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ABSTRACT 

The Human Immunodeficiency Virus and Acquired Immune Deficiency 

Syndrome (HIV/AIDS) continues to have enormous implications on the health, economic 

and psychosocial well-being of individuals, family structures, and communities. Sub-

Saharan Africa is the region most affected by the HIV/AIDS.  The purpose of this study 

is to investigate the social and cognitive factors associated with HIV test uptake in the 

general population of Kenya. Data from the 2009/2010 Kenya Demographic Health 

Survey were utilized. Univariate, bivariate and multivariate analyses were conducted 

using STATA/SE software. 

 Results showed that there were statistically significant differences between men 

and women in previous HIV testing status and HIV test uptake. Over 90% of participants 

reported knowing a place to seek testing. The mean HIV related knowledge was higher in 

men than women (  =0.1; 95% CI 0.04-0.16) than women ( = 0.04; 95% CI [0.01- 

0.1]). Differences were found in expressed HIV stigmatizing attitudes, with women 

reporting more stigmatizing attitudes than men. For example 9.9% of women compared 

to 4.7% of men reported very high HIV stigmatizing attitudes.  

Weighted multinomial regression analyses were conducted with individuals who 

had not been previously tested and unwilling to be tested utilized as the reference group. 

Among the factors found to be significantly associated with HIV uptake include: HIV 

related knowledge- higher levels of HIV related knowledge were associated with 

increased HIV test uptake for men and women, HIV related stigma- lower levels of HIV 

related stigma were significantly associated with HIV test uptake for women but not men, 
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acceptance to teach condoms to children and knowledge of someone infected with 

HIV/AIDS was positively associated with HIV test uptake, gender- compared to men, 

women were significantly less likely to agree to be take the HIV/AIDS test if not 

previously tested (OR 0.79; 95% CI [0.64, 0.97]) but significantly more likely to accept 

the HIV/AIDS test when offered (OR 1.341; 95% CI [1.02, 1.76]). Other significant 

associations included: Age, education attainment, sex of head of household, and wanting 

to keep a family member’s tuberculosis infection a secret.  
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CHAPTER 1 

INTRODUCTION 

Human Immunodeficiency Virus and Acquired Immune Deficiency Syndrome 

(HIV/AIDS) testing is considered to be the “gateway to treatment, care and prevention” 

for those infected or affected by HIV/AIDS  (Obermeyer & Osborn, 2007; Oberzaucher 

& Baggaley, 2002). While numerous programs have been instituted to increase testing, 

only 5% of individuals infected with HIV in the world are aware of their HIV status 

(Joint United Nations Programme on HIV/AIDS [UNAIDS], 2004).  

Sub-Saharan Africa is the region most affected by the HIV/AIDS pandemic. 

Various researchers involved in HIV/AIDS prevention in Sub-Saharan Africa have 

identified numerous factors (such as sexual behavior, HIV related stigma and HIV related 

knowledge) associated with HIV/AIDS testing. However, much of this research has 

centered on specialized groups, such as individuals visiting HIV testing centers or those 

seeking care in health clinics (Ayenew, Leykun, Colebunders, & Deribew, 2010; Baiden 

et al., 2005a; Jereni & Muula, 2008a; Karau, Winnie, Geoffrey, & Mwenda, 2010; Turan 

et al., 2010), commercial sex workers (Alary et al., 2002; Morris, Epstein, & Wawer, 

2010) and truck drivers (Witte, Cameron, Lapinski, & Nzyuko, 1998). Given that the 

effects of HIV are felt by the wider community and an individual’s decisions regarding 

HIV/AIDS testing is influenced to a greater degree by broader community interactions, 

efforts need to be made to understand factors influencing testing both in the target groups 

and the general population.  
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The primary purpose of this study is to investigate the social and cognitive factors 

associated with HIV test uptake in the general population of Kenya. In this study, HIV 

test uptake will be defined as an individual’s acceptance or willingness to find out his/her 

HIV status. This chapter begins with an overview of magnitude of the HIV/AIDS 

problem with special emphasis on Sub-Saharan Africa. Next is a description of the modes 

of HIV transmission and prevention mechanisms currently used. This is followed by a) 

statement of the problem addressed by this research; b) purpose and research questions; 

c) definition of terms; d) implications of the study and e) study limitations. 

HIV/AIDS Epidemic and Impact 

Since 1959, when the earliest known case of the Human Immunodeficiency Virus 

(HIV) was isolated from a man in the Democratic Republic of Congo (Nahmias et al., 

1986; Zhu et al., 1998), the disease has claimed over 25 million lives worldwide, making 

it one of the deadliest epidemics in human history (Kaiser Family Foundation, 2006). The 

latest data from the World Health Organization (WHO) indicate that HIV/AIDS is the 

sixth leading cause of death in the world and accounted for over 2.04 million deaths or 

3.5% of the total deaths worldwide in 2004 (UNAIDS/WHO, 2009). The HIV epidemic 

has affected the Sub-Saharan Africa more than any other region in the world. Although 

Sub-Saharan Africa represents only 10% of the world population, in 2008, the region 

accounted for approximately 68% of new infections among adults, 91% of new infections 

among children and 72% of the world’s AIDS-related deaths  (UNAIDS, 2010).  
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Figure 1: HIV prevalence Rates among Adults in 2009. Reprinted from “Global report: 

UNAIDS report on the global AIDS epidemic 2010,” by  UNAIDS (2010). 

In Sub-Saharan Africa, the impact of HIV/AIDS is being experienced at the 

family, community, national and regional level. The disease has had enormous 

implications on the health, economic and psychosocial well-being of individuals, their 

family structures, and communities. For instance, the increasing death toll associated with 

HIV/AIDS has devastated the family structures of most African communities. In a study 

of HIV positive women attending an antenatal clinic in Kenya, approximately 7% of  

women indicated that they were separated or divorced as a result of disclosing their HIV 

status (Kusimba et al., 1992).  

Additionally, given that HIV/AIDS primarily affects young adults who are the 

most productive individuals, the disease has deprived the economies of the countries 

affected both with scarce skills and a generation of individuals at the prime of their 

working lives. Furthermore, the countries affected have been forced to divert resources to 
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meet the increased demand for health care services and subsidize campaigns aimed at 

reducing the HIV/AIDS epidemic (Palloni, 1996). The net effect of all this is a reduction 

in the economic growth and an increase in HIV related poverty in countries affected. This 

was confirmed by analysis of data from 80 developing countries for the period 1990 to 

1997, which showed that there is a direct relationship between the extent of HIV 

prevalence and reduction in growth rate as measured by the gross domestic product 

(Bonnel, 2000).  

 

Figure 2: Relationship between HIV prevalence and reduction in the Gross Domestic 

Product (GDP). Reprinted from “HIV/AIDS: Does it increase or decrease growth in 

Africa?” by Bonnel, 2000 p. 17. 

HIV/AIDS has also led to a decrease in the life expectancy (that is the number of 

years a newborn child would be expected to live if the prevailing mortality conditions 

remained constant) of most countries in Africa. An analysis of the life expectancy of 29 
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African countries (including Kenya) found that HIV/AIDS had reduced life expectancy 

by approximately seven years (United Nations & UNAIDS, 1999). The researchers 

projected that in the next decade, life expectancy in these countries would remain 

constant at approximately 47 years instead of rising to 56 years as would be expected in 

the absence of HIV/AIDS  (United Nations & UNAIDS, 1999). 

Modes of HIV Transmission and Prevention Strategies 

The principal mode of HIV transmission is sexual contact, which accounts for 

over 80% of the HIV infections worldwide  (UNAIDS/WHO, 2009). In Sub-Saharan 

Africa, most new HIV infections have been found to occur either in married or cohabiting 

couples (Allen et al., 1991; Bunnell et al., 2006; McKenna et al., 1997). In addition to 

sexual contact, the other major modes of HIV transmission are (a) vertical transmission 

from mother to child (in the womb, during birth, or while breastfeeding); (b) needle 

sharing (by intravenous drug users, or poor hygiene in hospitals); and (c) transfusions 

with infected blood.  

Prevention of HIV/AIDS transmission is mainly geared towards encouraging the 

target population to adopt safer sexual behaviors and/or limit vertical transmission from 

mother to child. The prevalent prevention strategies utilized in Sub-Saharan Africa 

include HIV informational campaigns and HIV counseling and testing. 

HIV information campaigns entail the delivery of knowledge and awareness about 

the health consequences of HIV/AIDS, transmission mechanisms of HIV, methods of 

prevention and available medical treatments. This information is delivered through 

various media outlets including radio, television and public forums. The main objectives 
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of HIV information campaigns is to increase the level of HIV related knowledge in the 

population and make people aware of the availability of HIV testing services (Frölich & 

Vazquez-Alvarez, 2009).  

HIV counseling and testing, on the other hand, is the process by which an 

individual, couple, or family receives HIV testing (a test that reveals whether HIV is 

present in the body) concurrently with counseling on HIV prevention, treatment, care, 

and support. HIV counseling and testing is intended to serve as the first step to accessing 

care for individuals testing positive and to developing motivation to adopt safe behaviors 

necessary to avoid being infected for those testing negative. Voluntary counseling and 

testing (VCT), whereby people initiate the need to learn about their HIV status, is the 

most commonly utilized prevention and care strategy worldwide (Denison, O'Reilly, 

Schmid, Kennedy, & Sweat, 2008).  In addition to serving as a critical entry point for 

access to care and prevention (Painter, 2001), VCT is associated with the adoption of 

preventive behaviors (Bunnell, Opio, et al., 2008; Coates et al., 2000). VCT is also the 

most cost effective tool for controlling HIV/AIDS, especially in the Sub-Saharan region 

of Africa (Ayuo et al., 2009; Bozzette, 2005) where resources are scare. 

Kenya was among the countries in Sub-Saharan Africa that positively responded 

early on to the HIV/AIDS pandemic. Shortly after the diagnosis of the first case of HIV 

in 1984, the government of Kenya began instituting programs and policies aimed at 

containing the epidemic. For example, in 2000, the Kenyan government committed to 

rapidly extend VCT services to all regions of the country, declaring that by the end of 

2004, five VCT sites would be open in each of the 70 districts in Kenya (NASCOP, 



22 

 

2003).These efforts are credited with the  increase of VCT sites from three sites in 2000 

to over 680 sites in 2005 (Marum, Taegtmeyer, & Chebet, 2006; NASCOP, 2005). 

Previous research on voluntary counseling and testing (VCT) in Kenya has shown 

that, in addition to being effective in reducing high risk sexual behaviors (Arthur et al., 

2007), VCT is an accepted and viable prevention strategy to implement in public health 

care settings (Forsythe et al., 2002). Despite these efforts and encouraging results, the 

Ministry of Health in Kenya estimates that approximately 83% of Kenyans living with 

HIV remained undiagnosed as of 2007 (NASCOP, 2009). Thus Kenya presents an 

interesting case for analyzing factors affecting the fight against HIV/AIDS, specifically 

HIV testing in Sub-Saharan Africa. 

A major factor influencing people’s decision to get tested for HIV is the 

significance of the HIV test, which goes beyond knowing whether one is positive or 

negative. HIV test results may have a powerful impact on an individual’s life and, if 

positive, would most likely lead to a total redefinition of one’s social relationships 

(Obermeyer & Osborn, 2007). Additionally, psychosocial and demographic factors 

including HIV related stigma, level of HIV related knowledge, education attainment, 

ethnicity, perceived chance of infection, sexual behaviors, gender, knowledge of someone 

infected, and social economic status may influence people’s willingness to get tested for 

HIV (Haile, Chambers, & Garrison, 2007; Herek, 1999; Kalichman & Simbayi, 2003; 

Nyblade, 2006). 
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Statement of Problem 

Past research shows that offering voluntary counseling and testing alone does not 

increase willingness to be tested for HIV in many parts of Sub-Saharan Africa (Matovu & 

Makumbi, 2007). Researchers engaged in HIV/AIDS prevention have become more 

concerned with this trend leading to an increase in research aimed at understanding the 

underlying factors that may affect the willingness of individuals to get tested. Whereas 

numerous researchers have evaluated the effect of factors such as type and quality of 

testing and structural barriers on testing (Coovadia, 2000; De Cock, Bunnell, & Mermin, 

2006; Matovu & Makumbi, 2007; van Dyk & van Dyk, 2003), fewer researchers have 

investigated the factors that may act as barriers or catalysts to seeking testing for 

HIV/AIDS (Fako, 2006; Gage & Ali, 2005).  

In Sub-Saharan Africa, most of the research on the social and cognitive factors 

associated with HIV testing has mainly focused on “special” groups, such as women 

attending antenatal care clinics, individuals visiting HIV testing services or seeking care 

in health clinics (Ayenew, et al., 2010; Baiden, et al., 2005; Jereni & Muula, 2008; 

Karau, et al., 2010; Turan, et al., 2010) and high risk groups such as commercial sex 

workers (Alary et al., 2002; Morison et al., 2001) and truck drivers (Witte, et al., 1998). 

Only very few studies have evaluated the effect of social and cognitive factors on HIV 

testing among the general population in Sub-Saharan Africa (Berendes & Rimal, 2011; 

Fako, 2006; Gage & Ali, 2005; Hutchinson & Mahlalela, 2006; Sambisa, Curtis, & 

Mishra, 2010; Weiser et al., 2006).  
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In Kenya, two studies were found that assessed the effect of social and cognitive 

factors related to HIV/AIDS testing (Karau, et al., 2010; Turan, et al., 2010). However, 

both studies were limited to women only. Turan and colleagues examined the effect of 

stigma on the decision to get tested among pregnant women attending antenatal clinics in 

Migori district, Nyanza province. On the other hand, Karua and colleagues assessed the 

demographic and psychosocial factors associated with HIV testing HIV among women 

with one or more children belonging to the Meru and Kamba communities of Kenya. The 

problem is that no studies can be found that have evaluated the effect of social and 

cognitive factors on HIV testing for the entire adult Kenyan population.  

The Kenya Demographic and Health Surveys (KDHS) data provide an 

opportunity to investigate the effect of social and cultural factors on people’s willingness 

to seek HIV testing for the entire country. This rich dataset makes it possible to assess the 

differences between men and women, while taking into account various social and 

demographic factors, including regional differences, which can potentially influence 

people’s decision to get tested for HIV/AIDS. 

Purpose Statement 

The purpose of this study was to investigate the social and cognitive factors 

associated with people’s willingness to seek testing for HIV/AIDS in the general Kenyan 

population. The dependent variable (HIV test uptake) was generally defined as 

willingness or acceptance by an individual to find out his/her HIV/AIDS status. Two 

main independent variables (HIV related stigma and HIV related knowledge) were 

evaluated. These variables were chosen because in addition to having been extensively 
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studied in the past (e.g., Berendes & Rimal, 2011; DHS; Frölich & Vazquez-Alvarez, 

2009; Herek, Capitanio, & Widaman, 2002; Kalichman & Simbayi, 2003), they could be 

potential targets for prevention programs. In this study, HIV related stigma will be 

defined as acceptance (or lack thereof) of an individual based on his or her real or 

perceived HIV status, while HIV related knowledge refers to an understanding of the 

existence of HIV/AIDS as a disease, mechanisms of contracting HIV (including mother 

to child transmission), and beliefs and misconceptions regarding HIV/AIDS. In addition 

to the above independent variables, other variables including age, marital status, 

ethnicity, religion, education, region of residence, wealth, sexual behaviors, perceived 

susceptibility of contracting HIV and knowledge of someone infected with or who has 

died as a result of HIV/AIDS were considered.  These variables were selected based on 

previous research which has suggested that they are important in understanding the 

willingness of individuals to participate in voluntary counseling testing (Berendes & 

Rimal, 2011; Frölich & Vazquez-Alvarez, 2009; Herek, Capitanio, & Widaman, 2002; 

Kalichman & Simbayi, 2003). 

Research Questions 

The following specific questions and sub questions will guide the study: 

1. What is the difference in HIV testing among men and women in a nationally 

representative sample of the general population in Kenya?  

a. What is the difference in previous HIV testing status, pathways to testing for 

those previously tested and willingness to take the HIV/AIDS test for those 

not previously tested? 
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b. Among those previously tested for HIV/AIDS, what is the difference between 

men and women on place where last test was taken, whether or not the 

individual obtained test results and the time since last test was taken?  

c. Among those not previously tested, what is the difference between men and 

women on knowledge of HIV/AIDS testing sites? 

2. What is the difference in HIV related knowledge between men and women in a 

nationally representative sample of the general population in Kenya? 

a. What is the difference in level of HIV related knowledge (using the Item 

Response Theory method) between men and women in the study?  

b. What is the difference in HIV related knowledge between men and women 

across the different demographic and psychosocial factors? 

3. What is the difference in HIV related stigma between men and women in a 

nationally representative sample of the general population in Kenya? 

a. What is the difference in level of HIV related stigma (using an HIV 

related stigma scale) between men and women in the study?  

b. What is the difference in HIV related stigma between men and women 

across different demographic and psychosocial factors? 

4. What is the relationship between demographic, cognitive and psychosocial factors 

and HIV test uptake in a nationally representative sample of the general 

population in Kenya? 

a. What is the difference in HIV test uptake between men and women across 

different demographic and psychosocial factors?  
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b. What is the bivariate association between HIV test uptake and the 

individual predictor and covariate variables? 

c. What are the social and cognitive factors associated with HIV test uptake 

in a nationally representative sample of men and women in Kenya?   

 
 

Figure 3: Illustration of Methodology 

Potential Implications of Study 

Understanding the factors that are related to an individual’s decision to seek 

HIV/AIDS testing may be highly useful in helping formulate the health policy in Kenya 

with the aim of enhancing the care of individuals affected by the HIV/AIDS epidemic. 

Furthermore, this study will provide valuable information to counselors involved in 

voluntary counseling and testing to better help their clients deal with issues related to 

HIV/AIDS testing. 

Definition of Terms 

Acquired Immune Deficiency Syndrome (AIDS) is a health condition whereby a 

person is affected by a series of diseases due to a poor immune system. An individual is 

diagnosed with AIDS when there is a group of related symptoms that are caused by 

advanced HIV infection or when he/she has less than 200 CD4 positive (CD4+) T cells. 
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Antenatal Clinic is a health facility providing care for pregnant women and their 

unborn children during pregnancy. Such care involves performance of abdominal 

examinations, blood and urine tests, and monitoring of blood pressure and fetal growth 

by a doctor or midwife with the intention of detecting disease or potential problems. 

Concurrent Partnerships are sexual relationships involving two or more 

partnerships that overlap. 

Human Immunodeficiency Virus (HIV) is a retrovirus that causes Acquired 

Immunodeficiency Syndrome (AIDS). The virus damages the immune system cells by 

make many copies of themselves and destroying CD4 positive (CD4+) T cells (a type of 

white blood cells) crucial to maintaining the function of the human immune system.  

HIV test is a test that reveals whether HIV is present in the body. 

HIV test uptake refers to willingness or acceptance by an individual to be tested 

for HIV/AIDS. 

Life Expectancy is the number of years a newborn child would be expected to 

live if the prevailing mortality conditions remained constant. 

Item Response Theory is a statistical summary tool that transforms a finite 

number of dichotomous or polychromous answers into a single measure. 

Multiple Sexual Partnerships refer to sexual relationships involving more than 

one partner in a given time. 

Sex Workers are individuals engaged in sexual services for the exchange of 

money or goods either regularly or occasionally. 
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Wife inheritance is a custom whereby a married woman whose husband dies is 

inherited by the husband’s next of kin (e.g., brother or cousin) to ensure continuity of the 

family.  

Widow cleansing is a custom where by a widow has sexual relations with a 

“cleanser” with the intention of getting rid the deceased husband’s spirits from the 

widow. 

Study Limitations 

The study utilized information obtained by cross-sectional survey, which gives a 

snap shop at the particular time of data collection, thus variations may be expected if data 

were collected at a different time. Additionally, inferring directionality (i.e., cause verses 

effect) from the results is not possible. However, analyses performed presented important 

information on the social, psychological and demographic markers of HIV test uptake. 

These factors include HIV related stigma, HIV related knowledge and behavioral 

indicators such as sexual activity. Given that information was obtained by interviewing, 

there is a likelihood of bias both from the stand point of the interviewer and respondent. 
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CHAPTER 2 

REVIEW OF LITERATURE 

While voluntary counseling and testing (VCT) is described as the “gateway to 

treatment, care and prevention” (Obermeyer & Osborn, 2007; Oberzaucher & Baggaley, 

2002; WHO, 2003), numerous factors influence the decision to seek HIV/AIDS testing. 

This study will investigate the relationship between social and cognitive factors and HIV 

test uptake in a nationally representative sample of Kenya. In order to understand the 

context of the research, background information on Kenya is provided first in this review 

of literature. Next is a review of general information on HIV/AIDS, followed by factors 

associated with increased transmission of HIV/AIDS including HIV related stigma, 

sexual behavior and demographic factors. The different prevention strategies that have 

been utilized to reduce the spread of HIV/AIDS such as voluntary counseling and testing 

(VCT), HIV information campaigns, HIV related knowledge, ABC model and condom 

use will be highlighted. Finally, a brief description of the HIV situation in Kenya is 

provided. 

Overview of Kenya 

Geographical and Physical Features 

Kenya (Figure 4), one of the countries in the Eastern Africa region, lies at 

latitude of 1°00'N and longitude 38°00'E. The country borders the Indian Ocean to the 

south-east and is bisected almost in half by the equator. Kenya’s neighboring countries 

include Somalia to the northeast, Ethiopia to the north, Sudan to the northwest, Uganda to 

the west and Tanzania to the south.   
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Figure 4: Map of Kenya 

Kenya spans a total area of 582,646 square kilometers making it the 47
th

 largest 

country in the world. A majority of the country, approximately 571,466 square 

kilometers, is covered by land mass while the remaining 11,180 square kilometers is 

covered by water bodies. The country has amazing geographical and physical features 

which makes it a prime tourist attraction. Among these features is the Great Rift Valley, 

Mount Kenya, various water bodies and a variety of wildlife habitat. The Great Rift 

Valley is a continuous geographical trough running from Northern Syria to Mozambique. 

In Kenya, the Great Rift Valley runs down the length of the country dissecting the 

country into East and West. At 5,199 meters (17,057 feet), Mount Kenya is not only the 

highest peak in Kenya, but also the second highest mountain in Africa. Approximately 

8% of the land mass is protected for wildlife habitat in Kenya. Some of these refuges 
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include the Maasai Mara, Amboseli, Tsavo, Laikipia, Samburu and Meru. The wildlife 

found in these habitats is very diverse. For example, in addition to being home to a wide 

variety of wildlife including Zebra, Giraffe, Gazelle, Elephants and Buffalos; each year 

Maasai Mara plays host to the world’s greatest natural spectacle, the Great Wildebeest 

Migration, where over one million wildebeests migrate across the Serengeti-Mara 

ecosystem in search of pasture (Musiega, Sanga-Ngoie, & Fukuyama, 2006). The water 

bodies in Kenya comprise Lake Victoria, the largest freshwater lake in Africa and the 

source of River Nile; Lake Nakuru, home to a large population of flamingos; Lake 

Magadi which contains natural occurring mineral (soda ash); and several rivers (e.g., 

Tana, Athi, Yala, Nzoia, and Mara) (Kenya Wildlife Service (KWS), nd). 

Kenya has a tropical climate which ranges from a warm and humid climate at the 

coast, cool and humid in the central highlands, and hot and dry in the north and east. Over 

80% of land mass is either arid or semiarid. Most of the arid land is used for livestock 

production under the nomadic system, whereby farmers move with their animals from 

place to place in search of pasture. Only 12% of the land has high rainfall and fertile soil 

to be usable for agricultural purposes. A majority of the land used for agriculture is found 

in the highlands (Mwagore, 2003). 

Political History and Governance  

Kenya was formerly colonized by the British. The colonial history of Kenya dates 

from the Berlin Conference of 1885, when the European powers first partitioned East 

Africa into spheres of influence. The country became a British Protectorate (referred to as 
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the East African Protectorate) in 1895 and a British colony in 1920. Kenya achieved 

independence in 1963, and became a republic in 1964.  

Currently, Kenya is a multi-party democratic republic, headed by the President 

who is both the head of state and government. Until the recent adaptation of a new 

constitution (which was promulgated in August 2010 and is being implemented) the 

country has administratively been divided into eight provinces (namely: Central, Coast, 

Eastern, Nairobi, North Eastern, Nyanza, Rift Valley, and Western), which are further 

subdivided into 47 districts. The provinces are currently headed by provincial 

commissioners while districts are headed by district commissioners. Both the provincial 

and district commissioners are presidential appointees.  Under the new constitution, the 

country is divided into 47 counties (with the same boundaries as the previous 47 

districts). Each of the counties will be headed by a county governor directly elected by 

the people. Additionally, each county will have a county assembly with representatives 

elected from wards within the county. 

Ethnicity and Religion 

Kenya is home to people of diverse ethnic origins. The major ethnic groupings are 

the Bantu speakers (e.g., Kikuyu, Luhya, Kamba, Mijikenda and Kisii), Nilotic Speakers 

(e.g., Luo, Kalenjin, Maasai and Turkana) and Cushitic Speakers (e.g., Oromo and 

Somali). The Bantu speakers are the largest ethnic grouping in the country and represent 

approximately two-thirds of the population. The Kikuyu tribe (one of the Bantu speakers) 

is the largest ethnic community accounting for approximately 21% of the total 

population. The Cushitic speakers, on the other hand, represent less than 3% of the 
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country but occupy about one third of the country, mainly in the north eastern part. In 

addition to the above major ethnic groupings, there are Kenyans of Asian, Arab and 

European origins. Although this latter group only represents a small proportion of the 

population, they have vast commercial power in the country. Each of the tribes in Kenya 

speaks a different language. There are, however, two official languages in the country: 

English and Swahili (Central Intelligence Agency [CIA], 2011; Kenya National Bureau 

of Statistics [KNBS], 2009). 

Kenya is a multi-religious society with a majority of Kenyans professing the 

Christian faith. The religious affiliation of Kenyans is distributed as follows: Protestant 

45%, Roman Catholic 33%, Muslim 10%, indigenous beliefs 10%, and other 2% (CIA, 

2011; KNBS, 2009). 

Population 

Despite events such as HIV/AIDS epidemic, family planning programs, poor and 

deteriorating health services, and widespread poverty that have slowed population 

growth, Kenya has seen a steady increase in population over the years (see figure 2). 

According to the latest census report, 67.7% of Kenyans reside in the rural areas, while 

32.3% reside in urban areas. The Kenyan population is mainly youthful with 43% of the 

total population being under 15 years old while only 3% is over 65 years (KNBS & ICF 

Macro, 2010). 
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Figure 5: Kenya population 1969-2009. Reprinted from “Kenya Demographic and Health 

Survey 2008-09” by Kenya National Bureau of Statistics and ICF Macro, 2010. 

General information on HIV/AIDS 

The Human Immunodeficiency Virus (HIV) is a retrovirus that causes Acquired 

Immunodeficiency Syndrome (AIDS). HIV by itself is not an illness; an individual 

infected with HIV can lead a normal life for several years before s/he develops AIDS. 

HIV causes AIDS by destroying CD4 positive (CD4+) T cells, which are white blood 

cells crucial to maintaining the function of the human immune system. As CD4+ T cells 

are destroyed, the person infected with HIV is less equipped to fight off opportunistic 

infections and diseases, leading to the development of AIDS. AIDS is thus a health 

condition whereby a person is affected by a series of diseases due to a poor immune 

system. 

Although HIV may be present in many body fluids (such as saliva, tears, blood, 

semen, vaginal fluid, breast milk, nervous system tissue and spinal fluid), its presence 

does not necessarily constitute a risk for infection, as the virus may be present in very 

low concentrations. Only blood, semen, vaginal secretions, and breast milk contain 
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concentrations that are high enough to be infectious (Dugdale, Vyas, & Zieve, 2011).  A 

majority of HIV transmission in the world occurs through sexual contact 

(UNAIDS/WHO, 2009) via the virus harbored in semen (Butler et al., 2008). The average 

probability of transmitting the HIV virus per sexual contact is highly variable, ranging 

from less than 3% to more than 1 per thousand contacts (Mayer & Anderson, 1995).  

Several physiological, psychosocial and demographic factors are associated with 

HIV transmission. In terms of physiology, the anatomical difference between men and 

women (physiological susceptibility) makes it easier for the HIV virus to be transmitted 

from men to women than vice versa (Mastro & de Vincenzi, 1996) . Additionally, the 

following physiological factors are associated with HIV transmission after sexual contact 

(a) viral loads in blood (Quinn et al., 2000) and seminal plasma (Butler et al., 2008), (b) 

stage of infection of the source partner (Wawer et al., 2005), (c) concurrent sexually 

transmitted infections (STIs) (Cohen, 1998) and (d) sexual positioning (Vittinghoff et al., 

1999).  

The psychosocial and demographic factors associated with HIV transmission 

include: (a) HIV related stigma, (b) sexual behavior, (c) wealth and (d) education 

attainment. Given that the main objective of the present study is to ascertain the social 

and cognitive factors associated with HIV/AIDS testing, a brief overview of the 

psychosocial as well as demographic factors associated with HIV transmission is 

provided below.  
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Stigma 

Introduction 

Stigma associated with HIV is thought to be both a direct driving factor of HIV 

transmission and has indirectly influenced negative behaviors associated with the 

HIV/AIDS epidemic (Farmer, 1992; Hamra, Ross, Karuri, Orrs, & DʼAgostino, 2005; 

Herek & Glunt, 1988; Mann, Tarantola, & Netter, 1992). HIV related stigma is associated 

with hindering people from determining and/or disclosing their HIV status (Kalichman & 

Simbayi, 2003; Parker & Aggleton, 2003; Spielberg, Kurth, Gorbach, & Goldbaum, 

2001), encouraging misinformation of HIV transmission mechanisms and deterring some 

individuals from engaging in preventive behaviors (Vanable, Carey, Blair, & Littlewood, 

2006). 

The concept of stigma was first defined by Gooffman (1963) as  “an attribute that 

is deeply discrediting within a particular social interaction” that it “reduced [affected 

individuals] in our minds from a whole and usual person to a tainted, discounted one” (p. 

3).  Since then, several researchers have elaborated on the negative impacts of stigma 

(Link & Phelan, 2001) and applied them to a wide range of circumstances, including 

cancer (Fife & Wright, 2000), leprosy (Opala & Boillot, 1996), and HIV/AIDS (Dworkin 

& Pincu, 1993).  

Literature identifies two forms of stigma: public or community stigma and self-

stigma.  Public stigma entails the negative attitude held by community members towards 

individuals perceived to possess a negative characteristic. Possible consequences of this 

form of stigma include social isolation and loss of employment (Corrigan & Penn, 1999). 
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Self-stigma, on the other hand, occurs when an individual internalizes the cognitive, 

emotional, and behavioral impact of others’ negative attitudes towards a devalued 

characteristic (Rüsch, Angermeyer, & Corrigan, 2005). Self-stigma is associated with 

lowered self-esteem, depression, anxiety, and decreased service utilization (Sikkema et 

al., 2000; Sirey et al., 2001). A combination of public and self-stigma leads to a reduction 

in life chances and opportunities for stigmatized individuals. Stigmatized individuals 

experience social rejection and isolation (Gooffman, 1963; Jones, Farina, Markus, Miller, 

& Scott, 1984). Additionally, stigmatization has a negative impact on social interaction, 

employment opportunities, emotional well-being, and self-perception of the individuals 

concerned (Link, Struening, Rahav, Phelan, & Nuttbrock, 1997). 

HIV/AIDS and Stigma  

HIV related stigma refers to the unfavorable attitudes, beliefs, and policies 

directed toward people perceived to have HIV/AIDS as well as toward their significant 

others and loved ones, close associates, social groups, and communities (Brimlow, Cook, 

& Seaton, 2003). Herek (1990) observed that people with AIDS are often evaluated more 

negatively than people diagnosed with other incurable diseases, even by health care 

workers. This was confirmed by Crawford (1996) who in a meta-analysis of empirical 

studies on AIDS stigma, found that the degree of stigma associated with AIDS was 

greater than that of other comparable stigmatizing conditions such as drug abuse, genital 

herpes, hepatitis, cancer and diabetes. Various researchers (e.g., Gooffman, 1963; Greene 

& Banerjee, 2006; G. Herek, 1999; Jones et al., 1984; Lentine et al., 2000; Stoddard, 
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1994) have described HIV/AIDS as carrying a high level of stigmatization due to the 

following factors:  

a) Some people view someone infected with HIV as bearing the blame. According 

to these individuals, the disease could have been avoided had the infected 

individual made better moral decisions.  

b) Even though HIV is treatable, the disease is both progressive and incurable. 

Some people thus view it as a death sentence.  

c) HIV transmission is still not well understood by many people, especially in Sub-

Saharan Africa. Many people still feel threatened just knowing that someone is 

infected with HIV/AIDS.  

d) The symptoms of late stage HIV infections (i.e., AIDS) may be considered by 

some individuals as being resolve and disruptive to social interaction.  

HIV related Stigma and Culture 

Stigmatization of individuals with HIV differs among different cultures. In 

individualistic societies, where personal responsibility is stressed, individuals infected 

with HIV/AIDS may be viewed as having been irresponsible and consequently bear the 

blame for contracting the disease (Kegeles, Coates, Christopher, & Lazarus, 1989). On 

the other hand, in collective societies, where greater emphasize is placed on the family or 

community as a whole, most problems including diseases are seen as a social 

responsibility (Kegeles et al., 1989). Thus, in collective societies, an individual infected 

with HIV/AIDS may be viewed as bringing shame to the society (Warwick et al., 1998). 

Given that most communities in Kenya and other Sub-Saharan Africa have collective 
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cultures, unique challenges are presented when trying to formulate policies and programs 

aimed at curbing the HIV/AIDS epidemic.  

Consequences of HIV related Stigma 

HIV related stigma is associated with a multitude of negative consequences which 

has helped fuel the transmission of HIV/AIDS, especially in Sub-Saharan Africa. Some 

of the negative consequences of HIV/AIDS include  hindering people from determining 

their HIV status (Kalichman & Simbayi, 2003; Parker & Aggleton, 2003; Spielberg, et 

al., 2001), encouraging the misinformation of HIV transmission mechanisms 

(Omowunmi et al., 2009), and preventing individuals from engaging in preventive 

behaviors (Vanable, et al., 2006).  

Results from studies conducted in developed and developing countries show that 

HIV stigma is a major barrier to HIV testing (Aarnio, Olsson, Chimbiri, & Kulmala, 

2009; Kalichman & Simbayi, 2003; Stall et al., 1996). In a study to ascertain adherence 

to recommendations for the treatment of HIV infection by HIV positive men who have 

sex with men in the United States, two out of three men reported that decisions regarding 

testing for HIV were influenced by HIV/AIDs related stigma (Stall, et al., 1996). A study 

conducted in Malawi aimed at exploring married men’s perceptions of both HIV in 

pregnancy and their involvement in antenatal HIV testing found that men were reluctant 

to learn about their HIV status partly due to the stigma attached to HIV (Aarnio, et al., 

2009).  

