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ABSTRACT
Amy Rankin-Williams: How Can Male HIV Testing Rates in Rural, Southern Malawi
Be Increased?
(Under the direction of Suzanne Babich)
Background: Mulanje District in Malawi, Africa has one of the world’s highest HIV
prevalence rates with 17% of residents testing positive. 1 Men 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 approach began with 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, Global AIDS
Interfaith Alliance, providing HIV education and testing. Two-sample t-tests were run to
determine variation between time 1 and time 2 on selected variables. Chi-square and t-tests
show relationships between selected variables and having been tested. Qualitative data was
collected from 84 participants representing men living in rural villages, healthcare providers
and opinion leaders. Qualitative descriptive analysis was used and the Theory of Planned
Behavior provided the conceptual framework.
Results: Quantitative data analysis reveals comprehensive knowledge increased and
demonstrating comprehensive HIV knowledge was significantly associated with getting
tested in time 2 (p=.053). The percentage of men having been tested did not change
significantly and stayed stable. Men cited fear of learning their HIV status (46% of men),
fear of rejection by partners and wives (13-16% of men) and discrimination (8-12%) as the
most common reasons they do not get tested for HIV. Half of men named wives and 24%
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named governmental health surveillance assistants (HSAs) as having the greatest influence
on their opinions about seeking health care. The qualitative results demonstrate that men are
fearful of being seen at test sites (23% of responses) and fear discrimination (19%). Men
anticipate depression and suicidal thoughts if found positive (19%). Village men perceive
GAIA’s services as female oriented and clinics as set up to stigmatize when seeking HIV
testing and treatment. Like the quantitative results, the qualitative findings indicate that wives
have the greatest influence on them to get tested (76% of responses). Chiefs (40%) and
governmental HSAs (21%) are strong influencers on male HIV testing behavior. Village men
speak most positively about door-to-door HIV testing as an intervention.
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CHAPTER ONE: INTRODUCTION
Statement of the Issue
Malawi, Africa has one of the highest HIV prevalence rates in the world with 10.3
percent of adults (15-49 years) currently infected. 2 This rate varies greatly within the
country. For example, HIV prevalence among women is 13 percent; for men it is 8 percent.
The southern region has the highest prevalence with 17 percent of adults testing positive. 1
HIV is Malawi’s leading cause of mortality accounting for 25 percent of all deaths. 3 The
Malawi Ministry of Health has made universal HIV testing a priority as seen by mandating
opt-out testing in all health care facilities 4 and its wide-scale adoption of prevention of
mother-to-child HIV transmission (PMTCT) programs. 5 Uptake of testing is not
comprehensive, however. Seventy-three percent of women and 52 percent of men have ever
been tested. Knowledge of where to get tested is not a barrier as over 96 percent of all adults
know where to find services. 6 Getting tested and knowing one’s HIV status are crucial for
prevention and care. 7 Anti-retroviral treatment (ART) has been shown to dramatically reduce
HIV transmission 4,8 as well as morbidity and mortality. 9,10
Across Sub-Saharan Africa, a gender imbalance exists with respect to accessing HIV
testing and treatment. 11,12 This is partly due to the scale up of PMTCT programs targeting
women 12 but even controlling for the intervention women still test at higher rates and
maintain greater adherence to ART than men. 8,13 And while antenatal care programs aspire
to involve men in prevention and testing activities, their attendance is consistently low. 14
Men’s lower testing rates are reflected in their lower utilization of health services as
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compared to women. 11 As a result, they are more likely to delay treatment for HIV until they
are symptomatic and have low CD4 counts, indicating suppressed immunity, and thus
experience higher mortality once initiated on ART. 12-15 Low male testing rates may also be
reflective of low interest by program providers and researchers. 14 In Africa, interventions
targeting pregnant women and high-risk groups like mine workers, truck drivers and sex
workers have been prioritized. 16 Their focus on women is well taken; women have higher
prevalence of HIV at younger ages than men. For women in Malawi aged 30-34 years, 21
percent are HIV-positive compared to 11 percent of men the same age. 6 While men in truck
driving and mining benefit from such interventions, in Malawi the population is primarily
agrarian. In addition to the differences in health-seeking behavior between men and women,
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 laborers. 9,17 Gender roles and masculinity constructs inform behavior as well as
demonstrated by study results showing men consider clinics and hospitals to be “female
spaces.” 14,18,19
In the last decade in Malawi, HIV testing and treatment have become widely
available aided in large part by a global commitment to provide services, improvements in
testing procedures and the roll-out of free anti-retroviral medications. The 2012 International
AIDS Conference heralded “treatment as prevention” as a strategy to reduce HIV incidence
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 concurrently. 6 In 2014, UNAIDS outlined its 9090-90 strategy having a goal of 90 percent of people living with HIV knowing their HIV
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status, 90 percent of those receiving treatment and 90 percent of those receiving treatment
having suppressed viral loads by 2020. 20 However, approximately half of all Malawian men
and a quarter of all women still do not know their sero-status. Attention to male uptake of
HIV testing and treatment is crucial to reduce HIV incidence and AIDS morbidity and
mortality.
The purpose of this project is to examine how male rates of HIV testing in Mulanje
District, southern Malawi, can be increased. I use a mixed methods approach to examine how
the Global AIDS Interfaith Alliance, a nongovernmental organization providing HIV testing
and counseling services, can play a leadership role in increased male testing uptake.
Background
The following paragraphs describe Malawi’s population, traditional and religious
leaders, different types of health providers (state, faith-based and non-governmental) and
gender factors influencing health-seeking behaviors. This discussion provides a context for
understanding the individuals, systems, and cultural factors affecting men’s uptake of HIV
testing services.
Population Overview
Like its neighbors Tanzania, Mozambique and Zambia, land-locked Malawi was
carved out by colonial rulers and became independent of British rule in 1964. Over 80
percent of the country’s 16.36 million people live in rural areas and depend on subsistence
farming and small household businesses for their livelihood. 21 The high fertility rate of 5.7
children per woman (6.1 for rural women) and AIDS-related mortality of adults in their
reproductive years leaves a young population where 49 percent are children 15 years or
younger. 6 Overall, the proportion of men and women having some primary education is
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about the same, 65 and 64 percent respectively, with higher percentages of rural populations
having no education (13 percent of men and 21 percent of women) as compared to urban (5
percent of men and 9 percent of women). 6 Gross national income per capita is 270 USD. 21
Traditional Authorities and Healers
Traditional authorities include village, town and area chiefs who play an
administrative and cultural function in Malawian society and governance. They have de jure
and de facto authority and roles including preserving cultural practices and the public peace,
overseeing funerals, adjudicating family and property disputes, negotiating partnerships with
NGOs and distributing land. 22 Chiefs are recognized by civil and non-governmental agencies
as arbitrators of village life and engaged for implementation of community-level activities
like health campaigns. 9,18,19 Traditional healers are practitioners living in the villages and
practicing healing based on traditional understanding of diseases and their causes including
ancestral spirits, bewitchment or bad luck. 23 They play important roles in health seeking
behaviors. For example, one study found that 33 of 89 TB patients visited a traditional healer
before seeking regular medical care 24 and 37 percent of 498 clients at a clinic to treat
sexually transmitted infections had sought treatment from a traditional healer before seeking
clinical care. 25
Religious Leaders
Approximately 77 percent of Malawians identify as members of Christian
denominations and 15 percent as Muslim. The remainder identify as practitioners of African
traditional religions. Roman Catholics make up the largest group of Christians (25 percent)
while mainline Protestants (Anglicans, Methodists, Presbyterians) represent 20 percent and
evangelical and Pentecostal members comprise 32 percent of the Christian-identified

4

population. 26,27 Religious organizations play a central role in rural Malawi and are the most
common formal organizations. 28 They frequently provide the only reliable infrastructures,
i.e. hospitals, schools, and care-taking services, reaching rural villages. 27 The leaders have
frequent contact with members and are among the more highly esteemed and influential
members of their communities. 28
Malawi’s Health Systems
Health care in Malawi is provided by governmental, non-governmental and churchowned facilities. Malawi’s free government health system is based on the primary health care
model whereby small regional clinics and hospitals provide basic care including diagnosis,
treatment of common diseases and family planning services. The small hospitals provide
some inpatient and basic labor and delivery care. They make referrals to district hospitals for
minor surgeries and complicated obstetrical cases including cesarean sections. The highest
level of care is found at central hospitals providing tertiary care like major surgery and
intensive medical care. The government’s facilities face the greatest challenges with respect
to providing adequate health care with chronic shortages of health care workers (up to 40
percent shortfall of nurses) and basic lack of resources, especially in the primary and
secondary sites, like reliable electricity, running water and working equipment.
There are 124 registered international and 162 domestic non-governmental
organizations in Malawi. 29 These provide health, educational, environmental, policy-oriented
services and economic development. The international organizations providing health
services include JHPIEGO (Johns Hopkins University), World Vision International,
Medecins Sans Frontiers, Family Health International, Partners In Health and the Elizabeth
Glaser Pediatric AIDS Foundation. These and other, smaller international and domestic
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organizations provide a range of health services in specific or widespread parts of the
country. For example, Partners In Health built Neno district’s only hospital and renovated its
10 health centers 30 while World Vision works in 26 of Malawi’s 28 districts to improve child
health and nutrition status. 31 The consistency and quality of services can vary greatly from
university-based projects such as the UNC Institute for Global Health & Infectious Diseases
project in the capital city of Lilongwe to the “briefcase” entities that live on paper only. 32
The Christian Health Association of Malawi (CHAM) consists of an extensive
network of Roman Catholic and Protestant church-owned health facilities providing an
estimated 30-40 percent of the country’s health care. The government subsidizes part of their
personnel costs. 29 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.
Gender Norms
While multiple expressions of male and female gender roles exist in Malawi, there is
a general consensus in the literature about normative beliefs concerning gender. Malawi
women are described as “socially disempowered” 33 and living in a society where they and
men “still embrace cultural values and norms that are oppressive to women and other
marginalized groups…” 34 In her article “Human Rights Discourse, Gender and HIV and
AIDS in Southern Malawi,” Nicole Hayes describes initiation ceremonies for adolescent
boys and girls. The elder women leading the girls’ initiation give them sexual instruction and
are told that “sex is an important part of family life and that even if she is ‘sick or tired, a
woman should not refuse her husband sex.’” 35 This is matched by a male sense of
entitlement to demand sex and the acceptability of beating their wives if they disobey. As
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Hayes notes in citing another study, the 2004 Malawi Demographic and Health Survey
reports that over one-third of Malawian women believe that a man has the right to beat his
wife when she refuses sex. 36 Notions of masculinity in Malawi underline male sexual
aggression, 35 inherent promiscuity, and their role as the primary decision makers and head of
household where male intelligence is presumed to be higher and it is typical for men to try to
persuade women of their perspectives. 33,37 Sexual power imbalances are mirrored by
differences in educational and income indicators between men and women. 35,37 Only 26
percent of all children complete primary school (equivalent to 8th grade) and of these only 16
percent are girls. 38 A report by Malawi’s Minister of Gender, Children and Social Welfare
presented in 2013 to the United Nations cites the “burden of care that women shoulder [in
caring for people with HIV], poverty among women… persistent harmful cultural practices,
and resistance to behavior change.” 39 Some articles and reports warn against construing
Malawian women as simply “vulnerable women,” as Susan Watkins writes in her article
“Navigating the AIDS Epidemic in Rural Malawi.” 40 Women may engage in risky behavior
such as turning to other partners for material goods, because they are not satisfied with their
own husbands, or to seek revenge for their husband’s infidelity. Like men, they may also
make “compromises with fidelity” and continue to have affairs but reduce risk of HIV
infection by being selective in their partners and reducing their numbers. 40 And, there may
be some actions and interventions that may increase a woman’s status and decision-making
power. These include divorce, increasing their economic power, and education. 33,37
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Importance and Rationale of this Study
Located in the “red zone” of Africa, Malawi has one of the world’s highest HIV
prevalence rates. Women have borne the greater burden with their higher HIV incidence,
social norms emphasizing a subservient role, and as the primary caregivers for people with
AIDS. As a result, interventions have logically focused on women and how to reduce their
susceptibility to AIDS. The scale-up of antenatal care programs providing opt-out testing and
free treatment of HIV for mother and neonate have greatly increased women’s HIV testing
and treatment rates. These efforts have been successful as evidenced by the dramatic increase
in the percentage of people ever tested for HIV from 17 percent of men and women in 2004
41

to the current levels of 53 percent and 73 percent, respectively. The introduction of life-

saving medications not only affect the longevity of the individual but also make the person
less infectious.
Despite these positive developments, a gender imbalance exists whereby men are
getting tested at lower rates and presenting later for treatment increasing the likelihood of
poor outcomes. This is problematic for men and women alike. If men are not getting tested,
they do not know their sero-status and may infect their partners. They are also passing up the
opportunity to get antiretroviral medication in a timely manner. A 2009 mixed methods study
of ART seeking behavior in HIV-infected adults in rural Malawi found that male gender and
never being married were risk factors for late presentation for ART. 42 Male gender and male
older age in Malawi have been associated with early death while on ART and appears due to
men seeking services only after they have an advanced stage of HIV. 42 Increased male
testing leading to earlier ART can thus have a measurable impact on individuals, families and
communities and also at the population level.
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A final reason for the importance of undertaking this project is the dearth of studies
on the question of how to increase male rates of HIV testing. As the following literature
review demonstrates, the reasons for men’s aversion to testing are known. They include their
perception of hospitals and clinics to as female spaces and of health workers as
unprofessional and not maintaining confidentiality. Despite this knowledge, there are few
interventions specifically targeting men as a 2014 systematic review of strategies to increase
male testing in sub-Saharan Africa found. 14
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CHAPTER TWO: LITERATURE REVIEW
Given men in the high HIV prevalence country of Malawi seek HIV testing and
treatment at lower rates and later times, it is important to understand facilitators and barriers
to male uptake of HIV testing. The following pages describe the methods and findings of this
literature review and the related implications and future research. The Theory of Planned
Behavior is introduced because it provides the theoretical framework for the literature review
and study.
Methods
A search of PubMed was completed because it contains a large collection of peerreviewed 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 was employed 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 statistics on HIV incidence and prevalence and socio-economic and demographic
indicators. These include the Malawi Demographic and Health Survey 2010 and websites of
the World Bank http://data.worldbank.org.libproxy.lib.unc.edu/country/malawi, UNAIDS
http://www.unaids.org.libproxy.lib.unc.edu/en/regionscountries/countries/malawi/, and
Centers for Disease Control
(http://www.cdc.gov.libproxy.lib.unc.edu/globalhealth/countries/malawi/).
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Search Strategy
The primary concepts of this review are HIV testing, men and Sub-Saharan 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 describing the (now) prevalent use of rapid
HIV tests; these were not widely available before 2004 when tests requiring a couple of
weeks for results were the norm. The delay in learning results negatively affected testing
uptake. Strategy 2 was employed to widen the geography to Sub-Saharan Africa. The final
strategy includes snowballing from the articles found in strategies 1 and 2.
Table 1. Search Strategy by Search Term/Activity
Strategy
Strategy 1:

Strategy 2:

Strategy 3:

Search Term/Activity
PubMed: (HIV) AND (male OR males OR men) AND
(test[tiab] OR tests OR 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)
PubMed: (HIV) AND (male OR males OR men) AND
(test[tiab] OR tests OR testing OR tested OR screen[tiab] OR
screened OR screening[tiab] OR mass screening[MH]) AND
Sub-Saharan Africa AND rural (1/1/2009 - 9/1/2014)
Snowballing from articles found in strategies 1 and 2

Inclusion and Exclusion Criteria
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) identification of barriers and facilitators; 5)
rural population; and, 6) publication after January 1, 2006 for articles about Malawi because
of the country’s 2004-05 roll-out of free anti-retroviral medication and rapid HIV testing.
Criteria for exclusion were the following: 1) description of non-Sub Saharan African
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populations; 2) lack of distinction between male and female study subjects; and, 3) subjects
under age 13 years.
Article Review
A scan of the titles of all 556 articles led to the closer reading of 73 abstracts (45
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 setting such as the patient flow at a hospital or
attitudes of health care workers 19,43 or intrinsic to the individual or community as in the case
of notions of masculinity 12,15 perceived risk 18,44 and demographic factors like marital status
and age. 45,46 All studies are concerned 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 examine the acceptability of different modes of HIV testing like home-based HIV
testing 7,47,48 provider-initiated testing 4, ante-natal care settings providing prevention-ofmother-to-child HIV testing 19 and community-based HIV and health programs. 9,14
The reasons why 50 of the 73 closely read articles were excluded are summarized in
Table 2. Several useful studies described test-taking knowledge, attitude and behaviors but
did not distinguish between men and women and/or did not describe the facilitators and
barriers to testing. 10,49-51 Another frequent reason for exclusion of articles was an explicitly
urban population such as those found in Malawi’s capital of Lilongwe and other large city,
Blantyre. 52-54 Studies set in urban settings such as the maternity district hospital of Lilongwe
and attracting rural populations were included. 4,43 Other excluded studies were those about
participants who were not representative of the larger population, i.e. healthcare workers 55 or
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no longer relevant due to technological advancements in test taking like an experimental
study of incentives to learn HIV test results. 56 Descriptive, qualitative, observational
(quantitative) and experimental studies were included. It was deemed important 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.
Table 2. Number of Articles Excluded by Reason
Reason
No distinction between male & female HIV testing
No description of facilitators and barriers to testing
Study conducted with urban population
Male HIV testing not a focus of study
Study participants limited to certain populations, e.g. health
workers
No longer relevant due to changes in testing technology

Total articles
excluded
17
13
8
8
3
1
50

Findings
In the following paragraphs, search results by strategy, methods of reviewing the
literature and coherent themes are described.
Search Results by Strategy
Table 3 shows 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 inclusion criteria. Strategy 2 uses the same search terms except widens the
geography from Malawi to Sub-Saharan Africa. This second search strategy identifies 325
articles and of these 5 are included in the review. Finally, snowballing from the articles found
in strategies 1 and 2 turns up another 6 papers totaling 23 articles for this review. The third

13

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 concepts of interest.

