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Abstract:  

A primary goal of HIV/AIDS prevention plans in sub-Saharan Africa is the distribution of anti-retroviral drugs, for which a prerequisite is the maximization of voluntary counseling and testing (VCT).  However, cultural and economic factors often impede the widespread acceptance and accessibility of VCT, particularly in Malawi where 85% of the population is rural.  Preliminary data analysis reveals differing perceptions regarding VCT in the home setting, including: rapid dissemination of HIV testing results versus a delay in the dissemination of results, and VCT using blood testing versus saliva testing.  These perceptions provide insight for strategies to increase acceptance and accessibility of HIV testing in both household and clinical settings
Introduction

It is estimated that up to 90% of HIV-positive individuals in low-income countries do not know their HIV status and may be unsuspectingly spreading the disease.
 In large part, this is due to the fact that there are few voluntary counseling and HIV testing (VCT) facilities available to the populations most affected by HIV/AIDS.  The World Health Organization (WHO) and UNAIDS recommend an immediate scale up of HIV testing, treatment, and counseling for all those who might benefit.

 It is not only an urgent public health priority but “an ethical and human rights imperative” as well, specifically the right to enjoy the highest attainable standard of health.  New approaches to HIV testing and counseling must now be implemented in more settings, and on a much larger scale than has so far been the case.  Knowing one’s HIV status is a primary step for individuals to initiate or maintain behaviors to prevent acquisition or further transmission of HIV, gain early access to HIV-specific care, prevent transmission from mothers to their infants, and plan for the future.
  Knowledge also helps communities to reduce the denial, stigma, and discrimination that surround HIV/AIDS.

In Malawi, as in other high HIV-prevalent counties of sub-Saharan Africa, residents of rural areas often lack opportunities to be tested for HIV and to learn their status.  While VCT has been available in various facilities in Malawi for five years, most testing centers are located in major urban areas.  The Malawi Ministry of Health and Population is rapidly expanding the number of VCT programs. To evaluate the impact and effectiveness of the proposed VCT programs, it is crucial to examine whether the reality of VCT services lives up to their claimed benefits.  There have been few studies on the effectiveness of VCT, especially in the rural areas of highly HIV-prevalent regions of sub-Saharan Africa.

One method to increase access involves the use of HIV rapid testing technologies.  Rapid testing provides results of HIV status in 10-30 minutes, as opposed to testing with delayed results, where results are disseminated to the respondent several weeks after testing.  Rapid testing facilitates decentralized HIV testing and counseling within community services and away from major urban centers.
 This allows individuals to receive their results in one visit, cutting down traveling time and transportation costs.  Additionally, rapid testing does not require affiliation with a qualified laboratory and can be carried out by an individual after minimal training.  The WHO emphasizes that the use of rapid HIV tests in the expansion of testing programs.
 This possibility offers services for people who may not have contact with routine health services or who are reluctant to visit them.

It is essential to understand why an individual may consent or refuse to get tested for HIV, especially in the home setting when rapid testing may be employed, as this is a fairly novel method.  To research this issue, I gathered data from semi-structured qualitative interviews concerning how rural Malawians reacted to rapid testing in their own home.
  Respondents for these interviews were drawn from a sample population of a larger project from the University of Pennsylvania, the Malawi Diffusion and Ideational Change Project (MDICP).  I hypothesized rural Malawians would respond more enthusiastically to, and favor, rapid testing in the home setting over rapid testing in other settings as well as over testing with delayed results.  

Several reasons were given for this hypothesis.  Respondents would favor rapid testing in their homes because of the convenience in reducing travel time and transportation costs by receiving results in one trip.  Respondents would also prefer to receive results immediately in order to avoid a lengthy, and often agonizing, period of uncertainty about how results will turn out by receiving results immediately instead of four weeks later.  They would also accept rapid testing in their homes out of sheer eagerness to be tested.  In fact an analysis of reactions to VCT in rural Malawi in 2004, using testing with delayed results, revealed that there is an overall acceptance and enthusiasm of VCT in rural Malawian communities.
  In fact, only eight percent of individuals approached for testing refused testing.  

However, while I felt that enthusiasm for at-home testing would be higher because of its convenience, I hypothesized that many reactions to the dissemination of results in the home setting would be negative for the following reasons: Respondents would be concerned about the lack of privacy at home.  They would fear the possibility of a family member or neighbor overhearing their results and be worried about being stigmatized and discriminated against.
  They would also perceive that rapid testing is a simpler form of testing, because of the lack of need to send testing samples to a laboratory for analysis, and thus prone to errors.  Lastly, they would feel rushed through both testing and the dissemination of results, as VCT counselors attempted to test and counsel up to 6 respondents a day, and resent the insufficient time to fully absorb the repercussions of receiving their results during the session.  

