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ABSTRACT 

Background: HIV remains a significant global public health threat, with Sub-Saharan Africa 

bearing the burden of over 25 million cases. Despite various efforts, testing rates remain 

suboptimal, particularly among marginalized groups who face structural barriers such as stigma, 

concerns about confidentiality, and limited access to healthcare facilities.  HIV self-testing 

(HIVST) has emerged as an innovative, decentralized approach that allows individuals to conduct 

private and convenient screenings. This method aims to overcome the obstacles associated with 

traditional facility-based testing. However, uncertainties regarding distribution methods, potential 

social harms, effective linkage to care, and quality assurance have hindered the large-scale 

implementation of HIVST. 

Objective: The main objective of this study was to determine knowledge and willingness to utilize 

HIV self-testing among healthcare providers and their clients in La-Nkwantanang Madina 

Municipality, Ghana.  

Methodology: This study employed a mixed methods research design to determine knowledge 

and willingness to utilize HIV self-testing among health facility clients  in La-Nkwantanang 

Municipality of Madina, Ghana. The quantitative part employed a cross-sectional survey 

administered among 390 outpatients of Madina Polyclinics (Rawlings Circle and Kekele). For the 

qualitative part, an in-depth interview was conducted among 9 healthcare providers (including 

ART Nurses, Laboratory Scientists, Dieticians, and General Nurses) from the two Polyclinics. 

Knowledge of HIV self-testing was assessed using 11 items covering legality, availability, testing 

methods, interpretation of results, confirmatory testing, and counseling. Scores were categorized 

as low (<50%), moderate (50–75%), or high (>75%) knowledge.. Chi-square tests were utilized to 

examine associations between each independent variable and the outcome. The level of 
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significance was set at a p-value of 0.05, and the Confidence Interval (CI) was established at 95%. 

Adjusted odds ratios (AOR) were used to report the strengths of the associations. Thematic 

analysis was conducted on the qualitative data to explore the healthcare providers' perspectives on 

implementing the HIVST.  

Results: Among the 390 clients surveyed, 39.2% (153) were aware of HIV self-testing (HIVST), 

49% had moderate knowledge, and 10% had high knowledge of HIVST. Most of the respondents 

(77.7%, n=303) expressed a willingness to use HIVST, and 69.0% (n=269) were willing to pay for 

the kit. Respondents aged 45 years and above were less willing than younger clients (AOR: 0.41; 

95% CI: 0.18-0.94, p = 0.036). Higher levels of education increased willingness, with participants 

having basic (AOR: 3.59, 95% CI: 1.11-11.60, p = 0.033), secondary, vocational, or technical 

education (AOR: 5.47, 95% CI: 1.82-16.42, p = 0.002), and tertiary education (AOR:7.33, 95% 

CI: 2.15-25.03, p = 0.001) being more willing compared those with no formal education. Similarly, 

higher income (1600-2000 Ghana Cedis) was associated with increased willingness compared to 

lower income groups (AOR: 4.07, 95% CI: 1.05-15.83, p = 0.043)  

Sexual behavioural factors also played a role.  Age at first sex was significantly associated with 

willingness to use HIVST. Respondents with sexual debut at 25 years or older were less willing to 

use HIVST compared to those aged 15-19 years (AOR: 0.22, 95% CI: 0.08-0.56, p = 0.002). 

Clients who ever had sex with a stranger (AOR: 2.52, 95% CI: 1.00-6.32, p = 0.049), ever had sex 

under the influence of alcohol (AOR: 2.40, 95% CI: 1.03-5.55, p = 0.041), had sex in exchange 

for money or gift (AOR: 2.70, 95% CI: 1.03-7.11, p = 0.043) were more willing to use HIVST 

compared to those who did not.  

Perceptions of the kit also influenced willingness.  Those who found the kits credible (AOR: 2.09, 

95% CI: 1.06-0.411, p = 0.033), safe to use (AOR: 5.18, 95% CI: 2.27-11.83, p <0.001), convenient 
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to use (AOR: 2.54, 95% CI: 1.02-3.36, p = 0.045), easy to use (AOR: 4.39, 95% CI: 2.02-9.52, p 

<0.001), accessible (AOR: 3.48, 95% CI: 1.19-3.99, p <0.001) were more willing to use it. Also, 

fear of stigma or discrimination in purchasing kits reduced willingness (AOR: 0.36, 95% CI: 0.21-

0.62, p <0.001). Discussion of HIV with others positively influenced willingness (AOR: 3.48, 95% 

CI: 1.19-3.99, p <0.001).  

Healthcare providers identified key barriers to HIVST implementation, including resource and 

logistical challenges, tracking of results, linkage to care, affordability, accessibility, literacy, and 

healthcare worker motivations.  

Conclusion:  

The findings highlight a high level of willingness to use HIVST among clients, influenced by 

sociodemographic, behavioural, and perceptual factors. Targeted interventions addressing 

educational disparities, income inequalities, and stigma concerns could enhance uptake. 

Addressing barriers identified by healthcare providers, such as resource limitations, accessibility, 

and linkage to care is crucial for the successful implementation of HIVST services in La-

Nkwantanang Madina Municipality. These insights are critical for policymakers and healthcare 

planners in designing effective strategies to promote HIVST adoption and integration into existing 

healthcare systems.  
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CHAPTER ONE 

INTRODUCTION 

1.1 Background 

Globally, approximately 40.8 million individuals were living with the human immunodeficiency 

virus (HIV) in 2024, a number on the rise due to nearly 1.3 million newly acquired infections and 

the increasing number of individuals undergoing antiretroviral therapy (ART) (UNAIDS, 2024). 

Among the 40.8 million people living with HIV in 2024, about 25.6 million reside in sub-Saharan 

Africa, the region most severely impacted by the epidemic. Despite the scale-up of HIV testing, 

treatment, and prevention programs, an estimated 5.2 million people globally were unaware of 

their HIV status (UNAIDS, 2024). Timely identification and treatment of human 

immunodeficiency virus (HIV) are essential for improving the well-being of individuals living 

with HIV (PLHIV) and for mitigating viral transmission (Jordão et al., 2022; Rodger et al., 2016; 

Maksud, Fernandes, & Filgueiras, 2015; Grinsztejn et al., 2014). Since 2014, the global public 

health community has endorsed a set of objectives for addressing human immunodeficiency virus 

(HIV) commonly referred to as "90-90-90." (UNAIDS, 2014). Ehrenkranz et al., (2021) in a study 

they conducted on “The revolving door of HIV care” stated that the "90-90-90" plan aimed to 

achieve the diagnosis of 90% of people living with HIV (PLHIV), administer antiretroviral therapy 

(ART) to 90% of those identified as HIV-positive, and secure viral suppression in 90% of 

individuals on ART by the year 2020. 

In 2020, the Joint United Nations Programme on HIV/AIDS in a bid to eliminate HIV as a global 

health threat, these initial targets were further expanded to "95-95-95" by 2030. As of the end of 

2024, an estimated 87% of people living with HIV (PLHIV) worldwide were aware of their status, 

and 77% of all PLHIV were receiving antiretroviral therapy (ART) (UNAIDS, 2024). 
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. However, viral suppression was achieved in only 88% of those on ART, resulting in an overall 

viral suppression rate of just 59% (Ehrenkranz et al., 2021). In order to meet this "95-95-95" 

objective by 2030, Monteiro et al., and Marsh et al., in their study conducted in 2019 mentioned 

that innovative strategies may be introduced to boost the adoption of HIV testing and awareness 

of HIV status, with a specific emphasis on the utilization of self-testing. 

According to Ashburn et al., (2020), knowing one's HIV status is a fundamental requirement for 

accessing HIV care and treatment services. However, in certain parts of sub-Saharan Africa, only 

about 48% of individuals living with HIV are aware of their status, highlighting persistent gaps in 

testing and diagnosis. According to UNAIDS (2024), the region remains at the epicenter of the 

global HIV epidemic, with approximately 25.6 million people living with HIV. In eastern and 

southern Africa, treatment coverage is comparatively strong, with about 84% of adults (15+) living 

with HIV receiving antiretroviral therapy (ART. Despite the expansion of HIV testing services 

(HTS) through both provider-initiated and community-based approaches, awareness of serostatus 

continues to lag in several areas 

HIV self-testing (HIVST) involves a process wherein an individual collects their sample whether 

saliva or blood drops and performs a rapid and straightforward laboratory test in a private 

environment. This empowers the individual to be the first to know and interpret their results (World 

Health Organization, 2016). Advocates suggest that self-testing has the potential to significantly 

increase the adoption of HIVST at a minimal cost, yielding substantial impact while empowering 

users through the entire process. According to Indravudh, Choko & Corbett, (2018), HIV self-

testing can potentially tackle major hurdles associated with testing, including concerns about 

confidentiality and privacy, issues related to stigma and discrimination, accessibility challenges, 

and the wait time for obtaining results.  
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1.2 Problem Statement 

In Ghana, the HIV epidemic presents significant public health challenges, with a general 

prevalence rate of 1.6%, but markedly higher rates among female sex workers (4.6%) and men 

who have sex with men (18.1%) (Ali et al., 2019; Ghana, 2016; Phaswana-Mafuya et al., 2020). 

Despite increased awareness and efforts to expand HIV testing, only about 55% of individuals 

living with HIV in Ghana are aware of their status, with testing rates particularly low among high-

risk groups. For example, in 2019, only 56.5% of FSWs and 26.6% of MSM had tested within the 

past year (Nagai et al., 2021; Phaswana-Mafuya et al., 2020). This testing gap hinders Ghana’s 

progress towards the UNAIDS "95-95-95" targets, aimed at reducing new infections and achieving 

widespread epidemic control by 2025 (Ehrenkranz et al., 2021). 

The situation is particularly concerning in the La-Nkwantanang Madina District, which has an HIV 

prevalence of 6.6%, the second highest in the country (Ghana HIV Fact Sheet, 2019). The district’s 

urban setting, with a mix of mobile populations, informal settlements, and commercial activities, 

increases vulnerability and creates barriers to consistent healthcare access. HIV self-testing 

(HIVST) has been promoted as a promising approach, offering individuals a private and 

convenient way to know their HIV status. However, in La-Nkwantanang Madina, little is known 

about clients’ willingness to adopt HIVST or about the perspectives of healthcare providers on the 

potential barriers to its implementation. Without this evidence, scaling up HIVST programs in the 

district may be limited by both demand-side and supply-side challenges. 

This study therefore seeks to fill this gap by assessing (1) clients’ knowledge and willingness to 

use HIVST and (2) healthcare providers’ perspectives on barriers and feasibility of implementing 

HIVST within La-Nkwantanang Madina. Findings will contribute evidence to guide programmatic 
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strategies that can strengthen HIV testing services and reduce undiagnosed infections in one of 

Ghana’s highest-burden districts 

 

1.3 Justification 

The global prevalence of HIV continues to pose a critical public health challenge, demanding 

innovative strategies to improve awareness, testing, and treatment. While the "90-90-90" UNAIDS 

targets introduced in 2014 aim to increase diagnosis, treatment, and viral suppression rates, 

progress has been slow, with only 81% of those with HIV aware of their status and a global viral 

suppression rate of 59% as of 2019 (Ehrenkranz et al., 2021). To bridge these gaps, the "95-95-95" 

targets have set an ambitious goal for 2030, highlighting the need for enhanced testing initiatives. 

In this context, HIV self-testing (HIVST) emerges as a promising approach to empower individuals 

with a confidential and convenient testing option, shown to improve testing rates, reduce stigma, 

and support earlier diagnoses in sub-Saharan Africa (MacPherson et al., 2014; Ortblad et al., 2018). 

In Ghana, with its varying prevalence rates across populations, understanding and improving HIV 

testing strategies is critical, especially in high-prevalence areas like the La-Nkwantanang District, 

Madina, where HIV prevalence stands at 6.6% (Ghana's HIV Fact Sheet, 2019). However, despite 

increased awareness of HIVST’s potential benefits, there is limited research examining the 

knowledge, acceptance, and willingness to adopt HIVST among healthcare providers and clients 

in this district. The La-Nkwantanang District, as a major commercial center with a highly diverse 

population, presents unique challenges and opportunities for HIV intervention strategies (Ebeny, 

2017). This study addresses this gap by investigating the knowledge and willingness of clients to 

use HIVST and the willingness of healthcare providers to incorporate HIVST into their current 

services aiming to identify barriers and inform interventions that support increased HIV testing 
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uptake. Results from this study will provide insights critical to shaping policies, improving health 

system responses, and achieving national and global goals to reduce undiagnosed HIV cases and 

ultimately eliminate HIV as a public health threat by 2030. 

1.4 Research Questions 

 

1.4.1 Main Research Question 

What is the knowledge and willingness of patients/clients to use HIVST, and the willingness 

of healthcare providers to incorporate HIVST into their current services. 

 

1.4.2 Specific Research Questions 

1. What is the current level of knowledge among clients/patients about HIV self-testing in 

La-Nkwantanang, Madina? 

2. What is the willingness of clients/patients to utilize HIV self-testing services in La-

Nkwantanang, Madina? 

3. What are factors that influence clients/patients’ willingness to use HIVST services in La-

Nkwantanang, Madina. 

4. What are the challenges and barriers in the implementation of HIV self-testing services 

among healthcare providers in La-Nkwantanang, Madina? 

 

1.5 General Objective 

To determine the knowledge and willingness to use the HIV Self-testing among healthcare 

providers and their patients in the La-Nkwantanang, Madina 
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1.5.1 Specific Objectives 

1. To assess the current level of knowledge among clients/patients about HIV self-testing in 

La-Nkwantanang, Madina. 

2. To determine the willingness of clients/patients to utilize HIV self-testing services in La-

Nkwantanang, Madina. 

3. To identify factors that influence clients/patients’ willingness to use HIVST services in La-

Nkwantanang, Madina 

4. To identify potential challenges and barriers in implementing HIV self-testing services 

among healthcare providers in La-Nkwantanang, Madina 
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Individual factors 

• Demographic and economic 

factors 

• Knowledge and awareness 

• Attitudes and Beliefs 

• Perceived susceptibility and 

severity 

Social factors 

• Social support 

• Stigma and 

Discrimination 

 

Policy and Structural Factors 

• Legal and regulatory 

environment 

• Health policy 

Behavioral Factors 

• Risk perception 

• Self-efficacy 

 ealth System Factors 

• Access and 

availability 

• Quality of care 

                   

      

2.6 Conceptual Framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Adapted from the Health Belief Model (Rosenstock, 1966) and Theory of Planned 

Behaviour (Ajzen, 1991).  
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1.6.1 Narration of conceptual framework. 

The theoretical framework for measuring the willingness to use HIV self-testing (HIVST) in La-

Nkwantanang Madina among healthcare providers and their clients is based on the Health Belief 

Model by Rosenstock (1966) and the Theory of Planned Behavior by Ajzen (1991). This 

framework integrates factors influencing healthcare providers' and clients’ willingness to 

incorporate and use HIVST into their services respectively. This has been categorized into 

individual, social, policy, structural, behavioral, and health system factors. 

Demographic and economic factors can influence attitudes toward new health technologies and 

the ability to integrate them into practice. Younger individuals or those with higher education 

levels may be more open to adopting HIVST. The level of knowledge and awareness about HIVST 

among healthcare providers and clients significantly impacts their willingness to use it. Providers 

well-informed about the benefits, procedures, and accuracy of HIVST are more likely to adopt it 

in their services (Kennedy et al., 2018; Mokgatle et al., 2018) 

Attitudes and beliefs regarding HIV and HIVST shape providers' and clients' perceptions and 

acceptance. Positive attitudes towards HIV prevention and trust in self-testing methods increase 

the likelihood HIVST use and adoption (Chkhartishvili et al., 2019; Ssemata 2020; Wang et al., 

2021).  If providers or clients perceive a high risk of HIV infection and view the disease as severe, 

they may be more proactive in offering or receiving HIVST (Chkhartishvili et al., 2019; Jamil et 

al., 2017). Social support from colleagues, supervisors, and the community influences the 

willingness to use HIVST. Strong social support can encourage providers to integrate HIVST into 

their practice, knowing they have the backing of their professional and social networks.  

Stigma and discrimination associated with HIV can be significant barriers. Healthcare providers 

may hesitate to offer HIVST if they fear stigma from peers or patients. Clients may also hesitate 
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to purchase the HIVST kits due to stigma and fear of discrimination (Gumede et al, 2017; 

Chkhartishvili et al., 2019; Jamil et al., 2017). The legal and regulatory framework governing HIV 

testing and self-testing affects providers' willingness to adopt HIVST. Supportive policies that 

ensure the legality and protection of HIVST can facilitate its uptake. National and local health 

policies promoting HIV prevention and testing strategies, including HIVST, are essential. Policies 

encouraging innovation and providing guidelines for HIVST integration can enhance providers' 

and their client’s willingness to use it. 

Self-efficacy refers to providers' confidence in their ability to implement HIVST effectively. 

Training and resources that enhance self-efficacy can increase the likelihood of HIVST adoption. 

The accessibility and availability of HIVST kits and related resources are critical. Easy access to 

HIVST kits ensures that providers can offer them to patients without logistical challenges. The 

perceived and actual quality of care provided through HIVST impacts the willingness of patients 

to use it. Ensuring high standards of accuracy, reliability, and patient support in HIVST can 

promote its acceptance among patients ((Mokgatle & Madiba, 2017). 

This framework combines individual, social, policy, structural, behavioral, and health system 

factors to provide a comprehensive understanding of the determinants of healthcare providers' 

willingness to use HIV self-testing in La-Nkwantanang Madina. By addressing these factors, 

healthcare systems can effectively promote the adoption of HIVST, enhancing HIV prevention 

and testing efforts. 
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C APTER TWO 

LITERATURE REVIEW 

2.1 Background on The  IV Epidemic Globally and in Sub-Saharan Africa 

Human immunodeficiency virus (HIV) represents a persistent global public health challenge with 

enduring impacts felt most severely in Sub-Saharan Africa (De Neve et al., 2017; UN AIDS, 2022). 

As of 2020, an estimated 38 million people globally live with HIV – including over 25 million 

cases concentrated in Sub-Saharan nations (Maartens et al., 2020; UN AIDS, 2022). Sub-optimal 

progress in reducing the incidence and expanding access to life-saving antiretroviral treatment 

threatens sustainable epidemic control (Boullé et al., 2021; Maartens et al., 2020). But emerging 

biomedical and implementation innovations show promise in reinvigorating HIV responses 

regionally and worldwide (Avila et al., 2017; WHO, 2021). 

Data reveals a disproportionate burden shouldered by Sub-Saharan Africa sustaining nearly 70% 

of worldwide infections and HIV-related deaths annually (Maartens et al., 2020; UNAIDS, 2018). 

Complex drivers including widespread poverty, gender inequities, human rights barriers, and 

fragile health systems converge – fueling risk and mortality while constraints sustainable treatment 

responses (Avila et al., 2017; De Neve et al., 2017). Already facing shortened life expectancies, 

Sub-Saharan nations now also shoulder reduced economic productivities from HIV-disabling 

working-age demographics (Boullé et al., 2021; Obai et al., 2017). 

Additionally, despite generalized epidemics, Sub-Saharan nations show extensively concentrated 

HIV infections within key demographic groups according to risks posed by structural and 

behavioral determinants (Aral et al., 2017; Maman et al., 2017). All available data affirms HIV 

disproportionately impacts marginalized populations facing stigma, exclusion, and limited-service 

access exacerbating transmission channels (Aral et al, 2017; Dworkin et al., 2017). Sex workers, 
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men who have sex with men, transgender people, adolescent girls, prisoners, migrants, and 

substance users predominately bear HIV burdens signaling unaddressed human rights inequities 

(Lyons et al., 2017; Lancaster et al., 2018). 

Moreover, scaling up antiretroviral therapy (ART) coverage represents a consensus priority 

intervention given treatment efficacy reducing viral loads to undetectable levels that cannot be 

transmitted while also prolonging productive lives (Boullé et al., 2021; Lazarus et al, 2018). But 

despite ambitious global goals, Sub-Saharan Africa sustains wide variability realizing equitable 

and sustainable ART access (Lazarus et al., 2018; Maartens et al., 2020). Complex logistical 

challenges navigating fragile supply chains (Haakenstad et al., 2019; Holmes et al., 2017), 

overburdened health workforces (Dworkin et al., 2017; Phillips et al., 2017), and inadequate 

financing (Verguet et al., 2017; Zachariah et al., 2017) hinder treatment optimization. 

Furthermore, leveraging emerging scientific and technological innovations shows increasing 

relevance tackling HIV acquisition, transmission, mortality, and epidemic control (Avila et al., 

2017; WHO, 2021). Long-acting ARTs simplifying adherence (Adetokunboh et al., 2018; Lazarus 

et al., 2018), enhance partner tracking through indexes testing models (Conserve et al., 2017; 

Kasende et al., 2017), and treatment monitoring tools utilizing viral load self-testing (Jiamsakul et 

al., 2018; Roberts et al., 2017) offer immense promise expanding engagement. Meanwhile, 

biomedical advances around pre-exposure prophylaxis, vaccines, microbicides and cure therapies 

signify renewed possibilities for preventing and eliminating HIV (Fauci et al., 2019; WHO, 2021). 

In conclusion, stark global divides persist with Sub-Saharan Africa sustaining disproportionate 

HIV burdens concentrated within marginalized populations. Complex barriers continue 

obstructing equitable treatment access and retention at scales matching incident need. However, 

momentum towards 90-90-90 targets keeps hopes alive while focused implementation research, 
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human rights protections, and emerging innovations offer new pathways securing epidemic control 

amid resource limitations burdensome for the world’s most heavily affected region. 

2.2 Overview of  IV Testing Gaps and New Approaches Like Self-Testing 

Expanding HIV testing uptake stands essential in realizing impacts against global HIV burdens, 

especially amidst the 25 million cases concentrated across Sub-Saharan Africa (Maartens et al., 

2020; UN AIDS, 2022). Testing connects people to life-saving treatments while providing 

prevention opportunities and averting new infections (WHO, 2021; Chkhartishvili et al., 2018). 

However, testing coverage gaps persist failing already marginalized groups according to 

implementation data reviews (Aral et al., 2017; Ashengo et al., 2018). In response, HIV self-testing 

models allowing private decentralized diagnostic access emerge as innovations closing testing 

service gaps (Jamil et al., 2017; WHO, 2021). 

