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Voluntary counseling and testing (VCT) services have become an integral component of HIV
prevention efforts in sub-Saharan Africa. This study of a rural Malawi district population
examined variation in past and desired use of VCT services among 868 women aged 15 to 34
and 648 men aged 20 to 44 aware of HIV/AIDS. Only 11% of men and 7% of women had
been tested, but of those untested, 76% of men and 61% of women desired testing. Ninety
percent of respondents willing to know their results preferred to hear them from a test site
counselor and on the same day of the test. However, 27% of women wanting to be tested did
not want to know their test results, a finding significantly associated with knowing someone
affected by AIDS and perceiving oneself at HIV infection risk. Knowledge of the behaviors
of HIV prevention, knowing someone with AIDS, knowing the locations of a test site, and
perceived risk of HIV infection all had a consistently significant association with past and

future VCT use for men and women.
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INTRODUCTION

Voluntary counseling and testing (VCT) is in-
creasingly recognized as a key intervention for both
HIV care and prevention, including the prevention
of mother to child transmission of the virus (Painter,
2001; Sangiwa et al., 2000). Studies have also shown
that pregnant women who test positive to the virus
and receive short courses of zidovudine or nevirap-
ine, reduce their risk of transmitting HIV to their
babies (McIntyre and Gray, 2002). Studies have also
demonstrated VCT to be a highly cost-effective inter-
vention, even given its high start-up costs (Hollander,
2001; Sweat et al., 2000).

Despite the potential role of VCT services in
HIV/AIDS care and prevention, such services are
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not readily available in many areas of affected region
of sub-Saharan Africa. In most African countries,
available HIV testing centers are used primarily to
confirm diagnosis of HIV/AIDS in symptomatic per-
sons referred to the center by clinicians (Coovadia,
2000; van de Perre, 2000). In the few places that
offer testing on a voluntary basis for walk-in clients,
the utilization of the testing services is usually low.
Many factors have been cited for the lack of demand
for VCT services. Perceived stigma associated with
a person testing positive to the virus or just getting
tested irrespective of the results, potential negative
consequences, especially for women, and lack of
supportive services for post-test clients are some of
the factors reported to affect the utilization of VCT
services (Erbelding et al., 2004; Mbwambo et al.,
2001; Pool et al., 2001).

The effectiveness of VCT in reducing the risk
of HIV infection was not widely recognized until re-
cently (Painter, 2001; The Voluntary HIV-1 Counsel-
ing and Testing Efficacy Study Group, 2000). Most
of the existing published VCT service acceptability
and utilization studies have focused on clients receiv-
ing services at existing VCT centers or other health
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facilities. Studies tend to focus on counseling con-
ditions pre- and post-test (Kalichman and Simbayi,
2003), rates of client return for test results (Kawichai
et al., 2004), sero-status disclosure to partners
(Maman et al., 2001), post-VCT behavioral change,
such as with couples (Allen et al., 2003).

Studies of HIV testing preparedness and accep-
tance have identified a number of knowledge and be-
havioral risk correlates, such as perceptions of the
disease (Castle, 2003; Tharawan et al., 2003), atti-
tudes toward testing (Kalichman and Simbayi, 2003),
perceived risk (Fylkesnes and Siziya, 2004), pres-
ence of STI symptoms and absence of condom use
(Gresenguet et al., 2002). The relative importance
of HIV knowledge, attitudes and risk behaviors for
HIV test acceptability is not well known. A UN
review (2002) of HIV/AIDS awareness and behav-
ior across national populations sampled in 20 De-
mographic and Health Surveys conducted globally
showed considerable variation in levels of awareness
by education and place of residence and in percep-
tion of infection risk by gender and culture. To un-
derstand better the barriers affecting VCT service
demand and utilization, it is important to include per-
sons who are both users and non-users of VCT in
study samples, i.e., to employ population-based re-
search designs more frequently. Our study aims to
address this gap by examining the relative associa-
tions of HIV knowledge and behavioral risk factors
on preferences for and use of VCT services in a rural
Malawian district population.