Preliminary results indicate a general preference for rapid HIV testing in the home setting over testing in alternate locations as well as over HIV testing with a delay in the dissemination of results.  Nonetheless, in the discussion, I highlight several possible biases which may have helped sway respondents toward this preference.  This study has important implications insofar as discovering the various reasons behind consenting and refusing may help research studies similar to this one, as well as established VCT programs, improve and expand voluntary counseling and testing for a wider population in both households and health clinics.  

Methods:

This study, which examined the acceptability of VCT when offered at the household level, occurred in parallel to a larger project, the MDICP.  The MDICP has been funded by the National Institute of Child Health and Human Development (NICHD).  The MDICP received ethical approval from institutional review boards at the University of Pennsylvania and the University of Malawi, which includes ethical approval for this study, in addition to other qualitative research studies to look at the acceptability of voluntary HIV counseling and testing (VCT) at the household level.  


The MDICP is a longitudinal panel study in rural Malawi that examines the role of social networks in changing attitudes and behavior regarding family planning and HIV/AIDS in Malawi.  The MDICP has been conducted in selected villages in three rural districts, one in each of the three regions of Malawi: Rumphi (North), Mchinji (Center), and Balaka (South).  The MDICP study population has been recruited during 1998–2004 and consists of two parts:  
1.  Adult sample: a random sample of women who have ever been married who were 15–49 years old in 1998 (and will be 23–57 years old in 2006) and their current spouses; 

2.  Adolescent sample: a random sample of adolescents, married and unmarried, who were 15–25 in 2004 and will be 17–27 in 2006.

The first and second waves of survey data collection the project (MDICP-1 and MDICP-2) were carried out in 1998 and 2001 respectively.  The survey consisted of a questionnaire of behavioral and demographic information.  The third wave (MDICP-3) was conducted in 2004 and added a VCT component for HIV and other sexually transmitted infections (STIs).  The aim of this component was to provide Malawians with an opportunity to receive testing and counseling for HIV/AIDS, to collect biomarkers for STIs and HIV/AIDS from respondents, to link with socio-behavioral data from surveys, and to gather population-based information on HIV/AIDS prevalence for all three regions of Malawi.   

The process of collecting specimens for testing of biomarkers for HIV and other STIs in 2004 included pre-test counseling of respondents, administering of a brief STI questionnaire, obtaining the respondent’s informed consent, taking a specimen of saliva (if consent was obtained), and providing test results and further counseling.  Consent protocol allowed respondents to consent to an interview for the STI questionnaire but refuse to give specimens for any or all tests.  A team of trained nurses and VCT counselors was responsible for collecting the specimens.  The nurses visited respondents in their homes about two or three days after the visit by the survey data collection team.  Specimens were analyzed at the University of North Carolina laboratory in the capital, Lilongwe.  Results were then conveyed to the respondents within four weeks of collection of the specimens by the nurses.  For the dissemination of results, MDICP set up portable tents (which preserved privacy) in each village, such that all respondent’s homes were within five kilometers from at least one tent site.  The sites were staffed by nurses trained in HIV testing and counseling.  Respondents who were HIV positive were offered counseling and provided with referral letters for district hospitals.  All respondents, whether infected or not, were counseled by the nurses about the symptoms of STIs and encouraged to go to the local clinic should they experience symptoms.  

  The fourth wave of the MDICP (MDICP-4) took place between May and August of 2006, when the project further expanded to include the collection of data on the role of social interactions in altering the consequences of the AIDS epidemic, along with an expanded questionnaire.  MDICP-4 interviewed approximately 1,500 females and 1,200 males in the adult sample, and 500 females and 500 males in the adolescent sample.  Local assistants named scouts helped to identify possible respondents for the project.  Because scouts came from the community, they had the community’s trust, were able to act as liaisons between community members and members of the MDICP, and were able to act as community stakeholders and convey the benefits of HIV testing.  

The format of the VCT component of MDICP-4 was similar to that of MDICP-3 but differed in the following ways:

1) VCT counselors used rapid testing rather than testing with delayed results as used in 2004.  Rapid testing provides results of HIV status in 15 minutes rather than several weeks after testing.

2) Respondents had a choice whether to receive the test results several weeks later at a tent site in the village as in 2004, or receive them either immediately in their home in or at a tent site within one kilometer of their village in 2006.  Respondents overwhelmingly (99%) chose to receive their results immediately in their home.

3) Blood, rather than saliva, was used as the medium to analyze HIV status.  Respondents were tested using Uni-Gold Recombigen™ HIV rapid HIV test and Determine®.  Before actually conducting the test, counselors let respondents examine the lancets that the counselors would be using to prick a finger to draw blood, as well as showed respondents how to interpret the test results (i.e. one visible line on the testing device demonstrated a negative HIV result, while two visible lines indicated a positive HIV result).  After a waiting period of approximately 15 minutes, counselors not only gave the respondents their results but allowed them to witness the results for themselves.  Following post-test counseling, all test-related devices were disposed of in the pit latrine belonging to the respondent.