Robust evidence highlights key barriers undermining HIV testing access and utilization among 

groups shouldering highest burdens like young women and key populations in Sub-Saharan Africa 

(Aral et al, 2017; Dworkin et al., 2017). Structural barriers around stigma and discrimination 

generators deterring health system engagement (Lancaster et al., 2018; Lyons et al., 2017) coexist 

with service delivery gaps failing convenience and confidentiality priorities (Chkhartishvili, 2018; 

Maman et al., 2017). Negative testing experiences also discourage uptake and retention along the 

care continuum (Conserve et al., 2017; Kasende et al., 2017). 

Additionally, HIV self-testing spearheads models circumventing conventional access obstacles 

across regions where human resource shortages and concentrated epidemics constrain efficient 

testing solutions (Jamil et al., 2017; WHO 2021). As a private, voluntary product enabling 

autonomous diagnosis and disclosure timing, self-testing shows particular relevance expanding 

first-time and repeat testing for stigmatized groups (Jamil et al., 2017; Kumwenda et al., 2019). 
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Values propositions around privacy, immediacy, and convenience position self-testing to realize 

testing goals amid barriers still undermining facility-based approaches. 

Moreover, HIV self-testing importantly democratizes testing ownership from healthcare 

gatekeepers towards empowered patients themselves (Chkhartishvili et al., 2019; WHO, 2021). 

Shifting testing directly into individuals’ hands transfers control over deeply personal health 

decisions while dismantling institutionalized hurdles limiting diagnosis secrecy posed by standard 

models (Jamil et al., 2017; Roberts et al., 2020). For stigmatized groups, self-testing signifies 

meaningful autonomy regarding health choices and status disclosures long externally governed by 

social constraints and biased systems. 

Furthermore, accumulating global evidence affirms HIV self-testing’s population effectiveness 

increasing first-time and repeat testing for priority groups (Chkhartishvili et al., 2019; WHO 2021). 

Robust studies substantiate high uptake, satisfactory accuracy, acceptable linkage-to-treatment, 

and minimal unintended harms across implementation settings (Jamil et al., 2017; Roberts et al., 

2020). Though some debate persists around distinctions between demonstrated trial efficacy versus 

real-world effectiveness (Chkhartishvili et al., 2019), overall data confirms valuable usage in 

tackling diverse testing gaps (Roberts et al., 2020; WHO, 2021) - cementing global normalization 

(WHO, 2021). 

In conclusion, despite progress in expanding HIV testing, persistent barriers sustain gaps failing 

communities most impacted by evolving generalized concentrated epidemics concentrated in Sub-

Saharan Africa. New HIV self-testing models demonstrate particular promise in revolutionizing 

private, voluntary access for historically marginalized groups. By democratizing testing ownership 

directly into patients’ hands, self-testing promotes autonomy and confronts obstinate access 

barriers undermining conventional facility-dependent diagnosis. Ongoing evidence cements global 
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calls cementing self-testing within national testing programs and guidelines worldwide as integral 

strategies for securing epidemic control. 

 

 

2.3 Theoretical Literature Review 

The second section of the dissertation examines the underlying ideas and determines the 

knowledge and willingness to use HIV Self-testing among healthcare providers and their patients 

in La-Nkwantanang, Madina, using it as a sample case study. The theoretical frameworks that 

inform this study include the Health Belief Model (HBM) and the Theory of Planned Behavior 

(TPB) and its subsequent implementation. The use of theoretical frameworks provides a unique 

vantage point or viewpoint from which a subject is examined; these frameworks elucidate the 

backdrop and interconnections among many facets and tiers. 

2.3.1  ealth Belief Model ( BM) 

The Health Belief Model (HBM) is a useful framework for understanding health behaviors and 

decision-making regarding prevention, screening, and treatment (Skinner et al., 2015; Jamil et al., 

2017). First emerging in the 1950s, the HBM today remains highly utilized in HIV research and 

implementation science seeking to elicit motivators and barriers influencing health actions like 

testing, treatment initiation, and retention (Chkhartishvili et al., 2018; Jamil et al., 2017). It 

suggests that personal beliefs about health conditions, as well as perceptions of barriers, benefits, 

self-efficacy and cues influence engagement in health-promoting behaviors (Richards & Henning, 

2022). The key components of the HBM provide a relevant theoretical lens to explore the 

knowledge and willingness to use HIV self-testing kits among both healthcare providers and 

patients in La-Nkwantanang, Madina. 
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The HBM component of perceived susceptibility refers to an individual's assessment of their risk 

for contracting a health condition (Jamil et al., 2017; Roberts et al., 2020; Skinner et al., 2015). In 

applying the HBM to HIV self-testing, perceived susceptibility would relate to how vulnerable 

providers and patients in La-Nkwantanang, Madina feel to acquiring HIV based on their awareness 

of risk factors and assessment of their past behaviors. Studies show low perceived susceptibility 

to be a barrier to HIV testing uptake in some settings (Ebuenyi et al., 2019). However, higher 

perceived susceptibility has been associated with increased willingness to self-test for HIV (Choko 

et al., 2011). Assessing perceived susceptibility will help gauge current HIV risk perceptions 

among the target groups and identify areas that need to be addressed to encourage self-testing 

behaviors. 

Moreover, perceived severity represents feelings concerning the significance or seriousness of 

contracting an illness and its potential consequences (Richards & Henning, 202; Roberts et al., 

20202). In the context of HIV and self-testing, perceived severity encompasses views about how 

problematic it would be to contract HIV or receive a positive diagnosis. If providers and patients 

do not feel HIV is very serious or life-threatening, they may see less value in self-testing. However, 

those who consider HIV to have extremely severe effects may have enhanced motivation to 

determine their status through self-testing. Measuring perceived severity provides information 

about beliefs that may motivate or discourage self-testing behaviors. 

Additionally, perceived benefits include the positive outcomes that are expected to result from 

adopting a health behavior (Skinner et al., 2015; Kumwenda et al., 2019). There are numerous 

potential perceived benefits associated with HIV self-testing, such as privacy, convenience, and 

not needing to visit a clinic. Research indicates that recognizing benefits increases the uptake and 

frequency of HIV testing (Ebuenyi et al., 2019). Assessing the perceived benefits of self-testing 
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according to providers and patients will identify additional advantages that can be emphasized in 

health messaging to improve the adoption of the practice. This component of the HBM is especially 

relevant for facilitating initial and repeat use of self-testing kits over time. 

Also, perceived barriers relate to the obstacles an individual feels may impede them from enacting 

healthy behavior, which can discourage action (Richards & Henning, 2022). There are several 

possible perceived barriers to utilizing HIV self-testing kits, such as cost, access difficulties, and 

concerns about correctly administering the test or interpreting results. High perceived barriers 

consistently predict lower HIV testing rates (Ebuenyi et al., 2019). It will be constructive to 

determine key barriers among both provider and patient groups through the HBM lens, as reducing 

obstacles may considerably strengthen participation in self-testing programs. 

Within the HBM, cues to action refer to the stimulus needed to trigger engagement in health 

behavior (Skinner et al., 2015). Applying this concept to using HIV self-testing kits, examples of 

cues to actions could include promotional communications from the health system, advice from 

providers to self-test, media campaigns, or experiencing symptoms. Cues play an essential role in 

motivating health behaviors like HIV testing (Richards & Henning, 2022). Investigating the most 

impactful potential prompts will make it possible to integrate appropriate cues tailored to providers 

and patients in La-Nkwantanang, Madina to encourage HIV self-testing actions. 

Furthermore, Self-efficacy involves an individual's level of confidence in their ability to perform 

a health behavior (Skinner et al., 2015). Within the context of utilizing HIV self-testing kits, factors 

influencing self-efficacy might include knowledge about proper use, interpreting results correctly, 

seeking follow-up after testing, and locating community resources if one receives a positive test 

result. Evidence shows self-efficacy significantly predicts both intention and actual use of HIV 

self-testing kits (Ondenge et al., 2021). Evaluating provider and patient self-efficacy can identify 
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areas requiring training or support to bolster confidence to facilitate effective use of self-testing 

kits in these groups. 

The HBM is appropriate to apply to this study because previous research provides substantial 

evidence that HBM components directly contribute to uptake and frequency of HIV testing 

behaviors using both standard and self-administered testing modalities, across diverse settings and 

populations (Ebuenyi et al., 2019; Ondenge et al., 2021). The theory's inclusion of both perceptual 

and modifying factors provides a comprehensive framework for identifying the key beliefs, 

barriers, facilitators and prompts that respectively discourage or motivate HIV self-testing kit use 

among health providers and patients La-Nkwantanang, Madina. Using the HBM lens will generate 

practical insights about knowledge, willingness, perceived HIV risk, attitudes, obstacles, needs 

and supports related to self-testing that can inform targeted interventions promoting participation. 

Additionally, the HBM allows qualitative data about lived experiences and perspectives to be 

systematically translated into actionable quantitative or qualitatively coded data that makes it more 

feasible to track changes over time (Skinner et al., 2015). For these reasons, the HBM is well-

suited to guide the effective design and evaluation of HIV self-testing-focused initiatives seeking 

to engage providers and patients in La-Nkwantanang, Madina communities. 

In conclusion, the Health Belief Model is a relevant theoretical and conceptual framework to apply 

to explore knowledge and willingness to use HIV self-testing kits among both healthcare providers 

and patients in La-Nkwantanang, Madina. Its six key components perceived susceptibility, 

perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy enable 

a detailed investigation into the beliefs, attitudes, obstacles and supportive factors that shape 

decisions regarding self-testing behaviors. Using the HBM provides actionable insights that can 

inform targeted interventions to promote increased appropriate uptake of HIV self-testing to 
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facilitate early diagnosis and linkage to treatment in this region. The theory provides a lens to 

systematically evaluate and address barriers while highlighting the most salient benefits and 

needed cues that will motivate providers and patients to complete initial and repeat self-testing 

over time. 

 

2.4.2 Theory of Planned Behavior (TPB)  

The Theory of Planned Behavior (TPB) is highly applicable for understanding knowledge and 

willingness to adopt HIV self-testing among both healthcare providers and patients in the La-

Nkwantanang area of Madina. First proposed by Icek Ajzen in 1985, TPB posits that an 

individual's behavior is determined by their intentions, attitudes, subjective norms, and perceived 

ability to perform the behavior (Montanaro & Bryan, 2014). 

When applied to HIV testing, TPB provides a useful framework for analyzing the cognitive factors 

shaping one’s intentions to get tested. According to TPB, individuals develop intentions to get 

tested based on their attitudes towards testing, perception of social pressures, and perceived sense 

of control over getting tested (Wagner et al., 2017). These intentions are then the key predictor of 

actually undergoing testing. 

Among healthcare providers in La-Nkwantanang, Madina, TPB could illuminate intentions 

towards recommending or providing HIV self-tests to patients. Providers develop these intentions 

based on attitudes like perceived benefits/drawbacks of self-testing, subjective norms including 

workplace policies or colleague recommendations, and control factors like supply availability and 

competency giving test instructions (Johnson et al., 2018). 

Similarly for patients, TPB recognizes intentions to self-test depend on attitudes like perceived 

necessity, stigma beliefs, or accuracy doubts, along with norms like community/partner attitudes 
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and control perceptions like affordability and access (Wagner et al., 2017). By systematically 

analyzing these cognitive predictors, TPB offers an evidence-based approach for understanding 

testing willingness (Sharma, 2017). 

Compared to other behavioral theories, TPB is especially appropriate for analyzing emerging 

behaviors with evolving social norms, as is the case for HIV self-testing in this region. Unlike the 

Health Belief Model’s narrow focus only on personal beliefs, TPB incorporates broader social 

influences like subjective norms and external barriers to perceived control (Sharma, 2017). For 

rapidly scaling interventions like self-testing, these external factors are critical to understand. 

Additionally, the Reasoned Action Approach (RAA) has less applicability as it cannot account for 

structural barriers, which significantly impact HIV testing rates and intentions in resource-limited 

settings (Nunn et al., 2017). Instead, TPB’s inclusion of control beliefs better recognizes 

limitations like test affordability and accessibility that regulate behavioral intentions (Johnson et 

al., 2018). 

Overall, TPB provides a holistic, flexible, and evidence-based framework for guiding analysis into 

the multi-level knowledge, intentions, and willingness towards adopting HIV self-testing in this 

region. Multiple recent studies support its relevance for assessing HIV testing across diverse 

contexts and populations (Johnson et al., 2018; Nunn et al., 2017; Sharma, 2017; Wagner et al., 

2017). 

When applying TPB to understand knowledge and willingness to use HIV self-tests in La-

Nkwantanang, preliminary qualitative research should first assess target population’s salient 

beliefs on testing to inform quantitative surveys. Belief elicitations through focus groups with both 

local healthcare workers and community members is necessary to contextualize TPB constructs 

like attitudes, social norms, intentions and barriers to the local setting (Montanaro & Bryan, 2014). 
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These beliefs can highlight culturally-specific facilitators and obstacles to self-testing uptake. 

For example, qualitative research may reveal unique stigma barriers surrounding blood-based self-

testing, doubts in accuracy of self-administered tests, perceived detraction from in-person 

counseling, or social norms against self-reliant healthcare (Jamil et al., 2017). Alternatively, belief 

elicitations may unveil strong perceived need for expanded testing access, autonomy benefits from 

self-administration, confidence in self-interpretation of results, or shifting social norms towards 

self-care. These elicited beliefs should inform construction of TPB surveys applied prior to and 

throughout implementation of any self-testing programming. 

Quantitative TPB surveys are critical pre- and post-self-test rollout to predict and monitor 

intentions towards adopting testing, highlighting cognition areas needing additional intervention. 

As self-testing interventions expand in the region, repeated TPB surveys can evaluate evolving 

attitudes and norms potentially explaining changes in utilization or willingness over time (Sharma, 

2017). Analyses should compare different healthcare worker cadres, community subgroups, prior 

testing history groups, etc. on TPB constructs to inform tailored educational or promotional 

approaches (Wagner et al., 2017). 

For healthcare workers, findings may reveal intentions to prescribe self-testing are weakest among 

lower tier cadres who could most facilitate decentralized access. Alternatively surveys may show 

social norms disapproving self-care undermine patient intentions, signaling a need for broader 

community sensitization. Continued TPB monitoring after self-test introduction can evaluate 

interventions like motivational counseling for patients or values clarification training for providers 

(Nunn et al., 2017). Over time, rising favorable intentions would imply effectiveness transitioning 

this region towards self-testing normalization. 

In conclusion, the Theory of Planned Behavior offers a flexible, multi-level framework to 
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systematically evaluate the complex array of factors shaping intentions to adopt emerging HIV 

self-testing interventions among healthcare providers and community members in La-

Nkwantanang. Its application through qualitative elicitation and quantitative surveys can provide 

empirical guidance for promotional strategies and inform tailored interventions to optimize self-

testing normalization and expand HIV diagnosis access sustainably across this setting. As HIV 

self-testing expands globally, TPB’s utility is well-supported for context-specific and responsive 

evaluation towards willingness and optimal utilization of this transformative intervention. 

2.5 Current Level of Knowledge Among Healthcare Service Providers About HIV Self-

Testing. 

HIV testing is a critical gateway for accessing treatment and prevention services, yet data shows 

that an estimated 8.1 million people living with HIV are unaware of their HIV status (UNAIDS, 

2020). HIV self-testing (HIVST), where an individual collects their own specimen, performs the 

test and interprets the result themselves (WHO, 2021), has emerged as a way to overcome barriers 

to standard HIV testing services (Johnson et al., 2017; Katz et al., 2019). Evidence suggests HIVST 

can substantially increase testing uptake and frequency (Jamil et al., 2020; Weiss et al., 2020; 

Indravudh et al., 2021). However, uncertainties around distribution methods, linkage to care, social 

harms and quality assurance have prevented large-scale implementations so far (Iwuji et al., 2020; 

Napierala Mavedzenge et al., 2019). A key factor influencing many of these uncertainties is the 

level of knowledge that frontline health staff have around HIVST and how to support community-

based distribution channels (Simwinga et al., 2021; Pharris et al., 2021). As HIVST is formally 

adopted into testing strategies globally (WHO, 2021), assessing healthcare worker preparedness is 

crucial. This review examines 50 studies from 2017-2023 to determine knowledge gaps and 

training needs among healthcare staff around HIVST implementation and support. 
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Healthcare workers have generally positive views towards HIVST, seeing it as an acceptable 

option that empowers users and increases access among neglected groups (Chanda et al., 2017; 

Indravudh et al., 2018). However, studies highlight concerning knowledge gaps around the 

appropriate use, benefits and limitations of HIVST (Guo et al., 2020; Simwinga et al., 2021; Nance 

et al., 2022). For example, a multi-country study across 16 lower-middle income countries found 

just 29% of providers had adequate knowledge, with significant training needs on managing 

HIVST stockouts, results interpretation and quality assurance (Nance et al., 2022). Understanding 

was poorest among lower-level cadres of staff compared to clinicians (Chanda et al., 2017; 

Indravudh et al., 2018; Nance et al., 2022). Worryingly, these providers are often closest to 

communities and best placed to provide patient support (Guo et al., 2020; Gichangi et al., 2020). 

Misconceptions including doubting test accuracy without confirmatory testing (Chanda et al., 

2017; Indravudh et al., 2018; Nance et al., 2022) and believing HIVST increases risk behaviors 

(Guo et al., 2020; Gichangi et al., 2020) could hamper scale-up efforts. However, evidence 

consistently shows high specificity and sensitivity of approved oral fluid-based assays for HIV 

testing (Katz et al., 2019; Napierala Mavedzenge et al., 2020; Weiss et al., 2020), as well as 

increased safer behaviors with HIVST (Jamil et al., 2020; Indravudh et al., 2021). 

Developing healthcare worker skills to support community-based distribution rather than facility 

provision is vital for achieving universal access to HIV testing (Iwuji et al., 2018; Gichangi et al., 

2020). However, providers demonstrate considerable gaps here (Simwinga et al., 2021; Pharris et 

al., 2021). For peer-based distribution, less than half of community health assistants across 4 

African countries had adequate skills to train secondary distributors and manage adverse events 

(Simwinga et al., 2021). Pharmacists and drug shop operators, common community access points, 

also lacked capacities in stock management, counselling, linkage support and results interpretation 
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(Indravudh et al., 2018; Gichangi et al., 2019; Guo et al., 2020). Building competencies around 

quality assurance is essential as HIVST does not interface with national testing programmes or 

confirmatory testing services (Hatzold et al., 2021; Guevara et al., 2021). Few providers 

understood regulatory processes related to kit approvals, post-market surveillance systems and 

pharmacovigilance principles (Hatzold et al., 2021; Guevara et al., 2021; Nance et al., 2022). 

Strengthening integration across community and facility efforts enables risks around coercion, 

social harms and linkage to be assessed and mitigated at population levels (Napierala Mavedzenge 

et al., 2020; Hatzold et al., 2021). However, providers demonstrated limited understanding of 

effective coordination, partnership development and use of data for targeted HIVST campaigns 

(Napierala Mavedzenge et al., 2020; Iwuji et al., 2020). 

Linking individuals with reactive self-test results into confirmatory testing and ART is already 

identified as a major challenge facing HIVST programmes (Jamil et al., 2020; Indravudh et al., 

2021). Alarms over poor linkage come from early small-scale randomized trials, showing 

substantial attrition across the cascade of care (Choko et al., 2015; Kelvin et al., 2019). However, 

larger recent studies paint a more optimistic view (Iwuji et al., 2018; Napierala Mavedzenge et al., 

2020). Linkage rates now often exceed 80%, comparing favorably with standard facility-based 

testing (Napierala Mavedzenge et al., 2020; Weiss et al., 2020). Still preparation of healthcare staff 

to prevent drop-offs remains important (Jamil et al., 2020; Wang et al., 2022). Unfortunately, many 

see linkage solely as the user’s responsibility rather than a shared provider effort (Gichangi et al., 

2020; Guo et al., 2020). Providers demonstrate critical weaknesses in practical linkage support 

skills like result verification, active referrals, tracing systems and relapse management (Guevara 

et al., 2021; Nance et al., 2022). Encouragingly, specialized training can significantly improve 

these capacities over standard teaching efforts (Wang et al., 2022). Overall, it is clear further efforts 
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are urgently required to expand health worker literacy and close lingering knowledge gaps around 

optimal HIVST provision. The following sections detail priority focus areas. 

Building healthcare provider awareness on validated testing approaches, target populations and 

limitations is essential (Chanda et al., 2017; Guo et al., 2020). Accurate information on oral assay 

and sample type options could overcome continued doubts on accuracy that threaten confidence 

in results (Chanda et al., 2017; Nance et al., 2022). Addressing perceptions that HIVST enables 

risk disinhibition by increasing access among neglected groups like men who have sex with men 

is also important (Guo et al., 2020). Clarifying testing procedures, window periods and need for 

repeat testing helps manage expectations and ensure appropriate use (Nance et al., 2022). Finally, 

positioning HIVST as a supplement rather than replacement to standard testing services also aids 

understanding (Chanda et al., 2017). 

Developing provider skills around implementing quality assurance, adverse event monitoring and 

data use provides the foundations for effective decentralization (Napierala Mavedzenge et al., 

2020; Nance et al., 2022). Building practical competencies in supply chain management enables 

continuity of community distribution channels (Simwinga et al., 2021). Peer distributor models 

further rely on abilities to coordinate training and supportive supervision (Simwinga et al., 2021). 

Private sector engagement needs particular input on regulatory frameworks, demand creation and 

integrating informal provider results into national programmes (Gichangi et al., 2019; Guevara et 

al., 2021). 

While linkage largely depends on users’ behaviors, data sharing, active referrals, result verification 

and relapse management are proven health worker strategies for encouraging confirmatory testing 

and ART initiation (Jamil et al., 2020; Wang et al., 2022). Building skills to offer differentiated 

test confirmations also aids continuation across the care cascade (Guevara et al., 2021). Referral 
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tools, material incentives, ongoing counselling and tracing systems help ensure users who struggle 

to link are identified and supported (Nance et al., 2022). 

In conclusion, existing evidence clearly demonstrates that substantial knowledge gaps remain 

among healthcare workers relating to optimal provision and scale-up of HIVST interventions. 

Addressing inaccuracies in understanding of testing procedures and community distribution 

principles is vital to realize potential benefits without social harms. Building practical 

competencies around implementing quality assurance, strengthening private sector integration and 

facilitating linkage are also essential. While introducing HIVST is necessary to achieve testing 

targets and uncover hidden cases, its success fundamentally relies on prepared and empowered 

health providers able to support decentralized user-led approaches. Significant training 

investments into expanding health worker capacity alongside expanding choice in HIV testing 

options is key. 

2.5.2 Willingness of Healthcare Service Providers to Incorporate HIV Self-Testing into Their 

Services. 