Table 3. Search Strategy by Search Terms and Articles Found and Included
Search Term/Activity

Strategy
1:

Strategy
2:

PubMed: (HIV) AND (male OR males OR men)
AND (test[tiab] OR tests OR 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)
PubMed: (HIV) AND (male OR males OR men)
AND (test[tiab] OR tests OR testing OR tested OR
screen[tiab] OR screened OR screening[tiab] OR
mass screening[MH]) AND Sub-Saharan Africa AND
rural (1/1/2006 - 9/1/2014)
Snowballing from articles found in strategies 1 and 2

Strategy
3:
Total articles meeting inclusion criteria:

Total Included
Articles
in
Found
Review
214

12

325

5

17

6
23

Review Method
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
double-checked to ensure they meet the inclusion criteria and read completely through at
least twice. Appendix A shows all elements of the analysis.
The literature review includes one experimental study and 13 observational studies;
ten of these are cross-sectional design and three are prospective cohort. There are two mixed
methods, four qualitative studies and three literature reviews. One of the four qualitative
studies is a Master’s thesis completed in the spring of 2014. Three of the lead authors are
based in Malawi, three more lead authors are in other African nations 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. The American Journal of Public Health, AIDS Behavior, Tropical Medicine and
International Health and AIDS Care each include two of the articles cited in this literature
review.
Theoretical Framework
With the goal of advancing the theoretical understanding of the variables influencing
men to get tested for HIV, the Theory of Planned Behavior (TPB) is used. The TPB is used
to organize the literature review findings and serves as the framework for this study. This
theory is selected because of its widespread use as one of the more prominent theories in
health promotion research, 57 high use in HIV research studies in African settings 26,58-61 and
emphasis on both the individual and normative variables influencing behavior. The Theory of
Reasoned Action 62 (TRA, built upon by TPB) and the Theory of Planned Behavior 63 assume
the best predictor of a behavior is the intention to perform it (see Figure 2). 61

Figure 1. Theory of Planned Behavior Conceptual Framework
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The intention is 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
model, namely perceived behavioral control. This last factor reflects personal beliefs about
how easy or difficult performing the behavior will likely be. 63 Perceived behavioral control
can reflect external factors like distance from a clinic, availability of time or social support as
well as internal factors like ability, skill and information. 64 It is related to the notion of selfefficacy, namely, a person’s belief in their capabilities to achieve different levels of
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 situations where 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 behavior. 64 Underlying
each of these three direct measures are the indirect measures. For example, attitude is
determined by the individual’s beliefs about the outcomes or attributes of performing the
behavior (behavioral beliefs). Positive behavioral beliefs produce a positive attitude.
Similarly, normative beliefs, whether important individuals approve or disapprove of
performing a behavior, can inform a person’s subjective 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 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 of facilitators and barriers. 61
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For purposes of the literature review and qualitative research, I focused on the shaded
areas of the conceptual framework found in Figure 2, namely the variables informing
intention. These variables form the basis for my qualitative questionnaire 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 framework. These themes were identified and grouped in this manner based on
studies applying the TPB to HIV studies in Africa 26,59 and reading about the concepts behind
each of these three TPB variables. 57,61,64 I created a table listing the themes and enumerated
the themes’ appearances in each of the 23 articles included in this literature review. Twentyfive themes emerged in the articles and were tallied. The themes, grouped under the TPB
variables, and the number of times they appear in the articles are presented in Table 4. Of the
25 themes, twelve are mentioned in three or more articles and are included in Figure 1. The
figure is color-coded to indicate the five green themes pertaining to the attitude toward the
behavior variable, blue to identify the four themes related to subjective norms and red for
themes related to perceived behavior control. While not included in the TPB model, a fourth
variable, demographic characteristics, is discussed below as they can have positive or
negative associations with HIV testing. The characteristics are mediators; they do not directly
affect outcomes.
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Table 4. Three Variables (in bold) and their Related 25 Themes and 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 livelihood 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 Control (Red)
Concerns about confidentiality
Perceptions of health workers
Location of services/convenience
Clinic flow & infrastructure
Counselor's sex
Worker assistance with results disclosure
Timing of testing service delivery
Lack of privacy
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7
6
6
4
3
2
2
2
2
1
9
5
5
4
2
2
1
6
5
3
1
1
1
1
1

10

Frequency found in articles

9
8
7
6
5
4
3
2
1
0

Figure 2. High-frequency Themes Found in Articles & Grouped by Color-coded Variables
Variable 1: Behavioral Beliefs and Attitude (color-coded green in Figure 1)
The studies included in this review name several themes, namely, perception of risk,
fear of HIV, self-efficacy 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). 15,18,44,46,65,66 This review finds that self-efficacy, HIV knowledge,
increased sense of risk, receipt of livelihood support and exposure to media are facilitators to
HIV testing. 12,16,46,65 Barriers to HIV testing are reluctance to learn one’s status, fear of
stigmatization, lack of perception of risk, fear of learning test results, higher number of
sexual partners and work obligations. 7,18,19,65
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Variable 2: Normative Beliefs and Subjective Norm (color-coded blue in Figure 1)
This variable concerns the normative beliefs impacting a person’s behavior. With
respect to these beliefs and HIV testing, the articles identify gender constructs and roles,
notions of masculinity, what it means to be a man in Sub-Saharan Africa, and how these
affect health-seeking behavior and the roles of the individual, couple and community. The
most frequently cited theme, the role and attitudes of male peers, can impact male HIV
testing. 12,15,43 Kranzer et al. find in their cross-sectional study that men’s testing refusal rates
in rural Malawi is associated with cluster refusal rates, namely, the approximately 30
households in their immediate vicinity. Additionally, men’s HIV uptake can be influenced by
the sex of the health worker suggesting that hiring male staff may increase male testing rates.
67

Nyondo et al. name several promoting factors to increase men’s participation in Malawi’s

antenatal care programs to prevent HIV transmission including a male peer approach that is
“culturally appropriate” because it entails men advising men rather than women advising
men in a country where the vast majority of health workers are female. 19
The literature is consistent in describing masculine constructs as requiring men to be
strong, economically productive and disease free, 14,66 independent and resilient, 19 all
knowing and dominant. 12 Studies find there can be negative and positive test-taking
behaviors associated with masculinities. Siu et al. offer a useful framework for understanding
the different masculinity constructs in their qualitative study of men in rural Uganda. 15 Their
findings suggest there are two forms of masculinity, one 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 respectability. The other form, reputation, is accrued by
‘masculine activities’ and shaped by perceptions of male peers around sexual prowess,
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concern with strength and the capacity for hard physical labor. The respectability form of
masculinity encourages HIV testing 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
adherence. 12 They report that notions of masculinity imply men are in control, all-knowing,
strong, resilient, disease free, highly sexual and economically productive. These conflict with
the role of the HIV patient requiring them to admit physical limitations, feel reprimanded by
health workers, play a submissive role and enter what is called “female spaces.” Men
experience hospitals and clinics as female spaces because women are the overwhelming
consumers of health care, particularly maternal, infant and child health related services. Men
report they find visiting a clinical setting as uncomfortable, belittling or shameful. For them,
the sites are unfamiliar, full of women and children with whom they must stand in long lines,
and suggest frailty. 12,18,19,65 Community sensitization is the final theme related to subjective
norms and informing male testing. It consists of educational campaigns relying on opinion
leaders like chiefs, religious leaders, district health workers and non-governmental
organizations to educate communities about HIV prevention and treatment and normalize
health-seeking behaviors for men. Three studies found positive associations between such
campaigns and male testing 9,19,68 and a literature review found it increased acceptability for
men. 14
Variable 3: Control Beliefs and Perceived Behavioral Control (color-coded in 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 testing. The sites named in this review include the hospitals and
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clinics (described in 5 articles), home (described in 4 articles), antenatal clinics (4), mobile
services (2), community-based 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 clinic-based testing and related provider initiated testing and
counseling (PITC) consistently describe how men under-utilize health and HIV related
services. Men consider hospitals and clinics to be inconvenient and have concerns about the
health worker attitudes. 12,15,18,19,65,68 These concepts are discussed below. As a result, men
only voluntarily present for HIV testing once they are symptomatic meaning there is high
uptake but less coverage of the population. Four articles describe home-based testing. A
prospective cohort study finds it is not as effective at reaching men, 17 while an experimental
study finds home-based testing leads to more HIV testing and is as accepted by men as
women. 48 Two literature reviews of home-based HTC among African men find this type of
testing to be as acceptable among men as women and effective in increasing couple HTC, 48
although one notes men’s high mobility and work schedules make it more difficult to reach
them and can increase costs. 14 Couple HTC is promoted principally in antenatal clinics in
high HIV prevalence countries. The three studies 18,19,43 and one literature 14 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 qualitative study 15 finds that
couple testing discourages testing by men because it threatens men’s masculinity and
behaviors. Mobile testing can be more popular with men than women as a Kenya-based study
reported 37 percent of men and 18 percent of women testing at these sites. 69 Hensen’s
literature review describes a cluster-randomized trial conducted in several countries showing
mobile HTC increased men’s HIV testing by 45 percent. 14

22

The studies demonstrate men’s perceived behavioral control is shaped by the health
care workers and how they are perceived. Five articles describe concerns with their
confidentiality being respected, two of these with respect to antenatal care settings, 18,19 two
regarding health care facilities 16,68 and one in home-based settings. 7 Health workers can be
positively viewed as when they help men disclose their test results to their partners 18 or are
community members trained as HTC counselors. 48 Three other articles describe negative
perceptions of health care workers such as their lack of professionalism 19 and feeling judged
and reprimanded. 12,15 Convenience of HIV testing services is described by three studies. In
the first, distance from services is not associated with ever being tested 69 while two other
studies suggest distance is a barrier to testing. 13,68
Variable 4: Demographic Characteristics
Although it is not linked to a TPB variable, demographic characteristics are included
here because important associations can exist between them and HIV testing. This variable
consists of items that cannot be easily changed like age, tribe, religious affiliation and
educational attainment. These attributes are recorded by many countries’ Demographic and
Health Surveys and other studies to describe important population characteristics. The traits
are examined as to whether they have an association with HIV testing. They are mediating
variables and do not directly affect outcomes. This review finds that higher socio-economic
status, as measured by wealth quintile, younger age, and urban residence are positively
associated with HIV testing. 45,46,65,67,69 Rural residence and older age are negatively
associated with HIV testing. 65,66 Two articles find positive associations between education
and testing 46,65and between being married and testing 45,65 while 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 literature review examines the facilitators and barriers to male HIV testing in
Sub-Saharan Africa. It organizes the themes affecting HTC uptake under the three TPB
variables (attitude toward the behavior, subjective norm, perceived behavior control) as well
as a fourth variable, demographic characteristics. The facilitators of male HTC are: selfefficacy, HIV knowledge, increased sense of risk, receipt of livelihood support, exposure to
media, male staff, community sensitization, higher SES, younger age, higher education and
being married. Barriers to HTC are: reluctance to learn one’s status, fear of stigmatization,
lack of perception of risk, high number of sexual partners, work obligations, view of clinics
as “female spaces,” perceptions of health workers as unprofessional, concerns about
confidentiality and distance to a HTC site. There are certain themes unique to men. These
include the role of their male peers, perception of hospitals and clinics as “female spaces”
and notions of masculinity. These factors’ presence can positively or negatively impact male
HTC. For example, the articles suggest that male peers can have a strong influence on other
men’s attitudes toward testing. A key conclusion of this review is that the facilitators and
barriers are well understood while the attributes of a successful male-oriented HTC program
are not. This review identified only one article about a male-specific intervention.
Limitations and Future Research
This review indicates there are few studies on men only. Over 500 articles are
suggested by the search terms, 23 meet the criteria and of these only 9 explicitly address
men’s testing. This may be in part due to the scale up of prevention of mother to child HIV
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transmission in many countries as well as the fact that women are higher health care
consumers. Also, non-governmental organizations and large funders focus their attention on
women and children. As mentioned earlier, the efforts are merited given women’s higher
incidence than men. However, there appears to be a one-size-fits-all approach when instead
services to men should be tailored to meet their needs. As Hensen et al. write in their 2014
systematic review, Strategies to increase men’s HIV testing sub-Saharan Africa, “few
interventions target men only.” 14 There is a gap between the fairly robust 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 clinic administrators 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 male-only clinics operated by men. Likewise, non-governmental agencies
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 communitybased mobile and home-based testing. 14
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
earlier, men’s test-taking behavior and masculinity constructs are influenced 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 association and another finds a negative association.
For example, a cross-sectional study finds that men aged 35-47 had 1.74 times higher odds of
refusal than men under 25. 67 A prospective cohort study of men and women in rural 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 data), repeatedly, and not just during
pregnancy. 66 A prospective cohort study on the HIV prevalence and sexual behavior at older
ages in rural Malawi finds that men aged 65+ who reported having sex in the last year, had
an average number of over one sexual partner, and that men aged 50-64 had a significantly
higher prevalence of HIV than men aged 15-49. 70 Third, what does a successful maleoriented program look like? This literature review found only one study targeting men,
namely, an assessment of peer-based and structural strategies for increasing male
participation in an ANC setting. Even Hensen’s review of strategies to increase men’s HIV
testing in SSA included studies of both men and women and none focused on men only.
The following chapter describes the research question, study aims and methodology. I
use secondary data collected for program evaluation with an instrument that includes TPB
concepts. I developed an interview guide structured 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 the research question and study aims. Next
the study design (explanatory sequential mixed methods), study setting, data collection, data
analysis methods, and IRB and ethical considerations are described.
Research Question and Study Aims
This study will develop a plan for change for a non-governmental organization,
Global AIDS Interfaith Alliance (GAIA) providing HIV education, prevention and testing
services in rural, southern Malawi to improve male rates of HIV testing. It begins with an
examination of secondary quantitative data collected by the NGO from men living in
southern, rural Malawi. This 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 interest. Using the explanatory sequential mixed method, I
undertook qualitative research to explore the quantitative findings using a questionnaire
based on the Theory of Planned Behavior framework. This questionnaire also reflects the
findings of the literature review. I conducted interviews with 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.
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Research Question:


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

Study Aims
1. Examine quantitative evaluation data collected by a survey of men concerning HIV
testing behaviors and preferences;
2. Describe the behavioral beliefs and attitudes held by men toward HIV testing;
3. Explore the normative beliefs and subjective norm affecting male HIV testing
behavior;
4. Investigate control beliefs and perceived behavioral control (beliefs about how easy
or difficult performing the behavior will likely be) by understanding the facilitators
and barriers to male HIV testing; and
5. 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 sequential mixed methods study to understand how male HIV
testing rates in Mulanje District, southern Malawi, can be increased by the Global AIDS
Interfaith Alliance (GAIA), a nongovernmental organization providing HIV and primary care
services through community-based programs and mobile clinics to over 90,000 children,
women and men in the district. The quantitative data is secondary, cross-sectional and
collected utilizing a closed-ended questionnaire administered in January 2014 and April 2015
by trained Malawian data collectors for program evaluation purposes.
The mixed methods approach involves the rigorous collection and analysis of
qualitative and quantitative data, the integration of the two data sets, and consideration of the
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timing of data collection and emphasis on each data set. 71 The rationale for choosing this
method is to see if the quantitative and qualitative results reconcile with one another and if
each data set can help to better understand the other. For this study, I chose the explanatory
sequential mixed methods design as depicted in Figure 3 below and drawing on John
Creswell. 71 This approach begins with collecting and analyzing quantitative data. These
results inform the types of participants and questions used during the qualitative data
collection. An important feature of this design is to have the qualitative data help explain the
results of the quantitative data. In order to explore the quantitative data results in more depth,
the qualitative data collection was undertaken with men who participated in the survey, a
method recommended by Creswell and used here to ensure, as much as possible, coherency
and consistency in the study population.

Quantitative
data collection
& analysis

Qualitative
data
collection &
analysis

Follow-up
with

Interpretation

Figure 3. Data Collection and Timeline
Study Setting
The Global AIDS Interfaith Alliance (GAIA) is an international, San Francisco Bay
Area-based non-profit organization providing HIV and health education, HIV testing, and
primary health care services in Malawi, Africa. Its programs include GAIA Villages, the
intervention for which the secondary data used in this study was collected. The GAIA
Villages is a three-year intervention in 20-village clusters where village women are trained to
be health educators and caregivers assisting vulnerable households such as those headed by
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orphans and 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 the form of
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 program’s coordinators and director gauge the level of community buy-in,
particularly from the chiefs. The intervention began in 2003, was initially funded by the Bill
and Melinda Gates Foundation, and has now operated in 180 villages in three districts of
southern Malawi. The other programs are the seven Mobile Health Clinics each making its
own weekly 5-stop circuit visiting the same school or church site one day for each weekday
to provide counseling and testing for HIV, referral for treatment for those who test positive,
diagnosis and treatment of acute illnesses such as malaria, pneumonia and diarrheal diseases,
diagnosis and referral of TB and check-ups for conditions like hypertension. Funded by the
Elizabeth Taylor AIDS Foundation, each clinic daily serves approximately 125 patients.
Some of the clinics’ routes overlap with the GAIA Villages. The third program is the Nursing
Scholarship Fund, awarding merit- and need-based assistance to young women and men
seeking two- and four-year nursing degrees in Malawi. This program is funded by private
donors, and from 2010-2016, USAID.
The geographical region where this research takes place – coded “Mulanje C” by
GAIA – consists of 20 villages in Traditional Authorities Nkanda and Juma. The villages are
a 15-30 minute drive from the district’s town center, also called Mulanje. The GAIA Villages
program is operating there from 2014-2017; the Mobile Health Clinics make two weekly
stops in 2 of the villages and are operating indefinitely.
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Quantitative Data Collection (Secondary)
Trained Malawian data collectors contracted by GAIA collected cross-sectional
evaluation data on the “Mulanje C” GAIA Villages - the region where data for this study is
collected - at time 1 (before the program intervention) in January 2014 and at time 2 (April
2015). This data was collected for the GAIA Villages program. As is GAIA’s practice, they
collect survey data at year 3 and 1 year after completion of the intervention. Table 5
describes the intervention timeline.
Table 5. Survey Name, Date and Timeline Conducted at Research Site
Survey Name
Time 1
Time 2
Time 3
Time 4

Survey Date
January 2014
April 2015
April 2017
April 2018

Intervention Timeline
Program begins in 2014
Program concludes in 2017

Questionnaire and Interview Protocol
Based on Malawi’s Demographic and Health Survey (DHS), GAIA’s survey
instrument assesses health-related behaviors, knowledge and attitudes as well as
demographic and socio-economic data. The households are randomly selected to represent
the village’s population in the total village cluster by sampling every fifth household. The
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
extensive than what is gathered from men, i.e. they are asked about their religious affiliation
and ethnic group and are asked to speak to questions related to water and sanitation,
household property and characteristics, individual income source, access to care, fostering,
caregiving in general and for fever, diarrhea and malaria, and HIV. If the woman agrees to
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participate, she is asked to identify an adult male member of her household who is then
interviewed. The interviews take approximately 20 minutes to administer.
In 2014, GAIA introduced a special module to assess male knowledge, attitudes and
behaviors around HIV, antiretroviral treatment, and circumcision. The data collectors
administered the 40-question survey (see Appendix B) to adult males residing in the
randomly selected households described above. The HIV section of the male module of the
survey pertains to questions about HIV knowledge (e.g. how HIV is contracted), attitudes
toward HIV (e.g. what are the levels of willingness to get tested and how prevalent is
stigma), and HIV-related behavior (e.g. whether testing has occurred, how recently and
where). Some of the questions replicate those found in the Malawi DHS, while others were
created based on expert knowledge and context. The module includes questions incorporating
the TPB concepts, namely male attitudes, social influences, and barriers and facilitators
related to HIV testing. The survey used to question men at time 2 includes two new
questions. The first asks men to rate 13 test site attributes, e.g. courtesy of staff and location,
by level of importance. The second question asks men to name where they were tested. The
questions are closed-ended and in some cases men were able to provide an answer other than
an option provided. Table 6 shows the themes identified in at least three literature review
articles and corresponding survey questions that address the three TPB variables. As can be
seen, all themes are addressed in the survey except “female spaces” and “masculinity.”
GAIA has approval from Malawi’s National Health Sciences Research Committee (NHSRC)
of the Malawi Ministry of Health to undertake this data collection.
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Control

Norms

Attitude

Table 6. TPB Themes Found in Literature Review and Corresponding Survey Question
Themes
Perception of Risk
Stigma
HIV Knowledge
Fear of HIV
Work Obligations
Role of Male Peers
Female Spaces
Masculinity
Community Sensitization
Concerns about Confidentiality
Perceptions of Health Workers & their
Attitudes
Location of Services/Convenience

Survey Question Number
MHA19
MHA19, MHA23
MHA1-MHA8, MHA10, MHA11
MHA9, MHA19
MHA19
MHA16, MHA33

MHA32
MHA12B, MHA13, MHA19
MHA12B
MHA12B, MHA19

Sampling
The study population in the Mulanje C catchment area is approximately 25,000
inhabitants. GAIA’s data collectors used the module described above to sample men served
by the GAIA Villages program ages 15 and older resulting in 211 men interviewed in time 1
and 327 men in time 2. Because men in these datasets included men younger than 18 years,
the minimum age for my inclusion criteria, the numbers decreased to 174 men in time 1 and
251 men in time 2. To determine if the time 1 and time 2 datasets with men aged 18 and
older could be combined, I used the two-sample t-tests with unequal variances because the
two sets were independent and identically distributed to compare the means; this allowed me
to determine if there are statistically significant differences on selected variables between
times 1 and 2. Significant differences were found and are discussed in the following chapter.