Malawi, with an estimated population of 10 mil-
lion, like most countries in Southern Africa has high
HIV prevalence, estimated at 15% among the adult
population 15 years and older (UNAIDS, 2002). In
1999, the Government of Malawi developed a na-
tional HIV/AIDS strategic framework to guide its
fight against the pandemic, with VCT as one of
the key interventions selected for implementation to
help reduce the high HIV prevalence in the coun-
try (Malawi National AIDS Control Program, 1999).
The current study was conducted to examine peo-
ple’s attitudes towards and their preferences for VCT
services.

METHODS
Participants and Sampling Procedures

This study took place in a rural district in the
southern region of Malawi, populated primarily by

deGraft-Johnson, Paz-Soldan, Kasote, and Tsui

people of the Yao tribe and of Moslem faith. Three
sub-district regions, called Traditional Authorities
(TAs), were selected from a total of nine, using prob-
ability proportional to size (PPS) sampling. Within
each TA, four enumeration areas (EA) were selected
also with PPS. All households within the EAs were
listed and mapped; then with a random start, a sam-
ple of 125 households was systematically selected
from the list. Individual selection into the study was
based on whether any of the enumerated household
members met the age criteria for women (15 to 34
years) and men (20 to 44 years) and consented to
participate in the study. Age criteria for men were
older than for women in order to capture each gen-
der’s years of highest sexual activity.

Multiple rounds of data were collected between
May 2000 and June 2002 on a baseline cohort of
1,013 women and 737 men, representing 94.0% and
90.5% of eligible household occupants, as part of
the Pregnancy and STT Risk Perception and Avoid-
ance (PSRPA) Study. In the first round in 2000, six
weekly interviews were carried out with the same re-
spondents to track sexual behavioral risk prospec-
tively. HIV/AIDS-related information was gathered
in the first two weeks. The interviews, conducted
by trained research assistants in the languages of
Yao and Chichewa, also collected social, economic
and demographic information about the participants;
information about their reproductive health knowl-
edge and behaviors; and information about their
knowledge, attitudes, preferences and practices re-
garding reproductive health services, including HIV
testing. Questions on HIV testing focused on ever
being tested and if not, wanting to be tested; knowl-
edge of testing facilities and preferences for location
of VCT services; and preferred approaches for re-
ceiving test results. At the time of the second weekly
contact, a total of 943 women (93.2%) and 659 men
(89.4%) were successfully re-interviewed. Those who
had never heard about HIV/AIDS (75 women and
11 men) were excluded from the study, resulting in
sample sizes of 648 men and 868 women

Measures
Testing Preferences

This study examined variation in several HIV
testing outcomes. We first examined factors asso-

ciated with whether the individual has ever been
tested for the AIDS virus. Next we examined factors
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associated with his or her desire to be tested for HIV,
obtained from the question asked of those not pre-
viously tested, “Would you like to be tested for the
AIDS virus?” We also examined these same factors’
influence on the respondents’ preferred approaches
for notification of HIV results, obtained from the
question, “How would you prefer to be informed of
the test results?” with “yes/no” responses allowed
for each of the following options: (1) “Directly from
a counselor at the test site”; (2) “On the same day
as the test”; (3) “By posting using an anonymous
patient number”; (4) “With my partner present”;
(5) “Directly at home by a community counselor”;
and (6) “Do not want to know result”. Last we ex-
amined associated influences on this final response
option. In bivariate tabulations, gender differences in
response levels were statistically significant for all but
a few outcomes; thus, results have been reported sep-
arately by gender, except for notification approaches.