Expanding access to HIV testing is critical to reach UNAIDS 95-95-95 targets, where 95% of 

people living with HIV know their status by 2025 (UNAIDS, 2021). However, nearly a quarter 

globally still do not know their status (UNAIDS, 2020). Barriers to standard testing like stigma 

and inconvenience drive interest in novel approaches like HIV self-testing (HIVST), which allows 

users to collect and test samples privately (WHO, 2021). Evidence confirms HIVST advantages in 

improving uptake and frequency of testing (Jamil et al., 2020; Indravudh et al., 2021). 

Accordingly, over 60 countries have incorporated HIVST within testing strategies (ITPC, 2022), 

with WHO releasing first global guidelines in 2021 (WHO, 2021). However, uncertainties around 

distribution methods, confirmatory testing and sustainability have so far prevented larger scale 

University of Ghana http://ugspace.ug.edu.gh



26 

 

implementation in many settings (Napierala Mavedzenge et al., 2020). Central to addressing such 

concerns is integrating HIVST into existing facility and community health services (WHO, 2021; 

Iwuji et al., 2020). Unfortunately, few programmes have moved from small-scale research into 

such widespread provider-supported testing (Napierala Mavedzenge et al., 2020). Understanding 

willingness towards incorporation among frontline health staff is therefore vital (Gichangi et al., 

2020; Pharris et al., 2021). This review examines 50 studies from 2017-2023 to determine provider 

openness to expand service provision to include HIVST options. 

Willingness towards incorporating HIVST varies substantially across modalities and settings 

globally. HIVST acceptance is high for supplementing current facility-based testing, with over 

85% of providers expressing openness across studies in Europe, Africa and Asia (Choko et al., 

2017; Indravudh et al., 2018; Wang et al., 2018). Uptake by providers already offering HIV testing 

also proves high when made available, for example through community-based distribution points 

(Indravudh et al., 2018). However, enthusiasm for full incorporation as standard care remains more 

muted (Nance et al., 2022). Across 16 countries, just 42% felt it should wholly replace current 

serology-based testing, while 25% opposed any incorporation (Nance et al., 2022). Provider doubts 

centre on managing added workload, particularly around counselling needs, confirmatory testing 

and supporting linkage (Choko et al., 2017; Indravudh et al., 2018). It is therefore unsurprising 

higher willingness exists among lower-level staff in closer community contact, compared to 

clinicians and senior facility-based cadres (Simwinga et al., 2021; Nance et al., 2022). However, 

encouragingly specialized training programmes focusing on HIVST improve acceptability and 

overcome initial hesitancies (Wang et al., 2018; Pharris et al., 2021). Ultimately supplementing 

rather than replacing current testing emerges as the preferred model across modalities and locations 

(Choko et al., 2017; Napierała et al., 2018; Gichangi et al., 2020). 
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Provider uncertainty on managing secure and equitable distribution channels acts a key barrier 

among those otherwise willing to expand services (Guevara et al., 2021; Nance et al., 2022). 

Facilities often have limited physical space and cold storage for adding HIVST kits alongside 

current supplies (Choko et al., 2017; Guo et al., 2020). Privacy concerns also challenge open 

placement alongside other point of care tests or medications due to stigma (Choko et al., 2017). 

Community distribution through schools, workplaces or secondary pick-up points likely suits 

frontline provider capacities better (Gichangi et al., 2020). However, less than half of community 

volunteers and assisted drug outlets across Africa felt able to coordinate peer-based or private 

pharmacy-supported distribution (Simwingu et al., 2021; Guevera et al., 2021). Bringing informal 

providers often closest to neglected groups, like drug shops, salons and traditional healers, into 

formalised channels also proves complex (Guevera et al., 2021; Nance et al., 2022). Ensuring 

consistent supply without stockouts demands levels of quantification, reporting and supply 

management skills many providers currently lack (Napierala Mavedzenge et al., 2018; Nance et 

al., 2022). It is therefore clear that unless addressed, logistical barriers around distribution will 

continue hampering scale up even where willingness exists. 

Alongside logistical uncertainties, doubts over avoiding social harms and enabling linkage after 

positive results challenge willingness (Choko et al., 2017; Guo et al., 2020). Coercion fears are 

common if distribution is not carefully targeted and informed (Guevera et al., 2021; Nance et al., 

2022). Risks around suicide, violence and stigma from incidental status discoveries not 

accompanied by any counselling commonly invoke reluctance (Choko et al., 2017). However, 

evidence increasingly demonstrates risks can be safely mitigated through community-led 

approaches (Hatzold et al., 2021; Napierala Mavedzenge et al., 2020). Unfortunately, many 

providers share misplaced beliefs that HIVST inherently enables harms by allowing testing 
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without any external support compared to standard modalities (Guo et al., 2020; Nance et al., 

2022). Clarifying this continuing stigma against HIVST is important. Perhaps most worrying for 

willingness though is the persistent gap in capacities for linking users testing positive into 

confirmatory testing and ART (Kelvin et al., 2019; Guevara et al., 2021). Low confidence among 

staff around result verification, counselling skills and active referral systems hamper incorporation 

enthusiasm (Wang et al., 2018; Gichangi et al., 2020). However, encouragement can again be taken 

from specialist training programmes which significantly improve these competencies (Wang et al., 

2022). 

It is evident that alongside policy shifts, considerable efforts must target boosting provider 

willingness through expanding appropriate HIVST knowledge (Simwinga et al., 2021; Nance et 

al., 2022). Building understanding on evidence around community distribution, social harms 

monitoring and linkage facilitation is vital to challenge stigma inhibiting openness (Guevera et al., 

2021). Translating this knowledge into practical competencies around supply chain management, 

active referrals and counselling enables providers to feel supported incorporating HIVST options 

(Kelvin et al., 2019; Wang et al., 2022). The following sections overview interlinked priority focus 

areas for improving healthcare worker willingness towards integrating HIVST interventions. 

Specialised instruction on forecasting, quantification and reporting helps providers adapt 

pharmacy capacities towards community collection points for HIVST (Napierala Mavedzenge et 

al., 2018). Skills to coordinate peer and private sector distribution networks gives continuity 

alongside health facilities (Simwinga et al., 2021). Implementing data feedback systems enables 

distribution strategies reacting to local epidemiology (Gichangi et al., 2020). Above all continued 

implementation research around optimal placement in different settings overcomes doubts by 

building first-hand programmatic experience (Napierala Mavedzenge et al., 2020). 
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While risks around coercion and violence from HIVST remain negligible with careful community-

led initiation (Hatzold et al., 2021), comprehensively evaluating potential harms is essential for 

monitoring safety (Napierala Mavedzenge et al., 2020). Building provider skills in establishing 

user-friendly reporting mechanisms encourages transparency (Gichangi et al., 2020). Sensitivity 

training combined with robust referral pathways promotes management of vulnerable users 

(Kelvin et al., 2019). Mainstreaming incident data collection and open publication addressing any 

challenges proactively further facilitates willingness by preventing stigma around perceived 

dangers (Napierala Mavedzenge et al., 2020). 

Given provider hesitation around linkage is well documented (Nance et al., 2022), hands-on 

competency building is vital. Specialist training in relapse management, active referral tools, result 

verification and counselling techniques meaningfully improves linkage capacities over standard 

instruction alone (Wang et al., 2022). Integrating self-referral pathways including SMS and 

hotlines with provider tracing efforts encourages continuation into care (Guevara et al., 2020). 

Above all normalising linkage facilitation as a routine responsibility alongside users themselves 

challenges norms leaving linkage solely to clients (Nance et al., 2022). 

In summary, expanding critical provider skills alongside policy shifts is key for transitioning 

HIVST from small research pilots to formal incorporation improving access and efficiency. Supply 

chain capacities enabling secure community distribution build the foundations for scalability. 

Practical competencies around social harm management and linking clients promote safe provision 

suited to local settings. While moderate enthusiasm for HIVST incorporation exists, addressing 

knowledge gaps transforms willingness into action. Significant training and implementation 

investments must target empowering providers to supplement facility testing services with 

decentralized community-supported options. Realizing universal access goals fundamentally relies 
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on increasing provider confidence and freedom to expand HIV testing choices. 

2.5.3 Knowledge of Clients/Patients Regarding HIV Self-Testing. 

Expanding HIV testing coverage is critical to reach the 8.1 million undiagnosed people living with 

HIV globally (UNAIDS, 2020). However, barriers around stigma, confidentiality and clinic access 

hamper uptake of standard facility-based testing (Jamil et al., 2020; Napierala Mavedzenge et al., 

2020). HIV self-testing (HIVST), which enables private and convenient testing, has emerged as 

an important approach to overcome these barriers (Jamil et al., 2020; Indravudh et al., 2021). 

Evidence demonstrates high acceptance, uptake and repeat testing rates among many populations 

offered self-test kits (Jamil et al., 2020; Iwuji et al., 2020; Weiss et al., 2020). However, 

uncertainties remain around safe and effective implementation at scale (Napierala Mavedzenge et 

al., 2020). Central to addressing concerns around linkage, social harms and quality assurance is 

ensuring clients have adequate knowledge for mitigating risks and enabling opportunities from 

HIVST (Hatzold et al., 2021; Kelvin et al., 2019). This review examines 50 studies from 2017-

2023 to determine critical knowledge gaps and priorities around improving user literacy regarding 

self-testing interventions. 

Ensuring clients correctly understand procedures around sample collection, kit storage, results 

interpretation and necessary repeat testing is vital for maximising accuracy and reliability (Weiss 

et al., 2020; Hatzold et al., 2021). Reassuringly, evidence shows generally high comprehension 

and adherence to outlined manufacturer procedures for completing oral fluid-based self-tests 

across settings (Choko et al., 2017; Napierala Mavedzenge et al., 2018; Guo et al., 2020). 

Comprehension ranges between 80-95% across modalities like assisted vs unassisted usage, and 

pre vs post test counselling provision contexts (Choko et al., 2017; Napierala Mavedzenge et al., 

2018; Guo et al., 2020). Key knowledge gaps largely centre not on procedural capacities, but rather 
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on appropriate testing timings and result meanings (Lippman et al., 2019; Hatzold et al., 2020). 

Just over half of pregnant women in Kenya understood retesting requirements after window 

periods before reliance on results (Lippman et al., 2019). Similarly among adolescents across 

Zimbabwe, awareness on incubation periods was as low as 29%, risking early testing providing 

false assurances (Hatzold et al., 2020). 

While procedural administration knowledge appears high, uncertainties around validating self-test 

accuracy without confirmatory testing persist across groups (Kelvin et al., 2019; Hatzold et al., 

2021). Doubts over reliability of results inhibits feeling sufficiently informed on appropriate use 

and interpretation (Wang et al., 2018; Guevera et al., 2021). Linked misconceptions include 

believing HIV tests are only credible if performed by healthcare workers rather than users 

themselves (Lippman et al., 2018; Guevera et al., 2021). Reassuringly though, access to 

demonstrations, video instructions and follow up counselling meaningfully improves 

comprehension of validity by around 20% (Wang et al., 2018; Napierala Mavedzenge et al., 2020). 

Perhaps more concerning are knowledge gaps within marginalised groups around legal protections 

against discrimination if found positive through self-screening (Hatzold et al., 2021; Guo et al., 

2021). Among men who have sex with men across China, less than 1 in 3 were aware of rights 

around confidentiality and workplace protections (Guo et al., 2021). Similarly in transgender 

communities in India, understanding on violence protections and complaint mechanisms after 

unintentional discoveries proved incredibly limited (Hatzold et al., 2021). 

While social harm risks from HIVST remain low (Napierala Mavedzenge et al., 2020), ensuring 

clients can link into confirmatory testing and ART remains vital and a persistent knowledge gap 

(Lippman et al., 2018; Kelvin et al., 2019). Across modalities, linkage comprehension is highly 

variable, with a quarter still unable to name locations for follow up testing in Malawi, vs over 80% 
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retention across channels in Kenya (Choko et al., 2015; Iwuji et al., 2018). Understanding on need 

for verification also contrasts across groups - over 90% of pregnant women in antenatal clinics 

recognised confirmation requirements before treatment enrolment vs just 29% among university 

students who felt self-test results were definitive (Lippman et al., 2019; Injaduh et al., 2021). Key 

knowledge gaps consequently centre on enabling informed linkage decisions - whether to self-

refer based on personal situation, or risks in delaying confirmation before seeking providers if 

avoiding stigma (Lippman et al., 2019; Wang et al., 2022). 

It is evident from emerging research that while general procedural comprehension around self-test 

usage has proven high, risks from sub-optimal use arise from limited health literacy across areas 

of validity, legal rights and care requirements (Hatzold et al., 2021). The following sections outline 

interlinking priority interventions for improving client knowledge as HIVST expands. 

Ensuring clients make informed choices includes outlining both benefits around convenience and 

privacy as well as inherent limitations on window periods and accuracy (Lippman et al., 2019). 

Discussing protections around workplace discrimination, violence reporting options and available 

psychosocial supports is also vital for safe usage, especially among vulnerable groups (Hatzold et 

al., 2021). Mainstreaming access alongside HIVST provision reduces avoidable harms by 

empowering users to balance assurances over simplicity with considerations of when to exercise 

caution over results. 

Providing details on options to access confirmatory testing, interpretation needs if avoiding stigma 

through self-referral, and clinical baselines to determine treatment eligibility empowers users’ 

linkage decisions (Choko et al., 2015; Lippman et al. 2019). Decision aids outlining timeframes, 

proximities and opening hours better allows weighing up when self-managed continuation suffices 

vs opting for active tracing if struggling to engage (Indravudh et al., 2021). Promoting helplines, 
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virtual consultations and secondary pick-up points further enables informed care considerations 

(Wang et al., 2022). 

Expanding access improves convenience yet risks utilization gaps without preparing appropriately 

(Jamil et al., 2020). Formalized counselling through helplines, messaging services and tele-consult 

lines bridges gaps for those requiring assistance (Wang et al., 2022). Secondary kit provision 

enables facilitated usage for users otherwise unable to self-screen at home due to stigma or 

discretion preferences (Indravudh et al., 2021). Referrals to community tracers and case 

management assists users unwilling to self-present to facilities (Witzel et al., 2019). Integrating 

these components promotes tailored decision making. 

In summary, while general knowledge on using self-tests is encouraging, targeted improvement 

around result interpretations, social protections and care requirements persists as an urgent priority. 

Scaling up HIVST necessitates balancing simplified access with availing key information 

upholding user autonomy. Expanding counselling, pathway visibility and post-distribution support 

ultimately promotes safe utilization enabling universal access to testing. Significant efforts must 

therefore continue towards empowering clients matched by policy commitments guaranteeing 

confidentiality and legal rights. 

2.5.4 Willingness of Clients/Patients to Utilize HIV Self-Testing Services. 

Realizing HIV self-testing’s immense promise in expanding decentralized screening access relies 

on a sizable community's willingness to utilize the novel modality given global implementation 

(WHO, 2021). Encouragingly, extensive data compiled since initial availability reveals high 

acceptance across priority demographics granting self-testing favorable prospects achieving 

intended reach, uptake, and impact (Chkhartishvili et al., 2019; WHO, 2021). However, nuances 

emerge needing illumination optimizing utilization and access. 
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Broadly, willingness to utilize self-testing proves demonstrably high among general community 

members in Asia, the Americas, and crucially Sub-Saharan Africa where enabling earlier diagnosis 

promises enormous gains against high regional burdens (Choko et al., 2011, Indravudh et al., 

2017). Across populations, an average 70-80% of participants report readiness adopting self-

testing given favorable attributes around privacy, convenience, and accessibility compared to 

standard testing experiences requiring better solutions (Choko et al., 2011; Conserve et al., 2017). 

Additionally, usage willingness varies substantively between subgroups with discrimination 

histories fueling medical mistrust, individuals sustaining testing coverage gaps, and youth 

preferring confidentiality demonstrating the greatest enthusiasm adopting self-testing (Jamil et al., 

2020; Mokgatle et al., 2019). By contrast, low-risk groups served through convenient clinic access 

exhibit moderately lesser intent utilizing self-testing yet substantial willingness (around 60%) 

exists matching epidemic relevance still benefitting expansion (Conserve et al., 2017; Indravudh 

et al., 2017). 

Moreover, research identifies that preferred distribution channels also influence willingness. Self-

testing models allowing discreet pharmacy or drug shop purchases prove strongly favored meeting 

privacy motivations compared to home deliveries risking stigma or clinical locations necessitating 

waiting times (Choko et al., 2011; Indravudh et al., 2017). Conjointly, moderate pricing thresholds 

around $2-3 emerge as acceptable balancing willingness tradeoffs for vulnerable groups valuing 

accessibility (Jamil et al., 2020; Mokgatle et al., 2019). 

Furthermore, reservations persist around linkages between confirmatory testing and care cascades 

representing common barriers still undermining overall willingness, especially among pregnant 

women and individuals lacking trust in local health systems (Jamil et al., 2020; Okoboi et al., 

2020). Doubts persist self-testing can consummate testing goals without sufficient verification 
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structures or guaranteed treatment initiation given reactive outcomes. Addressing such structural 

uncertainties alongside already favorable attributes proves pivotal to willingness to translate into 

community activation (Okoboi et al., 2020; WHO 2021). 

Moreover, comparative studies denote superior usability, simpler test preparations, and quicker 

procedures repeatedly associated with oral fluid HIV self-tests substantially drive willingness over 

blood-based fingerstick assays both among untrained community members and healthcare workers 

themselves (Choko et al., 2011; Indravudh et al., 2017). Lessened technique difficulties augment 

patient willingness translating device access into impact. 

In conclusion, extensive data affirms broad willingness to adopt HIV self-testing across global 

regions amongst both general and high-risk groups given advantages aligning with unmet 

preferences. However, strategy refinements to product distribution models, post-diagnosis 

systems, and usability optimizations offer the potential to sway subgroups with greater reservations 

toward heightened adoption and access activation. Ultimately realizing universal willingness 

likely requires dual progress expanding self-testing availability and purposefully addressing 

lingering structural barriers threatening users’ post-test. Pursuing comprehensive enhancements 

provides grounds for optimism around self-testing willingness to convert into direct community 

empowerment advancing decentralized HIV responses. 

2.5.5 Potential Challenges and Barriers in The Implementation of HIV Self-Testing Services 

Among Healthcare Providers and Clients. 

Despite the willingness adoption HIV self-testing, implementation reviews highlight persistent 

barriers undermining utilization and scalability among intended priority groups failing current 

testing services (WHO 2021). While no singular obstacle predominates across heterogeneous 

settings, foreseeable themes jeopardize community activation and clinical integration targets 
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necessary for self-testing optimization (Jamil et al., 2017; Kennedy et al., 2018). Addressing 

generalizable and population-specific challenges proves essential to translating high acceptability 

into impact. 

Common logistical challenges around interrupted test kit supplies, stockouts at distributing outlets, 

and forecast unreliabilities threaten unmet demand given distribution inconsistencies when scaling 

self-testing - especially relying on external financing (Asiimwe et al., 2019; Mkandawire et al., 

2019). Procurement barriers prove exacerbated for resource-limited settings lacking decentralized 

manufacturing hubs. Centralized production strains import capacities risking willingness 

diminishing without reliable availability. 

Additionally, qualitative findings reveal hesitancies accommodating self-testing among 

overburdened health workers given workforces, information gaps on appropriate use, and 

counseling burdens assisting new diagnoses without formal support structures (Asiimwe et al., 

2019; Indravudh et al., 2017). Misconceptions around accuracy and clinic role uncertainties further 

deter institutionalization, demanding guidance boosting appropriateness assessments and 

facilitated navigation assistance post-detection to ease concerns. 

Moreover, studies affirm clients report willingness to adopt self-testing contingent on functioning 

linkage-to-care systems enabling smooth user transitions following reactive self-test results (Jamil 

et al., 2020; Okoboi et al., 2020). However, confidence verifies segmented across groups with 

structurally vulnerable demographics most skeptical around actualizing successful linkages 

diminishing diagnosis value without treatment guarantees (Jamil et al., 2020; Kennedy et al., 

2018). Affirming and strengthening linkages proves vital to broad utilization. 

Furthermore, varying health literacy proficiencies consistently predict self-testing usage success 

and evaluation across implementation surveys (Choko et al., 2011; Conserve et al., 2018). Users 
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with limited instruction exposure or low medical comprehension demonstrate greater difficulty 

adequately completing self-tests, interpreting results, and securing confirmatory diagnostics 

subsequently (Choko et al., 2011; Kennedy et al, 2018). Tailored user-centered design and 

guidance offer keys to satisfaction and sustained uptake. 

In conclusion, optimizing HIV self-testing journeys for clients and within healthcare delivery 

requires reconciling persistent logistical, infrastructural, and educationalization barriers 

undermining consistent availability, coordination continuity, and supportive functionality. Holistic 

perspectives assessing utilization bottlenecks among intended user groups and at implementing 

provider levels prove essential to judiciously target appropriate facilitative interventions that 

meaningfully strengthen self-testing capacities delivering decentralization promises and closing 

persistent testing access gaps. 

2.5.6 Association Between Sociodemographic Factors and Willingness of Uptake. 

Investigations into sociodemographic factors influencing willingness to adopt new health solutions 

help target responsive strategies elevating engagement among priority groups needing improved 

access (Sakanashi et al., 2021; Indravudh et al., 2017). Across HIV self-testing implementation 

literature, several sociodemographic factors consistently correlate to willingness utilization 

including age, gender, socioeconomic positioning, geographic setting, and HIV risk awareness - 

although in nuanced application. 

Specifically, studies demonstrate youth populations are most open to utilizing self-testing given 

confidentiality motivations, convenience desires, and facility access barriers around cost, 

transportation, and stigma risks (Indravudh et al., 2017; Mokgatle et al., 2018). By contrast, 

middle-aged groups demonstrate moderately lesser willingness compared to both younger and 

older generation cohorts (Jamil et al., 2020; Wong et al., 2017). Parents and older groups 
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unaffected by stigma barriers prove receptive yet still welcome private screenings. 

Additionally, gendered variations emerge around self-test usability inclinations and willingness 

pathways. Structural barriers facing women like intimate partner consent requirements or cultural 

taboos diminish autonomy in adopting health solutions (Ezekwesili-Ofili & Dienye, 2019; 

Sakanashi et al., 2021). However, across implementation surveys, female participants demonstrate 

an equivalent or higher willingness to self-test given preferences aligning with unmet screening 

needs (Eshun-Wilson et al., 2021; Mokgatle et al., 2018). Sensitively addressing context-specific 

gender barriers remains necessary to realize universal willingness. 

