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ABSTRACT
Amy RankinWilliams: How Can Male HIV Testing Rates Rural, Southern Malawi
Be Increased?
(Under the direction of Suzanne Babich)

Background: Mul anje District in Mal awi
prevalence rates with7% of residents testing positiveMen test at lower rates than women
and are more likely to seek testing and treatment once the disease has progressed.

Methods: This explanatory sequential mixed methods approgetmlvath analysis
of secondary quantitative data collected in January 2014 (time 1) and April 2015 (time 2)
from 174 men and 251 men, respectively, by a nongovernmental organization,/S®al
Interfaith Alliance providing HIV education and testing. Tveéample #tests were run to
determine variation between time 1 and time 2 on selected variablesq@neand ttests
show relationships between selected variables and having been tested. Qualitative data was
collected from 84 participants representingmbiving in ruralvillages, healthcare providers
and opinion leaderQualitative descriptive analysis was usedl he Theory of Planned
Behavior provided the conceptual framework.

Results: Quantitative data analgsevealscomprehensive knowledge imased and
demonstrating comprehensive HIV knowledge was significantly associated with getting
tested in time Zp=.053) The percentage of men having been tested did not change
significantly and stayed stable.e¥l cited fear of learning their HIV stat(#6% of men)
fear of rejection by partners and wi@s$-16% of men)xand discriminatior{8-12%)as the

most common reasons they do not get tested for H&. of men named wives and 24%

A



named governmental health surveillance assistants (HSAs) as havgrgatest influence

on their opinions about seeking health care. The qualitative results demonstratentheg m
fearful of being seen at test sites (23% of responses) and fear discrimination (19%). Men
anticipate depression and suicidal thoughts if fopositive (19%) Village men perceive

GAIl A6s servi ces azlmicsfazsetap taigmatize vehentsexeking BN d
testing and treatmeritike the quantitative results, the qualitative findings indicate that wives
have the greatest influence tvem to get tested (76% of responsesijets (40%)and
governmental HSAs (21%re strong influencers on male HIV testing behavior. Village men

speak most positively about demrdoor HIV testingas an intervention.
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CHAPTER ONE: INTRODUCTION

Statement of the Issue
Malawi, Africa has one of the highest HIV presate rates in the world with 10.3
percentof adults (1549 years) cuently infected? This rate variegreatly within the
country. For example, HIV prevalence amongwem is 13 percenfor men it is 8 percent.
The southern region has the highest prevalgritte17 percent ofadultstesting positie. *
HI'V is Mal awi 6 s | e a duntimgfor 25gpercemf albdeathsidhet al i t y a
Malawi Ministry of Health has made universal HIV testing a priority as seen by mandating
optout testing in all health care faciliti€and its widescale adoption of prevention of
motherto-child HIV transmission (PMTCT) prograntsJptake of testing is not
comprehensivehowever. Seveny-three percent of women an@ percentof men have ever
been tested. Knowledge of whereggittesedis not a barrier as over 96 percehtll adults
know where to find servicesGet t i ng t est ed agtatls dercausigiforg one 0 ¢
prevention and caréAnti-retroviral treatmentART) has been shown to dramatically reduce
HIV transmissiort® as well as morbiditand mortality 10
Across SukSaharan Africa, a gender imbalance exists with respect to accessing HIV
testing and treatmenit:? This is partly due to the scale up of PMTCT programs targeting
women*? but even controlling for the intervention women still test at higher rates and
maintain greater adherence to ART than riéhAnd while antenatal caggrograms aspire
to involve men in prevention and testing activities, their attendance is consistentty low.

Mends | ower t e s tinthegloweautilieasion af healthisesvicdsasc t e d



compared to womert As a result, they are more likely to delay treatment for HIV until they
are symptomatic and have low CD4 coumslicating suppressed immiyiand thus
experience higher mortality once initiated on ARE> Low male testing rates may also be
reflective of low interest by program providers andeegshers® In Africa, interventions
targeting pregnant women and higbk groups like mine workers, truck drivers and sex
workers have been prioritized.Their focus on wmen is well taken; women have higher
prevalenceof HIV at younger ages than mdfor womenn Malawi aged 3634 years21
percentare HIV-positive compared thl percenbf men the same ageWhile men in truck
driving and mimng benefit from such interventions, in Malawi the population is primarily
agrarianIn addition to the differences in heakleking behavior between men avmimen
there are other important distinctions necessitating study to understand the barriers and
facilitators to HIV testing among men. For example, interventions describe the difficulty of
locating men during the workweek when they may be at the market, in the fields or working
as migrant laborer$l’ Gender roles and masculinity constructs inform behavior as well as
demonstratet y study results showing men consider
s p ac4dd® o

In the last decade in Malawi, HIV testiagd treatment have beconvalely
availableaided in large part by a global commitment to provide services, improvements in
testing procedures and the rolit of free antretroviral medications. The 2@1nternational
Al DS Conference heralded Atreat ment as preve
given a person on ART has a lower viral load and is less likely to transmit HIV. Adult HIV
knowledge and test taking have increased concurrémtiy2014, UNAIDSoutlined its 90

90-90 strategy having a goal of @@rcentof people living with HIV knowing their HIV



status, 9@ercentof thosereceiving treatment and Y&rcentof those receiving treatment
having suppressed nal loads by 20@.2° However, approximately half of allalawianmen
and a quarter of all women still do not know their seiaius Attention to male uptake of
HIV testing and treatment is crucial to reduce HIV incidence dixSAnorbidity and
mortality.

The purpose of this project is to examine how male rates of HIV testing in Mulanje
District, southern Malawi, can be increased. | use a mixed methods approach to examine how
the Global AIDS Interfaith Alliance, a nongovernnedrorganization providing HIV testing
and counseling services, can play a leadership role in increased male testing uptake.
Background

The following paragraps descr i be Mal awi O0sreliggupul ati on
leadersdifferent types of healthrpviders étate faith-basedand norgovernmentgland
gender factors influencing healtieeking behaviord his discussion providea context for
understanding the individuals, systems, and
testing services.

Population Overview

Like its neighbors Tanzania, Mozambique and Zambia lacked Malawi was
carved out by colonial rulers and became independent of British rule in 08&4.80
percent of l6B6nalliocpeopla liveiryréra areas andmnd on subsistence
farming and small household businesses for their livelidddhe high fertility rate of 5.7
children per woman (6.1 for rural women) and AtlBated mortality of adults in their
reproductive years lgas a youg population where 49 percearechildren15 years or

younger® Overall the proportion of men and women having some primary education is



about the same, 65 and 64 percent respectively higtier percentages of rural popidas
having no education (I3ercenof men and 2percentof women)as compared to urban (5
percenof men and $erceniof women)® Gross national income per capita is 270 USD.

Traditional Authoritesand Healers

Traditional authoritiegncludevillage, townand area chiefaho play an
administrativeand culturafunction in Malawan society andovernance. Thelyavede jure
andde factoauthority and roles including preserviagltural practices ahthe public peace,
overseeing funeralsdjudicatng family and propertyisputes negotiatingpartnershipsvith
NGOs and distributintand.?? Chiefsare recognized by civil and nagovernmental agencies
as arbitrégors of village life and engaged for implementation of commtieig| activities
like healh campaigns:*®1°Traditional healerare practitioneriving in the villages and
practicing healing based on traditional understanding of diseases and their causes including
ancestral spirits, bewitchmeott bad luck?® Theyplay important rées in health seeking
behaviors For example, one sty found that 33 of 89 TB patients visited a traditional healer
before seeking regular medical c&rand 37 percendf 498clientsat a clinic to treat
sexually transmitted infectiorigead sought treatment fromraditional healer before seeking
clinical care?®

Religious Leaders

Approximately 77 percent of Malawians identify as members of Christian
denominations and 15 percent as Musliine remainder identify as praabihers of African
traditional religionsRoman Catholics make up the largest group of Chris{@mperceny
while mainline Protestants (Anglicans, Methodists, Presbyterians) repregesric2fand

evangelical an@entecostainembers comprise 3#&rcentof the Christiandentified



population?®?” Religious organizations playcntral role in rural Malawandare the most
common formal organization®. Theyfrequently provide the only reliable infrastructures,
i.e. hospitals, schools, and caading services, reaching rural villagésThe leaders have
frequent contact with members and are among the morbylegteemed and influential
members of their communities.

Mal awi 6s Health Systems

Health care in Malawi is provided by governmental,-gomernmental and chureh
owned f aci | freegoesmentMedksgstem i based on the primary health care
model whereby small regional clinics and hospitals provide basicnzhneing diagnosis,
treatment of common diseases and family planning services. The small hospitals provide
some inpatient and basic labodagtelivery care. Thegnake referrals to district hospitdts
minor surgeries and complicated obstetrical cases including cesarean sections. The highest
level of care is foundt central hospitals providing tertiary céikee major sugery and
intensive nedicalcareThe government 6s facilities face
to providing adequate health care with chronic shortages of health care workers (up to 40
percentshortfall of nurses) and basic lack of resources, especially in the praméry
secondary sites, like reliable electricity, running water and working equipment.

There are 124 registered international and 162 domestigovernmental
organizations in Malawf® These provide health, ecational, environmatal, policy-oriented
services and economic development. The international organizations providing health
services includdHPIEGO(Johns Hopkin&Jniversity), World Vision International,

Medecins Sans FrontierBamilyHealth InternationalPartners In Hdth and the Elizabeth

Glaser Pediatric AIDS Foundatiohhese and other, smaller international and domestic



organizations provide a range of health servicepetific orwidespreadgarts of the

country. For example, Partners In Healibilt Neno distrit 6 s onl y hospital an
10 health cente”8 while World Visionwor ks i n 26 of Mal awi 6s 28 d
health and nutrition statu¥.The consistency and quality of sengagan vary greatly from

universitybased projects such as tBIC Institute for Global Health & Infectious Diseases

N
o

projecti n t he capital city of Lilongwe 0 the
The Christian Health Association of Malawi (CHAM) consists of an extensive
network of Roman Catholic and Protestant chwoaimed health facilities providing an
estmated3®@ 0 percent of the countryds hedért h car
personnel cost$® The CHAM hospitals charge patients fees, except for a few services such
as maternity care now covered by Ministry of Health (MOH) reimbursement. The facilities
must comply with all MOH regulations.
GendemMNorms
While multiple expessions of male and female gender roles exist in Malawi, there is
a general consensus in the literature aboumative beliefs concerning gendefalawi

women are descri bed &andWWisgdnaisaiety wheraltheg andnp o we r e

men Astill embrace cultural values and nor ms
mar gi nal i z¥Ildn ghem psrétdi cl e AHuman Rights Disc
Al DS in Southern Malawi, o Nicole Hayes descr
boys and girls. The el der women | eading the
aretoldthafisex i s an i mportant parits odsifaknmidry tliirf

woman shoul d not r &This enatdhedby amale demseaf s ex . 6 0

entitlement to demand sex atid acceptability obeaing their wivesif they disobey. As



Hayes notes in citingnother study, the 2004 Malawi Demographic and Health Survey

reports that over onthird of Malawian women believe that a man has the right to beat his

wife when she refuses séXNotions of masalinity in Malawi uncerline male sexual

aggressiof® inherent promiscuityand their role as the primary decision makers and head of
householdvhere male intelligence is presumed to be higher and it is typical for ngntoo

persiade women of their perspectivés3’ Sexual power imbalances are mirrored by

differences in educational and income indicators between men and wodi@nly 26

percent of all children complete primary school (equivalenttgr@de) and of these only 16

percentare girls3®A report by Mal awi 6s Minister of Gen
presentedn 2013to the United Nations citakefi bur den of care that wom
caring for people with HIV], poverty among W
and resistance 3*Somelartckesiandports warrhagamnst eonstruing

Mal awi an women as simply fAvulnerable women, O
iNavigating the Al DS “Womdnemay eagage in rigRyubehavior Ma | a w
such & turning to other partners for material goods, because they are not suaifitfitueir

own husbandgrtos eek r evenge f or tlLikeemen,théymaymsan dos i ni
make fAcompr omi snelontinue to havefffairs beitteduteysk of HIV

infectionby being selective in their partners and reducing their nunf8ésd, there may

be some actionrsndi nt er venti ons that may 1 nanekhgse a w

power. These inalde divorce, increasing their economic power, and educatitn



Importance and Rationaleof this Study

Located in the fired zoneo of Africa, Mal a
prevalence rate¥Yomen have bomeithe greater burden witheir higher HIV incidence,
social norms emphasizing a subservient role, artdeprimary caregivefsr people with
AIDS. As a result, interventions have logically focused on women and howuoe ¢heir
susceptibility to AIDS. The scal@p of antenatal care programs providing-opt testing and
free treatment of HIV for mother and neonate hgvee at | y i ncr eased women
and treatmemntates These efforts have been successful aseewidd by thelramaticincrease
in the percentage of people etested for HIV from 1percentof men and women in 2004
4110 the current levels of 53 percent and 73 percent, respectiveyinffoduction of life
saving medicabns not onlyaffect the longevity of the individual but alseake the person
less infetious

Despite these positive developmertgender imbalance existhereby men are
getting tested at lower rates and presenting later for treatment increasikglthedd of
poor outcomesThis is problematic for men and women alike. If men are not getting tested,
they do not know their serstatus and may infect their partners. They are also passing up the
opportunity to get antiretroviral medication in a timetgnner A 2009 mixed methods study
of ART seeking behavior in HAhfected adults in rural Malawi found that male gender and
never being married were risk factors for late presentation for ZRTale gender anthde
older agan Malawi have been associatedth early death while on AR@nd appears due to
menseeking services only after they have an advanced stage dfHhereased male
testingleading to earlier ARTan hus have a measurable impact on individuals, families and

communitiesandalso at the population level.



A final reasorfor the importance of undertaking this project is the dearth of studies
on the question of how to increase male rates of HIV testiagh@following literature
review demonstrates,he r easons for mends avieludethearn t o t
perception of hospitals and clinics to as female spacesfdreilth workers as
unprofessional and not maintainiognfidentiality. Depite this knowledge, there are few
interventions specifically targeting men as a 2014 systematic review of strategies to increase

male testing in suSaharan Africa found?



CHAPTER TWO: LITERATURE REVIEW

Givenmenin the high HIV prevalence country of Malawi seek HIV testing and
treatment at lower rates and later timiess important to understand facilitators and barriers
to male uptake of HIV testing@.he following page describe the methods alivttlings of ths
literature review and the related implications and future resefinehTheoryof Planned
Behavior is introduced because it provides the theoretical framework for the literature review
and study.
Methods

A search of PubMed was completed because itaomsma large collection of peer
reviewed journal articles spanning several disciplines including public health, global health,
AIDS, nursing medicine and social science and was recommended by the UNC Chapel Hill
public health librarian. Snowballing wamployed to identify relevant citations in the
bibliographies of all articles meeting inclusion criteria. Governmental and intergovernmental
websites and reports are not included in the review but are noted here because they provide
important statisticsoHIV incidence and prevalence and seeeamnomic and demographic
indicators. These include the Malawi Demographic and Health Survey 2010 and websites of

the World Bankttp://dat.worldbank.org.libproxy.lib.unc.edu/country/malaWiNAIDS

http://www.unaids.org.libproxy.lib.unc.edu/en/regionscountries/countries/makavd/

Centers foDisease Control

(http://www.cdc.gov.libproxy.lib.unc.edu/globalhealth/countries/malawi/

10


http://data.worldbank.org.libproxy.lib.unc.edu/country/malawi
http://www.unaids.org.libproxy.lib.unc.edu/en/regionscountries/countries/malawi/
http://www.cdc.gov.libproxy.lib.unc.edu/globalhealth/countries/malawi/

Search Strategy

The primary concepts of this review are HIV testing, men amdSaharan Africa.
Table 1 shows the enumerated search strategies by search terms or activity. Strategy 1
limited testing to men in Malawi and publication dates beginning in 2006. The starting date
was selected to ensure articles would be found desgriben(now) prevalent use of rapid
HIV tests; these were not widely available before 2004 when tests requiring a couple of
weeks for results wertde norm The delay in learning results negatively affected testing
uptake. Strategy 2 was employed to wides geography to SeBaharan Africa. The final

strategy includes snowballing from the artidiegnd in strategies 1 and 2.

Tablel. Search Strategy by Search Term/Activity

Strategy Search Term/Activity

Strategy 1:| PubMed: (HIV) AND (male OR males OR men) AND
(test[tiab] OR tests OR testing OR tested OR screen[tiab] ¢
screened OR screening[tiab] OR mass screening[MH]) AN
Malawi (for dates from 01/01/20088/26/2014)

Strategy 2:| PubMed: (HIV) AND (male OR males OR men) AND
(teq[tiab] OR tests OR testing OR tested OR screen([tiab] C
screened OR screening[tiab] OR mass screening[MH]) AN
SubSaharan Africa AND rural (1/1/2009/1/2014)

Strategy 3:| Snowballing from articles found in strategies 1 and 2

Inclusion and Exclusion @eria

To be included in the search, articles had to meet the following criteria: 1) written in
English; 2) differentiation of adult male subjects; 3) subject of study is HIV testing and
associated knowledge, attitudes and behaviors; 4) identificatioaroérs and facilitators; 5)
rural population; and, 6) publication after January 1, 2006 for articles about Malawi because
of t he c o-05mdl-ouyodfee d@hte@oviral medication and rapid HIV testing.

Criteria for exclusion were the follamg: 1) description of neisub Saharan African
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populations; 2) lack of distinction between male and female study sulgedt8) subjects
under age 13 years

Article Review

A scan of the titles of all 556 articles led to the closer reading of 73 abs#tac
abstracts from the first strategy, 11 from the second strategy and 17 from the third). Articles
were reviewed to see if they specifically studied barriers and facilitators to HIV testing. The
barriers and facilitators could be related to the sgirch as the patient flow at a hospital or
attitudes of health care workéP<¢3or intrinsic to the individual or community as in the case
of notions of masculinity?>®perceived risk®4*and demographic factors like marital status
and age®>*°All studies are corerned with the outcome, namely, HIV testing. They differ
with respect to the independent variables of interest. Some studies focus on demographic
factors while others are concerned with the attitudes of the men as drivers of behavior. Other
studies examinthe acceptability of different modes of HIV testing like hebased HIV
testing’4"*8providerinitiated testing, antenatal cae settings providing preventianf-
motherto-child HIV testing'® and communitybased HIV and health prograr$?

The reasons why 50 of the 73 closely radttles were excluded are summarized in
Table 2 Several useful studies described-teging knowledge, attitude and behaviors but
did not distinguish between men and women and/or did not describe the facilitators and
barriers to testing®4°>! Another frequent reason for exclusion of articles was an explicitly
urban population such as those fouadty, i n Mal a
Blantyre >>>* Studies set in urban settings such as the maternity district hospital of Lilongwe
and attracting rural populations were includegd Other excluded studies were those about

participants who were not representative of the larger population, i.e. healthcare Wakers
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no longer relevant due to techagical advancements in test taking like an experimental

study of incentives to learn HIV test resutfdDescriptive, qualitative, observational
(quantitative) and experimental studies were included. It was deietpedant to

understand the context of HIV testing, gender roles, and culture and thus qualitative studies
were included. These include the perspectives of men, women, health care providers and

government officials.

Table2. Numbe of Articles Excluded by Reason

Total articles

Reason excluded
No distinction between male & female HIV testing 17
No description of facilitators and barriers to testing 13
Study conducted with urban population 8
Male HIV testing not a focus of study 8
Study participants limited to certain populations, e.g. health

workers 3

No longer relevant due to changes in testing technology 1

50

Findings

In the following paragraphs, search results by strategy, methods of reviewing the
literature and cohergethemes are described.