4) Before testing began in a particular village, village meetings were held so that counselors could explain the purpose of their visit and the importance of VCT, and to allow respondents to see first hand a demonstration of the testing procedure that would be used, including the amount of blood that would be drawn.   

5) Only HIV/AIDS prevalence was studied in 2006.  STIs were not studied due to their low prevalence in 2004.  

More details on sampling and fieldwork procedures, as well as the survey data, are available for free download from the projects website: http://malawi.pop.upenn.edu.

Following the VCT component, a team of two Malawian interviewers interviewed a subsample of respondents from the total respondents with the MDICP-4 sample on their experiences and reactions to voluntary counseling and testing in the home setting.  Interviews took place approximately two days after the VCT team had visited a respondent.  Interviews took place in respondent’s homes or in a location of the respondent’s choosing and were always conducted confidentially on a one-to-one basis between the interviewer and the respondent.  Interviews took place in the local languages of Chichewa or Chitumbuka (both interviewers were fluent in these languages) and lasted approximately 40 minutes, although there were no imposed time restrictions.  The interviewers opened the conversation by explaining the purpose of their visits, and obtaining informed consent from the respondent for participating in the interview as well as for having their interview tape recorded for the purpose of accurate transcription.  Interviewers emphasized the importance of respondents to be open and honest as their responses would help improve future VCT programs to help control the spread of HIV/AIDS in Malawi.  While one of the two interviewers had prior experience working as a VCT counselor, both interviewers stressed that they were neither there in the capacity of a VCT counselor, nor to judge or criticize responses, but merely to have a conversation with the respondent regarding their experiences with VCT.  Interviewers later reported that mentioning this helped respondents to remain comfortable and open regarding sharing their experiences.  Following the interview, respondents were presented with several bars of soap as a small gift of appreciation.  

Interviews were semi-structured in that the interviewers had a guideline sheet of open-ended questions designed to both stimulate dialogue and allow the respondent to express his/her reactions to VCT, but at the same time focus the interview on specific topics of interest such as why respondents wished to get tested and how they felt about being tested in their homes.  The interviewers were trained to avoid closed-ended and leading questions as much as possible, so that a respondent’s comments represented his/her actual views and not those biased by what he/she felt the interviewer wished to hear.  A list of open-ended questions addressed in the interviews are included in Table 1.  Interviewers were instructed not to answer any questions regarding the accuracy of the test, implications of test results, or where to go for further testing or to receive antiretroviral therapy (ART).  They were instructed to redirect such questions to MDICP nurses and counselors.  This helped focus the interviews on the respondents’ reactions to the testing and results processes.

Sixty-three respondents participated in these qualitative interviews.  All interviews were conducted in the Rumphi district as other qualitative interview projects were being held concurrently in the other two districts of Malawi.  Respondents were selected for the qualitative interviews as follows: The project head would present local scouts with a list of all respondents who had been visited by the VCT team at least two days prior.  The project head would then request the scout to select up to eight respondents from the list and schedule interviews with them for the same day or the next day.  Each interviewer would thus interview no more than four respondents on a particular day.  

Due to time and fuel constraints and the vast distances separating particular villages and respondents’ homes, scouts narrowed their selection of respondents to within a village or two for each particular day of interviews.  Additionally, the scout often scheduled both the husband and the wife of a particular household for separate interviews, if both of them had been visited by the VCT team.  Since the qualitative interview team would visit a different village on each day of interviews, over the course of the project a large number of reactions to at-home VCT, representing the views of rural Malawians, were eventually incorporated into the study.

Another factor that impacted how respondents were selected for the qualitative interviews was the researcher’s desire to gather data representing a range of viewpoints of rural Malawians.  In order to accomplish this, interviews were held with respondents who tested HIV positive or negative (as respondents reacted differently to testing and dissemination of results based on their HIV results) as well as with respondents who accepted testing and results and respondents who refused testing and/or results.  Because the overall refusal rate and the HIV prevalence was low for the MDICP-4 sample (8% and 6% respectively) and the sample population size for the qualitative interviews was only 63, it was necessary to oversample respondents who refused testing and/or results as well as those who were found HIV positive. Consequently, the views expressed by this sample population represent a range of views and experiences regarding at-home rapid testing, rather than a strict representation of the MDICP-4 population.  

The interviewers were not familiar with the respondents prior to their interview.  Furthermore, the interviewers neither had access to the HIV serostatus of the respondents, nor were informed by the project head of whether the respondent accepted or refused testing/results.  If the respondents chose to, they were permitted to reveal this information to the interviewers.  