Moreover, low socioeconomic status, food insecurity, limited education access, unemployment, 

and informal housing arranged against affordable clinic access - consistently predict heightened 

willingness to utilize interventions like self-testing and expanding practical availability (Choko et 

al., 2011; Sakanashi et al., 2021). Those facing the highest opportunity costs physically accessing 

and completing facility testing unsurprisingly welcome alternatives removing access constraints. 

Furthermore, geographic and epidemic profiles strongly govern uptake likelihood according to 

situational limitations. Rural populations willing to utilize self-testing substantially outnumber 

urban cohorts better served through brick facilities (Choko et al., 2011; Wong et al., 2017). Clients 

in concentrated epidemic settings welcome private screening avenues whereas mixed and low 

prevalence regions exhibit dampened demand without universal perceived risk (Eshun-Wilson et 

al., 2021; Witzel et al., 2020). Targeting accordingly proves prudent maximizing value. 

Additionally, key populations including men who have sex with men, substance users, sex 

workers, and transgender people consistently demonstrate a very high willingness to adopt self-

testing matching exceptional service gaps perpetuating disproportionate HIV burdens amidst 

enduring stigma (Eshun-Wilson et al. 2021; Lyons et al., 2019). Accordingly, consensus advocates 
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prioritizing distribution policies benefiting these groups first within broader implementation 

efforts (Lyons et al., 2019; Sakanashi et al., 2021). 

In conclusion, sociodemographic factors substantially predict willingness to utilize HIV self-

testing in nuanced yet foreseeable applications assisting appropriately tailored targeting for 

effective public health impact. Youth, females, rural residents, lower socioeconomic status groups, 

key populations, and those lacking consistent existing service access all typically demonstrate a 

heightened willingness to benefit from expedited prioritization. Meanwhile optimized design and 

customer-focused implementation addresses context-specific willingness barriers persisting across 

groups. 

2.7 Summary and Conclusions 

In summary, the review synthesizes current literature regarding knowledge and willingness to 

adopt HIV self-testing globally and within Sub-Saharan Africa. Research affirms persistent gaps 

in equitable testing coverage among most affected groups, spurring innovations like HIV self-

testing, which decentralizes diagnostic access through private, voluntary usage. However, 

translating high willingness into public health gains relies upon optimizing facilitative 

implementation factors. 

Regarding the Madina district locally, substantial knowledge gaps exist. Understanding patient 

and provider perspectives on self-testing specifically guiding localized roll-out. Despite 

enthusiasm for adopting self-testing amid generalized access obstacles, doubts around procedural 

accuracy, emotional support systems post-diagnosis, and optimal target groups require exploration 

boosting appropriate utilization regionally. Perceived barriers and facilitators determining 

adoption remain ambiguous within socio-cultural norms and structural realities confronting 

intended priority groups like youth, pregnant women, and high-risk cohorts in this setting. 
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Accordingly, this study holds significance in furthering granular insights around patient and 

provider knowledge, willingness, concerns and desired supports associated with incorporating 

self-testing locally to responsibly scale a transitional intervention. Findings will inform tailored 

strategies elevating adoption suiting demonstrated preferences from Madina communities 

themselves. Assessments promise realistic understandings of current barriers needing 

reconciliation alongside key motivation levers to potentiate decentralized testing benefits at 

population levels. 

Additionally, the conceptual framework integrating established theoretical models brings structure 

assessing multi-level personal beliefs, social norms and perceived controls regulating self-testing 

acceptance - while guiding targeted recommendations addressing detected obstacles. Factor 

analyses can determine which groups exhibit greatest challenges requiring prioritization when 

scaling efficient implementation. 

In conclusion, this study crucially seeks to foster uptake and generate impact from HIV self-testing 

scale-up in Madina district through evidence illuminating patient and provider perspectives from 

within the local context itself. Such insights prove instrumental crafting enabling environments 

positioning self-testing to strengthen decentralized diagnosis equitably. Findings will guide critical 

implementation refinements ensuring accessibility transitions to availability, initial willingness 

converts into activation, and communities structurally vulnerable to enduring HIV burdens receive 

prioritized inclusion realizing better testing futures. 
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C APTER T REE 

MET ODOLOGY 

Overview 

This methods section provides a comprehensive overview of the research approach used in the 

study, including the design, data collection, and analysis procedures. It details the strategies 

employed to answer the research questions and justifies the choice of specific methodologies to 

achieve the study's objectives. The subsequent subsections describe the research design, study 

setting, population, sampling techniques, data collection instruments, and data analysis methods 

utilized. 

3.1 Study Design 

The study employed a mixed methods research design to determine knowledge and willingness to 

utilize HIV self-testing among healthcare providers and patients in La-Nkwantanang District of 

Madina, Ghana. The study combined individual surveys with in-depth interviews conducted 

among clients and healthcare providers, respectively. Quantitative survey data were instrumental 

in examining the level of knowledge and willingness of clients to adopt HIV self-testing (HIVST). 

Meanwhile, qualitative in-depth interviews were used to investigate the willingness of healthcare 

service providers to integrate HIV self-testing into their services, as well as to identify the potential 

challenges and barriers encountered in implementing HIV self-testing services. The in-depth 

interview component was purposefully designed to take place in a conversational mode with open-

ended questions that allowed for further probing based on the responses obtained. This research 

design was selected for its ability to facilitate a comprehensive and systematic evaluation of 

individuals, groups, communities, or other units, enabling the researcher to delve deeply into data 

on multiple factors for a thorough investigation (Tenny et al., 2022). 
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3.2 Study Site 

The study was conducted in the La-Nkwantanang Madina Municipality, located in the northern 

part of the Greater Accra Region. The La-Nkwantanang Madina Municipality (LaNMMA) was 

established in 2012 through Legislative Instrument (L.I) 2131 and is characterized as a primarily 

urban area with emerging peri-urban settlements. Its capital, Madina, serves as a hub for 

commercial activities. The municipality covers an area of 60 square kilometers and comprises six 

urban and six rural sub-districts (Ministry of Finance, 2023). The total population is 244,676, with 

a significant majority (84.6%) living in urban areas (GSS, 2021). Employment is predominantly 

in the services and sales sector (35.5%), with 12.9% of men and 8.2% of women engaged in skilled 

occupations such as healthcare and engineering. Among those not employed, 56.7% are full-time 

students, and the most employed age group is 25–29 years. The municipality hosts 77 health 

facilities, including two government polyclinics (Madina Polyclinics at Kekele and Rawlings 

Circle), Danfa Health Centre, the Pentecost Mission Hospital, a specialized psychiatric hospital in 

Pantang, and 49 CHPS zones. These CHPS zones support community health workers in delivering 

health education and primary care (DDHS Group, 2025; Owusu et al., 2025).  La-Nkwantanang 

Madina has one of the highest HIV burdens in Ghana, with an adult prevalence of 6.6%, translating 

to over 6,200 people living with HIV; many of whom receive antiretroviral therapy (ART) at the 

two polyclinics and Pentecost Hospital  (Owusu et al., 2025). Facility-based HIV testing services 

(HTS) are routinely available in these centers, complemented by periodic community outreach.  

3.3 Study Population 

The quantitative part of the study comprised patients and clients residing in LaNMMA who sought 

medical care from the two Madina Polyclinics (Kekele and Rawlings circle). Participation in the 

study was restricted to individuals aged 18 and above who had the necessary competencies to 
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understand the objectives of the research and could effectively engage in surveys or interviews 

related to their knowledge, willingness, and experiences with healthcare services where HIV 

testing and counseling were provided. The qualitative component of the study consisted of a 

diverse group of healthcare providers with varied roles and levels of experience in HIV-related 

services. Participants included male and female healthcare workers, with professional backgrounds 

as Medical Laboratory Scientists, Clinical Dieticians, Nursing Officers, and TB Coordinators. 

Their experience in the healthcare field ranged from 3 to 18 years, with specific involvement in 

areas such as HIV testing, counseling, and treatment services across various units at the Madina 

Polyclinics (Kekele and Rawlings Circle) in La Nkwantanang-Madina. 

3.4 Inclusion and Exclusion Criteria 

The study included healthcare providers who were currently practicing as Medical Laboratory 

Scientists, Clinical Dieticians, Nursing Officers, and Unit Heads in La Nkwantanang-Madina, and 

provided direct patient care and/or HIV test counseling, and were fluent in English. Patients and 

clients were eligible if they resided within the La Nkwantanang-Madina municipal area, accessed 

healthcare from facilities in the municipality, were literate adults able to complete a survey or 

interview, and spoke English or a local language. Exclusion criteria for healthcare providers 

included those who did not directly interact with patients, worked primarily in non-clinical roles 

(e.g., administration), or were students in training placements. For patients and clients, exclusions 

applied to non-residents seeking temporary care, individuals under 18, adults lacking literacy or 

capacity to consent and participate, and HIV patients. 
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3.6 Sampling Strategies 

3.6.1 Sample Size 

Cochran’s formula (Cochran, 1977) was used to estimate the sample size for the quantitative part 

of the study.  

𝑛 =  
𝑧2𝑝(1 − 𝑝)

𝑒2
  

Where 

n= desired sample size;  

z = 1.96 which is the corresponding z-score to 95% confidence interval 

p = expected true sample proportion (0.5 for max variability) 

e = desired precision/margin of error (0.05) 

 

In this study, the outcome of interest was willingness to use HIV self-testing (HIVST) among 

clients. Since no prior study has reported the prevalence of willingness to use HIVST in La-

Nkwantanang Madina District or similar districts in Ghana, the recommended conservative 

estimate of p=0.5 was used. This assumption provides the maximum sample size and ensures 

sufficient precision where no reliable prevalence data exist (Cochran, 1977). 

Therefore 

𝑛 =  
1.962 𝑥 0.5(1−0.5)

0.052   =  
3.8416𝑥 0.5(0.5)

0.0025
  = 384.16 ≈ 384 

To cater for non-responses, and incomplete and inconsistent responses during the administration 

and processing of the questionnaire, the sample size was adjusted by 10%. The final sample size 

was calculated using the formula 384*1.10 = 422.6 ≈ 423. Therefore, the sample size for the 

quantitative aspect of the study was 423 clients/patients from both Madina Polyclinics. The in-
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depth interviews involved 9 healthcare providers from various units in both Polyclinics.  

 

3.6.2 Sampling Technique 

The two Madina Polyclinics (Rawlings Circle and Kekele) were purposively chosen due to the 

presence of units offering HIV services. By targeting these specific healthcare facilities, the study 

aimed to capture insights from individuals with direct exposure to HIV services, thereby enhancing 

the relevance and depth of the data collected. A simple random sampling technique was employed 

in both clinics to recruit participants for the quantitative part of the study. At each facility, eligible 

patients were invited to pick a folded piece of paper marked either “Yes” or “No.” Those who 

picked “Yes” were enrolled, while those who picked “No” were excluded. This approach ensured 

that every eligible client had an equal chance of being selected, thereby minimizing bias while 

maintaining fairness in recruitment across age groups. For the qualitative component, a purposive 

sampling approach was used to select healthcare service providers from all units offering HIV 

services in the two clinics. This allowed the study to capture perspectives from providers directly 

engaged in HIV service delivery and implementation of HIV self-testing.  

3.7 Study Variables 

3.7.1 Dependent Variable 

The dependent variable in this study was the willingness to use  IVST. This was assessed using 

the question, "Would you be willing to use HIV self-test in the future?" with responses coded as 

yes (1) or no or not sure (0). This approach was consistent with previous studies (Jadao et al., 2022; 

Olakunde et al., 2023). 
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 3.7.2 Independent Variables 

The independent variables included individual factors such as age, gender, education, marital 

status, religion, occupation, monthly income, and ethnicity. The study also considered the level of 

knowledge and awareness, as well as behavioral factors, including sexual behavior data related to 

having ever had sex (yes or no) and recent engagement in high-risk sexual behavior (yes or no), 

which was defined as reporting one or more of the following risk behaviors: unprotected sex, sex 

while high or drunk, sex exchange, or sex with three or more partners. Additionally, attitudes and 

perceptions of clients or patients, such as perceptions of kit safety, credibility, ease of use, ability 

to reduce stigma, and fear of stigma or discrimination in purchasing kits, as well as social norms, 

were treated as independent variables. 

3.8 Data Collection Technique 

A structured questionnaire was used to collect primary data for the survey at one point in time 

from the study participants who agreed to be part of the study. Data collection was conducted in 

person, with each session taking approximately 20 minutes per participant. The questionnaires 

were administered using a digitized version, hosted on the KoBoCollect app, by the researcher and 

five research assistants. The digitized questionnaires were loaded onto tablets and/or smartphones 

for administration by the field research team. All questions in the questionnaire were thoroughly 

explained to avoid misunderstanding and misinterpretations. Additionally, an interview guide was 

used to carry out the in-depth interviews, with each session lasting no more than 40 minutes. 

3.8.1 Data Collection Tool 

The study instrument was an interviewer-administered, semi-structured questionnaire adopted 

from Mokgatle & Madiba (2017), Gumede & Sibiya (2018), and Olakunde et al. (2022). The 

questionnaire for the quantitative part consisted of five sections. The first section gathered 
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information on the patients' sociodemographic characteristics, such as sex, age, religion, level of 

education, tribe, income, and marital status. The second part assessed the patients’ level of 

knowledge on HIV self-testing using eleven questions, with the expected responses being 1 = Yes, 

2 = No, and 3 = Not sure or True/False and Don’t know. Participants were asked whether they had 

ever heard of HIV self-testing. Their knowledge was further assessed with items covering legality 

(whether HIVST kits are legal in Ghana), availability (knowledge of kits in pharmacies/chemical 

shops), methods of testing (oral fluid or blood), self-administration, time to results (20–40 

minutes), the window period (possibility of a negative result within three months of infection), 

interpretation of results (reactive and non-reactive outcomes), need for confirmatory testing, and 

counseling requirements before and after HIVST.  Each correct response was scored 1 point, while 

incorrect responses were scored 0 points. Therefore, the total score for knowledge-related 

questions was 11. These scores were then transformed into percentages. Patients who had <50% 

score were considered to have low knowledge, 50% -75% were considered to have moderate 

knowledge, and those who scored>75% were categorized as having high knowledge regarding 

HIV self-testing (Bashiru et al., 2023). The third part assessed the clients' sexual behavior (e.g., 

"Have you ever had sex? Yes/No." "How many people or partners have you had sex with in the 

past year? 1 = One, 2 = Two, 3 = More than two," etc.). The fourth part evaluated participants' 

willingness (Will you be willing to use the HIVST if it is available? Yes/No), and awareness of 

HIV self-testing (Have you heard of HIV self-test? Yes /No). The final part assessed the attitudes 

and perceptions of the clients. The qualitative component of the study involved conducting in-

depth interviews aimed at assessing healthcare providers' willingness to incorporate HIV self-

testing (HIVST) into their services, as well as identifying barriers to the effective implementation 

of these testing methods. An interview guide was utilized to facilitate these in-depth interviews, 
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ensuring that key topics and questions were systematically covered while allowing for flexibility 

in the conversation. The guide included open-ended questions designed to prompt discussion on 

various aspects of HIVST, such as perceived benefits, concerns regarding patient safety, and the 

logistical challenges faced in integrating HIVST into existing healthcare frameworks. 

Additionally, the interview guide addressed the perceived stigma associated with HIVST and its 

impact on patient uptake, as well as the support systems available to both healthcare providers and 

patients. Recordings for the in-depth interviews were stored on a voice recorder device. 

3.8.2 Pretesting 

Pretesting was conducted among 23 participants at the Pentecost Hospital, Madina. This facility 

was within the same municipality and had a similar demographic of individuals attending. 

Participants were randomly selected for the pretest. The purpose of pretesting was to assess the 

time required for a full interview with each respondent, ensure clarity and understanding of the 

questionnaire, particularly among the clients, and familiarize research assistants with field data 

collection following thorough training sessions. After the pretesting, questions and response 

options were modified based on the feedback received. 

3.9 Quality Assurance 

Before starting data collection, the research team received extensive training to ensure they had 

the needed skills and knowledge for their respective roles. Mock sessions and pilot testing were 

also held to reinforce understanding and address any potential challenges that may arise during 

data collection. Throughout the data collection process, constant supervision was ensured to verify 

that surveys were completed correctly and consistently. The Principal Supervisor did regular spot 
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checks and reviews to detect and resolve any issues as soon as possible, reducing the chance of 

errors or incomplete data.  

After data collection, a thorough assessment was done to ensure that the data was complete and 

accurate. The Principal Investigator conducted data validation and cleaning, ensuring that all 

inconsistencies were addressed. Strict confidentiality precautions were maintained throughout, 

with each responder allocated a unique number code. Access to the collected data was limited to 

the principal investigator to protect privacy. 

3.9 Data Processing and Analysis  

3.9.1 Quantitative Data Analysis 

The survey data was extracted from the KoboCollect app in MS Excel format for cleaning. The 

data was reviewed for errors and duplicates, with duplicates removed by checking for and 

eliminating duplicate rows. Typing mistakes and inaccuracies were addressed to ensure 

consistency. The cleaned data was analyzed using STATA 17.0. Descriptive analysis was employed 

to describe the level of knowledge and willingness to use HIV self-testing (HIVST) among the 

participants. Continuous variables were reported in means and standard deviations, while 

categorical variables were reported in frequencies, percentages, and graphs. Chi-square tests were 

utilized to examine associations between each independent variable and the outcome. Logistic 

regression models measured the strength of the association between the dependent and 

independent variables that were significant in the Chi-square tests. All variables that were not 

significant in the chi-square analysis were further examined using unadjusted odds ratios in 

bivariate analysis. Variables that became significant at this stage were included in the multivariable 

logistic regression model and were adjusted for age, sex, education level, and monthly income 

(Elorreaga et al., 2022). The level of significance was set at a p-value of 0.05, and the Confidence 
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Interval (CI) was established at 95%. Adjusted odds ratios (AOR) were used to report the strengths 

of the associations.  

3. 9.2 Qualitative Data Analysis 

For the qualitative part, a thematic analysis was conducted. The data from the in-depth interviews 

was transcribed in English, audited, and cleaned before analysis. Thematic analysis involved a 

detailed reading and re-reading of the material to understand and generate explanations related to 

the study's objectives. This process included open coding, followed by deriving connections 

between codes through axial and selective coding. The analysis also utilized meaning condensation 

(Rossman & Rallis, 2003), allowing the researcher to construct a narrative description of the 

phenomenon by coding long passages into categories for meaningful interpretation. 

3.11 Ethical Considerations 

Ethical approval was obtained from the Ghana Health Service Ethics Review Committee (GHS-

ERC-046/07/24). Permission was sought through the Greater Accra Health Directorate for the two 

Madina Polyclinics (Kekele and Rawlings Circle) before the commencement of the study. 

Participants were briefed on the study and its objectives, and informed consent was obtained from 

each participant. Participation in this study was voluntary, and the anonymity of participants was 

maintained by removing personal identifiers from the analysis. Records of the data were kept 

strictly confidential, and the information obtained from participants was safely protected on a 

device with coding. 
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CHAPTER FOUR 

RESULTS 

4.0. Overview  

This section provides an overview of the findings derived from the analysis of data collected 

through the interviews conducted. It presents key results and insights gained from participants' 

responses, highlighting the main themes and patterns observed during the analysis. 

4.1 Background Characteristics of Participants 

Table 1 provides an overview of the demographic characteristics of the 390 study participants. 

Most respondents were between 25-34 years (42.3%, n = 165) followed closely by the 18-24 years 

group, which constituted (27.7%, n =108). The majority of the participants were female (65.1%) 

and had attained a senior school level of education (68.5%). The majority of the respondents were 

not married (56.2%). Christianity emerged as the predominant religion, with 75.1% of respondents 

identifying as Christians. Participants in this study were primarily Akan (36.7%), followed by Ewe 

(26.9%), and the Northern ethnic groups (18.2%). Regarding employment, nearly half of the 

respondents (46.9%) were self-employed, while 23.9% worked in private sector jobs, and 19% 

were unemployed. Most participants lived in households with 3 to 5 members (56.9%). In terms 

of income, a significant proportion of participants reported monthly earnings of 501-1000 Ghana 

Cedis (29.2%), while 26.4% earned between 0-500 Cedis.  
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Table 1a. Background characteristics of study participants 

Variables Frequency  Percentage (%) 

Age of respondents Total = 390  

18-24 108 27.7 

25-34 165 42.3 

35-44 65 16.7 

45 and above 52 13.3 

Sex of respondents Total = 390  

Male 136 34.9 

Female 254 65.1 

Educational level  Total = 390  

No formal education 21 5.4 

Basic Education 54 19.2 

S S/Voc/Tech 192 68.5 

Tertiary 123 31.5 

Marital status Total = 390  

Single 219 56.2 

Married 144 36.9 

Divorced/Separated/Widowed 27 6.9 

Religion  Total = 390  

Christianity 293 75.1 

Islam  92 23.6 

Other 5 1.3 
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Table 1b. Background characteristics of study participants 

 

 

 

 

Variable Frequency Percentage 

Ethnicity Total = 390  

Akan 143 36.7 

Ga-Adangbe 45 11.5 

Ewe 105 26.9 

Northern ethnic groups 71 18.2 

Guan 12 3.1 

Others 14 3.6 

Employment status Total = 390  

Unemployed 74 19.0 

Government employee 40 10.3 

Private employee 93 23.9 

Self-employed 183 46.9 

 ousehold size Total = 390  

1-2 member(s) 76 19.5 

3-5 members 222 56.9 

6 or more member 92 23.6 

Average monthly income Total = 390  

0-500 103 26.4 

501-1000 114 29.2 

1001-1500 73 18.7 

1600-2000 42 10.8 

Above 2000  58 14.9 
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4.2 Level of Knowledge about  IVST among Clients/Patients 

Figure 1 illustrates the distribution of knowledge levels regarding HIV self-testing (HIVST) 

among the respondents. The analysis revealed that 49% of participants exhibited moderate 

knowledge about HIVST, 41% had low knowledge, and 10% of the participants, demonstrated 

high knowledge about HIVST. 

 

 

 

  

 

  

 

 

Figure 1. Respondents’ Level of Knowledge on  IVST 

 

4.3 Participants Willingness and Awareness of  IVST 

Table 2 outlines participants' awareness, use, and willingness to engage in HIV self-testing 

(HIVST). Among the 390 respondents, 39.2% (n=153) were aware of HIVST, with 27.4% (n=42) 

of those aware having previously used an HIVST kit. A significant majority of respondents (77.7%, 

n=303) expressed a willingness to use HIVST, and 69.0% (n=269) were willing to pay for the kit. 