Search Results by Strategy

Table 3shows the enumerated search strategies by search terms or activity, total
articles found and articles included in this review. Strategy 1 identifies 214 articles and of
these 12 meet inclusionit@ria. Strategy 2 uses the same search terms except widens the
geography from Malawi to SuBaharan Africa. This second search strategy iden8#6s
articles and of these 5 are included in the review. Finally, snowballing from the ddighels

in strategies 1 and &irns up another 6 papers totaling 23 articles for this review. The third
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strategy has the highest ratio of qualifying studies because the text of the originating articles

in which the citations are found generally make explicit the coaadphterest.

Table3. Search Strategy by Search Terms and Articles Found and Included

Search Term/Activity Total | Included
Articles in
Found | Review
Strategy | PubMed: (HIV) AND (male OR males OR men) 214 12
1 AND (test[tiab] OR tests R testing OR tested OR

screen[tiab] OR screened OR screening[tiab] OR
mass screening[MH]) AND Malawi (for dates from
01/01/2006- 08/26/2014)

Strategy | PubMed: (HIV) AND (male OR males OR men) 325 5
2: AND (test[tiab] OR tests OR testing OR tested OR

screen[tiab] OR screened OR screening[tiab] OR

mass screening[MH]) AND SuBaharan Africa AND

rural (1/1/200 - 9/1/2014)
Strategy | Snowballing from articles found in strategies 1 and 17 6
3:
Total articles meeting inclusion criteria: 23

Review Mehod

The method of reviewing the literature entails using tabular analysis to categorize the
studies by author, title, findings, design population, facilitators and barriers. All articles are
doublechecked to ensure they meet the inclusion criteria @adl completely throught
least twice Appendix Ashows all elements of the analysis.

The literature review includes one experimental study and 13 observational studies;
ten of these are crosectional design and three are prospective cohort. Thete@mixed
methods, four qualitative studies and three literature reviews. One of the four qualitative
studies is a Masterodés thesis completed in

based in Malawi, three more lead authors are in other Afriaions and 13 of the 23

articles include African authors. This is noted because of the importance of including African
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perspectives in the design and evaluation of studies. The studies are published in nineteen
journals. TheAmerican Journal of Public Hdth, AIDS BehaviorTropical Medicine and
International HealtrandAIDS Careeach include two of the articles cited in this literature
review.

Theoretical Framework

With the goal of advancing the theoretical understanding of the variables influencing
mento get tested for HIV, the Theory of Planned Behayl®tB)is used.The TPB isused
to organizehe literature review findings and serves as the framework for this Sthigy.
theory is selected because of its widespread use as one of the more prtraorest in
health promotion researct high use in HIV research studies in African sett#{g&®! and
emphasis on both the individual and normative variables influencing behavior. The Theory of
Reasoned Actioff (TRA, built upon by TPB) and the Theory of Planned Behdfiassume

the best predictor of a behavior is the intention to perfo(seg kgure 2). %!

3

!

- =, y n —_— ————
[ F)‘ —-—-)»‘ Intention H Behavior

'

Figurel. Theory of Planned Behavior Conceptual Framework
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The intention $ informed by the attitude toward the behavior and by beliefs about
what is valued and others expect a person to do (subjective norms). The Theory of Planned
Behavior adds a third variable affecting intention to carry out a certain behavior to the TRA
modd, namely perceived behavioral control. This last factor reflects personal beliefs about
how easy or difficult performing the behavior will likely 5&Perceived behavioral control
can reflect external factors likkBstance from a clinic, availability of time or social support as
well as internal factors like ability, skill and informatiéfilt is related to the notion of self
efficacy, namel y, a piestoadchieve diffeferdgleveledf i n t heir
performance attainment. Like the other two variables, attitude toward the behavior and
subjective norm, perceived behavioral control influences intention. However, it can also
influence behavior directly in situationyere behavior is not under the control of the
individual. The conceptual model shows a dotted line arising from perceived behavioral
control because it is expected to moderate the effect of intention on beffaviuderlying
each of these three direct measures are the indirect measures. For example, attitude is
determined by the individual 6s beliefs about
behavior (behavioral beliefs). Positive behavioral beliefs producsitve attitude.
Similarly, normative beliefs, whether important individuals approve or disapprove of
performing a behavior, can inform a personos
are influential and important believe a certain behaviorlghoel performed, that person is
more likely to hold a positive subjective norm. Finally, control beliefs are also positively
related to its related direct measure, perceived behavioral control. Control beliefs have to do

with the presence or absence ofifftators and barrier$?!
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For purposes of thigerature review andualitative research, | focused on the shaded
areas of theonceptual framework found in Figurerfamely the variables informing
intention. Tlese variables form the basis for myalitativequestionnaire to understand the
factors influencing men to get HIV testing.
Themes

The literature was coded for themes that emerged and were organized according to
the TPB frameworkThese themes werdentified and grouped in this mannesised on
studiesapplying theTPB to HIV studies in Africd®*°and reading about the concepts behind
each of these three TPB variabfé$1%4 created a tabllsting the themesind enumerated
t he t hemes ineazlpopteedd aticles ensluded in this literature revibmenty
five themesmergedn the articlesand wee tallied Thethemesgrouped undathe TPB
variables and the number of times they appear in tiielas are presented in Table@f the
25themestwelveare mentioned in three or more articles and are includedyurel. The
figureis color-codedto indicate the five greethemesertaining taheattitude toward the
behavior variable, blue to identify the falemesgelated to subjective norms aret for
themegelated to perceived behavior contMihile not included in the TPB model, a fourth
variable, demographic characteristicsjiscussed belows they can have positive or
negative associations with HIV testine characteristics are mediators; they do not directly

affect outcomes.
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Table4. Three Variables (in dd) and their Related Zbhemesand Frequency

Attitude Toward the Behavior (Green)
Perception of risk
Stigma
HIV knowledge
Fear of HIV
Work obligations
Self efficacy
Exposure to media
Reluctance to learn status
Receipt of livelhood support
Number of sexual partners
Subjective Norm (Blue)
Role of male peers
Female spaces
Masculinity
Community sensitization
Male gender roles
Relationship unity
Sexual intimate partner violence
Perceived Behavioral Catrol (Red)
Concerns about confidentiality
Perceptions of health workers
Location of services/convenience
Clinic flow & infrastructure
Counselor's sex
Worker assistance with results disclosurg
Timing of testing service delivery
Lack of privacy

R INININDNINW|A O[O

R IN[N|~ o101
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Figure2. High-frequencyThemes Found in Articles & Grouped by Colapded Variables

Variable1: Behavioral Beliefs and Attitudgeolor-coded green ifrigure 1)

The studies included in this review naseveral temes namely, perception of risk,
fear of HIV, selfefficacy and the ability to act, exposure to the media, work obligations
making testing difficult and receipt of small grants and goods to incentivize testing
(livelihood support)t®1844.46.6566rhis review finds that sekfficacy, HIV knowledge,
increased sense of risk, receipt of livelihood support and expimsoredia are facilitators to
HIV testing.t>¢4%B ar ri ers to HIV testing are reluct a
stigmatization, lack operception of risk, fear of learning test results, higher number of

sexual partners and work obligatioh&19:65
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Variable2: Normative Beliefs an&ubjectiveNorm (color-coded blue in Figure)l

This variable concerntsh e nor mati ve beliefs impacting
respect to these beliefs and HIV testing, the articles idegeifigler constructs and roles,
notions of masculinity, what it maa to be a man in StBaharan Africaandhow these
affect healthseeking behavior and the roles of the individual, couple and commtihéy.
most frequently cited themdnd role and attitudes of male peaan impact male HIV
testing121>43Kranzer et al. find in theircrosse ct i onal study that menod
in rural Malawi is associated with cluster refusal rates, namely, the approximately 30
householdsinhbtei r | mmedi ate vicinity. Additionally,
the sex of the health worker suggesting that hiring male staff may increase male testing rates.
67 Nyondo et al. name several promotingéacts t o i ncrease mends par:t
antenatal care programs to prevent HIV transmission including a male peer approach that is
Aculturally appropriateo because It entails
men in a country where thestamajority of health workers are femdfe.

The literature is consistent in describing masculine constructs as requiring men to be
strong, economically productive and disease ffg8jndependent and resiliedt,all
knowingand dominant? Studies find there can be negative and positivetéddtg
behaviors associated withagculinities. Siu et al. offer a useful framework for understanding
the different masculinity constructs in their qualitative study of men in rural Ug&nideeir
findings suggest there are two forms of masculinitig based on respectability and the other
on reputation with some ideals shared by both. The former is widely endorsed by society and
affirms the obligations of marriage, providing for the family, fidelity, hard work and
demonstration of wisdom and respéudlity. The other form, reputation, is accrued by

Omasculine activitiesd and shaped by percept
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concern with strength and the capacity for hard physical labor. The respectability form of
masculinity encourages HIVdeng and treatment while the reputational form undermines it.
Skovdal et al. undertake a qualitative study of men and women in Zimbabwe and similarly
find that masculinity constructs discourage and delay HIV service uptake and ART
adherencé? They report that notions of masculinity imply men are in controkradwing,

strong, resilient, disease free, highly sexual and economically produdtiese conflict with

the role of the HIV patient requiring them to adptitysical limitations, feel reprimanded by
health workers, play a submissive role and e
experience hospitals and clinics as female spaces because women are the overwhelming
consumers of health care, particularly masgrinfant and child health related services. Men
report they find visiting a clinical setting as uncomfortable, belittling or shanteduthem,

the sites are unfamiliar, full of women and children with whom they must stand in long lines,
and suggest &ilty. 12181955Community sensitization is the final themsdated to subjective
norms andnforming male testing. It consists of educational campaiglying on opinion

leaders like chiefs, religious leaders, district health workers angovgrnmental

organizations to educate communities about HIV prevention and treatment and normalize
healthseeking behaviors for men. Three studies found posits@cagions between such
campaigns and male testihty:%8and dliterature review found it increased acceptability for
men.14

Variable3: Control Beliefs andPerceivedBehavioral Contro{color-codedin red)

The third variable, perceived behavioral control, reflects personal beliefs about how
easy or difficult performing the behavior will likely be. This variable is approached through
an understanding of the different types of point of care sites and the barriers and facilitators

they offer to encourage testinfhe sites named in this review include the hospitals and
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clinics (described in 5 articles), home (described in 4 articlegnatal clinics (4), mobile
services (2), communiigased campaigns (1), and workplace (1). The following description
of the sites begins with those more frequently described in the articles. The five articles
describing hospital and clinigased testing ahrelated provider initiated testing and

counseling (PITC) consistently describe how men wuodieze health and HIV related
servicesMen consider hospitals and clinics to be inconvenient and have concerns about the
health worker attitude$21>18196569'hese concepts are discussed below. As a result, men
only voluntarily present for HIV testing once they ayenptomatic meaning there is high
uptake but less coverage of the population. Four articles describeldased testing. A
prospective cohort study finds it is not as effective at reachingfehile an experirantal

study finds homéyased testing leads to more HIV testing and is as accepted by men as
women® Two literature eviews of homébased HTC amongfrican men find this type of
testing to be as acceptable among m&women andffective in increasing coupldTC,*®
although one notes mends high mobility and w
them and can increase costCoupke HTC is promoted principally in antenatal clinics in

high HIV prevalence countries. The three stutfiéd*3and one literatur¥ review show that

few men accompany women to antenatal care services and special interventions targeting
men are needed to increase their participation and testing. A qualitativé®>dtndy that

couple testingdiscourags t esting by men because it threa
behaviors. Mobile testing can be more popular with men than women as aliéseghstudy
reported 3perceniof men and 1®ercentof women testing at these sittsHe ns e n 6 s
literature review describesctusterrandomizedrial conducted in several countries showing

mobile HTC increasedperceetios HIV testing by 45
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The studi es demon s twviomltcentromneshaped pedealthe i ved b
care workers and how they are perceiade articles describe concerns with their
confidentiality being respected, two of these with respect to antenatal care séttitgs
regarding health care facilitiés®®and one in hombased settingé Health workers can be
positively viewedas when thepelp men disclose their test results to their partfensare
community members trained as HTC counsef8rBaree other articles describe negative
perceptions of health caveorkers such as their lack of professionali€mnd feeling judged
and reprimanded?*°Convenience of HIV testing services is described by three studies. |
the first, distance from services is not associated with ever being%asteite two other
studies suggest distance is a barrier to testiig.

Variable 4 Demographic Characteristics

Although it is not linked to a TPB variabldemograhic characteristics are included
here because important associations can exist between them and HIV testing. This variable
consiss of items that cannot be easdizanged like age, tribe, religious affiliation and
educational attainmentheseattributesarerecordedoy many countri esd Dem
Health Surveys and other studies to describe important population characteristics. The traits
are examined as to wiheer they have an association with HIV testifigey are mediating
variables and do not directly affect outcomBsis review finds that higher soeeconomic
status, as measured by wealth quintile, younger age, and urban residence are positively
associaté with HIV testing°46:6567.6Ryral residence and older age are negatively
associated with HIV testing>¢ Two articles find positive associations between education

and testing®®%and between being married and testitfjwhile one study on test refusal in
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rural Malawi is identified showing a negative association with education and being married.
67
Discussion

This literaturereview examines the fditators and barriers to male HIV testing in
SubSaharan Africa. It organizes ttieemesaffecting HTC uptake undéhne three TPB
variablegqattitude toward the behavimubjective normperceived behavior contijchs well
as a fourth variablelemograplt characteristicsThe facilitators of male HTC are: self
efficacy, HIV knowledge, increased sense of risk, receipt of livelihood support, exposure to
media, male staff, community sensitization, higher SES, younger age, higher education and
beingmarriedBar ri ers to HTC are: reluctance to | es
lack of perception of risk, high number of sexual partners, work obligations, view of clinics
as fAfemale spaces, 0 perceptions oft health wo
confidentiality and distance to a HTC sildere are certaithemesunique to men. These
include the role of their male peers, percepg
and notions of masculinitythes e f goredence s positively negatively impactnale
HTC. For example, the articles suggest that male peers can have a strong influence on other
mends att it udAeksycandusianroithistresiewtid thiitg facilitators and
barriers are well understowdhile the attribute of asuccessfumaleoriented HTC program
are not This review identified only onarticle about analespecific intervention.
Limitations and Future Research

This review indicates there are few studies on men only. Over 500 articles are
suggested byhe search terms, 23 meet the criteria and of these only 9 explicitly address

mendés testing. This may be in part due to th
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transmission in many countries as well as the fact that women are higher health care

consumers. Also, neagovernmental organizations and large funders focus their attention on
women and chil dr en. As mentioned earlier, t h
incidence than men. However, there appears to be-aipabts-all approach wan instead

services to men should be tailored to meet their needs. As Hensen et al. write in their 2014
systematicreviewst r at egi es t o i ncr -Sahagran Afm@an 6id el V t es
intervent i on s“Thaeispaap betveen the faitlyyabust knowledge of

barriers and facilitators and the actual design and implementation of programs targeting men.
This raises important implications for policy makers and practitioners. For example, hospital

and clinc administrabrs should evaluate the current sensitivity with which health care

workers treat their clients and their privacy. They may undertake activities directly targeting

men like holding malenly clinics operated by men. Likewise, aRgavernmentahgencies

operating in SSA should consider adopting or adapting programs for better male uptake. For
example, the systematic review by Hensen et al. shows promising outcomes for community
based mobile and honrtmsed testing?

There are important gaps in the literature pointing to areas of future research. First,
could men be trained as lay health workers, a role normally played by women? As described
ear | i er rtakingebahavsor andensasculinity constructsiafiienced by their peers.
Second, are special interventions needed to target older men given their lower rates of
testing? Four of the six articles describing age find a positive association between younger
age and HIV testing; one study finds no assamednd another finds a negative association.

For example, a crossectional study finds that men aged435had 1.74 times higher odds of

refusal than men under 25 A prospective cohort study of men and womeruiral Malawi
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found that older men are less likely to test for HIV than men closer in age to their partners.
The same study found that young Malawian men and women (mean age of 24.8) are getting
tested at relatively high rates (as compared to DHS dat@gtezly, and not just during
pregnancy?® A prospective cohort study on the HIV prevalence and sexual behavior at older
ages in ruraMalawi finds that men aged 65+ wheported having sex in the last year, had
an arerage number of over one sexual partner, and that men agedrz@l a significantly
higher prevalence of HIV than men aged45%° Third, what does a successful male
oriented program look like? This literature i@~ found only one study targeting men,
namely, an assessment of pbased and structural strategies for increasing male
participation in an ANC setting. Even Hensen
testing in SSA included studies of both nam womerand nondocused on meonly.

The following chapter describes the research questiory atots and methodology.
use secondary data collected program evaluatiowith aninstrument that includes TPB
conceptsl developed an interview guidgructured around the TPB concepts and based on

the literature review and secondary data findings.
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CHAPTER THREE: RESEARCH DESIGN AND METHODOLOGY

This chapter begins with a discussion of iegearch question and study aifdext
thestudy design (explatory sequential mixed methodsjudy settingdata collectiongdata
analysis methodsnd IRB and ethical consideratioa® described
Research Question and Study Aims

This study will develop a plan for change for a fgmvernmental organization,
Globd AIDS Interfaith Alliance (GAIA) providing HIV education, prevention and testing
services in rural, southern Malawi to improve male rates of HIV tedtibggins with an
examination of secondary quantitative data collected by the NGO from men living in
southern, rural MalawiThis data instrument was developed for purposes of program
evaluation and was not explicitly based on the TPB. It does, however, include questions that
explore the three TPB variables of interéiging the explanatory sequentialxed methodl|
undertookgualitative research to explore the quantitative findings using a questionnaire
based on the Theory of Planned Behavior framewlhis questionnairalsoreflects the
findings of the literature review.conductednterviewswith rural men, village chiefs,
religious figures, teachers and health care providers working at GAIA and other NGOs,

district and mission hospitals and a tea estate clinic.

27



ResearciQuestion

T

How can male rates of HIV testing in southern, rural Malawi beeased?

Study Aims

1.

Examine quantitative evaluation data collected by a survey of men concerning HIV
testing behaviors and preferences

Describe the behavioral beliefs and attitudes held by men toward HIV testing;

Explore the normative belietad subjectie normaffecting male HIV testing

behavior;

Investigate control beliefand perceived behavioral cont{bkliefs about how easy

or difficult performing the behavior will likely be) by understanding the facilitators

and barriers to male HIV testingnd

Use the quantitative and qualitative data to develop a plan for change to increase male

rates of HIV testing.