Correlates of HIV Testing

Guided by the research literature on VCT
acceptability, we examined two sets of factors that
motivate testing, one based on personal HIV knowl-
edge factors and the other on risk behaviors. For the
former group, we assessed the respondent’s knowl-
edge of a place to be tested, of someone who was
infected with or had died from HIV/AIDS, and of
five key measures by which to avoid HIV infection.
Respondents were categorized as knowledgeable
about avoidance behaviors if they spontaneously
mentioned any of the five following behaviors:
(1) using condoms; (2) having only one sexual
partner; (3) limiting the number of sexual partners;
(4) avoiding sex with those who have many sexual
partners; and (5) avoiding commercial sex. A second
set of covariates related to behavioral risk factors,
including perception of one’s risk of HIV/AIDS
infection (none, small, moderate or great), currently
being pregnant or having a pregnant female partner
(yes/no), having ever being informed about having
an STI (yes/no), and ever paying (if male) or being
paid (if female) for sex (yes/no). We also examined
risk from multiple concurrent partnerships: we asked
men if they had more than one sexual partner or
wife and women if their husbands/partners had more
than one wife/partner or if they had another partner
in addition to their husband/partner (yes/no).

We included as controls respondent’s age (using
5 year age groupings for both men and women), edu-

cation (no education, 1-4 years of education, or 5 or
more years), household income in quartiles, marital
status (married, divorced/separated, or single), and
parity (0, 1-2 and 3 or more children).

DATA ANALYSES

Bivariate analyses by gender of background
characteristics on the sample were conducted
separately for men and women. Multivariate lo-
gistic regression models were estimated for the
various outcomes with HIV-related knowledge
and behavioral risk factors, controlling for indi-
vidual background characteristics. The exceptions
were models of preferred notification approaches
where the data for male and female respondents
were pooled. For ease of interpretation, we retained
use of the adjusted odds ratios from the logistic
regression results. In all models for notification op-
tions, other than not wanting to receive one’s results,
the gender variable was not statistically significant.
After examining factors associated with ever being
tested, the remaining results were based on the
sample of HIV-aware but untested respondents (808
women and 576 men). When notification options
were examined, a sub-sample of 771 men (423) and
women (354), who desired to be tested and expressed
willingness to be notified of results, was used. To
examine covariate associations with not wanting to
know results after testing, the sub-sample of 442 men
and 489 women, or 931 in total, was used. The stan-
dard errors of the estimated regression coefficients in
all estimated models have been adjusted for potential
bias from clustered responses due to complex survey
design. Adjustment was done for sample clustering
at the Traditional Area level (strata) and at the
Enumeration Area level (primary sampling unit).

Results

By design, the female respondents in this study
were younger than men; however, consistent with the
country’s age structure, there were more men and
women in the younger than older age groups (see
Table I). About half of the women (48% ) and slightly
less than one third of the men (29%) were unedu-
cated. More men had never been married-68% were
married or had a regular partner and another 5%
were divorced or separated, as compared to 77% and
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Table I. Percent Distribution for Sample Characteristics: Rural Malawi Women Aged
15-34 and Men Aged 2044 Aware of and Untested for HIV/AIDS

Men Women
Characteristic N=576 % N=808 % Chi-square
Socio-demographic
Age
15-19 na 191 23.6 125.08**
20-24 200 34.7 236 29.2
25-29 143 24.8 232 28.7
30-34 88 15.3 149 18.4
35-39 88 15.3 na
40-44 57 9.9 na
Education
No education 169 293 395 48.9 60.60**
1-4 yrs 174 30.2 215 26.6
> Syrs 233 40.5 198 24.5
Income quartiles
0-24 92 16.0 177 21.9 13.59*
25-49 139 241 224 27.7
50-74 167 29.0 205 254
75-100 178 30.9 202 25.0
Marital status
Married/regular partner 393 68.2 628 71.7 40.29**
Divorce/separated 33 5.7 74 9.2
No regular partner 150 26.0 106 13.1
Parity
0 248 43.1 160 19.9 87.82**
lor2 175 30.4 359 44.5
3 or more 153 26.6 287 35.6
Knowledge
Knows test place 503 87.3 625 774 22.26**
Knows no test place 73 12.7 183 22.6
Knows someone 444 77.1 558 69.1 10.58**
with/died from AIDS
Does not know someone 132 229 250 30.9
with/died from AIDS
Knows up to 5 means to avoid 494 85.8 568 70.3 45.18**
HIV infection?
Does not know any of 5 means to 82 14.2 240 29.7
avoid HIV Infection
Behavioral risk
Risk perception
No risk 299 51.9 418  (51.7) 13.45*
Small risk 167 29.0 179  (22.2)
Moderate/great risk 110 19.1 211 (26.1)
Female/partner now pregnant 82 14.2 94 (11.6) 2.04
Female/partner not now pregnant 494 85.8 714 (88.4)
Ever told had STI 67 11.6 30 (3.7) 32.32%*
Never told had STI 509 88.4 778  (96.3)
More than one current partner 93 16.2 188  (23.3) 10.59**
Only one current partner 483 83.8 620  (76.7)
Have paid/been paid for sex 204 354 107 (13.2) 94.81**
Have not paid/been paid for sex 372 64.6 701 (86.8)