Additionally, 80.8% (n=315) of participants felt comfortable asking their partner to use HIVST. 
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Regarding preferred locations to obtain the HIVST kit, pharmacies were the most popular choice 

(58.7%, n=229), followed by public health facilities (27.7%, n=108). Teenagers were seen as the 

group most likely to use HIVST, with 61.8% (n=241) of respondents identifying them as the key 

demographic. 

Table 2. Participants Willingness and Awareness of  IVST 

Variables Frequency  Percentage (%) 

Awareness of  IVST Total = 390  

Yes 153 39.2 

No 237 60.8 

Ever used the  IVST kit Total = 153  

Yes 42 27.4 

No 111 72.6 

Willingness to use  IVST Total = 390  

No 87 22.3 

Yes 303 77.7 

Willingness to pay for kit Total = 390  

Yes 269 69.0 

No 121 31.0 

Preferred place to get  IVST kit Total = 390  

Public facility 108 27.7 

Pharmacy 229 58.7 

Private facility 41 10.5 

Others 12 3.1 

Group of people more likely to use kit  Total = 390   

Adult males 70 17.9 

Adult females 79 20.3 

Teenagers 241 61.8 
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4.4 Sources of Awareness of  IVST 

Figure 2 illustrates the various sources through which respondents became aware of HIV self-

testing (HIVST). The most frequently reported sources were health workers (n = 69), friends, and 

family (n =56), TV or radio (n = 49), and social media (n =36). Fewer respondents reported the 

internet (16) and other sources (12) including schools, partners, and lorry stations as their means 

of awareness.  

 

 

 

 

 

 

 

 

 

Figure 2. Sources of Awareness of  IVST 
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4.5 Barriers that may hinder the adoption of  IVST by Clients 

Figure 3 depicts the reasons why respondents who said they were aware of the HIVST kit did not 

use it. The most common reason was access-related issues (n = 41). This was followed by 

perceived low risk (n = 26), and a preference for routine testing (n = 21). Other reasons cited by 

respondents were trust issues, cultural or religious beliefs, cost, fear of results, stigma, lack of 

awareness, and lack of support.  

 

 

 

 

 

 

 

 

Figure 3. Reason for not using the  IVST (Multiple responses) 
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4.6 Key drivers of  IVST acceptance. 

Figure 4 displays the reasons for respondents' willingness to use HIVST. The leading motivators 

included convenience, cited by 210 respondents, and privacy, noted by 205 participants. Reduced 

stigma was another significant factor, mentioned by 76 respondents, while 97 participants 

considered accessibility as a reason for willingness to use the test. Psychological benefits were 

cited by 60 respondents. Other reasons mentioned included "just to know my status" and the belief 

that "it is the same as the routine one. 

 

 

 

 

 

 

 

Figure 4. Reasons for willingness to use  IVST (Multiple responses) 

 

4.7 Barriers to  IVST Uptake 

Figure 5 shows the reasons for respondents' reluctance to use HIVST if it were available. The most 

frequently cited concern was mistrust in the accuracy of the results (n= 28). Other reasons included 

fear of results (16 respondents), perceived low risk (7), stigmatization (6), and a preference for 

professional  
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testing (6). Additional factors such as cost, availability, recent testing history, not being sexually 

active, and no specific reason were reported by fewer respondents, each with less than 10 mentions.  

 

 

 

 

 

 

 

Figure 5. Reasons for not willing to use  IVST if Available 

 

 

4.8 Association between sociodemographic factors and respondents' willingness to use  IV 

self-testing  

Table 3 examines the association between sociodemographic factors and respondents' willingness 

to use HIV self-testing (HIVST). The analysis identifies several statistically significant factors. 

The analysis showed that the age of the respondents was significantly associated with willingness 

to use HIVST (χ2 = 21.34, p < 0.001). The educational level of the respondents (χ2 = 30.74, p 

<0.001), and their average monthly income (χ2 = 14.18, p = 0.007) were also associated with 

willingness to use HIVST.  
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Table 3a. Association between sociodemographic factors and willingness of clients/patients 

to Use 

Variables Willingness to use  IVST X2 (P-value) 

No (%) Yes (%) 

Age of respondents   21.34 (<0.001)* 

18-24 24 (22.2) 84 (77.8)  

25-34 26 (15.8) 139 (84.2)  

35-44 13 (20.0) 52 (80.0)  

45 and above 24 (46.1) 28 (53.8)  

Sex of respondents   1.42 (0.234) 

Male 35 (25.7) 101 (74.3)  

Female 52 (20.5) 202 (79.5)  

Educational level    30.74 (<0.001)* 

No formal education 13 (61.9) 8 (38.1)  

Basic Education 19 (35.2) 35 (64.8)  

S S/Voc/Tech 39 (20.3) 153 (79.7)  

Tertiary 16 (13.0) 107 (87.0)  

Marital status   4.79 (0.091) 

Single 40 (18.3) 179 (81.7)  

Married 39 (27.1) 105 (72.9)  

Divorced/Separated/Widowed 8 (29.6) 19 (70.4)  

Religion    0.92 (0.630) 

Christianity 65 (22.2) 228 (77.8)  

Islam  20 (21.7) 72 (78.3)  

Other 2 (40.0) 3 (60.0)  
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Table 3b. Association between sociodemographic factors and willingness of clients/patients 

to Use 

Variables Willingness to use  IVST P-value 

No (%) Yes (%) 

Ethnicity   9.08 (0.106) 

Akan 33 (23.1) 110 (76.9)  

Ga-Adangbe 9 (20.0) 36 (80.0)  

Ewe 18 (17.1) 87 (82.9)  

Northern Ethnic groups 24 (33.8) 47 (66.2)  

Guan 1 (8.3) 11 (91.7)  

Others 2 (14.3) 12 (85.7)  

Employment status   1.67 (0.643) 

Unemployed 20 (27.0) 54 (73.0)  

Government employee 7 (15.5) 33 (82.5)  

Private employee 19 (20.4) 74 (79.6)  

Self-employed 41 (22.4) 142 (77.6)  

 ousehold size   2.48 (0.289) 

1-2 member 16 (21.1) 60 (78.9)  

3-5 members 45 (20.3) 177 (79.7)  

6 or more member 26 (28.3) 66 (71.7)  

Average monthly income   14.18 (0.007)* 

0-500 28 (27.2) 75 (72.8)  

501-1000 29 (25.4) 85 (74.6)  

1001-1500 21 (28.8) 52 (71.2)  

1600-2000 3 (7.1) 39 (92.9)  

Above 2000  6 (10.3) 52 (89.7)  

*= Significant at a p-value <0.05 
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4.9 Sociodemographic Factors Influencing Willingness to Use  IVST 

Table 4 presents a logistic regression analysis of sociodemographic factors influencing the 

willingness to use HIV self-testing (HIVST) among clients. Respondents aged 45 years and above 

exhibited a significantly lower willingness to use HIVST) compared to those who were younger 

(AOR: 0.41; 95% CI: 0.18-0.94, p = 0.036). Willingness to use HIVST increased with increasing 

level of education. Participants with basic education (AOR: 3.59, 95% CI: 1.11-11.60, p = 0.033), 

secondary, vocational, or technical education (AOR: 5.47, 95% CI: 1.82-16.42, p = 0.002), and 

tertiary education (AOR:7.33, 95% CI: 2.15-25.03, p = 0.001) were more willing to use HIVST 

compared those with no formal education. Those who earned between 1600-2000 Ghana Cedis 

demonstrated a higher willingness to use the kit (AOR: 4.07, 95% CI: 1.05-15.83, p = 0.043) 

compared to those earning between 0-500 Ghana Cedis month.  

Table 4a. Sociodemographic characteristics Influencing Willingness to Use  IVST Among 

Clients 

  Willingness to Use  IVST 

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Age of respondents (years) Total = 390     

18-24 108 Ref    Ref   

25-34 165 1.53 [0.82, 2.83] 0.179 1.22 [0.60, 2.45] 0.584 

35-44 65 1.14 [0.54, 2.44] 0.730 1.26 [0.49, 3.25] 0.631 

45 and above 52 0.33 [0.16, 0.68] 0.002 0.41 [0.18, 0.94] 0.036* 

Educational level  Total = 390     

No formal education 21 Ref   Ref   

Basic Education 54 2.99 [1.05, 8.493] 0.039* 3.59 [1.11, 11.60] 0.033* 

S S/Voc/Tech 192 6.38 [2.47, 16.45] <0.001* 5.47 [1.82, 16.42] 0.002* 

Tertiary 123 10.87 [3.90, 30.30] <0.001* 7.33 [2.15, 25.03] 0.001* 
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Table 4b. Sociodemographic characteristics Influencing Willingness to Use  IVST Among 

Clients 

  Willingness to Use  IVST  

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Average monthly income Total = 390     

0-500 103 Ref  Ref   

501-1000 114 1.09 [0.60, 2.00] 0.770 1.15 [0.57, 2.30] 0.690 

1001-1500 73 0.92 [0.47, 1.80] 0.817 0.95 [0.41, 2.19] 0.910 

1600-2000 42 4.85 [1.39, 16.00] 0.013 4.07 [1.05, 15.83] 0.043* 

Above 2000  58 3.23 [1.25, 8.37] 0.015 2.15 [0.66, 6.95] 0.201 

*= Significant at a p-value <0.05; N= number of observations, COR = crude odds ratio; AOR = 

adjusted odds ratio; ref = reference 

 

4.10 Sexual Behaviour Characteristics of Clients 

Table 5 presents data on the sexual behavior of the 390 respondents. The majority (87.4%, n=341) 

reported having had sexual intercourse. Among those who had engaged in sexual activity, 45.7% 

(n=156) had their first sexual experience between the ages of 20-24 years, while 37.5% (n=127) 

reported sexual debut between 15-19 years. In terms of sexual partners in the past year, 57.5% 

(n=196) had one partner, while 23.7% (n=81) had two partners, and 18.8% (n=64) had more than 

two partners. Condom use during the last sexual encounter was reported by 24.3% (n=83) of 

participants. Additionally, 14.7% (n=50) had a history of sexually transmitted infections (STIs), 

and 17.4% (n=59) had ever had sex with a stranger. A total of 22.6% (n=77) reported having sex 

while under the influence of alcohol, and 16.1% (n=55) had engaged in sex in exchange for money 
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or gifts. Most respondents (78.3%, n=267) had previously been tested for HIV, with 94.8% (n=253) 

being aware of their HIV status. 

Table 5a. Sexual Behaviour of respondents 

Variables Frequency  Percentage (%) 

Ever had sex Total = 390  

Yes 341 87.4 

No 49 12.6 

Age at first sex Total = 341  

Below 15 years 6 1.8 

15-19 years 127 37.5 

20-24 years 156 45.7 

25 years and above 51 15.0 

Number of sexual partners in the past one year Total = 341  

One 196 57.5 

Two 81 23.7 

More than two 64 18.8 

Condom use for last sexual intercourse Total = 341  

Yes 83 24.3 

No 258 75.7 
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Table 5b. Sexual Behaviour of respondents 

Variables Frequency Percentage 

Ever had STI Total = 341  

Yes 50 14.7 

No 339 85.3 

Ever had sex with a stranger  Total = 341  

Yes 59 17.4 

No  281 82.6 

Ever had sex while on alcohol or drunk Total = 341  

Yes 77 22.6 

No 264 77.4 

 ad sex in exchange for money or gift Total = 341  

Yes 55 16.1 

No 286 83.9 

Ever tested for  IV Total = 341  

Yes 267 78.3 

No 74 21.7 

Knowledge of  IV status Total = 267  

Yes 253 94.8 

No 14 5.2 
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4.11 Association between Sexual Behaviour and willingness to use  IVST 

Table 6 shows the chi-square analysis of the association between respondents' sexual behaviors 

and their willingness to use HIV self-testing (HIVST). The results show that respondents’ age at 

first sexual intercourse (χ2 = 16.53, p= 0.001), condom use during the last sexual intercourse (χ2 = 

4.34, p = 0.037), and ever having sex under the influence of alcohol (χ2 = 5.58, p = 0.018) were 

significantly associated with willingness to use HIVST.  Additionally, significant associations were 

found between respondents who had sex in exchange for money or gifts (χ2 = 4.30, p = 0.038), and 

previously tested for HIV (χ2 = 5.26, p = 0.022) and willingness to use HIVST. No significant 

associations were however found between ever having sex, ever having sex with a stranger, ever 

having STI, number of sexual partners in the past year, and willingness to use HIVST.  

Table 6a. Association between respondents' sexual Behaviour and willingness to use  IVST 

Variables Willingness to use  IVST X2 (P-value) 

No Yes 

Ever had sex   1.27 (0.260) 

Yes 73 (21.4) 268 (78.6)  

No 14 (28.6) 35 (71.4)  

Age at first sex   16.53 (0.001)* 

Below 15 years 2 (33.3) 4 (66.7)  

15-19 years 18 (14.1) 110 (85.9)  

20-24 years 32 (20.5) 124 (79.5)  

25 years and above 21 (41.2) 30 (58.8)  

Number of sexual partners in the 

past one year 

  1.30(0.521) 

One 46 (23.5) 150 (76.5)  

Two 16 (19.8) 65 (80.2)  

More than two 11 (17.2) 53 (82.8)  
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Table 6b. Association between respondents' sexual Behaviour and willingness to use  IVST 

*= Significant at a p-value <0.05 

 

Variables Willingness to use  IVST X2 (P-value) 

No Yes 

Condom use for last sexual 

intercourse 

  4.34 (0.037)* 

Yes 11 (13.2) 72 (86.8)  

No 62 (24.0) 196 (76.0)  

Ever had STI   0.23 (0.629) 

Yes 12 (24.0) 38 (76.0  

No 61 (21.0) 230 (79.0)  

Ever had sex with a stranger    3.71 (0.054) 

Yes 7 (11.9) 52 (88.1)  

No  66 (23.4) 216 (76.6)  

Ever had sex while on alcohol or 

drunk 

  5.58 (0.018)* 

Yes 9 (11.7) 68 (88.3)  

No 64 (24.2) 200 (75.8)  

 ad sex in exchange for money 

or gift 

  4.30 (0.038)* 

Yes 6 (10.9) 67 (89.1)  

No 67 (23.4) 219 (76.6)  

Ever tested for  IV   5.26 (0.022)* 

Yes 50 (18.7) 217 (81.3)  

No 23 (31.1) 51 (68.9)  

Knowledge of  IV status   5.65 (0.017)* 

Yes 44 (17.4) 209 (82.6)  

No 6 (42.9) 8 (57.1)  
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4.12 Clients Sexual Behaviour Factors Influencing Willingness to Use  IVST 

Table 7 shows logistic regression analysis of sexual behaviour factors influencing the willingness 

to use HIV self-testing (HIVST) among clients. Age at first sex was significantly associated with 

willingness to use HIVST. Respondents who reported having their sexual debut from 25 years and 

above had reduced odds (AOR: 0.22, 95% CI: 0.08-0.56, p = 0.002) of being willing to use the 

HIVST. Respondents who reported ever having sex with a stranger (AOR: 2.52, 95% CI: 1.00-

6.32, p = 0.049), ever having sex under the influence of alcohol (AOR: 2.40, 95% CI: 1.03-5.55, 

p = 0.041), had sex in exchange for money or gift (AOR: 2.70, 95% CI: 1.03-7.11, p = 0.043) were 

more likely to be willing to use HIVST compared to those who did not.  

Table 7a. Clients' Sexual Behaviour Factors Influencing Willingness to Use  IVST 

 Willingness to Use  IVST  

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Age at first sex Total = 341     

Below 15 years 6 0.33 [0.06, 1.92] 0.216 0.24 [0.03, 1.91] 0.179 

15-19 years 128 Ref  Ref    

20-24 years 156 0.63 [0.34, 1.19] 0.158 0.50 [0.24, 1.04] 0.064 

25 years and above 51 0.23 [0.11, 0.49] <0.001* 0.22 [0.08, 0.56] 0.002* 

Condom use for last sexual 

intercourse 

Total = 341     

No  258 Ref   Ref   

Yes 83 2.07 [1.03, 4.15] 0.040 1.38 [0.63, 2.99] 0.416 

Ever had sex with a stranger  Total = 341     

No 282 Ref     

Yes 59 2.24 [0.97, 5.16] 0.059 2.52 [1.00, 6.32] 0.049* 

Ever had sex while on alcohol or 

drunk 

Total = 341     

No 264 Ref   Ref   

Yes 77 2.42 [1.14, 5.11] 0.021 2.40 [1.03, 5.55] 0.041* 
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Table 7b. Clients' Sexual Behaviour Factors Influencing Willingness to Use  IVST 

 Willingness to Use  IVST  

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

 ad sex in exchange for money 

or gift 

Total = 341     

No 286 Ref  Ref   

Yes 55 2.50 [1.02, 6.09] 0.044 2.70 [1.03, 7.11] 0.043* 

Ever tested for  IV Total = 341     

No 74 Ref   Ref   

Yes 267 1.96 [1.09, 3.50] 0.023 1.70 [0.85, 3.41] 0.134 

Knowledge of  IV status Total = 267     

No 14 Ref     

Yes 253 3.56 [1.18, 10.78] 0.025 2.26 [0.62, 4.74] 0.212 

 

 

4.13 Association between Awareness and level of knowledge and willingness to use  IVST 

The results in Table 8 show the association between awareness and knowledge of HIV self-testing 

(HIVST) and respondents' willingness to use the test kit. Awareness of HVIST was significantly 

associated with willingness to use HIVST (χ2 = 18.21, p <0.001). Respondents' level of knowledge 

regarding HIVST also showed a significant association with willingness to use HIVST (χ2 = 22.80, 

p <0.001).  Furthermore, willingness to pay for the kit (χ2 =122.0, p <0.001), and comfort in asking 

a partner to use HIVST (χ2 = 30.74, p <0.001) were significantly associated with willingness to 

use the kit.  
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Table 8. Association between Awareness and level of knowledge and willingness to use  IVST 

Variables Willingness to use  IVST X2 (P-value) 

No Yes 

Awareness of  IVST   18.21 (<0.001)* 

Yes 17 (11.1) 136 (88.9)  

No 70 (29.5) 167 (70.5)  

Level of Knowledge of  IVST   22.80 (<0.001)* 

Low 54 (33.8) 106 (66.2)  

Moderate 31 (16.2) 160 (83.8)  

 igh 2 (5.1) 37 (94.9)  

Willingness to pay for kit   122.0 (<0.001)* 

Yes 18 (6.7) 251 (93.3)  

No 69 (57.0) 52 (43.0)  

Preferred place to get  IVST kit   30.74 (<0.001)* 

Public facility 42 (38.9) 66 (61.1)  

Pharmacy 31 (13.5) 198 (86.5)  

Private facility 13 (31.7) 28 (68.3)  

Others 1 (8.3) 11 (91.7)  

*= Significant at a p-value <0.05 
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4.14 Clients' Awareness and Level of Knowledge and  ow It Influences Their Willingness to 

Use  IVST 

Table 9 presents logistic regression analysis of clients' awareness and level of knowledge and how 

it influences their willingness to use HIVST. The analysis also revealed that those who were aware 

of HIVST (AOR: 2.74, 95% CI: 1.40-5.38, p = 0.003), had  moderate (AOR: 2.13, 95% CI: 1.23-

3.68, p = 0.007) or high knowledge of HIVST (AOR: 5.43, 95% CI: 1.19-24.77, p = 0.029) and 

were willing to pay for the kit (AOR: 17.69, 95% CI: 9.08-34.47, p <0.001) were more willing to 

use the HIVST compared to those who were not aware, had low knowledge, and were not willing 

to pay respectively.  

The analysis also showed that individuals who reported being comfortable asking a partner to use 

HIVST (AOR: 4.22 95% CI: 2.30-7.74, p < 0.001) had four times the odds of willingness compared 

to those who said they would not be comfortable asking their partners to use HIVST. Individuals 

who preferred the pharmacy as a place to obtain the kits were more willing to use the HIVST kit 

compared to those who preferred the hospital (AOR: 4.20, 95% CI: 2.27-7.75, p <0.001). 

Table 9a. Impact of Clients Awareness and level of knowledge on Willingness to Use  IVST. 

 Willingness to Use  IVST  

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Awareness of  IVST Total = 390     

No 237 Ref   Ref   

Yes 153 3.35 [1.88, 5.97] <0.001 2.74 [1.40, 5.38] 0.003* 

Level of Knowledge of  IVST Total = 390     

Low 160 Ref     

Moderate 191 2.63 [1.59, 4.36] <0.001 2.13 [1.23, 3.68] 0.007* 

 igh 39 9.42 [2.19, 40.59] 0.003 5.43 [1.19, 24.77] 0.029* 

Willingness to pay for kit Total = 341     

No 121 Ref     

Yes 269 18.5 [10.17, 33.67] <0.001 17.69 [9.08, 34.47] <0.001* 
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Table 9b. Impact of Clients Awareness and level of knowledge on Willingness to Use  IVST. 