Study Design

This is an explanatory sequentiatixed methodstudy to understandhow male HIV

testing rates iMulanje District southern Malawican be increased by the Global AIDS

Interfaith Alliance (GAIA), a nongovernmental organization providing HIV and primary care

services through communityased programs amdobile clinics to over @,000 children,

women and men in the distridthe quantitdive datais secondarycrosssectionaland

collectedutilizing a closedended questionnaigministeredn January2014 and April 2015

by trained Malawiamlata collectors for program evaluation purposes

The mixed methods approartvolvesthe rigorousollection and analysis of

gualitative and quantitative data, the integration of the two dataasetsonsideration othe
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timing of data collection and emphasis on each data'SEte rationale for choosinthis

methodis to see if the quantitative and qualitative results reconcileami¢another and if

each data set can help to better understand the Btrethis study, | chose the explanatory
sequential mixed methods des@mdepicted in Figurgbelow and drawing on John

Creswell "t This approach begins with collecting and analyzing quantitative datae The

results inform the types of participants and questions used during the qualitative data
collection.An importantfeatureof this design iso have the qualitative data help explain the
results of the quantitative data.order to explore the quantitative data results in more depth,
the qualitative data collectiomasundertaken with men who participdta the surveya

method recommended by Creswell and used here to ensure, as much as possible, coherency

and consistency in the study population

Qualitative
Quantitative Follow-up data

data collection with collection & Interpretation

& analysis analysis

Figure3. Data Collection and Timeline

Study Setting

The Global AIDS InterfaittAlliance (GAIA) is an internationalSan Franisco Bay
Areabased notprofit organization providingdlV and health educatigrHIV testing and
primary health care services in Malawi, Africa. Its programs incleld&A Villages, the
intervention for whichhe secondary data used in this study was collected. The GAIA
Villages isa threeyear intervention in 2@illage clusters where village women are trained to

be health educators and caregivers assisting vulnerable households such as those headed by
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orphansand caring for people with AIDS. The village women caregivers are trained on
health education, prevention, testing and treatment of HIV, malaria, TB and other diseases,
making referrals to clinics, providing assistance to vulnerable households in thef form
social and material support (stigma reduction, food, clothing, blankets, basic painkillers) and
registering orphans for school. Before initiating services, a needs assessment is completed
and the programbés coor di nadmoungybayind di rector
particularly from the chiefs. The intervention began in 20@38s initially funded by the Bill
and Melinda Gates Foundatiand has now operated iBQvillages in three districts of
southern Malawi. The other programs aregbeenMobile Health Clinics each making its
own weekly 5stop circuit visiting the same school or church site one day for each weekday
to provide counseling and testing for HiNferral for treatment for those who test positive,
diagnosis and treatment of acuteeises such asalarig pneumonia and diarrheal diseases,
diagnosis and referral @B and checkups forconditions like hypertension. Funded by the
Elizabeth Taylor AIDS Foundationaeh clinic daily serves approximately 125 patients.
Some of trdutes oeetlap with thes @AIA Villages. The third program is the Nursing
Scholarship Fundawarding meritand neeebased assistance to young woraed men
seeking twe and fouryear nursing degrees in Malawihis program is funded by private
donors, androm 20162016, USAID.

The geographical region wheted researctekes placé coded A Mul anj e CO
GAIA i consists of 20 villageim Traditional AuthoritesNkandaand JumaThe villagesare
al530minutedr i ve from t he di sliedMulatjedise GAIA Villages ent er |,
program is operatintherefrom 20142017; the Mobile Health Clinics make two weekly

stopsin 2 of the villages and are operating indefinitely.
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Quantitative Data Collection (Secondary)

Trained Malawian data collectors comtted by GAIA collead crosssectional

evaluationdata n t he

AMul anj e th€ragiowherddatd fol tHisastgdy 5

collected- attime 1(before the program interventiom) January 2014nd attime 2(April

2015).This data was collectddr the GAIA Villages programAs isG A | Apdastice, they

collect survey data gear 3 and 1 year after completion of the intervenfiale5

describes the intervention timeline.

Table5. Survey Name, Datand Timeline Conducteat Research Site

Survey Name | Survey Date Intervention Timeline
Time 1 January 2014 | Program begins in 2014
Time 2 April 2015

Time 3 April 2017 Program concludes in 201
Time 4 April 2018

Questionnaire and Interview Protocol

Based on Mataphiwand deallh SungPHS), G A suivéys

instrument assesshealthrelated behaviors, knowledge and attitudes as well as

demographic and soceconomic datal'he households arandomlyselected to represent

the villageods

p o0 gewclustet by samplimgrevety fifte hotisehibld. Thev i | | a

primary respondent sought is a woman over age 18. If she choses not to participate, the

interviewers visit the next household. The information collected on the women is more

extensivethan what is gatherddom men i.e. they are asked about their religious affiliation

and ethnic group and are asked to speak to quesétated tovater and sanitation,

household property and characteristics, individual income source, access to care, fostering,

caregiving ingeneral and for fever, diarrhea and malaria, and HIV. If the woman agrees to
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participate, she is asked to identify adultmale member of her household who is then
interviewed.The interviewsakeapproximately 20 minutes to administer.

In 2014 GAIA introduceda special module to assess male knowledge, attitudes and
behaviors around HlVantiretroviral treatmengnd circumcision. The data collectors
administeedthe 40question surveysee AppendiB) to adult males residing the
randomlyselected buseholdslescribed abov@heHIV section of themale module of the
surveypertains tajuestions about HIV knowledge (e.g. how HIV is contracted), attitudes
toward HIV (e.g. what arthelevels of willingness to get tet and how prevalent is
stigma),and HIV -relatedbehavior (e.g. whether testing has occurrexv recentlyand
where) Some of the questions replicate those found in the Malawi DHS, while others were
created based on expert knowledge and confé&et modulancludesquestionsncorporating
the TPB concepisiamely male attitudes, social influences, and barriers and facilitators
related to HIV testingThe survey used to question men at time 2 includes two new
guestions. The first asks men to rate 13 test site attributes, e.g. courtefiyamidstacation,
by level of importance. The second question asks men to name where they weré&lested.
guestions are closezhded andh some casesien were able to provide an answer other than
an option providedTable 6shows the themes identified at least three literature review
articles and corresponding survgyestions thaaddress the three TPB variablas can be
seen, all themes are addressed in the survey
GAIA hasapproval fromMa | awi 6 s NlaSciencas RdsedH®ramittee (NHSRC)

of the MalawiMinistry of Health to undertake this data collection.
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Table6. TPB Themes Found in Literature Review and Corresponding Survey Question

Themes Survey Question Number
o | Perception of Risk MHA19
5 | Stigma MHA19, MHA23
'*z: HIV Knowledge MHA1-MHA8, MHA10, MHA11
Fear of HIV MHA9, MHA19
Work Obligations MHA19
" Role of Male Peers MHA16, MHA33
£ | Female Spaces
2 Masculinity
Community Sensitization MHA32
= Corcerns about Confidentiality MHA12B, MHA13, MHA19
& | Perceptions of Health Workers & their
S Attitudes MHA12B
Location of Services/Convenience MHA12B, MHA19
Sampling

The study population in the Mulanje C catchment area is approximately 25,000
inhabitantsGA 1l A& s d a tuaed themobue desaibed above to sammae served
by the GAIA Villages program ages 15 and older resulting in 211 men interviewed in time 1
and 327 men in time 2. Becausemin these datasets includaen younger than 18 years,
the minimum age for my inclusion criteridne numbers decreased to 174 men in time 1 and
251 men in time 2To determine if the time 1 and time 2 datagets men aged 18 and
oldercould be combined, | uskthe twesample #tests with unequal variancescaese the
two setswere independent and identically distributed to compare the meanalltwedme
to determine if there are statistically significant differermeselected variabldsetween

times 1 and 2Significant differences were found and areadissed in the following chapter.
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Validity and Reliability

The survey has been used by GAIA in multiple GAIA Villages interventions since
2012 and has proved useful and appropriate by local Malawian experts and U.S. evaluation
staff. It has face validithecausetilinks to the TPB variables.
Qualitative Data Collection

Individual interviews and focus groupgere conducted withdifferent types of
stakeholdersising a questionnaire | developed and discussed bBlaticipantsncluded
village men,chiefs, religious leades; andstaff providing HI\trelated services at GAIA,
other NGOs, the District hospital, missibased hospital araltea estate clinicTea estate
clinic staffwasincluded because they work for the largasiployerin the region and offer
HIV testingand treatmengervicesFocus groupsvere employed with the village men and
health care providers because d@itlusefulnes eliciting social norms’2 Individual
interviewswere by design more freqo#y employed with health care providers and opinion
leaders chiefs and religious leadedye to the logistical challenge of gathering them in one
place and richness of their responses.

The data coll ection pr oces deginowith Idcatingr c | e 0
the sites and/or individuals, gaining access$ making rapport, purposigampling,
collecting data, recording information, resolving field issues and storing' $ateese steps
are applked to the following discussion.

Questionnairé& Interview Protocol

The purpose of the qualitative questionnaire is to probe the findings of the literature
review andsecondary quantitative data to see where they agree, disagree, or simply offer

differentresults.The questionnairésee AppendixXC) begnswith a description of the
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ressarch project and que s tgenden age,teducatibeat level,mi ne p a
religion, ethnic group, profession, and marital stafire following sections correspaiio
the Theory of Planned Behavi@rPB) frameworkand follow the wording suggested by
Glanz et al® Additionally, the results of the quantitative datgere used to develop the
guestionnaireWe askedhe villagemen to share their own opinions and the health care
providersand opinion leadert® frame their responses in terms of the experiences of village
menThe first sectnialn,badlaibef £ dabbd tbaadadaniages d e s, 0
and disadvantags of HIV testinga TPB concept) and 8 questions exploring the quantitative
data findings, e.gvhy they thoughimen are ashamed to be seen at the tesiT$ieesecond
section, normative beliefs and subjective norms, expleh® would influence a man et
HIV testing at the household and village levidie following section, control beliefs and
perceived control, investigatéhe barriers and facilitators to HIV testing and what health
care providersando to make it easier for men to get test#ukeinterview concludd by
asking participants to describe the components they would include in a program designed to
increase male HIV testinyVe askedcthe participants to descrilb@w GAIA, otherNGOs
and district and mission hospitalsutd remove or remaly the barriers and behaviors that
inhibit men.For example, when asking men about what would make them feel ashamed to be
seen at a HTC site, we followed up by asking what GAIA and a government or mission
hospital could do to mitigate the feeling of shame

| contracted witre Malawianwho runshis ownsurvey and data analysis organization
and has completed work for GAIA as well as worked with several U.S. researchéisdHe
and traired 6Malawian data collectors whaeere bilingual (Chichewa and EnglisiThe

interviewand focus groupeganwith orally reviewing the consent form and an invitation to
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ask questiomabout the study. Participanigre consented and interviewed in the language of
their choice, either English or Chichewa. All study procedwas described in detail such
that the participans fully informed of the reason for the study, number of people partaking,
whathappes during the intervievor focus grouplength of interview and study, ability to
withdraw, benefits and risks, privaoyinformation, participant rights, and contact
information.We told participans that their participation or lack thereof in no way aféett
their employment, reputation or ability to receive goods and servibesparticipants
learredthat information povidedwas confidential, i.e. not shared with anyone outside of the
research team, and voluntary, i.e. theye not obligated to answer any question.
Participantsveretold theywere free to take breaks and/or terminate the interaefecus
groupat ary time. The potential participasxtould agree or decline to participate in the
study.All participants we invited took part.

The recordingsveretranslated and transcribed in English by the data colle@érs.
descriptive data such as naneage, educanal level, etcwereseparatedrom the
transcripts used for codinghese transcriptsincludée he dat a c¢ odtateadt or s6 n
ph ace of i nt e rcodesandthe rgs@onsesitbeguestonnaie 6
All data, namely the audio racings al typed transcriptsyerestoredon a password
protecteccomputer as well as backed up omloud-based storage. Codes, and not names,
wereused to protect confidentiality. Paper recosgseputin lockedfile cabinets

PurposiveSampling

We purposeflly samplal threetypes of participants: 1) village me?) health care
providers and 3) opinion leaders. Purposive sampling of the participantssiiedp

researcher understand the problem and research quéstimhis generally recommended for
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qualitative research? The village memwererespondents who participated in the quantitative
data collection. The health care providers and opinion leaders eaitfigeople vino

directly or indirectly interaetdwith the men and their communities. Thegrerecruited

with the help of senior GAIA staff by phone. The village naeefirst educatedbout the
nature of the study and then invited to participate with the help @AA Villages project
manager.

Validity and Reliability

Validity in qualitative research is fnbase
accurate from the standpoint of the research
with trustworthinessauthenticity and credibility’X For purposes of this study, validityas
evaluated byeviewing the transcriptwith two key informants in followup interviews to
hear their reactions and provide an opporjufat them to comment on the findingkis is
related to the concRel@bilty@.D. cansiseemey, stabilitgds e c ki n g
assessed by comparing the data from the different groups to see if similar themes arose.
Consistency across the difégit groups of interviewees (village men, providers, opinion
leaders) was found. The qualaythe datavas determined by checking 20 percent of the
transcripts to make sure thdigl not contain obvious mistakes made during transcription.

Accuracy was higim the reviewed transcripts.
Data AnalysisMethods

Figure 4 sows the study aimasnd sequence of data collection by typlee

secondary quantitativdata was first collected by GAIA and analyzed by me. | then created a

gualitative interview questionnaiusing the findings of the literature review and secondary
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guantitative data and situated within the TPB framework. Finally, | developed a plan for

change based on this work.

1) BExamine GAIAQ
quantitative data Theory of
Variables of interest 2) Describe the behavioral Eear?:v?gr
A Having been tested beliefs and attitudes held concepts
A Age by men toward testing
A Hlucation,
A S 3) Explore the normative
A o emale || beliefsaffecting male HIV e P aplanor
testing behavior
knowledge
A Test site preferences
A Reason for testing 4) Investigate control
A Testing site location beliefs by understanding
A Barriersto testing the facilitators and
A Testing willingness barriersto male testing
A HIVdiscrimination
A Influencers

Figure4. Study Aims and Data Collectiofype

Quantiative DataAnalysis

TheMalawian data collectors recadthe quantitativelata by hanénd then ented
it in CSPro, a public domain software packémeentering and idseminating survey data
GAIl A6s Monitoring an dedtBesdaduraes for accuraciiedn a g e r
completeness, e.g. missing response patterns araf-carige valuesThe manager uploaztl
thedataset t&tata 11 The manager and | condedidescriptive analysis of the ingendent
and dependent variabldads i ng A h av i ragthelependenttvaiabi@eodso
statisticalanalysesvererun to determine significance with respect to independent variables
Multivariate regressiomwasrun to test for predictive factors of HIV testifigable 7shows

thevariables of interest amippendix D describethe variables.
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Table7. Vanables and their Survey Question Number and Type

Variable and Survey Question Number Type of Variable (TPB or Other)
1 | Testing willingness (MHA22) Attitude toward the behavior
2 | HIV discrimination (MHA23) Attitude toward the behavior
Barriers o testing (MHAL9) erceived behavioral control
4 ?ngé?ﬁﬂix’eall_l\;g?Kﬂvﬂi%ecompos'te Behavioral beliefs & attitudes
5 | Test sitepreferences list (MHA12B) Perceived behavioral control
6 | Reason for testing (MHA16) Subjective norm
7 | Influencers (MHA33) Subjective norm
8 | Age (MEMB3) Other- Demographic
9 | Educational level (MEM®G) Other- Demographic
10 (Rlvclallzal\t/ll%?shlp to primary femalrespondent Other- Demographic
11 | Socioeconomic status (EM14) Other- Demographic
12 | Having been tested (MHA14) Other- Descriptive
13| HIV testing site location (MHA17A) Other- Descriptive

Qualitative DataAnalysis

| usad qualitative desdptive analysido categorize and thematically analyze the
semistructured interview dat& Qualitative data analysisegarwith translation and
transcriptionby the bilingual Malawian data collectors. Thesearch assistarthecled 20%
of the recordings for accuraaytranslation and transcriptiohread through all of the
transcriptionsand clarify any unclear dateith the data collector
Potential Sources of Bias and Confounding Factors

Potential sourceof bias in the data includénterviewer and response biakereby
the data collector or participant consciously or subconscioasiyayies or answers
influenced by the otheGampling bias was possible due to the inclusion of male participants

who coull be foundeasily, possibly excluding men who worked outsideofar fromthe
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home.Severe flooding in JanuaR015 displaced 150 households in the district and
interrupted servicesnother possible confounder
IRB and Ethical Considerations

This studywas approvedy the University of North Carolin€hapel Hill
Institutional Review Board (IRB14-2696 and by the National Health Sciences Research
Committee (NHSRC) of MUI/E/WMBED s Ministry of
Privacy risks and confidentialityereaddessed as follows:

1 All participantswere consented in their preferred language (Chichewa or English).
Thedata collectors aresearch assistargvievedthe formaloud to ensure full
comprehensiowhen interviewing village men due to the low average edowati
level. This form describétthe study, length of interview, participants, ability to drop

out, potential risks and benefits, rights and contact information. The potential risks

includddi scomf ort with the topi c wémmndeds HI

that partaking in the interviewas voluntary. Finally, the participamtasasked if
therewere any questions.

1 Allinterviewswerec onduct ed in private | oc dhei ons
focus groupsvere conducted irvacant schooboms or community centergroviding
privacy.

1 Identification numbers, rather than namesre used on research materials to identify
participants.

1 Hard copies of data and related materials such as consentferexstored in a
locked cabinet in the office ofié principal investigator. All interview datgere

storedinpasswordr ot ected files on a computer
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Once the dataere analyzed and the study completed, all recordvegedestroyed
to ensure that no responsesiid be linked to a paidipant.
The resultsvere presented in the aggregate and the names of the individuals kept

confidential.
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CHAPTER FOUR: QUANTITATIVE RESULTS

This chapter presentise results of thguantitativedata analysedt begins with a

presentation of thdemogaphic variablesnd follows with analysis of theariables

discussed in the previous chapfEable8 displaysthe datgquantitative and qualitative) and

total number ofnterviews and participants.

Table8. Data Method, Number dhterviews, Participants and Data Collection Dates

interviews & focus
groups

Method No. of No. of Participants
Interviews | Participants

Quantitative data

GAIA survey 425 425 174 menat time 1(January 2014);
(secondary data) 251 men at tim& (April 2015) 18

yearsand over
Qualitative data
Individual 34 84 GAIA senior and program staff;

NGO staff; District hospital
employee; teachers; religious
leaders; tea estate manager; villag
men who participated in
guantitative data collection; 1
female vilage chiefall 18 years
and over $eptember 2015

A two-sample itest with unequal variances was run on the varidistesi below As

Table9 demonstrates, there were significant differences in the means between time 1 and

time 2 on all variables excepaving bea tested. The mean age was higher in timgh2

meaneducationalevel, represented by number of years of schoolirag, higher in time 2.

Comprehensive knowledga composite scomwith yes/no answert® 4 questionswas

higher in time 2 as wawillingness to test. The average number of men reporting they
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thought people known to have HIV are discriminated against rose in time 2. The differences

between time 1 and time 2 will be highlighted in the following tatMés.used an alpha level

of .05for all statistical tests.