“Five means include using condoms, having only one sexual partner, limiting the num-
ber of sexual partners, avoiding sex with those who have many sexual partners, and
avoiding commercial sex.

*p <.05;*p < .01.
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9.2% for women in the same categories. Concomi-
tantly women in the sample reported more children
than men: only 19% of the women compared to 43%
of men reported no children.

Although untested, more men (87%) than
women (77%) knew of a location for obtaining
an HIV test. Similarly more than three-quarters of
men (77%) knew someone with or who had died
from AIDS, as compared to 69% of women. A large
majority of men (85%) knew at least one of five
behaviors for avoiding HIV infection, versus 70%
of women. About half of men and women per-
ceived themselves to be at no risk for getting infected
with HIV. However, slightly more women than men
(26% versus 19% respectively) perceived themselves
to be at moderate or great risk of becoming in-
fected. This was interesting in light of the accompa-
nying result that more men than women had ever
been told that they had an STI (11% versus 3%),
that more men (35%) reported ever paying for sex
than women (13%) reported being paid for sex.
On the other hand, fewer men (16%) than women
(23%) reported having more than one concurrent
sexual partner. Slightly more men (14%) reported
having a pregnant female partner; 11% of women re-
ported themselves as pregnant. All covariate levels
showed statistically significant differences by gender,
with the exception of the current pregnancy status of
females or female partners.

With regards to the outcomes of interest (see
Table II), 11% of men and 7% of women had ever
been tested for HIV. Among those never tested,
most respondents reported wanting to be tested,
76% and 60% for men and women respectively.

Although the findings are not shown, the vast ma-
jority of men (84%) and women (71%) preferred
to be tested at a hospital as opposed to a private
facility or local health center. This is likely due to the
fact that only the district hospital offers HIV/AIDS
testing. Asked about their preference for different
approaches of test result notification, a large ma-
jority of male and female respondents who desired
to be tested were willing to learn their results from
a counselor at the test site and on the same day of
the test (90% or more, with levels slightly higher
for men than women). About three fifths of men
and women (61% and 59% respectively) favored
obtaining their results from an anonymous posting
using a patient number. More than two thirds of men
(68%) were favorable to hearing their test results in
the presence of their partner but more women (74 %)
favored this option. About half of women (54.6%)
and somewhat fewer men (44%) were willing to
learn their results from a community counselor at
their homes. Interestingly, although 60% of untested
females desired to be tested, more than one quarter
of them (27%) reported not wanting to obtain their
test results, compared to only 4% of men. Again,
except for anonymous posting of results, gender
differences in preferred notification approaches
were statistically significant.

Multivariate Analysis
Logistic models were estimated to assess the re-

lationships between the first two outcomes of inter-
est, (ever having been and wanting to be tested)

Table II. HIV Testing Preferences Among Sample Respondents

Outcome

Men Women Chi-square

N

Ever tested

Never tested

Wants to be tested

Do not want to be tested

Among untested and who want to be tested,
preferred notification means
Receive results from counselor at test site
Receive results on same day as test
Receive results through anonymous posting
Receive results with partner present

648 868

72 11.1 60 6.9 8.20"*
576 889 808 93.1
442 764 489 60.5
134 23.6 319 39.5

39.75**

420 95.0 440 90.0 8.38"*
412 932 438 89.6 3.87x
270 61.1 291 59.5 0.18

302 683 366 74.9 4.56x

Receive results from community counselor at home 197  44.6 267 54.6 9.77**

Do not want to know results
Willing to know results

19 43 135 27.6
423 95.7 354 72.4

91.38**

*p < .05;*p < .01.
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Table III. Adjusted Odds Ratios from Logistic Regression of Selected Covariates on Ever and Desire to
be Tested for HIV by Respondent Gender