Following the audio recorded interview, an interviewer would translate and transcribe his/her own interview verbatim.  The reason that the interviewer would translate his/her own interview was not only to more efficiently record each word of the dialogue, but also to capture the emotions and behaviors of the respondent during the interview.  Interviewers included their interpretations of respondents’ emotions and behaviors in their transcripts.  In order to preserve confidentiality and the privacy of the respondent, transcripts of interviews were given a unique identifier and could only be linked with the respondent’s name through a database held by the MDICP data manager.  The unique identifier allowed the researcher to link the respondent’s interview with his/her serostatus, decision to accept or refuse testing/results, and other general information as listed in Table 2.  
Results:  

Sixty-three respondents were interviewed about their reactions to at-home voluntary counseling and rapid-HIV testing.  Demographic and testing information regarding the respondents is listed in Table 2.  While a range of opinions were expressed as expected, preliminary results indicate that most respondents spoke favorably of rapid HIV testing with immediate dissemination of results, of blood as their medium of choice, and of their home as the location for VCT and dissemination of results.  These points will now be elaborated upon individually.  Additionally, reasons for refusal will also be discussed.  

HIV testing using rapid testing and immediate dissemination of results:


Most respondents favored VCT with immediate dissemination of results over receiving their results at a different time.  Many reasons were given for this preference.  Some said that waiting for their results was anxiety provoking.  For instance, one respondent mentioned:

“I didn’t want them to tell me on a different day.  I was afraid that I could be thinking too much.” (26-07-06 100 RW121031)

In this case, “thinking too much” referred to both a preoccupation with the results of the test, specifically whether a particular respondent would be found positive.  The same respondent went on to say: 

“If they say they will tell you your results on a different day, you start doubting for yourself if your HIV status will be found okay [HIV negative].  So I wanted to know my results at the same time.”  (26-07-06 100 RW121031)

Similarly another respondent expressed concern over the anxiety of having to wait to hear the results, as occurred with testing in 2004 with MDICP-3 when delayed results were used:

“This time around was just good because the past testing [with MDICP-3] was making we people to think what will be the results which sometimes could be bad…while this testing was just straight forward because as you’re tested, at the same time you know your results.  You think to say are they going to find HIV virus in my blood or they will not find me with the virus.  Therefore with that your heart is not at peace because each and everyday you think over the results.”  (26-07-06 200 RW121023)

Many respondents spoke highly of rapid HIV testing/results because it took up less time from their work day.  For instance, one common response was:

“The time taken was good, because it was about 22-23 minutes then everything was through…and in normal living 22-23 minutes I don’t think you can work much.”  (21-07-06 200 RM108047)

Many respondents also spoke highly of this form of testing because it allowed them to witness the results for themselves, and know that the results had not been tampered with.  There was some concern among respondents over whether their MDICP-3 test results were accurate because of the belief that test results could have been mixed up with someone else’s during the four weeks that separated testing from the dissemination of results in 2004.  The following excerpts highlight this concern:

“They just told me I should take care of myself because I am HIV negative.  We were not able to see our results for ourselves [in 2004] and that’s why we were thinking they have just cheated us.  That is why many people refuse testing (in 2004), they don’t know you have come back [in 2006] with a new method.” (26-07-06 100 RW121078)

“The method was good because I was able to see my results within a few minutes rather than telling us to wait for our results.  In that case of waiting for our results, we may never know whether the test results are true or not and in that case it’s very hard for a person to believe your own results.”  (21-07-06 100 RW108012)

This concern of results tampering was also evident in the following except between an interviewer and a respondent:

Interviewer [I]: How did you feel about receiving your results soon after testing compared to somewhere else?  

Respondent [R]: It is good to receive your results soon after testing. 

[I]: Why?  

[R]: If they say you should wait you may never know whether they can swap the results.  But to get your results the same time is good because you are able to see for yourself.  (01-08-06 100 0303)
Finally, while the respondent in the following excerpt saw merit in rapid testing because one could receive his/her results immediately, he stated that others might prefer to receive their results at a later time in order to prepare themselves for the result:

“…some people prefer to hear their results a few days after testing.  Most people prefer hearing their results a few days after testing because they are afraid that it might be possible that they are HIV positive and they could be shocked.  So they feel better off when they get results after a day since they can at least forget that they got tested temporarily.  (12-07-06 100 133263)
VCT in the home setting:


Most respondents favored VCT and the dissemination of results within their homes over other areas such as hospitals.  Many reasons were given for this preference.  One of the most prominent responses was that the home protected their privacy and the confidentiality of the test results in a way that getting tested in a hospital could not.  In the following excerpt, one woman expands on this particular preference for getting tested in her home:

“The testing of blood done this year has been so good because everything is done at a separate place where you ask questions and everything is done freely without fearing anyone.  And there is no one who can recognize you that you have been tested that you are HIV positive or HIV negative because the testing is within your house and only you and the doctor know how you are.”  (26-07-06 200 RW121023)

Contrast this with a common response about getting tested at a nearby hospital”

“What I can explain is that there is a difference between the system of blood testing right at our homes rather than going yourself to the Hospital because you don’t want people to know that you have gone for blood testing, but if you go to the hospital, then still more many people will know that you have gone for testing because the Hospital is at the open place.  And many people know that at the Hospital these is a separate room for HIV testing and therefore many people see you coming into the room with a smiling face, but when you are coming out they find you with a disappointed face, then they just conclude that you have been found HIV positive.  That’s why in most cases it’s very bad to get tested at the Hospital, while with the testing that is done here at home, it is only you and the counselor who know the results.  You can even lie to people that are asking you there about testing, and you can just say that I haven’t been tested.”  (28-07-06 200 RM117003)