HIV related stigma is such a significant issue in some communities in Sub-

Saharan Africa that some individuals who know that they are HIV positive prefer to die 
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without revealing their status to a spouse, relative or closest friend (France, 2001). Given 

that HIV is a life threatening disease, it is not surprising that fear is high among the 

reasons for people not wanting to get HIV tests and not wanting to return for results when 

they take the test (Obermeyer & Osborn, 2007). 

Sexual Behavior 

Sexual contact is the major mode of HIV transmission, accounting for over 80% 

of the HIV infections worldwide (UNAIDS, 2010). High risk sexual behaviors such as 

having multiple and concurrent sexual relationships (Adimora, Schoenbach, & Doherty, 

2007; Morris & Kretzschmar, 1997, 2000; SADC, 2006), inconsistent condom use (de 

Vincenzi, 1994; Hira et al., 1997; SADC, 2006) and early age of sexual debut 

(Donenberg, Bryant, Emerson, Wilson, & Pasch, 2003) are identified as the key drivers 

for  the exceptionally high HIV infection rates in Sub-Saharan Africa.  

Multiple Sexual Partners 

Having sexual relationships with more than one partner (multiple sexual 

partnerships) increases the risk of infection as each new relationship introduces a new 

pathway for HIV transmission. This risk of HIV transmission is substantially increased 

when two or more sexual partnerships overlap (also known as concurrent partnerships) 

(Adimora et al., 2007; Chen et al., 2007; Do & Meekers, 2009; Helleringer & Kohler, 

2007; Lagarde et al., 2001). Multiple partnership relationships have been documented all 

over the world, with the total number of lifetime partners reported by men and women in 

heterosexual relationships being almost equal in most countries (Morris, 2002; Santelli, 

Brener, Lowry, Bhatt, & Zabin, 1998; Wellings et al., 2006). However, the nature of 
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these relationships in most African countries differs from what is observed in the rest of 

the world. In Africa, most men and women engage in concurrent partnerships that can 

overlap for months or even years (Carael, 1995; Halperin & Epstein, 2004). Conversely, 

individuals in other parts of the world engage either in serial monogamy relationships 

(whereby individuals have one short-term partner after another) or ‘one-off’ casual and 

commercial encounters (Halperin & Epstein, 2004; Morris, 2002; Morris & Kretzschmar, 

1997).  

A comparative study of sexual behaviors sponsored by the World Health 

Organization in the 1990s found that whereas 18%, 22% and 55% of men in Tanzania, 

Zambia and Lesotho, respectively, reported having regular ongoing sexual partnerships 

lasting at least one year with two or more women, only 3% and 2% of men in Thailand 

and Sri Lanka reported having two or more regular partnerships in the previous year 

(Carael, 1995; Halperin & Epstein, 2004). An in-depth comparison of three studies of 

heterosexual behavior in Uganda, Thailand and the United States carried out between 

1992 and 1994 found that individuals in Thailand and the United States reported 

considerably more lifetime sexual partners than did their Ugandan counterparts (Morris, 

Epstein, & Wawer, 2010). However, individuals in Uganda tended to have concurrencies 

that were of much longer duration (approximately two years) than either the Thai (1 day) 

or US concurrencies (4–9 months) (Morris et al., 2010).  

The long time concurrent relationships are thought to be part of the explanation 

for the exceptionally high HIV/AIDS infection rates observed in Africa. Using a 

mathematical model comparing a population in which serial monogamy was the norm 
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against one in which long-term concurrency was common, Morris and  Kretzschmar 

(2000) found that, while the total number of sexual relationships in both concurrency and 

serial monogamy populations were similar, HIV transmission was much more rapid in 

the population where concurrency was common. Furthermore the resulting HIV epidemic 

was 10 times greater among individuals engaged in long-term concurrency than those in 

serial monogamy relationships (Morris & Kretzschmar, 2000).  

Age of sexual debut 

Debuting sexual activity at a young age is linked with increased exposure to HIV 

due to its association with more sexual partners, more frequent sexual intercourse, less 

consistent contraceptive use and more lifetime sexually transmitted infections 

(Donenberg et al., 2003; Duncan et al., 1990; Greenberg, Magder, & Aral, 1992). 

Additionally, very young boys and girls are less likely to know how to avoid sexually 

transmitted diseases including HIV than their older counterparts (Zulu, Dodoo, & Chika-

Ezeh, 2002). Young girls are especially at a disadvantage because, in addition to having a 

greater economic dependence on their older counterparts, young women have limited 

ability to negotiate safer sexual behaviors (Glynn et al., 2001; Kelly et al., 2003; 

Longfield, Glick, Waithaka, & Berman, 2004). The situation is worse in cultures where 

the young are expected to show deference to their elders (Zulu, et al., 2002), which is a 

common occurrence in most African cultures.  

Risky Sexual Behavior and Perception of Risk of Infection with HIV/AIDS 

High risk sexual behavior leads to an increase in the chance of HIV transmission 

(Adimora, et al., 2007; Chen, et al., 2007; Do & Meekers, 2009; Helleringer & Kohler, 
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2007; Lagarde, et al., 2001) and the perception of risk of HIV infection (Barden-O’Fallon 

et al., 2004; Kengeya-Kayondo et al., 1999; Smith & Watkins, 2005). The increase in the 

perception of risk of infection has the potential to decrease people’s willingness to get 

tested for HIV/AIDS, especially in Sub-Saharan Africa where there is a high stigma 

associated with HIV/AIDS diagnosis. A study to assess the relationship between 

perceived risk of infection and the perceived advantages and disadvantages of HIV 

testing found that individuals with higher perceived risk of infection reported fewer 

advantages and more disadvantages to HIV testing, indicating that they had negative 

attitudes towards getting tested for HIV/AIDS (Lauby, Bond, Eroglu, & Batson, 2005). 

Engagement in high risk behavior has also been associated with an individual’s 

awareness of his/her HIV status (Marks, Crepaz, Senterfitt, & Janssen, 2005; Wenger, 

Linn, Epstein, & Shapiro, 1991). In a meta-analysis comparing the prevalence of high-

risk sexual behaviors in individuals with HIV who were aware of their HIV status to 

those unaware of their status in the United States, Marks and colleagues found that the 

prevalence of high-risk sexual behavior was markedly lower in HIV positive individuals 

aware of their HIV status than those who were not aware of their HIV status.  Thus, 

engaging in risky sexual behavior may act as a barrier towards finding one’s HIV status. 

Demographic Factors 

Gender 

In Sub-Saharan Africa, there are more women than men living with HIV, with 

young women (ages 15–24 years) being approximately eight times more likely than men 

to be HIV positive (UNAIDS, 2010). The major cause for the high infection of HIV 
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among women includes physiological susceptibility and gender inequalities. The 

anatomical difference between men and women (physiological susceptibility) makes 

transmission from men to women easier than vice versa. The gender inequalities which 

have contributed to increase women’s vulnerability to HIV infection in Sub-Saharan 

Africa include low status accorded to women in many African societies, lack of access to 

and control over economic resources, violence perpetrated against women, and norms 

related to women’s sexuality (WHO, 2009). 

Educational Attainment 

The association between the risk of HIV infection and an individual’s education 

level has shifted with the evolution of the HIV/AIDS epidemic in Sub-Saharan Africa. In 

a meta-analysis of 36 studies carried out in 11 countries in Sub-Saharan Africa between 

1987 and 2003, Hargreaves et al. (2008) found that, in studies conducted prior to 1996, 

there was either no association between HIV risk and education level, or that the risk was 

higher among individuals with higher education levels. However, in studies conducted 

after 1996, a lower risk for infection was reported among individuals with higher levels 

of education as compared to those with no or little education (Hargreaves et al., 2008). 

Recent studies show that in regions where HIV/AIDS education programs have been 

introduced, higher educational attainment is associated with a reduced risk of HIV/AIDS 

(Kilian et al., 1999; Michelo, Sandøy, & Fylkesnes, 2006; Mmbaga, Leyna, Mnyika, 

Hussain, & Klepp, 2007). 
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Wealth 

Although various researchers agree that wealth and risk for HIV infection are 

associated, the direction of this relationship is mixed. While poverty and lack of 

economic opportunity have for a long time been cited as major drivers of the HIV/AIDS 

epidemic (Fenton, 2004; Mhalu & Lyamuya, 1996; Parker, Easton, & Klein, 2000), 

analysis of the Demographic and Health Survey (DHS) data from Kenya (2003) and 

Tanzania (2003-2004) showed opposite relationships, whereby HIV prevalence was 

highest among the wealthiest segments of the population and lowest among the poor 

(CBS, MOH, & ORC Macro, 2004; TACAIDS, NBS, & ORC Macro, 2005). Similar 

results were reported by Kongnyuy, Wiysonge, Mbu, Nana and Kouam (2006) in a study 

of the association between wealth and sexual behavior among men in Cameroon. 

Wealth is associated with increased mobility and resources, both of which 

increase opportunities of social interactions which are crucial in the development and 

maintenance of concurrent partnerships. Additionally, wealthy individuals, especially 

men, have been known to attract women and they can afford to pay for sex while 

maintaining multiple sexual partners (Shelton, Cassell, & Adetunji, 2005). Based on this 

findings,  Shelton, Cassell and  Adetunji (2005) suggested that wealth, instead of poverty, 

may be the actual cause of behavioral risk associated HIV in Sub-Saharan Africa. 

HIV/AIDS Prevention Strategies 

The major HIV/AIDS prevention strategies used in most Sub-Saharan African 

countries include HIV testing; specifically voluntary counseling and testing (VCT), the 

ABC model and provision of HIV related knowledge through avenues such as HIV 
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information campaigns. The following section provides an overview of each these 

prevention strategies. 

HIV Testing 

Types of HIV Testing. 

HIV testing entails making people aware of their HIV status. The test results serve 

as the first step to accessing care, as well as motivating individuals to change behaviors 

and subsequently prevent further infection (World Health Organization [WHO], 2003). 

Thus, an individual who tests negative following HIV/AIDS testing can initiate or 

maintain safer behaviors to prevent acquisition of HIV and other sexually transmitted 

diseases, while someone who tests positive can take steps to prevent infecting others and 

gain early access to HIV specific care, treatment and support (Kawichai et al., 2004; 

Otten, Zaidi, Wroten, Witte, & Peterman, 1993; Weinhardt, Carey, Johnson, & Bickham, 

1999).  

The Joint United Program on HIV/AIDS (UNAIDS) has proposed four different 

types of HIV testing: (a) Voluntary counseling and testing, where an individual initiates 

the need to learn about their HIV status; (b) Diagnostic HIV testing, whereby an 

individual showing signs and/or symptoms consistent with HIV related disease or AIDS 

is tested to aid in clinical diagnosis and disease management; (c) Provider initiated 

testing, whereby health care providers request certain patients to take the HIV test, 

especially those being assessed for sexually transmitted infections, pregnant mothers, and 

those seen in areas where HIV is prevalent and antiretroviral treatment is available; and 

(d) Mandatory HIV screening, whereby blood destined for transfusion or manufacture of 
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blood products is screened for HIV (UNAIDS, 2004). Of the four testing types, voluntary 

counseling and testing (VCT) is the most commonly utilized prevention and care strategy 

worldwide (Denison, O’Reilly, Schmid, Kennedy, & Sweat, 2008).  

Voluntary Counseling and Testing (VCT). 

Voluntary counseling and testing (VCT) involves obtaining informed consent 

prior to testing. Additionally, individuals seeking VCT are provided with both pre- and 

posttest counseling services (Ayuo et al., 2009; Obermeyer & Osborn, 2007a). According 

to the Joint United Nations Programme on HIV/AIDS (UNAIDS) guidelines, pre-test 

counseling involves the counselor preparing the client for testing by explaining what an 

HIV test is and addressing any incorrect myths and misinformation about HIV/AIDS. 

Additionally, the counselor assesses the client’s risk profile and discusses specific 

behaviors (such as sexual relationships and drug use) that may put the client at risk of 

being infected with HIV/AIDS. Finally, the counselor discusses the implications of 

knowing one’s HIV status, ways to cope with the new information and a reaffirmation of 

the decision to get tested (UNAIDS, 2000). On the other hand, post-test counseling 

involves receipt of HIV test results, discussing risk reduction strategies, disclosure of 

results and recommendations for appropriate referrals for care and support. Post-test 

counseling is targeted toward assisting clients understand their test results and initiate 

adaptation to their HIV positive or negative status (UNAIDS, 2000). 

Research Studies on Voluntary Counseling and Testing (VCT). 

Research on the efficacy of VCT in reducing HIV risk behaviors has produced 

mixed results (Bunnell, Opio, et al., 2008; Denison et al., 2008; Oberzaucher & 
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Baggaley, 2002; Voluntary HIV 1 Counseling and Testing Efficacy Study Group, 2000).  

In a meta-analysis of 27 published studies from all over the world, Weinhardt et al (1999) 

reported that individuals who were HIV positive and participated in VCT were not only 

more likely to practice safer sex more frequently, but also reported a decrease in risky 

behaviors than those who did not undergo VCT. Similar findings were reported by 

Denison et al., (2008) in a meta-analysis of studies analyzing the effectiveness of HIV 

voluntary counseling and testing (VCT) in reducing HIV risk behaviors in developing 

countries, including Kenya, Rwanda, Uganda and Thailand. From their analysis, Denison 

and colleagues found that compared to those who had not received VCT, individuals who 

had undergone VCT were significantly less likely to engage in unprotected sex (OR 1.69; 

95% CI[1.25–2.31]). However, undergoing VCT did not lead to a significant reduction in 

the number of sex partners (OR 1.22; 95% CI [0.89–1.67]). 

In a household survey carried out in Uganda, Bunnell et al. (2008) reported that 

individuals infected with HIV who knew their HIV status were three times more likely to 

use a condom during their last sexual intercourse than those who did not know their 

status. Analogous findings were reported by the Voluntary HIV 1 Counseling and Testing 

Efficacy Study Group (2000), in a study to determine the efficacy of VCT in reducing 

unsafe sexual practices in three developing countries (Kenya, Tanzania and Trinidad). 

The Voluntary HIV 1 Counseling and Testing Efficacy Study Group found that compared 

to individuals assigned to health information only, individuals receiving VCT reported a 

significant decline in unprotected intercourse with non-primary partners. For men, there 

was a 35% decline with VCT versus a 13% decline with health information, while in  
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women, a 39% decline with VCT versus a 17% decline with health information was 

reported (Voluntary HIV 1 Counseling and Testing Efficacy Study Group, 2000). 

On the contrary, some researchers have reported either no change in behavior or 

an increase in risky sexual behaviors following an HIV test, especially among persons 

testing HIV negative (Kipp, Kabagambe, & Konde-Lule, 2001; Machekano et al., 1998; 

Matambo et al., 2006; Metcalf et al., 2005; Sherr et al., 2007a). In a study conducted in 

Zimbabwe to assess  changes in risky behaviors three months after receiving a negative 

HIV test  result following  voluntary counseling and testing, Matambo et al. (2006), 

reported no  significant change in risky behavior. For example, 82 % of participants 

reported having unprotected sex (intercourse without use of a condom), before VCT, 

compared to 83 % of participants 3 months after VCT (Matambo et al., 2006). Similar 

results were reported by Kipp, Kabagambe and Konde-Lule (2001) in a study conducted 

in Uganda to evaluate whether HIV counseling and testing was effective in reducing high 

risk sexual behavior in rural areas. In this study, Kipp and colleagues found that there 

was no difference in risky sexual behavior in individuals tested for HIV compared to 

those not tested (condom use 4.3% vs. 5.5%, mean number of sexual partner in the past 

three months 1.8 vs. 2.0). In a study conducted in Zimbabwe to assess changes in sexual 

attitudes following VCT, Sherr et al (2007) reported that whereas a positive HIV test 

result was associated with a reduction in risky sexual behaviors, individuals who received 

a negative HIV test were more likely to report risky sexual behaviors. Given these 

findings, Sherr and colleagues called for caution when giving test results (especially 
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negative HIV results) as this could lead to unintended effects, such increase in risky 

sexual behaviors.  

Despite of the mixed results, VCT is still considered one of the most important 

ways to respond to the HIV epidemic, more so in the Sub-Saharan region. In addition to 

helping individuals make decisions on accessing care and preventing further infection 

(WHO, 2003), VCT remains the most cost effective tool for controlling HIV/AIDS 

(Ayuo et al., 2009; Bozzette, 2005). In a multi-site study carried out in Kenya and 

Tanzania to assess the cost-effectiveness of VCT, Sweat et al. (2000) estimated that the 

cost per disability-adjusted life year (DALY) saved from HIV 1 VCT was $27.36 in 

Kenya and $45.03 in Tanzania. Additionally, the researchers estimated that the cost to 

avert one HIV 1 infection in Kenya was $369 and $425 in Tanzania, which was most 

likely substantially lower than the financial costs of treatment in addition to the 

noneconomic costs such as suffering and social impact on families and communities. 

Given these findings, Sweat and colleagues concluded that VCT was not only highly 

cost-effective, but should be considered as a component of national HIV 1 prevention. 

Furthermore, various researchers have shown a positive association between VCT and 

adoption of preventive behaviors (Bunnell, Opio, et al., 2008; Denison et al., 2008; 

Voluntary HIV 1 Counseling and Testing Efficacy Study Group, 2000; Weinhardt et al., 

1999). 

Co-Factors to seeking VCT. 

Although voluntary counseling testing is a major tool in the prevention of 

HIV/AIDS, an individual’s decision to get tested for HIV goes beyond knowing one’s 
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HIV status. HIV test results have a powerful impact on an individual’s life and will most 

likely lead to a total redefinition his/her social relationships (Obermeyer & Osborn, 

2007). An individual diagnosed with HIV/AIDS has a potential of experiencing a 

multitude of emotions, including shock, anger, guilt, low self-esteem, loss of identity, 

fear, sadness, and depression (Chesney & Folkman, 1994; Dworkin & Pincu, 1993), 

which consequently increases the fear of knowing one’s HIV status.  

Additionally, in many Sub-Saharan countries, individuals willing to undergo VCT 

face additional barriers including lack of access to testing centers (Nakanjako et al., 2007; 

WHO⁄ UNAIDS ⁄ UNICEF, 2007), fear of being seen at the testing center, concerns about 

confidentiality and delays in returning HIV test results (Creek et al., 2006). To surmount 

the problem with accessibility, alternative modes of delivering VCT have been suggested 

and tested. Some of these models include: Mobile VCT, whereby HIV counseling and 

testing services are delivered using a van equipped with HIV testing facilities (Asingwire, 

2004; Morin et al., 2006) and Home-based VCT whereby  HIV counseling and testing 

services are provided at clients’ homes (Matovu, Kigozi, Nalugoda, Wabwire-Mangen, & 

Gray, 2002; Were et al., 2006; Yoder et al., 2011).  

Although early studies have shown that these alternative approaches increase 

uptake of VCT in various parts of Sub-Saharan Africa, Matovu and  Makumbi (2007) 

cautioned against making concrete recommendations about their feasibility in Sub-

Saharan Africa because most of the alternative approaches have not been fully tested. 

Furthermore, many alternative approaches were implemented as part of ongoing research 

projects in which VCT services was largely provided free of charge to study participants 
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and the actual costs and benefits of applying these approaches to real life setting have not 

been determined (Matovu, Kigozi, Nalugoda, Wabwire-Mangen, & Gray, 2002; Were et 

al., 2006).  

Therefore, structural factors including an individual’s access to HIV testing 

facilities could potentially influence one’s decision to seek HIV/AIDS testing. However, 

it is worth noting that even in cases where testing is available, some countries have 

limited resources or no resources (such as antiretroviral drugs) to assist individuals 

diagnosed with HIV. In such instances, fear of coping with knowledge of one’s HIV 

status may hinder the need to seek testing. 

HIV/AIDS testing needs to be done in a timely manner for it to be effective in 

reducing morbidity and mortality associated with HIV/AIDS (Girardi et al., 2004; Hogg 

et al., 2001; Palella et al., 2003; Sabin et al., 2004). This is because, early testing will 

ensure that an infected individual enters obtains medical care early on thus delaying the 

progression of HIV infection to the clinically symptomatic AIDS (Yeni et al., 2002). 

Additionally, early detection may reduce the likelihood of further spread of infection by 

the decreasing the viral load (Weidle, Holmberg, & DeCock, 1999). Furthermore, 

research has shown that individuals who are tested early on may have a higher probability 

of adopting risk reduction behaviors (Janssen et al., 2001). 

HIV related Knowledge 

HIV related knowledge encompasses a wide array of knowledge areas including 

knowledge of the meaning of HIV, the effect of HIV/AIDS infection on health, 

transmission mechanisms, and treatments available. The main objective of providing this 
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information is to encourage adaptation of behaviors that reduce chances of infection with 

HIV such as consistent condom use, removal of stigma associated with HIV/AIDS 

diagnosis and encouraging people to seek HIV/AIDS testing. The delivery of HIV related 

knowledge to the public mainly occurs through information campaigns.  

Information Campaigns. 

HIV/AIDS information campaigns entail the utilization of mass media to convey 

knowledge and awareness about HIV/AIDS to the general public with the aim of 

facilitating preventive behavior (Frölich & Vazquez‐Alvarez, 2009). Data from 126 

countries shows that mass media has been widely utilized to deliver HIV/AIDS related 

messages with 93% of countries using television, and 85% radio broadcasts (WHO, 

1994). 

Some of the behaviors informational campaigns target  include eliminating the 

myths and misconceptions surrounding HIV/AIDS (such modes of  HIV is transmission 

e.g., kissing, sharing food and coughing), encouraging the use of condoms, limiting the 

number of sexual partners, increasing the age of sexual debut and highlighting the 

dangers of intravenous drug use (especially sharing of needles). Additionally, 

informational campaigns are used to make people aware of availability of VCT services. 

In Kenya, information campaigns have been used successfully to promote condom use. 

Agha (2003) evaluated the effect of a mass media advertising campaign to promote 

condom use in Kenya and found that the campaigns were “associated with higher 

perceptions of personal risk, self-efficacy, condom efficacy, condom availability, risk 

severity and lower levels of embarrassment in purchase of condoms” p. 760.  
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Although there is no agreement on the exact role mass media plays in reducing 

risky sexual behaviors, the importance of informational campaigns cannot be ignored. In 

a study on how information regarding HIV/AIDS was distributed in Australia, Ross and 

Carson (1988) reported that most people obtained information regarding HIV/AIDS from 

mass media (i.e., radio, television and posters), rather than from interpersonal sources 

such as family, friends or health worker. Additionally, a previous study showed that 

informational campaign messages placed in mass media had an effect on safer sex 

intentions, which was independent of interpersonal communication (Agha & Rossem, 

2002). 

HIV related Knowledge and safer sexual behaviors. 

Having correct knowledge regarding HIV/AIDS, including awareness of 

HIV/AIDS as a disease, how HIV is transmitted, and risk factors for infection, has the 

potential to not only reduce people’s engagement in risky sexual behaviors, but also 

increase willingness to getting tested. However, even with correct information, people’s 

innate risk attitudes may influence their behaviors. Engaging in risky or non-risky sexual 

behavior may be based on the ‘immediate’ satisfaction and not the long-term effects of 

such a decision (Levy, 2002).  

Previous research on the relationship between HIV related knowledge and risky 

sexual behaviors has produced mixed results. In a randomized study comparing three 

school-based HIV/AIDS interventions in Kenya, Duflo, Dupas, Kremer, and Sinei (2006) 

found that encouraging students to participate in a debate regarding the role of condoms 

and ways of reducing risk of HIV infection increased practical knowledge and self-
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reported condom use. In another study conducted in South Africa to assess the 

relationship between HIV related knowledge and testing, Haile, Chambers and Garrison, 

(2007) reported a positive association between knowledge of how HIV is transmitted and 

the decision to get tested. On the contrary, in the analysis of the 2003 Kenya 

Demographic Health Survey, Onsomu (2010) reported that high HIV related knowledge 

was not associated with reduced involvement in high risk sexual practices. However, 

Onsomu’s study did not ascertain the relationship between HIV related knowledge and 

HIV testing. 

According to the 2008-2009 Kenya Demographic and Health Survey report, HIV 

related knowledge among Kenyans is quite high. Awareness of HIV/AIDS as a disease 

was reported by 99 % of women and 100 % of men. Furthermore, over 90 % of women 

and men reported knowing that one can reduce the chances of getting HIV by limiting 

sex to one faithful partner and  that abstaining from sex (KNBS & Macro, 2010).  

Although HIV related knowledge has increased in Kenya and other Sub-Saharan 

countries, the translation of this knowledge into safer sexual practices and/or willingness 

to seek HIV/AIDS testing is still not well understood (Kalichman & Rompa, 2000; Li et 

al., 2004; Vaughan, Rogers, Singhal, & Swalehe, 2000). This study will try to ascertain 

whether HIV related knowledge is one of the factors significantly associated with 

individuals’ willingness to seek HIV testing, while controlling for other factors that could 

potentially affect people’s willingness to seek testing such cultural and religious beliefs. 
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Knowing someone infected or who has died from HIV/AIDS 

Knowing someone with a condition that is normally stigmatized in the community 

such as a disability, HIV/AIDS and drug abuse has the potential of changing people’s 

attitudes of such a condition from negative to positive and consequently reduce stigma 

attached to the condition. Evidence from studies involving individuals with disabilities 

shows that direct contact with individuals with disability is a key factor in fostering a 

positive attitude towards them (Murfitt, 2006; Rillotta & Nettelbeck, 2007). This change 

is based on the premise that having a relationship with an individual with a disability will 

enable an individual without the disability gain more knowledge about the disability and 

consequently increase the likelihood that he or she will have positive attitudes toward the 

individual with the disability (McManus, Feyes, & Saucier, 2010). 

In terms of HIV/AIDS, knowing someone who is infected or who has died from 

HIV/AIDS may not only reduce the stigma attached to HIV/AIDS,  but could also be a 

key factor in influencing behavior changes, including the decision to get tested 

(Macintyre, Brown, & Sosler, 2001). Turan et al. (2010) in a study  examining factors 

associated with HIV/AIDS testing among pregnant women attending health services in 

Kenya, found that  the women who knew someone who had HIV/AIDS or who had died 

from the disease were more likely to get tested than those who did not. Similar results 

were reported by Haile, Chambers and Garrison (2007) in a study investigating the 

correlation between HIV and knowledge in South Africa. In addition to knowing 

someone infected or who had died of HIV/AIDS, Turan and colleagues ascertained that 

knowledge of a partner’s HIV status was associated with an individual’s decision to get 
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tested. Furthermore, pregnant women attending antenatal clinical visits were less likely to 

accept to take the HIV/AIDS test if they did not know their husband’s HIV status.  

The ABC Model 

The ABC model where A stands for abstain or delay of sexual activity, B- be 

faithful and C-condom use is one of the strategies that has been utilized in many 

countries to prevent HIV/AIDS (Cohen, Kaleebu, & Coates, 2008; Shelton, Halperin, et 

al., 2004). Much research on the ABC model has centered on Uganda which experienced 

a dramatic decline in prevalence of HIV/AIDS from approximately 15% in the early 

1990s to about 5% in 2001 (see figure 6 below). However, there is no agreement on how 

Uganda achieved such success particularly the role of the ABC model. Some researchers 

contend that the reduction in the HIV prevalence in Uganda was attributed to the 

promotion and practice of each of the ABC behaviors (Green, 2003; Halperin & Epstein, 

2004; Shelton, Halperin, et al., 2004; Stoneburner & Low-Beer, 2004). Other researchers 

have argued that focusing on only a few behaviors is too simplistic, rather a broader set 

of factors including condom promotion, HIV testing, reduction in poverty, gender 

violence and conflict accounted for the decline (Fenton, 2004; Halperin & Allen, 2000; 

Shelton et al., 2004; Wawer et al., 2005). Murphy, Greene, Mihailovic and Olupot-

Olupot (2006), on their part argue that abstaining from sex, being faithful and using 

condoms are outcomes of prevention strategies, not strategies in themselves. In an in-

depth analysis of studies that have investigated the possible reason for the dramatic 

decline of HIV/AIDS in Uganda in the late 1990s, in concert with findings from other 

countries in Sub-Saharan Africa (including Kenya, Addis Ababa, Zambia, and 
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Zimbabwe), Green, Halperin, Nantulya and Hogle (2006) concluded that 

“comprehensive, behavior change-based strategy, ideally involving high-level political 

commitment and a diverse spectrum of community-based participation, may be the most 

effective prevention approach” (p.343).  

Out of the three variables contained in the ABC model, condom use has been both 

the most predominantly applied and studied prevention strategy in most countries in the 

Sub-Saharan region of Africa. Following is a brief look at condom use as a prevention 

strategy against HIV/AIDS infection. 

 
Figure 6: Trends in HIV prevalence among antenatal clinic women in Uganda. Reprinted 

from “Epidemiological Factsheets on HIV/AIDS and sexually transmitted infections: 

Uganda” by UNAIDS, 2004. 

Condom use. 

Condoms are one of the major tools available to effectively prevent the 

transmission of HIV/AIDS and other sexually transmitted diseases. Condoms prevent the 

risk of HIV infection by blocking exchange of the virus (Mann et al., 1987). Evidence 

from research involving discordant couples (that is heterosexual couples where one 
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partner is infected with HIV and the other not) shows that correct and consistent condom 

use significantly reduces the risk of HIV transmission from men to women, and also from 

women to men (Holmes, Levine & Weaver, 2004; Gremy & Beltzer, 2004). In a meta-

analysis of studies that had analyzed the effectiveness of condoms, Hearst and Chen 

(2004) indicated that condoms were approximately 90% effective in preventing HIV 

transmission.  

Condom use has traditionally not been accepted among Kenyans. A formative 

research study carried out by the Population Services International (PSI) Kenya, a social 

marketing organization in 1999 showed that a majority of Kenyans associated condom 

use with immorality (Agha, 2003). This perception was exacerbated by some community 

and church groups who regard the use of condoms as being immoral.  

However, various condom promotion activities sponsored by the Government of 

Kenya in collaboration with different Non-Governmental Agencies have begun to reverse 

this trend although some obstacles still exist. For example, in a research study conducted 

among truck drivers, most drivers indicated that they often used condoms with ladies they 

picked on the way but had sex with “friends” without a condom (Kigondu, Kirumbi, 

Violet, & Mwai, 1995). In another study, the majority of women in focus groups and 

almost all of the men rejected the use of condoms within a marriage or a long term 

relationship where they have not been used before (Bauni & Jarabi, 2000). 

HIV testing has been associated with differential condom use. In a study to 

ascertain predictors of unprotected anal intercourse among gay men conducted San 

Francisco, USA, receipt of a positive HIV serologic result was associated with a greater 
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decrease in unprotected intercourse than negative result (McKusick, Coates, Morin, 

Pollack, & Hoff, 1990). In contrast, a negative HIV test result has been associated with 

increase in risky sexual behaviors including not using condoms during sexual intercourse 

(Sherr et al., 2007). 

HIV situation in Kenya 

HIV Epidemic Evolution 

Since the first case of HIV in Kenya was diagnosed in 1984 (K’Oyugi & Muita, 

2007), the HIV epidemic has evolved through different stages. The first stage was 

marked by a rapid spread of the HIV infection among high risk groups such as 

commercial sex workers and men in mobile occupations (e.g., long‐distance truck 

drivers) (Toroitich-Ruto, 2004). In the second stage, the epidemic spread through the 

general population at a slower rate, leading to 10%-30% infection rate among the adult 

population in Kenya (National AIDS and STDs Control Programme [NASCOP], 1999). 

The third stage was marked by the spread of the HIV infection both to and among the 

youth and young adults (Toroitich-Ruto, 2004). Currently, Kenya appears to be in the 

fourth stage whereby the high infection rates are being observed among the older age 

groups, especially among married individuals (NASCOP, 2009).  

According to the National AIDS and STDs Control Programme (NASCOP), over 

44% of the new infections in Kenya are occurring among married people (NASCOP, 

2009). The current HIV epidemic in Kenya is described as being mixed and 

geographically heterogeneous; that is it bears the characteristics of a generalized 

epidemic within the general population and is concentrated in the most-at-risk population 
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(for example among commercial sex workers and injection drug users) (National AIDS 

Control Council [NACC], 2009)  

HIV prevalence 

The HIV/AIDS epidemic peaked in Kenya in the late 1990s at national adult HIV 

prevalence rate of 14% in 1999. However, some antenatal sites have reported rates 

ranging from 20% to 30% (NACC, 2009). Since then, the national adult HIV prevalence 

has steadily been dropping from 14% in 1999 to approximately 6% in 2008. Even with 

these positive results, the HIV/AIDS situation in Kenya still remains challenging. For 

example after many years of decline, a reversal of the HIV prevalence was reported in 

2007 where HIV/AIDs prevalence increased to 7.4% from 6.7% in 2003.  Furthermore, a 

nationally representative survey of adults ages 15-64 by the National AIDS and STI 

Control Programme (NASCOP) found that over 83% of Kenyans living with AIDS 

remained undiagnosed as of 2007 (NASCOP, 2009). The country thus still faces major 

challenges in the fight against HIV/AIDS epidemic. 

Factors associated with HIV transmission 

In Kenya, more women than men are likely to be infected with HIV/AIDS. 

According to the 2007 Kenya AIDS indicator survey, women in the age group 15-24 

years were four times more likely to be infected with HIV/AIDS than men in the same 

age group (see figure 7) (NASCOP, 2009). In addition to physiological features which 

make the transmission of the HIV virus from the man to the women more efficient than 

vice versa (Mastro & de Vincenzi, 1996), some cultural traditions practiced by some 

ethnic communities in Kenya make women more vulnerable to HIV infection. Examples 
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of such cultural practices include wife inheritance, widow cleansing, child marriages, and 

female genital mutilation. 

Multiple sexual partnerships, especially concurrent relationships which can 

overlap for months or years, is another major risk factor for HIV transmission (Lagarde, 

et al., 2001; Morris, 2002). In Kenya, most of the multiple concurrent relationships occur 

among male seasonal workers who move back and forth between the urban centers and 

their rural homesteads. Various researchers have suggested that it is these male seasonal 

workers who are the cause for a rise in prevalence of HIV/AIDS in rural areas (Karama, 

Yamamoto, Shimada, Orago, & Moji, 2006; NASCOP, 2009). 

 

Figure 7: 2007 HIV Prevalence among 15-24 year olds in Kenya. Reprinted from “Kenya 

AIDS Indicator Survey 2007: Preliminary Report” by National AIDS and STI Control 

Programme (NASCOP), 2009. 