33

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 validity because it links to the TPB variables.
Qualitative Data Collection
Individual interviews and focus groups were conducted with different types of
stakeholders using a questionnaire I developed and discussed below. Participants included
village men, chiefs, religious leaders, and staff providing HIV-related services at GAIA,
other NGOs, the District hospital, mission-based hospital and a tea estate clinic. Tea estate
clinic staff was included because they work for the largest employer in the region and offer
HIV testing and treatment services. Focus groups were employed with the village men and
health care providers because of their usefulness in eliciting social norms. 72 Individual
interviews were by design more frequently employed with health care providers and opinion
leaders, chiefs and religious leaders, due to the logistical challenge of gathering them in one
place and richness of their responses.
The data collection process, or “circle” as described by Creswell, begins with locating
the sites and/or individuals, gaining access and making rapport, purposive sampling,
collecting data, recording information, resolving field issues and storing data. 73 These steps
are applied to the following discussion.
Questionnaire & Interview Protocol
The purpose of the qualitative questionnaire is to probe the findings of the literature
review and secondary quantitative data to see where they agree, disagree, or simply offer
different results. The questionnaire (see Appendix C) begins with a description of the
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research project and questions to determine participants’ gender, age, educational level,
religion, ethnic group, profession, and marital status. The following sections correspond to
the Theory of Planned Behavior (TPB) framework and follow the wording suggested by
Glanz et al. 61 Additionally, the results of the quantitative data were used to develop the
questionnaire. We asked the village men to share their own opinions and the health care
providers and opinion leaders to frame their responses in terms of the experiences of village
men. The first section, labeled “behavioral beliefs and attitudes,” asks about the advantages
and disadvantages of HIV testing (a TPB concept) and 8 questions exploring the quantitative
data findings, e.g. why they thought men are ashamed to be seen at the test site. The second
section, normative beliefs and subjective norms, explores who would influence a man to get
HIV testing at the household and village level. The following section, control beliefs and
perceived control, investigates the barriers and facilitators to HIV testing and what health
care providers can do to make it easier for men to get tested. The interview concluded by
asking participants to describe the components they would include in a program designed to
increase male HIV testing. We asked the participants to describe how GAIA, other NGOs,
and district and mission hospitals could remove or remedy 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.
I contracted with a Malawian who runs his own survey and data analysis organization
and has completed work for GAIA as well as worked with several U.S. researchers. He hired
and trained 6 Malawian data collectors who were bilingual (Chichewa and English). The
interview and focus group began with orally reviewing the consent form and an invitation to
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ask questions about the study. Participants were consented and interviewed in the language of
their choice, either English or Chichewa. All study procedures were described in detail such
that the participant is fully informed of the reason for the study, number of people partaking,
what happens during the interview or focus group, length of interview and study, ability to
withdraw, benefits and risks, privacy of information, participant rights, and contact
information. We told participants that their participation or lack thereof in no way affected
their employment, reputation or ability to receive goods and services. The participants
learned that information provided was confidential, i.e. not shared with anyone outside of the
research team, and voluntary, i.e. they were not obligated to answer any question.
Participants were told they were free to take breaks and/or terminate the interview or focus
group at any time. The potential participants could agree or decline to participate in the
study. All participants we invited took part.
The recordings were translated and transcribed in English by the data collectors. All
descriptive data such as names, age, educational level, etc. were separated from the
transcripts used for coding. These transcripts included the data collectors’ names, date and
place of interview, participants’ codes and the responses to the questionnaire.
All data, namely the audio recordings and typed transcripts, were stored on a passwordprotected computer as well as backed up onto cloud-based storage. Codes, and not names,
were used to protect confidentiality. Paper records were put in locked file cabinets.
Purposive Sampling
We purposefully sampled three types of participants: 1) village men; 2) health care
providers; and, 3) opinion leaders. Purposive sampling of the participants helps the
researcher understand the problem and research question 71 and is generally recommended for
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qualitative research. 72 The village men were respondents who participated in the quantitative
data collection. The health care providers and opinion leaders consisted of people who
directly or indirectly interacted with the men and their communities. They were recruited
with the help of senior GAIA staff by phone. The village men were first educated about the
nature of the study and then invited to participate with the help of the GAIA Villages project
manager.
Validity and Reliability
Validity in qualitative research is “based on determining whether the findings are
accurate from the standpoint of the researcher, the participant or the readers” and has to do
with trustworthiness, authenticity and credibility. 71 For purposes of this study, validity was
evaluated by reviewing the transcripts with two key informants in follow-up interviews to
hear their reactions and provide an opportunity for them to comment on the findings; this is
related to the concept of “member checking.” Reliability (e.g. consistency, stability) was
assessed by comparing the data from the different groups to see if similar themes arose.
Consistency across the different groups of interviewees (village men, providers, opinion
leaders) was found. The quality of the data was determined by checking 20 percent of the
transcripts to make sure they did not contain obvious mistakes made during transcription.
Accuracy was high in the reviewed transcripts.
Data Analysis Methods
Figure 4 shows the study aims and sequence of data collection by type. The
secondary quantitative data was first collected by GAIA and analyzed by me. I then created a
qualitative interview questionnaire using the findings of the literature review and secondary
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quantitative data and situated within the TPB framework. Finally, I developed a plan for
change based on this work.

Secondary
quan ta ve data

Qualita ve data
collec on

Interpreta on

1) Examine GAIA’s
quan ta ve data
Variables of interest
• Having been tested
• Age
• Educa on,
• SES
• Rela onship to female
• Comprehensive
knowledge
• Test site preferences
• Reason for tes ng
• Tes ng site loca on
• Barriers to tes ng
• Tes ng willingness
• HIV discrimina on
• Influencers

2) Describe the behavioral
beliefs and a tudes held
by men toward tes ng

Theory of
Planned
Behavior
concepts

3) Explore the norma ve
beliefs affec ng male HIV
tes ng behavior

5) Develop a plan for
change

4) Inves gate control
beliefs by understanding
the facilitators and
barriers to male tes ng

Figure 4. Study Aims and Data Collection Type
Quantitative Data Analysis
The Malawian data collectors recorded the quantitative data by hand and then entered
it in CSPro, a public domain software package for entering and disseminating survey data.
GAIA’s Monitoring and Evaluation Manager checked the documents for accuracy and
completeness, e.g. missing response patterns and out-of-range values. The manager uploaded
the dataset to Stata 11. The manager and I conducted descriptive analysis of the independent
and dependent variables. Using “having been tested” as the dependent variable, various
statistical analyses were run to determine significance with respect to independent variables.
Multivariate regression was run to test for predictive factors of HIV testing. Table 7 shows
the variables of interest and Appendix D describes the variables.
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Table 7. Variables and their Survey Question Number and Type
1
2

Variable and Survey Question Number
Testing willingness (MHA22)
HIV discrimination (MHA23)

3

Barriers to testing (MHA19)

4
5
6
7
8
9
10
11
12
13

Comprehensive HIV knowledge – Composite
(MHA3, MHA4, MHA6, MHA7)
Test site preferences list (MHA12B)
Reason for testing (MHA16)
Influencers (MHA33)
Age (MEM3)
Educational level (MEM6)
Relationship to primary female respondent
(MEM8)
Socioeconomic status (EM14)
Having been tested (MHA14)
HIV testing site location (MHA17A)

Type of Variable (TPB or Other)
Attitude toward the behavior
Attitude toward the behavior
Attitude toward the behavior;
Perceived behavioral control
Behavioral beliefs & attitudes
Perceived behavioral control
Subjective norm
Subjective norm
Other - Demographic
Other - Demographic
Other - Demographic
Other - Demographic
Other - Descriptive
Other - Descriptive

Qualitative Data Analysis
I used qualitative descriptive analysis to categorize and thematically analyze the
semi-structured interview data. 74 Qualitative data analysis began with translation and
transcription by the bilingual Malawian data collectors. The research assistant checked 20%
of the recordings for accuracy in translation and transcription. I read through all of the
transcriptions and clarify any unclear data with the data collector.
Potential Sources of Bias and Confounding Factors
Potential sources of bias in the data included interviewer and response bias whereby
the data collector or participant consciously or subconsciously gave cues or answers
influenced by the other. Sampling bias was possible due to the inclusion of male participants
who could be found easily, possibly excluding men who worked outside of or far from the
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home. Severe flooding in January 2015 displaced 150 households in the district and
interrupted services, another possible confounder.
IRB and Ethical Considerations
This study was approved by the University of North Carolina-Chapel Hill
Institutional Review Board (IRB #14-2696) and by the National Health Sciences Research
Committee (NHSRC) of Malawi’s Ministry of Health (#15/5/1460).
Privacy risks and confidentiality were addressed as follows:


All participants were consented in their preferred language (Chichewa or English).
The data collectors or research assistant reviewed the form aloud to ensure full
comprehension when interviewing village men due to the low average educational
level. This form described the study, length of interview, participants, ability to drop
out, potential risks and benefits, rights and contact information. The potential risks
included discomfort with the topic (men’s HIV testing). The participant was reminded
that partaking in the interview was voluntary. Finally, the participant was asked if
there were any questions.



All interviews were conducted in private locations of the participant’s choosing. The
focus groups were conducted in vacant schoolrooms or community centers providing
privacy.



Identification numbers, rather than names, were used on research materials to identify
participants.



Hard copies of data and related materials such as consent forms were stored in a
locked cabinet in the office of the principal investigator. All interview data were
stored in password-protected files on a computer in the PI’s office.
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Once the data were analyzed and the study completed, all recordings were destroyed
to ensure that no responses could be linked to a participant.



The results were presented in the aggregate and the names of the individuals kept
confidential.
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CHAPTER FOUR: QUANTITATIVE RESULTS
This chapter presents the results of the quantitative data analyses. It begins with a
presentation of the demographic variables and follows with analysis of the variables
discussed in the previous chapter. Table 8 displays the data (quantitative and qualitative) and
total number of interviews and participants.
Table 8. Data Method, Number of Interviews, Participants and Data Collection Dates
Method
Quantitative data
GAIA survey
(secondary data)
Qualitative data
Individual
interviews & focus
groups

No. of
Interviews

No. of
Participants

Participants

425

425

174 men at time 1 (January 2014);
251 men at time 2 (April 2015) 18
years and over

34

84

GAIA senior and program staff;
NGO staff; District hospital
employee; teachers; religious
leaders; tea estate manager; village
men who participated in
quantitative data collection; 1
female village chief, all 18 years
and over (September 2015)

A two-sample t-test with unequal variances was run on the variables listed below. As
Table 9 demonstrates, there were significant differences in the means between time 1 and
time 2 on all variables except having been tested. The mean age was higher in time 2. The
mean educational level, represented by number of years of schooling, was higher in time 2.
Comprehensive knowledge (a composite score with yes/no answers to 4 questions) was
higher in time 2 as was willingness 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 tables. We used an alpha level
of .05 for all statistical tests.
Table 9. 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
Comprehensive HIV knowledge 0.48 0.50 0.63 0.49 -3.04 364
.003
Willingness 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
Table 10 shows the age, educational level, relationship to respondent, and socioeconomic status of the men in the time 1 and time 2. As described earlier, “primary”
education is roughly the equivalent of grades 1-8 and “secondary” school more or less
equates high school. A post-secondary education refers to completion of 1 or more years and
may or may not have resulted in a tertiary certificate, somewhat similar to an associate’s
degree.
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Table 10. Age, Educational Level, Relationship to Female Respondent & Socio-Economic
Status

Median age (IQR)
Educational level (%)
None
Primary (1-4)
Primary (4-8)
Secondary (1-2)
Secondary (3-4)
Post-secondary
Relationship to female
respondent (%)
Spouse
Son
Brother
Other relative
Father or grandfather
Nephew or grandson
Unknown
Socio-economic status (%)
High (owns a metal roof)
Low (owns a thatch roof)
Other

Time 1
(n=174)
35 (28-50)

Time 2
(n=251)
31 (23-35)

n (%)
10 (6%)
67 (39%)
77 (44%)
9 (5%)
11 (6%)
0
100%

n (%)
19 (8%)
38 (15%)
131 (52%)
20 (8%)
41 (16%)
1 (0.4%)
100%

144 (83%)
12 (7%)
2 (1%)
2 (1%)
0
0
14 (8%)
100%

206 (82%)
25 (10%)
7 (3%)
7 (3%)
3 (1%)
3 (1%)
0
100%

75 (43%)
97 (56%)
2 (1%)
100%

118 (47%)
133 (53%)
0
100%

Men in both groups were at least 18 years old; the oldest man in time 1 was 91 years
and the oldest in time 2 was 68 years. One hundred fifty-four (89%) men in time 1 had an
educational level of 8th grade or lower; this was the case for one hundred eighty-eight men
(75%) in time 2. Approximately the same percentage, 83 percent and 82 percent of men in
both waves were the husbands of the female respondents. Seventy-five men (43%) in time 1
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men and 118 men (47%) in time 2 men live in a house with a metal roof, indicating high
socio-economic status. In the following pages, Tables 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 went testing,
barriers to HIV testing, influences on their health-seeking 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.
Table 11. Comprehensive HIV Knowledge and Ever Tested for HIV (%)

Demonstrate comprehensive
HIV knowledge (%)
Have been tested for HIV (%)

Time 1
n (%)

Time 2
n (%)

r

df

p-value

83 (48%)
108
(62%)

157 (63%)

9.22
1.41

1
1

.002
.235

170 (68%)

In order to see if there is a relationship between the above categorical variables and
having been tested, chi-square test are run. As Table 12 shows, the percentage of men
demonstrating comprehensive HIV knowledge increased from time 1 (48%) to time 2 (63%),
a significant change (p = .002). The percentage that had been tested rose from 62 percent to
68 percent in time 2, not a significant change (p = .235).
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Table 12. Primary Reason for HIV Testing
Primary Reason for Testing (%) *
Just curious
Frequently sick

Time 1
107 (%)
74 (69%)
16 (15%)

Time 2
171 (%)
93 (54%)
17 (10%)

Advice or information from a gov't
hospital or health center
Antenatal care of spouse
Spouse not faithful

4 (4%)
1 (1%)
5 (5%)

18 (11%)
9 (5%)
7 (4%)

Advice from a relative, friend or
traditional healer
Circumcision program
Advice or information from GAIA

0
0
1 (1%)

7 (4%)
6 (4%)
4 (2%)

1
4 (4%)
1 (1%)
100%

4 (2%)
4 (2%)
4 (2%)
100%

Advice or information from a mobile
facility or NGO in the area
Blood donation
Other
* no prompt, circle one answer

The most frequently cited reason for both time 1 (68%) and time 2 (54%) men was
“just curious” when asked to name the primary reason they received HIV testing. Fifteen
percent of time 1 and 10 percent of time 2 men said they were tested because they were
frequently sick. Four percent of time 1 and 11 percent of time 2 men reported 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
Table 13. Barriers to HIV Testing
HIV Testing Barriers (%) *
Afraid to know their status
Fear of rejection/violence from partner
Fear of discrimination from others if HIV+
Ashamed to be seen at the HIV test site
No reason to believe they are infected
Worried others would be told test results
Lack of information
Too busy/working/taking care of home
HIV test site too far away/lack transport
Don’t trust the test results
Lazy
Other/missing

Time 1
n = 258
119 (46%)
40 (16%)
20 (8%)
29 (11%)
16 (6%)
15 (6%)
12 (5%)
1 (>1%)
0
5 (2%)
0
1 (>1%)

Time 2
n = 448
205 (46%)
57 (13%)
53 (12%)
29 (6%)
38 (8%)
8 (2%)
8 (2%)
16 (4%)
19 (4%)
8 (2%)
5 (1%)
2 (>1%)

* The question asked was "What prevents men in this village from being tested?”
No prompt given, multiple answers OK.
The most frequent response when asked about barriers to HIV testing, afraid to know
their status, was named 46 percent of the time in both data sets. The second most frequent
response, fear of rejection/violence from partner, is included in the questionnaire answered
by women. It is not clear that men fear violence, but it can 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. Fear of discrimination from others if found to be HIV positive was
named by 20 (8%) and 53 (12%) of men in time 1 and time 2, respectively. Twenty-nine
(11%) time 1 men and 29 (6%) time 2 men reported being ashamed to be seen at the test site.
Sixteen (6%) of time 1 men and 38 (8%) of time 2 men say they have no reason to believe
they are infected.
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Influencers on Men’s Health-Seeking Behavior
The following table shows how men answered when asked who primarily influences
their opinions about health issues and seeking health care. The time 1 data is not included
because of a mistranslation of the question into Chichewa. The table indicates that 131 (52%)
men name their spouses as influencing their behavior. Government health surveillance
assistants are named by one-quarter of the men and relatives and friends are named by 21
(8%).
Table 14. Influencers on Men’s Health-Seeking Behavior
Influencer (%) *
Spouse
Gov't employed health surveillance assistant
Relatives and friends
Self
GAIA
Health center or hospital
Chief
Radio
Other/blank

Time 2
n = 251
131 (52%)
60 (24%)
21 (8%)
12 (5%)
10 (4%)
6 (2%)
4 (2%)
4 (2%)
3 (1%)
100%

* No prompt given. Only 1 response.
HIV Testing Sites and Preferred Attributes
As described earlier, five new questions were added to the survey at time 2. For this
reason, only time 2 results are reported in Tables 15 and 16 below showing the test site
attributes that men rank as very, somewhat or not important.
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Table 15. HIV Testing Site Preferences (Time 2 Only)
Level of Importance
n (%)
Very
Somewhat
Not
240 (96%)
9 (3%)
2 (1%)
233 (93%)
16 (6%)
2 (1%)
223 (89%)
19 (8%)
8 (3%)
203 (81%)
24 (10%)
23 (9%)
172 (69%)
19 (7%)
60 (24%)
170 (68%)
36 (14%)
45 (18%)
154 (61%)
28 (11%)
69 (28%)
151 (60%)
25 (10%)
75 (30%)
126 (50%)
35 (14%)
90 (36%)
199 (47%)
36 (14%)
96 (38%)
117 (47%)
33 (13%)
100 (40%)
82 (33%)
44 (17%)
125 (50%)
41 (16%)
52 (21%)
158 (63%)

Testing Site Preferences (%) *
keeps results confidential
staff are courteous
performs services quickly
offers other health services
maintains privacy during testing
allows a spouse or friend to accompany
is available on a week day
Is located near my home
is available on a weekend day
staff and patients do not know me
Is located near my work
keeps men and woman separate
staff are male
* Participant asked to rate each

Men described keeping results confidential (96%), courteous staff (93%), and
performing services quickly (89%) as very important. Two hundred-three men (81%) said it
was very important to offer other health services at the HTC site. One hundred seventy-two
men (69%) said maintaining privacy and 170 (68%) allowing a friend or spouse to
accompany while testing was very important. Approximately 60 percent each said making
HTC available on weekdays and near the home were very important. Approximately half of
the men said it was very important to have testing available on a weekend day (50%), attend
a HTC site where staff and patients did not know the men (48%) or was located near place of
work (46%). One-third or fewer said it was very important to keep male and female patients
separate (33%) or have male staff (16%).
The table below shows where men in time 2 went to get tested for HIV (this question
was not included on the time 1 survey).
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Table 16. Site of Most Recent HIV Test
Time 2
(n= 170)
90 (53%)
33 (19%)
14 (8%)
13 (8%)
11 (6%)