Not only did respondents express apprehension about getting tested in hospitals because of the lack of privacy, but they also expressed concern about a lack of confidentiality.  Respondents frequently stated that because counselors who worked at district hospitals were familiar with the respondents’ fellow villagers, that there was a risk that counselors would reveal results to the rest of the village.  Such examples are as follows:

“It’s because if I can be tested at Mhuju Health Centre, VCT counselors there know me and if that counselor at the VCT finds me with the virus then he can start spreading the messages to friends of mind, and if I know about that then it becomes very bad to my life, that’s why to be tested with someone else whom you never know it’s good.  (21-07-06 200 RM10803655)

“People didn’t want to go to the hospital because…you find that the counselor who has tested you if you are at a drinking place and if the two of you have conflicts, he/she can even reveal about the results.”  (01-08-06 200 140761)

[I]: Would you tested again in your home in the future?  

[R]: Yes I will be willing.  

[I]: Why you are saying yes and willing?

[R]: It’s because testing is homes is more confidential.

[I]: What do you mean if you say it’s more confidential?

[R]: First thing we know how we are and other thing is that in our homes here it’s not public while at the Hospital it’s more public and sometimes those doing testing at the VCT Hospital they lack the spirit of confidentiality that’s why here at home it’s good.  

[I]: Why are you saying those doing blood testing at VCT Hospital lack confidentiality spirit?

[R]: Because we have heard others complaining to say the counselors were explaining to other people about the testing they made from other people.  (26-07-06 200 RA112051)

Similarly another respondent discussed the difference between having testing results revealed to them immediately at home versus first sent off to a laboratory:

“What we think is that if they have just drawn blood and gone with it to somewhere else we feel we never know what happens there that we do have so many suspicions…Another point is that sometimes at the laboratory during testing sometimes there will be four people therefore all those people will know about your results, and if we talk of confidentiality we mean two people and not more than two people, because if there are more people, we never know if others are not keeping the results secret and if they will start revealing the results to others, that’s why to be tested here at home rather than anywhere else.”  (28-07-06 200 RM117003)

Several Malawians indicated that confidentiality could be preserved in the home setting because testing materials could be thrown away right before their very eyes, as demonstrated in the following excerpt:

[I]: Were you happy with privacy and confidentiality?
[R]: Yes the place was good and I hope that confidentiality will be there because after testing the result was shown to me and after that the testing material and blood were thrown in the toilet.  (17-07-06 200 111764)

In contrast, MDICP VCT counselors came from different areas of Malawi and were not familiar with the respondents in the sample prior to testing.  Respondents expressed more trust that MDICP counselors would not reveal the testing results both because MDICP counselors were not familiar with the majority of the villagers and because the counselors moved so quickly from one village to another that there was no time to reveal the results anyhow.  For instance, one respondent stated:

“…the (MDICP) counselor can’t reveal the secret because he doesn’t know anyone in the villages and he will not have time to reveal because we expect him after testing to go somewhere else where there is no one who is familiar with me.”  (21-07-06 200 RM10803655)

Several respondents indicated that they felt more comfortable getting tested with counselors who did not come from their area because both the counselors and the respondents could be more open and honest with each other.  The same respondent went on to say: 

“…I should know my status therefore with that person from afar.  He can be able to explain the right things about HIV/AIDS while if a person is of within this area sometimes he becomes shy to explain to me all what he has found in the testing because he knows that we are familiar to each other.  While the person that doesn’t know me so there is nothing that the can hide from me and the same applies to me I can’t hide anything.”  (21-07-06 200 RM10803655)

Other significant concerns of respondents were transportation costs and the time involved to travel to testing sites.  In contrast, respondents spoke positively about the convenience of having testing and results performed in their homes:

“Sometimes we think of going to the hospital in Mzuzu but you find that you don’t have transport money, then we are forced just to stay without being tested.”  (12-07-06 100 133015)

“VCT in homes is good because people say it is very far to go to the hospital.”  (28-07-06 100 RM117069)

“It’s because we people we are just found here at our homes, also others don’t have the time of going to the hospital that’s why I am saying this form of testing is very assisting.”  (01-08-06 200 140761)

The following dialogue also illustrates positive attitudes towards at-home testing due to transportation costs:

[R]: The only benefit that I observed from this home VCT is that I didn’t spend any money for transport going for testing anywhere else, but with VCT counselors coming here to my home, that was just good because I was within my house.  Although there was time spent here, it can’t be the same as going to Rumphi District Hospital or anywhere else.  

[I]: What do you mean if you say “even though I spent time spent here, it was not going to be the same as going to anther place?”