Table9. Comparison of the Means of Select Variables

Time 1 Time 2

mean| SD | mean| SD t df | p-value
Age 39.6 | 16.6] 32.10| 0.64| 5.35 | 263| .000
Education 5.06 | 3.03| 6.67 | 3.48| -5.03| 399| .000
Comprehensie HIV knowledge| 0.48 | 0.50| 0.63 | 0.49| -3.04| 364| .003
Willing ness to test 0.49 | 0.50| 0.78 | 0.42| -6.19| 319| .000
Experience discrimination 0.13]0.34| 0.27 | 0.47| -3.72| 411| .000
Having been tested 0.62 | 0.49| 0.68 | 0.47|-1.18| 361| .240

Demographic Variables

Table10 shows the age, educational level, relationship to respara@hsocio

economic statuef the men in théime 1 andtime2 A's

education is roughly the equivalent of gradés 1 a n d

descri

bed ear|l

Afsecondaryo

ier

school

equates hilg school A postsecondary education refers to completion of 1 or more years and

may or may not

degree

have
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Tablel0. Age, Educational Level, &aionship to emale Respondent & Soekéconomic

Status
Time 1 Time 2
(n=174) (n=251)
Median ag€IQR) 35 (2850) 31 (2335)
Educational level (%) n (%) n (%)
None 10 (6%) 19 B8%)
Primary (%4) 67 (39%) 38 (15%)
Primary (48) 77 44%) 131 62%)
Secondgy (1-2) 9 (5%) 20 8%)
Secondary (31) 11 6%) 41 (16%)
Postsecondary 0 1 (0.4%)
100% 100%
Relationship to female
respondent (%)
Spouse 144 83%) 206 82%)
Son 12 (7%) 25 (10%)
Brother 2 (1%) 7 (3%)
Other relative 2 (1%) 7 (3%)
Father oigrandfather 0 3 (1%)
Nephew or grandson 0 3 (1%)
Unknown 14 (8%) 0
100% 100%
Socioeconomic status (%)
High (owns a metal roof) 75 (43%) 118 (47%)
Low (owns a thatch roof) 97 (56%) 133 (53%)
Other 2 (1%) 0
100% 100%

Men in both groups ere at least 18 years old; the oldest man in time 1 was 91 years
and the oldest in time 2 was 68 ye&se hundred fiftyfour (89%)men in time 1 had an
educational level of'8grade or lower; this was the case doe hundred eightgight men
(75%)in time 2.Approximately the same percentage p&8centand & percenpf men in

both waves were the husbands of the female respon@avisntyfive men (43%)n time 1
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men andl18 men 47%) in time 2 men live in a house with a metal roof, indicating high
sacio-economic statugn the following pagesTables 11 16 describe the results found
when men were asked whether they had ever been tested, how they answered four questions
to determine their comprehensive HIV knowledge, the primary reason they weg, test
barriers to HIV testing, influences on their hea#eking behavior, their preferred attributes
of HTC sites and actual place of testing.
HIV Testing and Knowledge

The following tables report the comprehensive knowledge, having been tested, reason
for testing, barriers to testing, influencers, preferences for testing sites, and actual testing

sites of men.

Tablell Comprdnensive HIV Knowledge and Eveested for HIV (%)

Time 1 Time 2 r df | p-value
n (%) n (%)
Demonstrate @mprehensive
HIV knowledge (%) 83 (48%) | 157 ©3%) | 9.22 1 .002
108 1.41 1 .235
Have been tested for HIV (%) (62%) | 170(68%)

In order to see if there is a relationship between the above categorical variables and
having been tested, ebquare test are ruAs Table 12showsthe percentage of men
demonstrating comprehensive HIV knowledge increased from time 1 (48%) to time 2 (63%)
a significant change(= .002) Thepercentage that had been tested rose fropeé&nto

68 percentin time 2 not a sigrficant changef=.235)
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Tablel12 Primary Reason for HIV dsting

Time 1 Time 2
Primary Reason for Testing (%) * 107 (%) 171(%)
Just curious 74 69%) | 93 (64%)
Frequently sick 16 (15%) 17 (10%)
Advice or information from a gdv
hospital or health center 4 (4%) 18 (11%)
Antenatal care of spouse 1 (1%) 9 (5%)
Spouse not faithful 5 (5%) 7 (4%)
Advice from a relative, friend or
traditional healer 0 7 (4%)
Circumcision program 0 6 (4%)
Advice or information from GAIA 1 (1%) 4 (2%)
Advice or information from a mobile
facility or NGO in the area 1 4 (2%)
Blood donation 4 (4%) 4 (2%)
Other 1 (1%) 4 (2%)
100% 100%

* no prompt, circle one answer

Themost frequently cited reason footh time 1 (68%) and time 2 (54%) meas

Aj ust curiouso when

percent of time 1 and Jfercenof time 2 men said they were tested because they were

asked

t o

name

t

he

frequently sick. Four percent of time 1 andgEtcentof time 2 men repoed receiving

advice or information from a government hospital or health center as the motivation to obtain

HTC. P-values are not run because there are several categorical variables.
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Barriers to HIV Testing

Table13. Barriers to HV Testing

Time 1 Time 2
HIV Testing Barriers (%) * n =258 n =448
Afraid to know their status 119 (46%) | 205 (46%)
Fear of rejection/violence from partner 40 (16%) 57 (13%)
Fear of discrimination from others if HIV+ 20 (8%) 53 (12%)
Ashamed to be seen at the HIV test site 29 (11%) 29 (6%)
No reason to believe they are infected 16 (6%) 38 (8%)
Worried others would be told test results 15 (6%) 8 (2%)
Lack of information 12 (5%) 8 (2%)
Too busy/working/taking care of home 1(>1% 16 (4%)
HIV test site too far away/lack transport 0 19 (4%)
Doné6ét trust the test 5 (2%) 8 (2%)
Lazy 0 5 (1%)
Other/missing 1 (>1%) 2 (>1%)

* The question asked was "What prevents men in this village from being t&si

No prompt given, mulgile answers OK.

The most frequent response when asked about barriers to HIV testing, afraid to know
their status, was named gércentf the time in both data sefBhe second most frequent
response, fear of rejection/violence from partner, is incdudehe questionnaire answered
by women. It is not clear that men fear violence,ibcan be assumed they fear rejection, as
discussed in the qualitative results. Forty men in time 1 (16%) and 57 men (13%) in time 2
named fear of rejection-ear of disrimination from others if found to be HIV positiveas
named by 20 (8%) and 53 (12%) of men in time 1 and time 2, respeciiventy-nine
(11%)time 1menand29 (6%)time 2 merreported being ashamed to be seen at the test site

Sixteen (6%) of time Inen and 38 (8%) of time 2 men say they have no reason to believe

they are infected.
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|l nfl uencer s oSeekingeBehasor Heal t h

The following table shows how men answered when asked who primarily influences
their opinions about health issues and seekedijth care. The time 1 data is not included
because of a mistranslation of the question into Chich&aatable indicates thaB1l 62%)
men name their spouses as influencing their behavior. Government health surveillance

assistants are named by emexter of the men and relatives and friends are nameéti by

(8%).

Tableld. Influencer s on -8ekngBhakbe al t h

Time 2
Influencer (%) * n =251
Spouse 131 62%)
Gov't employed health surveillance assistant 60 (24%)
Relatves and friends 21 (8%)
Self 12 (5%)
GAIA 10 (4%)
Health center or hospital 6 (2%)
Chief 4 (2%)
Radio 4 (2%)
Other/blank 3 (1%)

100%

* No prompt given. Onlyl response.

HIV Testing Sites and Preferred Attributes
As described earlier, five new ggtions were added to the survey at time 2. For this
reason, only time 2 results are reportedables 15 and16 below showing the test site

attributes that men rank as very, somewhat or not important.
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Table15. HIV Testing SitePreferences (Time 2rdy)

Level of Importance
n (%)

Testing Site References (%) * Very Somewhat Not
keeps results confidential 240 (96%) 9 (3%) 2 (1%)
staff are courteous 233 (93%) 16 (6%) 2 (1%)
performs services quickly 223 (89%) 19 (8%) 8 (3%)
offers other health services 203 (81%) 24 (10%) | 23 (9%)
maintains privacy during testing 172 (69%) 19 (7%) 60 (24%)
allows a spouse or friend to accompa| 170 (68%) 36 (14%) | 45 (18%)
is available on a week day 154 (61%) 28 (11%) | 69 (28%)
Is located nar my home 151 (60%) 25 (10%) | 75 (30%)
is available on a weekend day 126 (50%) | 35 (14%) | 90 (36%)
staff and patients do not know me 199 (47%) | 36 (14%) | 96 (38%)
Is located near my work 117 (47%) 33 (13%) | 100 (40%)
keeps men and woman separate 82 (33%) 44 (17%) | 125 (50%)
staff are male 41 (16%) 52 (21%) | 158 (63%)

* Participant asked to rate each

Men describedeeping results confidential (96%), courteous sta3%{R and
performing services quickh\80%) as very importanffwo hundreethree men (81%wsaid it
was very important to offer other health services at the HTCGuite.hundred seventywo
men (69%)said maintaining privacy antd70 (68%)allowing a friend or spouse to
accompany while testingasvery important Approximately 6Q0percenteachsaid making
HTC available on wealays and near the homeere very importantApproximately falf of
the men said it was very important to have testing available on a weekef#agyattend
a HTC site where staff and patients did not know the men (48%®tocated near place of
work (46%).0Onethird or fewer said it wageryimportant to keep male and female patients
separate (Fb) or have male staff (16%).

The table below shows where men in time 2 went to get tested for HIV (this question

was not indided on the time 1 survey).
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Tablel16. Site of Most Rcent HIVTest

Time 2
Site of Most Recent HIV Test (%) (n=170)
Govt health center 90 (53%)
Govt hospital 33 (19%)
Mission hospital or health center 14 (8%)
GAIA mobile clinic 13 (8%)
Private hospital or clinic 11 (6%)

Other NGO/Outreach/Mobile clinic/National testing
event 9 (5%)
100%

* no prompt, circle one answer

Altogether seventywo percent of men received their HIV test at a government health
center (5%6) or hospital (19%). Eight percent recsd HTCat a mission hospital or health
center and ercentreceived testing at a GAIA mobile clinic.

Relationships between Having Been Tested and Selected Variables
Table 17showsalogistic regressionf seletedindependentvariables and the

outcomevariable of having been tested for time 1 and time 2.

Tablel7. Bivariate Aalyss of Sleded Variables with Having Beere$ted

Variable Time 1 Time 2
Value p-value Value p-value
1 |Age* 2.92 .004 0.41 .680
2 | Education * -2.62 .010 -2.75 .007
3 | High socioeconomic status ** 0.43 51 1.90 17
4 | Comprehensive knowledge ** 0.003 .95 3.75 .053
Perceived discrimination agains;
5 | HIV+ people ** 3.86 .049 0.58 45
Perceive willingness of men in
6 | the village to get tested ** 0.51 A48 1.43 .23

* two-sample ttest with equal variances
** Chi-square
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In time 1 there was a significant relationship betwgmimger age and having been
tested. Anon-pairedt-test indicatd thatmen who were tested were significantly younger
(M=36.9, SD=14.8) than men who did not t@dt 44.4, SD=18.5)t (171)=2.92, p-004
There was no significant association between age and having been tested itHgearg.
been tested was signifiddynhigher for men with more years of education in year 1 (M=5.52,
SD=2.95) and year 2 (M=7.07, SD=3.5H)gher socioeconomic status, measured by
ownership of a metal roof, did not play a predictive role in whether a man was tested in time
1 or time 2.Comprehensive HIV knowledge was not associated with having been tested in
time 1 but does appear to have a relationship in tifpe=2053. In time 1 having been
tested for HIV was significantly higher fanen who @l not think people who are known to
haveHIV are discriminated against. There was no significant relationship in time 2. Finally,
there was no significant relationship in time 1 and time 2 betiteerespondents having
beentested and how willingheyfelt men were to go for HIV testing.

In the next chapter the qualitative results from this mixed methods study are
presented. The two chapters following chapter five discuss the results and then a plan for

change in chapter seven.

51



CHAPTER FIVE: QUALITATIVE RESULTS

Employing the mixed methods @ioach, | developed questions based on the findings
discussed in the previous chapter and the Theory of Planned Behavior (TPB) to better explain
the quantitative findings and provide context. In chapter five, | present the qualitative data
findingsasordeed i n the study aims, namely, mends |
HIV testing, their normative bigifs and control beliefs

Working with my research assistatd 6 Malawian trained data collectors who
speak and write English and Chichewa, wmpleted 34 interviews with 84 participants
living and working in Mulanje District villagesom September 125, 2015 This is the
same regionvhere the quantitative datiescribed aboveras collected. Before interviews
were conductedhe research assisttand data collectors had pilotdte interview
guestionnaire with 6 village men in Mulanje District. We incorporated feedback to strengthen
the instrument, e.g. some questions were found to be repetitive.

We recruitedhireetypes of participants: vilge menhealth care providersaind
opinion leaders. Threguarters of the 84 partwants were purposively sampléte
research assistaahd the GAIA Villages project directatentified men who had
participated in the GAIA Villages quantitative datalection and invited them to partake in
the focus groupafter educating the community about my reseav¢d asked village opinion
leaderg village chiefs, schoolteachers, and religious lead¢éosparticipate because they
lived and worked in the same leifjes and have been cited as influenééiale purposively

sampl ed wor kers at t hsdesidhe didtrictihaspitdl, snisdioar gest he
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hospital,atea estate clinic, and the nongovernmental orgaaimGAIA, Development Aid

from People to People (DAPP) and Banja La Mtsogolo (BLAI.bf these NGOs provide

HIV testing and counseling to mefhere werel 3 village menrepresenting 23% of all

village men participants, who made up a convenience sdapéise they were recruited in

the midst of other interviews. We determined the purposive sample size, 34 interviews with
84 participants, based on reaching the point when new data added little or nothing to the code

framework.”?

Table18. Quantity of Research Participants by Qualitative Method

Quantity | Research Participant Method
Village Men
13 Village men Individual interview
37 Village men (5 groups) Focus group
Healthcare Providers
1 District Health Office antiretroviral Individual interview
treatment coordinator
3 NGO program staff Individual interview
1 Tea estate manager Individual interview
4 GAIA executive director, senior program | Individual inteview
director, 2 project directors
2 Mission hospital doctor and records clerk | Individual interview
19 GAIA program staff (3 groups) Focus group
Opinion Leaders
1 Village chief Individual interview
1 Religious leader Individual interview
2 Elementary school teachers Individual interview
84 TOTAL

* Two of these individuals were interviewed togetherwatecounted as individualhe
focus groups consisted ofBpeople.

The village men spoke only Chichewa. When | was prdsethe interviewswith

health workers and opiom leaders, we spoke English or a mixture of English and
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ChichewaThe individual interviews averaged 45 minutes and focus groups 75 minutes. In

all instances, the participargave consent angtanted permission to record the interview.

There were noefusals We met with participants in locations that were convenient to them.

The village mends focus groups met in centr a
centers. Wanterviewed the opinion leadetsgalttcare providersand individual mem

their workplaces or homes.

Qualitative data analysis took place in the following manner. The recordings were
translated and transcribed by the trained and bilingual Malawian data collectors. The research
assistant, who has worked on numerous U.S. uniyessiti NGO-based studies, checked
20% of the recordings for accuracy in translation and transcription. | read through all of the
transcriptions. In those cases where they were not clear, the research assistant and | discussed
the data with the data collect After the transcripts were finalized, | reviewed them in their
entirety and made initial notes. While still in Malawi, the research assistant and | uploaded
the transcripts to a clodgsed qualitative analysis software, Dedoose version 6.2.21. |
creae d an i d2whkereby cadedaxcerpis were exported to excel and these could be
examined according to tgmf respondent (village man, healthcare provideinion leader)
and to ensure there was no duplicatieportingThePear sondés correl ati on
betweerthe research assistant and myseis 0.90We each considered the structure of the
guestionnaire, based on the Theory of Planned Behavior as well as looked for emergent
themes not previouslynsidered/?This type of qualitative analysis is referred to as
qualitative descriptive analysf$.

Thequalitative findings are presented by type of participant, i.e. \allagan,

healthcare provider, opinion leadeseparated these three groups out for the following
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reasons. First, low levels of educational and professional attaimhffenéntiate the village
men from the other two groupBhe providers differ from the meand opinion leaders due to
their knowledge of health and HIV education, testing and treatment. The opinion leaders are
separated because they hold a privileged status in their communities and may or may not
have high levels of HIMelated knowledgelhe providers and leaders weassked to describe
how they thought village men would respond to the questions. When a theme arises in a
focus group, it is only counted once and not repeatedigdonspeaker, a recommended
analytic techniqué
Demographic Variables

Tables19and20 show the demographic and religious and tribal affiliations of the
village men, healthcare providers, and opinion leadédrsse categories are included because
they were used on the quantiwatsurvey instrumenSo me of t he tabl esd cat
further explanationBased on the i&ish education system, Malawi primary and secondary
(high) school are roughly equivalent to the U.S. model. The professional fields such as
education, nursingnd public health provide twothree and fouryear diploma and
certificate programs following graduation from secondary schd.professions listed
below begin with naming small businessThis refers to work carried out in the opsn
markets andillages such as selling used clothing, firewood, and cellphone airtime cards.
Subsistence farming is undertaken to feed a household with the possibility of having surplus
to sell. The teastates employ meand womerio pick tedeaves, typically paying the
equivalent of 50 cents per dajhe professions of the healthcare providers are grouped by
site. At GAIA, we interviewed senior stafnd2 program directorat their offices and

conducted two focus groups wiil2 direct care providers and one focusugravith 7 village
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based female caregivei/e spoke withtree staff working at localongovernmental
organization©APP and Banjo La Mtsologo anlde manager of tea estate health care

clinic. Oneprovider at the district hospital and two at the missiospital gave interviews.
Onegroupvillage headwoman, a traditional position of authority who is a chief overseeing
local chiefs, two primary school teachers, and one religious (Catholic) leader granted us

interviews.
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Table19. Age, Educational Level, Marital Status, & Profession of Village Men, Healthcare
Providers & Opinion Leaders

Village Healthcare | Opinion
Men Providers Leaders
(n=50) (n=30) (n=4)
% % %
Age
18-25 14% - -
26-39 44% 60% 50%
40- 55 22% 33% 25%
55 + 20% 7% 25%
100% 100% 100%
Educational Level
None 4% - 25%
Primary (:4) 16% - -
Primary (58) 40% 17% -
Secondary () 14% - 25%
Secondary (3}) 22% 7% -
Diploma/Certificate 4% 63% 50%
Bachelor's degree - 7% -
Graduate degree - 7% -
100% 100% 100%
Marital Status
Currently married 86% 60% 75%
Single 14% 27% 25%
Widowed - 13% -
100% 100% 100%
Profession
Small business 14% - -
Subsistence farming 68% - -
Tea estate 10% - -
Unemployed 8% - -
GAIA provider - 77% -
NGO & tea estate - 13% -
provider
Hospitatbased - 10% -
provider
Opinion leaders - - 100%
(chief, religious
leader, teacher)
100% 100% 100%
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As can be seen in the table abos@percent of village men have an eighth grade
educatioror lower, ¥ percent have had some secondary (high) school, and two men have
associ at ©esll theprguiderseasd opinion leaddnave higher levels of
educationMore of the village men are currently marrig@b6%) compared to t providers
andopinion leadersEighty-six percent of village men work in subsistence farming, for tea
estates or are unemployed, all fields providowg incomes. Fourteen percent of men operate
small businessesuch as selling used clothing and firewood

Table20 shows the religious and tribal affiliations of the participaiitse religious
di stributi on rreigidusaffiiasonswith 22 percenbhvillage/ nden self
reporting as Muslim while the remainder are Christiain. e t er m f\Vegeidalé c ost al
includes religions thadopt a more literal interpretation of the bible andfi@guently
fundamentalist. They are Church of Christ, Good Samaritan, Bible Believers, International
Assembly, Utopia Church, JehowhSeveshDa t ness,
Baptist.Forty percent of village men and alm@&percentf the providers fall in this
category.The Protestant category includes the Church of Central Africa Presbyterian and the
Anglican and Baptist churches. ApproximatelyZ®percentof village men, providers, and
opinion leaders are Protestant. Many muoealthcargrovidersandopinion leadersire
Roman Catholic than seen in the villageletohat with 14 percent Tribes in Malawi are
historically geographically based. Thssseerin the reporting of 8@ercentof village men as
Lomwe and 2(ercentas Yao(and by tradition, Muslims)rhe providers and opinion

leaders hve wider tribal representation.
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Table20. Religious and Tribal Affiliation of Village Mn, Providers & Opinion Leaders

Village | Healthcare | Opinion
Men Providers Leaders
(n=50) (n=30) (n=4)
% % %
Religion
Muslim 22% 3% 25%
Pentecostédtvang. 40% 33% -
Protestant 20% 20% 25%
Roman Catholic 14% 43% 50%
Missing 4% - -
100% 100% 100%
Tribe
Chewa - 13% 25%
Lomwe 80% 53% 50%
Ngoni - 17% -
Mang'anja - 7% 25%
Tumbuka - 3% -
Yao 20% 7% -
100% 100% 100%

In the following@m r agr aphs, the parti cusipgghet s o6
Theory of Planned Behavior frework and the quesiis askedThe questions were
developed following the example of Glanz et al. in their discussion of the®TTPige tables
include thetotal number ofresponseén) made byindividualsandfocus groupsFor
example, Tabld9 shows the responses of mamd opinion leaderis describing the
advantages of HTC. The total number of respofmedgllage mens 42. The most
frequently cited themejou can receive antiretroviral treatmewais named 18mesby men

or, 24 percentof the total responses.
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Study Aim 2: Behavioral Beliefs and Attitudes

As described earliehehaviorabeliefs and attitudes are determined by the
i ndividual 6s beliefs about t he viorutheno mes or
asking healthcare providers and opinion leaders the following questions, we requested that
they respond with how they thought village men would respond.