Site of Most Recent HIV Test (%)
Govt health center
Govt hospital
Mission hospital or health center
GAIA mobile clinic
Private hospital or clinic
Other NGO/Outreach/Mobile clinic/National testing
event

9 (5%)
100%

* no prompt, circle one answer
Altogether seventy-two percent of men received their HIV test at a government health
center (53%) or hospital (19%). Eight percent received HTC at a mission hospital or health
center and 8 percent received testing at a GAIA mobile clinic.
Relationships between Having Been Tested and Selected Variables
Table 17 shows a logistic regression of selected independent variables and the
outcome variable of having been tested for time 1 and time 2.
Table 17. Bivariate Analysis of Selected Variables with Having Been Tested
Variable
1
2
3
4

Age *
Education *
High socioeconomic status **
Comprehensive knowledge **

5

Perceived discrimination against
HIV+ people **

Perceived willingness of men in
6 the village to get tested **
* two-sample t-test with equal variances
** Chi-square

Time 1
Value
p-value
2.92
.004
-2.62
.010
0.43
.51
0.003
.95

Time 2
Value
p-value
0.41
.680
-2.75
.007
1.90
.17
3.75
.053

3.86

.049

0.58

.45

0.51

.48

1.43

.23
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In time 1 there was a significant relationship between younger age and having been
tested. A non-paired t-test indicated that men who were tested were significantly younger
(M=36.9, SD=14.8) than men who did not test (M= 44.4, SD=18.5), t (171)=2.92, p=.004.
There was no significant association between age and having been tested in year 2. Having
been tested was significantly higher for men with more years of education in year 1 (M=5.52,
SD=2.95) and year 2 (M=7.07, SD=3.51). Higher 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 time 2 (p = .053). In time 1 having been
tested for HIV was significantly higher for men who did not think people who are known to
have HIV are discriminated against. There was no significant relationship in time 2. Finally,
there was no significant relationship in time 1 and time 2 between the respondents having
been tested and how willing they felt 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.
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CHAPTER FIVE: QUALITATIVE RESULTS
Employing the mixed methods approach, I 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, I present the qualitative data
findings as ordered in the study aims, namely, men’s behavioral beliefs and attitudes toward
HIV testing, their normative beliefs and control beliefs.
Working with my research assistant and 6 Malawian trained data collectors who
speak and write English and Chichewa, we completed 34 interviews with 84 participants
living and working in Mulanje District villages from September 14-25, 2015. This is the
same region where the quantitative data described above was collected. Before interviews
were conducted, the research assistant and data collectors had piloted the interview
questionnaire with 6 village men in Mulanje District. We incorporated feedback to strengthen
the instrument, e.g. some questions were found to be repetitive.
We recruited three types of participants: village men, health care providers, and
opinion leaders. Three-quarters of the 84 participants were purposively sampled. The
research assistant and the GAIA Villages project director identified men who had
participated in the GAIA Villages quantitative data collection and invited them to partake in
the focus groups after educating the community about my research. We asked village opinion
leaders – village chiefs, schoolteachers, and religious leaders – to participate because they
lived and worked in the same villages and have been cited as influencers. 26 We purposively
sampled workers at the district’s largest healthcare sites – the district hospital, mission
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hospital, a tea estate clinic, and the nongovernmental organizations GAIA, Development Aid
from People to People (DAPP) and Banja La Mtsogolo (BLM.) All of these NGOs provide
HIV testing and counseling to men. There were 13 village men, representing 23% of all
village men participants, who made up a convenience sample because 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. 72
Table 18. Quantity of Research Participants by Qualitative Method
Quantity
Research Participant
Village Men
13
Village men
37
Village men (5 groups)
Healthcare Providers
1
District Health Office antiretroviral
treatment coordinator
3
NGO program staff *
1
Tea estate manager
4
GAIA executive director, senior program
director, 2 project directors

Method
Individual interview
Focus group
Individual interview
Individual interview
Individual interview
Individual interview

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 together but were counted as individuals. The
focus groups consisted of 5-7 people.
The village men spoke only Chichewa. When I was present for the interviews with
health workers and opinion leaders, we spoke in English or a mixture of English and
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Chichewa. The individual interviews averaged 45 minutes and focus groups 75 minutes. In
all instances, the participants gave consent and granted permission to record the interview.
There were no refusals. We met with participants in locations that were convenient to them.
The village men’s focus groups met in centrally located empty classrooms and community
centers. We interviewed the opinion leaders, healthcare providers, and individual men in
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. university- and NGO-based studies, checked
20% of the recordings for accuracy in translation and transcription. I read through all of the
transcriptions. In those cases where they were not clear, the research assistant and I discussed
the data with the data collector. After the transcripts were finalized, I reviewed them in their
entirety and made initial notes. While still in Malawi, the research assistant and I uploaded
the transcripts to a cloud-based qualitative analysis software, Dedoose version 6.2.21. I
created an “audit trail” 72 whereby coded excerpts were exported to excel and these could be
examined according to type of respondent (village man, healthcare provider, opinion leader)
and to ensure there was no duplicative reporting. The Pearson’s correlation coefficient
between the research assistant and myself was 0.90. We each considered the structure of the
questionnaire, based on the Theory of Planned Behavior as well as looked for emergent
themes not previously considered. 72This type of qualitative analysis is referred to as
qualitative descriptive analysis. 74
The qualitative findings are presented by type of participant, i.e. village man,
healthcare provider, opinion leader. I separated these three groups out for the following
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reasons. First, low levels of educational and professional attainment differentiate the village
men from the other two groups. The providers differ from the men and 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 HIV-related knowledge. The providers and leaders were asked 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 repeatedly for each speaker, a recommended
analytic technique 72
Demographic Variables
Tables 19 and 20 show the demographic and religious and tribal affiliations of the
village men, healthcare providers, and opinion leaders. These categories are included because
they were used on the quantitative survey instrument. Some of the tables’ categories need
further explanation. Based on the British education system, Malawi primary and secondary
(high) school are roughly equivalent to the U.S. model. The professional fields such as
education, nursing, and public health provide two-, three- and four-year diploma and
certificate programs following graduation from secondary school. The professions listed
below begin with naming small businesses. This refers to work carried out in the open-air
markets and villages 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 tea estates employ men and women to pick tealeaves, typically paying the
equivalent of 50 cents per day. The professions of the healthcare providers are grouped by
site. At GAIA, we interviewed 2 senior staff and 2 program directors at their offices and
conducted two focus groups with 12 direct care providers and one focus group with 7 village-
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based female caregivers. We spoke with three staff working at local nongovernmental
organizations DAPP and Banjo La Mtsologo and the manager of a tea estate health care
clinic. One provider at the district hospital and two at the mission hospital gave interviews.
One group village 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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Table 19. Age, Educational Level, Marital Status, & Profession of Village Men, Healthcare
Providers & Opinion Leaders

Age
18 - 25
26 - 39
40 - 55
55 +
Educational Level
None
Primary (1-4)
Primary (5-8)
Secondary (1-2)
Secondary (3-4)
Diploma/Certificate
Bachelor's degree
Graduate degree
Marital Status
Currently married
Single
Widowed
Profession
Small business
Subsistence farming
Tea estate
Unemployed
GAIA provider
NGO & tea estate
provider
Hospital-based
provider
Opinion leaders
(chief, religious
leader, teacher)

Village
Men
(n=50)

Healthcare
Providers
(n=30)

Opinion
Leaders
(n=4)

%

%

%

14%
44%
22%
20%
100%

60%
33%
7%
100%

50%
25%
25%
100%

4%
16%
40%
14%
22%
4%
100%

17%
7%
63%
7%
7%
100%

25%
25%
50%
100%

86%
14%
100%

60%
27%
13%
100%

75%
25%
100%

14%
68%
10%
8%
-

77%
13%

-

-

10%

-

-

-

100%

100%

100%

100%
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As can be seen in the table above, 60 percent of village men have an eighth grade
education or lower, 36 percent have had some secondary (high) school, and two men have
associate’s degrees. Overall, the providers and opinion leaders have higher levels of
education. More of the village men are currently married (86%) compared to the providers
and opinion leaders. Eighty-six percent of village men work in subsistence farming, for tea
estates or are unemployed, all fields providing low incomes. Fourteen percent of men operate
small businesses such as selling used clothing and firewood.
Table 20 shows the religious and tribal affiliations of the participants. The religious
distribution reflects the country’s religious affiliations with 22 percent of village men selfreporting as Muslim while the remainder are Christian. The term “Pentecostal/Evangelical”
includes religions that adopt a more literal interpretation of the bible and are frequently
fundamentalist. They are Church of Christ, Good Samaritan, Bible Believers, International
Assembly, Utopia Church, Jehovah’s Witness, Seventh Day Adventist, and Seventh Day
Baptist. Forty percent of village men and almost 33 percent of the providers fall in this
category. The Protestant category includes the Church of Central Africa Presbyterian and the
Anglican and Baptist churches. Approximately 20-25 percent of village men, providers, and
opinion leaders are Protestant. Many more healthcare providers and opinion leaders are
Roman Catholic than seen in the village male cohort with 14 percent. Tribes in Malawi are
historically geographically based. This is seen in the reporting of 80 percent of village men as
Lomwe and 20 percent as Yao (and by tradition, Muslims). The providers and opinion
leaders have wider tribal representation.
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Table 20. Religious and Tribal Affiliation of Village Men, Providers & Opinion Leaders

Religion
Muslim
Pentecostal/Evang.
Protestant
Roman Catholic
Missing
Tribe
Chewa
Lomwe
Ngoni
Mang'anja
Tumbuka
Yao

Village
Men
(n=50)
%

Healthcare
Providers
(n=30)
%

Opinion
Leaders
(n=4)
%

22%
40%
20%
14%
4%
100%

3%
33%
20%
43%
100%

25%
25%
50%
100%

80%
20%
100%

13%
53%
17%
7%
3%
7%
100%

25%
50%
25%
100%

In the following paragraphs, the participants’ responses are presented using the
Theory of Planned Behavior framework and the questions asked. The questions were
developed following the example of Glanz et al. in their discussion of the TPB. 61 The tables
include the total number of responses (n) made by individuals and focus groups. For
example, Table 19 shows the responses of men and opinion leaders in describing the
advantages of HTC. The total number of responses for village men is 42. The most
frequently cited theme, you can receive antiretroviral treatment, was named 10 times by men,
or, 24 percent of the total responses.
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Study Aim 2: Behavioral Beliefs and Attitudes
As described earlier, behavioral beliefs and attitudes are determined by the
individual’s beliefs about the outcomes or attributes of performing the behavior. When
asking healthcare providers and opinion leaders the following questions, we requested that
they respond with how they thought village men would respond.
Questions 1A & 1B: “What are the disadvantages of getting tested for HIV? What are the
advantages of getting tested? Why?”
We asked participants to describe the advantages of HIV testing and counseling
(HTC). Table 21 shows the advantages named by village men and opinion leaders.
Table 21. Advantages of Testing Named by Village Men and Opinion Leaders

You can receive antiretroviral treatment
You know your HIV status
You are counseled on what to do to prevent spreading or
contracting virus
You can abstain from spreading the virus or from
activities leading to infection
You know how to plan your future
Your body becomes healthy
You live longer

Village Men
(n=42)
24%
21%

Opinion
Leader
(n=9)
11%
44%

19%

0%

17%
10%
5%
5%
100%

33%
0%
0%
11%
100%

The advantage of getting tested is that you know your status and you can set up future
plans and abstain from sexual behaviours that can lead you to be contaminated by the
virus, but if you did not go for testing you live in dilemma, you know nothing.
[Village man KA0103]
Another advantage of testing is that doctors are able to know 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 again. [Village man
AA0106]
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When speaking about the disadvantages, village men, healthcare providers, and
opinion leaders described the themes shown in Table 23, namely, fear of discrimination,
mental distress, rejection, lack of confidentiality, and loss of economic livelihood. These are
discussed in greater detail below.
The healthcare providers named the same disadvantages and advantages as the 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, we asked half of the
respondents whether they thought men were 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 education targeted
women or that men’s lack 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 under-five
clinics, the growth monitoring, antenatal clinics and the hospitals also at the village
meetings, which the men rarely attend. So most men have no knowledge about the
benefits of getting tested for HIV [Provider AR02]
Interviewer: “Do you think men have knowledge about HIV? Are they
knowledgeable?”
Respondent: “I don’t think so, they may think that they know but they don’t know. If
they knew a lot they would be coming regularly for VCT [voluntary testing and
counseling], sure.” [Provider AR06]
The three healthcare providers who said men were knowledgeable cited the
inundation of HIV information campaigns and men’s willingness to talk about HIV with
other men. “The knowledge is everywhere in churches, radios, health centres.” [Provider
GD0302]
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Interviewer 2: “Do you think men in the villages, do they know about HIV, how to
contract it, to prevent it, about the testing?”
Respondent: “Yeah, they are knowledgeable, they know what HIV is, where they can
get HIV testing, they know.”
Interviewer 2: “How do we know that they know?”
Respondent: “It’s aaaa…... most of the men they really meet, they chat in football
clubs, drinking joints and they do discuss such issues, but the problem, they don’t
want to meet with women with children.” [Provider AR07]
Question 1C: “Why are men who are 40 years and older less likely to get tested for HIV?”
Given the time 1 data showing age was a significant variable when it came to being
tested, we asked why older men, which we defined as 40 years and above, were less likely to
get tested for HIV. We heard 7 different types of explanations as seen in Table 22. The most
frequently cited reasons had to do with feeling “their prime time has passed” [Village man
DA01 02] and that older men need education as well as the difficulty in broaching the topic
(see below). Some of the responses, such as fear of discrimination, are not unique to older
men.
Table 22. Age and Reasons for Different Levels of HIV Testing
Village
Men
(n=14)

Healthcare
Provider
(n=13)

Opinion
Leader
(n=3)

40+ men feel "have already lived half their life on
earth… HIV test doesn't matter"

50%

8%

0%

40+ men feel "HTC can be difficult to discuss" and
can be "taboo" with older men
40+ men need HIV education
40+ men feel that "HIV is for the youths, not them."
40+ men are "no longer sexually active."
40+ men fear discrimination
40+ men rely on their wives' test results

14%
7%
14%
14%
0%
0%

8%
38%
8%
15%
15%
8%

33%
33%
33%
0%
0%
0%

What do I mean? These days when we are talking of village life, more especially here
in Nogwe, as I have already said, mention about sex in the villages to older men, it’s a
taboo. [Opinion leader AR03]
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Questions 1D – 1F: “Why are men …afraid to know their HIV status? …afraid of
discrimination from others if they are HIV-positive? …ashamed to be seen at the HIV test
site?”
I aggregate responses to the above three questions and the question “what are the
disadvantages of getting tested” because the data analysis indicates the concepts are related
and responses to these overlap. For example, when 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.
Table 23. Fears Related to HIV Testing

Depression/suicidal thoughts/dwelling on
imminent death
Fear of discrimination by others
Fearful of being seen by friends, family
members, girlfriends
Fearful because of "their past behavior"
and/or that they will be perceived as
promiscuous
Fear of rejection/loss of
relationship/marriage
Loss of economic viability & work - "how
will I survive, will people buy from my
business, won't my boss fire me if he finds
out?"
Lack of confidential treatment by
healthcare providers
Loss of status in community
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Village
men
(n=31)

Healthcare
provider
(n=23)

Opinion
leader
(n=2)

19%
19%

22%
26%

0%
50%

23%

22%

0%

6%

13%

50%

13%

9%

0%

6%

4%

0%

10%
3%

0%
4%

0%
0%

One of the most common responses by village men was depression and/or having
suicidal thoughts. This response was most frequently given when asked about the
disadvantages of HTC.
“If 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 soon.” [Village man BS0105]
A high percentage of responses by village men had to do with fear of discrimination
by others.
“We are ashamed because once found with HIV, people will be talking about me. In
addition to that I will be discriminated and feel ashamed.” [Village man AA01 04]
The other challenge when it comes to testing is discrimination. Most people when
they just know that this person is positive they think that eating together with them or
sharing the same bed will make them contract the virus. So people prefer not to go for
HIV testing. [Village man DA0108]
A high percentage of responses had to do with feeling ashamed to be seen at the
testing site by friends, family members, and/or girlfriends.
I think most people are afraid because such places are full of people you know well.
Like if the testing centre is at a school ground, you might see from afar that there is
your ex-partner or your girlfriend so you just decide to turn back. [Village man
DA0109]
Village men fear rejection by family members and loss of prospective partners.
“Men are ashamed to be seen at the HIV test site because they are afraid of losing
their loved ones after they meet at a test site mostly if they tested positive.” [Village
man FC0105].
“Most men are afraid because they are 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 set-up the clinics as barriers to HTC.
I think the major challenge among men is feeling ashamed. Most 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 tested. [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 discriminating against you since they do not know the importance of getting
tested. [Village man KA0104]
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 KC01]
Healthcare providers had the same range of responses and identified the same
responses in the top three. They recognize HIV-related discrimination. They articulated how
male status can be challenged by HIV-related discrimination.
There is still a lot of stigma and discrimination in the communities so people will
shun away from going there, especially men, because 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 testing room. [Provider AR02]
Interviewer: “Why do you think a man from the village would be afraid to know his
HIV status, based on your experience?”
Respondent: Aaah! Due to cultural beliefs. Most of the men are breadwinners and
decision makers. They feel that they are superior and they can’t do something very
wrong. So they feel that if they go to get HTC and test HIV positive and people know
that I am positive I will lose my respect. So though they at times have extra marital
sexual affairs, they try to purify themselves before their household and community in
order to maintain the grip they have over their families. [Provider ZA02]
Question 1G: “We learned that many men say they are “just curious” as the primary reason
for testing. Why?”
The time 1 and 2 data report over 50 percent of each data set saying the reason they
went for testing was because they were “just curious.” Given the ambiguous nature of the
response, we undertook further exploration of the meaning. Table 24 shows the explanations
provided by village men, healthcare providers and opinion leaders.