[R]: What I mean is that the VCT counselor found me here at home, while going to Rumphi or Mhuju Hospitals, that could mean arranging the entire day to go there.  (28-07-06 200 RY117001)

Another reason why respondents tended to favor getting tested at home rather than somewhere else was out of an anxiety of finding out that they were positive and then having to walk home with that heavy burden.  In contrast, respondents implied that they might be more comfortable with this burden if they were already at home:

“Its good that the counselors should come to my home.  If you go to Rumphi or Ekwendeni Hospital to get tested you can think of killing yourself on the way back when you are found HIV positive.”   (26-07-06 100 RW121111)

“I will come back from the hospital to my home a disappointed person, and also sometime I will be powerless and I will be a doubtful person from there, while here at home the counselor has visited me and that’s why I accepted testing and I had courage to say, if anything happens here at home, I will just build courage on myself.” (28-07-06 200 RM117003)

Another common explanation that respondents gave when asked why they accepted testing was because they did not want to refuse a guest, as is expected in Malawian culture.  This notion shows up in the following excerpts:

[I]: Why did you accept testing?

[R]: I wanted to preserve my culture, I cannot chase a visitor from my home.  (01-08-06 100 0202)
“…also because they are visitors to the area therefore whatever they ask then we should answer them, because it’s unwise to trouble people who have come from far, it is not normal.”  (19-07-06 200 111001)

“I am just surprised with people who run away from testing because these people are coming from far, because people are here for work… But to me the counselor who came he said he is coming from far, therefore I thought it wise not to do anything bad or refuse to be tested, because I didn’t see a problem with him.”   (24-07-06 200 RW114047)

“And you can’t refuse testing if somebody has already come in your home.”  (28-07-06 100 RM117069)

Several respondents stated that they did not have a preference for getting tested in one location versus another, but no explanation was given as to why they had no preference.  


VCT using blood as the testing medium 

Respondents overwhelmingly favored blood as the medium for testing.  This was especially clear when respondents were asked to compare MDICP-4 testing procedures in 2006 to MDICP-3 procedures in 2004, when saliva was collected for HIV testing:

[I]: Why are you having a belief that HIV is in the blood?

[R]: The reason is that when contracting the virus it is through blood.  If you use the same razor of your friend who has the virus, you can also get the virus using the same razor.  That’s why I do believe that HIV contraction is through blood.  (10-07-06 200 133702)

“…we’re told that the virus is found in the blood and the doctors are the one’s that do explain to us.”  (14-07-06 200 126516)

[I]: How did you feel about this method of testing?

[R]: They tested blood and I was very happy with this method because they tested blood which I know for sure that it’s where the virus is. (31-07-06 100 0101)
The preference of these respondents for blood as the testing medium appeared to be due to education on the means of contracting HIV, as learned in schools, from neighbors, and through various radio and television media sources.  Furthermore, a significant number of respondents expressed concern over the accuracy of testing for HIV using saliva.  The reason for this was that they were taught that individuals could not contract HIV through an exchange of saliva during kissing, leading them to question how HIV could be found in saliva.  This is demonstrated in the following dialogues:

[I]: What comment can you make on 2004 tests and on the recent one?

[R]: In 2004 I was tested but I did not believe my results to my complete satisfaction, but with the current test of drawing blood we believed.

[I]: What made you not to believe?

[R]: We thought that saliva and blood they can’t be the same yes!

[I]: What made you to think saliva and blood are not the same?

[R]: It’s because saliva is water while blood is blood, so we were not sure that as they collect saliva then with blood it’s the same, although they told us about the results we understood but not clearly.   (14-07-06 200 126004)

[I]: How did you feel about this method?

[R]: It is good.

[I]: Why?

[R]: Because with saliva I was wondering if the virus is found in saliva.  But with blood we don’t have any doubt because we know that the virus is found in blood.

[I]: Why were you doubting about the 2004 method?

[R]: Because we never heard that AIDS can be found in saliva but in blood it can be found.  (01-08-06 100 0101)
[I]: How do you compare the last method and this method?

[R]: It is different because in 2004 I was tested using saliva and now they have tested using blood.  This is a proof that indeed I don’t have the disease.  But in 2004 I was doubting because they were testing saliva.

[I]: Why were you doubting with the 2004 results?

[R]: Because I hear that the virus is found in blood not in saliva.  
(24-07-06 100 RW-114-001)

Reasons for refusal

While the refusal rate was very low (8%), the main reason for refusal in this sample was out of fear of being found HIV positive, as is noted in the following dialogue:  

[I]: Why did you refuse to hear about your testing results?

[R]: …I was in the group of fear, saying if I will be tested and hear about my results I will stop doing my daily work, thinking if I will be found with the HIV virus, I will be thinking I am already dead.  At the end of the day I will stop my day to day work because if I will die, that means I will leave everything anyway, these were the thoughts in my mind.  (28-07-06 200 RM117003)

It is important to note that no respondent reported to refuse testing specifically because the procedure involved rapid testing/dissemination of results, because it took place in the respondent’s home, or because testing involved blood.  

