clearly highlight the 82 and 83
key findings based on the study objectives

32 | References and appendices References clear Page 85

The reference list is well-organized and adheres
to UCU guidelines. ¢ Minor citation
inconsistencies need correction
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SN

COMMENTS BY
INTERNAL EXAMINER

ACTION TAKEN

INDICATOR

However, the time period
between pre intervention,
data collection and the post
intervention was not clearly
stated. It’s important to
know whether the
participants were allowed to
carry out disclosure at
freedom after intervention
before the post intervention
data collection was done.

I have specified it that the participants
were allowed to carry out disclosure at
freedom after intervention before the
post intervention data collection was
done in the document under
intervention section

Page 53

However, there is need to
add more real tested
variables in the boxes of
operationalizing the Self-
efficacy theory.

Have added more tested variables in
the boxes of operationalizing the Self-
efficacy theory

Page 25

SN

SN

COMMENTS BY VIVA
VOCE PANNEL

ACTION TAKEN

INDICATOR

Are you using faith
interchangeably with ethics

No, faith and ethics are not
interchangeable, though they can
overlap. Faith is a belief in something
without concrete evidence, while
ethics are principles of right and wrong
conduct, often based on reason and
societal norms.

The 20 participants, why
did you pick 20. If you can
manage you can study the
whole population

The target population was 20 and all
the 20 participated in the study
because all nurses involved in the care
of children with perinatal HIV would
be suited to provide necessary answers
for the research question in this study

Page 50

How did the self-efficacy
inform the model you used
in your study

Self-efficacy gave a  deeper
understanding of the reasons nurses
were not taking part in disclosing HIV
status to a child which informed the
research investigator the effective way
to intervene and align strategies to
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support nurses to address knowledge,
attitude and confidence challenges
when it come pediatric HIV
disclosure.

4 | It is very important to also | An area to consider for future studies
consider doctors in such

studies
e
KANYESIGYE DIANAH - Karen B. Drake Gl 6
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