65

Table 24. Reasons a Man Would Be “Just Curious” to Get HTC

To learn HIV status
Peer influence-"they follow their
friends, then they end up being
tested" [DA0109]
Past behavior, promiscuity
Planning for future, marriage
Experiencing illness
Blood donation
Information from other sources
Information/direction from wife
Behavior of wife

Village
Men
(n=20)
30%

Healthcare
Provider
(n=17)
6%

Opinion
Leader
(n=1)
0%

20%
15%
10%
10%
10%
5%
0%
0%

18%
24%
12%
12%
0%
12%
12%
6%

0%
0%
0%
0%
0%
0%
0%
100%

Thirty percent of village men’s responses indicated that a man would be just curious because
he wanted to learn his HIV status while 20% of responses named peers as leading men to feel
curious.
To others it’s possible just to see their close friend going to the testing centres and
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 man DA0109]
Past behavior and worries about promiscuity (15%), planning for the future and marriage
(10%), experiencing illness (10%), and intention to donate blood (10%) were the next most
frequent responses given by men.
Interviewer: “So, my main focus is on the ‘curiosity’. What brings about this
curiosity?”
Respondent: “Mostly it is because of self-doubt. Such men look at their previous
sexual encounters and then doubt themselves” [Village man DB02]
What makes a man to get tested because of curiosity is for him to know his status and
how he can live, so that he can live long because of these diseases. In the villages
there are many who think that they are being bewitched, so if you get tested you are
able to know the real cause of sickness. If you get tested 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 just curious as the reason to get HTC. The providers also mention information
from other sources, e.g. hospitals, NGOs, and wives.
Study Aim 3: Normative Beliefs & Subjective Norms
According to the Theory of Planned Behavior, normative beliefs, whether important
individuals approve or disapprove of performing a behavior, can inform a person’s subjective
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 positive subjective norm. The
following questions probe who influences men in their decision to get tested.
Question 2A & 2B: “In your household, who would help influence you to get tested? Who is
most important? Second most important?”
Table 25. Household-Level Influencers of HIV Testing
Village
Men
(n=21)
76%
14%
10%
0%

Wives
Other relatives, e.g. uncle, brother, children
Parents
Self

Healthcare
Provider
(n=9)
78%
11%
11%
0%

Opinion
Leader
(n=3)
67%
0%
0%
33%

Wives of village men are by far the most frequently cited household-level influencers by all
types of participants. Other relatives (14%) and parents (10%) are named as well by village
men.
Question 2C: “In your village, who would help influence men to get tested?” Prompt:
“Would chiefs help, would religious leaders help?”
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Table 26. Village-Level Influencers of HIV Testing

Chiefs
Health surveillance assistants
Religious leaders
Peers
Healthy appearance of HIV+ people
GAIA

Village Men
(n=42)
40%
21%
17%
14%
5%
2%

Healthcare
Provider
(n=23)
35%
9%
22%
22%
9%
4%

Opinion
Leader (n=8)
25%
25%
38%
13%
0%
0%

A high percentage of participants name chiefs as the main village-level influencers of men.
Health surveillance assistants, religious leaders and peers are named by significant
proportions.
As described in the literature review, normative beliefs cans shape male gender roles.
The interviews revealed that the role of men and male status affect male behavior around
HTC. The following table lists the attributes related to male status and gender roles in
Mulanje District.
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Table 27. Male Status and Gender Roles Impacting Male HIV Testing
Village
Men (n=11)

Healthcare
Provider
(n=23)

Opinion
Leader
(n=4)

Men do not listen to/take orders from
women, wives

27%

4%

0%

Men are breadwinners & HIV status can
render them useless/unable to work

18%

4%

25%

It is inappropriate for women providers
to approach and educate older men

18%

0%

0%

9%

39%

75%

9%
9%

0%
0%

0%
0%

0%
9%

22%
13%

0%
0%

0%
0%

9%
9%

0%
0%

Men lose status/sense of superiority by
being seen at HTC site/testing positive
Men understand how to approach other
men
Men rely on their wives for information
Men do not want to receive HTC at
same site as women
Men prioritize work over HTC
Men expect to be treated respectfully by
providers
Men are "hunters," promiscuous

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 for women to 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 for females to approach their fatherin-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 AB01]
The following 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 found positive
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]
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As described by the participants, men’s role as head of household and their authority as
decision-makers can be challenged, resulting in a loss of status, if seen at the HTC site or
found positive.
I think because as according to our culture, we always respect men as the head of the
family, so for them to let their relatives know that they are HIV positive, maybe they
think people will not listen to them when they talk. They cannot take their ideas
because they will say he is useless, he is already sick and any day he will die. So
maybe that’s the reason they don’t want to disclose when they have tested. They
always keep it as a secret. [Provider AR07]
This fear of loss of status leads 22% of healthcare providers to report that men do not want to
visit a HTC site with women.
The HIV testing place matters. Men are ashamed to go to the same HIV testing place
with women. I think they should create a private place for men. I think they can be
coming freely. [Provider GD0301]
Finally, as the literature review revealed, men can see health services as “female
spaces.” This theme arose with respect to GAIA’s services whereby three of the 5 village
men focus groups had lengthy conversations about GAIA’s “women-oriented” programs as
seen in the following comments.
It’s true that GAIA implements such programs in this area, the only shortfall is that
when they were launching they involved mostly women, sidelining 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 that they work more with women so men are
feeling left out. [Village man DA0104]
To add on the same about men, when this organisation called GAIA came into the
villages, it came with a women-oriented approach. So this has resulted in most men
stereotyping it as a feminine institution so the men do not partake in any of GAIA’s
activities because of this notion. So it’s better that GAIA incorporates men in their
actions. [Village man DA0102]
The focus on services for women is recognized by a GAIA provider.
So most of our clinics in Malawi, especially the outreach clinics are women-oriented.
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 a 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 GAIA’s female volunteers and services.
If GAIA had male volunteers, men would be able to be free [speak freely], but
women volunteers are also doing good work. But we men in the village, we are just
selfish, we don’t want to find out about our status. I want to state here, I come from
just a nearby village. I have seen volunteers go door-by-door, encouraging 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.
(Other respondents laugh). Because of ignorance, that’s why we are having these
problems. But they are trying their best. They should include men so that we
shouldn’t be ashamed. Thank you very much. [Village man AA0107]
Two of the three provider focus groups discussed the benefits of involving men in male
testing services as did two GAIA healthcare providers.
They were actually saying that if we have male HTC counselors going around
villages, I think other men can be attracted since they will find their fellow men in
HTC and it’s a bit easier for a man to be talking to his fellow man compared to
women so I think there must be male HTC counselors that will deal with their fellow
men. [GAIA provider AR08]
Study Aim 4: Control Beliefs & Perceived Behavioral Control
Control beliefs concern the facilitators and barriers to carrying out a particular
behavior. It determines perceived behavioral control that pertains to factors outside an
individual’s control. The facilitators and barriers shown in Table 28 concern clinic logistics,
e.g. timing of services, clinic setting, and location of services.
Question 3A & 3B: “What would make it easy for a man to get tested? What would make it
difficult for a man to get tested? Why?”
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Table 28. Clinic Logistics & their Role as Facilitators and Barriers to HTC

FACILITATORS
Participation in antenatal care testing
program
Experiencing illness
Private setting
Testing at a distant site for confidentiality
Time of day/week convenient with work
schedule
BARRIERS
Long distance to HTC site
ART designated days/times/places
Designated days and times of HTC

Village
Men
(n=19)

Healthcare
Provider
(n=11)

Opinion
Leader
(n=2)

37%
32%
16%
11%

18%
36%
27%
0%

0%
0%
50%
0%

5%

18%

50%

(n=10)
50%
40%
10%

(n=12)
33%
33%
33%

(n=2)
50%
50%
0%

A high percentage of village men named participation 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 family. For instance, when a pregnant
wife goes to the hospital and is tested HIV positive. The husband is required to go so
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. [Village man DA0102]
They say most men don’t like going for HIV testing when they are physically fit. But
when they are sick and go to the hospital it is when they say maybe today I should
test for HIV because I have been having this disease for a long time. But when they
are ok they feel it is a waste of time to go for HIV testing. [Village man AR04]
The long distance to testing sites acts as a barrier as do the special designations of HTC and
ARV-related services. These barriers are recognized by both village men and providers.
The other challenge is that there is one special day for HIV patients to get their ARV
treatment and that’s Wednesday. And that means everyone knows that whoever goes
to the hospital on that day is going for ARVs so it’s embarrassing for the patients
because no patient suffering from any disease is allowed except those getting ARVs.

72

So I think the best way is changing the days so that it shouldn’t be obvious that these
people are going for ARVs. [Village man DA0107]
Maybe the places that are meant for HTC are very open. I think changing the testing
rooms to ones which are more private can work better. For example, most
government clinics have signs openly pointing that this is the HTC section and that
discourages most people from going for testing. So making the testing places more
private can help. Even at the Mulanje district hospital, once you get in the ‘HIV
Testing site’ signpost greets you. And this makes it very uncomfortable for most men.
[Provider DC0104]
Another aspect of HIV testing outside of men’s control is the characteristics of health
workers. The following table shows the most commonly cited attributes of health workers
that act as barriers to them obtaining HTC.
Table 29. Health Worker Attributes as Barriers to Testing

Lack of confidentiality
Lack of professionalism, respectful treatment
Lack of time with patients

Village
Men
(n=12)
50%
33%
17%

Healthcare
Provider
(n=11)
45%
36%
18%

Opinion
Leader
(n=0)
0%
0%
0%

Sometimes we happen to go to the hospital and the doctor will go to the place where
everyone is waiting for different kinds of treatments and shout, “All those who are
here for the ARV treatment, come to this side.” That is disrespecting them. [Village
man GB01]
And even those people who are giving the service they should be polite when
speaking with men, because most of them they really want to be respected, you
should not talk to them as if you are talking to women and children. If they are not
respected, they will not stay at that place they will leave as the result they will not be
assisted. [Provider AR07]
At the end of the interviews, we asked the village men what service providers could
do to make it easier for men to get tested. We probed the healthcare providers to tell us what
a program designed to increase male HTC would look like. Table 30 shows their responses.
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The intervention described as “testing by proxy” is a term I applied to the phenomenon
whereby men rely on their wives’ test results to predict their own HIV status.
Table 30. Types of Interventions Favored by Village Men, Providers, and Opinion Leaders

Intervention
Education, counseling
Door-to-door HTC
Incentives
Compulsory HTC
Testing by proxy*
Men's groups
Educate through wives

Village
Men
(n=44)
30%
20%
16%
16%
11%
5%
2%

Special interventions targeting men at
workplace, social places, sports events
Male-only services

0%
0%
100%
* This is more of a phenomenon than an intervention.

Healthcare
Provider (n=41)
12%
20%
20%
7%
17%
10%
2%

Opinion
Leader (n=7)
29%
14%
14%
14%
0%
14%
0%

10%
2%
100%

0%
14%
100%

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’s very big issue. NGOs must educate them about things that can make them less
afraid to know their status. In addition to that they should make sure that they are
bringing those people that tested positive on public and testify on the importance of
knowing your results after being tested. Hence, people will undergo for HIV test
without fear. [Village man KB01]
Twenty percent of village men and providers favor door-to-door HTC whereby an
educator meets with family members in the privacy of the home to provide
counseling and testing. “GAIA should introduce a door-to-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 HIV.” [Village man DA0106]
All groups named the use of incentives to attract men to testing. Examples of incentives
included food, money, buckets, drinks and the items named below.
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I would like to agree with what she has said. There was a time some NGOs were
giving transport in form of a car for people to travel from the village to the clinics to
go get tested. A lot of people were going and they were excited about it. And giving
T-shirts and soap would really help. [Provider GD0306]
Members of all groups named compulsory HIV testing for men. Many cited the example of
HIV testing in Malawi’s antenatal care programs where the testing of pregnant women is not
compulsory but is opt out.
“As my friend has already said, government should set up laws that anyone should go
for compulsory HIV test before receiving any treatment.” [Village man FC0102]
Many participants described how men rely on the HIV test results of their wives to
determine their own status. I call this “testing by proxy” in the above table.
Men are afraid to know their status because they thought that they do not 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 10 percent of providers and opinion leaders name the development of men’s
groups as playing a useful role in motivating men to get HTC.
And the other gap that I have seen is that we have support groups in the communities
but they are not male friendly because there are more women than men in these
support groups so probably males may feel left out. So doing—uhm--strengthening
support groups for men that are HIV positive will help because these males would
also assist in disseminating information to other males or attracting other males to be
tested so I 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 behavior. I investigate how the qualitative data helps explain
the quantitative results and why they may or may not support the other’s results.
Recommendations for how to increase male rates of HIV testing for the unit of study, the
nongovernmental organization, GAIA, are provided based on an examination of the results.
Behavioral Beliefs and Attitudes
The quantitative data indicate that between January 2014 and April 2015, men’s
comprehensive HIV knowledge and perceived willingness of men in the village to be tested
increased significantly. Although the variable of having been tested did not change
significantly, the percentages of men tested in time 1 and time 2, 62 percent and 68 percent,
respectively, remained stable. It is possible that without the disruption to services 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 relationship with having
been tested (p=.053). Perceived willingness to get tested was not associated with having been
tested. The qualitative data support the quantitative findings that men are knowledgeable
about HIV. They indicate that men are conversant about the benefits of testing, e.g. learning
your status, receiving ART, and abstaining from activities leading to infecting others or being
infected. These results suggest that GAIA’s intervention may be contributing to increased
comprehensive knowledge, which can have a positive effect on HIV testing. The literature
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review shows that 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 answers when 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 this phenomenon. This finding was not seen in the literature review and deserves
attention as addressing this reaction through education, individual counseling and support
groups could help mitigate it. Another result not seen in the literature review was men’s fear
of rejection or loss of their spouses 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
women’s fear of the same. Strategies are needed to address men’s fears of rejection. The
literature review did reveal a high number of articles on men’s experience of stigma. These
findings are supported by my quantitative and qualitative research showing high percentages
of responses having to do with fear of discrimination 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 four times as any other was that he was “just curious” on the
quantitative survey. I probed this explanation in my interviews by asking why a man would
be just curious. The most frequently cited reason named by village men was learning one’s
HIV status (30%). The next most frequently expressed reason was that they saw their peers
obtaining HTC and followed their example (20%). 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 be due to the use of focus groups when interviewing the men, a condition underlining
the role of male friendships. Men then named concerns about their past behavior (15%),
planning for the future and/or marriage (10%), experiencing illness (10%), and desire to
make blood donations (10%). These responses suggest targeting men’s groups and using
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 planning for one’s future
and donating blood.
Normative Beliefs and Subjective Norm
By far, wives have the greatest level of influence on men’s health-seeking behavior
with 52 percent of men responding to the quantitative survey naming spouses as the person
informing their opinions about health issues and 76 percent of 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 literature review, which
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 GAIA’s education of women positively affects male HTC. GAIA
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 would affect a man’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 chiefs hold in the villages. The
quantitative 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; in the case of 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
GAIA’s services, it is possible that men already see chiefs as poised to play an important role
in HIV-related behavior. These findings suggest GAIA engages chiefs in designing and
implementing programs to influence male HTC.
Like the quantitative results, about 20 percent of men’s responses identified the
government’s health surveillance assistants (HSA) as influencers. This finding is reported in
the literature review. Other qualitative results show that religious leaders were named in 17%
of responses. Religious leaders were never named in the quantitative findings. This disparity
could be due to the prompt naming religious leaders and used in the qualitative interviews
whereby men were given examples of who could influence a man in the village. The
literature review shows mixed results on the role of religious leaders. One article finds that
Malawian religious figures’ power and influence had no significant impact on risk-taking
behaviors, their HIV knowledge was critical to their parishioners’ knowledge level and that
religious leaders often held stigmatizing attitudes negatively affecting members’ care
behaviors. 26 GAIA holds male testing interventions at churches on weekends in partnership
with religious leaders. These findings suggest that religious leaders may not always
positively influence men to get tested. GAIA needs to be mindful of the level of HIV
knowledge and attitudes toward people with HIV held by religious leaders with whom it may
partner. It can play an important role in educating religious leaders.
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Finally, as mentioned earlier, the qualitative data suggests a greater role for male
peers in influencing men in getting tested. Fourteen percent of responses made in the
qualitative data named other men as influencers, three times as high as 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 HIVrelated behaviors as a community concern versus solely as 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 further insight into how male status and gender roles
impact HTC. There were 11 responses in which men spoke explicitly about these. In 27% of
those responses, they said that men do not listen or take orders from other women or their
wives in the context of HIV 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 finding that it is more “culturally appropriate” for male
peers to advise men rather than women. 75 Men’s position in Malawian society is described as
the “breadwinner” and “superior,” and thus some men and many providers and opinion
leaders describe how men risk losing their stature when seen getting a HIV test or living with
AIDS. These responses parallel those found in the literature review describing masculinity
constructs whereby men are strong, economically productive, all knowing and dominant.
GAIA should consider health messages focusing on the ability of men to continue to be
productive and healthy when HIV-positive and engaging seropositive men to serve as
educators and models, as the participants suggest.
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An important finding was that men and some GAIA providers see GAIA’s services as
“women-oriented,” not dissimilar to the literature review showing men viewed hospitals and
clinics as “female spaces.” Village men see GAIA’s programs as “involving mostly women,
sidelining men,” as one respondent said. This observation is merited as the GAIA Villages
program was originally conceived of as a “women’s empowerment” program that developed
women’s skills and stature by employing them as village health workers. The literature
review, village men and providers describe men’s low level of health care consumption as
compared to women’s. With this in mind, any healthcare organization could be perceived as
a “feminine institution” as one village man described GAIA. The village men point to a
remedy for increasing male participation, namely, hiring 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 and educated by women and the importance of
their peers in shaping opinions. The quantitative data, however, shows a different picture.
When asked to rank testing site attributes as very important, somewhat important or not
important, 63 percent of men rank “staff are male” as not important. This could be because
men were asked to consider their preferences with respect to any HIV testing site and 72
percent of men were last tested at government facilities. When men think of GAIA and its
services, they see a dearth of men and services for men. These 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 behaviors and attitudes
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 most significant barriers for men to HTC as
named in both the quantitative and qualitative results. The literature review names these
concerns but did not turn up an important finding presented here, namely, the impact on
testing uptake by the designation of special 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 more frequently 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 and follow codes 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 care (ANC) programs
whereby pregnant women receive HCT and their husbands are encouraged to join them. This
is a positive finding, especially given Malawi’s ANC program has been held up as a model
for other countries. The other circumstance is when men experience illness. Finally, short
distances to HTC sites can play a role in enabling men’s testing.
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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
interviewed in the quantitative data collection ranked other attributes as “very important.”
These include offering other health services (81%), maintaining privacy (69%), allowing a
spouse/friend to accompany (68%), available on a weekday (61%) or weekend (50%),
located near home (60%) or work (47%) and unknown by staff and patients (47%). 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 health-related 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 worker, as discussed above. This seemingly
conflicts with the qualitative finding that village men and providers recommended hiring
male HTC counselors. As discussed earlier, this may be due to the fact that most men receive
HTC at governmental facilities. In the qualitative interviews, men may have spoken more
favorably about including male health workers with respect to work at GAIA because they
know GAIA provides a compensation roughly equal to a school teacher’s salary and are
generally favorable about GAIA.
The qualitative interviews revealed opinions about types of interventions. These
topics were not addressed in the quantitative research. Village 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, and some religious
groups in the region. However, it is possible that men may see such information sessions as
“women-oriented” as they see the other HIV- and health-related services. All participant
groups named door-to-door HTC and the use of incentives with relatively high frequency.
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Door-to-door HTC is described as relatively successful in the literature review. Incentivizing
men with money, T-shirts, and other items is a question for consideration given use of
incentives to improve health outcomes has been seen in other African settings. 76,77
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 women were the beneficiaries
of goods and services from GAIA that men were lacking. Sixteen percent of men’s responses
were in support of compulsory HTC, a stance opposed by the World Health Organization and
UNAIDS. 78 Without adopting such extreme measures, it could be argued that an
intermediate step, provider-initiated 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. Finally, the formation of men’s groups is named as a plausible
intervention by at least 10 percent of providers and opinion leaders and by 5 percent of men.
Such men’s groups do exist where GAIA operates and they are perceived positively. Their
success would depend 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, I
present study findings and recommendations for GAIA. I describe the activities that GAIA
has undertaken in the last 18 months to increase male HIV testing and indicate in Table 31
how their programs compare to my recommendations. I then use John Kotter’s Eight Step
Process for Leading Change to guide a discussion of how to implement the
recommendations. 79 This model has been applied to settings in Africa and Asia. 80-82
It is important to report on the services GAIA has implemented in the last 18 months
to increase male HTC. Three years ago, only 23 percent of people tested at GAIA’s mobile
health clinics were male. 83 Furthermore, a major GAIA donor requested that it consider ways
it could increase male testing. Since the summer of 2014, GAIA has held 23 special testing
events for men and youth, eight at churches and the remaining held at soccer fields,
workplaces and markets. Sixty percent of the 896 adults tested were men. Four percent of
these males tested positive. In September 2015, GAIA launched its pilot door-to-door HTC
campaign targeting men and women in their homes. A team of 8 that includes one male tester
takes about 2 weeks to test the households in one village. They visit homes on the weekdays
during regular working hours (8am-4pm). If household members are out, the staff returns
another day at a different time. Between September and December 2015, 13 villages were
visited and 41% of the adults tested were male. Three percent of the men tested positive (5%
of women were positive).
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Study Findings, GAIA’s Activities and Recommendations
Table 31 shows study findings and related activities and recommendations. It groups
these according to the Theory of Planned Behavior variables.
Table 31. Study Findings, GAIA’s Activities and Recommendations
Study Findings

1

2

3

4

5

Comprehensive
knowledge is
significantly
associated with
having been
tested.
Men may
experience
depression and
suicidal thoughts
if found positive.
Some men
associate benefits
with HTC like
planning for the
future and
donating blood if
found negative.
At the household
level, wives are
most likely to
influence a man’s
decision to get
tested.
At the village
level, chiefs are
most likely to
influence men to
get HTC.