Because the refusal rate was so low, interviewers attempted to gather more information about why Malawians might refusal testing by asking all respondents why they thought a fellow Malawian might refuse testing, even if they themselves accepted testing.  By far, the most common response was that a respondent might refuse testing if he/she already believed him/herself to be HIV positive, as the following dialogues demonstrate:

[R]: I see that if someone refuses then he/she doesn’t know what they are doing.  The counselors come to test and counsel and if you refuse then you know yourself that you have the disease.  

[I]: Why would someone else refuse testing?

[R]: Then that person knows himself/herself.

[I]: How?

[R]: They know how they have been leading their lives in the past, maybe they have had sex with many people in the past so they know for sure that they have the disease.  (01-08-06 100 0101)
[I]: What main reasons are there for some people accepting testing while others refusing within their homes?

[R]: Those who refuse that means they already know about how they do behave, that’s why they refuse testing, and they feel if found HIV positive that means it will not be okay to them.

[I]: What do you mean if you say they feel they are not okay?

[R]: I mean those who are found HIV positive that means he/she will have a lot of worries in the minds.

[I]: Why do they have a lot of worries?

[R]: Because they have a lot of worries due to the fact that they think of death only because of the virus that they have, that’s why they have worries. (28-07-06 200 RA117282)
One explanation that a respondent gave when asked why someone else might refuse testing was related to concerns of lack of privacy:
[I]: Why might someone else refuse testing?

[R]: They think there is no privacy.  They think that if they are found HIV positive their HIV status can be known to everybody in their village.  Some think that if they are found HIV positive then they can die fast.  

[I]: Why do they think so?

[R]: People say VCT in homes has no secret, but I am sure that there is privacy.  Most people are afraid to go to the hospital because there is no privacy, and I am also sure about it.  (28-07-06 100 RM117155)
Another respondent mentioned that someone might refuse over concerns of the time involved for VCT sessions or the counselor’s financial gain from these sessions:

[I]: So why do you think some people refuse?

[R]: They say you are troublesome.  You take a lot of time.  You take almost 4 hrs in their homes.  You can a lot of money on us but we gain nothing you just waste our time.  (01-08-06 100 0202)
Finally, as we see in the following excerpt, one respondent felt that others refused testing because they assumed that they would not be able to see their results for themselves:

“Last time [with MDICP-3 in 2004] they took saliva and after some days they called us to receive our results.  They just told me I should take care of myself because I am HIV negative.  We were not able to see our results for ourselves, that’s why we were thinking they have just lied to us.  That is why many people refuse testing, they don’t know you have come back with a new method.  Some say its better to go to Rumphi or Mzuzu Central Hospital [district and regional hospitals at least one hour away by car].  But if you want to see your results you accept testing with MDICP, and they explained that I will see the results for myself.”  (26-07-06 100 RW121078)
Discussion and Conclusion
Preliminary results indicate a general preference for rapid HIV testing in the home setting over testing in alternate locations as well as over HIV testing with a delay in the dissemination of results.  The reasons that respondents most frequently cited include the convenience of reduced travel time and transportation costs, a larger degree of privacy and confidentiality in the home setting, and a sense of greater accuracy of detecting the HIV virus in blood samples than in saliva samples.  Additionally, respondents tended to favor rapid testing because waiting for results for an extended period of time was anxiety provoking.  Likewise, respondents tended to favor getting tested in their home rather than elsewhere to avoid the possibility of discovering that they were HIV positive and having to carry this heavy burden a distance, until reaching the comforts of their own home. 
While it was hypothesized that respondents may be concerned with a lack of privacy or confidentiality at home, no respondent appeared to share this concern.  Rather, most respondents viewed their home as a location where privacy and confidentiality could best be upheld.  Furthermore, respondents tended to favor counselors who were not familiar with their fellow villagers.  Respondents felt that if the counselors were not familiar with the other villagers, there would be no one to whom counselors could reveal their status, and confidentiality would be secured.  For similar reasons, at-home testing was preferred over hospital testing because respondents felt that hospital staff came from their area and were familiar with their fellow villagers.  
Another hypothesis was that rapid testing may be perceived as a simpler form of testing.  This, too, appears to be incorrect.  Indeed, it seems that many respondents saw rapid testing possibly as more accurate because the test used blood rather that saliva, they could see the results for themselves, that the results had not been misplaced in a laboratory, and that the results had not been tampered with.  While no respondent in this sample mentioned this, several VCT counselors reported their respondents saying that they preferred rapid testing because it was indicative of their current HIV status, and not of their HIV status several weeks prior, as would be the case with testing with delayed results.  