Questions A & 1B: fiwhat are the disadvantagafsgetting testedor HIV? What are the

advariages of getting tested¥hy?20
We asked participants to describe #ivantagesf HIV testingand counseling

(HTC). Table21 shows the advantages named by village men and opinion leaders

Table21. Advantages of Testingahed byVillage Men and Opinion éaders

Opinion
Village Men Leader
(n=42) (n=9)
You can receive antiretroviral treatment 24% 11%
You know your HIV status 21% 44%
You are counseled on what to do to prevent spreadin
contracting virus 19% 0%
You can abstaifrom spreading the virus or from
activities leading to infection 17% 33%
You know how to plan your future 10% 0%
Your body becomes healthy 5% 0%
You live longer 5% 11%
100% 100%

The advantage of getting tested is that you know your status andwyaetcup future
plans and abstain from sexual behaviours thatesh you tde contaminatd bythe
virus, but if you did not go for testing you live dilemma, you know nothing.
[Village manKAQ0103]

Another advantage of testing is that doctors are tbknow how best to help, they

are able to give you the right medication. You are able to do things in order, you look
after yourself well, so as to stay healthy. You are like born agéilfage man

AA0106]
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When speaking about the disadvantagesagéimen, healthcare providers, and
opinion leaders describedethemes shown in Table 28amely, fear of discrimination,
mental distress, rejection, lack of confidentiality, and loss of economic livelihood. These are
discussed in greater detail below.

The healthcare providermmed the same disadvantaged advantagessthe others
However,it was difficult to get the providers to always answer as they thought the village
men would and not rely on their own knowledge. Seeing this issue, weladkeithe
respondentshether they thought memere knowledgeable about HIV and HTC. Four
respondents said definitively that they thought men were not knowledgeable because they
were not present when HIV education occurred. Generally, they said, HIV edueageted
womenor thatm e nléck of willingness to get tested was due to lack of knowledge

Unfortunately most of the men do not know about HIV because most of the

information about HIV is given to the communities when they attend the-fimder

clinics, the growth monitoring, antenatal clinics and the hospitals also at the village
meetings, whiclthe men rarely attend. So most men have no knowledge about the
benefits of getting tested for HI\PfoviderAR02]

Interviewer Ddiyou think men have knowledgéout HIV? Are they

knowledgeable®

Respondentl idondét think so, they maknowlhi nk

they krew a lot theywould be coming regularly for VCT [voluntatgsting and

counsel i[PoJiderARDG]lr e . ©

The three healthcarmproviders who said men were knowledgeable cited the
inundationoHIVi nf or mati on campaigns and menbés wi

other menfiThe knowledge is everywhereihaw r c he s , radi fPsoyideheal t h

GD0302]
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| nt er v iDe yoethink Znen infthe villageslo they knowabout HIV, how to

contract it to prevent it, about the testiry?
Respondent Ye&ah, they are knowledgeable, they know what HIV is, where they can

get HIV testing, they know.
| nt er v iHeww® we kBow thatiey knowd
Respondent] fiés aaaaé... most of the men they
clubs, drinking joints and they do discus
wantb meet with wo nirovidelAR®7h chi |l dren. 0
QuestionlC: iwhy aremen who are 40 years and older less likely to get tested foradHIV?
Given the time 1 datshowing age was a significant variable when it came to being
tested we askedvhy older men, which we defined as 40 years and above, were less likely to
get testedor HIV. We heard 7 differertypes ofexplanations as seen in Tal22 Themost
frequently cited reasons had to do with feefing hei r pr i me Mllagemeanhas pas

DAO1 02]and that older men need educatiswell as the difficulty in broachinbe topic

(see below)Some of the responses, such as fear of discrimination, are not unique to older

men.

Table22. Age and Reasons for Different Levels of HI¥sling

Village | Healthcare | Opinion
Men Provider Leader
(n=14) (n=13) (n=3)
40+ men feel "have already lived half their life on
earthé HIV test doesn'| 50% 8% 0%
40+ men feel "HTC can be difficult to discuss" an
can be "taboo" with older men 14% 8% 33%
40+ men need HIV education 7% 38% 33%
40+ men feel that "HI\fs for the youths, not them.] 14% 8% 33%
40+ men are "no longer sexually active." 14% 15% 0%
40+ men fear discrimination 0% 15% 0%
40+ men rely on their wives' test results 0% 8% 0%

What do | mean? These days when we are talking of village life, mpeeially here
in Nogwe, as | have already said, mention about sexinthgwlla t o ol der me |
taboo.[Opinion leader ARO3]
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Questios 1D 1F AiWhy are meré afraid to know their HIVs t a t ufrai®of € a

discrimination fromothers if they are HIVpostive? € ashamed to be seen at the HIV test
Site?0
| aggregate responses to the above three questiond t he questi on @ wh:
di sadvant age s besduse the data analgsis indéicatds éhe aoncepts are related
and responses to these overlaor examplewhen men described why they were afraid to
know their HIV status, they named discrimination and fear of being seen by their girlfriends

at the HTC site.

Table23. Fears Related to HIVékting

Village Healthcare Opinion
men provider leader

(n=31) (n=23) (n=2)
Depression/daidal thoughts/dwelling on
imminent death 19% 22% 0%
Fear of discrimination by others 19% 26% 50%
Fearful of being seen by friends, family
members, girlfriends 23% 22% 0%
Fearful because oftieir past behavior"
and/or that they will be perceived as
promiscuous 6% 13% 50%
Fear of rejection/loss of
relationship/marriage 13% 9% 0%
Loss of economic viability & work "how
will I survive, will people buy from my
business, won't my boss fire niéne finds
out?" 6% 4% 0%
Lack of confidential treatment by
healthcare providers 10% 0% 0%
Loss of status in community 3% 4% 0%
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One of he most common resporsdey village men was depression and/or having
suicidal thoughtsThis response was most freanily given when asked about the

disadvantages of HTC.

filf you have been tested positive, you cannot develop yourself in the sense that you
think that you are going to die soon and there is no need for you to start any project
because you will die soanVillage man BS0105]

A high percentage of resporssiey village merad to do witHear of discrimination

by others

fiWe are ashamed because once found with HIV, pedflbe talking about me. In
addition to that | will be discriminated and feel ashdmmg/illage man AAOL 04]

The other challenge when it contegesting is discriminatiorMost people when

they just know that this person is positive they think that eating together with them or
sharing the same bed Wihake them contract the viruSopeople pefer not to go for

HIV testing.[Village man DA0108]

A high percentage of responses had to do with feeling ashamedeerbat the

testing site by friends, family members, and/or girlfriends.

| think most people are afraid because such plaeesiith of people you know well.
Like if the testing centre is at a sch@round, you might see fronfiaa that there is
your expartner or your girlfriend so you just decieturnback.[Village man
DA0109]

Village menfear rejection by family membeesd loss of prospective partners.

fiMen are ashamed to be seen at the HIV test site because they are afraid of losing
their loved ones after they meetatatestmites t | y i f t he[VYillageest ed p
man FC0105]

fiMost men are afraid becausetse being afraid that they will be discriminated by
their prospective girlfriends][Village man BS0102]

Village men describe the lack of privacy and confidentiality with which they are
treated by providers and the gt the clinics as barriers to HTC

| think the major challenge among merdsling ashamedviost workers in the

health centres are women. So men are afraid that once you are found positive, the

women will tell fellow women that you are positive, so because of that many men do
not get teted. [Village man DA0102]
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There is lack of confidentiality in a way that those counselors end up telling other
people about your results, so if they find out that you are HIV positive, those people
start discriminatinggainstyou since they do not knoweghmportance of getting
tested[Village manKA0104]

First it [government hospital and clinics] must eradicate programmes in which HIV
patients are asked to go to the hospital at a specific date of the week, this is already
discrimination. [Village man KQ1]

Healthcare providersad the same range of responses and identified the same
responses in the top thrééheyrecognize HiVrelated discriminationlhey articulatedhow
male statugan be challenged by H¥xélateddiscrimination.
There is still a lbof stigma and discrimination in the communities so people will
shun away from going therespecially meybecause if a man is seen coming out of
that HTC section, people will report him to his wife that we saw your husband
coming out of the HIV testingbom. [Provider AR02]
Interviewer:AiWhy do you think a man from the village would be afrt know his
HIV status, based on your experienze?
RespondentAaah! Due to cultural beliefs. Most of the men are breadwinners and
decision makers. They feelthath ey ar e superi or and they <c
wrong. So they feel that if they go to get HTC and test HIV positive and people know
thatl am positive | will lose my respect. So though they at times &zva marital
sexual affairsthey try to purly themselves before their household and community in
order to maintain the grip they have over their families. [Provider ZA02]
QuestionlG: iWe learned thatmanymenay t hey are Ajust curi ousd¢c
for testing Why?0
The time 1 and 2ata report over 5percentof each data set saying the reason they
went for testing was because they were fnjust

response, we undertook further exploration of the meamaidge24 shows the explanations

providedby village men, healthcare providers and opinion leaders.
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Table24 Reasons a Man Would Be AJust Curiouso to
Village Healthcare | Opinion
Men Provider Leader
(n=20) (n=17) (n=1)
To learn HIV status 30% 6% 0%
Peer influene-"they follow their
friends then they end up being
tested" [DA0109] 20% 18% 0%
Past behavior, promiscuity 15% 24% 0%
Planning for future, marriage 10% 12% 0%
Experiencing illness 10% 12% 0%
Blood donation 10% 0% 0%
Information from other sources 5% 12% 0%
Information/direction from wife 0% 12% 0%
Behavior of wife 0% 6% 100%
Thirty percent of village mends responses 1in
he wanted to learn his HIV status while 20% of responses named peers as leadindgesl
curious.
To others itbds possible just to see their
they follow the friends and then they end up being tested. So they get tested in order
to conform to their friend who has been tested. [Village BvaA109]
Past behavior and worries about promiscuity (15%), planning for the future and marriage
(10%), experiencing illness (10¥@nd intention to donate blood (10%g@re the next most
frequent responsegven by men
Interviewer Sdijmy mainfocusien t he O6curiosityd. What b

curiosity®

RespondentiMostly it is because of setfoubt. Such men look at their previous
t h e nVildge médntDBG2h e ms el ve s 0O

sexual encout er s

and

What makes a man to get tested because of curiedityhim to know hisstatusand
how he can live, so that he can live long because of these dideabevillages

there are many who think that they are being bewitched, smifgt tested you are
able to know the real cause of sickness. If youggted you know if you have HIV
or not. [Village man AA0106]
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Healthcare providers also identified peer influence (18%), concerns about past behavior
(24%), planning for the future (12%), and experiencing illness (12%) as reasons for why a
man would be justurious as the reason to get HTC. The providers also mention information
from ather sources, e.g. hospitad0s andwives
Study Aim 3: Normative Beliefs & Subjective Norms
According to the Theory of Planned Behavior, normative beliefs, whether importa
i ndividual s approve or disapprove of perforn
norm. If a person thinks people who are influential and important believe a certain behavior
should be performed, that person is more likely to hold a posumibgctive norm. The
following questions probe who influences men in their decision to get tested.

Question2A &2Bfil n your household, who would help i

most important? Second most important?

Table25. HouseholdLevel Influencerof HIV Testing

Village Healthcare | Opinion

Men Provider Leader
(n=21) (n=9) (n=3)
Wives 76% 78% 67%
Other relatives, e.g. uncle, brother, child 14% 11% 0%
Parents 10% 11% 0%
Self 0% 0% 33%

Wives of village men arby far the most frequently cited househtdgel influencers by all

types of participants. Other relatives (14%) and parents (10%) are named as well by village

men.

Question 2C:A | n

i Wo |

wo ul
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Table26. Village-Level Influencers of HIV Testing

Healthcare
Village Men Provider Opinion
(n=42) (n=23) L eader (n=8)
Chiefs 40% 35% 25%
Health surveillance assistants 21% 9% 25%
Religious leaders 17% 22% 38%
Peers 14% 22% 13%
Healthy appearance of HIV+ peop 5% 9% 0%
GAIA 2% 4% 0%

A high percentage of participants name chiefs as the main viageinfluencers of men.
Health surveillance assistants, religious leadergpaeds are named by significant
proportions.

As described in the literature review, normative beliefs cans shajgegender roles.
The interviews revealed that the role of men and male status @ati¢etehavior around
HTC. The following table lists thattributes related to male status @ethderroles in

Mulanje District.
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Table27. Male Status and Gender Roles Impacting Male Hédimg

Healthcare Opinion
Village Provider Leader

Men (n=11) (n=23) (n=4)
Men do not listen ttbake orders from
women, wives 27% 4% 0%
Men are breadwinners & HIV status cg
render them useless/unable to work 18% 4% 25%
It is inappropriate for women providers
to approach and educate older men 18% 0% 0%
Men lose status/sense of superiority b
beingseen at HTC site/testing positive 9% 39% 75%
Men understand how to approach othe
men 9% 0% 0%
Men rely on their wives for information 9% 0% 0%
Men do not want to receive HTC at
same site as women 0% 22% 0%
Men prioritize work over HTC 9% 13% 0%
Men expect to be treated respectfully b
providers 0% 9% 0%
Men are "hunters," promiscuous 0% 9% 0%

Village men participants commented more frequently than providers or opinion leaders on

how men do not listen to their wives and how it is inappropriate fonewmoto educate older

men.

Men are reluctant to go for testing because the volunteers who are operating in
different villages are the females only. So it is hard for men to be open because of the
traditional beliefs like in the village it is not right farhales to approach their father
in-laws because that will be very disrespectful. For example, a female volunteer can
tell her husband to go for HIV testing but the husband cannot take that seriously
because it is the wife talking. [Village man ABO1]

The fPllowing quote from a village men focus group describes the responsibility of being the
breadwinner and how fear of a positive test result can lead a man to delay testing.
Most of the men are breadwinners so if they go for testing and they are foundepositi
they may get stressed which will result in them quitting their jobs and being rendered

useless in society. So to avoid all this they prefer not going for testing and wait till
they get sick. [Village man DA0108]

69



As descri bed by tol ashgadof householg and thesr authanigyasd s r
decisionmakers can be challengeésulting in a losof statusjf seen at the HTC site or
found positive.

| think because as according to our culture, we always respect men as the head of the
family, so br them to let their relatives know that they are HIV positive, maybe they

think people will not listerio them when they talk.hey cannot take their ideas

because they will say he is useldssis already sick and any day he will digs

maybe that@asomnht hey dondét want to discl os
always keep it as a secret. [Provider AR07]

This fear of loss of status lea#8% of healthcare providets report that men do not want to
visit aHTC sitewith women

The HIV testing plae matters. Men are ashamed to go to the same HIV testing place

with women. | think they should create a private place for.mirink they can be

coming freely]Provider GD0301]

Finally, as the literature review revealed, men can see health servitcdsasna | e
spaces. 0 This theme ar oswherebythreeoftres plleget t o GA
men focus groups had | engt hyorciosmntee dastp romngr a
seen in the following comments.

|l tds true that GA bhdsinithis preagtheeomnytskortfallisethat pr ogr

when they were launching they involved mostly wopsstelining men. In addition

to that, they have what they call community care givers who move house to house,

but in the same vein, they made it clear thay therk more with women so men are

feeling left out. Village manDA0104]

To add on the same about men, when this organisation called GAIA came into the

villages, it came with a womesriented approach. So this has resulted in most men

stereotypingitasfhemi ni ne institution so the men d

activities because of this notion. So it

actions. [Village man DA01Q2

The focus on services for women is recognized by a GAIA provider.

So mosbf our clinics in Malawi, especially the outreach clinics are wooranted.
Because women will take children to go for immunisation, women will go to
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antenatal services when they are pregnant and when a patient is sick in the hospital,
the guardian is woman. So in most cases men are left out. [GAIA provider AR02]

Four of the five village men focus groups coupled their comments with positive remarks
about GAlI A6s female volunteers and services.

If GAIA had male volunteers, men would be able to be [Bpeak freely], but

women volunteers are also doing good work. But we men in the village, we are just
selfish, we dondét want to fi ndomefion about
just a nearby villagd.have seen volunteers go ddmyrdoor, encaraging people.

They can come to men and ask them how they feel and if they can go for testing, but
men resist, they say they are OK. The will say it is just a headache. Ha Ha Ha Ha.

(OtherrespondentslaugpBe c aus e of i gnor anceheset hat 6s w
problems. But they are trying their best. They should include men so that we
shoul dnét be ashamed. Thank you very much

Two of the three provider focus groups discussed the benefits of involving men in male
testing services atid two GAIA healthcare providers.
They were actually sayintpat if we have male HTC counse$ going around
villages | think other men can be attracted since they wid their fellow men in
HTC and ités a bit easielwmahoompaeedtman t o be

women sd think there must be male HTC couflms that will deal with their fellow
men. [GAIA provider AROS8]

Study Aim 4: Control Beliefs & PerceivedBehavioral Control

Control beliefs concern the facilitators and barriers to aagrgut a particular
behavior It determines perceived behaviocaintrol thatpertains to factors outside an
i ndi v codtwlalhedagilitators and barriers shownTiable28 concernclinic logistics,
e.g. timing of services, clinigetting and locabn of services.

Question3A & 3Bfi What would make it easy for a man t

di fficult for a man to get tested? Why?o0
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Table28. Clinic Logistics & their Role as Facilitators and Barriers to HTC

Village Healthcare | Opinion
Men Provider Leader
(n=19) (n=11) (n=2)
FACILITATORS
Participation in antenatal care testing
program 37% 18% 0%
Experiencing illness 32% 36% 0%
Private setting 16% 27% 50%
Testing at a distant site for confidentiality 11% 0% 0%
Time of day/week convenient with work
schedule 5% 18% 50%
BARRIERS (n=10) (n=12) (n=2)
Long distance to HTC site 50% 33% 50%
ART designated days/times/places 40% 33% 50%
Designated days and times of HTC 10% 33% 0%

A high percentage ofilage men named patrticipation in antenatal care services as

facilitators of HIV testing. A similarly high number named being ill as compelling men to get

tested. All groups recognized the need for privacy.

Some men go to get tested because of their yafdr instance, when a pregnant

wife goes to the hospital and is tested HIV positive. The husband is requireddo go
that he also gets tested. So some men do not go to the testing sites out of their will,
but because they are forced to do so. [VillaganrDA0102]

They say most men doné6t |i ke going for HI
when they are sick and go to the hospital it is when they say maybe today | should
test for HIV because | have been having this disease for a long time. Buittkdy
are ok they feel it is a waste of time to go for HIV testing. [Village man AR04]

The long distance to testing sitesssast a barrier as do the special designamHTC and

ARV-related serviced hese barriers are recognized by both village amehproviders.