Government response 

The Government of Kenya’s response to the HIV epidemic officially began in 

1987, with the formation of the AIDS Control Committee under the Ministry of Health. 

The AIDS Control Committee was charged with the responsibility of developing a 

strategic plan on AIDS control. The committee developed two 5-year strategic plans, one 
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covering the period 1987 to 1991 and another covering the period 1992 to 1997. The 

development of a national policy on HIV began in 1996 with the formation of nine 

technical subcommittees to collect expert information.  Based on the information 

collected by these subcommittees, a draft national policy on HIV was submitted to 

parliament and approved as Sessional Paper No. 4 of 1997 on AIDS in Kenya. The goal 

of the policy paper was to provide a policy framework within which HIV/AIDS 

prevention and control efforts were to be undertaken in Kenya over the next 15 years and 

beyond.  

In 1999, HIV/AIDS was declared a national disaster and shortly thereafter the 

National AIDS Control Council (NACC) was established to coordinate a multi-sector 

national response to the HIV/AIDS epidemic. The multi-sector approach entailed the 

creation of various programs charged with the responsibility of addressing HIV/AIDS 

related issues at different levels. These programs include AIDS control units (ACUs) at 

the various government ministries, the constituency AIDS control committees (CACCs) 

and district technical committees (DTCs). 

In addition to policy frameworks, the Kenya government in conjunction with 

development partners has continued to support programs aimed at preventing HIV/AIDS 

transmission, most notably HIV/AIDS testing.  In addition to identifying voluntary 

counseling and testing as a major tool for HIV/AIDS control in the Sessional Paper No. 4 

of 1997 on AIDS in Kenya, in 2000, the government committed to have at least five VCT 

sites in all the 70 districts of Kenya by 2004 (NASCOP, 2003). This commitment, in 

conjunction with the introduction of rapid HIV testing technology which made it easier 
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for lay counselors to conduct HIV testing is credited with the dramatic increase of VCT 

from three sites in 2000 to over 680 registered sites in 2005 (Marum et al., 2006; 

NASCOP, 2005). However, even with such a rise, access to testing in rural areas remains 

limited, with over 75% of persons receiving VCT nationwide being served in urban and 

peri-urban areas (Marum et al., 2006). 

Summary 

This review of literature has provided an important base of HIV/AIDS factors 

associated with its transmission and current programs aimed at curbing the disease, with 

an emphasize to Kenya. It has highlighted the successes and problems such of such 

efforts, particularly HIV/AIDS testing. While there is a plethora of research on factors 

associated with HIV/AIDS in the specific groups (such as women and sex workers), there 

is shortage of research involving the entire population. More research thus needs to be 

undertaken to understand the social and cognitive factors associated with HIV/AIDS 

testing in the entire population because the effects of HIV are not only felt by the wider 

community, but an individual’s decisions regarding HIV testing is influenced, to a large 

extent,  by broader community interactions. 
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CHAPTER 3 

METHODOLOGY 

This chapter provides a description of the research design used to investigate the 

relationship between social and cognitive factors (including HIV related stigma and HIV 

related knowledge) and HIV test uptake in a nationally representative sample of Kenya. 

This study is guided by the Information-Motivation-Behavioral Skill Model (IMB) and 

utilizes the item response theory (IRT) to obtain a joint measure of HIV related 

knowledge (one of the two main independent variables). The chapter begins with an 

overview of the Information-Motivation-Behavioral Skill Model (IMB) and the Item 

Response Theory (IRT). This is followed by a description of the dataset used, study 

participants and data collection. Finally, descriptions of variables to be used and data 

analysis to be performed are provided.  

Theoretical Framework 

Information-Motivation-Behavioral Skill Model 

The Information-Motivation-Behavioral Skill Model (IMB) is a conceptualization 

of psychological determinants of behaviors that could potentially impair or improve 

health status (Fisher & Fisher, 1992, 2000; Fisher & Fisher, 1993; Fisher, Williams, 

Fisher, & Malloy, 1999). Initially developed to provide an account of HIV risk and 

preventive behavior (Fisher & Fisher, 1992; Fisher & Fisher, 1993), the IMB model has 

been widely used to understand the risk and prevention of HIV on different populations 

including adolescents (Fisher, et al., 1999; Lemieux, Fisher, & Pratto, 2008), truck 

drivers (Cornman, Schmiege, Bryan, Benziger, & Fisher, 2007), injection drug users 
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(Bryan, Fisher, Fisher, & Murray, 2000), and college students (Fisher, Fisher, Williams, 

& Malloy, 1994; Fisher, Misovich, Kimble, Fisher, & Malloy, 1996). 

According to the IMB model, avoidance of risk related to a certain disease (e.g., 

HIV) is based on the following factors:  risk-reduction information, motivation, and 

behavioral skills. Thus in HIV prevention, the initial prerequisite step is the provision of 

information regarding HIV. Such information may include the effects of HIV on health, 

transmission mechanisms, prevention and treatments available. Next, to ensure that 

individuals engage in preventive behaviors, they need to be motivated. Motivation can 

either be personal (that is favorable attitudes toward performance of HIV preventive acts) 

or social (that is perceived social support for performing these acts). Additionally, 

motivation determines whether individuals who have the information are inclined to act 

on what they know concerning HIV prevention. Lastly, behavioral skills are needed to 

perform the specific preventive acts. Behavioral skills will determine whether individuals 

with the necessary information are capable of performing HIV preventive behaviors.  

In summary, the IMB model is centered on the information (the ‘what’), the 

motivation (the ‘why’), and behavioral skills (the ‘how’) that can be used to target risky 

behavior. Thus in HIV/AIDS prevention, it is assumed that an individual who is well 

informed about HIV/AIDS (information), is not be hindered by HIV related stigma 

(motivation) and is more likely to find his/her HIV/AIDS status (behavior).   

In addition to the above factors, the IMB model assumes that information and 

motivation are independent constructs; that is, individuals who are informed are not 

necessarily motivated to practice prevention, and motivated individuals may not be 
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necessarily informed about prevention. The main objective of this study was to measure 

this construct in the Kenyan population. The study will evaluate whether there is a 

relationship between willingness of an individual to seek HIV testing and both HIV 

related knowledge (information) and HIV related stigma (motivation). Thus, individuals 

with high level of HIV stigma were assumed to lack motivation to practice preventive 

behaviors whereas those with low levels of HIV related stigma were assumed to be 

motivated to practice preventive behavior including being tested for HIV/AIDS. 

Utilizing the IMB model of preventive behavior, HIV prevention information 

(knowledge), and motivation (that is attitudes and beliefs, including HIV related stigma) 

are expected to be critical in influencing people’s decisions to seek HIV testing 

(behavior) (Kalichman & Simbayi, 200). See figure 8 below. Thus, individuals who are 

knowledgeable and motivated were expected to be more likely to seek HIV testing, while 

individuals with misinformation about HIV/AIDS and HIV/AIDS stigmatizing beliefs 

were expected to be less likely to seek HIV/AIDS test (Fullilove & Fullilove, 1999; 

Herek, Capitanio, & Widaman, 2003; Kalichman & Simbayi, 2003b). 

 

Figure 8: Information-Motivation-Behavioral Skill Model (IMB) 
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Item Response Theory (IRT) 

HIV related knowledge was measured using a variety of variables aimed at 

capturing a wide array of HIV related knowledge areas including knowledge of the 

meaning of HIV, beliefs related to HIV and HIV transmission mechanisms. Examples of 

items used to measure HIV related knowledge include: “Can people reduce their chance 

of getting the AIDS virus by having just one uninfected sex partner who has no other sex 

partners?”; “Can people get the AIDS virus from mosquito bites?”; and “Can the virus 

that causes AIDS be transmitted from a mother to her baby during pregnancy?” (See 

appendix B for a complete items list).  

The correct evaluation of HIV related knowledge requires one to account for the 

various aspects related to HIV/AIDS (e.g., sexual behavior, prevention and 

misperceptions). Furthermore, some of the questions may be relatively common and 

hence easier to answer than others. Therefore, to obtain a joint measure of knowledge, a 

tool is required that will account for the various aspects of HIV/AIDS knowledge, while 

considering the relative degrees of difficulty and discrimination of the items. The Item 

response theory (IRT) which is “a statistical summary tool that transforms a finite 

number of dichotomous or polychromous answers into a single measure” (Frölich & 

Vazquez-Alvarez, 2008, p. 15) was thus selected. IRT allows each of the items to enter 

with a fair weight.  

The major assumptions of IRT are unidimensionality, latent trait and item 

characteristic curve. Following is a brief description of each of these assumptions.  
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(a) Unidimensionality: IRT models are traditionally based on the assumption of 

unidimensionality that is all items in a test measure the same latent trait. Given that it is 

impractical for a scale composed of a number of items to be perfectly unidimensional, 

various researchers have assessed the impact of violations of the unidimensionality 

assumption (e.g., Drasgow & Parsons, 1983; Henning, Hudson, & Turner, 1985). Results 

from these studies have shown that IRT models are sufficiently robust to the assumption 

of unidimensionality such that the item pool is dominated by a single latent trait (Harvey 

& Hammer, 1999). For example, Henning et al. (1985) reported that “IRT was 

sufficiently robust with regard to the assumption of unidimensionality to permit 

applications to the development and analysis of language tests” (p. 152).  

(b) Latent trait: IRT assumes that each individual answering the items possesses a 

certain amount of underlying ability, which can be measured by a numerical value (score) 

denoted by θ. This ability (θ) is measured using an arbitrary scale that ranges from 

negative infinity to positive infinity with an arbitrary midpoint of zero, and a unit of 

measurement equal to one (Baker & Kim, 2001). Furthermore, θ is usually scaled to have 

a mean of zero and a standard deviation of one (Fraley, Waller, & Brennan, 2000). The 

observed response to a test item is assumed to be a joint action of θ and characteristics of 

the item question (e.g., difficulty and discrimination). Hence at each level of ability, each 

individual taking the test has a certain probability P (θ) of getting a correct answer. In a 

typical test item, this probability will be small for those individuals with low ability and 

higher for those with high ability.  
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(c) Item Characteristic curve: The relationship between an individual’s ability and 

probability of a correct response is given by the item characteristic curve. The item 

characteristic curve is a two-dimensional scatter plot of ability (θ) by item-response 

probability (P (θ)). The plot represents the probability of endorsing an item as a function 

of the underlying trait. Essentially, IRT equates an individual’s ability with the difficulty 

of the test item. The parameters of the item characteristic curve are: (a) the item 

discrimination or slope parameter which changes as a function of ability level and 

reaches a maximum value when the ability level equals the item difficulty and (b) the 

location parameter or difficulty parameter which is the point at where the predicted 

probability P (θ) equals 0.5.  

 

Figure 9: A Typical Item Characteristic Curve 

In all unidimensional IRT models, the primary assumption is that a single 

underlying latent trait (θ) is the causal determinant of the observed responses to each of 

the test items. There are three major models of IRT: 1-parameter logistic model, 2-
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parameter logistic model and 3-parameter logistic model. The models differ by the 

number of parameters required for the response to each test item. The 1-parameter 

logistic or Rasch model assumes that a single item parameter is required to represent the 

item response process. This item parameter is termed difficulty (denoted by b). The 2-

parameter model adds a parameter referred to as discrimination (denoted by a) while the 

3-parameter model adds the possibility of guessing (denoted by c) into the 2- parameter 

model. 

Since the questions asked in this study were relatively easy and straight forward, 

the chances for guessing are minimal; the 2-parameter logistic model which takes into 

consideration the items difficulty and discrimination was utilized. The equation for the 

two-parameter logistic model is given by: 

 

θ is the ability score 

P (θ) is the probability a correct answer to an item 

b is the difficulty parameter. An item is considered to be difficult if a high level of ability 

or knowledge is required to answer it correctly. On the ability scale, item difficulty is the 

point at which the probability of correct response to the item is 0.5. 

a is the discrimination parameter. It shows the degree to which the item discriminates 

between persons. That is individuals with low ability will have a lower chance of 

correctly responding than persons of higher ability and  

L = a (θ-b) is the logistic deviate (logit). 
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Study Design 

This study utilizes a descriptive study design to determine the social and cognitive 

factors related to HIV test uptake in the general population of Kenya using data from the 

2008/2009 Kenya Demographic and Health Survey (KDHS). Specifically, the study 

design was utilized to answer the following research questions: 

1. What is the difference in HIV testing among men and women in a nationally 

representative sample of the general population in Kenya?  

a. What is the difference in previous HIV testing status, pathways to testing 

for those previously tested and willingness to take the HIV/AIDS test for 

those not previously tested? 

b. Among those previously tested for HIV/AIDS, what is the difference 

between men and women on place where last test was taken, whether or 

not the individual obtained test results and the time since last test was 

taken?  

c. Among those not previously tested, what is the difference between men 

and women on knowledge of HIV/AIDS testing sites? 

2. What is the difference in HIV related knowledge between men and women in a 

nationally representative sample of the general population in Kenya? 

a. What is the difference in level of HIV related knowledge (using the Item 

Response Theory method) between men and women in the study?  

b. What is the difference in HIV related knowledge between men and women 

across the different demographic and psychosocial factors? 
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3. What is the difference in HIV related stigma between men and women in a 

nationally representative sample of the general population in Kenya? 

a. What is the difference in level of HIV related stigma (using an HIV 

related stigma scale) between men and women in the study?  

b. What is the difference in HIV related stigma between men and women 

across different demographic and psychosocial factors?” 

4. What is the relationship between demographic, cognitive and psychosocial factors 

and HIV test uptake in a nationally representative sample of the general 

population in Kenya? 

a. What is the difference in HIV test uptake between men and women across 

different demographic and psychosocial factors?  

b. What is the bivariate association between HIV test uptake and the 

individual predictor and covariate variables? 

c. What are the social and cognitive factors associated with HIV test uptake 

in a nationally representative sample of men and women in Kenya?   

Dataset 

This study utilized data from the 2008/2009 Kenya Demographic and Health 

Surveys (KDHS). This is a restricted dataset that is available upon request from the 

Monitoring and Evaluation to Assess and Use Results Demographic and Health Surveys 

(MEASURE DHS). Details of the design and data collection methods used in the Kenya 

Demographic and Health Surveys have been published previously (KNB & ICF Macro, 

2010).  Briefly, the Kenya Demographic and Health Survey (KDHS) is one of the 
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projects initiated by the United States Agency for International Development (USAID) to 

provide data and analysis on the population, health, and nutrition of women and children 

in developing countries. 

KDHS is a cross-sectional representative survey designed to obtain national and 

sub-national data on key health related indicators including fertility, family planning, 

reproductive and child health, and women’s status, as well as knowledge, attitudes, and 

behaviors related to HIV/AIDS. The survey also contained data on many socioeconomic 

and demographic characteristics of the households and individual respondents. The 

following data were utilized for this study: socioeconomic and demographic 

characteristics of the households and individual surveyed, knowledge, attitudes, and 

behaviors related to HIV/AIDS. 

Participants 

The Kenya Demographic Health Survey is a household-based survey; participants 

were thus drawn from the population residing in households in the country. Participant 

selection was based on the multistage cluster sampling method, whereby a series of 

simple random samples are taken in stages. Additionally, differential sampling was 

undertaken to allow for separate estimates for key indicators for each of the eight 

provinces, as well as for urban and rural areas.  For example, the urban areas were 

deliberately oversampled to get enough cases for analysis (for details on sampling 

procedure, see Aliaga & Ren, 2006). 

In the case of KDHS, samples were chosen in two selection stages. In the first 

stage, a random sample of clusters (data collection points) was obtained from the national 
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master sample frame. The national master frame was developed from the 1999 population 

and housing census and updated to provide a more accurate representation of the Kenyan 

population for the purpose of households’ selection. A total of 400 clusters—133 urban 

and 267 rural—were selected from the master frame. In the second stage, a systematic 

sampling of households was done leading to a representative sample of 10,000 

households being selected. From the selected households, a total of 3,465 men and 8,444 

women were interviewed between November 2008 and February 2009. 

Eligibility criteria included being a woman age 15-49 years who is either a usual 

resident or visitor present in the sampled household on the night before the survey was 

conducted. In addition, in every second household selected for the survey, all men age 

15-54 years were eligible to be interviewed. 

Measurement/Data collection 

Data for this cross sectional survey was collected using three questionnaires: 

household, women’s and men’s questionnaires stored in separate datasets: individual 

recode data (female dataset), and male recode data (male dataset). The women’s 

questionnaire contains information on background characteristics, reproductive history, 

sexual behavior, contraception, antenatal, delivery, and postpartum care, breastfeeding 

and nutrition, children's health, status of women, HIV/AIDS and other sexually 

transmitted infections, and husband's background. The men’s questionnaire contained 

similar information as the females except the men were not asked questions regarding 

reproductive history, maternal and child health and nutrition.  
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For this study, only parts of the questionnaire relating to background information, 

sexual behavior, HIV/AIDS and other sexually transmitted infections was utilized. The 

same questions were asked to men and women for the variables evaluated except for the 

following: (a) Only women were asked questions regarding condom advertisement. 

Additionally, information regarding domestic violence was collected from a sample of 

women. (b) Only men were asked questions regarding their view on contraception use by 

women. Additionally, questions regarding a husband’s right to be angry, refuse financial 

support, force to have unwanted sex and have sex with other women were asked to men 

only. The study was reviewed and approved by the Human Subjects Review Committee 

of the University of Arizona. 

Variables 

The main outcome measure (dependent variable) for this study was HIV test 

uptake. Two main independent (predictor) variables, HIV related knowledge and HIV 

related stigma were evaluated. Additionally,  other potential confounding factors such as 

age, marital status, ethnicity, religion, education, wealth, sexual behaviors, knowledge of 

someone infected with or died from HIV/AIDS and perceived susceptibility of 

contracting HIV were assessed.  

Dependent Variable 

HIV test uptake was defined as an individual’s acceptance or willingness to find out 

his/her HIV status. Given that the main objective of this study was to determine the 

factors associated with HIV test uptake, individuals who took the HIV test only because 

they were required to do so were excluded. Based on this criteria, HIV test uptake was 
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assessed using (a) the different pathways to testing for those individuals previously tested 

(i.e., volunteered to be tested or test was offered and accepted), and (b) willingness to 

seek testing for those who have never been tested.  

The following questions were utilized to construct the dependent variable (see table 1 

for coding and location in dataset): 

a) “Have you ever been tested for AIDS?” This is a Yes/No question which was 

asked to both men and women.  

b) For individuals previously tested, that is those answering “Yes” to question (a) 

above, the pathways to testing was assessed using the question: “The last time you 

were tested: (i) did you ask for the test, (ii) was it offered to you and you 

accepted, or (iii) was it required?” The individuals who were tested because the 

test was required were eliminated from the study.  

c) For the individuals who have never been tested for HIV/AIDS, that is those 

answering “No” to question (a), willingness to seek testing was assessed using the 

question: “Would you want to be tested for the AIDS virus?” Individuals had the 

option of choosing “Yes”, “No” or “Don’t Know” response to this question.  

The dependent variable was thus be described and coded as follows:  

0- Never tested: doesn’t know or not willing to be tested 

1- Never tested: willing to be tested 

2- Previously tested: offered and accepted the test 

3- Previously tested: asked for the test 

  



79 

 

Table 1 

Dependent Variable Questions, Coding, and Location in KDHS Dataset 

Question Male Female Variable 

location 

Comment 

1. Have you ever 

been tested for 

AIDS? 

0= No 

1=Yes 

0= No 

1=Yes 

Individual 

recode (females) 

and male recodes 

Asked to all 

respondents 

 

2. The last time 

you were tested, 

did you ask for the 

test, was it offered 

to you and you 

accepted, or was it 

required? 

1= Asked for 

the test 

2= Offered &  

accepted 

3= Required 

 

 

1= Asked for 

the test 

2= Offered &  

accepted 

3= Required 

 

 

Individual 

recode (females) 

and male recodes 

Asked by 

individuals 

answering 

Yes to Q1. 

3. Would you want 

to be tested for the 

AIDS virus? 

0= No 

1= Yes 

8= Don’t 

know 

0= No 

1= Yes 

8= Don’t 

know 

Individual 

recode (females) 

and male recodes 

Asked by 

individuals 

answering 

No to Q1 

 

Independent Variables 

Two main independent variables (HIV related knowledge and HIV related stigma) 

and other potential confounders that previous studies have shown to influence people’s 

decision to seek HIV testing were assessed.  These potential confounders include age, 

marital status, education, region of residence, ethnicity, religion, wealth, insurance 

coverage, media exposure, sexual behaviors, justification of wife beating, view regarding 

children being taught about condoms, keeping a family members tuberculosis infection a 

secret, knowledge of someone infected with or died from HIV/AIDS, perceived 

susceptibility of contracting HIV, women’s view of condom advertisement, men’s view 

on contraception and a husband’s rights. 
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HIV related Knowledge.  

HIV related knowledge was assessed using items that reflect a broad spectrum of 

knowledge surrounding HIVIAIDS including (a) knowledge of HIV/AIDS as a disease, 

(b) knowledge of ways to avoid contracting the disease, (c) beliefs and misconceptions 

regarding HIV/AIDS, and (d) knowledge of transmission mechanisms including mother 

to child transmission. The variables utilized to measure HIV related knowledge were 

derived from the Measures DHS survey indicator survey database (Measure & ICF, nd)  

and past literature that utilized demographic health survey data to measure HIV related 

knowledge (Frölich & Vazquez‐Alvarez, 2009). Examples of questions used to assess 

HIV related knowledge include: “Can people reduce their chance of getting the AIDS 

virus by having just one uninfected sex partner who has no other sex partners?” “Can 

people get the AIDS virus from mosquito bites?” “Can the virus that causes AIDS be 

transmitted from a mother to her baby during pregnancy?” “Can you reduce risk of being 

infected by having sex only with one faithful, uninfected partner?” Respondents gave 

“yes” (coded as 1) or “no” (coded as 0) to the questions. (See Appendix B for a complete 

list of HIV related knowledge variables used).  

The item response theory (IRT) was utilized to combine the various items for 

measuring HIV related knowledge into a single score. Item response theory is a statistical 

summary tool which is utilized to transform a finite number of dichotomous or 

polychromous answers into a single measure (Frölich & Vazquez‐Alvarez, 2009). IRT 

was chosen because of its advantages over classical models. For example, one of the 

main limitations of traditional assessment frameworks is an assumption that measurement 
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precision is constant across the entire trait range, thus the average is assumed to be a 

sufficient estimate of an individual’s true score. On the contrary, IRT utilizes the pattern 

of responses from a person since two people who obtain the same mean score on a test 

may differ greatly if they endorse different items (Warne, McKyer, & Smith, 2012). 

Additionally, IRT is a model-based approach to psychological assessment which 

characterizes the relation between a latent trait and an observable manifestation of the 

trait. For this study, the two-parameter logistic model which takes into account the 

relative difference of each of the binary components with regards to difficulty and 

discrimination was utilized. 

HIV related Stigma. 

HIV/AIDS stigma is marked by a variety of factors including (a) support of 

coercive policies regarding HIV/AIDS, (b) placing blame and responsibility for acquiring 

HIV/AIDS on the victim, (c) expressing negative feelings toward individuals infected 

with HIV/AIDS, (d) avoiding/being uncomfortable with HIV/AIDS related issues 

including individuals infected with HIV and (e) being secretive and denial (Hamra, et al., 

2005; Hamra, Ross, Orrs, & D'Agostino, 2006; Herek, Capitanio, & Widaman, 2003; 

Nyblade, Stangl, Weiss, & Ashburn, 2009; Rankin, Brennan, Schell, Laviwa, & Rankin, 

2005).  

However, due to the nature of the data used, only a subset of stigma could be 

evaluated (i.e., accepting perceptions). The items utilized to build the HIV related stigma 

scale were selected based on criteria suggested by the Measures DHS indicator survey 

database (Measure DHS & ICF Macro, nd). Some items in this questionnaire that have 
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previously been included in the HIV related stigma scale i.e., “Should children age 12-14 

years be taught about using condoms to avoid getting AIDS?” and “Have you ever talked 

with (your wife/the woman you are with) about ways to prevent getting the virus that 

causes AIDS?” (Herek et al., 2002), were assessed independently in the model ensure 

consistency in the measurement of HIV related stigma and avoid possible confounding.  

The following questions were utilized to build the HIV related stigma scale: 

1) Would you be willing to care for a family member who became sick with the AIDS 

virus?   

2) Would you buy fresh vegetables from a vendor whom you knew was HIV positive? 

3) Should a female teacher who is HIV positive but not sick be allowed to continue 

teaching in school? 

4) If a member of your family became infected with the AIDS virus, would you want it 

to remain a secret?  

The participants gave “Yes”, “No” or “Don’t Know” responses. A composite index of 

these four survey items was constructed as follows: The most accepting response (i.e., a 

“yes” response to questions 1 through 3) was assigned a value of 0, “don’t know” (to all 

the questions) a value of 1, and the least accepting (a “no” response to questions 1 

through 3) was assigned a value of 2. For question 4, the coding was reversed such that 

individuals who indicated that they would want to keep AIDS infection a secret (i.e., a 

“yes” response to question 4), were assigned a value of 1, while those who were open to 

sharing the AIDS infection of a family member were assigned a value of 0. The rationale 

for this reversal is based on the fact that the question was intended to assess individuals’ 
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attitude when confronted with an AIDS diagnosis in the family. Therefore accepting 

individuals would be those who express an open and positive attitude toward HIV in the 

family, hence willing to share that a family member was HIV positive. 

 An additive summary stigma score was computed by adding all values from the four 

questions, leading to a total of nine combinations ranging from zero to eight.  A score of 

zero represents individuals who were the most accepting (or least stigmatizing) and eight 

the least accepting (or most stigmatizing). Based on the distribution of individuals on the 

HIV/AIDS stigma scale (see table 2), four different levels of stigmatizing perceptions 

were created as follows: no stigma (score=0); low stigma (score=1 and 2); medium 

stigma (score=3, 4 and 5) and high stigma (score= 6, 7 and 8). The dependent variable 

was thus described as follows: 0= no stigma, 1= low stigma, 2= medium stigma and 3= 

high stigma. The Cronbach’s alpha for this scale was 0.7 indicating that the items had 

relatively high internal consistency.  

Other potential confounding variables. 

In addition to the above two main independent variables, other variables that have 

previously been shown to influence HIV/AIDS testing were included in the analysis. 

These variables include social demographic variables (such as age, marital status, 

ethnicity, religion, education and wealth), sexual behaviors, condom use, women 

empowerment; knowledge of someone infected with or died from HIV/AIDS and 

perceived susceptibility of contracting HIV. Some variables that had not previously been 

evaluated but were thought to have a potential of influencing HIV test uptake were also 
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included. These variables were study participants view on wife beating and men’s views 

on contraception. 

Table 2 

Distribution of Individuals Based on HIV related Stigma Score 

 
 

Statistical analysis 

The complex survey functions of Stata SE/11 (Stata Corporation, 2009), which 

incorporate weighting, clustering and stratification of data, were utilized for all the 

analyses. This function was chosen because the data used for this study (i.e., KDHS) 

utilized complex survey design in study participant selection. Participant selection was 

done with unequal probability to expand the number of cases available for certain areas 

(i.e., under sampling in the North Eastern province and oversampling of urban areas). 

Weighting was thus necessary to ensure proper representation. This was done by dividing 

the sampling weights by 1,000,000 as recommended by the Demographic Health Survey 
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(DHS, n.d). Additionally, since the sample collection procedure involved two-stage 

cluster sampling, data was weighted for the stratum and the clusters (PSU) to ensure the 

findings were representative and to avoid underestimating the standard errors. Therefore, 

to account for weighting, clustering (PSU) and stratification in the dataset, the survey 

design variables in the KDHS 2008/2009 were set using the ‘svyset’ command in stata 

(Levy & Lemeshow, 1999; StataCorp, 2009). In the analysis, a series of survey 

commands that have prefix “svy”, which are supported by Stata SE/11, were utilized 

(StataCorp, 2009). 

Men and women were analyzed separately because gender differences in sexual 

practices, awareness and attitudes are likely to exist. A combined model (that includes 

both men and women) was also constructed to determine the effect of gender differences 

on the association between HIV test uptake and the various demographic (such as age, 

marital status, ethnicity, religion, education and wealth) and psychosocial factors (such as 

HIV related knowledge, knowledge of someone infected by HIV and sexual behavior). 

Statistical analyses performed include: bivariate, univariate and multivariate 

analyses. Descriptive analysis was first performed to provide the distribution of the 

demographic and psychosocial factors. After which bivariate associations were conducted 

using weighted cross tabulations and chi-square tests to answer the study research 

questions 1, 2 and 3. Research question 4 was answered using univariate multinomial 

logistic regression analysis, and multinomial logistic regression analyses. 

Multinomial Logistic Regression was chosen because the analysis is well suited 

for describing and testing hypotheses about relationships between a categorical dependent 
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variable (HIV test uptake) and one or more categorical or continuous explanatory 

variables. In this study, multinomial logistic regression was deemed to be the best 

procedure for the following reasons: Firstly, multinomial logistic regression provides an 

effective and reliable way to obtain the estimated probability of belonging to a specific 

population (for example not tested but willing to take the test) and the estimate of odds 

ratio of the individual’s characteristic on HIV test uptake (Peng, Manz, & Keck, 2001; 

Peng, Lee, & Ingersoll, 2002; Scott, Mason, & Chapman, 1999).  Secondly, multinomial 

logistic regression would make it possible to obtain estimates of the net effects of a set of 

explanatory variables on the dependent variable (Morgan & Teachman, 1988).  A 

summary of the analyses performed and research questions they were utilized to answer 

are provided below.  

Research Question 1: “What is the difference in HIV testing characteristics 

among men and women in a nationally representative sample of the general population in 

Kenya?” Bivariate analyses were performed to ascertain the difference between men and 

women on the following factors related to HIV testing: (a) HIV testing status, pathways 

to testing for those previously tested and willingness to take the HIV/AIDS test for those 

not previously tested (b) Among those previously tested, place where last test was taken, 

whether or not obtained the individual obtained result and the time since last test was 

taken and (c) For those not previously tested, knowledge of testing site. 

Research Question 2: “What is the difference in HIV related knowledge between 

men and women in a nationally representative sample of the general population in 

Kenya?” The item response theory method was utilized to combine the various variables 
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measuring HIV related knowledge into one score. Bivariate associations were then 

utilized to ascertain the difference in HIV related knowledge between men and women 

and the relationship between HIV related knowledge and select demographic and 

psychosocial factors. 

Research Question 3: “What is the difference in HIV related stigma between men 

and women in a nationally representative sample of the general population in Kenya?” 

An HIV related stigma scale was constructed as described above (see independent 

variables section). Bivariate associations were then utilized to ascertain the difference in 

HIV related stigma between men and women and the relationship between HIV related 

stigma and select demographic and psychosocial factors. 

Research Question 4: “What is the effect of demographic (e.g., ethnicity and 

wealth), cognitive (HIV related knowledge) and psychosocial factors (HIV -related 

stigma and sexual behavior) on HIV test uptake among Kenyans?”  Bivariate associations 

were utilized to ascertain the association between HIV test uptake and demographic, 

cognitive and psychosocial factors. Univariate multinomial regression was then utilized 

to explore unadjusted association between the main outcome measure (HIV test uptake) 

and the individual predictors and covariates variables. The unadjusted odds ratios (ORs) 

and 95% CIs for predictor variables with HIV test uptake were reported. Finally, a 

weighted multinomial logistic regression analysis was conducted to determine the factors 

associated with HIV test uptake. The adjusted odds ratios (ORs) and 95% CIs for 

predictor variables and HIV test uptake are reported. 
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The selection of variables to include in the final multivariate model was done 

according to the procedure outlined by Hosmer and Lemeshow (2000) as follows: First, 

variables that were intuitively and theoretically relevant to HIV testing were identified.  

Secondly, the univariate and bivariate associations were examined to identify variables 

that had significant associations and had sufficient respondents for analysis to be 

undertaken with significance set at p<0.25. A crude multinomial logistic regression 

analysis was conducted with all variables being examined as potential confounders. A 

Wald test from the crude multinomial logistic regression analysis was undertaken, with 

the variables with significance set p<0.1. If a variable was not significant and still 

considered the variable to be crucial, the variable was added into the model as a 

confounder. 

Statistical analyses for combining items measuring HIV related knowledge into a 

single score utilized JMP software (SAS Institute, 2010). All the other analyses were 

conducted using STATA 11/SE (Stata Corporation, 2009) software. 
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CHAPTER 4 

RESULTS 

The results of the various statistical analyses performed will be presented in this 

chapter. The results will be presented in the order questions were asked starting with 

descriptive statistics. 

Descriptive Statistics  

To assess factors associated with HIV test uptake in Kenya, this study utilized 

data from the 2008/2009 Kenya Demographic and Health Survey (KDHS), a nationally 

representative survey of women (age 15-49) and men (age 15-54). Among women, out of 

the 8,767 who were found eligible, 8,444 were interviewed yielding a response rate of 

96% (KNBS & Macro, 2010). For men, out of the 3,910 who were eligible,  3,465 were 

interviewed yielding a response rate  of 89% (KNBS & Macro, 2010). To evaluate HIV 

test uptake, 6,070 women and 3,280 men were retained for analysis (Figure 10). In all the 

analyses, a weighted sample was used to ensure the findings were representative and 

avoid underestimating the standard errors.  

Table 6 provides the demographic and psychosocial differences between men and 

women in the study. There were statistically significant differences (at p<0.05) between 

men and women in age, marital status, education attainment, religious affiliation, 

insurance coverage, media exposure, acceptance to children being taught about condoms, 

age of first sexual intercourse, engagement in extramarital affair, acceptance of wife 

beating, keeping a secret a family member’s infection with tuberculosis (TB) and 

perceived chance of infection with HIV/AIDS. 
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Note: 
1
Dependent variable = HIV test uptake 

Figure10: Sample flow chart 

A majority of the study participants resided in the rural areas (73.9% of men and 

74.4% of women), were either Roman Catholics or Protestants (88.7% of men and 89.6% 

of women) and had no insurance coverage (93.0% of men and 91.7% of women). More 

women than men  (a) had no education (7.5% vs. 4.1%), (b) had low media exposure 

(i.e., never watched TV (53.7% vs. 31.6%), read newspapers ( 56.0% vs. 31.3%) nor 

1 
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listened to radio (13.9% vs. 5.0%)), (c) had their first sexual intercourse after marriage 

(9.3% vs. 1.9%), (d) were acceptable to a wife being beaten for refusing to have sex with 

her husband (22.7% vs. 13.5%) or arguing with her husband (30.9% vs. 13.5%), (e) 

would keep a family member’s tuberculosis infection a secret (21.8% vs. 10.6%) and (f) 

described their perceived chance of being infected with HIV/AIDS as either small or 

none (51.2% vs. 38.5%). Conversely, more men than women (a) had never been married 

(44% vs. 31.2%), (b) had insurance coverage (11.5% vs. 7.0%), (c) were acceptable to 

children being taught about condoms (69.5% vs. 60.6%), and (d) reported having had an 

extramarital affair in the past 12 months (23.7% vs. 12.9%). 