Ever tested Want to be tested (and never tested)
Men (648) Women (868) Men (576) Women (808)
Adj Adj Adj Adj
Covariate” OR 95%CI OR 95%CI OR 95%CI OR 95%CI
Knowledge
Knows test place na na 2.69 (1.78-4.09) 1.98 (1.05,3.72)
Knows someone with/died 1.77 (0.64-4.90) 1.95 (1.01-3.75) 2.14 (1.08-4.26) 1.08 (0.69-1.67)
from AIDS
Knows up to 5meansto  0.50 (0.27-0.91) 2.43 (0.98-5.98) 1.23 (0.73-2.08) 1.34 (0.87-2.06)
avoid HIV infection
Behavioral risk
HIV infection risk perception
Small risk 094 (0.56-1.56) 1.17 (0.63-2.16) 1.63 (0.80-3.35) 1.57 (1.01-2.46)
Moderate/great risk 125 (0.55-2.86) 0.80 (0.31-2.05) 240 (1.00-5.78) 1.57 (0.91-2.70)
Female/partner now 1.13 (0.44-2.92) 1.75 (0.69-4.45) 0.58 (0.31-1.11) 0.87 (0.51-1.47)
pregnant
Ever told had STI 1.18 (0.41-3.37) 1.56 (0.70-3.49) 0.70 (0.45-1.11) 0.72 (0.25-2.05)
More than one current ~ 1.12 (0.52-2.41) 0.72 (0.31-1.70) 072 (0.50-1.03) 1.14 (0.92-1.40)
partner
Have paid/been paid for ~ 1.01 (0.58-1.77) 0.86 (0.37-2.02) 1.28 (0.69-2.37) 0.92 (0.51-1.65)

SEX

“Reference categories: Knows no place; knows no one with or who died from AIDS; knows none of 5
means for avoiding HIV infection; perceives no risk; female/partner not now pregnant; never told had STI;
has only one current sexual partner; has not paid or been paid for sex. Odds ratios adjusted for respondent

age, education, household income, parity and marital status, as well as other covariates shown.

for both men and women (see Table III). Odds ra-
tios were adjusted for all covariates in the models,
including background factors of respondent age, ed-
ucation, household income, parity and marital sta-
tus. Among men, the only significant association with
ever having been tested was knowledge of up to
five behaviors for avoiding HIV infection, OR = 0.50,
95%CI=0.27-0.91; better knowledge lowered the
likelihood of having been tested. For women, per-
sonal knowledge of someone infected with or de-
ceased due to HIV/AIDS raised the likelihood of
having been tested, OR=1.95, 95%CI =1.10-3.75.
None of the hypothesized behavioral risk factors
were observed to be significantly associated with ever
having been tested for either men or women.
Among untested men, the desire to be tested for
HIV was significantly associated with both knowl-
edge of a test location and behaviors to avoid HIV
infection. Those aware of a testing location were
2.69 (95%CI=1.78-4.09) times as likely to want to
be tested as compared to men who did not know
and 2.14 (95%CI =1.08-4.26) times as likely if they
knew someone with or who died from AIDS as those
without such acquaintance. In addition, reporting a
moderate to great risk for HIV infection also in-

creased the likelihood of men wanting to be tested by
2.4 (95%CI=1.00-5.78) times, while having a preg-
nant female partner or having more than one con-
current sexual partner significantly lowered the prob-
ability of desiring to be tested, versus those without
pregnant partners or with only one sexual partner.
Among women, none of the HIV knowledge factors
was associated with desire to be tested; however, per-
ceiving small infection risk increased the likelihood
of wanting to be tested, by 1.57, (95%CI = 1.01-2.46).