The other challenge is that there is one special day for HIV patients to get their ARV
treatment and thatodos Wednesday. And that
to the hospital on that day iepatigdssi ng f or
because no patient suffering from any disease is allowed except those getting ARVSs.
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So | thi

nk the

best

way i s

people are going for ARVs. [Village man DA0107]

changing

t h

Maybe the places thateameant for HTC are very open. | think changing the testing
rooms to ones which are more private can work better. For exampdé
government clinics have signs openly pointing that this is the HTC section and that
discourages most people from going fsting. So making the testing places more

private
Testing

[Provider DC0104]

Anotheraspect of HIV teshi g

can hel p. Even at the
sited signpost greets you.
out si de asfthe characterssticob healtih o |

Mul anj e

And

workers. The following table shows the most commonly cited attributes of health workers

that act as barriers to them obtaining HTC.

Table29. Health Worker Attributes aBarriers to Testing

Village | Healthcare | Opinion
Men Provider Leader
(n=12) (n=11) (n=0)
Lack of confidentiality 50% 45% 0%
Lack of professionalism, respectful treatm( 33% 36% 0%
Lack of time with patients 17% 18% 0%

Sometimes we happen to go to ttespital and the doctor will go to the place where

everyone

here for

man GBO01]

And even those people wiape giving the service they should be polite when

i s
t he

wai t i
ARV

ng
treat

for

me nt

di f ferent

c ome

K i

nd
t h

speaking with men, because most of them they really want to be respected, you

should not talk to them as if you @edking to women and childrert. they are not

respected, they will not stay at that @dabey will leave as the result they will not be
assisted. [Provider ARO7]

At the end of the interviews, we asked the village men what service providers could

do to make it easier for men to get tesi&@ probedthe healthcare providets tell us what

aprogramdesignedo increase male HTC would look likEable30 shows their responses.
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The

intervention described as Atesting by

pr

whereby men rely on their wivesod test resul't

Table30. Types of Interventions Favored by Village Men, Providers, and Opinion Leaders

Village

Men Healthcare Opinion
Intervention (n=44) | Provider (n=41) | Leader (n=7)
Education, counseling 30% 12% 29%
Door-to-door HTC 20% 20% 14%
Incentives 16% 20% 14%
Compulsory HTC 16% 7% 14%
Testing by proxy 11% 17% 0%
Men's groups 5% 10% 14%
Educate through wives 2% 2% 0%
Special interventions targeting men a
workplace, social places, sports even 0% 10% 0%
Male-only services 0% 2% 14%

100% 100% 100%

* This is more of a phenomenon than an intervention.

As the table above shows, high percentages of village men and opinion leaders called for

education and individual counseling with men about HIV and testing.

That 06 s v eNGOs mustgeducase shaskoutthings tha can make them less
afraidto know their statusnladdition to that they shoufdake sure that they are
bringing those people that tested positive on public and testify on the importance of
knowing your results aftebeing testedHence people will undergo for HIV test

without fear. [Village man KBO1]

Twenty percent of village men and providésgor doorto-door HTC whereby an
educator meets with family members in the privacy of the home to provide
counseling andesting.AGAIA should introduce a doeo-door testing program

where they can get every family at their own place and others will just think they are
chatting while they are being tested for HHVillage man DA0106]

All groups named the use of incensv® attract men to testing. Examples of incentives

included food, money, buckets, drinks and the items named below.

74



| would like to agree with what she has said. There was a time some M&©
giving transport in form of a car for people to travel frdma village to the clinics to
go get tested. A lot of people were going and they were excited abantligiving
T-shirts and soap would really help. [Provider GD0306]

Members of all groups named compulsory HIV testing for men. Many cited the example of
HI'V testing i n Mal awwherstheatestingaf @dgraht wamerrisenotpr o g r
compulsory but is opt out.

fAs my friend has already said, government should set up laws that anyone should go
for compulsory HIV test before receiving any treatim@fvillage man FC0102]

Many participants described how men rely on the HIV test results of their wives to
determine their own status. | <call this fAtes

Men areafraid to know their status because they thought thatdbet have any
problems. So they encourage their wives to get tested so they gain more confidence
with the results of their wives. If she is negative they also say that they are negative.
[Village man FC0105]

Finally, over 1Qpercentof providersandopii on | eader s name the deve
groups as playing a useful role in motivating men to get HTC.

And the other gap that | have seen is that we have support groups in the communities
but they ae not male friendly because them® more wmen than ranin these

support groups so probably males may feel left &utoingd uhm--strengthening

support groups for men that are HIV positive will help because these males would
also asst in disseminating informaticdio other males or attracting other maledvé

tested so | feel that if GAIA can do that can encourage more men in these support
groups. [Provider AR01]
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CHAPTER SIX: DISCUSSION

The following discussion is structured according to the three Theory of Planned
Behavior variables influencing behakibinvestigate how the qualitative data helps explain
the quantitative results and why they may
Recommendations for how to increase male rates of HIV testing for the unit of study, the
nongovernmental organizatioBAIA, are provided based on an examination of the results.

Behavioral Beliefs and Attitudes

or

The quantitative data indicate that bet we

comprehensive HIV knowledge and perceived willingness of men in the villagedsted t
increased significantly. Although the variable of having been tested did not change
significantly, the percentages of men tested in time 1 and timeggré6@ntand 68percent
respectively, remained stable. It is possible that without the disnuatiservices caused by
extreme flooding in January 2015, the percentage tested in time 2 could have been higher.
Comprehensive knowledge in time 2 appears to have a significant reigtionth having

been tested (p853). Perceived willingness to gestied was not associated with having been
tested.The qualitative dataupport the quantitative findinglsat men are knowledgeable

about HIV. They indicate that men are conversant about the benefits of testing, e.g. learning
your status, receiving ART, aradbstaining from activities leading to infecting others or being
infected.Theseresultss uggest t hat GAI Ads intervention

comprehensive knowledge, which can have a positive effect on HIV testing. The literature
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review showsghat HIV knowledge is a facilitator of HTC. This would recommend that GAIA
focus efforts on educating men about HIV and the benefits of testing.

Men are afraid to know their HIV status, the reason given at least three times as
frequently as other ansvgewhen asked in the quantitative data collection about what
prevents men from being tested. When we probed this further in the individual and focus
group interviews, we heard men express depressive and/or fatalistic thoughts. The providers
recognized thiphenomenon. This finding was not seen in the literature review and deserves
attention as addressing this reaction through education, individusde@lmgand support
groups could help mitigate inother result not seen in the literature revie\da s  nfean 0 s
of rejection or loss of their spises or partners if seen at the testing site or if found to be
positive. HIV service providers have recognized and offered counseling on how to ameliorate
womenos fear of the same. 0Sst rfaetaergs Elosf arreej encete
|l iterature review did reveal a high number o
findings are supported by my quantitative and qualitative research showing high percentages
of responses having to do with fear of disgnation by others and fear of being seen by
friends, family members and/or girlfriends. The providers acknowledge these fears as well.

When asked to name the primary reason a man would get HIV testing and counseling,
the reason cited at least fourtines any ot her was that he was 0
quantitative survey. | probed this explanation in my interviews by asking why a man would
be just curious. The most frequently cited reas@mmed by vilage mewas | ear ni ng on
HIV status (30%). The ¢ most frequently expressed reason s theysaw their peers
obtaining HTC and followed their examg20%).The role of peers, as seen in further

discussion below, figures more strongly in the qualitative results than the quantitative. This
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could bedue to the use of focus groups when interviewing the men, a condition underlining
the role of male friendships. Men then namedaerns about their past behavior (15%),
planning for the future and/or marriage (10%), experiencing illness (10%dlesive ©
makeb| ood donations (10%). These responses su
male peer counselors as a way to increase HTC. They also suggest messages for public health
campaigns, e.g. emphasizing the positive benefits of HTC, such as plamingdfcm e 6 s f ut u
and donating blood.
Normative Beliefs and Subjective Mrm

By far, wives have the gr e aseekisgtbehaviov el of
with 52 percentof menresponding to the quantitative surwgaming spouses as the person
informing their opinions about health issues ang&@entof responses in qualitative data
collection naming wives as the person having the greatest influence on a man to get HIV
testing at the household level. This finding is not confirmed in the literatuewenhich
names community leaders, e.g. chiefs and religious figures, and male peers as affecting male
behavior. The agreement of the quantitative and qualitative data describing wives as
influencers suggests that GAdtsAmalse HTEdGAKRAat i on 0O
should continue to educate women on how to speak with their husbands about HTC.

In the qualitative data collection, village men and providers named chiefs
approximately twice as often as any other village level influencer who woelccaff a man 6 s
decision to get HTC. Chiefs were named at other times in the interviews as well, e.g. when
asked how GAIA could increase male testing rates. While there were a few dissenters, most
men made comments demonstrating the respect and authority lobliéfin the villagesThe

guantitative data does not show such results with only 4 men (2%) naming chiefs as likely to
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influence their opinions about health issues and seeking health care. This disparity in
responses may be due to the questions; inadbe af the qualitative interviews, men were
asked a more specific question, namely, who could influence their HIV testing decisions.
Given chiefs are engaged by GAIA to help with the introduction of and education about
GAIl A6s ser vi c e snenalready ses chigfe as paisedlitoeplay ah inportant role
in HIV-related behavioiThese findings suggest GAIA engages chiefs in designing and
implementing programs to influence male HTC.

Like the quantitative results, about@érceno f me n 6 s identfiedghe n s e
gover nment 60s h esigtants (HSA) asriffluencerBhis fimding is ee@orted in
the literature reviewOther qualitative results show thatigious leaders were named in 17%
of responsesReligious leaders were never namedhe quantitative findings. This disparity
could be due to the prompaming religious leaders anded in the qualitative interviews
whereby men were given examples of who could influence a man in the village. The
literature review shows mixed resultsthe role of religious leads. One article finds that
Mal awi an r e |lpowgraondunfluerfce hqdunio significant impact on-teng
behaviors, their HIV knowledge was <critical
religious leadersofen hel d stigmatizing attitudes nega
behaviors?® GAIA holds male testing interventions at churches on weekends in partnership
with religious leaders. These findings suggest that celggleaders may not always
positively influence men to get test€dAIA needs to be mindful of the level of HIV
knowledge and attitudes toward people with HIV held by religioaddes with whom it may

partner. It can play an important role in educatinigiaus leaders.
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Finally, as mentioned earlier, the qualitative data suggests a greater rokdor
peersn influencing men in getting tested. Fourteen percent of responses made in the
gualitative datamamedother men as influencers, three times gt lais the quantitative data.
Again, the quantitative questionnaire was more general, asking men about who influences
their opinion around health issues. It is possible that men see HIV testing and other HIV
related behaviors as a community concern vergigtysas an individual one. This could be
due to the multiple education campaigns held by GAIA, other NGOs and the government.
The literature review supports the finding that male peers play a role in influencing male
HTC.

The qualitative data offers filmer insight into how male status and gender roles
impact HTC.There were 11 responses in which men spoke explicitly about thes&6 of
thoseresponses, they said that men do not listen or take orders from other women or their
wives in the context of i testing. Another 18% of responses indicated they thought it was

inappropriate for women providers to approach and educate older men about HTC. This

coincides with the literature review findi

peers to dvise men rather than woméArMe n6s posi ti on i n Mal awi

the fAibreadwinnerdo and Asuperior, o and thus

leaders describe how men risk losing their statwiren seen getting a HIV test or living with
AIDS. These responses parallel those found in thetiteraeview describing masculinity
constructs whereby men are strong, economically productive, all knowing and dominant.
GAIA should consider health messagocusing on the ability of men to continue to be
productive and healthy when Hipositive and engaging seropositive men to serve as

educators and models, as the participants suggest.
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An i mportant finding was that seevitesasnd son
Awomemi ented, 0 not dissimilar to the literat
clinics as Afemale spaces. 0 Village men see

sidelining men, 0 as one r e tpasthd@AAVillagesi d. Thi

program was originally conceived of as a fnwo
womenodos skills and stature by employing then
review, vVvillage men and pflheakhicateeconsumgtienrsas r i be n
compared to womendés. Wi th this in mind, any
a Afeminine institutionod as one village man

remedy for increasing male participation, namaelying village men as health workers.
Some participants say that men would feel more comfortable sharing private information
with other men. This recommendation is buttressed by the discussion above about the
difficulty some express in being approached aducated by women and the importance of
their peers in shaping opinioriEhe quantitative data, however, shows a different picture.
When asked to rank testing site attributes as very important, somewhat important or not
important,63 percenof menranki st a f f anotémpontant. €hd coald be because
men were asked to consider their preferences witlecesp any HIV testing site art®
percentof menwere last tested at government facilities. When men think of GAIA and its
services, they seedearth of men and services for mérhese results suggest that GAIA

should hire village men to work with the women as health workers.
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Control Beliefs and Perceived Behavioral Control

While men can exercise some level of control over the behaviomstttades
described above, there are external conditions over which they have little to no control. These
can make it easier or more difficult for men to be tested. Lack of confidentiality, privacy, and
professional treatment by health workers are the sigstficant barriers for men to HT&s
named in both the quantitative and qualitative restilte literature review names these
concerns but did not turn up an important finding presented here, namely, the impact on
testing uptake by the designation pésial days, times and places for HTC and antiretroviral
treatment (ART). As reported in the previous chapter, men find these demarcated places to
take away their privacy and thus harm their standing in their families and communities. Their
examples moreréquently referred to government facilities, the only entity that provides
ART. But there are implications for GAIA and other providers, too, in thinking about how to
structure and publicize HTC services in such a way that does not discourage male
participation. Furthermore, men and providers observed that a lack of professional treatment,
including failing to keep test results private, and their lack of time to tend to patient needs
hinder male HTC. GAIA and other providers can set high expectations ltowl éodes of
conduct to ensure professional behavior conducive to increasing male HTC.

The greatest facilitators of male testing are related to circumstances compelling men
to test. The first instance consists of male participation in antenatal carg pkditams
whereby pregnant women receive HCT and their husbands are encouraged to join them. This
is a positive finding, especially given Mal a
for other countries. The other circumstance is when men experie@ss.i Finally, short

di stances to HTC sites can play a role in en
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In addition to the attributes of test sites described above, e.g. maintaining
confidentiality, worker professionalism, unmarked HTC services, the village men
inter ewed i n the quantitative data collection
These include offering other health service48, maintaining privacyg9%), allowing a
spouse/friend to accompanyB@e), available on a weekday (61%) or weeker@¥{h
located near home @86) or work (4%) and unknown by staff and patient3¥4). It is
unclear as to whether other services are desired in order to disguise the reason a man would
visit a HTC site and/or if a man would want to complete as many hreddthd needs in one
visit as possible, or some other reason. It is interesting to note that the least important
attribute for these men was gender of the health woalsetdiscussed abavEhis seemingly
conflicts with the qualitative finding that village meand providers recommended hiring
male HTC counselorés discussed earlier, this may be due to the fact that most men receive
HTC at governmental facilitie$n the qualitative interviews, men may have spoken more
favorably about including male health werkwith respect to work at GAIA because they
know GAIA provides a compensatiooughlyeqa | t o a schoandar¢ eacher 0:¢
generally favorable about GAIA.

The qualitative interviews revealed opinions about types of interveniibese
topics wee not addressed in the quantitative researitlage men and opinion leaders most
frequently identified the need for education of men. At first glance, this is surprising given
the many educational campaigns carried out by the government, NGOs, anelsgimesr
groups in the region. However, it is possible that men may see such information sessions as
Awomemi ent edo as t haghedtetated skréaces All pagticipait | V

groups named dodo-door HTC and the use of incentives with reialy high frequency
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Door-to-door HTCis described as relatively successful in the literature reviegntivizing

men with money, Ishirts, and other items is a question for consideration given use of

incentives to improve health outcomes has beenisegther African settingg®’’

Consideration would need to be given to how to fairly treat all health consumers, regardless

of sex. However, at least one respondent indicated he felt that woenerthe beneficiaries

of goods and services from GAI A that men wer
were in support of compulsory HT@ stance opposed by the World Health Organization and
UNAIDS. "® Without adoptig such extreme measures, it could be argued that an

intermediate step, providamitiated HTC, could be taken by providers such as the

government and GAIA. In this scenario, men would have to opt out of testing as part of any
health care services. Finglly t he f or mati on of mends groups i
intervention by at least Jercentof providers and opinion leaders and byescentof men.

Such menés groups do exi st where GAI A operat

success would depd on strong volunteer and staff leadership.
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CHAPTER SEVEN: PLAN FOR CHANGE

This final chapter presents a plan for change for a nongovernmental organization,
GAIA, to increase male rates of testing in southern, rural Malawi. In the following pages, |
present study findings and recommendations for GAldescribe the activities that GAIA
has undertaken in the last 18 months to increase Hisléesting and indicate imable31
how their programs compare to my recommendatioienu s e J o h n gl $tdpt er 6 s
Process for Leading Change to guide a discussion of how tenmepk the
recommendationg® This model has been applied to settings in Africa and 24.