Research Question 1: What is the difference in HIV testing among men and women 

in a nationally representative sample of the general population in Kenya? 

Statistically significant differences, at p<0.05, between men and women were 

found on the various aspects of HIV testing including previous testing history and HIV 

test uptake. Following are the results from specific sub-questions asked. 

Research Question 1 (a): “What is the difference in previous HIV testing status, 

pathways for testing for those previously tested and willingness to take the HIV/AIDS 

test for those not previously tested?” Table 7 provides the previous HIV testing status, 

pathways for testing and willingness to take the HIV/AIDS test. There were significant 

differences between men and women in previous HIV testing status (p<0.01) with more 

women than men reporting a previously HIV/AIDS test (59.0% vs. 41.9%).  

 Similarly, there were significant differences between men and women on 

pathways to HIV testing (p<0.01) among those previously tested for HIV/AIDS. More 
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women than men accepted to be tested when the test was offered (14.7% vs. 10.7%). 

However, more men than women requested to be tested (26.8% vs. 24.8%). Additionally, 

more women than men were tested because the test was required (8.6% vs. 4.4%). The 

individuals who were tested because the test was required were eliminated in the final 

analyses. For those who had never been tested for HIV/AIDS, more men than women 

were willing to be tested (44.8% vs. 36.3%), conversely, more women than men were 

either unwilling or did not know whether they wanted to be tested (15.7% vs. 13.2%). 

Research Question 1 (b): “Among those previously tested for HIV/AIDS, what is 

the difference between in men and women on place where last test was taken, whether or 

not obtained the individual obtained result and the time since last test was taken?” Table 

8 provides the differences in men and women on the various testing parameters for those 

previously tested. Whereas 74.5 % of women who were tested because the HIV test was 

required did so in a government of public health facilities, only 44.7% of similar men had 

the test taken in a government or public health facilities. More men than women got 

tested from voluntary counseling testing (VCT) facilities (31.5% vs. 24.2%), while more 

women than men who requested to be tested obtained their test results (99% vs. 97.6%). 

Over half of the individuals who had been previously tested had done so in the last 12 

months (men 55.6%; women 61.3%). 

Research Question 1 (c) “Among those not previously tested, what is the 

difference between men and women on knowledge of HIV/AIDS testing sites?” Table 9 

presents the differences in knowledge of HIV/AIDS testing sites among men and women 

who had never been tested. Over 90% of individuals who had not been tested knew a 
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place to seek testing (men 92.0%, women 91.8%). However, more men than women who 

had not been tested but were unwilling or didn’t know whether to be tested knew a place 

where the HIV test could be taken (men 86.9% vs. 78.5%). 

Research Question 2: What is the difference in HIV related knowledge between men 

and women in a nationally representative sample of the Kenyan population? 

Utilizing the IRT method, differences were found between men and women on 

HIV related knowledge. Additionally, bivariate associations (using chi-squares) showed 

that while a majority of demographic and psychosocial factors were significantly 

distributed (at p<0.01) by HIV related knowledge for both men and women, some 

demographic and social factors were significantly distributed by HIV related knowledge 

among men but not women and vice versa. Following are the results from specific 

questions. 

Research Question 2 (a): “What is the difference in level of HIV related 

knowledge (using the Item Response Theory method) between men and women in the 

study? “ Appendix C provides the output from the item response theory. The output is 

based on 2-parameter logistic model of the Item response theory thus it shows the 

difficulty and discrimination of the various items. Figure 11 provides the distribution and 

mean of HIV related knowledge between men and women while Table 10 provides the 

differences in the mean and HIV related knowledge quartiles of men and women in the 

study. The mean HIV related knowledge was higher among men ( = 0.1; 95% CI [0.04-

0.16]) than women ( = 0.04; 95% CI [-0.01-0.10]), However, the difference between 

men and women were not significantly because the 95% CI of both groups overlap. The 
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greatest difference between men and women (2.4%) was found in the lowest HIV related 

knowledge category (i.e., 1
st
 HIV related knowledge quartile) where a higher proportion 

of women belonged to the 1
st
 HIV related knowledge quartile than men (22.1%; 95% CI 

[0.20-0.24] vs. 19.7%; 95% [0.17-0.22]). 

 
Figure 11: Difference between men and women on HIV related Knowledge 

 

Research Question 2 (b): “What is the difference in HIV related knowledge 

between men and women across the different demographic and psychosocial factors?” 

Bivariate associations between HIV related knowledge and demographic and 

psychosocial variables are provided in Table 11. The distributions of most variables by 

HIV related knowledge were statistically significant (at p<0.05) for both men and 

women. However, the distribution of marital status by HIV related knowledge was not 

significant for men (p=0.23) and women (p=0.87). Additionally, the distribution of age 

group, desire to keep secret TB infection, and having had an extramarital affair by HIV 

related knowledge was statistically different among women (p<0.05) but not men 

(p>0.05). 
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Research Question 3: What is the difference in HIV related stigma between men 

and women in a nationally representative sample of the general population in 

Kenya? 

 Utilizing an HIV related stigma scale, significant differences were found between 

men and women. Additionally, bivariate associations (using chi-squares) showed that a 

while a majority of demographic and psychosocial factors were significantly distributed 

by HIV related stigma for both men and women, some demographic and social factors 

were significantly distributed among men but not women and vice versa. Following are 

the results from specific questions. 

Research Question 3 (a): “What is the difference in level of HIV related stigma 

(using an HIV related stigma scale) between men and women in the study?” There were 

statistically significant differences (at p<0.05) at all levels of HIV related stigma for both 

men and women (Table 12). Whereas a higher proportion of women than men belonged 

to highest level of HIV related stigma (9.9% vs. 4.7%), a higher proportion of men than 

women reported no stigmatizing attitudes (47.1% vs. 33.3%).  

Research Question 3 (b): “What is the difference in HIV related stigma between 

men and women across different demographic and psychosocial factors?” Table 13 

provides the bivariate associations between HIV related stigma and demographic and 

psychosocial factors among study participants. There was a statistically significant (at 

p<0.01) distribution of most factors (i.e., age group, education, ethnicity, region, wealth 

religion, insurance coverage, media exposure, hearing of family planning advertisement 

on radio and newspaper, teaching children about condoms, HIV related knowledge, age 
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of first sexual intercourse, justification of wife beating for arguing and refusing to have 

sex, keeping a family members tuberculosis infection a secret, and knowledge of 

someone infected or who had died of HIV/AIDS) by HIV related stigma for both men 

and women. 

Compared to men, women had a higher proportion of individuals with highest 

level of HIV related stigma at all age groups. On the other hand, men had a higher 

proportion of individuals with no HIV related stigma at all age groups. The distribution 

of marital status and recent sexual activity by HIV related stigma were statistically 

significant for men (p<0.05) but not women (marital status- p=0.24; recent sexual 

activity- p=0.66). Conversely, the distribution of place of residence, having an 

extramarital affair and perceived chance of infection with HIV/AIDS by HIV related 

stigma were statistically significant for women (p<0.05) but not men (place of residence- 

p=0.48); having an extramarital affair- p=0.42; perceived chance of infection with 

HIV/AIDS- p=0.29).  

Among the gender specific variables, most factors were significantly distributed 

(at p<0.01) by HIV related stigma except for the following factors: Among women, all 

forms of domestic violence (emotional- p=0.08, severe- p=0.31, less severe-p=0.05 and 

sexual- p=0.47). Among men, a husband’s right to be angry was the only factor that was 

not significantly distributed by HIV related stigma (p=0.16). 
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Research Question 4: What is the effect of demographic, cognitive and psychosocial 

factors on HIV test uptake among Kenyans? 

Significant associations were found between HIV test uptake and various 

demographic, cognitive and social factors, both in bivariate associations (using chi-

squares and univariate multinomial regression analysis) and multivariate models. In the 

univariate and multivariate multinomial logistic regression models, the reference category 

was individuals who had not been tested for HIV/AIDS and were unwilling to take the 

test. Additionally, in this section (RQ 4), test refers to the HIV/AIDS test. Following are 

the results from the specific questions. 

Research Question 4 (a): “What is the difference in HIV test uptake between men 

and women across different demographic and psychosocial factors?” The association 

between HIV test uptake and demographic, cognitive and psychosocial factors is 

provided in Table 14. There were statistically significant differences (at p<0.05) in the 

distribution of most variables assessed except for the following: Among men; 

“concurring with the idea that wife beating is justified for arguing with the husband,” 

“keeping a family member’s tuberculosis (TB) infection a secret,” “viewing 

contraception as being only a women’s business or that women who used contraception 

became promiscuous,” “consenting to a husband’s right to (a) be angry, (b) refuse 

financial support, (c) force to have sex and (d) have sex with other women.” On the other 

hand, the distribution of severe domestic violence (p=0.03) and sexual domestic violence 

(p=0.07) by HIV test uptake were the only factors not statistically significant among 

women.  
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Research Question 4 (b) "What is the bivariate association between HIV test 

uptake and the individual predictors and covariate variables?" Univariate multinomial 

logistic regression was utilized to ascertain the crude associations between HIV test 

uptake and the individual demographic, social and cognitive factors. The unadjusted odds 

ratios (ORs) and 95% confidence intervals (CIs) for predictor variables are provided in 

Table 15. Following are some of the significant crude associations. 

HIV related knowledge was positively associated with HIV test uptake for both 

men and women, especially among those in the highest level of HIV related knowledge 

(i.e., 4th
 
quartile of HIV related knowledge) where HIV test uptake increased across its 

different levels. Compared to women in the 1
st
 quartile of HIV related knowledge, those 

in 4
th

 quartile were 1.667 times more likely to take the test if not previously tested (95% 

CI [1.21,2.30]), 3.775 times more likely to accept the test when offered (95% CI 

[2.45,5.81]) and 7.293 times more likely to request the test (95% CI [4.97,10.71]). 

Similarly, compared to men in the 1
st
 quartile of HIV related knowledge, those in the 4

th
 

quartile were 1.393 times more likely to take the test if not previously tested (95% CI 

[0.91,2.13]), 3.003 times more likely to accept the test when offered (95% CI [1.74,5.17]) 

and 4.115 times more likely to request the test (95% CI [2.43,6.98]). Analogous 

associations were found with education attainment, consenting to having children taught 

about condoms and knowing someone infected or who had died of HIV/AIDS. It is 

noteworthy that compared to individuals with no education, men and women with higher 

education were 9.818 times (95% CI [3.95, 24.37]) and 18.602 times (95% CI [11.07, 

31.27]) confidence intervals more likely to request the test respectively. 
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 Lower levels of HIV related stigma were positively associated with HIV test 

uptake for men and women. Among women, having no HIV related stigma was 

significantly associated and increased across the different levels of HIV test uptake, i.e., 

requesting the test (OR 8.988; 95% [5.85, 13.80]) was greater than being offered and 

accepting the test (OR 3.503; 95% CI [2.33, 5.27]) which was in turn greater than 

willingness to take the test for those not previously tested (OR 1.942; 95% CI [1.45, 

2.60]). On the other hand, among men, having no HIV related stigma was significantly 

associated with accepting the test when offered (OR 4.329; 95% CI [1.71, 10.98]) and 

requesting the test (OR 3.173; 95% CI [1.71, 10.98]), but not a willingness to take the test 

for those who had not been previously tested (OR 1.385 95%CI [0.85, 2.27]). 

Compared to individuals who had never been married, being currently married 

was negatively associated with a willingness to be tested for those not previously tested 

among men (OR 0.6; 95% CI [0.45, 0.80]) and women (OR 0.647; 95% CI [0.54, 0.77]). 

However, the negative associations between HIV/AIDS test uptake and being currently 

married changed to positive and significant in the next levels of HIV test uptake among 

women (i.e., currently married women were 2.076 times more likely to accept the test 

when offered (95% CI [1.57, 2.74]) and 1.588 times more likely to request the test (95% 

CI [1.28, 1.96])) but not men (i.e., currently married men were 0.99 times more likely to 

accept the test when offered (95% CI [0.65,1.51]) and 1.069 times more likely to request 

the test (95% CI [0.75,1.53]). 

Compared to households where a female was the head of household, men in 

households with a male as the head of household were more likely to accept the test when 
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offered (OR 1.665; 95% CI [0.99, 2.79]). Conversely in similar households, women were 

significantly less likely to accept the test when offered (OR 0.647; 95% CI [0.50, 0.84]). 

In terms of place of residence, compared to individuals residing in urban areas, men in 

rural areas who had not been previously tested were significantly more willing to take the 

test (OR 1.806; 95% CI [1.32, 2.47] while rural women were significantly less willing to 

take the test (OR 0.368; 95% CI [0.25, 0.54]). Analogous results were found with 

perceived chance of infection with HIV/AIDS whereby compared to individuals with no 

perception of infection with HIV/AIDS, men with great perception of infection with 

HIV/AIDS were more willing to take the test (OR 2.062; 95% CI [0.88, 4.85]), while 

similar women were less willing to take the test (OR 0.529; 95% CI [0.29, 0.98]). 

Wanting a family member’s tuberculosis (TB) infection to be kept a secret was 

negatively and significantly associated HIV test uptake at all its levels among women. 

Compared to women who would not want a family member’s TB infection kept a secret, 

those who would keep a family member’s TB infection a secret were less likely to 

request the test (OR 0.690; 95% [0.52, 0.91]), accept the test when offered (OR 0.491; 

95% CI [0.38, 0.64]) or be willing to take the test if not previously tested (OR 0.701; 

95% CI [0.56, 0.87]). Conversely, the association between wanting a family member’s 

TB infection kept a secret and HIV test uptake was not significant among men. 

Research Question 4 (c): “What are the social and cognitive factors associated 

with HIV test uptake in a nationally representative sample of men and women in Kenya?” 

Multinomial logistic regression analysis was utilized to examine the adjusted significant 

association in demographic, social and cognitive factors across the different levels of 
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HIV test uptake. The analyses were performed separately for men and women (Tables 

16) and combined men and women (Table 17). Table 18 provides the significant 

associations (at p<0.05) of the multinomial logistic regression analyses. Following is a 

summary of the significant associations (except where stated) with odds ratios (OR) and 

95% CI. 

Higher HIV related knowledge was associated with increased HIV test uptake for 

men and women. For example, compared to the lowest level of HIV related knowledge 

(1
st
 quartile), the association between 3

rd
 quartile of HIV related knowledge and HIV test 

uptake was both statistically significant and it increased across the different levels of HIV 

test uptake for both men and women. Among men in the 3
rd

 quartile of HIV related 

knowledge, requesting to take the test (OR, 1.951; 95% CI [1.17, 3.25]) was greater than 

being offered and accepting the test (OR 1.867; 95% CI [1.01, 3.44]) which was in turn 

greater than willingness to take the test for those not previously tested (OR 1.793; 95% 

CI [1.12, 2.87]). Similarly among women in the 3
rd

 HIV related knowledge quartile, 

requesting to take the test (OR 1.766; 95%CI [1.20, 2.61]) was greater than being offered 

and accepting the test (OR 1.748; 95% CI [1.12, 2.72]) which was in turn greater than 

willingness to take the test for those not previously tested (OR 1.261; 95%CI [0.89, 

1.79]). Similar results were found in combined model, although the increase in 

association was not linear as that in the separate models. 

HIV related stigma was significantly associated with HIV test uptake for women 

but not men. The association between HIV related stigma and HIV test uptake was 

noteworthy among the women who had no HIV related stigma where the association 
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increased across the different levels of HIV test uptake. Compared to women with the 

highest level of HIV related stigma, those with no HIV related stigma were significantly 

more likely to request to take the test (OR 2.706; 95% CI [1.77,4.13]), accept the test 

when offered (OR 1.811; 95% CI[1.10,2.98]) and, if not previously tested, willing to take 

the test (OR 1.349; 95% CI [0.95,1.92]). In the combined model, having no HIV related 

stigma (OR 2.25; 95% CI [1.60, 3.16])) and “some” stigma (OR 1.587; 95% CI [1.11, 

2.27]) were significantly associated with request to take the test. Additionally, individuals 

with no HIV related stigma who had never been tested were significantly more willing to 

take the test (OR 1.339; [1.04, 1.72]).  

Gender was significantly associated with HIV test uptake. Compared to men, 

women were significantly less likely to agree to be tested if not previously tested (OR 

0.79; 95% CI [0.64, 0.97]) but significantly more likely to accept the test when offered 

(OR 1.341; 95% CI [1.02, 1.76]). 

In terms of age, compared to the 15-19 year age group, men (OR, 1.796 95% CI 

[1.07, 3.03]) and women (OR 1.457; 95% CI [0.93, 2.27]) aged 20-24 years were more 

likely to request the test. However, in the older age groups (35 and above), HIV test 

uptake decreased, especially among women. For example, compared to the 15-19 year 

age group, women in the 45 and above age group were significantly less willing to (a) 

take the test if not previously tested (OR, 0.451; 95% CI [0.27,0.75]), (b) accept the test 

when offered (OR, 0.253; 95% CI [0.12, 0.53]) and (c) request the test (OR, 0.335; 95% 

CI [0.18,0.61]). Similar trends were found in the combined model (men and women). 
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Sex of head of household was significantly associated with HIV test uptake 

among men but not women. Compared to households with a man as the head of 

household, men from households with a woman as the head were significantly more 

likely to accept the test when offered (OR 2.468; 95% CI [1.54, 4.56]). 

Education attainment was significantly associated with HIV test uptake for 

women but not men. Among women, education attainment was particularly important 

among those with the highest level of education. Compared to women with no education, 

those with higher education were significantly more likely to accept the test when offered 

(OR 4.173; 95% CI [1.74, 9.98]) and request the test (OR 3.449; 95% CI [1.50, 7.91]). In 

the combined model, higher education was associated with increased HIV test uptake 

across different levels. Compared to individuals with no education, those with higher 

education were 3.075 times more likely to requested to request the test (95% CI [1.61, 

5.86]), 2.833 times more likely to accept the test when offered (95% CI [1.45, 5.52]) and 

1.32 times more willing to be tested if not previously tested [0.77, 2.28].  

Among the different ethnic groups, Kikuyu being the largest ethnic grouping in 

Kenya was utilized as the reference group. Compared to Kikuyu, significant associations 

were found with the Kalenjin (both men and women) and Kisii (men only) ethnic groups. 

For example, compared to the Kikuyu, Kalenjin men (OR 0.262; 95% CI [0.09, 0.80]) 

and women (OR 0.409; 95% CI [0.24, 0.70]) were significantly less likely to request the 

test. Similarly, in combined model, individuals from the Kalenjin ethnic group were 

significantly less likely to request the test (OR 0.343; 95% CI [0.19, 0.62]). On the other 
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hand, Kisii men were significantly more likely to accept the test when offered (OR 3.618; 

95% CI [1.01, 12.94]).   

Utilizing Nairobi as the reference group, men from Central (OR 0.413; 95% CI 

[0.21, 0.82]) and women from Coast (OR 0.358; 95%CI [0.13, 0.98]) were significantly 

less likely to request the test, while men from Eastern (OR 0.106; 95% CI [0.03, 0.41]) 

were significantly less likely to accept the test when offered. Conversely, Men from 

North Eastern (OR 2.572; 95% CI [1.00, 6.58]) and women from Western (OR 2.294 

95%CI [1.06, 4.96]) who had not been previously tested were more willing to take the 

test. In the combined model, individuals from Central were significantly less likely to 

both accept the test when offered (OR 0.544; 95% CI [0.31, 0.95]) and request the test 

(OR 0.564; 95%CI [0.36, 0.89]). Similarly, individuals from Eastern were significantly 

less likely to accept the test when offered (OR 0.5; 95% CI [0.27, 0.94]). On the other 

hand, individuals from Rift Valley (OR 1.725; 95% CI [1.12, 2.66]) and Western (OR 

2.194; 95% CI [1.31, 3.68]) who had not been tested were more willing to take the test. 

Accepting that children should be taught about condoms was significantly 

associated and the relationship increased across the different levels of HIV test uptake 

among women. Compared to women who would not want children taught about 

condoms, those who were receptive to teaching children about condoms were 1.728 more 

likely to request the test (95% CI [1.33, 2.24]), 1.663 times more likely to accept the test 

when offered (95% CI [1.26, 2.19]) and 1.498 times more likely to take the test if not 

previously tested (95% CI [1.20, 1.87]). Similarly, the association increased across the 

different levels of HIV test uptake in the combined model, whereby request to take the 
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test (OR 1.734; 95% CI [1.39, 2.17]) was greater than being offered and accepting the 

test (OR 1.611; 95% CI [1.27, 2.05]) which was in turn greater than willingness to take 

the test for those not previously tested (OR 1.378; 95% CI [1.15, 1.65]). On the other 

hand, the association was only significant with request take the test among men (OR 

1.624; 95% CI [1.14, 2.31]). 

Among the various sexual behaviors evaluated (sexual activity, age of first sex 

and having an extramarital affair), only sexual activity was significantly associated with 

HIV test uptake. For example, compared to individuals who had never had sex, women 

(OR 5.131; 95% CI [2.53, 10.39]) and men (OR 4.036; 95% CI [1.15, 14.15]) who had 

not been sexually active within the last 4 weeks were significantly more likely to request 

the test. Similarly when women and men were combined, the likelihood of requesting the 

HIV/AIDS test significantly increased (OR 3.186; 95% CI [2.41, 7.16]) among the 

individuals who had not been sexually active within the last 4 weeks.   

Agreement that a tuberculosis (TB) infection of a family member should be kept a 

secret was significantly associated with decreased likelihood for HIV test uptake among 

women and in the combined model, but not in men. For example, compared to women 

who were not in support of keeping a family member’s TB infection a secret, those in 

support were less likely to either accept the test when offered (OR 0.621; 95% CI 

[0.46,0.83]) or be willing to take the test if not previously tested (OR 0.729; 95% CI 

[0.58,0.92]). Conversely, knowing someone infected or who had died with HIV/AIDS 

was significantly associated with increased HIV test uptake among men, women and 

when the two groups were combined. For instance, compared to individuals who did not 
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know someone infected or who had died with HIV/AIDS, men (OR 1.68; 95% CI [1.10, 

2.57]) and women (OR 1.587; 95% CI [1.24, 2.03]) who knew someone infected or who 

had died with HIV/AIDS were more likely to request to the test. Similarly in the 

combined model, individuals who knew someone infected or who had died with 

HIV/AIDS were 1.539 times more likely to request the test (95% CI [1.24, 1.90]). 

Compared to individuals who did not perceive that they had a chance to be 

infected with HIV/AIDS, men who perceived their chance of infection as great were 

significantly more likely to accept the test when offered (OR 3.847; 95% CI [1.24,11.98]) 

while women were significantly less likely to request the test (OR 0.494; 95% CI 

[0.26,0.92]). In the combined model, only individuals who perceived their chance of 

infection as small were significantly less likely to request the test (OR 0.518; 95% CI 

[0.31, 0.87]). 

Compared to women who had never seen a condom advertisement on television, 

women who had seen a condom advertisement on television were significantly less likely 

to get tested for HIV/AIDS if not previously tested (OR 0.506; 95% CI [0.34, 0.75]) or 

request the HIV/AIDS test (OR 0.637; 95% CI [0.44, 0.93]). Additionally, women who 

were acceptable to condom advertisement on billboards were significantly less likely to 

accept the test when offered (OR 0.389; 95% CI [0.17, 0.87]), request to take the test (OR 

0.351; 95% CI [0.18, 0.67]) or be willing to take the test if not previously tested (OR 

0.493; 95% CI [0.26, 0.94]). On the other hand, women who were acceptable to condom 

advertisement on television were significantly more likely to request the HIV/AIDS test 

(OR 2.269; 95% CI [1.17, 4.40]) while those who were acceptable to condom 
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advertisement on newspapers or magazines were significantly more likely to accept the 

HIV/AIDS test when offered (OR 2.425; 95% CI [1.09, 5.40]). None of the variables 

specific to men only (i.e., view of contraception use by women and a husband’s right) 

were significantly associated with HIV test uptake. 

Other notable significant associations included the following: (a) Wealth- 

Compared to the poorest individuals, men who were poorer (OR 2.079; 95% CI [1.12, 

3.88]) and those who were the richest (OR 2.401; 95% CI [1.17, 4.92]) were significantly 

more likely to request the HIV test uptake. Similar associations were found in the 

combined model. (b) Religion- Utilizing Catholic as the reference group, men who had 

no religious affiliation (or belonged to smaller religious group i.e., were not protestant or 

Muslim) were less likely to accept the test when offered (OR 0.329; 95% CI [0.12, 0.90]). 

In the combined model, only Muslims who had never been previously tested were less 

willing to take the test (OR 0.574; 95% CI [0.37, 0.88]). (c) Media exposure- Compared 

to individuals who never read newspapers or magazines, men who read newspapers or 

magazines every day were significantly more likely to accept the test when offered (OR 

2.2; 95% CI [1.03, 4.74]), while similar women were significantly less likely to accept 

the test when offered (OR 0.509; 95% CI [0.26,1.00]). Conversely, women who watched 

TV almost every day were significantly more willing to take the test if not previously 

tested (OR 1.622; 95 % CI [1.08, 2.44]). Additionally, women who had heard about 

family planning on radio were significantly more likely to request to the test (OR 1.649; 

95% CI [1.17, 2.33]). Similar association was found when men and women were 

combined (OR 1.362; 95% CI [1.07, 1.74]). 
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Summary 

Chapter four presented the results of this study. It started with the description of 

the sample and the characteristics of the participants. The results of the various statistical 

analyses performed to answer the study research questions were presented in the 

chronological order that the questions were asked.  
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CHAPTER 5 

DISCUSSION AND RECOMMENDATIONS 

This chapter presents a review of the important findings from the study, with the 

findings being presented in a chronological order of the research questions that guided 

the study. A discussion of the relationship between the findings from this research and 

previous literature will be provided. Finally recommendations for future research, 

implication of study findings and a summary of the chapter will be offered. 

Summary 

While there is vast literature on the social and cognitive factors associated with 

HIV testing, much of the research has focused on “specialized” groups, such as women 

attending antenatal care clinics, individuals visiting HIV testing services or seeking care 

in health clinics and individuals in high risk groups such as sex workers. In Kenya, two 

studies were found that assessed the effect of social and cognitive factors related to 

HIV/AIDS testing among women (Karau, et al., 2010; Turan, et al., 2010). Due to a lack 

of literature on the social and cognitive factors related to HIV testing for the entire adult 

Kenyan population, this study was undertaken to fill the gap.  

A secondary data analysis of the Kenya Demographic and Health Surveys 

(KDHS) data was undertaken. This dataset was selected because in addition to utilizing a 

sample that represented the entire Kenyan population, the survey contained information 

on various psychosocial and demographic factors, which can potentially influence 

people’s decision to get tested for HIV/AIDS. Additionally, women and men were 
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analyzed separately, which made it possible to evaluate the differences between the two 

groups.  

Due to the complex nature of KDHS dataset, the data were analyzed using the 

complex survey functions of STATA SE/11 which takes into account the weight for 

stratum and clusters (PSU). This ensured that the findings were representative and the 

standard errors were not underestimated. The main findings, in the chronological order 

the research questions that guided the study were asked, are as follows: 

Research Question 1 (a): What is the difference in previous HIV testing status, 

pathways to testing for those previously tested and willingness to take the HIV/AIDS test 

for those not previously tested? 

a) There were statistically significant differences (at p<0.01) between men and women 

in previous HIV testing status. Compared to men, a higher proportion of women had 

previously been tested (59.0% vs. 41.9%) 

b) There were statistically significant differences (at p<0.01) between men and women 

in pathways to testing among those previously tested for HIV/AIDS. More men than 

women requested the HIV/AIDS test (26.8% vs. 24.8%) while more women than men 

accepted to take the HIV/AIDS test when the test was offered (14.7% vs. 10.7%). 

c) Additionally, significant differences were found on willingness to seek testing for 

those not previously tested. More men than women were willing to take the 

HIV/AIDS test (44.8% vs. 36.3%), while more women than men were either 

unwilling or did not know whether they wanted to be tested (15.7% vs. 13.2%). 
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Research Question 1 (b): Among those previously tested for HIV/AIDS, what is the 

difference between men and women on place where test was taken, receiving of test 

results and time since last HIV/AIDS test was taken?  

a) While the majority of participants took the HIV/AIDS test at government or public 

health facilities (49.1% men and 57.7% women), more men than women got tested 

from voluntary counseling testing (VCT) facilities (31.5% vs. 24.2%). 

b) Over 90% of those previously tested for HIV/AIDS obtained their test results, with 

more women than men getting their results (97.3% vs. 95.4%). 

c) Over half of the individuals took the HIV/AIDS test did so in the previous 12 months 

(men 55.6%; women 67.7%).  

Research Question 1 (c): Among those not previously tested, what is the difference 

between men’s and women’s knowledge of place to get tested?  

a) Over 90% of individuals who had not been tested knew a place where they could be 

tested (92.0 men % and 91.8% women).  

b) More women (21.5%) than men (13.9%), who were unwilling to take the HIV/AIDS 

test, did not know an HIV/AIDS testing center.  

Research Question 2 (a): What is the difference in level of HIV related knowledge 

(using the Item Response Theory method) between men and women in the study?  

a) The mean HIV related knowledge was higher among men than women (0.1 vs. 0.04); 

however, the difference was not statistically significant. 
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b) The greatest difference between men and women in HIV related knowledge was in 

the lowest category (1
st 

HIV related knowledge quartile), where a higher proportion of 

women belonged to the 1
st
 quartile (22.1% women vs. 19.7% men). 

Research Question 2(b): What is the difference in HIV related knowledge between 

men and women across the different demographic and psychosocial factors? Except for 

“marital status”, all the other variables assessed were significantly distributed (at p<0.01) 

by HIV related knowledge. A summary of the significant distributions between men and 

women are provided in Table 3 below. 

Table 3 

Significant Differences in the Distribution of Demographic and Psychosocial Factors for 

Men and Women by HIV related Knowledge 

Statistically Significant at p<0.01 

For Both Men and Women For Women only For Men only 

- Age 

- Education attainment 

- Region 

- Wealth 

- Religious affiliation 

- Insurance coverage 

- Media exposure (Radio, TV) 

- Hearing about FP (Radio, 

Newspaper) 

- Teaching children about condoms 

- Sexual Activity 

- Age of first sexual intercourse 

- View regarding wife beating (for 

arguing and refusing sex) 

- Knowledge of  someone infected of 

HIV/AIDS 

- Perceived chance of infection 

- Residence 

- Extramarital 

affair 

- Keeping a family 

members TB 

infection a secret 

 

Women Only 

Factors 

- View regarding 

Condom 

advertisement 

 

 

Men only Factors 

- View regarding 

contraception use 

by women 

- Husband rights to 

refuse financial 

support and  force 

to have sex 

 

 

Note. Women Only Factors= Questions asked to women only; Men Only Factors= 

Questions asked to Men only; FP=Family Planning 
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Research Question 3 (a): What is the difference in level of HIV related stigma 

(using an HIV related stigma scale) between men and women in the study? Statistically 

significant differences (at p<0.05) were found at all levels of HIV related stigma for both 

men and women. The largest difference between men and women in HIV related stigma 

was in the “no HIV related stigma” category where more men than women reported 

having no stigma (47.1% vs. 33.3%; percentage difference=13.8).  

Research Question 3 (b): What is the difference in HIV related stigma between 

men and women across different demographic and psychosocial factors? Except for 

“having had an extra marital affair” and “perceived chance of infection”, all the other 

variables were significantly distributed by HIV related stigma. A summary of the 

significant distributions is provided in Table 4 below. 

Table 4 

Significant Differences in the Distribution of Demographic and Psychosocial Factors for 

Men and Women by HIV related Stigma 

Statistically Significant at p<0.01 

For Both Men and Women For Women only For Men only 

- Age, Ethnicity, Religion and Wealth 

- Education attainment 

- Religious affiliation 

- Insurance coverage 

- Media exposure (Radio, TV) 

- Hearing about FP (on Radio, Newspaper) 

- Teaching children about condoms 

- HIV related knowledge 

- Age of first sexual intercourse 

- View regarding wife beating (for arguing 

and refusing sex) 

- Keeping a family members TB infection a 

secret 

- Knowledge of  someone infected of 

HIV/AIDS 

- Perceived chance of infection 

- Residence 

 

Women Only 

Factors 

- View 

regarding 

Condom 

advertisement 

 

 

- Marital status 

- Sexual activity 

Men only Factors 

- View regarding 

contraception 

use by women 

- Husband rights 

to force to have 

sex only; ( but 

not being 

angry) 
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Research Question 4 (a): What is the difference in HIV test uptake between men 

and women across different demographic and psychosocial factors? None of the men 

only factors (i.e., perception about contraception and husband’s rights) were significantly 

distributed by HIV test uptake. The significant bivariate distributions of the demographic 

and psychosocial factors by HIV test uptake are provided in Table 5 below. 

Table 5 

 

Significant Differences in the Distribution of Demographic and Psychosocial Factors for 

Men and Women by HIV test uptake 

Statistically Significant at p<0.01 

Both Men and Women Women only Men only 

- Age, Ethnicity, Religion, Residence and Wealth 

- Marital status 

- Education attainment 

- Religious affiliation 

- Insurance coverage 

- Media exposure (Radio, TV) 

- Hearing about FP (Radio, News) 

- Teaching children about condoms 

- HIV related Stigma 

- HIV related knowledge 

- Age of first sexual intercourse 

- Extra-marital affair 

- View regarding wife beating (refusing sex) 

- Knowledge of  someone infected of HIV/AIDS 

- Perceived chance of infection 

- Wife beating for 

arguing 

- Keeping a family 

members TB 

infection a secret 

 

Women Only Factors 

- Domestic violence 

that was emotional 

or and less severe 

- Condom 

advertisement- 

Both hearing and 

acceptability 

 

 

 

Note. Women Only Factor: Questions asked to women only; Men Only Factors: 

Questions asked to Men only; FP-Family Planning. 