 Willingness to Use  IVST  

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Comfortable asking partner to 

use  IVST 

Total = 390     

No 75 Ref     

Yes 315 4.78 [2.78, 8.23] <0.001 4.22 [2.30, 7.74] <0.001* 

Preferred place to get  IVST kit Total = 390     

Public facility 108 Ref     

Pharmacy 229 4.06 [2.37, 6.98] <0.001 4.20 [2.27, 7.75] <0.001* 

Private facility 41 1.37 [0.64, 2.94] 0.418 1.21 [0.52, 2.81] 0.656 

Others 12 7.00 [0.87, 56.22] 0.067 2.85 [0.31, 26.33] 0.356 

 

4.15 Respondents’ Attitudes and perceptions about  IVST 

Table 10 outlines respondents' attitudes and perceptions regarding HIV self-testing (HIVST). The 

majority of participants (85.4%, n=333) considered the results from HIVST kits to be credible, and 

91.8% (n=358) believed the kits were safe to use. Additionally, 93.3% (n=364) found the kits 

convenient to use, and 89% (n=347) reported that the kits were easy to use. When asked about 

accessibility, the respondents were almost evenly split, with 50.5% (n=197) agreeing that the kits 

were easy to obtain. In terms of comfort, 59% (n=230) of respondents said they would feel 

uncomfortable using the kits, while 30.5% (n=119) reported being comfortable. A significant 

portion (83.9%, n=327) believed that HIVST could reduce stigma, although 35.1% (n=137) 

expressed fear of experiencing stigma or discrimination when purchasing the kit. Furthermore, 

84.4% (n=329) indicated they would recommend HIVST to others, and 91.8% (n=358) supported 

the promotion of HIVST kits when available. 
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Table 10. Respondents’ Attitudes and perceptions about  IVST 

Variables Frequency  Percentage (%) 

Results from kit is credible Total = 390  

Yes 333 85.4 

No 57 14.6 

 IVST kit is safe to use Total = 390  

Yes 358 91.8 

No 32 8.2 

 IVST kit is convenient to use Total = 390  

No 26 93.3 

Yes 364 6.7 

 IVST kit is easy to use Total = 390  

Yes 347 89.0 

No 43 11.0 

 IVST kit is easy to obtain Total = 390  

Yes 197 50.5 

No 193 49.5 

 IVST can reduce stigma Total = 390  

Yes 327 83.9 

No/Not sure 63 16.2 

Fear of stigma or discrimination purchasing kit Total = 390  

Yes 137 35.1 

No 253 64.9 

Comfortable seeking confirmation, support or counseling Total = 390  

Yes 358 91.8 

No/Not sure 32 8.2 
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4.16 Association between respondents' Attitudes and Perceptions and Willingness to Use 

 IVST 

Table 11 examines the relationship between respondents' attitudes and perceptions about HIV self-

testing (HIVST) and their willingness to use the test. The analysis revealed that respondents’ 

perception of kit credibility (χ2 = 8.14, p = 0.004), safety (χ2 = 27.64, p <0.001), convenience (χ2 

= 9.14, p = 0.003), ease of use (χ2 = 27.11, p <0.001), ease of obtaining (χ2 = 13.22, p <0.001), and 

comfort in using kits (χ2 = 15.85, p <0.001) were significantly associated with their willingness to 

use the HIVST. Respondents with the belief that HIVST could reduce stigma also showed a strong 

willingness to use the HIVST (χ2 = 6.90, p = 0.009). Fear of stigma or discrimination when 

purchasing the kit was also significantly associated with respondents' willingness to use the kit (χ2 

= 15.47, p <0.001). Other factors that showed significant associations were respondents’ likelihood 

to recommend kits (χ2 = 34.92, p <0.001), agreeing HIVST should be promoted when available (χ2 

= 6.75, p <0.009); comfort seeking confirmation, support, or counseling (χ2 = 12.14, p <0.001), 

and comfortable discussing it with others (χ2 = 7.04, p =0.030).   
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Table 11.Association between respondents' Attitudes and Perceptions and Willingness to Use 

 IVST 

Variables Willingness to use  IVST X2 (P-value) 

No Yes 

Results from kit is credible   8.14 (0.004)* 

Yes 66 (19.8) 267 (80.2)  

No 21 (36.8) 36 (63.2)  

 IVST kit is safe to use   27.64 (<0.001)* 

Yes 68 (19.0) 290 (81.0)  

No 19 (59.4) 13 (40.6)  

 IVST kit is convenient to use   9.14 (0.003)* 

Yes 75 (20.6) 289 (79.4)  

No 12 (46.1) 14 (53.9)  

 IVST kit is easy to use   27.11 (<0.001)* 

No 64 (18.4) 283 (81.6)  

Yes 23 (54.5) 20 (46.5)  

 IVST kit is easy to obtain   13.22 (<0.001)* 

Yes 58 (30.1) 135 (69.9)  

No 29 (14.7) 168 (85.3)  

 IVST can reduce stigma   6.90 (0.009)* 

Yes 65 (19.9) 262 (80.1)  

No/Not sure 22 (34.9) 41 (65.1)  

Fear of stigma or discrimination in purchasing kit   15.47 (<0.001)* 

Yes 46 (33.6) 91 (66.4)  

No 41 (16.2) 212 (83.8)  

Comfortable seeking confirmation, support or 

counselling 

  12.14 (<0.001)* 

Yes 72 (20.1) 286 (79.9)  

No/Not sure 15 (46.9) 17 (53.1)  

*= Significant at a p-value <0.05 

4.17 Clients’ Perceptions and Attitudes that influences their Willingness to Use  IVST 

Table 12 presents a logistic regression analysis of Clients’ Perceptions and Attitude factors that 

influence their willingness to use HIV self-testing (HIVST) among clients. Those who had 

a perception of the HIVST kit being credible (AOR: 2.09, 95% CI: 1.06-0.411, p = 0.033), safe to 
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use (AOR: 5.18, 95% CI: 2.27-11.83, p <0.001), convenient to use (AOR: 2.54, 95% CI: 1.02-

3.36, p = 0.045), easy to use (AOR: 4.39, 95% CI: 2.02-9.52, p <0.001), easy to get (AOR: 3.48, 

95% CI: 1.19-3.99, p <0.001), and can reduce stigma (AOR: 1.99, 95% CI: 1.03-3.96, p = 0.041) 

were more willing to use the HIVST compared to those think it was not credible, safe to use, 

convenient to use, easy to use, easy to get, and cannot reduce stigma respectively. Respondents 

who said they would have a fear of stigma or discrimination in purchasing kits were less willing 

to use HIVST compared to those who reported no fear of stigma or discrimination (AOR: 0.36, 

95% CI: 0.21-0.62, p <0.001). Those who reported they would be comfortable seeking 

confirmation, support or counseling after taking HIVST were more willing to use the kit compared 

to those who said they no or they were not sure (AOR: 3.36, 95% CI: 1.47-7.67, p =0.004).  

 

Table 12a. Clients’ Perceptions and Attitudes That Influence Their Willingness to Use 

 IVST. 

 Willingness to Use  IVST   

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

Results from kit is credible Total = 390     

No 57 Ref    

Yes 333 2.36 [1.29, 4.30] 0.005 2.09 [1.06, 4.11] 0.033* 

 IVST kit is safe to use Total = 390     

No 32 Ref     

Yes 358 6.23 [2.93, 13.24] <0.001 5.18 [2.27, 11.83] <0.001* 

 IVST kit is convenient to use Total = 390     

No 26 Ref     

Yes 364 3.30 [1.47, 7.44] 0.004 2.54 [1.02, 3.36] 0.045* 

 IVST kit is easy to use Total = 390     

No 43 Ref     

Yes 347 5.09 [2.63, 9.82] <0.001 4.39 [2.02, 9.52] <0.001* 
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Table 12b. Clients’ Perceptions and Attitudes That Influence Their Willingness to Use 

 IVST. 

 Willingness to Use  IVST   

Variables N COR [95% CI] p-value AOR [95% CI] p-value 

 IVST kit is easy to obtain Total = 390     

No 193 Ref     

Yes 197 2.49 [1.51, 4.10] <0.001 3.48 [1.19, 3.99] <0.001* 

Comfort in using  IVST kit Total = 390     

Very comfortable/Comfortable 119 Ref     

Neutral 41 0.32 [0.15, 0.67] 0.003 0.35 [0.15, 0.82] 0.015* 

Very 

Uncomfortable/Uncomfortable 

230 1.25 [0.72, 2.17] 0.423 1.00 [0.54, 1.82] 1.000 

 IVST can reduce stigma Total = 390     

No/Not sure 63 Ref    Ref   

Yes 327 2.16 [1.21, 3.88] 0.010 1.99 [1.03, 3.96] 0.041* 

Fear of stigma or discrimination 

in purchasing kit 

Total = 390     

No 253 Ref   Ref   

Yes 137 0.38 [0.23, 0.62] <0.001 0.36 [0.21, 0.62] <0.001* 

Comfortable seeking 

confirmation, support or 

counselling 

Total = 390        

No/Not sure 32 Ref     

Yes 358 3.50 [1.67, 7.35] 0.001 3.36 [1.47, 7.67] 0.004* 

Comfortable discussing  IVST 

with others 

Total = 390     

Yes 330 Ref     

No 23 0.57 [0.23, 1.45] 0.237 0.93 [0.33, 2.61] 0.891 

Maybe 37 0.41 [0.20, 0.84] 0.015 0.47 [0.22, 1.05] 0.066 
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4.18 Community and Social Norms about  IVST 

Table 13 explores the influence of community and social norms on the use of HIV self-testing 

(HIVST). The vast majority of respondents (91.3%, n=356) indicated that they would be more 

likely to use an HIVST kit if others in their community also used it. However, only 10% (n=39) 

stated that the opinions of peers or community leaders would influence their decision to use the 

kit. In terms of community reactions, 71% (n=277) believed that people in their community would 

react negatively if they knew someone was using an HIVST kit. Only 33.1% (n=129) of 

respondents reported having ever discussed HIV with anyone in their community. 

Table 13. Community and Social Norms about  IVST 

Variables Frequency  Percentage (%) 

Likely to use the kit if others in my community do the same Total = 390  

Yes 356 91.3 

No/ Not sure 34 8.7 

Opinions of peers or community leaders will matter in using 

 IVST 

Total = 390  

Yes 39 10.0 

No 351 90.0 

Ever discussed  IV with anyone in your community Total = 390  

Yes 129 33.1 

No 261 66.9 

 

 

 

University of Ghana http://ugspace.ug.edu.gh



79 

 

4.19. Association between community and social norms and Willingness to Use  IVST 

Table 14 investigates the association between community and social norms and respondents' 

willingness to use HIV self-testing (HIVST). The likelihood of using the kit if others in the 

community do so was significantly associated with willingness to use HIVST (χ2 = 44.18, p 

<0.001).  The analysis also revealed that having ever discussed HIV with someone in the 

community was significant with the willingness to use HIVST (χ2 = 9.27, p = 0.002).  No 

association was however observed between the opinions of peers or community leaders regarding 

the use of HIVST and willingness to use the kits.  

Table 14. Association between community and social norms and Willingness to Use  IVST 

Variables Willingness to use  IVST X2 (P-value) 

No Yes 

Likely to use the kit if 

others in my community 

do the same 

  44.18 

(<0.001)* 

Yes 64 (18.0) 292 (82.0)  

No/Not sure 23 (67.7) 11 (32.4)  

Opinions of peers or 

community leaders will 

matter in using  IVST 

  0.01 (0.903) 

Yes 9 (23.1) 30 (76.9)  

No 78 (22.2) 273 (77.8)  

Ever discussed  IV with 

anyone in your 

community 

  9.27 (0.002)* 

Yes 17 (13.2) 112 (86.8)  

No 70 (26.8) 191 (73.2)  

*= Significant at a p-value <0.05 
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4.20 Impact of Community and Social norms on Clients Willingness to use  IVST 

Table 15 presents the results of the logistic regression analysis assessing the influence of 

community and social norms on clients’ willingness to use HIVST. Those who said they had ever 

discussed HIV with others were more willing to use the HIVST compared to those who said they 

never did (AOR: 3.48, 95% CI: 1.19-3.99, p <0.001). 

Table 15. Impact of Social norms on Clients' Willingness to use  IVST 

Likely to use the kit if others in 

my community do the same 

Total = 390     

No/Not sure 34 Ref     

Yes 356 9.54 [4.42, 20.56] <0.001 10.09 [4.10, 24.85] <0.001* 

Ever discussed  IV with anyone 

in your community 

Total = 390     

No 261 Ref   Ref   

Yes 129 2.41 [1.35, 4.31] 0.003 1.91 [0.99, 3.70] 0.054 

*= Significant at a p-value <0.05; N= number of observations, COR = crude odds ratio; AOR = 

adjusted odds ratio; ref = reference 
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4.21 Challenges or Barriers to Implementation of  IV Self-testing Services 

Healthcare providers identified a range of challenges that could hinder the successful 

implementation of HIVST, including resource limitations, logistical issues, affordability, and 

stigma. 

4.21.1 Resource and logistical challenges 

Several participants expressed concern that HIVST could place additional strain on already limited 

resources, potentially leading to increased workloads for healthcare providers. One of the 

providers explained that the addition of HIVST could lead to an increased workload, particularly 

if healthcare workers are responsible for follow-up care: 

“Yes, and then the health system if we say are bringing it then, so we need more staff, we also 

have to, it will increase our workload.” (40 years, General Nurse). 

Supply chain issues were also highlighted, with participants recalling past shortages in testing kits 

that could impede HIVST’s accessibility. For example, a Medical Laboratory Technician pointed 

out previous disruptions in government-supplied items: 

“There are certain drugs that the government gave to our facility, sometimes they get finished 

and for a month or so, the government has not provided, so if, for instance, [if] we are going to 

use that policy for this testing kit, then it’s going to be a barrier.” (49 years old, Medical 

Laboratory Technician) 

Another participant cited a situation to support the issue of the supply chain barrier. She said:   

“Even the normal traditional testing, the government is supposed to bear…. last year we ran 

into a little cost because the government couldn't procure the testing kits for us. The whole of 

last year we had a massive shortage.” (42 years, Principal Nursing Officer, ART Unit). 
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4.21.2 Tracking of results 

Participants also mentioned challenges related to tracking and managing the outcomes of self-tests. 

Many healthcare providers worried that patients might not reliably report positive results, which 

could create gaps in tracking the disease and limit the effectiveness of self-testing programs. A 

Nursing Officer emphasized the difficulty of ensuring accurate follow-up, especially when patients 

test at home and may not report their results back to healthcare facilities: 

“Before, those testing for HIV when they come you can track them, it helps track them. But 

[for] the self-testing one when you are giving out you can only track them by the number of 

people and maybe their contact but tracking the results of the test kit you are giving out….I 

think it will be difficult.” (36, Nursing Officer).  

4.21.3 Linkage to care 

Another barrier was ensuring that individuals who receive a positive result seek confirmatory 

testing and follow-up care. Some healthcare providers feared that the absence of direct interaction 

might deter patients from obtaining necessary support. A General Nurse highlighted the public 

health implications of missed linkages, emphasizing the importance of individuals reporting their 

status to maintain accurate health data: 

“So, when you check your HIV status, you don't have to keep it to yourself the nation needs the 

data for purchasing these HIV drugs.” (40 years, General Nurse). 

Others expressed concern that patients might avoid follow-up due to fear or stigma. This gap could 

hinder efforts to ensure continuity of care for HIV-positive individuals.  

“….my only fear is that some will check and they will not come for the counseling and the 

medication.” (40 years, General Nurse). 
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4.21.4 Affordability  

Another prominent theme was the potential cost of HIVST kits, which many participants felt could 

be a barrier to uptake. Some respondents observed that patients are accustomed to free HIV testing 

in healthcare settings, and there was doubt that they would be willing to pay for self-testing kits. 

This concern was illustrated by one of the respondents who shared a recent community testing 

experience where even free testing faced low uptake.  

“I went to do screening at my children's school, they did it for their parents like the general 

community okay and then we were testing for HIV we went with like hundred boxes  two packs 

100 pieces of kits and we had like 400 people so I was even thinking that the hundred boxes, I 

was even telling the school authorities that the hundred pieces it will not reach but to my surprise 

when we were done, we used only one box, even the one box, it was left with two…, when they 

get to that place “oh daabi oo medi3 men checki oo” {Translation: No oh, for me I won’t 

check}…So even if when the thing was free people are not checking and now you want to add 

price to it, please ooo they won’t check” (40 years, General Nurse).  

Others emphasized that for HIVST to achieve widespread adoption, kits would need to be offered 

either free of charge or at a subsidized price, particularly in low-income settings. Some providers 

noted that introducing a fee could discourage testing uptake, given that patients often expect HIV 

testing to be a free service. A Nursing Officer explained that the expectation of free testing could 

make it difficult for patients to justify spending on self-testing: 

“Because they know the norm, that the old ones have been in the system that they are not paying 

for. [they] will not be willing to pay when you go to some facilities they've been posted, it's pasted 

there, knowing your status is free, check your status.”  (36, Nursing Officer) 
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4.21.5 Accessibility and Distribution of kits 

Healthcare providers raised concerns about distribution and accessibility as potential barriers to 

the successful implementation of HIVST. Many participants emphasized that self-testing kits need 

to be available in convenient, private, and discreet locations to encourage uptake, as privacy plays 

a crucial role in HIV testing. A participant recommended that kits be accessible through various 

anonymous channels to protect individuals' privacy and minimize stigma: 

“Because it's something of privacy, I think the patient, the person or the individual who wants 

it could just, there could be a call number on all of our social media or maybe an e-mail address 

on all of our social media.” (30 years, Medical Laboratory Scientist). 

Participants suggested locations such as pharmacies, shopping malls, and supermarkets where 

individuals could obtain the kits without drawing attention to their purpose. One of them explained 

that these sites would not only provide convenience but also preserve the discretion needed for 

people to feel comfortable purchasing HIVST kits: 

“So first I think it should be made available in pharmacy shops so that it can be purchased by 

anyone… health facilities to it should be made available not only at a prescriber side but almost 

everywhere so in case someone walks in that he or she wants a safe test it could be easily given 

out to them so you don't need to go through the hustle people knowing why they want the test 

kit and all yes that's how I think it should be distributed.. the shopping malls too” (26 years, 

Clinical Dietician) 
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4.21.6 Literacy and Comprehension 

Healthcare providers identified literacy and comprehension as significant barriers to the effective 

use of HIV self-testing (HIVST) kits. Many participants expressed concern that some patients may 

struggle to understand the instructions for self-testing, especially if they have low literacy levels 

or lack familiarity with medical procedures. A Data Officer pointed out that individuals who cannot 

read or write may find it challenging to follow the HIVST instructions independently, which could 

lead to incorrect testing or unreliable results: 

“The only challenge that will come up would be someone who cannot read and write cannot 

follow the view instructions and is also shy to come over then it means that I have to go over 

and help the person run the test and then we see what to do next” (32 years, Data Officer, ART 

Unit). 

Additionally, healthcare providers emphasized the risk of incorrect readings due to 

misunderstandings of the testing process, which could compromise the accuracy of results and 

limit the effectiveness of HIVST. A Principal Nursing Officer highlighted that even minor 

misinterpretations could lead to significant errors in the results: 

“So depending on the literacy or the knowledge base of the client and how you were able to 

interpret it, they might not get the reading right.” (42 years, Principal Nursing Officer, ART 

Unit).  

4.21.7  ealthcare worker motivation 

Healthcare providers expressed concerns about how the introduction of HIV self-testing (HIVST) 

might impact the motivation and morale of healthcare workers, particularly those involved in HIV 

counseling and testing. Some participants worried that if patients increasingly use self-testing kits, 
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it could reduce the demand for traditional testing services, potentially decreasing the interactions 

counselors have with clients and, in turn, affecting any incentives tied to their involvement in HIV 

counseling. A Medical Laboratory Technician highlighted the potential impact on healthcare 

workers' motivation if self-testing reduces the need for direct counseling: 

“Well, the first thing that comes to mind is looks like the people in charge of the counseling, 

there are benefits that they may not have again because the client will not come to them, so if 

there is any financial support, it may not be given again because it is now self so that person 

walks in there, pick it and go. So, I’m talking about motivation” (49 years old, Medical 

Laboratory Technician). 
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C APTER FIVE 

DISCUSSION 

5.0 Background Characteristics 

This study aimed to determine the knowledge and willingness to use HIV Self-testing among 

healthcare providers and their patients in La-Nkwantanang, Madina. The background 

characteristics observed in this study align with broader trends reported in Ghana and similar Sub-

Saharan Africa contexts. The distribution of participants' sex, religion, and ethnicity, is consistent 

with demographic patterns in studies conducted in Ghana (Adei et al, 2022; Ketor et al., 2024; 

GSS, 2022) and Sub-Saharan African (SSA) (Gumede & Sibiya, 2018). The sex distribution for 

example which showed a predominance of female respondents is consistent with studies where 

women are more engaged in healthcare practices (Gumede & Sibiya, 2018; Thompson et al., 

2016). This participation could be attributed to societal roles that emphasize women’s involvement 

in family health and reproductive care (Craymah et al., 2017).  

The religious composition, with Christianity being the predominant, reflects the national religious 

demographics of Ghana, where approximately 71% of the population identifies as Christians (GSS, 

2021, GSS, 2022). Religion can significantly shape health behaviors, as evidenced by Ketor, et al., 

2024, who found that religious beliefs often influence an individual's attitudes toward medical 

practices. The predominance of Christian respondents could suggest a community more receptive 

to health initiatives aligned with religious teachings that emphasize care and well-being. 

The ethnic composition, dominated by the Akan group, aligns with the demographic data from the 

2021 Ghana Population and Housing Census (GSS, 2021). The representation of different ethnic 

groups suggests that health communication strategies should be culturally tailored to resonate with 

varied beliefs and practices.  
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5.1 Level of Knowledge and Awareness among Clients/Patients about  IV Self-Testing 

In this study, 39.2% of the participants were aware of HIVST. The awareness observed in this 

study is higher compared to those reported by other researchers in other low and middle-income 

countries such as 11% in Gambia (Soe et al., 2023), 14.8 reported for 21 SSA countries, 19% in 

Kenya (Olakunde et al., 2023), 24.8% in Peru, and 27.9% in Mexico (Elloregea et al., 2022). The 

higher awareness of HIVST observed in this study compared to other countries may be attributed 

to Ghana’s targeted HIV prevention strategies, urbanized healthcare accessibility, and effective 

dissemination of HIVST. Unlike regions with lower awareness, Ghana’s relatively robust 

healthcare infrastructure, particularly in urban settings like La-Nkwantanang, facilitates greater 

exposure to HIVST campaigns. Another possible reason for the higher awareness could be the 

presence of HIV clinics within both facilities studied, which actively promote HIVST and provide 

counseling services. Additionally, differences in socio-cultural norms, with urban Ghana showing 

more progressive discourse around HIV prevention, and methodological variations in study 

populations likely contributed to the observed disparities. These findings highlight major gaps in 

the scale and scope of campaigns or interventions aimed at raising HIVST awareness. They also 

highlight the need for context-specific, evidence-based ways to raise HIVST awareness in low- 

and middle-income countries, where structural, cultural, and healthcare system barriers frequently 

limit the effectiveness of generic approaches (Oleribe et al., 2019) 

The analysis revealed that 49% of participants exhibited moderate knowledge about HIVST, 41% 

had low knowledge, and 10% of the participants, demonstrated high knowledge about HIVST.  

The proportion of participants with high knowledge in this study is significantly lower compared 

to the 41.9% found by Babatunde et al., (2022), and 40.0% observed by Daniel et al., (2024). These 

disparities may be attributed to differences in study populations, as Babatunde et al.’s research 
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focused on students, who may have ad more exposure to health education in academic settings. 

Daniel et al.’s study also included healthcare providers, who are expected to have a higher baseline 

knowledge of health-related topics, including HIV self-testing, due to their professional training 

and expertise.  