GAIA’s Activities
Recommendations
Behavioral Beliefs and Attitudes
GAIA is aware of men’s Men want educational programs.
desire for educational
Design HIV educational programs
programs designed for
targeting men and use male
them. GAIA has
educators, male role models and
engaged 1 male
opinion leaders.
educator/tester.
GAIA’s services are
Develop and deliver mental health
very limited with respect modules as part of the educational
to mental health. It does program. Develop a questionnaire to
not use assessment tools assess individual mental health and
to gauge depression.
train GAIA health workers on its use
and how to counsel men.
GAIA educates
Emphasize the benefits of HTC in
communities about the
educational program and men’s
benefits of HTC.
groups, e.g. being able to plan for the
future and the ability to become
healthy once on ART.
Normative Beliefs and Subjective Norms
GAIA is very successful Continue to educate women on how
in reaching women and
to speak with their husbands and
counseling them on how partners about getting HIV testing.
to talk with their
husbands about HTC.
GAIA involves chiefs
early in the
implementation phase.
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Involve as many village chiefs as
possible at every step of the
program’s design, implementation
and evaluation. Before entering a new
set of villages, negotiate with chiefs
for their involvement in male HTC
program. Encourage all chiefs to get
tested and share status if willing.
HIV+ chiefs could serves as role

Study Findings

GAIA’s Activities

Recommendations
models for success of HTC and ART.
Men can influence GAIA is supportive of
Create men’s groups. Include
other
men
to
get
men’s
groups.
It
helps
seropositive men to be role models.
6
HTC.
form them when it can.
Hire men to be GAIA health workers.
The government’s GAIA actively pursues
Coordinate and align services with
health surveillance collaboration with other HSAs. Obtain their help in supporting
assistants (HSA)
providers, e.g.
program goals by encouraging men to
government, mission
test and use GAIA’s services. Recruit
7 are influential.
and NGOs.
2-3 HSAs to participate in program
design, implementation and
evaluation.
Religious leaders
GAIA has successfully
Meet with religious leaders to assess
can influence men established relationships their knowledge of HTC. Offer to
to get HTC.
with religious leaders.
provide educational campaigns to
8
their parishes. Recruit 2-3 leaders to
participate in program design,
implementation and evaluation.
Gender norms
GAIA is effective in
GAIA can test and then use health
describe men as
sensitizing and
messages based on these norms in
the breadwinner,
educating communities
educational campaigns and one-on9
productive, and
around many health
one counseling. Make the case that
head of the family. issues.
HTC can lead to ART and maintain a
man’s health and economic viability.
GAIA’s services
GAIA senior staff is
Hire men to be GAIA health workers.
are “womenaware that services are
Working together with chiefs, HSAs,
seen as designed for and and religious leaders, GAIA health
10 oriented.”
targeting women only.
workers educate men and women
about services for both sexes.
Control Beliefs and Perceived Behavioral Control
Designated days,
GAIA actively targets
Mitigate men’s fear of being seen by
times and places
men’s gathering places. holding regular men’s health fairs
for HTC are
It also holds male-only
offering all services, e.g. HTC, blood
barriers to HTC.
day-long testing events. pressure check-ups, contraception,
11
blood glucose screening. Station
these at places where men congregate
such as at weekly markets, soccer
games, and after religious services.
Men experience
Most of the comments
Ensure clinic spaces preserve privacy
lack of
concerning privacy and
and confidentiality. See following
confidentiality and lack of professional
recommendation regarding staff.
privacy at testing
treatment were made
GAIA has an opportunity to address
12
sites as barriers to with respect to
these concerns when educating men
HTC access.
government employees. about its services. GAIA should
ensure professional behavior when
conducting personnel reviews.
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Study Findings
Men experience
unprofessional
13 treatment by
providers, a
barrier to service.
Male participation
in antenatal care
14 (ANC) programs
facilitates HTC.
Men are favorable
toward door-to15 door HTC
Men would like to
receive incentives
for HTC.
16

Some men support
compulsory HTC

17

GAIA’s Activities

Recommendations
Hold regular in-service trainings on
professionalism in the workplace.
Schedule annual reviews that include
reflection on conduct.

GAIA is very successful
in reaching women and
has worked to support
the government’s ANC
programs.
GAIA began piloting a
door-to-door program in
September 2015 and has
the opportunity to learn
from its work to date.
GAIA does not provide
incentives to encourage
testing. It does provide
material aid for the most
impoverished
households, e.g. corn
meal, blankets, clothing,
school supplies and
basic medicines.
As a NGO enjoying
positive publicity in the
press and a player in
district and national
meetings and
conferences, GAIA has
the opportunity to play
an influential and even
leadership role in
instituting PITC among
all providers.

Continue to educate men and women
on the benefits of ANC. Inform the
government ANC providers of its
important role in encouraging male
HTC.
Continue door-to-door HTC with
male health workers when targeting
households at times when men are
likely to be present.
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Convene stakeholders to discuss the
provision of incentives to men for
HTC. Talk with village men and
women to gain their perspectives.
Consider issues of equity and do a
cost-benefit analysis.

Malawi’s National AIDS
Commission recognizes that provider
initiated testing and counseling
(PITC) has not been systematically
implemented, constituting a missed
opportunity. 84 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 district-wide planning
meetings, gauge the acceptability of
PITC to different types of providers
and advocate for its use.

Kotter’s Eight Step Process for Leading Change
Figure 5 shows Kotter’s Eight Step Process for Leading Change. Arising from the
fields of management and leadership studies, the model has been used by nonprofit
organizations, foundations, universities, and global government agencies to implement and
sustain change. 85 In the following paragraphs, I discuss the meaning of each step, apply each
to GAIA’s adoption of a male HTC program, and incorporate the above recommendations.

Figure 5. Kotter’s Eight Step Process for Leading Change
Step 1: Establish a sense of urgency
The first step, creating a sense of urgency, has to do with motivating GAIA’s
leadership and staff to enact change. Kotter suggests several facilitators, namely, a new
leader, change champions, competition, and a significant opportunity to excite people. All of
these variables are present for GAIA. First, the organization hired a new Country Director in
April 2015. She is a Malawian nurse and holds a Master’s in Public Health. With her
training, she looks at individual, community and societal health and behavior. Second, GAIA
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has a change champion in the Senior Projects Officer who initiated GAIA’s pilot project of
bi-weekly men’s testing days. Like any other NGO, GAIA faces competition for funding.
Private and public funders look 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 90-90-90 Campaign and how its programs align with
the goals to diagnose 90 percent of people, achieve 90 percent compliance with antiretroviral treatment and ensure 90 percent have suppressed viral loads. 20 The Malawi’s
National AIDS Commission embraces these goals as part of its 2015-2020 National Strategic
Plan for HIV and AIDS. 84 Establishment of a male HTC program directly ties GAIA’s local
work to the global Campaign.
Step 2: Create the guiding coalition
A guiding coalition starts with the organization’s leader and at least three to five 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 and stakeholders in Malawi and the U.S. It is important to
develop a “shared assessment” of the opportunities and to build trust. In the case of GAIA,
the Country Director and senior staff would be the first to convene. They could then invite
stakeholders such as the board chairman, village chiefs, religious leaders and governmental
health surveillance assistants (recommendations 5, 7 & 8). I recommend considering staff
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 coalition members.
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Finally, while Kotter does not include this recommendation, I believe it is imperative to
designate a monitor who will regularly examine the plan, track its implementation and report
back to the coalition on progress.
Step 3: Develop a change vision
A change vision is “a picture of the future that is relatively easy to communicate and
appeals…” 79 GAIA might have one person write the first draft and circulate this among the
guiding coalition to make sure the case is made in a clear and compelling way. The process is
iterative to ensure different views are included. It should be vetted by as many stakeholders,
inside and out of the coalition, as possible. The final product should be a concise statement
easily communicated in less than five minutes. The change 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: Communicate the vision for buy-in
Obtaining buy-in from people who implement and use the program as well as other
stakeholders is crucial. Use all existing communication channels to share the vision.
Describing the message has to go beyond one-off announcements at staff, board and
community meetings. Guiding coalition members, and especially the staff and board of
directors, should incorporate the vision into daily activities such as program planning and
meetings with donors and stakeholders. Designate coalition members who are opinion
leaders to hold small break-out meetings with staff and stakeholders to get feedback on the
vision. Be prepared to respond to questions and resistance at the meetings. Design
infographics to show how the program works, who will carry it out and where it will be
delivered. Keep stakeholders up to date with regular reports. Launch a health
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communications campaign based on the research findings about the anticipated benefits for
the man (e.g. ability to live a healthy life), his family (e.g. ability to live a productive life),
and his community (e.g. decreased HIV incidence and poverty). These are described in
recommendations 3 and 9.
Step 5: Empower broad-based action
As Kotter writes, “The more people involved, the better the outcome.” 79 The aim is
to see employees implement the vision with new approaches while remaining within the
guiding framework. Recommendations 5-8 suggest new people for GAIA to include in its
program design, implementation and evaluation, namely, involve influential stakeholders,
e.g. chiefs and HSAs. Staff should be encouraged to think creatively about new ways to
enhance programs, e.g. recommendation 2 suggesting development and delivery of mental
health modules, depression screening and counseling for men. In order to achieve broadbased action, obstacles to change must be removed by the guiding coalition. For example,
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 momentum. In GAIA’s case, the Country Director
and others who inspire trust and confidence will need to listen carefully to staff at all levels
of authority to identify potential blockers and barriers. Potential barriers and facilitators are
described in recommendations 11 – 17. Like any nonprofit, GAIA has budgetary restrictions
that could become an obstacle. The organization should have a well-considered budget that
allows for unexpected expenses like vehicle purchases or new staff.

92

Step 6: Generate short-term wins
Meeting and celebrating short-tem goals help propel the effort. Without creating these
opportunities for success, energy can wane and staff can become unengaged and even
unsupportive. Furthermore, the urgency felt at the beginning can drop. Managers can create
these wins in different ways, e.g. by establishing monthly or semi-annual goals. In GAIA’s
case, it can establish goals such as the hiring and training of male staff (recommendations 1
and 10), establishment of health fairs for men (recommendation 11) and meeting the
objectives for 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 things. Change can take years, not months.
Instead, leaders use the credibility provided by the short-term wins to address processes not
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 in
male HTC. As reported in recommendation 17, provider-initiated 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: Incorporate change 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 buy-in from all levels of the organization. Kotter warns that
the transformation may be reversed and 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 successful implementation 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, GAIA needs to ensure the successive
generation of leaders embodies the new approach. This is facilitated by a board that
understands the organization’s transformation.
Table 32 summarizes the eight steps required to lead change, related recommended
actions and measures of success.
Table 32. Eight Steps for Plan for Change
# Step
Establish a sense of
urgency

1

Create the guiding
coalition
2

Develop a change
vision
3
Communicate the
vision for buy-in
4

Recommended Actions
 Build consensus with key GAIA
leadership (Executive Director, Country
Director & Chairpersons of Malawi &
US Boards) about need for increased
male HTC
 Prepare fact sheets for stakeholders and
funders
 Highlight GAIA’s recent successes in
male testing
 Underline GAIA’s embrace of the
UNAIDS 90-90-90 Campaign goals and
how male HTC abets these
 Identify key staff, board members,
chiefs, religious leaders to participate
 Designate a monitor to evaluate progress
in meeting goals
 Consider expanding coalition as effort
progresses, e.g. gov’t health workers and
community-based low-level GAIA staff
 Use an iterative process to incorporate
coalition members’ ideas into a clear,
concise statement
 Tie statement to goals of the National
AIDS Commission and UNAIDS goals
 Communicate the vision at large and
small staff, board, and community
meetings
 Distribute infographic sheets to reach
literate and illiterate audiences
 Keep stakeholders up to date with
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Measures of Success
 Distribute fact sheets
to staff & other
stakeholders
 Meet with donors,
when possible, to
explain initiative;
send fact sheets to
them




Coalition formed and
expanded
Monitor identified



Gain consensus and
finalize vision
statement




Meetings held
Infographic sheets
and reports generated
and distributed
Communications
campaign designed



# Step

Empower broadbased action
5

6

Generate short-term
wins

Never let up
7
Incorporate change
into the culture
8

Recommended Actions
Measures of Success
regular reports
and launched
 Design and launch a health
communications campaign emphasizing
benefits of HTC
 Guiding coalition nurtures creativity and  Staff and other
innovation in staff and stakeholders’
stakeholders
approach
empowered to act
 Coalition removes obstacles to change
 Important obstacles
and identify facilitators
removed
 Set achievable goals
 Goals met and
celebrated
 Record anecdotes showing success
 Share personal
stories of success
 Remove remaining obstacles to change
 Obstacles removed
 Incorporate lessons learned and new
 Report results of
insights into development of new
innovations
programs and processes
 Clearly report on what processes,
 Clear and consistent
behaviors and programs led to the
reporting on drivers
changes
of change
 Ensure the board and succeeding
 U.S. and Malawi
leadership embodies the transformation
boards understand
and embrace the
transformation
 Successor embodies
the new vision

Finally, Appendix E combines Tables 31 and 32 to provide a road map for how GAIA
can design, implement and monitor a male HIV testing program using Kotter’s Eight Step
Process for Leading Change.
Conclusion
Employing the Theory of Planned Behavior framework, I conducted a literature
review identifying the facilitators and barriers to male HIV testing in Sub-Saharan Africa and
Malawi, analyzed secondary quantitative program evaluation data, and undertook my own
qualitative research to understand how male rates of HIV testing in southern, rural Malawi
could be increased by the non-governmental organization GAIA. I concluded with
recommendations for GAIA and a plan for change employing Kotter’s Eight Step Process for
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Leading Change. This study has seven key findings contributing to the body of research
about male HTC and suggesting important changes GAIA can make to increase male testing.
First, it reveals that men living in the villages served by GAIA increased their comprehensive
knowledge of HIV, a facilitator of HTC and positively related to their testing uptake. Second,
men may experience depression and suicidal thoughts if found to be HIV-positive. More
research is needed on men’s mental health and living with HIV in Sub-Saharan Africa. GAIA
could develop and deliver educational mental health modules as well training to its workers
on how to counsel men. Third, over 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 literature review and deserves further study given women are
higher consumers of health care and HTC. Fourth, chiefs, governmental health surveillance
assistants and religious leaders have influence at the village level, a finding seen in the
literature review. Because this study found chiefs are the most influential, GAIA should
increase their participation in its programs throughout the three-year intervention and engage
them as educators and role models. Fifth, village men and some GAIA providers view
GAIA’s services as “women-oriented” because the employees are women and the services
have targeted women and children. GAIA should hire men as GAIA health workers and
design HIV education and testing programs uniquely targeting men. Sixth, this study found
that the designation of the date and place of HTC and ART services seen at governmental,
mission and GAIA’s services deters men. This finding was not seen in the literature review. I
recommend GAIA holds regular men’s health fairs at sites where men congregate and that
include multiple services as well as HTC. Finally, village men speak favorably about doorto-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 employs male health workers
for the program.
Village men and opinion leaders positively view GAIA. The organization can
leverage this when it implements Kotter’s eight steps, a process that is lengthy and takes
great commitment. GAIA has the human and financial capacity to implement the plan for
change. It is well poised to offer leadership in its own community as well as serve as a
model for other providers aiming to increase male HIV testing in Africa.
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APPENDIX A: LITERATURE REVIEW
Table 33. Literature Review
Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

1

Aarnio
et al.

Male
Involvement in
Antenatal HIV
Counseling and
Testing:
Exploring Men's
Perceptions in
Rural Malawi

AIDS
Care

2010

Exploratory
sequential
mixed
methods

Quantitative
(388 men
completing
cross-sectional
survey).
Qualitative (81
men in 11 focus
groups). All
men were
married
w/spouses of
reproductive
age.

Facilitators of male
involvement in ANC
testing tied to:
support &
knowledge-sharing
among male peers
and guidance from
elders not to rush into
violence or divorce
b/c of HIV; More
men would test and
less divorces would
occur if HIV+ test
results were disclosed
with help of health
personnel, family or
friends.

Lack of male
involvement in
ANC HIV
testing tied to:
reluctance to
learn one's
HIV status
grounded in
fear of HIV,
shame, divorce
and losing
hope; feeling
of no risk;
men's stubborn
nature; distrust
in
confidentiality;
weak marriage;
male
perceptions of
health services,
including
ANC, as
women's area
and shameful
for men to
attend.

2

Ackers
et al.

Health Care
Utilization and
Access to HIV
Testing and Care

America
n Journal
of
Tropical

2014

Extremely few men
accompany wives to ANC
VCT (voluntary HIV
counseling & testing). Three
obstacles in male ANC HCT:
men's limited knowledge of
PMTCT, men's relative
unawareness of ANC VCT &
its benefits, and men's
perception of health services
as female oriented. Male
perceptions of marriage play a
role. Neglecting husband
involvement in VCT decisions
can lead to adverse outcomes
like divorce. Current approach
of making pregnant women
responsible for involving
husbands is inadequate.
Recommendations: 1)Target
men with information &
support; reorient health
services & providers toward
both sexes; 2) Get early male
involvement & promote
spousal communication on
VCT; 3) B/c mandatory ANC
testing is required of women,
male involvement &
community sensitization
needs prioritization.
Only 34% reported a previous
HIV test and self-reported
prevalence was 6%.
Respondents under 30 year

Crosssectional

15,302 male
and female
respondents

Factors associated
with HCT: Active
medical attendee of
healthcare facility;

Factors
associated with
no HCT: being
male
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Study

Study

Author

Title

Journal

and Treatment
Services in a
Rural Area with
High HIV
Prevalence,
Nyanza
Province,
Kenya, 2007

Medical
Hygiene

Year

Findings
and clinic attendees (active
and inactive) were more likely
to report an HIV test than
non-attendees; men were less
likely to report HCT. Men and
younger respondents were less
likely to enroll in HIV care.
SES and distance were not
associated with receipt of HIV
testing and care.
Associations show that stigma
toward PLWH is a barrier to
testing & HIV knowledge and
self-efficacy function as
facilitators to HIV testing.

Study
Design

Study
Population

Facilitators

Barriers

mobile VCT (37% of
men and 18% of
women); male and
female respondents
under 30 years

Berendes
et al.

Addressing the
Slow Uptake of
HIV Testing in
Malawi: The
Role of Stigma,
Self-Efficacy,
and Knowledge
in The Malawi
BRIDGE Project

Journal
of the
Associati
on of
Nurses
in AIDS
Care

2011

4

Chamie
et al.

Uptake of
CommunityBased HIV
Testing during A
Multi-Disease
Health
Campaign in
Rural Uganda

PLoS
ONE

2014

Multi-disease community
health campaigns (CHC)
provide a rapid approach to
testing a majority of residents
for HIV in rural African
settings. Adult male
participation increased.
Complementary strategies are
still needed to engage young,
single adults.

Crosssectional

5

Chiang
et al.