 

Research Question 4 (b): What is the bivariate association between HIV test 

uptake and the individual predictors and covariate variables? Utilizing univariate 

multinomial logistic regression, crude associations between HIV test uptake and the 

individual demographic, social and cognitive factors were ascertained. Some of the 
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significant crude associations were: (a) HIV related knowledge was positively associated 

with HIV test uptake for both men and women, (b) lower levels of HIV related stigma 

were positively associated with HIV test uptake for both men and women, (c) men from 

households with females as head of households were significantly more likely to accept 

the test when offered but not women, (d) among individuals who had not been previously 

tested, men in rural areas were significantly more willing to take the test while rural 

women were significantly less willing to take the test, (e) compared to individuals who 

did not perceive themselves as having a chance to be infected by HIV/AIDS, men who 

had never been tested and had a great perception of being infected were more willing to 

take the HIV/AIDS test while such women who had never been tested and had a great 

perception of being infected were less willing to take the test and (f) wanting a family 

member’s tuberculosis infection to be kept a secret was negatively and significantly 

associated HIV test uptake for women but not men. 

Research Question 4 (c): What are the social and cognitive factors associated with 

HIV test uptake in a nationally representative sample of men and women in Kenya? 

Various factors were found to be significantly associated with HIV test uptake. Table 18 

in Appendix A provides a summary of the significant associations. After adjustment for 

all potential co-factors, the following factors were found to be significantly associated 

with HIV test uptake: HIV related knowledge, HIV related stigma, gender, age group, sex 

of head of household (men only), education, ethnicity, region, wealth, religion, media 

exposure, acceptance to teach children about condoms, sexual activity, wanting to keep a 
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family member’s TB infection a secret, knowledge of someone infected or died of 

HIV/AIDS, perceived chance of infection and acceptability of condom advertisement. 

Discussion 

This study has identified significant associations between HIV test uptake and 

cognitive, demographic and psychosocial factors in a nationally representative sample of 

the Kenyan population. There are positive indicators in HIV test uptake in Kenya. The 

current study indicates that the proportion of individual who have been previously tested 

increased considerably from 14.3% and 13.1% in 2003 (CBS, MOH, & ORC Macro, 

2004) to 59.0% and 41.9% in 2009/2010 (based on current study findings) among men 

and women respectively. A possible explanation for this dramatic rise in individuals 

tested may be an increase in accessibility to HIV/AIDS testing sites. Past literature 

indicates that the government of Kenya, in conjunction with  international development 

partners efforts to increase HIV counseling and testing in the country, has led to an 

increase in the number of voluntary counseling testing facilities from only three in 2000 

to over 500 in 2005 (NASCOP, 2005), thus making HIV/AIDS testing services more 

accessible. This phenomenon was confirmed by the current study whereby even among 

the individuals who had not been previously tested (58.1% of men and 40.6% of women), 

over 90% of them reported knowing a place to seek testing.  

Surprisingly, among those who had not been tested and were unwilling to seek the 

HIV/AIDS test, more women than men did not know an HIV/AIDS testing center (21.5% 

vs. 13.9%).  This is an interesting observation given that there has been an increased 

effort to increase accessibility to testing among women, especially pregnant mothers. The 
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difference in current working status of men and women may explain some of the 

observed discrepancy.  More men than women were currently working (84.5% of men 

compared to 54.21% of women). Given that a majority of jobs in Kenya are located in 

urban (or urbanized) areas, which also happen to be the areas that are well served with 

healthcare facilities including HIV/AIDS testing sites, men may have had more 

accessibility to HIV/AIDS testing services than women. Furthermore, some employers 

require their employees to take the HIV/AIDS test. For women, having no job implies 

that they spent most of their time at home (especially in rural areas), thus limiting their 

chances of   knowing where to seek testing especially if they had not been pregnant. This 

phenomenon is supported by past research showing that over 75% of persons receiving 

voluntary counseling and testing in Kenya do so in urban and peri-urban areas (Marum et 

al., 2006).  

Although the findings from this study show improvements in HIV/AIDS testing, 

they fall far below the government’s goal of having 80% of adult Kenyan population 

tested for HIV/AIDS by the end of 2010 (NASCOP, 2009). Furthermore, a high 

percentage of individuals had not been tested even though they knew a place to seek 

testing.  This phenomenon has previously been reported by Mutovu and Mukambi 

(2007), who indicated that in many sub-Saharan African countries, increase in 

accessibility alone does not lead to an increase in willingness to be tested. 

An important aspect of being tested for HIV/AIDS is obtaining the results, for it is 

by knowing one’s status that an individual can seek treatment if positive or engage in 

preventive behaviors to avoid being infected when negative. Although previous literature 
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shows that a significant number of individuals, especially those with an elevated risk for 

contracting HIV/AIDS, do not to return to obtain HIV test results (Grusky, Roberts, & 

Swanson, 2007; Obermeyer & Osborn, 2007b; Sullivan, Lansky, Drake, & Investigators, 

2004), this appears not be a problem in Kenya because almost all of the individuals who 

had been tested (95.4% men and 99% women) obtained their test results. 

While HIV related knowledge, one of the two main independent variables, was 

significantly associated with HIV test uptake both for men and women, its distribution in 

the population presented a mixed picture. For instance, whereas over 99% of the 

respondents indicated that they had heard about HIV/AIDS and 92 % correctly reported 

that one can avoid AIDS by having only one uninfected sexual partner, misperceptions 

regarding HIV/AIDS were apparent. Over 90% of the respondents believed one can get 

AIDS from witchcraft and 87% believed that HIV/AIDS can be obtained by sharing food 

(See Appendix B). Therefore, to correctly evaluate HIV related knowledge, the various 

aspects related to HIV/AIDS (including sexual behavior, prevention and misperception) 

and the relative difficulty and discrimination of the various questions asked needed to be 

accounted for. This was made possible by utilizing the Item response theory (IRT), which 

provided a joint measure of HIV/AIDS-related knowledge.  

The mean scores of HIV related knowledge showed that men had higher HIV 

related knowledge than women (Men- = 0.1, 95% CI [0.04, 0.16]; Women- = 0.04, 

95% CI [-0.01, 0.10]) with a higher proportion of women belonging to the lowest quartile 

of HIV related knowledge compared to men (22.1% vs. 19.7%). However, the difference 

in HIV related knowledge between men and women was not statistically significant. 
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Even with no statistical significance, the relatively higher HIV related knowledge 

observed in men can be attributed to variety of factors including higher exposure to 

HIV/AIDS related messages. The predominant modes of conveying HIV/AIDS related 

message include media advertisements (especially radio), voluntary counseling centers 

and community based organizations/meetings. All these modes of communicating 

HIV/AIDS information may have favored men. Men reported higher exposure to all 

forms of media than women, for example, 76.0% of men reported listening to the radio 

almost every day compared to only 69.9% of women (Table 6). Additionally, comparing 

places where the HIV/AIDS test was taken for those previously tested, a higher 

proportion of men got tested at VCT centers compared to women (31.5% vs. 24.2%). 

Another possible explanation for the differences in HIV related knowledge would 

be education attainment. Whereby, individuals with higher education were more likely to 

understand the HIV/AIDS messages than those without. For instance, in explaining the 

various modes of transmission and prevention, it may be easier to understand that having 

only one uninfected partner is a means of preventing one from being infected by 

HIV/AIDS (over 90 % of respondents correctly thought so), than the other means of 

transmission such as agreement that there are drugs to avoid aids transmission to the baby 

during pregnancy (this statement was endorsed by 46% of individuals with no education 

compared to 84% of those with the highest level of education). In this study, education 

attainment was higher among men than women: 29.8% of men compared to 22.1% of 

women had completed secondary education or higher. This phenomenon is confirmed by 

the bivariate association between HIV related knowledge and education attainment where 
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by over 50% of those with the highest education level were in the 4
th

 HIV related 

knowledge quartile (Table 11). 

There was a gender representation of HIV related stigma, whereby HIV related 

stigma was significantly associated with increased HIV test uptake among women but not 

men. Additionally, women reported more stigmatizing attitudes than men. For instance, 

4.7% of men compared to 9.9% of women reported the highest level of stigma and 47.1% 

of men reported having no stigma compared to 33.3% of women. The lack of significant 

association among men may be partly explained by the sample size distribution. Fewer 

men were found in the higher stigmatizing categories especially in the highest stigma 

group which had only 162 men (Table 12). However, even with taking into consideration 

differences in sample size distributions, several factors may help explain the high 

stigmatizing attitudes observed among women. 

Firstly, there were significant differences between men and women in HIV related 

knowledge and educational attainment. Men in this study had higher HIV related 

knowledge (Table 10) and education attainment (Table 6) than women. Having both 

higher HIV related knowledge and education attainment implies that men may have had 

more accurate knowledge regarding HIV which served to reduce their expressed HIV 

related stigma. This phenomenon is supported by numerous studies which have found a 

direct correlation between HIV related stigma and HIV related knowledge (Ezedinachi et 

al., 2002; Hamra, Ross, Orrs, & D’Agostino, 2006; Herek, Capitanio, & Widaman, 2002; 

Peruga & Celentano, 1993; Price & Hsu, 1992). This finding supports programmatic 
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efforts that promote dissemination of accurate HIV related knowledge and increase 

literacy of people as a means to reducing HIV related stigma.  

Secondly, some cultural and traditional practices that support the discrimination 

and acceptance of violence against women may have played a role to the high 

stigmatizing attitudes expressed by women. This is exemplified by agreement with the 

statements: “a husband is justified to hit or beat his wife if she argues with him” and “a 

husband is justified to hit or beat his wife if she refuses to have sex with him.” 

Surprisingly, more women than men endorsed the above statements (see Table 6). While 

literature indicates that discrimination and violence increases stigmatization of women 

(Campbell & Gibbs, 2009; Middleton-Lee, 2011), such discrimination may go to the 

extent where women perceive that they deserve the injustices perpetrated against them. 

This may explain the higher proportion of women who consented to justifications of 

injustices directed towards women. Furthermore, in a study conducted by Maman et al. 

(2002) in Tanzania (a neighboring country to Kenya), 44% of women felt that a woman 

was not justified in denying her partner sex after he had beaten her and 16.8% felt that 

fear of HIV infection was not adequate justification for refusing sex.  

It is also noteworthy that other factors that have an element of cultural practices 

including ethnicity and religious affiliation were significantly associated with HIV test 

uptake. Compared to the Kikuyu ethnic group, belonging to the Kalenjin or Maasai 

community was significantly associated with a decreased likelihood of requesting the 

HIV/AIDS test for men (OR 0.262; 95% CI [0.09, 0.80]) and women (OR 0.409; 95% CI 

[0.24, 0.70]). Conversely, Kisii men were 3.6 times more likely to accept the HIV/AIDS 
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test when offered (95% CI [1.01, 12.94]) than Kikuyu men. Given that various ethnic 

groups have different traditional practices and customs, more research may need to be 

undertaken to understand underlying reasons for the differences. In terms of religious 

affiliation, compared to the individuals who were Catholics, having no religious 

affiliation for men was associated with a significantly less likelihood to accept the 

HIV/AIDS test when offered (OR 0.329; 95% CI [0.12,0.90]). However, when the effect 

of gender was removed (i.e., in the combined model) being a Muslim was associated with 

a significantly decreased willingness to be tested for HIV/AIDS if not previously tested 

(OR 0.5740; 95% CI [0.37, 0.88]). 

Knowledge of someone infected or who had died with HIV/AIDS was 

significantly associated with decreased stigma and increased HIV uptake test for both 

men and women. This finding emphasizes the social aspect of most communities in 

African communities, whereby when an individual is faced with a life stressor (e.g., an 

infection by HVI/AIDS), the burden of the disease is not just placed on the individual but 

rather shared with his/her family and community at large. Therefore, it not surprising that 

the people who knew someone infected had less expressed stigma than those who did not.  

Additionally, the independent association of knowledge of someone infected with 

HIV/AIDS and HIV test uptake indicates that among Kenyans, emphasizing the 

inevitability of all individuals to the infection, maybe a pathway for increasing 

HIV/AIDS test uptake. 

Whereas a positive association between perceived risk of HIV infection and HIV 

test uptake was found for men, among women the association was negative. Compared to 
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individuals who did not perceive themselves as having a chance for infection, men with a 

great perception of infection were significantly more likely to accept the HIV/AIDS test 

when offered (OR 3.85; 95% CI [1.24,11.98]), while women were significantly less 

likely to request the HIV/AIDS test (OR 0.49; 95% CI [0.26,0.92]). The positive 

association between perceived chance of infection and HIV test uptake in men may be 

attributed to the fact that among men, having a sense of vulnerability to a threat such as 

HIV/AIDS, motivated self-protective behaviors, including getting tested for HIV/AIDS. 

Conversely, among women the negative association may be attributed to the high 

stigmatizing attitudes prevalent among the women. Whereby, women may not have 

wanted to know their HIV/AIDS status as the perceived consequences of such discovery 

may outweigh the potential benefits. More research needs to be undertaken to better 

understand this discrepancy.  

Among the various sexual behaviors evaluated (i.e., recent sexual activity, age of 

first sexual intercourse and having an extramarital affair), recent sexual activity was the 

only factor significantly associated with HIV test uptake for both men and women. For 

instance, compared to individuals who had never had sexual intercourse, men and women 

who had not been sexually active in the last 4 weeks were significantly more likely to 

request the HIV/AIDS test (men- OR 4.04; 95% CI [1.15, 14.15] and women-OR 5.13; 

95% CI [2.53,10.39] ).  Furthermore, among women who had not been sexually active in 

the last 4 weeks, the likelihood of HIV test uptake was both statistically significant and 

increased across all the HIV test uptake groups. It is noteworthy that not being sexually 

active in the last 4 weeks was the factor associated with highest likelihood of requesting 
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the HIV/AIDS test for men and women. A possible explanation for this result may be that 

individuals who had previously been sexually active and stopped for whatever reason 

may have a desire to find out their HIV/AIDS status before being involved in new 

relationships or returning to old ones. Given that this is the variable most associated with 

HIV/AIDS test uptake, more research may need to be undertaken to ascertain the 

underlying reason. 

Demographic factors significantly associated with HIV test uptake included age, 

sex of household, ethnicity and religion. Age was predictive of HIV test uptake with 

older age groups being associated with a lower chance for HIV test uptake especially 

among women.  For example, compared to women age 15-19, those in the 40-44 age 

group were significantly less likely to request the HIV/AIDS test (OR 0.447; 95% CI 

[0.25,0.79]  ), accept the HIV/AIDS test when offered (OR 0.364; 95% CI [0.18,0.74]) or 

be willing to be tested if not previously tested (OR 0.423; 95% CI [0.26,0.70]). These 

findings are consistent with previous studies showing that older age is associated with 

decreased  reported prior testing rates (Gage & Ali, 2005), but inconsistent with the 

finding by Sherr et al. (2007) who indicated that older age is associated with increased 

test uptake. This is a disturbing finding, especially in Kenya, where recent data have 

shown that most of  HIV/AIDS infections are occurring among the older age groups, with 

married individuals accounting for over 44% of the new infections (NASCOP, 2009). 

Compared to households where a man was the head, men from households where 

a woman was the head were significantly more likely to get tested for HIV/AIDs when 

test was offered. In most African communities including Kenya, men are predominantly 
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the heads of households. Women usually take the role of head of household either when 

her husband dies or there is a divorce. In either circumstance, the males in that family, 

especially the eldest boy, have traditionally taken added responsibility to try to fill the 

void left by the father. Therefore, one possible explanation for the increased likelihood of 

HIV test uptake in families with women as head may be that the extra responsibility the 

men in these households undertake made them more willing to take preventive steps 

including getting tested for HIV/AIDS.  

Recommendations 

Based on the findings of the current study, the researcher provides the following 

recommendations. The issue of HIV related stigma especially among women is of 

concern. This study has established that HIV Stigma was associated with decreased HIV 

test uptake among women. Additionally, it appears that HIV related stigma may be the 

reason for the decreased willingness of women with high perception of infection to seek 

testing for HIV/AIDS. Policy makers should provide more targeted psycho-social 

counseling programs to women aimed at decreasing HIV/AIDS related stigma. These 

programs should address issues associated with cultural practices as they relate to 

women. Furthermore, research may need to be undertaken to better understand the 

reasons behind the high HIV related stigma among women. 

The study has shown that there have been improvements in testing for HIV/AIDS 

and receiving the results. Given previous literature showing an association between 

receiving a negative HIV test results and increase in risky behaviors (Sherr et al., 2007), 
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the government and international partners should make efforts to provide counseling 

services beyond post-test counseling once an individual gets tested for HIV/AIDS.  

A great discrepancy was found between men and women in HIV related 

knowledge and education attainment.  Given research findings both from this study and 

previous literature showing a positive association between HIV related knowledge, 

education attainment and HIV test uptake (e.g., Haile, Chambers, & Garrison, 2007), the 

current campaigns of increasing HIV related knowledge should continue. Further, the 

government should strive to improve literacy especially among women.  

The research has shown that individuals in older age groups have lower HIV test 

uptake and recent sexual activity was the variable most associated with HIV/AIDS test 

uptake, especially among individuals who had not been sexually active in the last two 

weeks. More research may need to be undertaken to ascertain the underlying reason for 

this result. Information from such a study may be utilized to increase testing especially 

among individuals in the older age groups. 

Chapter Summary 

Chapter five started with a brief summary of the study, followed by a connection 

of the study findings to previous literature. Recommendations for future research and 

policy were then suggested.  
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APPENDIX A: TABLES OF RESULTS 

Table 6 

Sample Characteristics 

 
Men 

 

Women 
 

Total P- 

Demographics N % 

 

N % 

 

N % value 

Age Group 

        

<0.01 

15-19 763 22.4 

 

1,767 20.9 

 

2,530 21.3 

 20-24 620 18.2 

 

1,744 20.3 

 

2,364 19.7 

 25-29 488 13.9 

 

1,423 17.2 

 

1,911 16.3 

 30-34 482 13.3 

 

1,180 14.3 

 

1,662 14.0 

 35-39 359 9.9 

 

930 10.4 

 

1,289 10.3 

 40-44 291 8.8 

 

730 9.1 

 

1,021 9.0 

 45-49 462 13.4 

 

670 7.8 

 

1,132 9.5 

 Marital Status 

        

<0.01 

Never married 1,502 44.0   2,540 31.2 

 

4,042 34.9 

 Currently married 1,824 51.4 

 

5,041 58.4 

 

6,865 56.3 

 Formerly married 139 4.6 

 

863 10.4 

 

1,002 8.8 

 Education Attainment 

        

<0.01 

No education  209 4.1   1,242 8.9 

 

1,451 7.5 

 Incomplete primary 921 26.6 

 

2,431 29.9 

 

3,352 28.9 

 Complete primary 863 25.3 

 

1,973 26.9 

 

2,836 26.4 

 Incomplete secondary 449 14.2 

 

961 12.2 

 

1,410 12.8 

 Complete secondary 639 20.0 

 

1,123 14.7 

 

1,762 16.3 

 Higher 384 9.8 

 

714 7.4 

 

1,098 8.1 

 Ethnicity 

        

0.24 

Kikuyu 584 17.7 

 

1,504 19.5 

 

2,088 18.9 

 Kalenjin 316 13.3 

 

750 13.2 

 

1,066 13.2 

 Kamba 286 11.6 

 

666 10.9 

 

952 11.1 

 Embu/Meru 255 7.6 

 

512 6.3 

 

767 6.7 

 Kisii 188 6.8 

 

447 6.9 

 

635 6.8 

 Luhya 566 17.4 

 

1,266 16.3 

 

1,832 16.6 

 Luo 486 13.0 

 

1,113 13.0 

 

1,599 13.0 

 Miji/Swa/Taita 312 5.2 

 

841 6.0 

 

1,153 5.8 

 Other 472 7.5 

 

1,343 7.9 

 

1,815 7.8 

 Region 

        

0.89 

Nairobi 423 9.4 

 

952 8.6 

 

1,375 8.8 

 Central 388 10.6 

 

973 10.7 

 

1,361 10.7 

 Coast 448 7.6 

 

1,149 8.0 

 

1,597 7.9 

 Eastern 452 16.8 

 

1,127 16.3 

 

1,579 16.4 
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Sample Characteristics continued 

 
Men 

 

Women 
 

Total P- 

Demographics N % 

 

N % 

 

N % value 

Nyanza 541 15.9 

 

1,318 16.4 

 

1,859 16.3 

 Rift valley 543 27.0 

 

1,278 26.8 

 

1,821 26.8 

 Western 451 10.7 

 

1,039 11.0 

 

1,490 10.9 

 Northeastern 219 2.0 

 

608 2.2 

 

827 2.1 

 
 

Residence 

        

0.58 

Urban 1,084 26.1 

 

2,615 25.4 

 

3,699 25.6 

 Rural 2,381 73.9 

 

5,829 74.6 

 

8,210 74.4 

 Wealth 

        

0.09 

Poorest 590 14.5 

 

1,699 16.5 

 

2,289 15.9 

 Poorer 571 17.4 

 

1,284 17.6 

 

1,855 17.5 

 Middle 586 17.9 

 

1,455 19.1 

 

2,041 18.7 

 Richer 720 22.3 

 

1,617 20.6 

 

2,337 21.1 

 Richest 998 28.0 

 

2,389 26.3 

 

3,387 26.8 

 Religion 

        

<0.01 

Roman catholic 826 25.7 

 

1,684 21.9 

 

2,510 23.0 

 Protestant 1,997 63.0 

 

5,152 68.1 

 

7,149 66.6 

 Muslim 459 6.4 

 

1,358 7.4 

 

1,817 7.1 

 No religion/Other 181 4.9   241 2.6 

 

422 3.2 

 Insurance Coverage 

        

<0.01 

No 3,052 88.5 

 

7,831 93.0 

 

10,883 91.7 

 Yes 413 11.5   604 7.0 

 

1,017 8.3 

 Psychosocial 

         Frequency of Radio Listening 

       

<0.01 

Not at all 177 5.0   1,551 13.9 

 

1,728 11.3 

 Less than 1 a week 194 5.2 

 

692 9.1 

 

886 7.9 

 At least once a week 448 13.8 

 

1,314 16.2 

 

1,762 15.5 

 Almost everyday 2,644 76.0 

 

4,881 60.9 

 

7,525 65.3 

 Frequency of TV watching 

       

<0.01 

Not at all 1,130 31.6   4,602 53.7 

 

5,732 47.2 

 Less than 1 a week 647 19.5 

 

915 12.2 

 

1,562 14.3 

 At least once a week 615 18.9 

 

721 8.9 

 

1,336 11.8 

 Almost everyday 1,072 30.0 

 

2,204 25.3 

 

3,276 26.7 

 Frequency of Reading Newspapers 

       

<0.01 

Not at all 1128 31.3   4921 56.0 

 

6049 48.8 

 Less than 1 a week 826 22.9 

 

1512 19.7 

 

2338 20.6 

 At least once a week 1010 32.7 

 

1437 18.5 

 

2447 22.6 

 Almost everyday 500 13.1 

 

566 5.8 

 

1066 7.9 
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Sample Characteristics Continued 

 
Men 

 

Women 
 

Total P- 

 

N % 

 

N % 

 

N % value 

Heard FP on radio 

        

0.14 

No 1,075 28.4 

 

2,958 30.8 

 

4,033 30.1 

 Yes 2,389 71.6 

 

5,484 69.1 

 

7,873 69.8 

 Heard FP newspaper 

        

<0.01 

No 2,159 60.4 

 

5,726 65.9 

 

7,885 64.3 

 Yes 1,304 39.6 

 

2,716 34.1 

 

4,020 35.7 

 
 

Sexual Behavior 

         Recent sexual activity 

        

0.38 

Never had sex 538 15.3 

 

1,407 16.7 

 

1,945 16.3 

 Active in last 4 weeks 1,715 48.6 

 

4,155 48.7 

 

5,870 48.7 

 Not active: last 4 wks 1,206 36.1 

 

2,857 34.6 

 

4,063 35.0 

 
 

Age first sex 

        

<0.01 

At union 122 1.9   1,057 9.3 

 

1,179 7.1 

 Below 16 1,116 32.4 

 

1,772 21.1 

 

2,888 24.4 

 Above 16 1,679 50.4 

 

4,202 52.9 

 

5,881 52.2 

 Never had 538 15.3 

 

1,407 16.7 

 

1,945 16.3 

 Sex with other 

        

<0.01 

No 2,621 76.4 

 

7,410 87.2 

 

10,031 84.0 

 Yes 827 23.7   1,018 12.9 

 

1,845 16.0 

 Wife beating justified: 

         a) For arguing 

        

<0.01 

No 2,568 74.9 

 

5,718 67.2 

 

8,286 69.4 

 Yes 815 23.4   2,491 30.9 

 

3,306 28.7 

 Don't know 82 1.7 

 

229 1.9 

 

311 1.9 

 b) Refusing to have sex 

        

<0.01 

No 2,849 84.3 

 

6,192 73.8 

 

9,041 76.8 

 Yes 506 13.5   1,912 22.7 

 

2,418 20.0 

 Don't know 110 2.2 

 

335 3.5 

 

445 3.1 

 Children taught condoms 

        

<0.01 

No 1,071 27.0 

 

2,918 34.9 

 

3,989 32.6 

 Yes 2,273 69.5   4,984 60.6 

 

7,257 63.2 

 Don’t know 113 3.4 

 

456 4.5 

 

569 4.2 

 Keep TB secret 

        

<0.01 

No 3,074 89.4 

 

6,100 73.6 

 

9,174 78.2 

 Yes 351 10.6   2,193 26.4 

 

2,544 21.8 
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Sample Characteristics Continued 

 
Men 

 

Women 
 

Total P- 

 

N % 

 

N % 

 

N % value 

Knows someone infected 

With HIV/AIDS 

        

0.55 

 

808 20.8 

 

2,089 20.7 

 

2,897 20.7 

 

 

2,646 79.2 

 

6,247 79.1 

 

8,893 79.1 

 Perceived chance  

of infection 

        

<0.01 

Great 355 10.5 

 

1,163 14.1 

 

1,518 13.0 

 Moderate 1,638 51.1 

 

2,803 34.7 

 

4,441 39.5 

 Small 1,335 34.6 

 

3,720 43.5 

 

5,055 40.9 

 None 130 3.9 

 

673 7.8 

 

803 6.6 

 
 

Women Only
 a
 

Domestic Violence 

         Emotional  

        

 

None 

   

3,230 70.0 

 

3,230 70.0  

Yes 

   

1,308 30.0 

 

1,308 30.0  

Severe 

        

 

None 

   

3,829 82.7 

 

3,829 82.7  

Yes 

   

704 17.2 

 

704 17.2  

Less severe 

        

 

No 

   

2,894 63.2 

 

2,894 63.2  

Yes  

   

1,640 36.6 

 

1,640 36.6  

Sexual violence 

        

 

No 

   

3,929 85.5 

 

3,929 85.5  

Yes 

   

607 14.4 

 

607 14.4  

Condom Advertisement 

        

 

Heard condom advert 

        

 

No 

   

2,539 26.2 

 

2,539 26.2  

Yes 

   

5,903 73.8 

 

5,903 73.8  

Condom advert acceptable 

        

 

Not at all 

   

1,619 17.9 

 

1,619 17.9  

Some what 

   

1,501 15.8 

 

1,501 15.8  

Very acceptable 

   

5,323 66.3 

 

5,323 66.3  

Men Only 
b
 

Contraception is  

women business 

        

 

Disagree 2,720 78.5 

    

2,720 78.5  

Agree 544 16.8 

    

544 16.8 

 Don’t know 200 4.6 

    

200 4.6 
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Sample Characteristics Continued 

 
Men 

 

Women 
 

Total P- 

 

N % 

 

N % 

 

N % 
valu

e 

Contraception makes  

women promiscuous 

         Disagree 1,910 51.2 

    

1,910 51.2 

 Agree 1,193 40.1 

    

1,193 40.1 

 Don’t know 360 8.7 

    

360 8.7 

 
 

Husband has a right:  

         a) To be angry 

         No 2,293 68.0 

    

2,293 68.0 

 Yes 959 26.5 

    

959 26.5 

 Don’t know  212 5.6 

    

212 5.6 

 b) Refuse financial support 

         No 3,030 88.9 

    

3,030 88.9 

 Yes 312 8.9 

    

312 8.9 

 Don’t know 122 2.2 

    

122 2.2 

 c) Force to have sex 

         No 3,210 92.6 

    

3,210 94.0 

 Yes 157 4.5 

    

157 4.6 

 Don’t know 97 2.8 

    

97 1.4 

 d) Have sex other women 

         No 3,022 87.2 

    

3,022 87.2 

 Yes 317 9.2 

    

317 9.2 

 Don’t know  124 3.6 

    

124 3.6 

  

Note. Values adjusted for sampling weights, stratum and clusters. 

a 
Refers to questions asked to women only, 

b 
Refers to questions asked to men only. 
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Table 7 

Previous HIV Testing Status, Pathways for Testing and Willingness to take the HIV/AIDS 

Test 

 
Men Women Total 

 Testing Status N % N % N % P-value 

Ever been tested for 

HIV/AIDS 

 

    

 

<0.01 

No 2,020 58.1 3,411 40.6 5,431 45.7 

 Yes 1,437 41.9 4,915 59.0 6,352 54.0 

 Total 3,457  8,326  11,783 

  Pathways to testing and 

willingness to test 

 

    

 

< 0.01 

Not tested: Unwilling 

to take test 485 13.2 1,169 15.7 1,654 14.8 

 Not tested: Willing to 

take test 1,534 44.8 2,254 36.3 3,788 39.2 

 Tested: Offered and 

accepted test 365 10.7 999 14.7 1,364 13.3 

 Tested: Requested to 

be tested 896 26.8 1,648 24.8 2,544 25.5 

 Tested:  Test was 

required 176 4.4 536 8.6 712 7.2 

 Total 3,456  6,606  10,062 

   

 

Note. Values adjusted for sampling weights, stratum and clusters.
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Table 8 

Comparing Men and Women on HIV Testing Parameters for those Previously Tested 

 

MEN 

 

WOMEN 

 

                Last HIV/AIDS test was: 

 

              Last HIV/AIDS test was: 

 

Required Offered Requested Total 

 

Required Offered Requested Total 

 

N % N % N % N % 

 

N % N % N % N % 

Place of last test 

      
 

      
 

 
 

 Govt./ public 
a 

68 44.7 145 39.6 492 53.5 705 49.1 

 

423 74.5 513 52.5 899 54.9 1,835 57.7 

Priv. / Relig. 
b 

51 33.9 48 13.0 108 11.8 207 14.4 

 

95 16.8 105 10.8 289 17.6 489 15.4 

VCT 29 18.9 145 39.5 279 30.4 452 31.5 

 

44 7.8 312 32.0 414 25.3 770 24.2 

Other 4 2.5 29 7.8 40 4.3 72 5.0 

 

5 0.9 46 4.7 37 2.2 88 2.8 

Total 152 100 366 100 919 100 1,437 100 

 

568 100 976 100 1,638 100 3,182 100 

Got last test results 

      
 

      
 

 
 

 No 9 5.8 30 8.3 19 2.1 58 4.0 

 

24 4.2 45 4.7 17 1.0 86 2.7 

Yes 143 94.2 331 90.4 897 97.6 1,371 95.4 

 

545 95.8 930 95.3 1,622 99.0 3,097 97.3 

Total 152 100 366 100 919 100 1,437 100 

 

568 100 976 100 1,639 100 3,183 100 

Time since last  test 

      
 

      
 

 
 

 < 12 months 55.8 36.8 177.1 48.4 566 61.6 799 55.6 

 

293 51.5 548 56.1 1,110 67.7 1,950 61.3 

12-23 mon 34.3 22.6 72.4 19.8 164 17.8 270 18.8 

 

68 12.0 183 18.7 256 15.6 507 15.9 

>=2 years  61.5 40.6 114.9 31.4 185 20.1 361 25.1 

 

207 36.4 245 25.1 273 16.7 725 22.8 

Total 151.6 100 366.1 100 919 100 1,437 100 

 

568 100 976 100 1,639 100 3,183 100 

 

Note. Values adjusted for sampling weights, stratum and clusters. 

a 
Govt./Public= Government or Public health facilities, 

b 
Priv/Relig= Private or religious health facilities, 

c 
VCT= Voluntary 

counseling and testing facilities. 
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Table 9 

Comparing Men and Women on Knowledge of Testing Site for those Not Previously Tested for HIV/AIDS 

 

MEN  WOMEN 

 

Willing to be tested: 

  

 Willing to be tested: 

  

 

No/Don’t know Yes Total  No/Don’t know Yes Total 

Know HIV/AIDS testing site N % N % N %  N % N % N % 

No 60 13.2 216 13.9 276 8.0  222 21.5 320 13.4 542 8.2 

Yes 397 86.9 1333 86.1 3180 92.0  811 78.5 2077 86.6 6064 91.8 

Total 457 100 1549 100 3,456 100  1034 100 2397 100 6,606 100 

 

Note. Values adjusted for sampling weights, stratum and clusters.
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Table 10 

Difference in HIV related Knowledge between Men and Women 

 
Men  Women Difference: 

Men-Women 

 
Mean 95% CI  Mean 95% CI 

Mean HIV related 

Knowledge 0.10 0.04 0.16 

 

0.04 -0.01 0.10 0.06 

    

 

   

 

Knowledge Quartiles % 95% CI  % 95% CI  

1st Quartile 19.7 0.17 0.22  22.1 0.20 0.24 (2.4) 

2nd Quartile 26.9 0.25 0.29  26.0 0.24 0.28 0.9 

3rd Quartile 27.6 0.25 0.30  26.6 0.25 0.28 1.0 

4th Quartile 25.8 0.23 0.29  25.3 0.23 0.27 0.5 

 

Note. Values adjusted for sampling weights, stratum and clusters.
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Table 11 

 

Bivariate Association between HIV related Knowledge and Demographic and Psychosocial Factors 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Age group 

    

0.15 

     

<0.01 

15-19 24.1 28.3 25.8 21.7 

  

29.8 27.8 25.9 16.6 

 20-24 17.7 26.5 26.9 28.9 

  

20.5 24.0 25.2 30.3 

 25-29 17.1 28.6 23.6 30.7 

  

20.1 25.0 28.6 26.3 

 30-34 14.6 27.9 28.9 28.7 

  

17.2 26.5 27.9 28.4 

 35-39 17.2 24.0 34.1 24.7 

  

24.1 23.9 26.1 25.9 

 40-44 18.0 27.4 29.5 25.1 

  

20.0 27.0 27.0 26.1 

 45-49 25.6 24.3 28.0 22.2 

  

28.6 25.7 22.1 23.7 

 Marital Status 

    

0.23 

     

0.87 

Never married 21.4 28.0 25.9 24.7 

  

23.2 26.9 25.5 24.4 

 Currently married 18.0 26.2 28.5 27.3 

  

22.8 25.4 26.6 25.3 

 Formerly married 22.2 24.5 32.8 20.5 

  

22.6 24.2 27.4 25.9 

 Education attainment 

    

<0.01 

     

<0.01 

No education 62.0 23.8 9.2 5.1 

  