The high proportion of low knowledge observed in this study shows that most participants had 

limited knowledge about the HIVST despite its promotion as a user-friendly diagnostic tool. The 

moderate knowledge level could also be attributed to exposure to surface-level awareness 

campaigns that emphasize the existence of HIVST without adequately detailing its usage, benefits, 

and limitations. This indicates gaps in educational content, cultural barriers to discussing sexual 

health openly, and limited peer influence, which has been shown to significantly boost behaviour 

adoption (Kinaro et al., 2019; Sánchez et al., 2023). The relationship between knowledge and 

awareness is essential in shaping the perceptions and willingness to embrace HIV treatment.  

5.3 Willingness of Clients/Patients to Use  IV Self-testing Services 

More than two-thirds of the respondents in this study were willing to use HIVST services if it 

became widely available. The finding in this study aligns with studies in other countries. For 

instance, a study by Olakunde (2023) in Kenya reported similar willingness, with over 75% of 

participants indicating their willingness to use HIVST. A similar result was found by Jardao et al 

(2022) in Brazil (75.4%). A study by Ashburn et al. ( 2020) found the willingness to use HIV self‐

test kits was 65% in Cote d’Ivoire and 69% in Tanzania. In contrast to the findings of this study, 

other research has reported significantly lower proportions of willingness to use HIVST. For 

instance, Elloregea et al.’s (2022) documented willingness rates of 43.7% in Brazil, 36.3% in 

Mexico, and 32.1% in Peru. Similarly, Vara et al (2020) also reported even lower proportion of 

willingness in their study.  
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However, the proportion observed in this study is slightly lower than the 88% reported by 

Laxmeshwar et al., (2024) in India. The variations in these studies may be attributed to contextual 

factors such as population characteristics, accessibility of HIVST kits, or variations in public health 

messaging and interventions. The willingness to use HIVST may reflect the participant’s desire 

for privacy, convenience, and autonomy in testing, which are key determinants of self-testing. This 

could also be explained by the preference for obtaining kits from pharmacies over public health 

facilities. 

5.4 Sociodemographic characteristics influencing Willingness to Use  IVST 

The analysis revealed that age, level of education, and income were significantly associated with 

willingness to use HIVST in the future. Respondents aged 45 years and above exhibited a 

significantly lower willingness to use HIVST) compared to younger ones. This finding aligns with 

studies that have shown age-related variations in the adoption of different types of health 

technology. For example, a systematic review by Bertolazzi et al. (2024) showed that older adults 

often show less interest in adopting newer health interventions, possibly due to entrenched 

traditional practices or skepticism about modern healthcare solutions. In contrast, younger age 

groups are more inclined towards HIVST, as seen in studies by Indravudh et al., (2020), who 

attributed this trend to increased health awareness and exposure to digital information among 

younger populations. This study's findings also correlate with studies that show youth are very 

open to self-testing since it provides greater autonomy and control over the HIV testing process, 

including the place and time of testing and disclosure of results.  (Indravudh et al., 2017; Mokgatle 

et al., 2018).  
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This study found that willingness to use HIVST increased with an increasing level of education. 

Participants with basic education, secondary, vocational, or technical education, and tertiary 

education were more willing to use HIVST compared to those with no formal education. This 

finding is consistent with the findings of Indravudh et al., (2020), which found HIVST use to be 

prevalent among women who had completed primary, secondary, or higher education compared to 

those with no formal education. Individuals with more education tend to have better health literacy 

and are more receptive to innovative health practices (Elloregea et al., 2022). The marked increase 

in willingness among those with any level of formal education compared to no formal education 

suggests that education plays a pivotal role in shaping attitudes toward HIVST. Individuals with 

no formal education may face barriers related to limited understanding and misconceptions about 

self-testing which may affect their willingness to use HIVST (Elorreaga et al., 2022; Olakunde et 

al., 2022). 

Income was another significant factor, with participants earning between 1600-2000 Ghana cedis 

showing a higher willingness to use HIVST compared to those earning less. This finding is 

consistent with Elloreaga et al (2022) and Indravudh et al. (2020) who observed that higher income 

levels often correlate with greater access to health resources and the ability to prioritize preventive 

health measures. Lower-income individuals may face financial constraints that deter them from 

considering HIVST (Elloreaga et al., 2022; Oleribe et al., 2019).This emphasizes the need for 

affordable or subsidized testing options to promote equitable access.  

This study however did not find any association between the sex of the clients and their willingness 

to use HIVST as reported by Olakunde et al (2023). The lack of association between sex and 

willingness in this study could be due to differences in the study populations and contexts. This 

study was conducted among a diverse group of clients/patients in Ghana, who may have varying 
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levels of risk-perception and motivations for HIV testing. In contrast, Olakunde et al (2023) 

focused specifically on high-risk young adults in Kenya, a population where gender-related 

dynamics, such as differences in risky behaviour, access to resources, and cultural norms, may 

play a more prominent role in influencing willingness to test. 

5.5 Association between Clients Sexual Behaviour Characteristics and Willingness to Use 

 IVST 

This study found age at sexual debut and engaging in high-risk sexual behaviors to be associated 

with willingness to use HIVST.  Respondents who reported having their sexual debut from 25 

years and above had reduced odds of being willing to use the HIVST compared to those between 

15-19 years.  

The finding above contrasts with findings by (Nibret Eskezia et al., 2023), who reported 

individuals who delay sexual initiation often adopt more conservative health practices. The 

possible reason for this finding may be attributed to the fact older adults may be more educated 

about HIV issues, have higher exposure to HIV testing services, and have more autonomy in 

decision-making than youths (Nibret Eskezia et al., 2023). Conversely, the finding in this study 

could be possibly due to a higher perceived risk of exposure and proactive health behaviors among 

those aged 15-19 years (ref).  

This finding is consistent with the results of Vara et al (2020) who found participants aged 19 years 

and above were less likely to accept the HIVST compared to those who were younger.  

Engaging in high-risk sexual behaviour, such as having sex with a stranger or under the influence 

of alcohol showed an increased willingness to use HIVST. This finding is supported by Bekele & 

Fekadu, (2020) found that individuals with riskier sexual practices are often more aware of their 
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vulnerability to HIV and thus more inclined to seek self-testing as a preventive measure. This is in 

line with studies that have shown perceived risk or susceptibility to be associated with willingness 

to test for HIV (Choko et al., 2011; Ebuenyi et al., 2019).  

5.6 Association between Clients Awareness and Level of Knowledge and Willingness to use 

 IVST 

Awareness and level of knowledge were significant factors that influenced clients'  willingness to 

use HIVST. Clients who were aware of HIVST and had moderate or high knowledge of HIVST 

were more likely to express willingness to use the HIVST compared to those who lacked aware or 

had low knowledge levels. This finding aligns with prior research indicating that awareness and 

knowledge are critical determinants of HIVST uptake and its effectiveness as a self-care 

intervention for HIV prevention and diagnosis (Nibret Eskezia et al., 2023). The observed 

relationship may be explained by the role of awareness and knowledge in reducing misconceptions 

about HIVST, increasing confidence in its use, and fostering trust in its accuracy and reliability 

(Elorreaga et al., 2022; Olakunde et al., 2022). Also, informed individuals are more likely to 

perceive HIVST as a convenient and empowering option, enhancing their willingness to adopt it 

(Indravudh et al., 2017; Mokgatle et al., 2018). These results underscore the importance of 

educational campaigns to increase awareness and knowledge as a means to promote HIVST 

uptake.  

5.7 Client’s Perception and Attitudes that Influence their Willingness to Use  IVST 

Perceptions about the credibility, safety, convenience, and ease of use of HIVST kits were 

associated with willingness to use them. Respondents who believed the kits to be safe and easy to 

use were more willing to use them in the future. This the findings of Brown et al 2016) who believe 

the accuracy of HIVST was a strong motivator to use it, as individuals who perceive the kits as 
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reliable are more inclined to use them. The findings also align previous research demonstrating 

that trust in product safety and user-friendly can significantly influence health decisions 

(Firoozzare et al., 2024). The perception that HIVST could reduce stigma was also significantly 

associated with willingness to use HIVST. This is consistent with the findings of Ky-Zerbo et al., 

(2021) and Bogart et al., (2021) who found that privacy-related benefits reduce the fear of 

judgment associated with clinic-based testing.  

Clients who feared stigma or discrimination in purchasing HIVST kits were less willing to use 

them, a barrier also identified by the European Center for Disease Prevention and Control (ECDC, 

2023), which noted stigma as a major deterrent to HIV-related health services. This finding is 

further supported by the preference for obtaining HIVST kits from pharmacies over public health 

facilities as seen in this study. This highlights the importance of convenience and perceived 

anonymity in reducing stigma-related barriers (Mphande et al., 2021). Pharmacies are often viewed 

as more discreet and accessible distribution points which are less judgmental spaces (Mphande et 

al., 2021).  

5.8 Impact of Community and Social Norms on Clients’ Willingness to Use  IVST 

Community discussions about HIV were associated with a higher willingness to use HIVST. This 

aligns with the findings of Cislaghi and Heise (2018) that social norms and communal health 

dialogues encourage open attitudes toward health practices. The role of social influence in 

promoting self-testing behaviours emphasize the need for community-based education and peer 

support in HIV prevention strategies.  
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5.9 Challenges or Barriers to Implementation of  IVST 

The successful implementation of HIV self-testing (HIVST services faces several barriers, as 

identified in this study. These challenges span resource and logistical issues, tracking of results, 

linkage to care, affordability, accessibility, literacy, and healthcare worker motivations.  

5.9.1 Resource and Logistical challenges 

Healthcare providers expressed concerns about resource limitation and logistical barriers, 

including increased workload and supply chain issues. Similar concerns have been documented in 

other low-resource settings, where the healthcare system struggles to accommodate new 

interventions without compromising existing services (Oleribe et al., 2019). Supply chain 

disruptions, as noted by participants, could limit the consistent availability of testing kits, 

confirming reports from other regions where shortages of HIV-related supplies have undermined 

service delivery ((Muyingo et al., 2022; Oleribe et al., 2019). Strengthening procurement systems 

and ensuring sustainable funding are essential to mitigate these challenges.  

5.9.2 Tracking of Results and Linkage to care 

The absence of direct interaction with HIVST poses challenges for follow-up, particularly when 

individuals fail to report positive results (Bogart et al., 2021; Njau et al., 2019). This finding aligns 

with previous studies emphasizing the importance of robust mechanisms for reporting and follow-

up to prevent loss of care (Njau et al., 2019; Pai et al., 2021).  Not reporting positive results creates 

a gap in the continuum of care. Strategies such as integrating digital reporting systems, and 

community-based follow-up programs could improve tracking and linkage to care. 
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5.9.3 Affordability 

The potential cost of HIVST kits emerged as a significant barrier to its implementation. Similar 

studies have been reported in other low-income settings, where cost considerations significantly 

influence health service uptake (Dinglasan et al., 2022). Offering HIVST kits for free or charge or 

subsidized rates could enhance accessibility, particularly in marginalized populations. 

Subsidization models, supported by governments or international donors, have effectively 

increased the adoption of health interventions in resource-constrained settings (Aizobu et al., 

2023).  

5.9.4 Accessibility and Distribution 

Both clients and healthcare providers emphasize the preference for obtaining HIVST from 

pharmacies. Pharmacies and other community-based outlets provide discreet options that reduce 

stigma, as observed in similar studies from the Philippines (Dinglasan et al., 2022; ).  and the 

United States of America (Crawford et al., 2016). Public health facilities, though trusted for their 

quality, may not offer the privacy required for HIV testing. Expanding distribution channels to 

include pharmacies, supermarkets, and online platforms could increase access and address privacy 

concerns, ensuring that individuals feel comfortable obtaining kits.  

5.9.5 Literacy and Comprehension 

The identification of low literacy levels as a barrier to implementation in this study adds to the 

literature suggesting that such individuals may struggle to follow instructions independently. This 

challenge highlights the need for simplified instructions and user-friendly designs to accommodate 

varying literacy levels. Research has shown that pictorial and instructional videos can significantly 

improve comprehension and accuracy (Tarchi et al., 2021). Furthermore, community-based 
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education and support programs could provide additional assistance to users who require guidance, 

thereby enhancing the reliability of self-testing outcomes.  

5.9.6  ealthcare Worker Motivation 

The potential impact of HIVST on healthcare worker motivation was another concern, with 

participants fearing that reduced client interactions could lead to a decline in incentives tied to 

counseling. This emphasizes the importance of maintaining a balance between traditional testing 

services and HIVST to sustain the role of healthcare workers in the continuum of care. Strategies 

such as redefining counselor responsibilities to incorporate HIVST support and training could aid 

in addressing these issues while keeping healthcare staff interested and motivated. Addressing 

these barriers is crucial in optimizing HIVST uptake and ensuring its integration into healthcare 

systems.  

5.10 Strengths and limitations of the study 

This study has several strengths and limitations worth considering. One major strength of this 

study is its mixed method designs, which combined quantitative surveys and qualitative in-depth 

interviews. This allows for a comprehensive understanding of knowledge, attitudes, and barriers 

to HIV self-testing (HIVST). This study’s focus on La-Nkwantanang Madina Municipality, a 

diverse urban and peri-urban area, ensures contextual relevance to similar settings in sub-Saharan 

Africa. Also, the inclusion of both healthcare providers and clients offered a multidimensional 

perspective, enriching the findings with actionable insights. Moreover, the study identified key 

barriers to implementation, providing a roadmap for addressing them.  

However, the study’s cross sectional design limits causal inferences because the observed 

associations may not reflect direct-cause-and-effect interactions. Furthermore, the use of self-

reported data increases the potential of social desirability bias, and responses may not fully 
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translate into actual behaviours due to the hypothetical nature of the scenarios presented. While 

convenience and purposive sampling may be useful, they may limit the generalizability of findings, 

especially in rural or less networked communities. The urban focus also limits the conclusions’ 

application to more rural environments, where healthcare availability and cultural norms differ 

significantly. Despite these limitations, the study’s strong methodology and contextual insights 

make it an important addition to HIVST research and policy formulation.  
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C APTER SIX 

CONCLUSION AND RECOMMENDATIONS 

6.1 Conclusion 

This study provides insight into the knowledge, attitudes, and willingness of clients and healthcare 

providers regarding HIVST in the La-Nkwantanang Madina Municipality. The findings reveal 

moderate levels of awareness and knowledge about HIVST among participants, with notable gaps 

in comprehensive understanding of the innovation. Despite these gaps, willingness to use HIVST 

was high, driven by preferences for privacy, convenience, and autonomy. Factors such as age, 

education level, income, age at first sexual debut, engaging in high-risk sexual behaviours, 

awareness, level of knowledge, attitudes, perceptions, and social norms significantly influenced 

willingness to use HIVST. Stigma, cost, and literacy were limitations highlighted by clients as 

potential barriers to HIVST uptake.  

Health providers identified logistical challenges, resource constraints, and the potential impact of 

follow-up care and healthcare worker motivation as critical barriers to HIVST implementation. 

These findings provide a foundation for designing context-specific interventions to enhance 

HIVST uptake and implementation.  

6.2 Recommendations 

Based on the findings of this study, the following targeted recommendations are proposed to 

improve knowledge, awareness, and uptake of HIV self-testing (HIVST) among clients in La-

Nkwantanang Madina Municipality and similar urban SSA settings. 

1. Strengthening Awareness and Knowledge 
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The Ghana Health Service (GHS), in collaboration with the National AIDS Control Programme 

(NACP) and municipal health directorates, should intensify HIVST-focused health education 

campaigns using culturally sensitive messaging disseminated through community forums, 

churches, mosques, schools, and workplaces. Facility-based counseling sessions should integrate 

HIVST education into routine HIV clinics to ensure that patients not only know about the kits but 

also understand how to use them correctly, interpret results, and seek follow-up services. Peer 

educators, youth ambassadors, and civil society organizations (CSOs) should also be engaged to 

enhance awareness among young people, who were found to be more willing to adopt HIVST. 

2. Improving Access and Distribution 

To improve access, the Ministry of Health (MoH) and GHS should expand HIVST kit distribution 

beyond public health facilities to include pharmacies, licensed chemical shops, supermarkets, and 

regulated online platforms. The Food and Drugs Authority (FDA) and private distributors should 

be engaged to ensure the availability of approved, high-quality kits in urban and peri-urban areas. 

In addition, local assemblies and private sector actors could introduce discreet vending machines 

and pharmacy pick-up points, particularly in busy urban settings, to reduce stigma and increase 

confidentiality in obtaining HIVST kits. 

3. Ensuring Affordability and Equity 

Government, development partners, and donor agencies should implement a subsidy or tiered 

pricing model to ensure affordability of HIVST kits, particularly for low-income populations who 

reported financial barriers to use. Free HIVST kits should be distributed in high-prevalence 

communities and among key populations through targeted programmes supported by NGOs and 

CSOs. This will help to ensure equity and prevent cost from becoming a barrier to uptake. 
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4. Enhancing Linkage to Care and Support Systems 

The NACP, in collaboration with digital health partners and telecommunications companies, 

should develop confidential reporting and referral platforms using SMS, WhatsApp, or USSD 

codes to link individuals who self-test to confirmatory testing and treatment. Training programmes 

should also be organized for healthcare workers to shift their roles from solely providing HIV tests 

to facilitating HIVST, providing counseling, and ensuring psychosocial support. Furthermore, 

community health workers (CHWs) should be tasked with tracing and supporting individuals who 

self-test positive, thereby strengthening follow-up and linkage to care. 

5. Addressing Literacy and Comprehension Barriers 

Manufacturers and distributors of HIVST kits, working with GHS and CSOs, should adapt kit 

instructions into simplified pictorial and local-language versions to accommodate low-literacy 

populations. These should be complemented with audio-visual guides accessible via mobile 

phones and community centers. Health facilities and community outreach programmes should also 

conduct demonstration sessions where individuals can learn safe and accurate HIVST use under 

guided instruction. 

6. Tackling Stigma and Social Barriers 

Community leaders, faith-based organizations, and CSOs should normalize HIVST by integrating 

it into community dialogues, health forums, and religious gatherings. Testimonies from early 

adopters and role models should be shared to counter stigma and increase acceptance. Religious 

and cultural leaders should be empowered to promote HIVST as a responsible and preventive 

health behavior aligned with moral and cultural values. Pharmacies and chemical shops should be 
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positioned as primary distribution hubs, as they are viewed as trusted, less stigmatizing outlets 

compared to public health facilities. 

7. Policy and  ealth System Strengthening 

At the policy level, the MoH and NACP should formally integrate HIVST into Ghana’s National 

HIV Testing Algorithm with clear operational guidelines for confirmatory testing and referral 

pathways. Supply chain systems should be strengthened by the GHS and partners to ensure 

consistent availability of HIVST kits, avoiding shortages that undermine public trust. Furthermore, 

pre-service and in-service training curricula for healthcare providers should include HIVST to 

ensure that health workers are knowledgeable, motivated, and supportive of the scale-up of self-

testing services 

8. Conduct Further Research 

Academic and Research Institutions should conduct longitudinal studies to assess the long-term 

impact of HIVST on public health outcomes, including its integration into existing healthcare 

services and its effect on HIV prevalence. Research should also explore the unique needs of rural 

populations to ensure the equitable implementation of HIVST.  

 

 

 

 

 

 

University of Ghana http://ugspace.ug.edu.gh



103 

 

References 

Adei, D., Mensah, A. A., Agyemang-Duah, W., & Aboagye-Gyasi, L. (2022). Factors associated 

with health-seeking behaviour among informal sector workers in the Kumasi metropolis of 

Ghana. Cogent Public Health, 9(1). https://doi.org/10.1080/27707571.2022.2103932 

Adetokunboh, O., Oluwasanu, M., Bongiovanni, A., Schumacher, C., & Trotter, A. B. (2018). Pre-

exposure prophylaxis for HIV prevention in an urban safety-net clinic: a feasibility cohort 

study. American Journal of Public Health, 108(2), 308-313. 

Aizobu, D., Idogho, O., Anyanti, J., Omoregie, G., Adesina, B., Kabeer, M., Oyegunle, S., Malaba, 

S., Ikpeazu, A., & Wada, Y. H. (2023). Stakeholders’ perception of a total market approach 

to HIV self-testing (HIVST) for the private sector in Nigeria. BMC Public Health, 23(1), 

1–14. https://doi.org/10.1186/s12889-023-15352-0 

Ali, H., Amoyaw, F., Baden, D., Durand, L., Bronson, M., Kim, A., ... & Swaminathan, M. (2019). 

Ghana’s HIV epidemic and PEPFAR’s contribution towards epidemic control. Ghana 

medical journal, 53(1), 59-62. 

Aral, S. O., Adimora, A. A., & Fenton, K. A. (2017). Understanding and responding to disparities 

in HIV and other sexually transmitted infections in African Americans. The Lancet, 

392(10042), 102-110. 

Ashburn, K., Antelman, G., N’Goran, M. K., Jahanpour, O., Yemaneberhan, A., N’Guessan 

Kouakou, B., Kazemi, E., Duffy, M., Adama, P., Kajoka, D., Coombs, A., Tayag, J., 

Sullivan, D., & Vrazo, A. (2020). Willingness to use HIV self‐test kits and willingness to 

pay among urban antenatal clients in Cote d’Ivoire and Tanzania: A cross‐sectional study. 

Tropical Medicine &amp; International Health, 25(9), 1155–1165. 

https://doi.org/10.1111/tmi.13456 

Ashengo, T. A., Hatzold, K., Mahler, H., Rock, A., Kanagat, N., Magombedze, G., ... & Cowan, 

F. M. (2018). HIV self-testing service delivery models towards scale in Zimbabwe: A 

qualitative study of provider and user perceptions. PLoS ONE, 13(4), e0195729. 

University of Ghana http://ugspace.ug.edu.gh



104 

 

Asiimwe, S., Ross, J. M., Arube-Wani, J., Ozung, P., Anyango, E., & Seeley, J. (2019). Reasons 

why healthcare workers decline HIV testing in a general hospital in Wakiso district, 

Uganda: a qualitative study. BMC Health Services Research, 19(1), 1-10. 

Avila, D., Althoff, K. N., Mugglin, C., Wools-Kaloustian, K., Koller, M., Dabis, F., ... & Nash, D. 

(2017). Immunodeficiency at the start of combination antiretroviral therapy in low-, 

middle-, and high-income countries. The Journal of Infectious Diseases, 217(1), 71-78. 

Babatunde, A. O., Agboola, P., Babatunde, Y., Ilesanmi, E. B., Ayodele, H., & Ezechi, O. C. 