It is important to report on the services GAIA has implemented in the last 18 months
to increase male HTC. Three years ago, oB8lp&cenb f peopl e tested at
health clinics were mal& Furthermore, a major GAIA donor requested that it consider ways
it could increase male testing. Since the summer of 2014, GAIA hassib@ial testing
events for men and youthightat churchesand the remaing held at soccer fields,
workplaces and marketSixty percent of the 896 adults tested were rrenr percent of
these males tested positive. In September 2015, GAIA launched its piletbelbmor HTC
campaign targeting men and women in their homdsa#n of 8 that includes one male tester
takes about 2 weeks to test the households in one village. They visit bwthesveekdays
during regular working hours (8a#pm). If household members are out, the staff returns
another day at a different timBetween September and December 2abyillageswere
visited and 41%f the adultdested were male. Three percent of the men tested positive (5%

of women were positive).
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Study Findi

ngs,

GAIl A6 s

Activities and

Table31 shows study findingsral relatedactivities andecommendations. It groups

these according to the Theory of Planned Behavior variables

Table31 Study findings,G A | A @twitiedand Recommendations

| Study Findings

| GA| Adkctivities |

Recommendations

Behavioral Beliefs and Attitudes

Comprehensive |GAIl A i s a wa Men want educational programs
knowledge is desire for educational | DesignHIV educational programs
1 significantly programs designed for | targeting men and useale
associated with | them. GAIA has educatorsinale role modeland
having been engaged 1 male opinion leaders.
tested. educator/tester.
Men may GAIl A6 s s er v Develop and deliver mental health
experience very limited with respecl modules as part of the educational
5 depression and | to mental health. It doeg program. Develop a questionnaire t
suicidal thoughts | not use assessment tog assess individual mental health and
if found positive. | to gauge depression. | train GAIA health workers on its use
and how to counsel men.
Somemen GAIA educates Emphasize the benefits of HTC in
associate benefits| communities aboutthe le ducat i onal prog
with HTC like benefits of HTC. groups, e.g. beg able to plan for the
3 | planning for the future andhe ability to become
future and healthy once on ART.
donating blood if
found negative.
Normative Beliefs and Subjective Norms
At the household | GAIA is very successful Continue to educate women on hov
level, wives are | in reaching women and| to speak with their husbands and
4 most likely to counseling them on ko | partners about getting HIV testing.
i nf |l uenc|totalkwith their
decision to get husbands about HTC.
tested.
At the village GAIA involves chiefs Involve as many village chiefs as
level, chiefs are | early in the possible at every step of the
most likely to implementation phase. |[pr ogr amdés desi gn
influence men to and evaluation. Before entering an
5 | get HTC. set of villages, negotiate with chiefs|
for their involvement in male HTC
program.Encourage all clefs to get
tested and share status if willing.
HIV+ chiefs could serves as role
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Study Findings

G A | AXxterities

Recommendations

models for success of HTC and AR

Men can influence

GAIA is supportive of

Create mends gro

6 | othermentoget imends g r o u p seropositive men to be role models
HTC. form them when it can. | Hire men to be GAIA health workers
The gov e|GAIAactively pursues | Coordinate andlgn services with
health surveillancg collaboration with other| HSAs. Obtain their help in supportir
assistants (HSA) | providers, e.g. program goals by encouraging men

7 | are influential. government, mission |t est and wuse GAI

and NGOs. 2-3 HSAs to participate in program
design, implementation and
evaluation.
Religious leaders | GAIA has successfully | Meet with religious leaders to asseg
can influence men established relationship| their knowledge of HTC. Offer to
to get HTC. with religious leaders. | provide educational campaigns to

8 : . :

their parishes. Recruit2 leaders to

participate in program design,

implemenation and evaluation.
Gender norms GAIA is effective in GAIA can test and then use health
describe men as | sensitizing and messages based tirese nans in

9 the breadwinner, | educating communities | educational campaigns and eore
productive, and | around many health one counseling Make the case that
head of the family] issues. HTC can lead to ART and maintain

mands heal th and
GAIl A6 s s | GAIA senior staffis Hire men to be GAIA health worker
ar e Awo m|aware that services are| Working together with chiefs, HSAS
10/or i ent e d|seenasdesigned fanch | and religious leaders, GAIA health
targeting women only. | workers educate men and women
about services for both sexes.
Control Beliefs and Perceived Behavioral Control
Designaed days, | GAIA activelytargets |[Mi t i gat e mends f
timesandplaces {mends gat hegholdngr egul ar menao s
for HTC are It also holds malenly | offering all services, e.g. HT.®lood
11 barriers to HTC. | daylong testing events.| pressure cheeldps, contraception,
blood glucose screeningtation
these at places where men congreg
such as at weekly markets, soccer
games, and after religious services.
Men experience | Most of the comments | Ensure clinic spaces preserve priva
lack of concerning privacy and| and confidentiality. See following
confidentiality and| lack of professional recommendation regarding staff.
12 privacy at testing | treatment were made | GAIA has an opportunity to address

sitesas barriers to
HTC access.

with respect to
government employees

these concerns when educating me
about its services. GAIA should
ensure professional behavior when
conducting personnel reviews.
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Study Findings

G A | AXxterities

Recommendations

13

Men experience
unprofessional
treatment by
providers, a
barrier to service.

Hold reguér in-service trainings on
professionalism in the workplace.
Schedule annual reviews that inclug
reflection on conduct.

14

Male participation
in antenatal care
(ANC) programs
facilitates HTC.

GAIA is very successful
in reaching women and
has worked to quport
the governn
programs.

Continue to educate men and wom¢
on the benefits of ANC. Inform the
government ANC providers of its
important role in encouraging male
HTC.

15

Men are favorable
towarddoorto-
door HTC

GAIA began piloting a
doar-to-door program in
SeptembeR015and has
the opportunity to learn
from its work to date.

Continue dootto-door HTCwith
male health workers when targeting
households at times when men are
likely to be present.

16

Men would like to
receive incentives
for HTC.

GAIA does not provide
incentives to encourage
testing. It does provide
material aid for the mos
impoverished
households, e.g. corn
meal, blankets, clothing
school supplies and
basic medicines.

Convene stakeholders to discuss th
provision of incenties to men for
HTC. Talk with village men and
women to gain their perspectives.
Consider issues of equity and do a
costbenefit analysis.

17

Some men suppol
compulsory HTC

As a NGO enjoying
positive publicity in the
press and a player in
district and natinal
meetings and
conferences, GAIA has
the opportunity to play
an influential and even
leadership role in
instituting PITC among
all providers.

Mal awi 6s Nati ona
Commission recognizes that provid
initiated testing and counseling
(PITC) has not ben systematically
implemented, constituting a missed
opportunity 8 While compulsory
testing and PITC are not the same,
they do have in common a goal of
implementing broader testing by
offering it to anyone seeking any
form of health services. Through
participation in districvide planning
meetings, gauge the acceptability o
PITC to different types of providers
and advocate for its use.
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Kotterodos Eight

Figure 5s h o ws

Step

Process for

Kot t er OessfdElLegdmg Ch&géeigng firom the

fields of management and leadership studresmodel has bearsed by nonprofit

Leadi

ng

Chan

organizations, foundations, universities, and global government agencies to implement and

sustain chang& In the following paragraphs, Iistuss the meaning of each stapply each

to GAI AOs

Implement &
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The Whole
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Step 3
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Step 1
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these variables are present for GAIA. First, the organization hired a new Country Director in

Apr il 2015. She

S

a Mal awian nur se

and
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training, she looks at individual, conunity and societal health and behavior. Second, GAIA
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has a change champion in the Senior Projects
bi-wee k|l y men & tiketamy ®ther MG, GABA yacempetition for funding.
Private and public funderdook for innovation in program delivery. GAIA can attract the
attention of donors with a male HTC program meeting a large gap in services. Finally, GAIA
has already highlighted the UNAIDS-@0-90 Campaign and how its prograaign with
the goals taliagnosed0 percentof peopleachieved0 percentcompliance withanti
retroviral treatment anensured0 percenthavesuppressed viral load8.TheMa | awi 6 s
National AIDS Commissioembraces these goals part of its 2012020 National Strategic
Plan for HIV and AIDS®*E st abl i shment of a male HTC progr
work to the global Campaign.
Step2: Create the guiding coalition
A guiding coalitionstarts witht h e o r g a aderzaadtat least ihree td fige other
people with high levels of responsibility and strong reputations and expertise. For larger
entities, the coalition needs to grow for the later phases to be successful. New members can
include board members, staff astdkeholdersn Malawi and the U.St is important to
devel op a fishared assessmento of the opportu
the Country Director and senior staff would be the first to convene. They could then invite
stakeholders sudis the board chairman, villaghiefs,religious leaderand governmental
health surveillance assistaiftscommendations 5, 7 & 8))recommendonsideringstaff
working in the villages such as the Community Caregivers who are village based. The
coalition should seek to include people who might resist the new program and who are
influential. By engaging them early on, their concerns can be addressed and hopefully they

will buy in. Holding retreats can build a unity of purpose and trust among coalitiolenem
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Finally, while Kotter does not include this recommendation, | believe it is imperative to
designate a monitor who will regularly examine the plieackits implementation and report
back to the coalition on progress.
Step 3: Develop a change vision

A change vision is fna picture of the futu
a p p e a’? GABAdnight have one person write the first draftd circulate this among the
guiding coalition tanake sure thease is made in a clear and compelling way. The process is
iterative to ensure different views are includédhould be vetted by as many stakeholders,
inside and out of the coalition, as possiflee final producshould be a concise statement
easilycommunicated in less than five minut&ékee chage vision could later serve as a
guiding instrument for other providers, such as government clinics, the mission hospital and
other NGOs, if they should elect to adopt the same changes as GAIA.
Step 4: Commucate the vision for buyn

Obtaining buyin from people who implement and use the program as wethas
stakeholderss crucial.Use all existing communication channels to share the vision
Describingthe message has to goybad oneoff announcementat staff,boardand
communitymeetings. Guiding coalition members, and especially the staff and dfoard
directors, should incorporate the vision into daily activities such as program plamaing
meetings with donors and stakehold&wssignate coalitiomembers who are opinion
leaders to hold small breadut meetings with staff and stakeholders to get feedback on the
vision. Be prepared to respond to questions and resistance at the mestgigs.
infographics to show how the program works, who wilrgdrout and where it will be

delivered. Keep stakeholders up to date with regular repaischa health
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communications campaign based on the research findingsthbautticipated benefits for
the man (e.g. ability to live a healthy life), his fam(gyg. ability tolive a productive lifé,
and his communityg(g.decreased HI\thcidenceand poverty)These are described in
recommendations 3 and 9.
Step 5: Empower broaolased action

As Kotter writes, fAThe mor eep'doemimé i nvol v
to see employees implement the vision with new approaches while remaining within the
guiding frameworkRecommendations-8 suggest new people f&AIA to include in its
program design, implemattonand evaluaon, namelyjnvolve influential stakeholders,
e.g. chiefs antiSAs. Staff should bencouragedo think creatively aboutewways to
enhance programs.g. recommendation 2 suggesting development and delivery of mental
health modules, degssion screening and counselfoagmen In order to achieve broad
based actionobstacles to change must be removed by the guiding coakboexample,
these barriers may be managers who reject the vision or an organizational culture that buries
conflict. It is up to the leadership to identify the most important obstacles and remove them.
When this happens with an individual, he or she must treated fairly. If actions are not taken,
the entire effort can lose credibility and momentbrm G A | A 6esCountay Dieector t h
and others who inspire trust and confidence will need to listen carefully to staff at all levels
of authority to identify potential blockers and barriétstential barriers and facilitators are
described in recommendationsill7.Like any nonprofit, GAIA has budgetary restrictions
thatcould become an obstacle. The organization should have-aamsidered budget that

allows for unexpected expenses like vehicle purchases or new staff.
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Step 6: Generate shadrm wins

Meeting and debrating shortem goals help propel the effow/ithout creating these
opportunities for success, energy can wane and staff can become uneargagesh
unsupportiveFurthermore, the urgency felt at the beginning can dviamagersancreate
these wis indifferentways,e.g.by establishig monthly or semia n n u a | goal s. I
casejt can establish goaluch as the hiring and trainingrogle staffrecommendatiosl
and 10, establishment of healfiairs for men (recommendation 11) ameeting he
objectivesfor number of men educated and tested.
Step 7: Never let up

Kotter warns against declaring victory too soon, an act that can lead to loss of
momentum and a return to the old ways of doing thi@gsinge can take years, not months.
Instead)eaders use the credibility provided by the shenn wins to addregzocessegsot
consistent with the change effort. For GAIA, this could mean changing how staff are
managed and promoted. It could mean attending to external factors affecting its success
male HTC. As reported in recommendation 17, providiiiated testing (PITC) has not been
systematically implemented. GAIA could play a leading role at the district, regional, and
national levels in leading efforts to ensure PITC.
Step 8: Incorporatehange into the culture

As implied in the discussion of the previous 7 steps, the effort to implement a new
intervention goes far beyond the program itself. It can be a new way of thinking about how to
get things done, e.g. obtaining bumyfrom all levet of the organizatiorKotter warns that
the transformatiomay bereversedand that two factors are important for change to be

permanent. First, GAIA needs to show all staff, the board, and other stakeholders how the
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new approaches led to the successfylementation of the program. They cannot be left to

assume the reasons for the change. It is imperative to communicate how the new way of

doing things led to the transformation. Second, GAd&ds to ensure the successive

generation of leaders embesd tre new approaciThis is facilitated by a board that

under st ands

t he

organi zationos

transfor mat.

Table32 summarizes the eight steps required to lead change, related recommended

actions and measures of success.

Table32. Eight Seps for Plan for Change

# | Step Recommended Ations Measures of Success
Establish a sense of|f Build consensus with key GAIA 9 Distribute fact sheets
urgency leadership (Executive Director, Countr to staff & other

Director & Chairpersons of Malawi & stakeholders
US Boards) about need for increased | Meet with dorrs,
male HTC when possible, to

1 1 Prepare fact sheets for stakeholders al  explain initiative;

funders send fact sheets to
T Highlight GAI A0s them
male testing
T Underl i ne GAI Abs
UNAIDS 90-90-90 Campaign goals ang
how male HTC abets these
Create the guiding | Identify key staff, board members, 9 Coalition formedand
coalition chiefs, religious leaders to participate expanded
1 Designate a monitor to evaluate progrdy Monitor identified
2 in meeting goals
1 Consider expanding cligon as effort
progresses, e. Q.
communitybased lowlevel GAIA sta
Develop a change |{ Use an iterative process to incorporatg] Gain consensus and
vision coal ition members finalize vision
3 concie statement statement
i Tie statement to goals of the National
AIDS Commission and UNAIDS goals
Communicate the | Communicate the vision at large and |1 Meetings held
vision for buyin small staff, board, and community 1 Infographic sheets

4 meetings and reports generate

1 Distribute infographic sheets to reach and distibuted
literate and illiterate audiences  Communications
1 Keep stakeholders up to date with campaign designed
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# | Step

Recommended Ations

Measures of Success

regular reports

and launched

1 Designand launcka health
communicationgampaign emphasizing
benefits of HTC
Empower broad 1 Guiding coalition nurtures creativity an|Y Staff and other
based action i nnovation in sta stekeholders
5 approach empowered to act
1 Coalition removes obstacles to changg Important obstacles
and identify facilitators removed
Generate shoterm |{ Set achievable goals i Goals met and
6 wins 1 Record anecdotes showing success celebrated
1 Share personal
stories of success
Never let up T Remove remaining obstacles to chang|f Obstacles removed
v 9 Incormporate lessons learned and new | Report results of
insights into development of new innovations
programs and processes
Incorporate change | Clearly report on what processes, 1 Clear and consistent
into the culture behaviors and programs led to the reporting on drivers
changes of change
1 Ensurethe board anducceeding 1 U.S. and Malawi
8 leadershipembodies the transformation boards understand
and embrace the
transformation
1 Successor embodies
the new vision
Finally, Appendix E combines Table4 and 320 provide a road map for how GAIA
can design, i mplement and monitor a mal

Process for Leading Change.

Conclusion

Employing the Theory of Planned Behavior framework, | conducted a literature

reviewidentifying the facilitators and barriet@male HIV testing in Su{baharan Africand

Malawi, analyzed secondary quantitatm@gram evaluatiodata, and undertook my own

gualitative research to understand how male rates of HIV testing in southerMalaai

could be increasedly the norgovernmental organization GAIAconcluded with

recommendations for GAIAarel pl an f

or
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Leading Change. This stuthasseverkey findings contributing to the body ofsearch

about male HTC and suggesting important changes GAIA can make to increase male testing.
First, itreveals that men living in the villages served by GAIA increased their comprehensive
knowledge of HIV, a facilitator of HTC and positively related teetr testing uptake. Second,

men may experience depression and suicidal thoughts if found to bpdsitwe. More
research i s needed on meno6s reahameAficah@ARAl t h an
coulddevelop and deliver educational mental healttdules as well training to its workers

on how to counsel men. Thirdyer 50 percent of village men report that their spouses have

the greatest influence with respect to health issues, seeking care and HIV testing. This
finding was not seen in this li@ure review and deserves further study given women are
higher consumers of health care and HFFQurth, chiefs, governmental health surveillance
assistats and religious leaders hawdluence at the village level, a finding seen in the

literature reviewBecausehis study founahiefsarethe most influential, GAIA should

increase their participation in its programs throughout the-§eaeintervention and engage

them as educators and role models. Fifitage menand some GAIA providergiew

GAIl Asbesr vi ces-oad effwerdaen b e c aare svemen amcketheesancéso y e e s
have targeted women and children. GAIA should hire men as GAIA health workers and
design HIV education and testing programs uniquely targeting men. istisfudy found

that hiedesignation of the date and place of Hai®@l ARTservices seen at governmental,

mi ssi on and GAI A0 Ehisfindingwasnea seendrethe diterauremayiéw.
recommend GAIA holds regulan e nh@alth fairs at sites where men congregatéthat

include multiple services as well as HTEnally, village men speak favorably about door

to-door HTC, an intervention described in the literature review. GAIA piloted this project
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beginning in September 2015. My recommendation is that it emplalsimealth workers
for the program.
Village men and opinion leadgussitively viewGAIA. The organization can
leverage hi s when it 1 mpl e, mprocessthaislengteyraridsakes i g ht
great commitmentGAIA has the human and financial eagy to implement thelan for
changelt is well poised to offer leadership in its own commumaiywell as serve as a

model for other providers aiming to increase male HIV testing in Africa.
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Table33. Literature Review

APPENDIX A: LITERATURE REVIEW

Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
1 Aarnio Male AIDS 2010 | Extremely few men Exploratory | Quantitative Facilitators of male | Lack of male
etal. Involvement in | Care accompany wives to ANC sequential (388 men involvement in ANC | involvement in
Antenatal HIV VCT (voluntary HIV mixed completing testing ted to: ANC HIV
Counseling and counseling & testing). Three | methods crosssectional | support & testing tied to:
Testing: obstacles in male ANC HCT: survey). knowledgesharing reluctance to
Exploring Men's men's limited knowledge of Qualitative (81 | among male peers | learn one's
Perceptions in PMTCT, men's relative men in 11 focus | and guidance from | HIV status
Rural Malawi unawareness of ANC VCT & groups). All elders not to rush intq grounded in
its benefits, and men's men were violence or divorce | fear of HIV,
perception of health services married b/c of HIV; More shame, divorce
as female oriente Male w/spouses of men would test and | and losing
perceptions of marriage play reproductive less divorces would | hope; feeling
role. Neglecting husband age. occur if HIV+ test of no risk;
involvement in VCT decisiong results were disclose( men's stubborn
can lead to adverse outcome with help of health nature; distrust
like divorce. Current approac personnel, family or | in
of making pregnant women friends. confidentiality;
responsible for involving weak marriage;
husbands is inadequate. male
Recommendations: 1)Target perception®f
men with information & health services
support; reorient health including
services & providers toward ANC, as
both sexes; 2) Get early malg women's area
involvement & promote and shameful
spousal communication on for men to
VCT,; 3) B/c mandatory ANC attend.
testing is required of women,
male involvement &
community sensitization
needgorioritization.
2 Ackers Health Care America | 2014 | Only 34% reported a previouj Cross 15,302 male Factors associated | Factors
etal. Utilization and n Journal HIV test and selfeported sectional and female with HCT: Active associated with
Access to HIV of prevalence was 6%. respondents medical attendee of | no HCT: being
Testing and Careg Tropical Respondents under 30 year healthcare facility; male
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
and Treatment | Medical and clinic attendees (active mobile VCT (37% of
Services in a Hygiene and inactive) were more likely men and 18% of
Rural Area with to report an HIV test than women); male and
High HIV nonattendees; ntewere less female respondents
Prevalence, likely to report HCT. Men and under 30 years
Nyanza younger respondents were le
Province, likely to enroll in HIV care.
Kenya, 2007 SES and distance were not
associated with receipt of HI
testing and care.
3 Berendes | Addressingthe | Journal | 2011 | Associations show that stigm| Cross Baseline:890 Seltefficacy; HIV-
etal. Slow Uptake of | of the toward PLWH is a barrier to | sectional (2 | individuals 12 related knowledge;
HIV Testing in | Associati testing & HIV knowledge and| samples) 88 years (equal | young age; higher
Malawi: The on of seltefficacy function as #s male & educational
Role of Stigma, | Nurses facilitatorsto HIV testing. female attainment
SelfEfficacy, in AIDS adolescents &
and Knowledge | Care adults) in 8
in The Malawi districtsMid-
BRIDGE Project term:881
individuals in 4
districts
4 Chamie Uptake of PLoS 2014 | Multi-disease community Cross 4879 men and | Month-long Factors
etal. Community ONE health campaigns (CHC) sectional women community associated with
Based HIV provide a rapid approach to sensitization low access of
Testing during A testing a majority of residents activities by and HCT thru
Multi-Disease for HIV in rural African carried out with CHC: younger
Health settings. Adult male village leaders5 day | age and single
Campaign in participation increased. CHC held at multiple| marital status
Rural Uganda Complementary strategies ar sites offering point
still needed to engage young of-care screenings
single adults. and testing (HIV,
malaria,
hypertension, TB);
participation of
household head
5 Chiang Awareness of Royal 2009 | The study was completed on| Cross 579 residents The following are
etal. HIV/AIDS Society an island where HIV testing | sectional aged 15 years &| associated with HIV
Prevention and | of and education were older testing: aged 139
Acceptance of | Tropical successfully scaledp. (no assoc. for 50+);
HIV Testing Medicine Certain characteristics were having never
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
Among and found to be significantly married; being
Residents in Hygiene associated with ever being currently married or g
Likoma Island, tested (see "barriers"). polygamous
Northern marriage; being
Malawi female
6 Conroy The Influence of | Journal | 2014 | Young rural Malawians (meal Prospective | 932 men and Possibly traditional | Age (older
Relationship of Sex age=24.8) are getting tested | cohort study | women in marital power men less likely
Power Dynamics| Research relatively high rates (as relationships structures facilitate | to test for HIV
on HIV Testing compared to DHS data), testing b/c of positive| than men
in Rural Malawi repeatedly, and not just durin aspects of closer in age to
pregnancy. masculinity. their partners);
male
experience of
sexual intimate
partner
violence;
Relationship
unity (spousal
communicatio
n & support);
perception of
higher
likelihood of
own HIV
infection
7 Doherty Effect of Home | British 2013 | Home based HCT by lay Experimenta | 4154 people
etal. Based HIV Medical health workers is feasible anq | study aged 14+ in 16
Counseling and | Journal acceptable. The HCT communities
Testing prevalence ratio for differencq
Intervention in between ren in intervention
Rural South and control arms is 1.52.
Africa: Cluster Other intervention arm
Randomized outcomes include an increasg
Trial in couples HCT and lower
sexual risk behavior.
8 Haac HIV Testing and | World 2013 | Universal optout HTC on the | Prospective | 1961 men & Ward-based,
etal. Epidemiology in | Journal surgical wards was well cohort study | women aged universal opout
aHospitatBased | of accepted and increased the 13+ admitted for| HTC is patient
Surgical Cohort | Surgery proportion of patients tested. surgery acceptable
in Malawi Only 3% refused HCT. HIV
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
prevalence among men was
14% and 18% for women,
higher than national estimate
HIV more prevalent in non
trauma patients and associat
with infection, genital/anal
warts or ulcers.
9 Helleringer | Should Home AIDS 2013 | Periodically conducting Prospective | 852 adults in Repeat campaigns
etal. Based HIV Behavior homebased HIV testing & cohort study | round 1 and 764| appear to work well
Testing and counseling campaigns can in round 2 when targeting men
Counseling further increase HTC, but but appear less
Services be supplementary interventions fruitful for men.
Offered to enroll individuals not
Periodically in reached by HBHTC are
Programs of needed. The study's findings
ARV Treatment are not so strong for men,
As Prevention? however, as attrition from the
A Case Study in cohort was associated with
Likoma HBHTC outcomes ding
(Malawi) round 1. 15.9 % of men
remained unreached by
HBHTC after 2 campaigns.
10 Hensen Sydematic AIDS 2014 | Interventions to encourage | Systematic | 15 papers Promotiona Perception of
etal. Review of HIV -testing can increase review including 16 campaigns to clinics as
Strategies to men's levels of HIV testing. trials normalize male ANC| "female'