63.8 19.1 11.3 5.7 

 Incomplete primary 31.9 32.3 21.5 14.3 

  

28.5 29.6 24.6 17.4 

 Complete primary 19.4 27.0 29.2 24.4 

  

19.0 29.1 28.6 23.3 

 Incomplete secondary 8.9 33.9 29.1 28.0 

  

14.3 23.7 32.3 29.7 

 Complete secondary 10.4 19.5 37.0 33.2 

  

9.8 22.5 30.5 37.2 

 Higher  4.5 18.4 25.8 51.4 

  

3.2 15.2 25.2 56.4 
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Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Ethnicity 

    

<0.01 

     

<0.01 

Kikuyu 12.5 31.5 36.3 19.8 

  

13.3 24.8 27.0 35.0 

 Kalenjin 26.0 26.3 22.0 25.7 

  

32.0 29.0 22.7 16.3 

 Kamba 27.0 29.1 27.2 16.7 

  

17.2 32.8 27.8 22.3 

 Embu/Mer 19.3 30.2 29.8 20.6 

  

27.5 33.5 24.6 14.4 

 Kisii 2.8 14.4 39.1 43.7 

  

14.5 23.4 37.6 24.5 

 Luhya 21.7 29.1 22.2 27.1 

  

18.1 25.0 27.9 29.0 

 Luo 9.7 19.5 27.0 43.9 

  

14.2 18.3 31.1 36.4 

 Miji/Swa 17.5 35.3 27.8 19.3 

  

29.5 29.9 23.1 17.7 

 Other 44.4 23.9 17.9 13.8 

  

60.8 19.8 11.6 7.8 

 Region 

    

<0.01 

     

<0.01 

Nairobi 10.8 23.1 32.6 33.6 

  

12.2 16.5 30.3 41.0 

 Central 14.2 34.1 37.9 13.8 

  

12.2 26.3 29.6 32.0 

 Coast 20.3 35.7 26.2 17.8 

  

29.0 27.0 23.3 20.7 

 Eastern 26.0 31.5 26.6 16.0 

  

23.5 33.7 25.5 17.3 

 Nyanza 5.4 16.7 27.9 50.0 

  

13.4 20.6 32.4 33.7 

 Rift valley 22.4 26.4 27.5 23.7 

  

31.0 27.8 22.9 18.4 

 Western 26.9 29.0 18.5 25.7 

  

19.8 25.1 26.4 28.7 

 North eastern 74.1 11.5 9.3 5.0 

  

76.2 13.8 7.5 2.4 

 Residence 

    

0.03 

     

<0.01 

Urban 13.8 26.4 30.5 29.4 

  

16.4 19.4 28.8 35.4 

 Rural 21.8 27.1 26.5 24.6 

  

25.0 27.8 25.5 21.7 
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Bivariate Association between HIV related Knowledge and Demographic and Psychosocial Factors Continued  

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Wealth 

    

<0.01 

     

<0.01 

Poorest 37.9 24.7 18.8 18.6 

  

43.6 28.4 17.9 10.1 

 Poorer 22.8 28.6 26.5 22.1 

  

21.5 29.6 27.9 21.0 

 Middle 18.6 29.9 28.6 22.9 

  

20.2 27.5 26.9 25.5 

 Richer 16.6 26.8 30.0 26.6 

  

17.3 27.1 30.0 25.6 

 Richest 11.5 25.1 30.2 33.3 

  

14.1 20.3 28.4 37.3 

 Religion 

    

<0.01 

     

<0.01 

Roman catholic 18.7 26.9 26.8 27.7 

  

20.5 24.7 27.4 27.5 

 Protestant 17.1 26.8 28.0 28.2 

  

19.0 26.7 27.6 26.7 

 Muslim 42.5 25.1 23.8 8.6 

  

46.2 22.3 18.5 13.1 

 No religion/other 28.4 32.4 29.1 10.1 

  

48.7 30.2 15.8 5.2 

 Covered insurance 

    

<0.01 

 

  

   

<0.01 

No 21.5 27.5 27.2 23.8 

  

23.9 26.5 26.3 23.3 

 Yes 6.0 22.0 30.5 41.4 

  

6.7 15.1 27.2 51.0 

 Freq. of listening to radio 

    

<0.01 

     

<0.01 

Not at all 45.4 19.3 19.1 16.2 

  

45.6 25.7 16.7 12.0 

 Less than 1 a week 30.9 40.0 18.6 10.5 

  

29.0 30.4 24.9 15.7 

 At least once a wk 24.2 31.9 25.9 17.9 

  

20.7 28.2 28.4 22.7 

 Almost everyday 16.4 25.6 29.0 29.0 

  

17.3 24.4 28.2 30.1 

 Freq. of watching TV 

    

<0.01 

     

<0.01 

Not at all 32.3 27.3 22.2 18.2 

  

29.1 27.3 24.4 19.2 

 Less than 1 a week 20.3 32.5 26.3 21.0 

  

20.0 32.1 26.1 21.9 

 At least once a wk 14.1 22.7 32.7 30.5 

  

17.6 23.7 30.5 28.3 

 Almost everyday 9.6 25.6 30.8 34.1 

  

12.4 19.8 29.2 38.6 
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Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Heard FP
a 
 radio

 

    

<0.01 

     

<0.01 

No 33.2 27.6 22.2 17.0 

  

38.8 27.9 20.6 12.7 

 Yes 14.3 26.6 29.7 29.4 

  

15.6 24.8 28.9 30.7 

 Heard FP
a
 newspaper 

    

<0.01 

     

<0.01 

No 27.4 28.8 25.6 18.2 

  

28.5 28.5 25.1 18.0 

 Yes 7.9 24.1 30.6 37.4 

  

11.8 20.4 28.8 39.1 

 Children taught condoms 

    

<0.01 

     

<0.01 

No 26.8 26.7 26.3 20.3 

  

25.7 30.8 23.7 19.8 

 Yes 15.5 27.2 28.6 28.7 

  

17.6 23.8 28.9 29.7 

 Don’t know 41.8 24.6 19.9 13.6 

  

55.8 16.9 18.1 9.3 

 Sex activity 

    

<0.01 

     

0.01 

Never had intercourse 27.0 26.8 28.8 17.4 

  

28.2 26.5 24.5 20.8 

 Active last 4 wks 15.5 26.9 28.6 29.0 

  

20.7 25.3 27.0 27.1 

 Inactive last 4 wks 22.3 27.0 25.6 25.1 

  

23.2 26.1 26.4 24.2 

 Age first sex 

    

<0.01 

     

<0.01 

At union 46.0 22.9 19.5 11.6 

  

43.3 25.0 19.0 12.7 

 Below 16 20.6 28.0 24.7 26.7 

  

23.6 26.8 27.2 22.4 

 Above 16 15.8 26.4 29.4 28.4 

  

17.2 25.2 27.9 29.8 

 Never had intercourse 27.0 26.8 28.8 17.4 

  

28.2 26.5 24.5 20.8 

 Had extramarital affair 

    

0.07 

     

<0.01 

No 20.4 26.5 28.4 24.7 

  

24.0 25.5 26.3 24.2 

 Yes 17.1 28.6 24.8 29.6 

  

15.5 27.5 26.6 30.5 
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Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Wife beating justified for: 

           a) Arguing 

    

<0.01 

     

<0.01 

No 18.1 25.6 28.4 27.9 

  

20.7 24.7 26.7 28.0 

 Yes 24.3 31.7 24.5 19.6 

  

24.9 28.5 26.4 20.3 

 Don't know 28.6 17.2 33.9 20.3 

  

65.3 16.2 12.8 5.7 

 b) Refusing sex 

    

<0.01 

     

<0.01 

No 17.5 26.2 28.3 28.1 

  

20.6 24.9 26.6 27.9 

 Yes 29.8 32.8 23.5 14.0 

  

26.1 29.1 26.0 18.8 

 Don't know 42.5 18.9 25.2 13.4 

  

47.6 22.0 21.8 8.6 

 Keep TB
b
 a secret  

    

0.12 

     

<0.01 

No 19.1 26.4 27.5 27.0 

  

20.3 25.6 26.7 27.3 

 Yes, remain 19.9 31.0 31.5 17.6 

  

25.5 27.4 27.6 19.5 

 Don't know 20.5 36.1 23.2 20.1 

  

36.2 21.0 14.1 28.7 

 Knows someone infected 

with HIV/AIDS 

    

<0.01 

     

<0.01 

No 33.0 29.7 23.0 14.2 

  

43.4 25.5 18.6 12.6 

 Yes 16.0 26.3 28.8 28.9 

  

16.5 26.2 28.7 28.7 

 Perceived Chance of 

Infection with HIV/AIDS 

    

<0.01 

     

<0.01 

Great 17.0 27.8 23.5 31.7 

  

16.3 26.0 25.4 32.3 

 Moderate 16.3 27.1 29.9 26.8 

  

17.9 27.2 28.0 26.9 

 Small 25.8 26.5 25.7 22.0 

  

28.6 25.5 25.4 20.6 

 None 13.5 27.9 25.4 33.1 

  

14.5 23.4 29.4 32.7 
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Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Women Only 
c 

Domestic Violence 

           a) Emotional violence 

          

0.69 

None 

      

21.9 26.9 25.8 25.5 

 Yes 

      

20.9 25.2 28.1 25.8 

 b) Severe violence 

          

0.74 

None 

      

22.0 26.3 26.4 25.4 

 Yes 

      

19.9 28.1 25.4 26.6 

 c) Less severe 

          

0.3 

No 

      

21.9 25.9 26.6 25.7 

 Yes 

      

21.0 25.2 26.8 27.0 

 d) Sexual violence 

          

0.36 

No 

      

21.5 25.8 26.3 26.3 

 Yes 

      

22.1 24.3 28.7 25.0 

 Condom advertisement/Acceptability 

Heard condom advert 

          

<0.01 

No 

      

39.0 26.4 22.1 12.6 

 Yes 

      

17.1 25.5 27.8 29.6 

 Condom advert accept 

          

<0.01 

Not at all 

      

32.8 28.8 24.2 14.3 

 Some what 

      

36.3 24.6 19.2 19.9 

 Very acceptable 

      

16.9 25.2 28.6 29.3 

   



142 

 

Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

Men Only 
d 

Contraception is a women 

business only 

    

<0.01 

      Disagree 16.2 26.6 28.6 28.7 

       Agree 23.5 30.0 27.6 19.0 

       Don’t know 64.0 22.0 10.7 3.3 

       Women who use contraception 

become promiscuous 

    

<0.01 

      Disagree 14.9 25.7 27.9 31.6 

       Agree 19.4 29.6 28.7 22.3 

       Don’t know 49.4 22.2 20.5 7.9 

       Husband has a right to: 

           a) Get angry 

    

0.43 

      No 20.1 26.2 28.7 25.0 

       Yes 17.5 28.6 26.5 27.5 

       Depends 25.2 28.1 18.6 28.1 

       b) Refuse financial support 

    

<0.01 

      No 18.9 26.6 27.9 26.7 

       Yes 20.5 32.2 28.1 19.2 

       Depends 48.5 20.3 12.3 18.8 

       c) Force to have sex 

    

<0.01 

      No 18.8 26.9 27.6 26.7 

       Yes 25.3 30.0 30.5 14.2 

       Depends 62.3 16.4 14.5 6.8 
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Bivariate Associations between HIV related Knowledge and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MEN 

 

PERCENTAGE OF WOMEN 

 

HIV related Knowledge Quartile 

 

HIV related Knowledge Quartile 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

 

1
st
  2

nd
  3

rd
  4

th
  p value 

d) Have sex with other women 

    

0.13 

      No 18.8 26.8 28.0 26.5 

       Yes 25.7 28.4 26.5 19.5 

       Depends 28.3 25.0 18.2 28.5 

        

Note. Values adjusted for sampling weights, stratum and clusters. 

a
 FP= Family Planning, 

b 
TB= Tuberculosis, 

c 
Women only= Refers to questions asked to women only, 

d 
Men only= Refers to 

questions asked to men only.
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Table 12: Difference between Men and Women on HIV related Stigma 

 

 Men   Women  Difference 

HIV 

Related 

Stigma N % 95% CI 

 

N % 95% CI 

 

Men -

Women 

Very High 162 4.7 0.04 0.06  832 9.9 0.09 0.11  (5.2) 

High 481 13.9 0.12 0.16  1692 20.0 0.18 0.22  (6.1) 

Some 1189 34.3 0.32 0.37  3110 36.8 0.35 0.39  (2.5) 

None 1633 47.1 0.44 0.50  2810 33.3 0.32 0.35  13.8 

 

Note. Percentages adjusted for sampling weights, stratum and clusters.
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Table 13  

Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors  

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Age group 

    

<0.01 

     

<0.01 

15-19 7.7 17.1 39.1 36.1 

  

13.2 22.5 35.7 28.6 

 20-24 4.2 14.4 34.0 47.5 

  

8.4 19.4 41.5 30.7 

 25-29 3.6 13.8 30.7 51.8 

  

9.1 20.4 37.1 33.5 

 30-34 2.4 13.1 31.7 52.9 

  

10.2 17.9 32.4 39.5 

 35-39 2.7 10.9 31.4 55.0 

  

8.2 17.3 35.1 39.4 

 40-44 3.8 11.4 31.5 53.4 

  

8.7 17.6 36.2 37.5 

 45-49 5.8 12.7 37.0 44.5 

  

9.9 25.7 33.8 30.7 

 Marital status 

    

<0.01 

     

0.24 

Never married 5.8 15.6 36.9 41.7 

  

9.4 18.3 38.4 33.9 

 Currently married 3.9 12.7 32.7 50.7 

  

10.6 21.2 35.1 33.1 

 Formerly married 3.0 10.8 27.2 59.0 

  

8.2 19.8 38.2 33.8 

 Education 

    

<0.01 

     

<0.01 

No education 17.8 25.7 35.4 21.1 

  

30.2 30.7 21.7 17.4 

 Incomplete primary 9.0 20.7 34.2 36.1 

  

14.6 25.4 35.4 24.6 

 Complete primary 3.9 13.4 34.9 47.9 

  

6.4 20.3 38.0 35.3 

 Incomplete secondary 1.3 8.3 39.5 50.9 

  

4.5 17.9 38.4 39.2 

 Complete secondary 1.9 9.8 30.1 58.3 

  

2.8 11.0 38.1 48.0 

 Higher  0.2 8.4 33.5 57.9 

  

1.5 6.5 47.4 44.5 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Ethnicity 

    

<0.01 

     

<0.01 

Kikuyu 2.8 10.2 32.3 54.7 

  

3.6 14.1 38.8 43.6 

 Kalenjin 3.7 9.3 29.4 57.6 

  

14.0 24.6 31.2 30.2 

 Kamba 5.0 19.0 38.7 37.3 

  

14.7 27.9 33.8 23.5 

 Embu/Meru 4.4 22.3 32.3 41.0 

  

3.7 21.4 39.7 35.2 

 Kisii 4.2 13.4 38.9 43.5 

  

2.3 16.9 45.8 35.0 

 Luhya 4.1 10.8 26.6 58.4 

  

9.5 16.5 37.3 36.8 

 Luo 4.2 12.6 48.4 34.9 

  

5.8 17.0 44.0 33.2 

 Miji/Swa/Taita 5.3 12.3 40.7 41.8 

  

8.6 26.2 34.3 30.8 

 Other 12.8 25.5 27.7 34.0 

  

31.2 26.6 21.1 21.2 

 Region 

    

<0.01 

     

<0.01 

Nairobi 6.9 13.6 40.1 39.3 

  

3.1 10.8 42.8 43.3 

 Central 2.8 9.3 31.3 56.6 

  

5.7 17.1 34.0 43.3 

 Coast 4.0 11.7 35.1 49.2 

  

7.9 29.3 32.5 30.3 

 Eastern 5.0 21.5 36.6 36.9 

  

12.3 26.5 35.6 25.5 

 Nyanza 4.1 13.1 46.2 36.6 

  

5.0 16.7 45.1 33.2 

 Rift val 2.9 10.7 27.7 58.8 

  

12.1 22.6 33.9 31.4 

 Western 6.7 12.3 29.4 51.6 

  

9.8 14.3 36.3 39.6 

 Northeas 21.6 42.1 22.1 14.2 

  

55.9 18.5 13.6 12.0 

 Residence 

    

0.48 

     

<0.01 

Urban 3.8 12.0 35.6 48.6 

  

5.0 14.3 41.6 39.1 

 Rural 5.0 14.6 33.9 46.6 

  

11.5 22.0 34.8 31.6 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Wealth 

    

<0.01 

     

<0.01 

Poorest 16.3 63.6 7.8 12.3 

  

26.6 46.0 14.6 12.8 

 Poorer 12.7 53.0 10.6 23.7 

  

13.1 50.2 17.5 19.2 

 Middle 14.1 50.0 10.7 25.2 

  

15.9 44.9 19.3 20.0 

 Richer 13.8 46.2 13.4 26.6 

  

18.6 39.2 15.7 26.5 

 Richest 13.1 32.7 11.8 42.4 

  

13.8 25.2 14.1 46.9 

 Religion 

    

<0.01 

     

<0.01 

Roman catholic 11.8 51.6 9.0 27.6 

  

15.1 43.1 15.9 25.9 

 Protestant 13.3 44.4 12.6 29.7 

  

15.6 39.9 16.3 28.2 

 Muslim 21.7 44.7 11.6 22.0 

  

34.2 27.3 15.2 23.3 

 No Religion/Other 20.0 57.1 4.3 18.7 

  

24.4 43.7 15.6 16.4 

 Covered by insurance 

    

<0.01 

     

<0.01 

No 5.2 14.7 34.2 45.9 

  

10.5 20.9 36.3 32.4 

 Yes 0.5 7.7 35.3 56.6 

  

2.3 9.5 40.4 47.8 

 Freq listening to radio 

    

<0.01 

     

<0.01 

Not at all 9.1 22.2 39.1 29.6 

  

22.9 27.6 24.9 24.6 

 Less than once a wk 7.6 17.5 26.2 48.8 

  

12.0 28.1 33.7 26.2 

 At least once a week 6.3 15.9 39.0 38.8 

  

9.4 20.0 38.7 31.9 

 Almost everyday 3.9 12.7 33.7 49.7 

  

6.7 17.3 39.1 36.9 

 Freq watching TV 

    

<0.01 

     

<0.01 

Not at all 7.0 18.1 34.8 40.1 

  

13.7 23.8 32.5 30.0 

 Less than once a week 4.3 12.6 32.6 50.5 

  

9.5 21.0 38.8 30.7 

 At least once a week 4.0 12.9 32.8 50.3 

  

6.6 17.3 42.7 33.4 

 Almost everyday 2.9 11.0 35.7 50.4 

  

3.1 12.6 41.9 42.4 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Heard FP
a
 radio 

    

<0.01 

     

<0.01 

No 7.7 18.4 33.2 40.7 

  

17.4 27.7 30.6 24.3 

 Yes 3.5 12.1 34.7 49.7 

  

6.6 16.7 39.2 37.6 

 Heard FP
a
 newspaper 

    

<0.01 

     

<0.01 

No 5.9 16.7 33.5 43.9 

  

13.2 23.0 34.6 29.2 

 Yes 2.8 9.6 35.5 52.1 

  

3.5 14.6 40.2 41.7 

 Children taught condoms 

    

<0.01 

     

<0.01 

No 6.4 17.0 35.9 40.7 

  

12.7 22.0 35.0 30.4 

 Yes 3.7 12.5 33.7 50.1 

  

7.4 18.7 38.4 35.5 

 Don’t know 11.5 18.2 35.0 35.4 

  

24.6 28.7 31.2 15.6 

 HIV related Knowledge 

    

<0.01 

     

<0.01 

1
st
 Quarter 12.3 23.2 31.1 33.3 

  

21.9 27.9 28.8 21.4 

 2
nd

 Quarter 5.1 11.7 34.9 48.4 

  

10.0 24.1 36.5 29.4 

 3
rd

 Quarter 2.0 12.0 37.0 49.0 

  

5.6 18.4 39.1 37.0 

 4
th

 Quarter 1.2 11.2 33.3 54.3 

  

3.4 10.8 40.9 44.9 

 Sexual activity 

    

<0.01 

     

0.66 

Never  had sex 7.6 18.6 37.5 36.4 

  

11.0 20.1 36.8 32.1 

 Active: last 4 wks 4.0 12.1 33.1 50.8 

  

9.4 20.3 35.5 34.8 

 Inactive: last 4 wks 4.3 14.4 34.7 46.6 

  

10.1 19.9 37.7 32.3 

 Age first sex 

    

<0.01 

     

<0.01 

At union 15.2 34.8 22.3 27.7 

  

19.8 24.8 27.2 28.2 

 Below 16 3.9 13.4 34.1 48.6 

  

10.5 23.8 38.3 27.4 

 Above 16 3.9 12.1 33.8 50.3 

  

7.6 17.8 37.3 37.4 

 Never had sex 7.6 18.6 37.5 36.4 

  

11.0 20.1 36.8 32.1 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Had extramarital affair 

    

0.42 

     

0.02 

No 4.8 14.0 33.4 47.8 

  

10.5 20.4 36.4 32.8 

 Yes 4.3 13.3 37.2 45.2 

  

6.2 18.3 37.7 37.8 

 Wife beating justified 

           a) For arguing 

    

<0.01 

     

<0.01 

No 3.7 12.4 33.4 50.6 

  

7.6 18.6 36.9 36.9 

 Yes 7.6 18.2 36.2 38.0 

  

13.2 22.6 36.8 27.3 

 Don't know 8.5 21.8 47.8 22.0 

  

32.4 33.7 17.3 16.6 

 b) For refusing to have sex 

    

<0.01 

     

<0.01 

No 3.8 12.6 34.4 49.1 

  

7.9 18.4 37.8 36.0 

 Yes 9.3 20.9 32.1 37.7 

  

14.3 24.6 33.9 27.3 

 Don't know 8.5 19.4 42.7 29.4 

  

23.5 28.4 28.0 20.1 

 Keep a family member’s  

TB
b
 infection  secret 

    

<0.01 

     

<0.01 

No 3.7 12.9 32.6 50.9 

  

7.9 18.3 31.8 42.0 

 Yes, remain 12.1 25.6 46.4 15.9 

  

14.8 24.7 51.2 9.3 

 Don't know 1.2 9.0 70.8 18.9 

  

12.8 28.6 45.6 13.0 

 Knows someone infected 

or died of HIV/AIDS 

    

<0.01 

     

<0.01 

No 8.4 22.1 35.3 34.2 

  

19.8 27.9 32.3 20.0 

 Yes 3.7 11.8 34.1 50.4 

  

7.4 18.3 38.0 36.2 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Perceived chance of 

Infection with HIV/AIDS 

    

0.29 

     

0.02 

Great 2.3 11.8 33.1 52.7 

  

8.4 17.9 36.8 36.9 

 Moderate 4.5 13.8 33.8 47.9 

  

10.1 19.1 37.7 33.1 

 Small 5.9 15.0 35.0 44.1 

  

11.2 22.5 35.7 30.6 

 None 2.6 11.2 40.3 46.0 

  

5.6 17.7 39.6 37.2 

 Women Only 
c 

Domestic violence 

           a) Emotional violence 

          

0.08 

No 

      

10.0 19.6 35.7 34.7 

 Yes 

      

9.2 20.3 40.9 29.6 

 b) Severe violence 

          

0.31 

No 

      

9.9 19.9 36.1 34.1 

 Yes 

      

9.3 18.9 41.0 30.8 

 c) Less severe 

          

0.05 

No 

      

10.4 20.5 33.9 35.3 

 Yes 

      

9.5 20.3 39.7 30.4 

 d) Sexual violence 

          

0.47 

No 

      

9.8 20.8 35.5 33.9 

 Yes 

      

11.5 18.2 39.2 31.2 

 Condom Advertisement 

           Heard condom advert 

          

<0.01 

No 

      

19.2 27.0 29.7 24.1 

 Yes 

      

6.6 17.7 38.9 36.8 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

Condom advert accept 

          

<0.01 

Not at all 

      

16.2 23.3 30.6 29.9 

 Some what 

      

17.4 22.3 32.4 27.9 

 Very acceptable 

      

6.4 18.7 39.1 35.8 

 Men Only 
d 

Contraception is only  

women business 

    

<0.01 

      Disagree 3.8 12.7 35.1 48.4 

       Agree 5.9 17.4 33.8 42.9 

       Don’t know 15.3 22.4 21.7 40.7 

       Women using contraception 

become promiscuous 

    

<0.01 

      Disagree 3.5 13.3 36.1 47.1 

       Agree 4.7 13.4 32.4 49.5 

       Don’t know 11.6 19.8 32.3 36.3 

       Husband has a right to: 

           a) Be angry 

    

0.16 

      No 4.3 13.2 32.7 49.9 

       Yes 5.6 15.0 38.4 41.0 

       Depends 5.1 17.7 34.6 42.7 

       b) Refuse financial support 

    

<0.01 

      No 4.2 13.2 34.2 48.5 

       Yes 9.4 17.4 35.8 37.4 

       Depends 6.5 27.8 33.0 32.7 
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Bivariate Associations between HIV related Stigma and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES 

 

PERCENTAGE OF FEMALES 

 

HIV  related Stigma Level 

  

HIV  related Stigma Level 

 

 

Very high High Some None P value 

 

Very high High Some None P value 

c) Force to have sex 

    

<0.01 

      No 4.5 13.2 34.1 48.2 

       Yes 7.0 20.4 41.1 31.5 

       Depends 7.9 36.8 27.2 28.1 

       d) Have sex with other women 

    

0.01 

      No 4.7 13.1 33.7 48.6 

       Yes 5.5 19.1 37.6 37.8 

       Depends 2.6 23.5 41.8 32.2 

        

Note. Values adjusted for sampling weights, stratum and clusters. 

a
 FP= Family Planning, 

b 
TB= Tuberculosis, 

c 
Women only= Refers to questions asked to women only, 

d 
Men only= Refers to 

questions asked to men only
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Table 14 

Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Age group 

    

<0.01  

    

<0.01 

15-19 13.3 63.0 8.7 15.0 

 

 18.6 60.3 10.0 11.2 

 20-24 10.7 45.8 12.0 31.6 

 

 12.7 33.5 19.5 34.4 

 25-29 12.3 33.4 13.0 41.3 

 

 15.6 23.6 18.4 42.5 

 30-34 13.7 41.0 11.5 33.8 

 

 13.7 29.0 20.2 37.1 

 35-39 15.5 38.2 12.6 33.7 

 

 17.7 36.1 20.7 25.5 

 40-44 16.3 40.0 13.2 30.4 

 

 19.9 33.7 16.5 29.9 

 45 and above 18.2 51.1 9.8 20.9 

 

 24.3 43.5 12.9 19.3 

 Marital status 

    

<0.01  

    

< 0.01 

Never married 12.4 53.7 10.0 23.8 

 

 17.6 51.7 10.7 20.0 

 Currently married 15.5 40.3 12.4 31.8 

 

 16.8 31.9 21.1 30.3 

 Formerly married 10.0 51.8 9.2 28.9 

 

 17.0 32.4 13.0 37.7 

 Education attainment 

    

<0.01  

    

< 0.01 

No education    24.9 56.8 5.0 13.4 

 

 37.4 36.6 13.7 12.3 

 Incomplete primary 14.0 59.5 9.4 17.1 

 

 15.3 50.2 15.4 19.1 

 Complete primary 14.2 48.4 9.7 27.8 

 

 15.4 40.0 16.7 27.9 

 Incomplete second 9.9 44.5 17.0 28.7 

 

 17.2 38.5 17.4 26.9 

 Complete secondary 16.2 36.3 11.2 36.3 

 

 15.6 30.9 16.2 37.3 

 Higher 9.1 28.9 14.1 47.9 

 

 8.8 19.9 17.5 53.9 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Ethnicity 

    

<0.01  

    

< 0.01 

Kikuyu 15.6 37.7 11.2 35.5 

 

 17.7 32.3 14.7 35.3 

 Kalenjin 13.8 60.5 8.1 17.6 

 

 17.7 50.6 19.7 12.1 

 Kamba 16.4 50.6 6.1 27.0 

 

 20.1 47.5 10.7 21.7 

 Embu/Meru 13.7 59.3 8.1 18.9 

 

 16.4 46.3 11.1 26.2 

 Kisii 11.5 43.3 16.7 28.4 

 

 10.6 45.9 19.3 24.2 

 Luhya 12.2 45.8 12.3 29.7 

 

 11.4 42.2 18.3 28.1 

 Luo 8.9 36.3 14.1 40.7 

 

 11.1 31.8 15.5 41.7 

 Mijikenda/Swahili 18.8 40.9 21.2 19.1 

 

 18.6 29.7 20.9 30.8 

 Other 17.4 54.0 8.3 20.3 

 

 37.4 34.7 15.1 12.8 

 Region 

    

<0.01  

    

< 0.01 

Nairobi 14.8 27.8 15.2 42.3 

 

 12.6 21.7 15.6 50.0 

 Central 19.9 43.9 10.8 25.4 

 

 21.5 33.8 16.8 28.0 

 Coast 18.2 39.7 17.1 25.0 

 

 22.4 26.3 19.5 31.9 

 Eastern 16.3 57.7 5.0 21.1 

 

 20.0 49.9 11.1 19.1 

 Nyanza 9.6 39.8 14.0 36.6 

 

 11.5 40.2 16.1 32.2 

 Rift valley 11.0 51.0 9.4 28.7 

 

 16.7 43.9 16.0 23.5 

 Western 12.3 52.0 15.4 20.3 

 

 10.1 45.0 21.1 23.9 

 Northeastern 21.5 60.4 3.7 14.4 

 

 50.5 30.5 13.8 5.3 

 Residence 

    

<0.01  

    

< 0.01 

Urban 14.8 31.6 14.3 39.4 

 

 14.2 25.6 15.2 45.0 

 Rural 13.5 52.2 10.1 24.2 

 

 18.1 44.5 16.4 21.0 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Wealth 

    

<0.01  

    

< 0.01 

Poorest 16.3 63.6 7.8 12.3 

 

 26.6 46.0 14.6 12.8 

 Poorer 12.7 53.0 10.6 23.7 

 

 13.1 50.2 17.5 19.2 

 Middle 14.1 50.0 10.7 25.2 

 

 15.9 44.9 19.3 20.0 

 Richer 13.8 46.2 13.4 26.6 

 

 18.6 39.2 15.7 26.5 

 Richest 13.1 32.7 11.8 42.4 

 

 13.8 25.2 14.1 46.9 

 Religion 

    

<0.01  

    

< 0.01 

Roman catholic 11.8 51.6 9.0 27.6 

 

 15.1 43.1 15.9 25.9 

 Protestant 13.3 44.4 12.6 29.7 

 

 15.6 39.9 16.3 28.2 

 Muslim 21.7 44.7 11.6 22.0 

 

 34.2 27.3 15.2 23.3 

 No religion/other 20.0 57.1 4.3 18.7 

 

 24.4 43.7 15.6 16.4 

 Covered by Insurance 

    

<0.01  

    

< 0.01 

No 14.2 49.2 10.9 25.8 

 

 17.4 40.9 16.1 25.6 

 Yes 11.4 28.4 13.7 46.5 

 

 13.6 22.0 16.0 48.5 

 Freq listening to radio 

    

<0.01  

    

<0.01 

Not at all 13.7 58.5 9.8 18.1 

 

 28.3 40.3 17.5 13.9 

 Less than once a wk 15.8 61.4 5.3 17.6 

 

 19.2 42.0 16.4 22.5 

 At least once a wk 14.4 51.8 11.2 22.6 

 

 17.7 44.6 14.5 23.2 

 Almost everyday 13.6 44.3 11.6 30.4 

 

 14.1 37.9 16.2 31.8 

 Freq of watching TV 

    

<0.01  

    

<0.01 

Not at all 14.9 56.3 9.9 19.0 

 

 18.8 43.6 17.8 19.8 

 Less than once a wk 15.5 53.8 10.0 20.8 

 

 15.9 40.7 16.0 27.4 

 At least once a wk 12.2 39.8 12.7 35.2 

 

 17.9 39.6 13.6 28.9 

 Almost everyday 12.8 36.6 12.4 38.2 

 

 13.8 31.2 13.5 41.5 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Heard FP
a
 radio 

    

<0.01  

    

<0.01 

No 15.2 55.9 10.1 18.8 

 

 24.5 48.5 13.4 13.6 

 Yes 13.3 43.4 11.6 31.7 

 

 13.6 35.5 17.4 33.5 

 Heard FP
a
 newspaper 

    

<0.01  

    

<0.01 

No 16.0 53.1 9.6 21.4 

 

 19.3 44.4 15.7 20.6 

 Yes 10.5 37.4 13.7 38.5 

 

 13.1 30.8 16.9 39.2 

 Children taught condoms 

    

<0.01  

    

<0.01 

No 18.1 50.0 9.6 22.3 

 

 22.0 43.4 14.3 20.2 

 Yes 11.6 45.5 12.0 30.9 

 

 12.5 37.9 17.4 32.2 

 Don’t know 22.8 51.5 7.1 18.6 

 

 38.4 34.0 13.3 14.3 

 Stigma 

    

<0.01  

    

<0.01 

Very High 20.7 56.2 4.5 18.6 

 

 27.6 48.6 13.9 9.9 

 High 18.2 51.9 11.1 18.7 

 

 24.2 43.3 16.6 15.9 

 Some 14.2 47.6 12.3 25.9 

 

 16.1 38.1 14.1 31.7 

 None 11.7 44.0 11.1 33.3 

 

 10.7 36.4 18.8 34.2 

 HIV Knowledge 

    

<0.01  

    

<0.01 

1st Quartile 20.2 54.4 8.4 17.0 

 

 27.5 46.0 12.4 14.1 

 2nd Quartile 15.9 50.1 9.1 24.9 

 

 17.9 44.1 16.5 21.5 

 3rd Quartile 10.3 45.1 13.3 31.3 

 

 12.9 38.6 16.9 31.6 

 4th Quartile 10.6 39.6 13.3 36.6 

 

 10.8 30.2 18.5 40.5 

 Sexual activity 

    

<0.01  

    

<0.01 

Never had sex 15.1 65.4 8.3 11.2 

 

 21.3 60.9 8.1 9.8 

 Active: last 4 wks 15.4 38.9 12.9 32.8 

 

 16.5 31.1 20.4 32.1 

 Not active: last 4 wk 11.4 49.4 10.2 29.0 

 

 15.1 36.7 16.1 32.1 
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Bivariate between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Age First sex 

     

 

    

<0.01 

At union 21.6 46.9 3.9 27.6 <0.01  23.9 38.5 16.3 21.4 

 Below 16 13.9 49.5 10.1 26.5 

 

 14.5 42.0 15.8 27.7 

 Above 16 13.1 39.4 13.1 34.4 

 