Table IV shows the results from the multivari-
ate regression models that assessed factors associ-
ated with different approaches for HIV test result
notification. These approaches were not mutually ex-
clusive: respondents could indicate a preference for
more than one. The sample used in these models in-
cluded only untested men and women who reported
wanting to be tested for HIV and to know their re-
sults (423 men and 354 women). No factors were
significantly associated with the preference for
anonymous posting of results using patient iden-
tification numbers or learning from a home visit
by a community counselor. Two HIV knowledge
factors were significantly associated with learning
results in the presence of one’s partner: know-
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Table I'V. Adjusted Odds Ratios from Logistic Regressions of Selected Covariates on Preferred Means for HIV Test Result
Notification among Never Tested Sample Respondents Wanting to be Tested and Willing to Know Their Results (N =777, 423

Men and 354 Women)
Community
Counselor at test Anonymous With partner counselor at
site Same day as test posting present home
Adj Adj Adj Adj Adj
Covariate” OR 95%CI OR 95%CI OR 95%CI OR 95%CI OR 95%CI
Knowledge
Knows test place 1.34 (0.58-3.08) 1.48 (0.56-3.90) 0.98 (0.47-2.04) 1.45 (0.80-2.62) 0.89 (0.45-1.75)

Knows someone with/died 0.39 (0.13-1.15) 0.93 (0.42-2.05) 0.68 (0.40-1.14) 0.74 (0.52-1.06) 1.12 (0.67-1.88)

from AIDS

Knows up to 5 means to avoid 158 (0.89-2.82) 1.56 (0.94-2.60) 0.89 (0.58-1.38) 1.58 (1.04-2.39) 0.71 (0.46-1.09)

HIV infection
Behavioral risk
HIV infection risk perception

Small risk 195 (0.63-6.06) 0.94 (0.55-1.62) 0.85 (0.54-1.35) 1.19 (0.72-1.97) 0.79 (0.48-1.30)
Moderate/great risk 136 (0.87-2.13) 0.87 (0.52-1.49) 1.07 (0.60-1.89) 1.12 (0.70-1.77) 0.78 (0.48-1.27)
Female/partner now pregnant  0.73 (0.35-1.53) 0.58 (0.23-1.47) 0.84 (0.51-137) 0.75 (0.44-127) 1.16 (0.76-1.78)
Ever told had STI 0.65 (0.16-2.64) 042 (0.24-0.74) 0.82 (0.35-1.89) 0.72 (0.42-123) 091 (0.51-1.63)

More than one current partner 1.28 (0.63-2.60) 1.09 (0.47-2.50) 1.32 (0.78-2.23) 1.11 (0.62-1.99) 1.21 (0.88-1.66)
Have paid/been paid for sex 1.80 (0.96-3.37) 1.38 (0.60-3.18) 1.14 (0.68-1.92) 1.18 (0.77-1.79) 1.25 (0.85-1.83)

“Reference categories: Knows no place; knows no one with or who died from AIDS; knows none of 5 means for avoiding HIV
infection; perceives no risk; female/partner not now pregnant; never told had STT; has only one current sexual partner; has not paid
or been paid for sex Odds ratios adjusted for respondent gender, age, education, household income, parity and marital status, as

well as other covariates shown.

ing behaviors for preventing HIV infection, which
raised the likelihood of preferring this option by
1.58 (95%CI =1.04-2.39) times over those without
knowledge. Behavioral risk factors also had lim-
ited association with the notification options. Want-
ing to learn HIV test results on the same day as
the test was negatively and significantly associated
with having ever been told about an STI, OR =0.42,
95%CI =0.24-0.74. Overall, the knowledge and be-
havioral risk factors did not differentiate the pre-
ferred options. Examination of the adjusted ORs for
the individual background covariates, such as age,
education, and income, also did not reveal notewor-
thy patterns of association.