Awareness of
HIV/AIDS
Prevention and
Acceptance of
HIV Testing

Royal
Society
of
Tropical
Medicine

2009

The study was completed on
an island where HIV testing
and education were
successfully scaled up.
Certain characteristics were

Crosssectional
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3

Crosssectional (2
samples)

Baseline: 890
individuals 1288 years (equal
#s male &
female
adolescents &
adults) in 8
districts Midterm: 881
individuals in 4
districts
4879 men and
women

579 residents
aged 15 years &
older

Self-efficacy; HIVrelated knowledge;
young age; higher
educational
attainment

Month-long
community
sensitization
activities by and
carried out with
village leaders; 5 day
CHC held at multiple
sites offering pointof-care screenings
and testing (HIV,
malaria,
hypertension, TB);
participation of
household head
The following are
associated with HIV
testing: aged 15-49
(no assoc. for 50+);
having never

Factors
associated with
low access of
HCT thru
CHC: younger
age and single
marital status

Study

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Among
Residents in
Likoma Island,
Northern
Malawi
The Influence of
Relationship
Power Dynamics
on HIV Testing
in Rural Malawi

and
Hygiene

Journal
of Sex
Research

2014

Young rural Malawians (mean
age=24.8) are getting tested at
relatively high rates (as
compared to DHS data),
repeatedly, and not just during
pregnancy.

Prospective
cohort study

932 men and
women in
relationships

Home based HCT by lay
health workers is feasible and
acceptable. The HCT
prevalence ratio for difference
between men in intervention
and control arms is 1.52.
Other intervention arm
outcomes include an increase
in couples HCT and lower
sexual risk behavior.
Universal opt-out HTC on the
surgical wards was well
accepted and increased the
proportion of patients tested.
Only 3% refused HCT. HIV

Experimenta
l study

4154 people
aged 14+ in 16
communities

Prospective
cohort study

1961 men &
women aged
13+ admitted for
surgery

found to be significantly
associated with ever being
tested (see "barriers").

Conroy

7

Doherty
et al.

Effect of Home
Based HIV
Counseling and
Testing
Intervention in
Rural South
Africa: Cluster
Randomized
Trial

British
Medical
Journal

2013

8

Haac
et al.

HIV Testing and
Epidemiology in
a Hospital-Based
Surgical Cohort
in Malawi

World
Journal
of
Surgery

2013

married; being
currently married or a
polygamous
marriage; being
female
Possibly traditional
marital power
structures facilitate
testing b/c of positive
aspects of
masculinity.
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6

Facilitators

Ward-based,
universal opt-out
HTC is patient
acceptable

Barriers

Age (older
men less likely
to test for HIV
than men
closer in age to
their partners);
male
experience of
sexual intimate
partner
violence;
Relationship
unity (spousal
communicatio
n & support);
perception of
higher
likelihood of
own HIV
infection

Study

Author

Title

Journal

Year

Helleringer
et al.

Should HomeBased HIV
Testing and
Counseling
Services be
Offered
Periodically in
Programs of
ARV Treatment
As Prevention?
A Case Study in
Likoma
(Malawi)

AIDS
Behavior

2013

10

Hensen
et al.

Systematic
Review of
Strategies to
Increase Men's
HIV-Testing in
Sub-Saharan
Africa

AIDS

2014

101

9

Findings
prevalence among men was
14% and 18% for women,
higher than national estimates.
HIV more prevalent in nontrauma patients and associated
with infection, genital/anal
warts or ulcers.
Periodically conducting
home-based HIV testing &
counseling campaigns can
further increase HTC, but
supplementary interventions
to enroll individuals not
reached by HBHTC are
needed. The study's findings
are not so strong for men,
however, as attrition from the
cohort was associated with
HBHTC outcomes during
round 1. 15.9 % of men
remained unreached by
HBHTC after 2 campaigns.
Interventions to encourage
HIV-testing can increase
men's levels of HIV testing.
Community-based programs
in particular had a large-effect
on population levels of HIVtesting. 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 and to accept homebased HCT. However pale
participation can be low and

Study
Design

Study
Population

Facilitators

Prospective
cohort study

852 adults in
round 1 and 764
in round 2

Repeat campaigns
appear to work well
when targeting men
but appear less
fruitful for men.

Systematic
review

15 papers
including 16
trials

Promotional
campaigns to
normalize male ANC
attendance; couple
HCT provided in
settings acceptable to
men (voluntary
medical male
circumcision clinics,
mobile HCT and
home-based HCT);
Provider initiated
testing and
counseling (PITC);
Community-based
HCT were more
acceptable than
facility-based

Barriers

Perception of
clinics as
"female'
environments;
norms
associated with
masculinity
including
beings strong
and "diseasefree;" fear;
perceived lack
of
confidentiality
of services

Study

11

Author

Kranzer
et al.

Title

Individual,
Household and
Community
Factors
Associated with
HIV Test
Refusal in Rural
Malawi

Journal

Tropical
Medicine
and
Internati
onal
Health

Year

Findings

2008

less cost-effective. Selftesting needs more study and
may be promising strategy.
Repeat-testing needed in high
risk individuals.
Thirty-three % of men refused
testing. Among men,
occupation, marital status
counselor's sex and cluster
refusal rates were associated
with testing refusal.

Study
Design

Study
Population

Facilitators
initiatives; Mobile
testing (through
caravans or tents);
Workplace

Crosssectional

2047 men and
women aged 1859 (937 men and
1110 women)
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All Findings (after
adjusting for age)
concern Barriers:
Being married; highly
educated, non-farmers
and household head
were significant
predictors of refusal to
test. Men aged 35-47+
had 1.74 times higher
odds of refusal than
men under 25. Men
counseled by women
had 1.46 times higher
odds of refusal than
men counseled by
men. A high cluster
refusal rate positively
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 tested
(10%), does not think
he is at risk (9%).
There are 7 more
reasons.

Barriers

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

12

Makwiza

Who has Access
to Counseling
and Testing and
Anti-Retroviral
Therapy in
Malawi - an
Equity Analysis

Internati
onal
Journal
for
Equity in
Health

2009

Mixed
methods

Key informant
interviews,
focus groups,
literature review

Decentralization of
services; increase
HCT provision and
staffing, especially in
rural areas;

Severe health
worker
shortages;
Lack of
integration of
HCT services
with others
like TB,
PMTCT

13

Mphonda
et al.

Assessment of
Peer-Based and
Structural
Strategies for
Increasing Male
Participation in
an Antenatal
Setting in
Lilongwe,
Malawi

African
Journal
of
Reprodu
ctive
Health

2014

Men are accessing HCT, HIV
prevention and treatment
interventions at lower
numbers than women. Men
generally tend to access ART
when they are sicker and their
CD4 counts are lower than
women and tend to have
poorer treatment outcomes.
As with HCT, there are more
females (61%) accessing ART
than males (39%).
Peer education through drama
and male-friendly hospital
infrastructure is associated
with greater male
participation in ANC.

Crosssectional

3 cohorts of men
totaling 228

14

Nyondo
et al.

Stakeholders'
Perceptions On
Factors
Influencing
Male
Involvement in
Prevention of
Mother to Child
Transmission of
HIV Services in
Blantyre,
Malawi

BMC
Public
Health

2014

Factors influencing male
involvement in PMTCT
services (which include HCT)
show interrelated factors at
the individual, community and
health facility levels.

Qualitative

6 key informant
interviews with
health
professionals
and 4 focus
groups with men
& women of
childbearing age

Trained lay volunteer
peer educators using
drama at the clinics
to promote male
ANC involvement;
Changes in clinic
infrastructure and
flow (design rooms
for couple HCT,
attending to men
first, larger waiting
room, toilet facilities
for men, delivery
rooms that could
accommodate a
partner)
Community level
factors (sensitization
at community events,
posters around
community,
involvement of chiefs
& other influential
people like religious
leaders); health
facility level factors
(health education
where men are found
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Study

Lack of
knowledge
about PMTCT
& men's role in
it; timidity
about around
women; fear of
knowing one's
HIV status;
lack of interest
or
unwillingness;

Study

Author

Title

Journal

Year

Findings

Study
Design

Study
Population
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Facilitators

Barriers

at clinic, male
friendly environment,
privacy, preferential
treatment for couples
to be assisted first,
reward women who
bring husbands,
create policy
requiring male
attendance at initial
ANC visit, improved
health care worker
attitude;
personal/family level
factors (men-to-men
promotions on an
individual basis and
men's groups, early
sensitization of
children re gender
roles)

work
obligations;
marital
problems;
unplanned
pregnancy;
health facility
barriers (lack
of HIV test
kits, lack of
privacy,
services
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
target women
& thereby
undermine his
position &
masculinity)

Author

Title

Journal

Year

Findings

Study
Design

15

Obermeyer

The Utilization
of Testing and
Counseling for
HIV: A Review
of the Social and
Behavioral
Evidence

America
n Journal
of Public
Health

2007

Men tend to underestimate
their risk for HIV infection
more than women despite
reporting more high-risk
behaviors. Men are more
responsive to mass
communications, leaflets and
peer pressure.

Literature
review

16

Obermeyer
et al.

Socio-Economic
Determinants of
HIV Testing and
Counselling: A
Comparative
Study in Four
African
Countries

Tropical
Medicine
and
Internati
onal
Health

2013

Crosssectional

3659 men and
women

For men with low
SES, integrated
facilities and PMTCT
referral are more
highly associated
with HCT uptake.
For men with higher
SES, VCT is
associated with
likelihood of testing.

17

Rimal
et al.

Audience
Segmentation as
a SocialMarketing Tool
in Health
Promotion: Use

America
n Journal
of Public
Health

2009

For men & women, higher
socio-economic status
(education & wealth) was
associated with likelihood of
HCT through VCT & lower
SES was associated with
likelihood of HCT at
integrated facilities &
PMTCT. Non-testers had
lower levels of educ
attainment compared with
VCT testers. 39% of
Malawian men were nontesters; 49% tested at
integrated facilities and 12%
tested at VCT sites. 19 % of
Malawian women were nontesters.
Positive behavioral change
results when perceptions of
personal vulnerability are
coupled with strong selfefficacy beliefs. Both
components are needed for

Crosssectional

968 individuals
15 years +
(equal numbers
men & women)
in 4 Malawi
districts

Self efficacy;
perceptions of
personal vulnerability

105

Study

Study
Population

Facilitators

Barriers

When risks of HIV
are personalized and
messages are framed
in terms of personal
gains and losses,
interventions are
more effective;
Routinized testing in
the health care setting
thru PITC.

Reluctance to
acknowledge
being at risk;
Fear & its
related social
consequences
(rejection, loss
of job or
housing,
discrimination,
violence,
isolation);
Stigma;
Perceptions of
worker lack of
confidentiality

Study

106

Author

Title

18

Sabapathy
et al.

of the Risk
Perception
Attitude
Framework in
HIV Prevention
in Malawi
Uptake of
Home-Based
Voluntary HIV
Testing in SubSaharan Africa:
A Systematic
Review and
Meta-Analysis

19

Siu et al.

Dividuality,
Masculine
Respectability
and Reputation:
How
Masculinity
Affects Men's
Uptake of HIV
Treatment in
Rural Eastern
Uganda

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

Systematic
review &
metaanalysis

21 studies
described in 19
articles on 5
countries (5 of
these from
Malawi)

Presence of
confidentiality

Fear of
stigmatization
and emotional
vulnerability
associated with
receiving
results from
public
facilities; lack
of
confidentiality

Qualitative

Participant
observation by
first author and
in-depth
interviews with
26 men in
Uganda village
who ranged
from no testing
to on ART.

Desire to raise a
family and reclaim
social worth if found
to be positive by
restoring health
through ART and
being able to provide
for family; Receipt of
livelihood support
from treatment
provider, e.g. NGO
funded incomegenerating programs,
tuition grants for
children;
Advice/pressure from
work colleagues and
friends; Obtain HCT
with a friend

Couple testing
(a threat to
masculinity
and
discourages
testing in 2
ways:
destabilization
of marriage
due to
disclosure of
man's
extramarital
relationships
and causing
man to feel he
was put on trial
and had no
control due to
presence of
health worker);

sustainable behavior change.

PLoS
Med

2012

Social
Science
&
Medicine

2013

Home-based voluntary
counseling & testing (HBT)
could substantially increase
awareness of HIV status in
previously undiagnosed
individuals in Sub-Saharan
Africa with over threequarters of thru studies
reporting >70% uptake. In 8
studies reporting on HBT
acceptance, men were as
likely as women to accept
testing.
The study argues that there
are 2 forms of masculinity,
one based on reputation and
the other on respectability,
with some ideals shared by
both. Respectability (affirmed
by requisites of marriage and
providing for family, sexual
fidelity, demonstration of
wisdom, respect, consistent
hard work) is endorsed by the
wider society while reputation
(accrued as a result of
'masculine activities' and
shaped by perception of male
peers around sexual prowess,
concern with strength,
capacity for hard physical
work, income generation) is
endorsed almost entirely by
men. The former encourages

Study

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

testing and treatment; the
latter undermines it.
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Skovdal
et al.

Masculinity as a
Barrier to Men's
Use of HIV
Services 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." Recommend
social support groups for men,
community and home-based
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

Barriers
Male
independence
and resilience
and loss of
respectability
(due to
expectations
that mature
men be wise,
responsible
and sexually
selfcontrolling);
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
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

Study

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

health seeking behaviors.
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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,
when PMTCT 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 10-19, 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 that
for females at all ages. Males
initiate testing at a later age
(in 20s) than females.

Crosssectional

24,175 males &
females

Medical referrals;
Older age

Barriers
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 clinical
setting & staff,
feeling
reprimanded)
It has been
suggested that
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.

Author

Title

Journal

Year

Findings

Study
Design

Study
Population

Facilitators

Barriers

22

Stephenson
et al.

Community
Influences on
Married Men's
Uptake of HIV
Testing in Eight
African
Countries

AIDS
Behavior

2013

The study looks at individual,
household and community
level factors and their
associations with male testing
in 8 African countries.
Community level factors (in
addition to individual and
household) are significantly
associated with HIV testing
among men. These factors
include demographics,
economics, and behavior and
knowledge.

Crosssectional

2004 DHS data
for 8 countries
(2114 married
men for Malawi)

The following are
associated with HIV
testing (no causality
established): Being
married; higher levels
of education, urban
residence; higher
household wealth;
male & female
knowledge of HIV;
exposure to media;
individual perception
of risk; using a
condom at last
intercourse. The
following showed no
significant
association for
Malawi: age and
male employment

23

Weisman

Exploring the
Barriers to Male
Voluntary HIV
Testing in
Southern Rural
Malawi: A
Qualitative
Study

unpublis
hed

2014

5 major themes on males'
perceptions of risk, the
barriers to testing and ways to
improve male participation

Qualitative

30 men in rural
Malawi

Compulsory HIV
testing at medical
care sites was
acceptable

The following
are associated
with no HIV
testing (no
causality
established):
Rural
residence; no
regular media
exposure;
traditionally
female spaces
(ANC clinics);
higher number
of sexual
partners;
having the
final say on
household
decisionmaking (e.g.
purchases, how
$ is spent,
visits to
family);
women's
employment
Lack of
awareness
about
importance of
testing;
concerns about
confidentiality
and
convenience;
stigma
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APPENDIX B: QUANTITATIVE INSTRUMENT
Questions added to time 2 survey are in red
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APPENDIX C: QUALITATIVE INTERVIEW GUIDE
Welcome
Thank you for agreeing to participate in this interview to discuss the factors that influence men to be
tested for HIV. I am Amy Rankin-Williams, a doctoral student at the University of North Carolina at
Chapel Hill in the United States. I am working in partnership with the local NGO, Global AIDS
Interfaith Alliance (GAIA). Your cooperation will help NGOs like GAIA create programs increasing
men’s HIV testing. The community will benefit by helping men know their serostatus and get lifesaving medications.
Ndikuthokozeni chifukwa cholola kutenga nao gawo pakafukufuku ameneyu komanso pokambilana
zinthu zimene zimapangitsa azibambo kuti akayezetse magazi kuti adziwe ngati ali ndi HIV.. Dzina
langa ndi Amy Rankin Williams, amene ndikupanga maphunziro audokotala ku sukulu yaku North
Calorina ku America. Ndukugwila ntchito mothandizana ndi bungwe GAIA. Kafukufukuyu athandiza
azibambo aku dela lino kuti akayezetse magazi kuti adziwe ngati ali ndi HIV ndikulandila mankwala
otalikitsa moyo.
Introduction
The purpose of this interview is to hear you speak about what influences men to be tested for HIV in
southern, rural Malawi. We are interviewing 36 people who live in this part of Malawi and may be
known in their community as a leader and/or health expert. The interview should take about 45 - 60
minutes. I may publish portions of this dissertation making the findings publicly available. Your
answers will be kept confidential and your name will not be connected in any way to your comments.
Cholinga cha kafukufukuyi ndi kuti ndimve kuchokela kwa inu zimene zimapangitsa azibambo
akumwela kuno kuti akayazetse magazi ndi kudziwa ngali ali ndi HIV. Ndifunsa azibambo okwana
36 amene akukhala ku dela lakumwela kuno ku Malawi, ndipo ena mwa iwo ndi atsogoleri odziwika
komanso ogwila ntchito muzipatala. Kafukufuku ameneyu adzadziwidwa ndi anthu ena , koma zones
zimene tikambilane zikhala za chinsinsi ndipo dzina lanu zilidza chulidwa konse
With your permission, I would like to record our interview. Tapes and transcriptions will be
destroyed at the end of the study.
Mwa chilolezo chanu ndikhala ndikutenga mau anu. Zida zimene ndikugwilitsila kutenga mau zi
zidzataidwa pakuta pa kafukufukuyi.
Do you have any questions?
Muli ndi mafunso ali onse?
May I record this interview?
Mwabvomeleza kuti ndikufunseni?
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Opening
Gender Mkazi/ Mwamuna Circle one

Male

How old are you in years?