It was also predicted that respondents may feel rushed through rapid HIV testing.  However, most respondents in general did not appear to feel rushed through VCT.  Rather they tended to praise rapid testing because it was not time consuming and it allowed them to immediately carry on with their work.  Only one respondent mentioned the possibility of others wanting additional time between testing and dissemination of results to prepare for the results.  
In light of the apparent preference for rapid testing in the home setting, several biases make it difficult to assess respondents’ true preferences.  For instance, several respondents indicated that they accepted testing in their home not necessarily out of a preference for the home as the location for VCT, but out of a cultural practice not to refuse guests arriving at their home.  It is possible that these individuals either had no preference regarding the location for testing or even wished not to get tested, but nevertheless accepted because of the presence of the counselor at the doorstep.  These are interesting findings that play an important role in informed consent and need to be further investigated.
Respondents may have accepted testing because of the gift of soap that was presented to them following the VCT session.  Indeed there have been reports of individuals who were not part of the MDICP sample, masking as a respondent, possibly in order to receive the gift.  Likewise, respondents may have accepted testing out of concern that they may be withdrawn from the MDICP sample or lose any perceived benefits arriving to them in future years when the project returns.   
An additional bias in the qualitative interview component was that no matter how hard interviewers attempted to avoid leading questions and closed-ended questions, these types of questions inevitably came up in the interviews.  Respondents may have given biased answers depending on how questions were phrased and asked.  Additionally, respondents may have answered an interviewer’s questions according to what they felt the interviewer wished to hear.  
While these biases need to be further studied in order to assess their impact on respondent’s true preferences for VCT, it remains that rapid testing in the home setting is a viable method to increase the number of respondents who are not only getting tested but who will also receive their results.  In fact, while acceptance rates and refusal rates did not differ greatly from those of MDICP-3 in 2004, preliminary data suggests that the percentage of respondents who were tested actually receiving their results was much higher in 2006 (approximately 100%) than in 2004 (72%).  Rapid testing, specifically in the home setting, will increase the sheer number of clients receiving test results and post-test counseling.
  Individuals, especially those in rural communities where it is often most difficult financially and practically to travel to areas where testing is available, will have more opportunities to learn about their HIV status.  If we can encourage more people who do not know their HIV status to come forward voluntarily for testing and counseling, we can enable individuals to adopt low-risk behaviors;
 gain early access to HIV-specific care, treatment, and support; 
 plan for the future; as well as enable communities to reduce the secondary social hazards that plagues AIDS.
  
The significance of this project lies in the capacity to help illuminate why individuals may consent or refuse to rapid testing for HIV in their own home.  Rapid testing is fairly novel and discovering the various reasons behind consent and refusal may assist research studies similar to this one, as well as established VCT programs, improve access to and acceptance of VCT in a wider population.  These improvements have the ability to mitigate the crushing effects of AIDS on communities, health system costs, and economy.  In short, access to and acceptance of VCT programs is a key component in allowing people to learn their HIV status and adjust their behaviors, as well as acting as the bridge to ART for individuals who learn they are HIV positive.

Table 1: Qualitative Interview Guidelines

	Why did you accept/refuse testing?

Why did you/didn’t you want to receive your results? 

How did you feel about the length of time of the VCT session?

How did you feel about having being tested for HIV in your home? 

How did you feel about being tested in your home compared to somewhere else?

How did you feel about receiving your results in your home?

How did you feel about receiving your results in your home compared to at a different site?

How did you feel about receiving your results soon after being tested?

How did you feel about receiving your results soon after being tested compared to at a later time?

Have you ever been tested before?

Where were you tested?

With what method(s) were you tested?


How did you feel about this method?

How did you feel about this method compared to other methods?

When and where did you receive your results for each of these tests?

How did you feel about the way you received your results?

How did you feel about the way you received your results compared to other methods?

Do you plan on getting tested again in the future?

Why?

Where and with what method would you like to get tested in the future?


Why?

How do you think others feel about VCT taking place in their homes?

Have you heard anyone talk about VCT in the home setting?


What do they say?

Why might someone else accept/refuse HIV testing?

How would you feel if you found out your spouse was positive?

How would your spouse feel if he/she found out that you were positive?

Is there anything else you would like to tell me regarding your experience with VCT?


Table 2: Demographic and Testing Information Regarding Respondents Participating in Qualitative Interviews

	63 total respondents

Gender: 

41% men

59% female

Age: 

Average age overall: 35


Average age for men: 39


Average age for women: 33 

Acceptance/refusal of HIV testing

94% accepted testing


Of the 94% who accepted testing, 95% accepted to receive their results

6%   refused testing

HIV serostatus of those who received their results:

80% HIV negative

20% HIV positive

Average level of schooling: 

Standard 8 (equivalent of 8th grade in the United States) for both men and women.

Marital status:

85% married

13% never been married

2%   divorced

Children:

81% have children.

Average number of children for the entire sample: 3.5




� Please note that neither quantitative data from direct surveying of respondents in 2006 nor ethnographic journals of community reactions, as mentioned in my grant proposal, were available for analysis by the time of this report. 
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