The earlier finding of 27% of untested women,
compared to 4% of untested men, who did not want
to know their results compelled a further examina-
tion of possible factors of influence, particularly for
women. Table V presents the results separately for
the untested 489 women and 442 men who desired
to be tested for HIV. This model included only three
background factors from those controlled in models
in Tables III and IV—age, education, and household
income—to focus on their specific patterns of asso-
ciation. When included in the model, the excluded
factors—marital status and parity—did not show any

strong associations. In Table V, only two factors,
both related to individual background, appeared to
be significantly and negatively associated with men’s
desires not to learn of test results. Given the low per-
centage of men who reported not wanting to know
their results, the absence of strong covariates is not
surprising. Being more educated had a lower likeli-
hood of not wanting results relative to being unedu-
cated, OR =0.36, 95% CI =0.15-0.86.

Among women, where the prevalence of not
wanting results was higher, more education was again
significantly associated with a lower probability of
not wanting test results, OR =0.47, 95%CI =0.25-
0.87. Knowing someone with or who died from
AIDS showed a high and statistically significant as-
sociation with not wanting test results, OR =5.26,
95%CI =1.66-16.65, although again small numbers
may have affected the reliability of this estimate.
On the other hand, a woman who perceived herself
at some infection risk (small to great) had a lower
likelihood of not wanting test results for small risk,
OR =0.30, 95%CI =0.17-0.55 and for moderate to
great risk, OR=0.26, 95%CI=0.09-0.78. Women
with some level of education and those who perceive
themselves to be at risk of HIV infection were more
likely to want to know test results, while pregnant
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Table V. Adjusted Odds Ratios from Logistic Regression of Selected Covariates on Not Wanting
to Know Test Results among Untested Men and Women Who Desire to be Tested

Do not want to know results

Men (442) Women (489)
Adj
Covariate” Adj OR 95% CI OR 95% CI
Background
Age
20-24 1.19 (0.75-1.89)
25-29 0.45 (0.90-2.22) 0.94 (0.36-2.46)
30-34 0.15 (0.02-1.38) 0.95 (0.50-1.81)
35-39 0.35 (0.10-1.28) na na
40-44 0.28 (0.03-2.64) na na
Education
1-4 years 0.49 (0.13-1.86) 0.66 (0.31-1.42)
5 or more years 0.36 (0.15-0.86) 0.47 (0.25-0.87)
Household income quartile
25-49 0.55 (0.08-3.70) 0.73 (0.33-1.63)
50-74 0.51 (0.20-1.29) 1.25 (0.44-3.58)
75-100 0.99 (026-379) 064  (0.23-1.77)
Knowledge and behavioral risk
Knows test place 0.49 (0.83-2.89) 1.14 (0.40-3.26)
Knows someone with/died from AIDS 1.81 (0.30-10.83) 526 (1.66-16.65)
Knows up to 5 means to avoid HIV 3.96 (0.16-97.68)  1.98 (0.77-5.09)
infection
HIV risk perception
Small risk 0.69 (0.13-3.72) 0.30 (0.17-0.55)
Moderate/great risk 1.71 (0.36-8.18) 0.26 (0.09-0.78)
Female/partner now pregnant 0.74 (0.12-4.65) 1.51 (0.92-2.49)
Ever told had STI 0.35 (0.02-6.30) 0.37 (0.04-3.51)
More than one current partner 1.23 (0.39-3.89) 1.52 (0.74-3.14)
Have paid/been paid for sex 1.64 (0.68-3.98) 1.07 (0.40-2.85)

“Reference categories: Age 20-24 (men) and 15-19 (women); no education; income quartile 0—
24; knows no place; knows no one with or who died from AIDS; knows none of 5 means for
avoiding HIV infection; perceives no risk; female/partner not now pregnant; never told had STI;
has only one current sexual partner; has not paid or been paid for sex. Odds ratios adjusted for

other covariates shown.

women and those personally acquainted with HIV-
infected persons were less likely to want to know
their test results.

DISCUSSION

This study showed that many people in the com-
munity would like to know their HIV status, with
more men wanting to be tested than women. This
finding was consistent with results from other VCT
acceptability studies, largely health facility-based,
which have shown most participants willing to be
tested. Two qualitative studies with pregnant women
attending maternity clinics, and with men and women
living in rural areas in Uganda, found that most study

participants were willing in principle to take an HIV
test (Kipp et al., 2002; Pool et al., 2001).