Kuchuluka kwa zaka (Completed
years)
Sindikudziwa
HIGHEST LEVEL ATTAINED
Pulayimale (STD 1-8)
Sekondale (FORM 1-4)
Kupitirira sekondale (kuchuluka kwa
zaka)

Kodi muli ndi zaka zingati zakubadwa?
What is the highest class/form/year you have
completed?
Kodi sukulu munafika nayo patali bwanji?
Circle Highest level, then write highest std/
form/tertiary years completed
What is your religion?
Kodi ndinu a mpingo wanji?
Circle one

What is your ethnic group?
Kodi ndinu a mtundu wanji?
Circle one

What is the primary kind of work have you
been doing in the past 12 months?
kodi ndi ntchito iti yeniyeni imene inu
mwakhala mukugwira mmiyezi khumi ndi
iwiri yapitayi?
Circle one

Female

1-->
2-->
3-->
88

Sindikudziwa
Katolika
CCAP
Chisilamu
Anglican
SDA/SDB
Chipentekositi/Evangelical
Zopembezo zina za chikhirisitu:
(tchulani) __________________
No Religion
Sindikudziwa
Chewa
Yao
Lomwe
Tumbuka
Sena
Mang'anja
Mtundu wina (tchulani)
_________________________
Sindikudziwa
Kulima zokwanira pakhomo pokha
Ulimi wobweretsa chuma
Kuweta ndi kugulitsa ziweto
Malonda ochepa/kugulitsa zakudya
Ntchito yongoyembekedzera
Ntchito yokhadzikika
Piecework/ganyu
Ali pa sukulu
Sali pa ntchito
Anapuma pa ntchito
Zina (tchulani)
__________________________
Sakudziwa
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1
2
3
4
5
6
7
8
88
1
2
3
4
5
6
7
88
1
2
3
4
5
6
7
8
9
10
11
88

What is your marital status?
Kodi muli pa banja?
Circle one

Sanakwatiwepo
Ali pa banja
Akungokhala limodzi ndi mwamuna
Anapatukana
Anasiidwa ukwati
Amasiye/amuna awo anamwalira
Sakudziwa
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1
2
3
4
5
6
88

Questions for MEN ONLY
Mafunso a azibambo okha
1. Behavioral Beliefs & Attitudes Makhalidwe ndi zikhulupiliro
1A
Monga mukudziwa ndi chinthu chofunikira kwambiri kuti anthu tikayezetse HIV
makamaka masiku ano pamene mliri wa EDZI wavuta. Kuyezetsaku kumakhala ndi
ubwino komanso kuyipa kwake malingana ndi zotsatira zimene atiwuza
koyezetsako.
What are the disadvantages of getting tested? Why?
Tandifotokozerani za kuyipa koyezetsa magazi kuti mudziwe ngati muli ndi HIV?
Why?
1B
What are the advantages of getting tested? Why?
Kodi ubwino woyezetsa magazi kuti munthu udziwe ngati uli ndi HIV ndi wotani?
Why?
When we interviewed men living in this area, we learned that many men do not get tested because
they are1C, 1D, 1E,1F
M’buyomu titacheza ndi abambo a m’dera lino tinaphunzira kuti abambo ambiri sapita
kukayezetsa HIV kamba ka zifukwa zingapo: 1C,1D,1E,1F
1C
…40 years and older.
Why do you think older men are less likely to get tested? What can NGOs like GAIA
and the government and CHAM clinics do to motivate older men to be tested?
What can NGOs like GAIA do?
What can the government clinics and hospitals do?
What can CHAM do?
Poyamba tinaphunzira kuti abambo ambiri amene anakwanisa zaka makumi anayi
kapena kupyolera pamenepo sapita kukayezetsa HIV.
Inu mukuona kuti ndichifukwa chiyani abambo a zaka zimenezi safuna kukayezetsa
magazi?
Kodi mabungwe omwe si aboma ngati GAIA akhonza kupangapo chiyani kuti
awakope/kunyengelera abambo a zaka zimenezi kuti azikayezetsa HIV?
Nanga Boma lipange chani kuti liwakope kapena kuwanyengelera abambowa
(40+yrs) kuti akayezetse HIV?
A zipatala zazazikulu komanso zazing’ono za boma angatani kuti akope
ndikunyengelera abambowa (40+yrs) kuti akayezetse HIV?
Azipatala za mishoni (CHAM) atani kuti akope ndikunyengelera abambowa(40+yrs)
kuti akayezetse HIV?
1D

…afraid to know their status.
Why are men afraid to know their status? What can the NGOs and clinics do to make
a man less afraid?
Chachiwiri chimene tinaphunzira ndichonena kuti abambo ambiri sakayezetsa HIV
chifukwa amawopa kudziwa zotsatira za kuyezetsako.
Kodi ndichifukwa chiyani abambo amawopa kudziwa zotsatira za kuyezetsa HIV?
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Kodi mabungwe omwe si aboma angatani pothandiza abambowa kuti achepese
kuopa kudziwa zotsatira za kuyezetsa HIV?
Nanga azipatala zazikulu komanso zazingono za boma angachitepo chani pothandiza
abambo kuti asamaope kudziwa zotsatira za kuyezetsa HIV?
A zipatala za mishoni(CHAM) achitepo chani pothandiza abambo kuti achepese
kuwopa kudziwa zotsatira za kuyezetsa HIV?
Nanga boma lichitepo chiyani pothandiza abambo kuti achepese kuwopa kudziwa
zotsatira za kuyezetsa HIV?
1E

…afraid of discrimination from others if they are HIV-positive.
What can the NGOs and do to make a man less afraid of discrimination?
What can NGOS GAIA do?
What can CHAM clinics DO?
What can government hospitals and clinics do?
Chinanso chimene tinaphunzira ndichokuti abambo a mdera lino sapita kukayezetsa
HIV chifukwa amawopa kusalidwa ndi anthu ena akapezeka nako kachilombo
Kodi mabungwe omwe si aboma monga a GAIA ndi ena otero angatani pothandiza
abambo kuti asamaope kukayezesa chifukwa chowopa kusalidwa ndi anthu ena
akapezeka nako kachilombo ka HIV?
Nanga a zipatala zikuluzikulu komanso zing’onozing’ono za boma apangepo chani
pa nkhaniyi?
Nanga a zipatala za mishoni atani potandiza abambo kuti asamaope kukayezesa
chifukwa chowopa kusalidwa ndi anthu ena akapezeka nako kachilombo ka HIV?
Mmene mukuwonera boma la Malawi likuyenera lichitepo chani pa nkhaniyi?

1F

…ashamed to be seen at the HIV test site.
Why are men ashamed to be seen at the HIV test site? What can the NGOs and
clinics do to help men not feel ashamed?
What can GAIA do
What can government clinics and hospitals do?
Chomaliza tinaphunziranso kuti abambo a mdera lino sapita kukayezetsa HIV
chifukwa amachita manyazi kuti angakawonedwe ndi anthu ena owadziwa kumalo
koyezetsa HIV
Kodi ndichifukwa chiyani abambo amachita manyazi kuwonedwa ndi anthu
owadziwa ku malo oyezetsa HIV?
Kodi mabungwe omwe si aboma ngati GAIA angachite chani pothandiza kuti
abambo azimasuka kupita kumalo oyezetsa HIV mosalabadila kuti akawonedwa ndi
anthu ena owadziwa?
Nanga azipatala zazing’ono komanso zazikulu za boma apange dongosolo lanji kuti
abambo azipita molimba mtima kumalo oyezetsa HIV mosadela nkhawa kuti
akaonedwa ndi anthu owadziwa?
Nanga a zipatala za mishoni achitepo chani pa nkhaniyi?
Inu mukuwona kuti boma lipange ndondomeko yotani pothandiza abambo kuti
azipita molimba mtima komanso momasuka kumalo oyezetsa HIV mosadela nkhawa
za anthu ena?

1G

When we interviewed men living in this area, we learned that many men DO get
tested because they are “just curious”
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1H

Why would a man be curious?
Kugawo lina titacheza ndi abambo a mdera lino tinaphunziraponso kuti ambiri mwa
iwo amapita kukayezetsa chifukwa chokuti anangofuna kukayezetsako.
Kodi chingamupangitse bambo kungofuna kukayezetsa HIV ndi chiyani?
What are the advantages of getting ARV treatment?
Tandifotokozeleni za ubwino wolandira ma ARV kwa anthu amene anapezeka nako
kachilombo ka HIV?

1I

Are men willing to get treatment for HIV? Why or why not?

1J

Kodi mmene mumawaonera abambo amene ali ndi HIV amakhala ofunisitsa atapeza
ma ARV? Chifukwa chani mwatero?
Is it easy for a man to get treatment for HIV? Why? Or why not
Kodi kumakhala kosavuta kuti abambo amene ali ndi HIV alandire ma ARV?
Ndichifukwa chani mwanena choncho

2. Normative Beliefs & Subjective Norm Zukhulupiliro zina ndi miyambo ina
2A
List the people who are most important regarding your decision to get tested for
HIV. In your household who do you think would help influence you to get tested for
HIV?
Kodi pakhomo la kumudzi ndi ndani amene ali ndi kuthekera kokuti angathe
kupangitsa/kunyengelera abambo okhala pakhomopo kuti akayezetse HIV.
(Tchulani anthu okhala pakhomo angapo amene angapangitse abambo kukayezetsa)
2B

Who of these people are the most important? Please start with most important. Why
would this person be supportive?
Mwa anthu amene mwanditchulirawa kodi wofunikira kwambiri ndi ndani amene
sipangavute kuwapangitsa abambo kukayezetsa HIV?
Kodi ndichifukwa chiyani inu mukuona kuti abambo akhonza kumumvera munthu
ameneyu mwachangu kusiyana ndi ena?
Nanga wachiwiri wokhala pakhomopo ndi ndani amene akhonza kuwapangitsa
abambo kuti akayezetse HIV?
Kodi ameneyunso mwamusankha chifukwa chiyani kusiya ena onse?

2C

“In your village, who would help influence men to get tested for HIV? Why?”
Prompt: “Would the chief help… Would the religious leader help…?”
Mudzi mwanu muno ndi ndani amene mukuona kuti angathe kuthandiza kukopa
abambo kuti azikayezetsa HIV? Why?
Kodi mafumu akhonza kukhala othandiza pankhaniyi?
Nanga atsogoleri achipembedzo akhonza kuthandiza pa nkhaniyi?

2D

List the people who would be against a man getting tested for HIV
Monga mukudziwa pali anthu sipalephera kukhala anthu ena osutsana ndi mfundo
komanso ndondomeko zapangidwa:
Nditchulireni anthu a mdera lino la Mulanje/mmudzi muno amene mukuwona kuti
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akhonza kusutsana nawo maganizo oti abambo akayetse HIV? (funsitsani ngati alipo
achipembedzo, asinganga ndi ena otero amene akhonza kusutsa)
2E

Who of these are the most important? Please start with most important. Why would
these persons be against testing?
Mwa anthu amene mwatchulawa amene akhonza kusutsana nawo maganizowa
kwambiri ndi anthu ati? Muyambe ndi amene akhonza kusutsana nawo maganizowa
motheratu ndipo tchulani zifukwa zache?

3.Control Beliefs & Perceived Control
3A
What would make it easy for a man to get tested for HIV? Why?
Chimene chingapangitse kuti abambo ayezetse magazi mosavuta ndi chani ndipo
fotokozani zifukwa zache?
3B

What would make it difficult for a man to get tested for HIV? Why?
Kodi chimene chingawapangitse abambo kukhala kovuta kuti akayezetse HIV ndi
chani?

3C

How confident are you that you can get tested for HIV? Very confident? Somewhat
confident? Not confident? Why?
Kodi ndinu olimba mtima motani kuti mukhonza kuyezesa magazi kuti mudziwe
ngati muli ndi HIV? Ndichifukwa chiyani muli olimba mtima/osalimba mtima
choncho?

3D

What can a NGO like GAIA or government and CHAM clinics do to make it easier
for a man to get tested?
Kodi mabungwe omwe si aboma ngati GAIA ndi ena otero apange chani pothandiza
kuti abambo azikayezetsa magazi mosavutikira?
Nanga Boma lingachitepo chiyani pothandiza kuti abambo azikayezetsa magazi
mosavutikira?
Nanga zipatala za mishoni zingachitepo chani pothandiza abambo kukayezesa
magazi mosavutikira?

4

Conclusion: key informant interviews
Do you have any final comments? If you were designing a program to increase male
HIV testing, what would it look like?
Kodi muli ndi zonena zina zotsiliza? Mutati mukuwunikira komanso kupanga
pulogalamu yofuna kupititsa patsogolo ntchito yolimbikitsa abambo kukayezetsa
HIV, ndi zinthu/mfundo zanji zimene mukhonza kuwonesetsa kuti zikhalemo mu
pulogalamu yanuyo kuti ikhale yopambana?
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APPENDIX D: EXPLANATION OF QUANTITATIVE VARIABLES (TABLE 7)
The third variable listed in Table 7, educational level, describes the highest year of
elementary, high school or post-secondary school achieved. “Relationship to primary female
respondent,” variable four, names the male respondent’s familial relationship to the woman
interviewed in the household. Socioeconomic status is measured using a proxy variable, type
of house roof material, found to be as effective at measuring socioeconomic status as
composite indicators in Malawi. 86 Having a thatch roof indicates lower socio-economic
status relative to a metal roof. The sixth variable, comprehensive knowledge, is a composite
score based on four questions used by the Malawi Demographic and Health Survey: 6 Can
people reduce their chance of getting the AIDS virus by using a condom every time they
have sex? Can people get the AIDS virus from mosquito bites? Can people get the AIDS
virus because of witchcraft or other supernatural means? Is it possible for a healthy looking
person to have the AIDS virus? Based on a review of the literature and local content experts,
the seventh variable is a list of HIV testing site preferences. This index has 13 test site
qualities such as “staff are courteous” and “is located near my home” and are rated “very
important (scored 1),” “somewhat important (scored 2),” and “not important (scored 3).”
Reason for testing, the eighth variable, was identified by asking men to name the primary
reason they went for HIV testing. The ninth variable, HIV test site location, lists 13 different
possible options such as government hospital or tea estate clinic. Barriers to testing, the tenth
variable, were identified by asking men what they think prevents men in the village from
being tested. Without prompting, men were allowed to name as many different answers as
desired. Ten possible answers are listed on the questionnaire. These included “ashamed to be
seen at the HIV test site” and “afraid to know their results.” The eleventh variable, testing
willingness, consisted of the question “In general, how willing do you think men are to go for
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HIV testing?” The four responses ranged from “very unwilling (scored 4)” to “very willing
(scored 1).” HIV discrimination, the twelfth variable, asked participants whether they think
people who are known to have HIV in the village are discriminated against. The final
variable, influencers, has to do with whom or what men name when asked about who
primarily influences their opinions about health issues and health seeking care. Descriptive
statistics were run on demographic variables, namely age, educational level, relationship to
primary female respondent and socioeconomic status. They were used to report on test site
attributes and where men were tested.
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APPENDIX E: KOTTER’S STEPS FOR LEADING CHANGE, STUDY FINDINGS
AND PROGRAM RECOMMENDATIONS
Phase 1: Create a Climate For Change (Steps 1-3) & Program Design
# Kotter Step
Recommended Actions
Measures of Success
Establish a
 Build consensus with key GAIA
 Distribute fact
sense of
leadership (Executive Director, Country
sheets to staff &
urgency (step 1)
Director & Chairpersons of Malawi &
other stakeholders.
US Boards) about need for increased
 Meet with donors,
male HTC.
when possible, to
explain initiative;
 Prepare fact sheets for stakeholders and
1
funders.
send fact sheets to
them.
 Highlight GAIA’s recent successes in
male testing.
 Underline GAIA’s embrace of the
UNAIDS 90-90-90 Campaign goals and
how male HTC abets these .
Create the
 Identify key staff, board members,
 Coalition formed
guiding
chiefs, HSAs, religious leaders to
and expanded.
coalition (step
participate.
 Monitor identified.
2)
 Designate a monitor to evaluate
progress in meeting goals.
2
 Consider expanding coalition as effort
progresses, e.g. gov’t health workers
and community-based GAIA staff, e.g.
health workers like Community
Caregivers.
Develop a
 Use an iterative process to incorporate  Gain consensus
change vision
coalition members’ ideas into a clear,
and finalize vision
(step 3)
concise statement <5 minutes long and
statement.
3
easily communicated.
 Tie statement to goals of the National
AIDS Commission and UNAIDS goals.
Study Finding
Program Recommendation
Related Kotter Step
Comprehensive
Design HIV educational programs
Encourage input from
knowledge
targeting men and using male
all staff, including
increased and is
educators, male role models and
community
significantly
opinion leaders.
caregivers,
coordinators, and
4 associated with
having been
program managers
tested among
(step 5).
village men in
time 2.
Men may
Design mental health modules as part of Encourage input from
the educational program. Develop a
all staff, including
5 experience
depression and
questionnaire to assess individual
community

124

suicidal
thoughts if
found positive.

6

7

Some men
associate
benefits with
HTC like
planning for the
future and
donating blood
if found
negative.
Gender norms
describe men as
the
breadwinner,
productive, and
head of the
family.

mental health and train GAIA health
workers on its use and how to counsel
men.

caregivers,
coordinators, and
program managers
(step 5).
Create health messages emphasizing the Hold health
benefit of HTC such as planning for the communications
future, being able to make blood
campaigns in the
donations, the ability to maintain his
GAIA Villages and in
health and economic viability while
the local and national
providing for his family.
media (step 4)

Test all of the above interventions and
health messages on village men focus
groups.
Include opinion leaders – especially
chiefs and Health Surveillance
9
Assistants (HSAs) – in program design.
Phase 2: Engage & Enable Whole Organization (Steps 4-6) & Program
Implementation
# Kotter Step
Recommended Actions
Measures of Success
Communicate
 Communicate the vision at large and
 Meetings held
the vision for
small staff, board, and community
 Infographic sheets
buy-in (step 4)
meetings
and reports
generated and
 Distribute infographic sheets to reach
literate and illiterate audiences
distributed
10
 Keep stakeholders up to date with
 Communications
regular reports
campaign designed
Design and launch a health
and launched
communications campaign emphasizing
benefits of HTC
Empower
 Guiding coalition nurtures creativity
 Staff and other
broad-based
and innovation in staff and
stakeholders
action
(step
5)
stakeholders’ approach
empowered to act
11
 Coalition removes obstacles to change  Important
and identify facilitators
obstacles removed
Generate short-  Set achievable goals
 Goals met and
12 term wins (step
celebrated
 Record anecdotes showing success
8
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6)
Study Finding
GAIA’s
services are
“womenoriented.”

Program Recommendation
Hire men to be GAIA health workers
(Community Caregivers).

13

At the
household level,
wives are most
likely to
influence a
man’s decision
14 to get tested.

Continue to educate women on how to
speak with their husbands and partners
about getting HIV testing.

At the village
level, chiefs are
most likely to
influence men
to get HTC.

Involve as many village chiefs as
possible at every step of the program’s
design, implementation and evaluation.
Before entering a new set of villages,
negotiate with chiefs for their
involvement in male HTC program.
Encourage all chiefs to get tested and
share status if willing. HIV+ chiefs
could serves as role models for success
of HTC and ART.

15

The
government’s
health
16 surveillance
assistants
(HSA) are
influential.

Coordinate and align services with
HSAs. Obtain their help in supporting
program goals by encouraging men to
test and use GAIA’s services. Recruit
2-3 HSAs to participate in program
design, implementation and evaluation.
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Share personal
stories of success
Related Kotter Step
Communicate the
Vision for Buy-in
(step 4)
 Educate all staff
about the vision
and incorporate
into regular
activities.
 Leverage male
health workers to
help obtain buy-in
from village men.
Communicate the
Vision for Buy-in
(step 4)
 Educate women in
GAIA Villages
about the vision
and keep them up
to date about HTC
efforts.
 Leverage wives to
help obtain buy-in
from village men.
Communicate the
Vision for Buy-in
(step 4)
 Educate chiefs in
GAIA Villages
about the vision
and keep them up
to date on HTC
efforts.
 Leverage chiefs to
help obtain buy-in
from village men.
Communicate the
Vision for Buy-in
(step 4)
 Educate HSAs
about the vision
and keep them up
to date on HTC

efforts.
 Leverage HSAs to
help obtain buy-in
from village men.
Phase 3: Implement & Sustain Change (Steps 7-8) & Program Modification
# Kotter Step
Recommended Actions
Measures of Success
Never let up
 Remove remaining obstacles to change  Obstacles removed
(step 7)
 Incorporate lessons learned and new
 Report results of
17
insights into development of new
innovations
programs and processes
Incorporate
 Clearly report on what processes,
 Clear and
change into the
behaviors and programs led to the
consistent
culture (step 8)
changes
reporting on
drivers of change
 Ensure the board and succeeding
leadership embodies the transformation  U.S. and Malawi
18
boards understand
and embrace the
transformation
 Successor
embodies the new
vision
Study Finding
Program Recommendation
Related Kotter Step
Mitigate men’s fear of being seen at
Encourage input from
19 Designated
days, times and
GAIA’s male only testing days by
all staff, including
places for HTC
offering all services, e.g. HTC, blood
health workers
are barriers to
pressure check-ups, contraception,
(Community
HTC.
blood glucose screening. Station these
Caregivers),
at places where men congregate such as coordinators, and
at weekly markets, soccer games, and
program managers on
after religious services.
how to modify this
program (step 5).
Men
are
Continue
door-to-door
HTC
with
male
Encourage input from
20
favorable
health workers when targeting
all staff, including
toward HTC.
households at times when men are
health workers
likely to be present.
(Community
Caregivers),
coordinators, and
program managers on
how to modify this
program (step 5).
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