Increase Men's
HIV -Testing in
SubSaharan
Africa

Communitybased programs
in particular had a largeffect
on population levels of M-
testing. Few interventions
target men specifically.
Mobile testing in particular
could have a large impact on
population levels of HIV
testing by reaching a high
number and proportion of
men. Men offered at home
are as likely as women to be
offered ando accept home
based HCT. However pale

participation can be low and

attendance; couple
HCT provided in
settings acceptable t¢
men (voluntary
medical male
circumcision clinics,
mobile HCT and
homebased HCT);
Provider initiated
testing and
counseling (PITC);
Communitybased
HCT were more
aaceptable than

facility-based

environments;
norms
associated with
masculinity
including
beings strong
and "disease
free;" fear;
perceived lack
of
confidentality
of services
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
less coskffective. SeH initiatives; Mobile
testing needs more study ang testing (through
may be promising strategy. caravans or tents);
Repeattesting needed in high Workplace
risk individuals.
11 Kranzer Individual, Tropical | 2008 | Thirty-three % of men refuseq Cross 2047 men and | All Findings (after
etal. Household and | Medicine testing. Among men, sectional women aged 18| adjusting for age)
Community and occupation, marital status 59 (937 men ang concern Barriers:
Factors Internati counselor's sex and cluster 1110 women) Being married; highly|
Associated with | onal refusal rates were associated educated, noffarmers
HIV Test Health with testing refusal. and household head

Refusal in Rural
Malawi

were significant
predictors of refusal t
test. Men aged 387+
had 1.74 times highe
odds of refusal than
men under 25. Men
counseled by women|
had 1.46 times highe
odds of refusal than
men counseled by
men. A high cluster
refusal rateositively
associated with
individual HIV
refusal. Top reasons
for refusal (beginning
with most frequent):
Need more time to
think (25%), afraid of
positive test result
(18%); no reason
given (11%), already
knows HIV status
(10%), has been
previously teste
(10%), does not think
he is at risk (9%).
There are 7 more

reasons.
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
12 Makwiza Who has Access| Internati | 2009 | Men are accessing HCHIV | Mixed Key informant Decentralization of | Severe health
to Counseling onal prevention and treatment methods interviews, services; increase worker
and Testing and | Journal interventions at lower focus groups, HCT provision and | shortages;
Anti-Retroviral | for numbers than women. Men literature review | staffing, especially in| Lack of
Therapy in Equity in generally tend to access ART rural areas; integration of
Malawi - an Health when they are sicker and the HCT services
Equity Analysis CD4 counts are lower than with others
women and tend to have like TB,
poorer treatment outcomes. PMTCT
As with HCT, there are more
females (61%) aessing ART
than males (39%).
13 Mphonda | Assessment of | African 2014 | Peer education through dram Cross 3 cohorts of men Trained lay volunteer|
etal. PeerBased and | Journal and malefriendly hospital sectional totaling 228 peer educators using
Structural of infrastructure is associated drama at the clinics
Strategies for Reprodu with greater male to promote male
Increasing Male | ctive participation in ANC. ANC involvement;
Participation in | Health Changes in ahic
an Antenatal infrastructure and
Setting in flow (design rooms
Lilongwe, for couple HCT,
Malawi attending to men
first, larger waiting
room, toilet facilities
for men, delivery
rooms that could
accommodate a
partner)
14 Nyondo Stakeholders' BMC 2014 | Factors influencing male Qualitative | 6 key informant | Community level Lack of
etal. Perceptions On | Public involvement in PMTCT interviews with | factors (sensitization | knowledge
Factors Health services (which include HCT health at community events,| abait PMTCT
Influencing show interrelated factors at professionals posters around & men's role in
Male the individual, community ang and 4 focus community, it; timidity
Involvement in healthfacility levels. groups with men| involvement of chiefs| about around
Prevention of & women of & other influential women; fear of

Mother to Child
Transmission of
HIV Services in
Blantyre,
Malawi

childbearing age

people like religious
leaders); health
facility level factors
(health education

where men are found

knowing one's
HIV status;
lack of interest
or
unwillingness;
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population

at clinic, male work
friendly environment,| obligations;
privacy, preferential | marital
treatment for couples| problems;
to be assisted first, | unplanned
reward women who | preghancy;

bring husbands,
create plicy
requiring male
attendance at initial
ANC visit, improved
health care worker
attitude;
personal/family level
factors (merto-men
promotions on an
individual basis and
men's groups, early
sensitization of
children re gender
roles)

health facility
barriers (lack
of HIV test
kits, lack of
privacy,
servies
targeting only
women);
health care
workers (lack
of
professionalis
m - lack of
confidentiality
& privacy,
shortage of
workers);
cultural/gender
factors
(pregnancy as
woman's
domain;
constructs of
masculinity
prevents men
from attending
b/c services
targe women
& thereby
undermine his
position &
masculinity)
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
15 Obermeyer | The Utilization | America | 2007 | Men tend to underestimate | Literature When risks of HIV Reluctance to
of Testing and n Journal their risk for HIV infection review are personalized and| acknowledge
Counseling for | of Public more than women despite messages are frame(q being at risk;
HIV: A Review | Health reporting more highisk in terms of personal | Fear & its
of the Social and behaviors. Men are more gains and loss, related social
Behavioral responsive to mass interventions are consequences
Evidence communications, leaflets and more effective; (rejection, loss
peer pressure. Routinized testing in | of job or
the health care settin| housing,
thru PITC. discrimination,
violence,
isolation);
Stigma;
Perceptions of
worker lack of
confidentiality
16 Obermeyer | SocioEconomic | Tropical | 2013 | For men & women, higher Cross 3659 men and | For men with low
et al. Determinants of | Medicine socioecaomic status sectional women SES, integrated
HIV Testing and | and (education & wealth) was facilities and PMTCT
Counselling: A | Internati associated with likelihood of referral are more
Comparative onal HCT through VCT & lower highly assoated
Study in Four Health SES was associated with with HCT uptake.
African likelihood of HCT at For men with higher
Countries integrated facilities & SES, VCT is
PMTCT. Nontesters had associated with
lower levels of educ likelihood of testing.
attainment compared with
VCT testers. 39% of
Malawian men were non
testers; 49% tested at
integrated facilities and 12%
tested at VCT sites. 19 % of
Malawian women were nen
testers.
17 Rimal Audience America | 2009 | Positive behavioral change | Cross 968 individuals | Self efficacy;
et al. Segmentation as| n Journal results when perceptions of | sectional 15 years + perceptions of
a Socia of Public personal vulnerability are (equal numbers | personal vulnerability|
Marketing Tool | Health coupled with strong self men & women)

in Health

Promotion: Use

efficacy beliefs. Both

components are needed for

in 4 Malawi
districts
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population

of the Risk sustainable behavior change

Perception

Attitude

Framework in

HIV Prevention

in Malawi

18 Sabapathy | Uptake of PLoS 2012 | Homebased voluntary Systematic | 21 studies Presence of Fear of
etal. HomeBased Med counseling & testing (HBT) | review & described in 19 | confidentiality stigmatization

Voluntary HIV could substantially increase | meta articles on 5 and emotional

Testing in Sub awareness of HIV status in | analysis countries (5 of vulnerability

Saharan Africa: previously undiagnosed these from asseiated with

A Systematic individuals in SubSaharan Malawi) receiving

Review and Africa with over three results from

MetaAnalysis quarters of thru studies public
reporting >70% uptake. In 8 facilities; lack
studies reporting on BIT of
acceptance, men were as confidentiality
likely as women to accept
testing.

19 Siu et al. Dividuality, Social 2013 | The study argues that there | Qualitative | Participant Desire to raise a Couple testing
Masculine Science are 2 forms of masculinity, observation by | family and reclaim (athreatto
Respectability | & one based on reputation and first author and | social worth if found | masculinity
and Reputation: | Medicine the other on respectability, in-depth to be positive by and
How with some ideals shared by interviews with | restoring health discourages
Masculinity both. Respectability (affirmed 26 men in through ART and testing in 2
Affects Men's by requisites of marriage and Uganda village | being able to provide| ways:

Uptake of HIV providing for family, sexual who ranged for family; Receipt of | destabilization
Treatment in fidelity, demonstration fo from no tesng livelihood support of marriage
Rural Eastern wisdom, respect, consistent to on ART. from treatment due to
Uganda hard work) is endorsed by thg provider, e.g. NGO | disclosure of
wider society while reputatior] funded income man's
(accrued as a result of generating programs| extramarital
'masculine activities' and tuition grants for relationships
shaped by perception of male children; and causing

peers around sexual prowesg
concern with strength,
capacity for hard physical
work, income generation) is
endorsed almost entirely by

men. The former encourages

Advice/pressure from
work colleagues and
friends; Obtain HCT
with a friend

man to feel he
was put on trial
and had no
control due to
presence of
health worker);
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Study

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

testing and treatment; the
latter undermines it.

Male
independence
and resilience
and loss of
respectability
(due to
expectations
that mature
men be wise,
responsible
and sexually
self
controlling);
Occupational
identity and
fear of being
marginalized at
work; clinic
experiences
(waiting with
women rather
than being
served first and
having to miss
work);
sanctions by
health workers

20

Skovdal
et al.

Masculinity as a
Barrier to Men's
Use of HIV
Servies in
Zimbabwe

Globaliz
ation and
Health

2011

Social constructions of
masculinity (strong, fearless,
breadwinner) discourage and
delay HIV service uptake and
ART adherence. Hospitals
and clinics are perceived as
"female spaces." Recommen
social support grups for men,
community and hombased
HCT (to remove men from
female spaces), use of role
models, community level
discussion of masculinity and

Qualitative

53 men &
women on ART
and 25
healthcare
providers

Influence/persuasion
of a trusted family
member or friend;
Gender sensitive HIV
services (counseling,
support groups and
food aid they
distribute);
Knowledge
acquisition

Men's fear of
HIV (due to
loss of dignity,
stigma, need to
disclose status
to wife or
partner,
compromising
of
manhood/stren
gth, being left
by partner);
Challenge to
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Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

health seeking behaviors.

notion of being
all-knowing
and dominant;
Denial of own
risk; Aversion
to being a
patient
(implies
admitting
physical
limitations,
need to enter
female spaces,
discomfort &
unfamiliarity
with clinicd
setting & staff,
feeling
reprimanded)

21

Snow et al.

Are Men
Testing? Sex
Differentials in
HIV Testing in
Mpumalanga
Province

AIDS
Care

2010

There are variable rates of
testing by sex in different
countries. In the case of
Mpumalanga, South Africa,
whenPMTCT is excluded,
females account for 65.1% of
all testing. Data show males
tested at slightly older ages
than females (32 vs. 28 years
From ages 149, 7 times as
many girls underwent testing
than boys. The difference
lessens as age rises. For
males the proportion who
were HIV tested through a
medical referral exceeded th4
for females at all ages. Males
initiate testing at a later age

(in 20s) than females.

Cross
sectional

24,175 males &
females

Medical referrals;
Older age

It has been
suggestedhat
men may test
in the
workplace or
outside the
region. Snow
et al. found,
however, that a
lab providing
testing for
workplace
programs and
private doctors
tested
equivalent
numbers of
men and
women.
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Study | Author Title Journal | Year | Findings Study Study Facilitators Barriers
Design Population
22 Stephenson| Community AIDS 2013 | The study looks at individual,| Cross 2004 DHS data | The following are The following
etal. Influences on Behavior household and community | sectional for 8 countries | associatedvith HIV are associated
MarriedMen's level factors and their (2114 married | testing (no causality | with no HIV
Uptake of HIV associations with male testin men for Malawi) | established): Being | testing (no
Testing in Eight in 8 African countries. married; higher levelg causality
African Community level factors (in of education, urban | established):
Countries addition to individal and residence; higher Rural
household) are significantly household wealth; residence; no
associated with HIV testing male & female regular media
among men. These factors knowledge of HIV; exposure;
include demographics, exposure to media; | traditionally
economics, and behavior ang individual perception | female spaces
knowledge. of risk; using a (ANC clinics);
condom at last higher number
intercourse. The of sexual
following showed no | partners;
significant having the
association for final say on
Malawi: age and household
male employment decision
making (e.g.
purchases, ho
$ is spent,
visits to
family);
women's
employment
23 Weisman Exploring the unpwlis | 2014 | 5 major themes on males' Qualitative | 30 men in rural | Compulsory HIV Lack of
Barriers to Male | hed perceptions of risk, the Malawi testing at medical awareness
Voluntary HIV barriers to testing and ways t care sites was about
Testing in improve male participation acceptable importance of
Southern Rural testing;
Malawi: A concerns about
Qualitative confidentiality
Study and

convenience;
stigma




APPENDIX B: QUANTITATIVE INSTRUMENT

Questions added to time 2 sagvare in red

| MALE MODULE - HIV/AIDS and 5Tls

Interviewer: | want to ask you some guestions abowt HIVAAIDS ond other sexually transmitted diseases
Tsapano ndikufunsan! mafunso okhudrana ndi HIV/AIDS kemanse matenda opatsirans pogonana

MHAD Interviewer: please record househald member id code for the male responding to these guestions from the househald roster an page ang
of the survey. Question “MEMI1"lf no males were present or ovallable please writee 99 and end the swrvey. il
MHAL Please mention all the ways in which you believe a person can Yas no DK
become infected with HIV/AIDS Sewual Intercourse 1 Qo BE
Munditchulire affra romwe mukudziwe kut! munthu Sharing needles (drug use) 1 ] ag
angatengere HIV/AIDS Unclean medical equipment 1 4] 88
Read all responses and circle yes of no. Blaod transfusions 1 o an
During pregnancy 1 il AR
During birth 1 [4] AR
Through breast milk 1 [4] AR
Mosgquitoyinsect bites 1 il BE
Contact with blood of infected persan 1 Qo BE
Contact with HIvs person’s 1 Qo BE
Cazual contact with infected person {ie 1 o BR
Other {specify) 1 a AR
Has mot heard about HIV amd AIDS 1 a AR
MHAZ Can a person do anything to protect him/herself from getting HIV/AIDS? Kodl Yas 1
munthu angathe kupewa ktenge kechifombo koyombitse matends a AIDS? Mo [}
DK a8
MHAZ Can people reduce their chance of getting the AIDS virus by using a condom Yfas 1
avery time they have sex? Mo [i]
DK a8
MHAG Can people get the AIDS virus from mosguito bites? fas 1
No (4]
DK a8
MHAS Can peocple get the AIDS virus by sharing food with a parsan who Yas 1
has AIDS? Ho (4]
DK a8
MHAG Can people get the AIDS virus because of witchcraft or other Yfas 1
supernatural means? Mo [i]
DK a8
MHAY 15 it possible for a healthy looking person to have the AlDS virus? Kool mdf fas 1
rotheka kutl munthy owoneka wa thanel kukhala ndl kachilembo koyambitsa | No 1]
AIDS? oK /R
MHAR Can AlDS be cured? fas 1
No 0
DK a8
MHAS ‘Would you say that you are very worrled, somewhat worried, a little worried, or | Very worrled 1
not at all worrled that you could get AIDSF Kodi mungonene kuti nkhowae yony | Somewhat worried 2
ndi yambir!, pang‘ono, pang’ono kwamblrl kapena mulibiretu nkhowa kutl Alittle worrled 3
mukhoza kutenga HIV/AIDS? Not at all worried 4
HIV positive Mot applicable 5
DK a8
MHALD Can the vinus that causes AlDS be transmitted fram a mother to a child: Kodi Yag Mo oK
amayi odwals angathe kupatsira kachlombo ka HIV kwa mwana wobadwaye | During pregnancy? i i} /R
pa nthowi pomwe: During delivery? 1 Q HE
During pregnancy? All odwala? By braastfeeding? i [} BB
MHALL If a pregnant woman has AIDS s there anything that can be done to prevent the |Yes 1
child from getting the HIV? Ngatl amay odwale all ndl AIDS, Kodl ndi zotheka o Q
kuti chillpo chomwe chingachitike kutl mwanoyo asatenge kachilombe ka oK /R
MHAL2 At this time, do you know of a place where you can go to get a test to see if you |Yes 1
have the AIDS virus? Pokall pane, kedl mukudziwe male allwonse omwe No (4]
mungayezetse kutl mudzriwe ngati mull nal kachilombe koyambitsa AIDS ? oK BH
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