The study has also shown that, net of back-
ground covariates in the model, men with knowl-
edge of behaviors to prevent HIV infection were
half as likely to have ever been tested compared to
men with no such knowledge. In contrast, women
with knowledge of prevention behaviors or of some-
one who had AIDS or had died from AIDS were
twice as likely to have ever been tested, compared
to those without such familiarity. The reason for
this gender difference is not apparent and difficult
to establish with cross-sectional data. Women may
have acquired knowledge of HIV prevention behav-
iors from a VCT center, while men reluctant to be
tested may have sought out information from in-
formal sources. The gender difference does suggest
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there may be different informational and motivating
factors influencing men’s and women’s decisions to
be tested. For those never tested, men who knew a
test place or someone affected by AIDS or who re-
ported themselves to be at moderate to great risk
of infection, were more likely as their counterparts
to desire to be tested. Women who perceived them-
selves at risk were more likely as those who per-
ceived no risk to want to be tested. These find-
ings were consistent with other studies that have
found perception of personal risk for HIV infection
to be a major motivation for people to be tested
(Maman et al., 2001). VCT programs may want to
develop strategies enabling individuals to assess cor-
rectly their perception of risk for contracting HIV
and thereby increase the number of persons utilizing
VCT services.

The majority of respondents wanting to be
tested and willing to learn of test results preferred to
know the same day of testing and from counselors at
the test site. The availability of same-day rapid HIV
test kits have made it possible for VCT programs to
satisfy this desire among clients. Programs that have
shifted to same-day HIV testing and result provision
report greater client satisfaction and reduced fear
(McKenna et al., 1997). Another service provision is-
sue currently under discussion among policy makers
and program managers is couple-focused VCT ser-
vices (Allen et al., 2003; Painter, 2001). In support
of this, our study found that two thirds of men and
three quarters of women preferred to learn of their
test results with their partners present. This finding
encourages policy makers and program managers to
develop strategies to promote good communication
between couples on HIV transmission risk and pre-
vention issues, especially through community mobi-
lization efforts.

Despite the high acceptability of HIV tests, less
than a tenth of study participants had been tested.
The availability of and access to VCT services was
limited to two hospitals in this district with a popula-
tion of more than half a million. A higher proportion
of men than women had ever been tested, and more
untested men than women wanted to be tested.
On the other hand, more women than men did not
want to learn of their test results. Significant gender
differences appeared in modeling influences on the
desire for test results. A review of VCT intervention
trials in developing countries reported that only
about 60% of women tested for HIV actually return
for their results (Coovadia, 2000). In many African
countries, women lack the personal control to make

decisions about seeking health services, a situation
that extends to HIV testing (Maman et al., 2001).
Fear of male partner reaction, especially physical or
verbal abuse, has been found to be a major deterrent
to HIV testing and results notification among women
(Maman et al., 2002; Pool et al., 2001).

Participation in this study was limited to women
aged 15-34 years and men aged 20-44 years in the
rural areas of a single district. The age limitations
affect the broad generalizability of the study find-
ings. Nevertheless, the findings carry implications
for program managers, policy makers and service
providers as they consider the design of VCT ser-
vices for resource-constrained communities. Malawi
is predominantly rural and poor. HIV transmission
here and in other African countries is mostly through
the heterosexual pathway, and the age eligibility cri-
teria corresponds to the period when women and
men are most sexually active and therefore most at
risk of becoming infected.

The key factors under the control of VCT pro-
gram managers include raising community awareness
of HIV testing sites, assessing personal risk for HIV
infection, and educating individuals about HIV in-
fection prevention. Testing program managers can
locate their services conveniently to increase uti-
lization, implement appropriate community mobi-
lization strategies to enable individuals to assess
their risk for HIV infection and provide support
and care and services after testing. Because men
and women preferred same-day test, program man-
agers may want to expedite adoption of this test-
ing model. Couple-focused counseling was also an
approach of choice for many study participants, espe-
cially women. However, before adopting this coun-
seling approach on a wide scale, VCT programs
should pilot test strategies, such as improving couple
communication, to avoid increasing the risk of part-
ner violence.
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