 15.0 29.1 20.0 35.9 

 Never had 15.1 65.4 8.3 11.2 

 

 21.3 60.9 8.1 9.8 

 Had Extramarital affair 

    

<0.01  

    

<0.01 

No 14.8 48.0 11.2 26.0 

 

 17.7 40.9 16.5 25.0 

 Yes 10.9 43.5 11.2 34.4 

 

 13.4 33.2 14.1 39.3 

 Wife beating justified for: 

     

 

     a) Arguing 

    

0.2  

    

<0.01 

No 13.5 45.6 11.8 29.2 

 

 17.3 37.3 14.5 31.0 

 Yes 14.2 51.0 9.9 25.0 

 

 15.5 44.5 20.3 19.8 

 Don't kn 25.2 47.9 3.8 23.1 

 

 36.0 46.7 7.6 9.7 

 b) Refusing to have sex 

    

<0.01  

    

<0.01 

No 13.2 45.9 12.1 28.9 

 

 16.5 37.7 15.5 30.2 

 Yes 16.1 54.6 6.5 22.8 

 

 16.9 44.2 19.5 19.4 

 Don't know 24.9 37.4 7.7 30.0 

 

 29.3 51.6 7.2 12.0 

 Keep a family member’s 

TB
b
 infection a secret 

    

0.16 

 

    

<0.01 

No 13.7 46.2 11.4 28.7 

 

 15.4 39.5 17.7 27.4 

 Yes, remain 13.4 53.3 8.8 24.4 

 

 21.0 39.5 12.6 26.9 

 Don't know 18.4 28.7 19.4 33.6 

 

 32.2 34.7 8.5 24.7 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Knows someone infected/died 

    

<0.01  

    

<0.01 

Yes 12.8 43.7 12.2 31.3 

 

 14.2 37.8 17.1 30.9 

 No 17.9 58.8 7.5 15.9 

 

 27.3 46.3 12.8 13.6 

 Perceived chance 

    

<0.01  

    

<0.01 

Great 9.6 43.3 18.0 29.1 

 

 13.1 34.8 16.8 35.3 

 Moderate 13.5 45.0 10.6 30.9 

 

 14.9 37.0 17.5 30.6 

 Small 15.3 51.9 10.3 22.6 

 

 21.3 43.2 14.8 20.7 

 None 16.9 36.9 8.1 38.1 

 

 7.6 38.1 17.1 37.2 

 Women only 
c 

Domestic Violence  

     

 

     a) Emotional 

     

 

    

<0.01 

None 

     

 18.7 42.2 15.3 23.9 

 Yes 

     

 11.4 33.5 18.5 36.7 

 b) Severe  

     

 

    

0.03 

None 

     

 18.3 40.9 16.0 24.9 

 Yes 

     

 11.1 38.4 15.2 35.3 

 c) Less severe  

     

 

    

<0.01 

No 

     

 18.4 30.5 21.4 29.7 

 Yes  

     

 11.6 36.5 16.9 35.0 

 d) Sexual violence  

     

 

    

0.07 

No 

     

 16.9 31.6 19.8 31.7 

 Yes 

     

 9.6 39.8 18.7 31.9 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Heard condom advert 

     

 

    

<0.01 

No 

     

 23.9 47.4 14.3 14.4 

 Yes 

     

 14.6 36.9 16.8 31.8 

 Condom advert acceptable 

     

 

    

<0.01 

Not at all 

     

 20.2 49.1 12.9 17.9 

 Some what 

     

 25.7 43.1 15.7 15.5 

 Very acceptable 

     

 14.2 36.2 17.2 32.4 

 Men only 
d 

Contraception is only  

women business 

     

 

     Disagree 13.3 45.6 11.8 29.2 0.09  

     Agree 14.2 49.3 9.9 26.6 

 

 

     Don’t know 20.9 59.9 4.9 14.3 

 

 

     Contraception makes  

women promiscuous 

    

0.05 

 

     Disagree 13.2 44.5 12.6 29.7 

 

 

     Agree 13.5 47.7 10.6 28.2 

 

 

     Don’t know 18.8 57.1 5.7 18.4 

 

 

     Husband has a right to  

be angry 

    

0.49 

 

     No 13.7 45.6 12.2 28.5 

 

 

     Yes 14.5 48.2 9.5 27.8 

 

 

     Depends 12.2 56.8 6.3 24.8 
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Bivariate Associations between HIV Test Uptake and Demographic and Psychosocial Factors Continued 

 

PERCENTAGE OF MALES  PERCENTAGE OF FEMALES 

 

Ever been tested of HIV/AIDS  Ever been tested of HIV/AIDS 

 

No: 

Unwilling 

No: 

Willing 

Yes: 

Offered 

Yes: 

Requested p value 

 No: 

Unwilling 

No: 

Willing 

Yes: 

Accepted 

Yes: 

Requested p value 

Husband has a right to  

refuse financail support 

    

0.07 

 

     No 13.0 46.9 11.4 28.7 

 

 

     Yes 21.8 44.9 10.8 22.5 

 

 

     Depends  16.2 55.7 2.7 25.4 

 

 

     Husband has a right to  

force sex 

    

0.08 

 

     No 13.8 46.1 11.4 28.8 

 

 

     Yes 13.4 58.1 10.1 18.5 

 

 

     Depends 22.0 63.2 1.8 13.0 

 

 

     Husband has a right sex  

with other women 

    

0.57 

 

     No 13.6 46.8 11.3 28.3 

 

 

     Yes 16.5 48.2 11.8 23.6 

 

 

     Depends 12.8 44.0 5.7 37.4 

 

 

      

Note. Values adjusted for sampling weights, stratum and clusters. 

a
 FP= Family Planning, 

b 
TB= Tuberculosis, 

c 
Women only= Refers to questions asked to women only, 

d 
Men only= Refers to 

questions asked to men only
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Table 15 

 

Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

HIV Knowledge (Ref :Q1) 

       Knowledge (2nd Q) 1.17 1.372 1.860** 

 

1.471* 2.031** 2.341** 

 

[0.81,1.70] [0.71,2.64] [1.19,2.92]   

 

[1.09,1.99] [1.46,2.83] [1.70,3.23]   

Knowledge (3rd Q) 1.622* 3.068** 3.602** 

 

1.782** 2.880** 4.748** 

 

[1.05,2.50] [1.68,5.59] [2.15,6.03]   

 

[1.28,2.47] [1.93,4.30] [3.29,6.86]   

Knowledge ( 4th Q) 1.393 3.003** 4.115** 

 

1.667** 3.775** 7.293** 

 

[0.91,2.13] [1.74,5.17] [2.43,6.98]   

 

[1.21,2.30] [2.45,5.81] [4.97,10.71]   

HIV Stigma (Ref: Very High) 

       High 1.051 2.798* 1.147 

 

1.019 1.365 1.850** 

 

[0.64,1.73] [1.03,7.61] [0.57,2.31]   

 

[0.73,1.43] [0.85,2.19] [1.17,2.92]   

Some 1.238 3.974** 2.039+  

 

1.347* 1.753* 5.530** 

 

[0.75,2.06] [1.48,10.70] [0.97,4.27]   

 

[1.00,1.81] [1.14,2.70] [3.69,8.28]   

None 1.385 4.329** 3.173** 

 

1.942** 3.503** 8.988** 

 

[0.85,2.27] [1.71,10.98] [1.53,6.57]   

 

[1.45,2.60] [2.33,5.27] [5.85,13.80]   

Age groups (Ref: 15-19) 

                            20-24 0.907 1.711+ 2.629** 

 

0.816 2.862** 4.505** 

 

[0.59,1.38] [0.94,3.12] [1.52,4.54]   

 

[0.53,1.25] [1.73,4.74] [2.97,6.82]   

                     25-29 0.576* 1.62 2.992** 

 

0.467** 2.199** 4.536** 

 

[0.35,0.95] [0.74,3.56] [1.78,5.03]   

 

[0.33,0.65] [1.27,3.82] [2.86,7.19]   

                     30-34 0.634* 1.28 2.198** 

 

0.655* 2.760** 4.506** 

 

[0.42,0.97] [0.66,2.47] [1.26,3.83]   

 

[0.44,0.97] [1.74,4.37] [2.85,7.13]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

                     35-39 0.520* 1.234 1.927*  

 

0.629* 2.179** 2.395** 

 

[0.28,0.96] [0.64,2.38] [1.09,3.41]   

 

[0.44,0.90] [1.26,3.77] [1.52,3.76]   

                     40-44 0.519* 1.24 1.658 

 

0.522** 1.546+ 2.491** 

 

[0.30,0.89] [0.54,2.86] [0.85,3.23]   

 

[0.37,0.75] [0.94,2.54] [1.50,4.13]   

                     45 & above 0.594* 0.826 1.024 

 

0.552** 0.988 1.32 

 

[0.38,0.93] [0.41,1.68] [0.56,1.89]   

 

[0.40,0.76] [0.58,1.67] [0.87,2.00]   

Marital Status (Ref: Never Married) 

                            Currently married 0.600** 0.99 1.069 

 

0.647** 2.076** 1.588** 

 

[0.45,0.80] [0.65,1.51] [0.75,1.53] 

 

[0.54,0.77] [1.57,2.74] [1.28,1.96]   

                     Formerly married 1.193 1.14 1.501 

 

0.650* 1.261 1.956** 

 

[0.58,2.46] [0.47,2.74] [0.76,2.96] 

 

[0.46,0.92] [0.83,1.93] [1.18,3.24]   

Education (Ref: No education) 

                            Incomplete primary 1.864* 3.370* 2.274*  

 

3.361** 2.755** 3.793** 

 

[1.06,3.28] [1.23,9.20] [1.02,5.08]   

 

[2.51,4.50] [1.75,4.35] [2.64,5.45]   

                     Complete primary 1.496 3.411* 3.647** 

 

2.644** 2.942** 5.481** 

 

[0.84,2.67] [1.22,9.56] [1.54,8.63]   

 

[1.91,3.67] [1.83,4.73] [3.65,8.23]   

                     Incomplete secondary 1.975* 8.630** 5.400** 

 

2.286** 2.764** 4.742** 

 

[1.01,3.85] [2.74,27.18] [2.12,13.78]   

 

[1.39,3.75] [1.48,5.17] [2.80,8.02]   

                     Complete secondary 0.98 3.438* 4.150** 

 

2.028** 2.842** 7.270** 

 

[0.54,1.79] [1.18,9.98] [1.77,9.72]   

 

[1.38,2.99] [1.75,4.62] [4.04,13.08]   

                     Higher 1.397 7.795** 9.818** 

 

2.312** 5.422** 18.602** 

 

[0.68,2.86] [2.58,23.59] [3.95,24.37]   

 

[1.31,4.09] [3.12,9.43] [11.07,31.27]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Ethnicity (Ref: Kikuyu) 

                            Kalenjin/Maasai 1.806* 0.81 0.556+  

 

1.572* 1.346 0.343** 

 

[1.02,3.19] [0.39,1.69] [0.29,1.09]   

 

[1.07,2.30] [0.85,2.14] [0.24,0.48]   

                     Kamba 1.278 0.515 0.724 

 

1.296 0.644+ 0.540** 

 

[0.76,2.15] [0.18,1.44] [0.39,1.36]   

 

[0.86,1.95] [0.40,1.04] [0.35,0.83]   

                     Kisii 1.787* 0.817 0.603 

 

1.552+ 0.82 0.803 

 

[1.07,2.99] [0.40,1.67] [0.32,1.14]   

 

[0.99,2.43] [0.46,1.48] [0.53,1.21]   

                     Luhya 1.552 2.014 1.081 

 

2.374** 2.202+ 1.148 

 

[0.72,3.36] [0.67,6.09] [0.44,2.63]   

 

[1.37,4.11] [1.00,4.85] [0.51,2.56]   

                     Luo 1.548+ 1.398 1.064 

 

2.030** 1.934** 1.237 

 

[0.94,2.54] [0.65,3.00] [0.65,1.75]   

 

[1.32,3.12] [1.18,3.17] [0.75,2.03]   

                     Meru/Embu 1.678* 2.199* 2.000*  

 

1.574+ 1.690+ 1.889** 

 

[1.01,2.79] [1.19,4.07] [1.10,3.63]   

 

[0.99,2.49] [0.99,2.89] [1.23,2.90]   

                     Mijik/Swa/Taita/Taveta 0.9 1.568 0.446*  

 

0.879 1.365 0.834 

 

[0.55,1.46] [0.68,3.62] [0.21,0.93]   

 

[0.59,1.31] [0.68,2.74] [0.51,1.36]   

                     Other 1.286 0.668 0.514*  

 

0.510** 0.489** 0.173** 

 

[0.77,2.16] [0.33,1.36] [0.27,0.99]   

 

[0.36,0.72] [0.32,0.76] [0.11,0.26]   

Region (Ref: Nairobi) 

       Central  1.174 0.53 0.447*  

 

0.915 0.633* 0.330** 

 

[0.72,1.92] [0.20,1.40] [0.22,0.89]   

 

[0.57,1.47] [0.41,0.97] [0.21,0.53]   

Coast 1.162 0.919 0.481+  

 

0.682 0.703+ 0.360** 

 

[0.70,1.91] [0.36,2.36] [0.22,1.07]   

 

[0.35,1.32] [0.48,1.04] [0.21,0.63]   

 



164 

 

Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

North Eastern 1.886* 0.299* 0.453*  

 

1.446 0.446** 0.240** 

 

[1.14,3.12] [0.10,0.89] [0.22,0.92]   

 

[0.88,2.37] [0.30,0.67] [0.14,0.40]   

Nyanza 2.209** 1.429 1.333 

 

2.028** 1.134 0.707 

 

[1.29,3.79] [0.57,3.58] [0.64,2.76]   

 

[1.26,3.26] [0.73,1.76] [0.41,1.21]   

Riftvalley 2.480** 0.835 0.917 

 

1.529+ 0.775 0.356** 

 

[1.47,4.17] [0.30,2.34] [0.39,2.14]   

 

[0.98,2.39] [0.53,1.14] [0.18,0.72]   

Western 2.260** 1.231 0.58 

 

2.596** 1.694+ 0.598 

 

[1.26,4.04] [0.47,3.21] [0.27,1.22]   

 

[1.49,4.51] [0.99,2.91] [0.32,1.12]   

Northeastern 1.495 0.169** 0.234** 

 

0.351** 0.221** 0.026** 

 

[0.85,2.62] [0.05,0.62] [0.09,0.59]   

 

[0.21,0.58] [0.13,0.38] [0.02,0.05]   

Place of Residence (Ref: Urban) 

                            Rural 1.806** 0.773 0.671 

 

1.370+ 0.852 0.368** 

 

[1.32,2.47] [0.47,1.28] [0.41,1.10] 

 

[0.94,1.99] [0.65,1.12] [0.25,0.54]   

Wealth (Ref: Poorest) 

       Poorer 1.07 1.757+ 2.484** 

 

2.215** 2.422** 3.053** 

 

[0.65,1.76] [1.00,3.09] [1.46,4.24]   

 

[1.58,3.10] [1.50,3.91] [2.10,4.44]   

Middle 0.907 1.588 2.373** 

 

1.632** 2.202** 2.613** 

 

[0.57,1.45] [0.83,3.05] [1.38,4.07]   

 

[1.17,2.27] [1.47,3.31] [1.78,3.83]   

Richer 0.857 2.029* 2.556** 

 

1.224 1.544* 2.982** 

 

[0.54,1.36] [1.07,3.86] [1.55,4.21]   

 

[0.87,1.72] [1.02,2.34] [2.07,4.29]   

Richest 0.639+ 1.883* 4.291** 

 

1.056 1.855** 7.065** 

 

[0.39,1.03] [1.00,3.53] [2.35,7.83]   

 

[0.74,1.50] [1.25,2.75] [4.63,10.77]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Religion (Ref: Catholic) 

       Protestant 0.763 1.245 0.953 

 

0.898 0.998 1.059 

 

[0.53,1.10] [0.75,2.08] [0.61,1.48]   

 

[0.69,1.17] [0.71,1.39] [0.80,1.40]   

Muslim 0.471** 0.704 0.434** 

 

0.280** 0.422** 0.398** 

 

[0.29,0.77] [0.40,1.24] [0.25,0.77]   

 

[0.20,0.38] [0.26,0.68] [0.26,0.62]   

No religion/other 0.655 0.282* 0.400*  

 

0.627 0.606 0.392** 

 

[0.34,1.25] [0.11,0.74] [0.19,0.83]   

 

[0.35,1.13] [0.24,1.50] [0.24,0.65]   

Freq. of reading magazine (Ref: Never) 

      Less than once a week 1.084 1.084 1.552*  

 

0.944 0.969 1.619** 

 

[0.77,1.53] [0.67,1.74] [1.04,2.32]   

 

[0.69,1.29] [0.67,1.40] [1.18,2.22]   

At least once a week 1.132 1.804* 2.579** 

 

1.124 1.143 2.801** 

 

[0.79,1.62] [1.09,2.99] [1.62,4.10]   

 

[0.80,1.59] [0.76,1.73] [1.98,3.95]   

Almost everyday 0.795 3.198** 2.908** 

 

1.209 1.022 2.795** 

 

[0.52,1.22] [1.65,6.19] [1.78,4.75]   

 

[0.73,1.99] [0.60,1.74] [1.87,4.17]   

Freq. of listening radio (Ref: Never) 

       Less than once a week 0.912 0.467 0.843 

 

1.540+ 1.384 2.381** 

 

[0.39,2.15] [0.14,1.51] [0.32,2.26] 

 

[0.99,2.38] [0.79,2.43] [1.27,4.48]   

At least once a week 0.841 1.089 1.189 

 

1.765** 1.33 2.649** 

 

[0.44,1.62] [0.45,2.61] [0.55,2.55] 

 

[1.31,2.37] [0.86,2.05] [1.77,3.95]   

Almost everyday 0.759 1.195 1.683 

 

1.889** 1.860** 4.583** 

 

[0.41,1.42] [0.51,2.80] [0.83,3.42] 

 

[1.43,2.50] [1.35,2.56] [3.32,6.33]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Freq. of watching TV (Ref: Never) 

       Less than once a week 0.917 0.964 1.056 

 

1.105 1.065 1.638*  

 

[0.65,1.30] [0.59,1.57] [0.71,1.58]   

 

[0.76,1.61] [0.72,1.57] [1.01,2.66]   

At least once a week 0.862 1.564 2.265** 

 

0.956 0.803 1.536*  

 

[0.59,1.26] [0.82,2.97] [1.41,3.65]   

 

[0.61,1.50] [0.46,1.39] [1.05,2.24]   

Almost everyday 0.758 1.453 2.349** 

 

0.974 1.032 2.857** 

 

[0.52,1.11] [0.81,2.60] [1.51,3.66]   

 

[0.73,1.31] [0.78,1.37] [2.12,3.86]   

Heard FP radio (Ref: No) 0.886 1.31 1.925** 

 

1.316** 2.334** 4.456** 

 

[0.67,1.17] [0.85,2.03] [1.34,2.77]   

 

[1.11,1.56] [1.87,2.92] [3.55,5.59]   

Heard FP newspaper (Ref: No) 1.075 2.177** 2.743** 

 

1.024 1.593** 2.803** 

 

[0.81,1.42] [1.46,3.26] [1.87,4.02]   

 

[0.81,1.30] [1.23,2.07] [2.21,3.55]   

Should children taught about  

condoms (Ref: No) 

      Yes 1.416* 1.941** 2.153** 

 

1.543** 2.145** 2.815** 

 

[1.07,1.88] [1.25,3.02] [1.53,3.04]   

 

[1.25,1.90] [1.66,2.78] [2.25,3.52]   

Don’t know 0.819 0.587 0.662 

 

0.450** 0.534+ 0.407** 

 

[0.46,1.46] [0.21,1.68] [0.26,1.69]   

 

[0.30,0.68] [0.28,1.03] [0.22,0.75]   

Sexual activity (Ref: Never had sex) 

       Active in last 4 weeks 0.584** 1.531 2.886** 

 

0.661** 3.281** 4.246** 

 

[0.40,0.85] [0.84,2.79] [1.61,5.16]   

 

[0.52,0.84] [2.26,4.77] [3.12,5.78]   

Not active in last 4 weeks 1.003 1.634+ 3.449** 

 

0.849 2.817** 4.625** 

 

[0.68,1.49] [0.93,2.87] [1.75,6.79]   

 

[0.67,1.08] [1.95,4.07] [3.25,6.59]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Age of first sex (Ref: Never/ at union) 

      Below 16 0.884 1.46 2.336** 

 

1.175 2.315** 3.234** 

 

[0.62,1.26] [0.85,2.52] [1.30,4.19]   

 

[0.87,1.58] [1.63,3.29] [2.28,4.59]   

Above 16 0.747 2.008* 3.215** 

 

0.783* 2.826** 4.024** 

 

[0.53,1.06] [1.14,3.55] [2.02,5.12]   

 

[0.64,0.96] [2.05,3.89] [3.03,5.35]   

Sex with other than partner (Ref: No) 1.236 1.36 1.804** 

 

1.075 1.135 2.087** 

 

[0.91,1.67] [0.93,1.98] [1.30,2.50]   

 

[0.83,1.39] [0.79,1.63] [1.50,2.90]   

Justify beating wife for arguing (Rex: No) 1.007 0.727 0.769 

 

1.231+ 1.379* 0.634** 

 

[0.73,1.39] [0.47,1.11] [0.54,1.10] 

 

[0.98,1.55] [1.04,1.82] [0.50,0.80]   

Justify beating wife for sex (Rex: No) 0.867 0.421** 0.628*  

 

1.06 1.005 0.536** 

 

[0.63,1.18] [0.26,0.68] [0.42,0.94]   

 

[0.83,1.35] [0.70,1.45] [0.42,0.69]   

Would keep a family member’s 

TB infection a secret (Ref: No) 1.045 0.882 0.869 

 

0.701** 0.491** 0.690** 

 

[0.70,1.57] [0.50,1.55] [0.56,1.36] 

 

[0.56,0.87] [0.38,0.64] [0.52,0.91]   

Knows someone with AIDS (Ref: No) 1.004 2.129** 2.614** 

 

1.602** 2.432** 3.093** 

 

[0.74,1.36] [1.42,3.20] [1.75,3.91]   

 

[1.25,2.05] [1.87,3.16] [2.21,4.33]   

Perceived chance of infection (Ref: None) 

      Small 1.552 1.416 0.654 

 

0.405** 0.310** 0.198** 

 

[0.72,3.36] [0.57,3.52] [0.30,1.41] 

 

[0.24,0.68] [0.17,0.57] [0.12,0.32]   

Moderate 1.525 1.648 1.016 

 

0.495** 0.525* 0.420** 

 

[0.71,3.26] [0.68,3.99] [0.47,2.21] 

 

[0.29,0.84] [0.28,0.98] [0.25,0.70]   

Great 2.062+ 3.941* 1.345 

 

0.529* 0.57 0.551*  

 

[0.88,4.85] [1.36,11.43] [0.59,3.07] 

 

[0.29,0.98] [0.28,1.14] [0.30,1.00]   
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Sex of Head of household (RE: Male) 

       Female 1.259 1.665+ 0.937 

 

0.959 0.647** 1.062 

 

[0.84,1.88] [0.99,2.79] [0.57,1.53]  

 

[0.79,1.17] [0.50,0.84] [0.81,1.38] 

MEN ONLY 
Contraception is only women  

business (Ref: Disagree) 

     Agree 1.01 0.78 0.851 

    

 

[0.72,1.42] [0.42,1.46] [0.57,1.28]   

    Don’t Know 0.837 0.266* 0.311*  

    

 

[0.48,1.45] [0.09,0.82] [0.12,0.78]   

    Women using contraception become  

promiscuous (Ref: Disagree) 

    Agree 1.051 0.826 0.933 

    

 

[0.76,1.45] [0.47,1.44] [0.64,1.35]   

    Don’t Know 0.904 0.319** 0.439** 

    

 

[0.57,1.44] [0.15,0.67] [0.24,0.81]   

    Husband has a right to (Ref: No): 

       a) Get angry 

       Yes 0.998 0.736 0.92 

    

 

[0.73,1.36] [0.48,1.12] [0.66,1.29] 

    Don’t know/Depends 1.405 0.58 0.98 

    

 

[0.77,2.56] [0.23,1.49] [0.48,2.01] 

    



169 

 

Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

b) Refuse financial  support  

       Yes 0.571** 0.562* 0.466** 

    

 

[0.38,0.85] [0.33,0.97] [0.29,0.75]   

    Don’t know/Depends 0.955 0.192* 0.71 

    

 

[0.50,1.81] [0.04,0.83] [0.30,1.68]   

    c) Use force for unwanted sex 

       Yes 1.294 0.908 0.66 

    

 

[0.66,2.55] [0.41,2.02] [0.35,1.25]   

    Don’t know/Depends 0.855 0.099** 0.282*  

    

 

[0.43,1.70] [0.02,0.57] [0.10,0.77]   

    d) Have sex with other women 

       Yes 0.852 0.862 0.691 

    

 

[0.85,0.85] [0.86,0.86] [0.69,0.69] 

    Don’t know/Depends 0.997 0.538 1.405 

    

 

[1.00,1.00] [0.54,0.54] [1.41,1.41] 
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Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

WOMEN ONLY 

Condom advertisement  acceptable 

      a) On radio (Ref: No) 

       Don’t know 

    

0.478** 0.387+ 0.201** 

     

[0.32,0.71] [0.14,1.06] [0.12,0.35]   

Yes 

    

1.084 1.838** 2.406** 

     

[0.84,1.39] [1.37,2.46] [1.71,3.38]   

b) On television (Ref: No) 

       Don’t know 

    

0.561** 0.506+ 0.324** 

     

[0.38,0.83] [0.24,1.05] [0.20,0.53]   

Yes 

    

1.114 1.617** 2.643** 

     

[0.88,1.41] [1.23,2.13] [1.92,3.65]   

c) On newspapers (Ref: No) 

       Don’t know 

    

0.601** 0.576 0.407** 

     

[0.42,0.87] [0.28,1.17] [0.25,0.66]   

Yes 

    

1.154 1.928** 2.773** 

     

[0.91,1.47] [1.45,2.56] [2.02,3.81]   

d) On billboards (Ref: No) 

       Don’t know 

    

0.608* 0.569+ 0.487** 

     

[0.42,0.89] [0.29,1.10] [0.32,0.74]   

Yes 

    

1.021 1.637** 2.326** 

     

[0.80,1.30] [1.23,2.19] [1.70,3.18]   



171 

 

Unadjusted odds ratios (ORs) and 95% confidence intervals (CIs): Univariate Multinomial Logistic Regression Analysis of HIV test 

Uptake and Cognitive, Demographic and Psychosocial Factors Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

 

Not tested:  

Willing 

Tested:  

Accepted 

Tested:  

Requested 

Heard Condom Advert on:  

       a) Radio (Ref: No) 

    

1.302* 2.078** 3.442** 

     

[1.06,1.60] [1.59,2.71] [2.68,4.42]   

b) Television (Ref: No) 

    

0.768* 1.218 2.212** 

     

[0.61,0.97] [0.96,1.55] [1.75,2.80]   

c) Newspapers (Ref: No) 

    

1.046 1.285+ 2.519** 

     

[0.83,1.32] [0.99,1.67] [1.98,3.20]   

d)  Billboards (Ref No) 

    

1.046 1.285+ 2.519** 

     

[0.83,1.32] [0.99,1.67] [1.98,3.20]   

DOMESTIC VIOLENCE ONLY (N=3128) 

Ever experienced: 

       a) Emotional DV (Ref: No) 

    

1.677** 1.540* 1.936** 

     

[1.22,2.31] [1.09,2.18] [1.31,2.85]   

b) Less severe DV (Ref: No) 

    

1.475* 1.065 1.479*  

     

[1.03,2.10] [0.73,1.54] [1.02,2.14]   

c) Severe DV (Ref: No) 

    

1.317 0.743 1.363 

     

[0.85,2.03] [0.46,1.20] [0.83,2.24] 

d) Sexual DV (Ref: No) 

    

1.431 1.281 1.417 

     

[0.81,2.52] [0.74,2.23] [0.81,2.48] 

Note. Values adjusted for sampling weights, stratum and clusters.  
a 
Men only= Refers to questions asked to men only; 

b 
Women only= 

Refers to questions asked to women only; 
c 
Domestic Violence Only= Refers to sample of women who answered domestic violence 

questions; *p<0.05, **p<0.01, ***p<0.001, +p<0.10.   
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Table 16 

 

Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Demographic Factors 

       Age groups (Ref: 15-19) 

                            20-24 0.98 1.751 1.796*  

 

0.798 1.173 1.457+  

 
[0.63,1.52] [0.81,3.79] [1.07,3.03]   

 

[0.51,1.24] [0.65,2.12] [0.93,2.27]   

                     25-29 0.745 1.354 1.706 

 

0.422** 0.6 1.01 

 
[0.38,1.46] [0.51,3.63] [0.87,3.34]   

 

[0.28,0.64] [0.30,1.21] [0.60,1.69]   

                     30-34 0.807 1.189 1.234 

 

0.605+ 0.754 1.034 

 
[0.43,1.50] [0.43,3.27] [0.60,2.54]   

 

[0.36,1.01] [0.37,1.55] [0.57,1.88]   

                     35-39 0.644 0.972 0.995 

 

0.511** 0.541 0.464*  

 
[0.29,1.44] [0.36,2.64] [0.46,2.15]   

 

[0.31,0.84] [0.25,1.19] [0.26,0.83]   

                     40-44 0.655 1.176 0.973 

 

0.423** 0.364** 0.447** 

 
[0.31,1.39] [0.40,3.48] [0.42,2.25]   

 

[0.26,0.70] [0.18,0.74] [0.25,0.79]   

                     45 & above 0.854 0.973 0.685 

 

0.451** 0.253** 0.335** 

 
[0.39,1.85] [0.33,2.86] [0.31,1.53]   

 

[0.27,0.75] [0.12,0.53] [0.18,0.61]   

Marital Status (Ref: Never Married) 

                            Currently married 0.954 1.271 1.298 

 

0.751 2.158+ 1.728+  

 
[0.47,1.92] [0.58,2.79] [0.63,2.70]   

 

[0.43,1.30] [0.98,4.76] [0.92,3.24]   

                     Formerly married 1.28 1.413 1.349 

 

0.756 1.443 1.854+  

 
[0.57,2.86] [0.48,4.18] [0.58,3.14]   

 

[0.43,1.34] [0.73,2.84] [0.97,3.56]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued 

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Sex of Head of Household (Ref: Male) 1.05 2.648** 1.3 

 

1.032 0.811 1.091 

 
[0.68,1.61] [1.54,4.56] [0.76,2.23]   

 

[0.81,1.31] [0.60,1.09] [0.83,1.43]   

Education (Ref: No education) 

                            Incomplete primary 1.653 2.304 1.371 

 

1.698* 1.887+ 1.51 

 
[0.82,3.33] [0.70,7.59] [0.53,3.54]   

 

[1.12,2.57] [0.99,3.60] [0.87,2.63]   

                     Complete primary 1.307 1.718 1.603 

 

1.453+ 1.931+ 1.546 

 
[0.62,2.76] [0.47,6.22] [0.58,4.44]   

 

[0.93,2.26] [0.97,3.85] [0.84,2.84]   

                     Incomplete secondary 1.403 3.196+ 1.781 

 

1.043 2.241* 1.513 

 
[0.59,3.33] [0.84,12.14] [0.65,4.87]   

 

[0.63,1.72] [1.05,4.80] [0.77,2.96]   

                     Complete secondary 0.707 1.064 1.148 

 

0.981 1.714 1.351 

 
[0.32,1.58] [0.29,3.93] [0.42,3.15]   

 

[0.58,1.67] [0.82,3.57] [0.61,2.98]   

                     Higher 1.229 1.847 2.481 

 

1.238 4.173** 3.449** 

 
[0.46,3.31] [0.45,7.53] [0.81,7.61]   

 

[0.61,2.52] [1.74,9.98] [1.50,7.91]   

Ethnicity (Ref: Kikuyu) 

                            Kalenjin/Maasai 0.973 0.535 0.262*  

 

0.962 1.393 0.409** 

 
[0.45,2.09] [0.15,1.91] [0.09,0.80]   

 

[0.59,1.56] [0.70,2.79] [0.24,0.70]   

                     Kamba 1.381 1.343 1.237 

 

0.821 0.75 0.863 

 
[0.73,2.62] [0.31,5.85] [0.60,2.55]   

 

[0.42,1.59] [0.40,1.39] [0.46,1.61]   

                     Kisii 2.194+ 3.618* 0.914 

 

1.16 1.13 1.603 

 
[0.95,5.07] [1.01,12.94] [0.34,2.48]   

 

[0.58,2.33] [0.54,2.36] [0.72,3.56]   

                     Luhya 1.175 0.942 0.485 

 

1.446 2.124 1.026 

 
[0.42,3.26] [0.22,4.03] [0.13,1.75]   

 

[0.68,3.05] [0.84,5.37] [0.42,2.50]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Luo 1.053 0.543 0.656 

 

0.828 1.116 0.815 

 
[0.53,2.09] [0.12,2.47] [0.27,1.61]   

 

[0.46,1.48] [0.58,2.15] [0.46,1.44]   

 Meru/Embu 1.17 1.228 1.074 

 

0.878 1.671 1.575 

 
[0.52,2.62] [0.40,3.75] [0.43,2.70]   

 

[0.39,1.96] [0.75,3.73] [0.80,3.09]   

 Taita/Taveta 1.036 1.92 0.626 

 

2.499 4.257 2.735+  

 
[0.46,2.35] [0.45,8.12] [0.19,2.02]   

 

[0.70,8.94] [0.65,27.76] [0.97,7.74]   

Other 1.087 1.237 0.625 

 

0.71 1.246 0.668 

 
[0.52,2.27] [0.41,3.70] [0.22,1.77]   

 

[0.41,1.24] [0.57,2.70] [0.40,1.12]   

Region (Ref: Nairobi) 

      Central  0.736 0.298+ 0.413*  

 

0.82 0.608+ 0.572+  

 
[0.38,1.43] [0.09,1.01] [0.21,0.82]   

 

[0.44,1.53] [0.35,1.05] [0.30,1.09]   

Coast 1.097 0.532 0.927 

 

0.41 0.388 0.358*  

 
[0.58,2.06] [0.16,1.81] [0.31,2.76]   

 

[0.11,1.47] [0.10,1.51] [0.13,0.98]   

Eastern 0.803 0.106** 0.68 

 

1.488 0.662 0.629 

 
[0.35,1.83] [0.03,0.41] [0.27,1.74]   

 

[0.71,3.10] [0.37,1.19] [0.27,1.47]   

Nyanza 1.186 0.82 2.013 

 

1.447 0.596 0.82 

 
[0.50,2.80] [0.23,2.91] [0.66,6.16]   

 

[0.75,2.79] [0.29,1.24] [0.40,1.69]   

Rift valley 1.888+ 1.18 2.454 

 

1.618+ 0.796 1.172 

 
[0.95,3.75] [0.34,4.05] [0.81,7.44]   

 

[0.94,2.79] [0.44,1.44] [0.58,2.36]   

Western 1.476 1.547 1.208 

 

2.294* 1.635 1.607 

 
[0.62,3.49] [0.30,7.97] [0.41,3.58]   

 

[1.06,4.96] [0.73,3.67] [0.76,3.41]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

North Eastern 2.572* 0.554 1.784 

 

1.411 1.172 0.503 

 
[1.00,6.58] [0.12,2.47] [0.47,6.82]   

 

[0.63,3.15] [0.46,2.96] [0.19,1.30]   

Place of Residence (Ref: Urban) 

                            Rural 1.652+ 1.391 1.389 

 

0.788 0.663 0.694 

 
[0.97,2.80] [0.70,2.77] [0.82,2.34]   

 

[0.45,1.37] [0.38,1.15] [0.37,1.29]   

Wealth (Ref: Poorest) 

       Poorer 0.961 1.488 2.079*  

 

1.286 1.478 1.368 

 
[0.56,1.65] [0.75,2.94] [1.12,3.88]   

 

[0.88,1.88] [0.84,2.59] [0.90,2.09]   

Middle 0.87 1.506 1.769+  

 

0.984 1.43 1.062 

 
[0.52,1.45] [0.69,3.30] [0.95,3.29]   

 

[0.70,1.39] [0.88,2.32] [0.68,1.67]   

Richer 0.864 1.684 1.752+  

 

0.881 1.025 1.07 

 
[0.49,1.53] [0.80,3.55] [0.93,3.28]   

 

[0.60,1.29] [0.62,1.71] [0.67,1.71]   

Richest 1.097 1.226 2.401*  

 

0.781 0.955 1.695 

 
[0.50,2.41] [0.45,3.38] [1.17,4.92]   

 

[0.44,1.39] [0.43,2.10] [0.90,3.18]   

Religion (Ref: Catholic) 

       Protestant 0.707+ 1.136 0.859 

 

0.934 0.916 1.094 

 
[0.48,1.03] [0.70,1.84] [0.55,1.35]   

 

[0.71,1.23] [0.68,1.24] [0.81,1.47]   

Muslim 0.526+ 0.899 1.021 

 

0.589+ 0.623 1.223 

 
[0.26,1.05] [0.40,2.02] [0.49,2.14]   

 

[0.34,1.04] [0.34,1.15] [0.67,2.22]   

No religion/other 0.619 0.329* 0.636 

 

1.171 0.924 0.875 

 
[0.30,1.29] [0.12,0.90] [0.27,1.48]   

 

[0.59,2.33] [0.29,2.98] [0.40,1.94]   
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 Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Cognitive and Psychosocial Factors 

       HIV Knowledge (Ref :Q1) 

       Knowledge (2nd Q) 1.204 0.911 1.055 

 

1.118 1.452* 1.258 

 
[0.79,1.84] [0.49,1.70] [0.67,1.65]   

 

[0.81,1.54] [1.03,2.05] [0.89,1.78]   

Knowledge (3rd Q) 1.793* 1.867* 1.951*  

 

1.261 1.748* 1.766** 

 
[1.12,2.87] [1.01,3.44] [1.17,3.25]   

 

[0.89,1.79] [1.12,2.72] [1.20,2.61]   

Knowledge ( 4th Q) 1.392 1.297 1.455 

 

1.229 2.043** 1.956** 

 
[0.81,2.39] [0.66,2.54] [0.80,2.64]   

 

[0.86,1.77] [1.27,3.28] [1.27,3.00]   

HIV Stigma (Ref: Very High) 

       High 0.953 1.839 0.692 

 

0.847 1.104 1.017 

 
[0.53,1.71] [0.67,5.03] [0.34,1.42]   

 

[0.60,1.19] [0.67,1.81] [0.63,1.63]   

Some 1.055 1.67 0.884 

 

0.978 1.087 1.857** 

 
[0.60,1.85] [0.63,4.46] [0.42,1.87]   

 

[0.70,1.36] [0.68,1.74] [1.23,2.81]   

None 1.187 1.884 1.358 

 

1.349+ 1.811* 2.706** 

 
[0.64,2.19] [0.71,4.99] [0.65,2.84]   

 

[0.95,1.92] [1.10,2.98] [1.77,4.13]   

Media Exposure 

       Freq. of reading magazine (Ref: Never) 

       Less than once a week 1.101 0.759 1.081 

 

0.704* 0.632+ 0.832 

 
[0.74,1.64] [0.43,1.33] [0.70,1.68]   

 

[0.50,1.00] [0.39,1.02] [0.56,1.24]   

At least once a week 1.452 1.363 1.381 

 

0.875 0.658 0.952 

 
[0.91,2.32] [0.76,2.46] [0.79,2.43]   

 

[0.58,1.31] [0.40,1.09] [0.63,1.43]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Almost everyday 1.318 2.210* 1.129 

 

1.024 0.509* 0.662 

 
[0.68,2.54] [1.03,4.74] [0.58,2.21]   

 

[0.59,1.79] [0.26,1.00] [0.39,1.14]   

Freq. of listening radio (Ref: Never) 0.626 0.357 0.628 

 

1.179 0.759 0.965 

Less than once a week [0.26,1.54] [0.10,1.31] [0.20,1.98]   

 

[0.74,1.87] [0.43,1.34] [0.54,1.73]   

 
0.585 0.562 0.555 

 

1.048 0.629+ 0.909 

At least once a week [0.28,1.22] [0.20,1.58] [0.21,1.46]   

 

[0.72,1.52] [0.38,1.03] [0.58,1.44]   

 
0.611 0.602 0.596 

 

1.376+ 0.778 1.199 

Almost everyday [0.28,1.32] [0.20,1.84] [0.23,1.53]   

 

[0.94,2.00] [0.51,1.18] [0.80,1.80]   

Freq. of watching TV (Ref: Never) 

       Less than once a week 0.813 0.734 0.806 

 

1.151 1.157 1.296 

 
[0.56,1.19] [0.44,1.23] [0.52,1.25]   

 

[0.75,1.77] [0.80,1.68] [0.82,2.04]   

At least once a week 0.735 0.845 1.191 

 

1.14 0.715 1.041 

 
[0.48,1.12] [0.45,1.58] [0.75,1.89]   

 

[0.73,1.78] [0.40,1.29] [0.61,1.78]   

Almost everyday 0.788 0.782 1.17 

 

1.622* 0.854 1.199 

 
[0.48,1.30] [0.39,1.58] [0.71,1.92]   

 

[1.08,2.44] [0.56,1.31] [0.77,1.87]   

Heard FP radio (Ref: No) 

       Yes 0.76 0.72 1.066 

 

1.169 1.275 1.649** 

 
[0.54,1.06] [0.44,1.19] [0.71,1.61]   

 

[0.87,1.58] [0.89,1.83] [1.17,2.33]   

Heard FP newspaper (Ref: No) 

       Yes 1.095 1.218 1.195 

 

1.069 1.384 1.107 

 
[0.72,1.66] [0.76,1.94] [0.75,1.90]   

 

[0.73,1.56] [0.94,2.05] [0.72,1.70]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Should children taught about condoms 

(Ref: No) 

       Yes 1.218 1.499+ 1.624** 

 

1.498** 1.663** 1.728** 

 
[0.91,1.64] [0.97,2.32] [1.14,2.31]   

 

[1.20,1.87] [1.26,2.19] [1.33,2.24]   

Don’t know 0.718 0.408 0.634 

 

0.693 0.974 0.729 

 
[0.37,1.41] [0.13,1.32] [0.28,1.46]   

 

[0.43,1.11] [0.47,2.00] [0.35,1.52]   

Sexual Behavior 

       Sexual activity (Ref: Never had sex) 

       Active in last 4 weeks 0.654 0.792 2.784 

 

1.702 2.241+ 3.986** 

 
[0.24,1.79] [0.10,6.19] [0.76,10.19]   

 

[0.85,3.39] [0.90,5.55] [1.77,8.98]   

Not active in last 4 weeks 0.989 0.906 4.036*  

 

2.006* 2.856* 5.131** 

 
[0.40,2.43] [0.13,6.20] [1.15,14.15]   

 

[1.11,3.61] [1.27,6.42] [2.53,10.39]   

Age of first sex (Ref: Never/ at union) 

       Below 16 1.146 1.659 0.5 

 

0.844 0.857 0.852 

 
[0.52,2.51] [0.31,8.82] [0.16,1.53]   

 

[0.54,1.32] [0.48,1.52] [0.52,1.40]   

Above 16 1.196 2.192 0.662 

 

0.676+ 1.093 0.888 

 
[0.56,2.56] [0.44,10.88] [0.22,1.96]   

 

[0.46,1.00] [0.67,1.79] [0.55,1.44]   

Had extramarital affair (Ref: No) 1.127 0.958 1.353 

 

0.697+ 0.809 0.934 

 
[0.76,1.67] [0.55,1.67] [0.85,2.16]   

 

[0.47,1.04] [0.45,1.45] [0.57,1.54]   

Justify beating wife for refusing sex 

(Ref: No) 0.934 0.675 0.985 

 

1.104 1.056 0.883 

 
[0.66,1.32] [0.39,1.16] [0.66,1.47]   

 

[0.87,1.41] [0.73,1.54] [0.66,1.18]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Keep family member’s TB infection a 

secret (Ref: No) 1.016 0.807 1.04 

 

0.729** 0.621** 0.813 

 
[0.67,1.55] [0.44,1.47] [0.66,1.63]   

 

[0.58,0.92] [0.46,0.83] [0.62,1.06]   

Knows someone with infected or died 

of AIDS (Ref: No) 1.24 1.518+ 1.680*  

 

1.262* 1.355* 1.587** 

 
[0.88,1.74] [0.93,2.48] [1.10,2.57]   

 

[1.01,1.57] [1.06,1.73] [1.24,2.03]   

Perceived chance of infection with HIV 

(Ref: None) 

       Small 1.901+ 2.051 1.248 

 

0.401** 0.488+ 0.355** 

 
[0.90,4.01] [0.78,5.39] [0.54,2.86] 

 

[0.23,0.71] [0.22,1.07] [0.20,0.63] 

Moderate 1.886+ 1.764 1.309 

 

0.572+ 0.625 0.457** 

 
[0.91,3.90] [0.67,4.65] [0.58,2.95] 

 

[0.32,1.03] [0.29,1.33] [0.25,0.82] 

Great 2.321+ 3.847* 1.275 

 

0.548+ 0.511+ 0.494* 

 
[0.99,5.43] [1.24,11.98] [0.51,3.20] 

 

[0.27,1.10] [0.23,1.13] [0.26,0.92] 

Men Only Factors
 a 

Women who use contraception become 

promiscuous (Ref: Disagree) 

       Agree 1.011 1.022 1.106 

    
 

[0.71,1.45] [0.60,1.73] [0.75,1.63]   

    Don’t know 0.843 0.633 0.914 

    
 

[0.49,1.46] [0.29,1.40] [0.48,1.73]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

Husband has right to get angry  

(Ref: No) 

       Yes 0.844 0.726 0.963 

    
 

[0.61,1.17] [0.46,1.14] [0.67,1.39]   

    Don’t know/depends 1.493 0.772 1.261 

    
 

[0.80,2.79] [0.27,2.24] [0.64,2.49]   

    Female Only Factors 
b 

Heard condom advertisement on: 

       Radio (Ref: No) 

    

1.02 1.165 1.107 

 
    

[0.72,1.45] [0.74,1.84] [0.76,1.61]   

TV (Ref: No) 

    

0.506** 0.91 0.637*  

 
    

[0.34,0.75] [0.60,1.38] [0.44,0.93]   

Newspaper (Ref: No) 

    

1.196 0.799 1.255 

 
    

[0.81,1.76] [0.54,1.19] [0.80,1.96]   

Condom advertisement  acceptable on:  

       Radio (Ref: No) 

       Don’t know 

    

0.747 0.728 0.615 

 
    

[0.20,2.74] [0.16,3.41] [0.13,2.85]   

Yes 

    

0.793 1.315 0.697 

 
    

[0.44,1.43] [0.67,2.60] [0.34,1.43]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Men and Women Continued  

 
MEN 

 
WOMEN 

 
Ref: Never tested & Unwilling 

 
Ref: Never tested & Unwilling 

 
Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

 

Not tested: 

Willing 

Tested: 

Accepted 

Tested: 

Requested 

TV (Ref: No) 

       Don’t know 

    

1.084 1.143 1.025 

 
    

[0.21,5.69] [0.20,6.39] [0.21,4.99]   

Yes 

    

1.254 0.799 2.269*  

 
    

[0.57,2.75] [0.37,1.72] [1.17,4.40]   

Newspaper (Ref: No) 

       Don’t know 

    

0.857 0.654 0.555 

 
    

[0.24,3.04] [0.20,2.18] [0.18,1.73]   

Yes 

    

1.647 2.425* 1.673 

 
    

[0.71,3.82] [1.09,5.40] [0.78,3.57]   

Billboards (Ref: No) 

       Don’t know 

    

1.08 0.892 1.319 

 
    

[0.26,4.55] [0.24,3.37] [0.39,4.48]   

Yes 

    

0.493* 0.389* 0.351** 

 
    

[0.26,0.94] [0.17,0.87] [0.18,0.67]   

Constant 2.973 0.073* 0.080*  

 

3.145+ 0.220* 0.058** 

 
[0.53,16.61] [0.01,0.85] [0.01,0.62]   

 

[0.98,10.05] [0.05,0.89] [0.01,0.23]   

Note. Values adjusted for sampling weights, stratum and clusters; 
a 
Men only= Refers to questions asked to men only; 

b 
Women only= 

Refers to questions asked to women only; *p<0.05, **p<0.01, ***p<0.001, +p<0.10.    
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Table 17  

Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women 

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

Demographic Factors 

   Gender (Ref: Men) 0.790* 1.341* 0.993 

 

[0.64,0.97] [1.02,1.76] [0.76,1.30] 

Age groups (Ref: 15-19) 

                        20-24 0.88 1.314 1.570*  

 

[0.63,1.24] [0.83,2.09] [1.07,2.31]   

                     25-29 0.543** 0.737 1.181 

 

[0.38,0.77] [0.41,1.31] [0.77,1.81]   

                     30-34 0.692+ 0.773 1.051 

 

[0.47,1.02] [0.44,1.36] [0.65,1.70]   

                     35-39 0.596* 0.605 0.599*  

 

[0.40,0.89] [0.30,1.21] [0.37,0.96]   

                     40-44 0.539** 0.477* 0.578*  

 

[0.36,0.80] [0.25,0.90] [0.37,0.91]   

                     45 & above 0.610* 0.349** 0.417** 

 

[0.40,0.93] [0.19,0.63] [0.25,0.68]   

Marital Status (Ref: Never Married) 

                        Currently married 0.864 1.790+ 1.567+  

 

[0.58,1.29] [0.97,3.30] [0.93,2.63]   

                     Formerly married 0.883 1.234 1.690+  

 

[0.55,1.41] [0.70,2.19] [0.99,2.90]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued 

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

Sex of Head of Household (Ref: Male) 0.967 1.033 1.162 

 

[0.79,1.18] [0.79,1.35] [0.90,1.50]   

Education (Ref: No education) 

                        Incomplete primary 1.792** 2.017* 1.626+  

 

[1.22,2.63] [1.13,3.60] [0.98,2.69]   

                     Complete primary 1.478+ 1.913* 1.669+  

 

[0.98,2.22] [1.06,3.47] [0.98,2.85]   

                     Incomplete secondary 1.191 2.520** 1.681+  

 

[0.74,1.91] [1.33,4.78] [0.97,2.91]   

                     Complete secondary 0.951 1.474 1.4 

 

[0.60,1.52] [0.78,2.77] [0.76,2.57]   

                     Higher 1.32 2.833** 3.075** 

 

[0.77,2.28] [1.45,5.52] [1.61,5.86]   

Ethnicity (Ref: Kikuyu) 

                        Kalenjin/Maasai 0.966 0.974 0.343** 

 

[0.63,1.48] [0.52,1.83] [0.19,0.62]   

                     Kamba 1.012 0.874 0.956 

 

[0.63,1.62] [0.48,1.58] [0.59,1.55]   

                     Kisii 1.354 1.288 1.128 

 

[0.79,2.33] [0.71,2.33] [0.59,2.14]   

                     Luhya 1.33 1.445 0.73 

 

[0.70,2.54] [0.57,3.68] [0.36,1.47]   

                     Luo 0.874 0.808 0.705 

 

[0.53,1.44] [0.41,1.59] [0.42,1.19]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued  

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

                     Meru/Embu 0.949 1.434 1.286 

 

[0.48,1.86] [0.70,2.94] [0.70,2.37]   

                     Mijik/Swa/Taita/Taveta 1.786 3.272 1.627 

 

[0.78,4.08] [0.59,18.22] [0.69,3.81]   

                     Other 0.84 1.142 0.627+  

 

[0.52,1.36] [0.61,2.12] [0.38,1.04]   

Region (Ref: Nairobi) 

   Central  0.847 0.544* 0.564*  

 

[0.54,1.34] [0.31,0.95] [0.36,0.89]   

Coast 0.648 0.469 0.518 

 

[0.29,1.44] [0.13,1.69] [0.20,1.31]   

Eastern 1.317 0.500* 0.749 

 

[0.82,2.13] [0.27,0.94] [0.39,1.45]   

Nyanza 1.431 0.749 1.243 

 

[0.82,2.50] [0.35,1.62] [0.65,2.38]   

Rift valley 1.725* 0.978 1.537 

 

[1.12,2.66] [0.49,1.93] [0.74,3.18]   

Western 2.194** 1.863 1.647 

 

[1.31,3.68] [0.79,4.37] [0.91,3.00]   

North eastern 1.761+ 0.927 0.8 

 

[0.95,3.28] [0.40,2.15] [0.35,1.82]   

Place of Residence (Ref: Urban) 

                        Rural 1.046 0.872 0.908 

 

[0.72,1.52] [0.54,1.41] [0.57,1.45]   
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 Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued  

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

Wealth (Ref: Poorest) 

   Poorer 1.17 1.483+ 1.652*  

 

[0.84,1.63] [0.93,2.35] [1.10,2.47]   

Middle 0.96 1.490* 1.34 

 

[0.71,1.29] [1.00,2.22] [0.91,1.97]   

Richer 0.853 1.206 1.249 

 

[0.61,1.20] [0.79,1.84] [0.83,1.89]   

Richest 0.932 1.062 1.969*  

 

[0.57,1.53] [0.53,2.14] [1.16,3.33]   

Religion (Ref: Catholics)    

Protestant/Other Christian 0.820 0.961 0.985 

 [0.654,1.026] [0.749,1.232] [0.761,1.273] 

Muslim 0.574* 0.736 1.252 

 

[0.37,0.88] [0.48,1.14] [0.79,1.99]   

No religion/other 0.914 0.577 0.827 

 

[0.56,1.50] [0.26,1.28] [0.44,1.55]   

Cognitive and Psychosocial Factors 

   HIV Knowledge (Ref :Q1) [0.64,0.97] [1.02,1.76] [0.76,1.30]   

Knowledge (2nd Q) 1.118 1.352+ 1.177 

 

[0.85,1.46] [0.99,1.84] [0.87,1.59]   

Knowledge (3rd Q) 1.408* 1.942** 1.884** 

 

[1.06,1.87] [1.40,2.70] [1.35,2.62]   

Knowledge ( 4th Q) 1.243 1.885** 1.776** 

 

[0.90,1.72] [1.28,2.78] [1.22,2.59]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued  

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

HIV Stigma (Ref: Very High) 

   High 0.924 1.119 0.954 

 

[0.70,1.22] [0.72,1.74] [0.65,1.40]   

Some 1.077 1.133 1.587*  

 

[0.85,1.37] [0.73,1.76] [1.11,2.27]   

None 1.339* 1.534+ 2.250** 

 

[1.04,1.72] [0.99,2.39] [1.60,3.16]   

Media Exposure 

   Freq. of reading magazine (Ref: Never) 

   Less than once a week 0.852 0.659* 0.912 

 

[0.66,1.10] [0.46,0.94] [0.69,1.21]   

At least once a week 1.082 0.835 1.107 

 

[0.80,1.46] [0.57,1.22] [0.82,1.50]   

Almost everyday 1.101 1.003 0.804 

 

[0.73,1.66] [0.60,1.68] [0.55,1.19]   

Freq. of listening radio (Ref: Never) 1.228 0.821 1.083 

Less than once a week [0.84,1.80] [0.50,1.36] [0.68,1.74]   

 

1.134 0.726 0.977 

At least once a week [0.82,1.56] [0.48,1.09] [0.65,1.46]   

 

1.335+ 0.865 1.232 

Almost everyday [0.98,1.82] [0.58,1.30] [0.87,1.74]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued  

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

Freq. of watching TV (Ref: Never) 

   Less than once a week 0.888 0.877 0.965 

 

[0.68,1.16] [0.65,1.18] [0.71,1.31]   

At least once a week 0.829 0.775 1.087 

 

[0.62,1.10] [0.54,1.12] [0.77,1.54]   

Almost everyday 1.013 0.795 1.095 

 

[0.77,1.33] [0.54,1.17] [0.83,1.44]   

Heard FP radio (Ref: No) 

   Yes 0.948 1.074 1.362*  

 

[0.77,1.16] [0.81,1.42] [1.07,1.74]   

Heard FP newspaper (Ref: No) 

   Yes 0.987 1.238 1.147 

 

[0.79,1.24] [0.93,1.65] [0.86,1.53]   

Should children be taught about condoms (Ref: No) 

   Yes 1.378** 1.611** 1.734** 

 

[1.15,1.65] [1.27,2.05] [1.39,2.17]   

Don’t know 0.625* 0.696 0.619 

 

[0.43,0.92] [0.39,1.26] [0.34,1.12]   

Sexual activity (Ref: Never had sex) 

   Active in last 4 weeks 1.188 2.149+ 3.186** 

 

[0.70,2.01] [0.97,4.76] [1.69,6.02]   

Not active in last 4 weeks 1.539+ 2.568** 4.154** 

 

[0.98,2.42] [1.28,5.14] [2.41,7.16]   
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Adjusted odds ratios (ORs) and 95% confidence intervals (CIs): Multinomial Logistic Regression Analysis of HIV test Uptake and 

Cognitive, Demographic and Psychosocial Factors for Combined Men and Women Continued  

 
Reference: Never tested & Unwilling to take HIV/AIDS test 

 

Never tested but  

Willing to be tested 

Previously tested: 

Offered & Accepted 

Previously tested: 

Requested the test 

Age of first sex (Ref: Never/ at union) 

   Below 16 0.83 0.817 0.745 

 

[0.57,1.20] [0.48,1.38] [0.47,1.18]   

Above 16 0.783 1.141 0.902 

 

[0.56,1.10] [0.70,1.85] [0.57,1.43]   

Had extramarital affair (Ref: No) 0.849 0.862 1.07 

 

[0.64,1.13] [0.56,1.33] [0.75,1.53]   

Justify beating wife for sex (Rex: No) 1.032 0.968 0.921 

 

[0.85,1.25] [0.71,1.32] [0.74,1.15]   

Keep TB secret (Ref: No) 0.765** 0.629** 0.852 

 

[0.63,0.93] [0.48,0.82] [0.68,1.06]   

Knows someone with AIDS (Ref: No) 1.216* 1.368** 1.539** 

 

[1.02,1.45] [1.11,1.68] [1.24,1.90]   

Perceived chance of infection (Ref: None) 

   Small 0.618+ 0.735 0.518* 

 

[0.37,1.04] [0.36,1.48] [0.31,0.87] 

Moderate 0.774 0.824 0.617+ 

 

[0.46,1.32] [0.42,1.63] [0.37,1.04] 

Great 0.845 0.924 0.677 

 

[0.47,1.53] [0.45,1.90] [0.39,1.19] 

Constant 1.852 0.109** 0.040** 

 

[0.47,1.53] [0.45,1.90] [0.39,1.19] 

Note. Values adjusted for sampling weights, stratum and clusters; *p<0.05, **p<0.01, ***p<0.001, +p<0.10.   
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Table 18 

 

Significant Associations for the Adjusted Multinomial Regression Analyses for Men and Women Separately and the Combined Model 

 
MEN 

 

WOMEN 

 

COMBINED 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accept 

Tested: 

Request 

 

Not 

tested 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

Gender (Ref: Men) 

        

0.790* 1.341* 

 Age groups (Ref: 15-19) 

                                20-24 

  

1.796* 

       

1.570* 

                     25-29 

    

0.422** 

   

0.543* 

                       35-39 

    

0.511** 

 

0.464* 

 

0.596* 

 

0.599* 

                     40-44 

    

0.423** 0.364** 0.447** 

 

0.539* 0.477* 0.578* 

                     45 & above 

    

0.451** 0.253** 0.335** 

 

0.610* 0.349** 0.417** 

Sex of Head of Household  

(Ref: Male) 

 

2.648** 

         Education (Ref: No ed.) 

                                Incomplete primary 

    

1.698* 

   

1.792* 2.017* 

                      Complete primary 

         

1.913* 

                      Incomplete secondary 

     

2.241* 

   

2.520** 

                      Higher 

     

4.173** 3.449** 

  

2.833** 3.075** 

Ethnicity (Ref: Kikuyu) 

                                Kalenjin 

  

0.262* 

   

0.409** 

   

0.343** 

                     Kisii 

 

3.618* 
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Significant Associations for the Adjusted Multinomial Regression Analyses for Men and Women Separately and the Combined Model 

Continued 

 
MEN 

 

WOMEN 

 

COMBINED 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accept 

Tested: 

Request 

 

Not 

tested 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

Region (Ref: Nairobi) 

           Central  

  

0.413* 

      

0.544* 0.564* 

Coast 

      

0.358* 

    Eastern 

 

0.106** 

       

0.500* 

 Western 

    

2.294* 

   

2.194* 

  Northeastern 2.572* 

          Rift valley 

        

1.725* 

  Wealth (Ref: Poorest) 

           Poorer 

  

2.079* 

       

1.652* 

Middle 

         

1.490* 

 Richest 

  

2.401* 

       

1.969* 

Religion (Ref: Catholic) 

           Muslim 

        

0.574* 

  No religion/other 

 

0.329* 

         HIV Knowledge (Ref :Q1) 

           Knowledge (2nd Q) 

     

1.452* 

     Knowledge (3rd Q) 1.793* 1.867* 1.951* 

 

1.261 1.748* 1.766** 

 

1.408* 1.942** 1.884** 

Knowledge ( 4th Q) 

     

2.043** 1.956** 

  

1.885** 1.776** 

Stigma 

           Some 

      

1.857** 

   

1.587* 

None 

    

1.349+ 1.811* 2.706** 

 

1.339* 

 

2.250** 
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Significant Associations for the Adjusted Multinomial Regression Analyses for Men and Women Separately and the Combined Model 

Continued 

 
MEN 

 

WOMEN 

 

COMBINED 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accept 

Tested: 

Request 

 

Not 

tested 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

Freq. of reading magazine  

(Ref: Never) 

           Less than once a week 

    

0.704* 

    

0.659* 

 Almost everyday 

 

2.210* 

  

1.024 0.509* 

     Freq. of watching TV  

(Ref: Never) 

           Almost everyday 

    

1.622* 

      Heard FP radio (Ref: No) 

      

1.649** 

   

1.362* 

Children taught about 

condoms  

(Ref: No) 

           

Yes 

  

1.624** 

 

1.498** 1.663** 1.728** 

 

1.378*

* 1.611** 1.734** 

Don’t know 

        

0.625* 

  Sexual activity  

(Ref: Never had sex) 

           Active in last 4 weeks 

      

3.986** 

   

3.186** 

Not active in last 4 weeks 

  

4.036* 

 

2.006* 2.856* 5.131** 

  

2.568** 4.154** 

Keep TB secret (Ref: No) 

    

0.729** 0.621** 0.813 

 

0.765*

* 0.629** 

 Knows someone with 

AIDS  

(Ref: No) 

  

1.680* 

 

1.262* 1.355* 1.587** 

 

1.216* 1.368** 1.539** 
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Significant Associations for the Adjusted Multinomial Regression Analyses for Men and Women Separately and the Combined Model 

Continued 

 
MEN 

 

WOMEN 

 

COMBINED 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 
Ref: Not tested & Unwilling 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

 

Not 

tested: 

Willing 

Tested: 

Offered/ 

Accept 

Tested: 

Request 

 

Not 

tested 

Willing 

Tested: 

Offered/ 

Accepted 

Tested: 

Request 

Perceived chance of 

infection 

Ref: Great 

           Moderate 

 

0.458* 

         None 

 

0.267* 

    

2.147* 

    FEMALES ONLY 

           Heard condom advert on 

TV (Ref: No) 

    

0.506** 

 

0.637* 

    Condom advert acceptable 

on TV (Ref: No) 

      

2.269* 

    Condom advert acceptable: 

News (Ref: No) 

     

2.425* 

     Condom advert acceptable: 

Billboards (Ref: No) 

    

0.493* 0.389* 

     Note. Values adjusted for sampling weights, stratum and clusters; *p<0.05, **p<0.01, ***p<0.001, +p<0.10.     
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APPENDIX B: HIV/AIDS RELATED KNOWLEDGE ITEMS 

 

 
MEN WOMEN TOTAL 

Question Number % Number % Number % 

Have you ever heard of an illness AIDS? 

      No       7 0.2 81 1.0 88 0.7 

Yes      3458 99.8 8360 99.0 11818 99.3 

Can people reduce their chance of getting the AIDS virus by:  

      a) Not having sex 

      No       369 10.7 969 11.6 1338 11.3 

Yes      3085 89.3 7386 88.4 10471 88.7 

b) Using a condom every time they have sex? 

      No       761 22 2301 27.5 3062 25.9 

Yes      2693 78 6057 72.5 8750 74.1 

c) Having just one uninfected sex partner who has no other sex partners? 

      No       249 7.2 728 8.7 977 8.3 

Yes      3209 92.8 7632 91.3 10841 91.7 

Can people get the AIDS virus from mosquito bites? 

      No       841 24.3 2419 28.9 3260 27.6 

Yes      2616 75.7 5939 71.1 8555 72.4 

Can people get the AIDS virus by sharing food with a person who has AIDS? 

      No       370 10.7 1213 14.5 1583 13.4 

Yes      3085 89.3 7137 85.5 10222 86.6 

Is it possible for a healthy-looking person to have the AIDS virus? 

      No       290 8.4 936 11.2 1226 10.4 

Yes      3167 91.6 7422 88.8 10589 89.6 
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HIV/AIDS Related Knowledge Continued 

 
MEN WOMEN TOTAL 

Question Number % Number % Number % 

Can the virus that causes AIDS be transmitted from a mother to her baby: 

      a)  during pregnancy 

      No       1734 50.2 4162 49.8 5896 49.9 

Yes      1723 49.8 4195 50.2 5918 50.1 

b) during delivery 

      No       1004 29 2407 28.8 3411 28.9 

Yes      2454 71 5953 71.2 8407 71.1 

c) during breast feeding 

      No       

      Yes      

      Can people get the AIDS virus because of witchcraft or other supernatural 

means? 

      No       242 7 879 10.5 1121 9.5 

Yes      3216 93 7478 89.5 10694 90.5 

Are there any special drugs that a doctor or a nurse can give to a woman 

infected with the AIDS virus to reduce the risk of transmission to the baby? 

      No       914 28.9 1915 25.8 2829 26.7 

Yes      2254 71.1 5508 74.2 7762 73.3 

What can a person do to avoid AIDS?
 a 

       Abstain from sex 

      No       1889 54.5 4483 53.1 6372 53.5 

Yes      1576 45.5 3959 46.9 5535 46.5 

Use condoms 

      No       2102 60.7 5470 64.8 7572 63.6 

Yes      1363 39.3 2972 35.2 4335 36.4 
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HIV/AIDS Related Knowledge Continued 

 
MEN WOMEN TOTAL 

Question Number % Number % Number % 

What can a person do to avoid AIDS?
 a
 

      Limit sex to one partner 

      No       2074 59.9 4509 53.4 6583 55.3 

Yes      1391 40.1 3933 46.6 5324 44.7 

Limit number of sex partners 

      No       3277 94.6 7780 92.2 11057 92.9 

Yes      188 5.4 662 7.8 850 7.1 

Avoid sex with prostitutes 

      No       3247 93.7 8103 96 11350 95.3 

Yes      218 6.3 339 4 557 4.7 

Avoid sex with persons who have many partners 

     No       3352 96.7 8147 96.5 11499 96.6 

Yes      113 3.3 295 3.5 408 3.4 

Avoid sex with homosexuals 

      No       3433 99.1 8381 99.3 11814 99.2 

Yes      32 0.9 61 0.7 93 0.8 

Avoid sex with drug users 

      No       3427 98.9 8363 99.1 11790 99.0 

Yes      38 1.1 79 0.9 117 1.0 

Avoid blood transfusions 

      No       3117 90 7688 91.1 10805 90.7 

Yes      348 10 754 8.9 1102 9.3 

Avoid injections 

      No       3268 94.3 7485 88.7 10753 90.3 

Yes      197 5.7 957 11.3 1154 9.7 
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HIV/AIDS Related Knowledge Continued 

 
MEN WOMEN TOTAL 

Question Number % Number % Number % 

What can a person do to avoid AIDS?
 a
 

      Avoid sharing razors/blades 

      No       2587 74.7 6421 76.1 9008 75.7 

Yes      878 25.3 2021 23.9 2899 24.3 

Avoid kissing 

      No       47 1.4 123 1.5 170 1.4 

Yes      3418 98.6 8319 98.5 11737 98.6 

Avoid mosquito bites 

      No       8 0.2 88 1 96 0.8 

Yes      3457 99.8 8354 99 11811 99.2 

Other                                          

      No       3303 95.3 8130 96.3 11433 96.0 

Yes      162 4.7 312 3.7 474 4.0 

Knows no ways 

      No       559 16.1 920 10.9 1479 12.4 

Yes      2906 83.9 7522 89.1 10428 87.6 

Doesn't know if there are ways 

     No       136 3.9 499 5.9 635 5.3 

Yes      3329 96.1 7943 94.1 11272 94.7 

Note. Items in italics represent wrong answers (“YES” was a wrong answer) 
a
 - This question asked for spontaneous answers without giving any list of examples. “Yes” represents the number of people 

spontaneously mentioning this item 
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APPENDIX C: HIV/AIDS RELATED KNOWLEDGE: ITEM RESPONSE 

THEORY OUTPUT 
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