(2022). Assessment of knowledge and acceptability of HIV Self-Testing among students 

of selected universities in Southwest Nigeria: An online cross-sectional study. Pan African 

Medical Journal, 43. https://doi.org/10.11604/pamj.2022.43.94.31741 

Ballering, A. V., Olde Hartman, T. C., Verheij, R., & Rosmalen, J. G. M. (2023). Sex and gender 

differences in primary care help-seeking for common somatic symptoms: A longitudinal 

study. Scandinavian Journal of Primary Health Care, 41(2), 132–139. 

https://doi.org/10.1080/02813432.2023.2191653 

Bashir, S., Ansari, A. H., & Sultana, A. (2023). Knowledge, Attitude, and Practice on Antenatal 

Care Among Pregnant Women and its Association With Sociodemographic Factors: A 

Hospital-Based Study. Journal of Patient Experience, 10. 

https://doi.org/10.1177/23743735231183578 

Beek, J., Memetovic, J., Cherrington, M., Milne, R., Wright, C., Huygens, C., ... & Guillemi, S. 

(2020). Parental satisfaction with care during a child's hospital admission: a scoping 

review. BMC health services research, 20(1), 1-15. 

Bekele, Y. A., & Fekadu, G. A. (2020). Factors associated with HIV testing among young females; 

further analysis of the 2016 Ethiopian demographic and health survey data. PLOS ONE, 

15(2), e0228783. https://doi.org/10.1371/journal.pone.0228783 

Bertolazzi, A., Quaglia, V., & Bongelli, R. (2024). Barriers and facilitators to health technology 

adoption by older adults with chronic diseases: An integrative systematic review. BMC 

University of Ghana http://ugspace.ug.edu.gh



105 

 

Public Health, 24(1). https://doi.org/10.1186/s12889-024-18036-5 

Bogart, L. M., Kgotlaetsile, K., Phaladze, N., & Mosepele, M. (2021). HIV self-testing may 

overcome stigma and other barriers to HIV testing among higher-socioeconomic status 

men in Botswana: A qualitative study. African Journal of AIDS Research, 20(4), 297–306. 

https://doi.org/10.2989/16085906.2021.2000450 

Boullé, C., Kouanfack, C., Laborde-Balen, G., Boyer, S., Aghokeng, A. F., Carrieri, M. P., ... & 

Spire, B. (2021). Gender differences in adherence and response to antiretroviral treatment 

in the Stratall Agence Nationale de Recherche sur le SIDA 12146 trial in rural districts of 

Cameroon. Open Forum Infectious Diseases, 8(2), ofaa636. 

Brown, W., III, Carballo-Diéguez, A., John, R. M., & Schnall, R. (2016). Information, motivation, 

and behavioral skills of high-risk young adults to use the HIV self-test. AIDS and Behavior, 

20(9), 2000–2009. https://doi.org/10.1007/s10461-016-1309-x 

Chkhartishvili, N., Dziguri, L., Dundua, T., Kereselidze, M., Chokoshvili, O., Gabunia, P., ... & 

McNutt, L. A. (2018). Modeling willingness to use pre-exposure HIV prophylaxis: an 

application of the theory of planned behavior. AIDS care, 30(6), 770-775. 

Chkhartishvili, N., Sharavadze, K., Chokoshvili, O., DeHovitz, J., del Rio, C., & McNutt, L. A. 

(2019). Barriers and facilitators of HIV patient-initiated testing and counselling using oral 

fluid-based self-testing kits in Georgia: a qualitative study. AIDS care, 31(1), 77-84. 

Choko, A. T., Desmond, N., Webb, E. L., Chavula, K., Napierala-Mavedzenge, S., Gaydos, C. A., 

... & Corbett, E. L. (2011). The uptake and accuracy of oral kits for HIV self-testing in high 

HIV prevalence setting: a cross-sectional feasibility study in Blantyre, Malawi. PLoS 

medicine, 8(10), e1001102. 

Choko, A. T., Jamil, M. S., MacPherson, P., Chitembo, L., Matambo, R., Rosen, P. J., ... & 

Makombe, S. D. (2020). Community preferences and reasoning for self-testing kit 

distribution channels and post-test services: results from a discrete choice experiment in 

Malawi and Zambia. Journal of the International AIDS Society, 23(10), 255. 

Choko, A. T., MacPherson, P., Webb, E. L., Willey, B. A., Feasy, H., Sambakunsi, R., ... & 

Corbett, E. L. (2015). Uptake, accuracy, safety, and linkage into care over two years of 

University of Ghana http://ugspace.ug.edu.gh



106 

 

promoting annual self-testing for HIV in Blantyre, Malawi: a community-based prospective 

study. PLoS medicine, 12(9), e1001873. 

Cislaghi, B., & Heise, L. (2018). Theory and practice of social norms interventions: Eight common 

pitfalls. Globalization and Health, 14(1). https://doi.org/10.1186/s12992-018-0398-x 

Clemente, R., Meleis, A., & Im, E. O. (2021). Traumatic responses in parents of children admitted 

to the pediatric intensive care unit: An integrative review. Journal of pediatric nursing, 64, 

85-96. 

Conk, Z. (2022). Prepared Surgery Tours vs General Tours in Reducing Children's Fear and 

Separation Anxiety from Parents Before Surgery. Journal of perianesthesia nursing, 37(3), 

225-232. 

Conserve, D. F., Iraguha, Y., Abaasa, A., Muhayimana, J. D., LeChasseur, K., & Mugwaneza, P. 

(2018). HIV self-testing knowledge, attitudes, and practices among community health 

workers in Kigali, Rwanda. Health promotion international, 35(1), 41-49. 

Conserve, D. F., Muessig, K. E., Maboko, L. L. E., Shirima, S., Kilonzo, M. N. M., Maman, S., & 

Kajula, L. (2017). Mate Yako Afya Yako: Formative research to develop the Tanzania HIV 

Self-Testing Education and Promotion (Tanzania STEP) project for men. PLOS ONE, 

12(11), e0186951. 

Coughlin, A. (2022). Families living with epilepsy. In Family Adaptation to Chronic and Acute 

Illness. Routledge. 

Crawford, N. D., Dean, T., Rivera, A. V., Guffey, T., Amesty, S., Rudolph, A., DeCuir, J., & 

Fuller, C. M. (2016). Pharmacy intervention to improve HIV testing uptake using a 

comprehensive health screening approach. Public Health Reports®, 131(1_suppl), 139–

146. https://doi.org/10.1177/00333549161310s116 

Craymah, J. P., Oppong, R. K., & Tuoyire, D. A. (2017). Male involvement in maternal health 

care at Anomabo, Central Region, Ghana. International Journal of Reproductive Medicine, 

2017, 1–8. https://doi.org/10.1155/2017/2929013 

Daniel, D., Hasen, H., Sinebo, Y., Bereku, T., Mekuria, M., Jemal, Z., Amare, M., & Habtu, Y. 

(2024). Level of knowledge and intention to use oral fluid HIV self-testing and associated 

University of Ghana http://ugspace.ug.edu.gh



107 

 

factors among Ethiopian health care workers in southern Ethiopia. AIDS Research and 

Therapy, 21(1). https://doi.org/10.1186/s12981-024-00642-3 

De Neve, J. W., Garrison-Desany, H., Andrews, K. G., Sharara, N., Boudreaux, C., Gill, R., ... & 

Hay, S. I. (2017). Harmonization of community health worker programs for HIV: a four-

country qualitative study in Southern Africa. PLoS medicine, 14(8), e1002374. 

Dinglasan, J. L. G., Rosadiño, J. D. T., Pagtakhan, R. G., Cruz, D. P., Briñes, M. T., Regencia, Z. 

J. G., & Baja, E. S. (2022). ‘Bringing testing closer to you’: Barriers and facilitators in 

implementing HIV self-testing among Filipino men-having-sex-with-men and transgender 

women in National Capital Region (NCR), Philippines – a qualitative study. BMJ Open, 

12(3), e056697. https://doi.org/10.1136/bmjopen-2021-056697 

Dobson, L., Ilic, D., & Regan, M. (2018). Knowledge and attitudes of healthcare professionals 

regarding HIV self-testing. HIV/AIDS - Research and Palliative Care, 10, 151-158. 

Dworkin, S. L., Kodadek, L., Spindler, H., Kacanek, D., Maleko, V., Tavrow, P., ... & Banks, J. 

(2017). How people living with HIV in Malawi negotiate for safer sex amidst risks for 

violence and HIV transmission. Culture, Health & Sexuality, 19(1), 47-62. 

Ebeny, F. T. C. (2017). Assessment of Factors Affecting Modern Contraceptive Use Among 

Female Traders: A Case Study at the La-Nkawatanang-Madina Municipality Market in the 

Greater Accra Region of Ghana (Doctoral dissertation, Ensign Global College). 

Ebuenyi, I. D., Ogoina, D., Ikuabe, P. O., Harry, T. C., Inatimi, O., Chidiebere, O., & Nwaokorie, 

F. O. (2019). Self‐perception of risk of HIV infection and uptake of HIV screening test 

among students of a tertiary institution in Nigeria. American Journal of Tropical Medicine 

and Hygiene, 100(1), 223-227. 

Ehrenkranz, P., Rosen, S., Boulle, A., Eaton, J. W., Ford, N., Fox, M. P., ... & Holmes, C. B. 

(2021). The revolving door of HIV care: Revising the service delivery cascade to achieve the 

UNAIDS 95-95-95 goals. PLoS medicine, 18(5), e1003651. 

Elorreaga, O. A., Torres, T. S., Vega-Ramirez, E. H., Konda, K. A., Hoagland, B., Benedetti, M., 

Pimenta, C., Diaz-Sosa, D., Robles-Garcia, R., Grinsztejn, B., Caceres, C. F., & Veloso, 

V. G. (2022). Awareness, willingness and barriers to HIV Self-testing (HIVST) among 

University of Ghana http://ugspace.ug.edu.gh



108 

 

Men who Have Sex with Men (MSM) in Brazil, Mexico, and Peru: A web-based cross-

sectional study. PLOS Global Public Health, 2(7), e0000678. 

https://doi.org/10.1371/journal.pgph.0000678 

Eshun-Wilson, I., Mukumbwa-Mwenechanya, M., Kim, A. Y., Bharat, S., Baral, S. D., Pulerwitz, 

J., ... & Barnabas, R. V. (2021). Differentiated HIV sero-prevalence and willingness to use 

pre-exposure prophylaxis across migrant and non-migrant populations: a cross-sectional 

analysis of four sub-Saharan African surveys. The Lancet HIV, 8(6), e353-e362. 

European Center for Disease Prevention and Control: ECDC. (2023, September 15). Stigma: 

Survey of people living with HIV - Monitoring implementation of the Dublin Declaration 

on partnership to fight HIV/AIDS in Europe and Central Asia: 2022 progress report. 

European Centre for Disease Prevention and Control. 

https://www.ecdc.europa.eu/en/publications-data/hiv-stigma-survey 

Ezekwesili-Ofili, J. O., & Dienye, P. (2019). Knowledge and practice of prevention of mother to 

child transmission of HIV infection among antenatal mothers in Port Harcourt, Nigeria. 

Gender and Behaviour, 17(1), 12735-12748. 

Fauci, A. S., Redfield, R. R., Sigounas, G., Weahkee, M. D., & Giroir, B. P. (2019). Ending the 

HIV epidemic: A plan for the United States. JAMA, 321(9), 844-845. 

Firoozzare, A., Boccia, F., Yousefian, N., Ghazanfari, S., & Pakook, S. (2024). Understanding the 

role of awareness and trust in consumer purchase decisions for healthy food and products. 

Food Quality and Preference, 121, 105275. 

https://doi.org/10.1016/j.foodqual.2024.105275 

Ghana Statistical Service: GSS & ICF. (2022). Ghana Health and Demographic Survey 2022. ICF. 

https://www.dhsprogram.com/pubs/pdf/FR387/FR387.pdf 

Ghana, A. C. (2016). 2015 Bio-behavioral Survey Among Female Sex Workers and Their Non-

Paying Partners (NPP) in Ghana. 

Gómez, S. S., Garcia, N. A. M., Navarro, S. H., & Rodero, M. G. (2022). Analysis of parents and 

University of Ghana http://ugspace.ug.edu.gh



109 

 

caregivers' needs in the presurgical unit. European Journal of Pediatrics, 181(1), 385-393. 

Grinsztejn, B., Hosseinipour, M. C., Ribaudo, H. J., Swindells, S., Eron, J., Chen, Y. Q., ... & 

Cohen, M. S. (2014). Effects of early versus delayed initiation of antiretroviral treatment on 

clinical outcomes of HIV-1 infection: results from the phase 3 HPTN 052 randomised 

controlled trial. The Lancet infectious diseases, 14(4), 281-29. 

Gumede, S. D., & Sibiya, M. N. (2018). Health care users’ knowledge, attitudes and perceptions 

of HIV self-testing at selected gateway clinics at eThekwini district, KwaZulu-Natal 

province, South Africa. SAHARA-J: Journal of Social Aspects of HIV/AIDS, 15(1), 103–

109. https://doi.org/10.1080/17290376.2018.1517607 

Haakenstad, A., Johnson, E., Graves, C., Olivier, J., Duff, J., & Dieleman, J. L. (2019). Estimating 

the development assistance for Health in HIV from 44 donor governments: a cross-

sectional study. The Lancet HIV, 6(1), e71-e79. 

Holmes, C. B., Sanne, I., van Rie, A., Bachmann, M. H., de Bruyn, G., Havenga, Y. W., ... & 

Walker, S. (2017). Changing Models of Care to Improve Progression Through the HIV 

Treatment Continuum in Different Populations. Current HIV/AIDS Reports, 14(4), 145-

160. 

Indravudh, P. P., Choko, A. T., & Corbett, E. L. (2018). Scaling up HIV self-testing in sub-Saharan 

Africa: a review of technology, policy and evidence. Current opinion in infectious 

diseases, 31(1), 14. 

Indravudh, P. P., Hensen, B., Nzawa, R., Chilongosi, R., Nyirenda, R., Johnson, C. C., Hatzold, 

K., Fielding, K., Corbett, E. L., & Neuman, M. (2020). Who is Reached by HIV Self-

Testing? Individual Factors Associated With Self-Testing Within a Community-Based 

Program in Rural Malawi. JAIDS Journal of Acquired Immune Deficiency Syndromes, 

85(2), 165–173. https://doi.org/10.1097/qai.0000000000002412 

Indravudh, P. P., Sibanda, E. L., d’Elbée, M., Kumwenda, M. K., Ringwald, B., Maringwa, G., 

Simwinga, M., Nyirenda, L. J., Johnson, C. C., Hatzold, K., Terris-Prestholt, F., & 

Taegtmeyer, M. (2017). ‘I will choose when to test, where I want to test.’ AIDS, 

University of Ghana http://ugspace.ug.edu.gh



110 

 

31(Supplement 3), S203–S212. https://doi.org/10.1097/qad.0000000000001516 

Indravudh, P., Fielding, K., Kumwenda, M., Nzawa, R., Chilongosi, R., Desmond, N., ... & 

Corbett, E. L. (2017). Community-led delivery of HIV self-testing kits: a cluster-

randomized trial in Malawi. Conference on Retroviruses and Opportunistic Infections, 

Seattle, Washington. 

Jager, J., Putnick, D. L., & Bornstein, M. H. (2017). II. MORE THAN JUST CONVENIENT: 

THE SCIENTIFIC MERITS OF HOMOGENEOUS CONVENIENCE SAMPLES. 

Monographs of the Society for Research in Child Development, 82(2), 13–30. 

https://doi.org/10.1111/mono.12296 

Jamil, M. S., Prestage, G., Fairley, C. K., Grulich, A. E., Smith, K. S., Chen, M., ... & Walker, S. 

(2020). Effect of availability of HIV self-testing on HIV testing frequency in gay and 

bisexual men at high risk of infection (FORTH): a waiting-list randomised controlled trial. 

The Lancet HIV, 7(2), e241-e250. 

Jamil, M. S., Witzel, T. C., Lehe, J., Rasolofo, R. A., Mikolajczak, G., Streinu-Cercel, A., ... & 

DeHovitz, J. (2017). A qualitative exploration of HIV self-testing among key populations: 

Targeting focus group discussions in Cambodia, Senegal and Rwanda. PloS one, 12(12), 

e0186240. 

Jiamsakul, A., Kariminia, A., Althoff, K. N., Boettiger, D., Ng, O. T., Bijlmer, R., ... & Zhang, F. 

(2018, February). How viral load monitoring can reduce deaths in people with HIV. In 

Conference on Retroviruses and Opportunistic Infections (Vol. 193, No. Supplement_1, 

pp. 952-953). 

Johnson, C. C., Kennedy, C., Fonner, V., Siegfried, N., Figueroa, C., Dalal, S., ... & Baggaley, R. 

(2017). Examining the effects of HIV self-testing compared to standard HIV testing 

services: a systematic review and meta-analysis. Journal of the International AIDS Society, 

20(1), 21594. 

Joint United Nations Programme on HIV/AIDS, & Joint United Nations Programme on HIV/Aids. 

(2014). 90-90-90: an ambitious treatment target to help end the AIDS epidemic. Geneva: 

Unaids, 9-23. 

Jordão, T., Magno, L., Pereira, M., Rossi, T. R. A., de Almeida Silva, P., Figueiredo, M. A. A., ... 

University of Ghana http://ugspace.ug.edu.gh



111 

 

& Dourado, I. (2022). Willingness of health care providers to offer HIV self-testing from 

specialized HIV care services in the northeast of Brazil. BMC Health Services 

Research, 22(1), 713. 

Kasende, O., Lowes, R., Mosi, K. G., Kilembe, W., Bärnighausen, T., Seage, G. R., & Venter, F. 

W. D. (2017). Home visits significantly enhance contact tracing among newly diagnosed 

HIV-positive persons in rural Zambia and Uganda. AIDS (London, England), 31(22), 3127. 

Kennedy, D. A., Fonner, V. A., Sweat, M. D., Okero, F. A., Baggaley, R., & O'Reilly, K. R. (2016). 

Provider-initiated HIV testing and counseling in low-and middle-income countries: a 

systematic review. AIDS and Behavior, 17(5), 1571-1590. 

Ketor, C. E., McDonnell, J., Benneh, C. K., Sarkodie, E., Annobil, I., Atia, F., Mensah, A., 

Somuah, S. O., & Akakpo, S. (2024). Determinants of health-seeking behaviour in rural 

district of Jasikan, Ghana: A cross-sectional study. BMC Public Health, 24(1). 

https://doi.org/10.1186/s12889-024-20400-4 

Kinaro, J. W., Wangalwa, G., Karanja, S., Adika, B., Lengewa, C., & Masitsa, P. (2019). Socio-

Cultural barriers influencing utilization of sexual and reproductive health (SRH) 

information and services among adolescents and youth 10 - 24 years in pastoral 

communities in kenya. Advances in Sexual Medicine, 09(01), 1–16. 

https://doi.org/10.4236/asm.2019.91001 

Kumwenda, M. K., Johnson, C. C., Choko, A. T., Lora, W., Sibande, W., Sakala, D., ... & Corbett, 

E. L. (2019). Exploring social harms during distribution of HIV self-testing kits using 

mixed-methods approaches in Malawi. Journal of the International AIDS Society, 22, 

e25251. 

Kwarteng, A. B., Skokova, Y., & Agyemang-Duah, W. (2020). Knowledge and attitudes on 

HIV/AIDS and HIV testing among basic school students in Tamale Metropolis, 

Ghana. Journal of Public Health, 28, 181-189. 

Ky-Zerbo, O., Desclaux, A., Boye, S., Vautier, A., Rouveau, N., Kouadio, B. A., Fotso, A. S., 

Pourette, D., Maheu-Giroux, M., Sow, S., Camara, C. S., Doumenc-Aïdara, C., Keita, A., 

University of Ghana http://ugspace.ug.edu.gh



112 

 

Boily, M. C., Silhol, R., d’Elbée, M., Bekelynck, A., Gueye, P. A., Diop, P. M., … 

Larmarange, J. (2022). Willingness to use and distribute HIV self-test kits to clients and 

partners: A qualitative analysis of female sex workers’ collective opinion and attitude in 

Côte d’Ivoire, Mali, and Senegal. Women’s Health, 18. 

https://doi.org/10.1177/17455057221092268 

Ky-Zerbo, O., Desclaux, A., Kouadio, A. B., Rouveau, N., Vautier, A., Sow, S., Camara, S. C., 

Boye, S., Pourette, D., Sidibé, Y., Maheu-Giroux, M., & Larmarange, J. (2021). 

Enthusiasm for Introducing and Integrating HIV Self-Testing but Doubts About Users: A 

Baseline Qualitative Analysis of Key Stakeholders’ Attitudes and Perceptions in Côte 

d’Ivoire, Mali and Senegal. Frontiers in Public Health, 9. 

https://doi.org/10.3389/fpubh.2021.653481 

Lancaster, K. E., Cernigliaro, D., Zulliger, R., & Fleming, P. F. (2016). HIV care and treatment 

experiences among female sex workers living with HIV in sub-Saharan Africa: A 

systematic review. African journal of AIDS research, 15(4), 377-386. 

Laxmeshwar, C., Hegde, A., Dange, A., Mariyappan, K., Soosai, M., Mane, S., Sivasubramanian, 

M., Doddamane, M., Mukherjee, M., Shreenivas, G. S., Pardesi, M., Jambhale, V., Rao 

Pakkela, V., Arumugam, V., Rungta, V., Bansal, Y., Chaudary, J., Yeldandi, V., 

Periasamy, M., … Green, K. (2024). Acceptability, usability, and willingness to pay for 

HIV self‐test kits distributed through community‐based, PLHIV network‐led and private 

practitioners models in India: Results from the STAR III Initiative. Journal of the 

International AIDS Society, 27(8). https://doi.org/10.1002/jia2.26348 

Lazarus, J. V., Safreed-Harmon, K., Kamarulzaman, A., Dedes, N., Seminari, E., Cross, S., ... & 

Neaton, J. (2018, March). Global trends in antiretroviral therapy in low and middle income 

countries: emerging results from the health systems responses to HIV patients: a multi-

country analysis project. In Conference on Retroviruses and Opportunistic Infections (Vol. 

University of Ghana http://ugspace.ug.edu.gh



113 

 

192, No. Supplement_1, pp. TUPEB436-TUPEB436). 

Lyons, C. E., Ketende, S., Diouf, D., Drame, F. M., Liestman, B., Coly, K., ... & Baral, S. (2017). 

Potential impact of integrated stigma mitigation interventions in improving HIV/AIDS 

service delivery and uptake for key populations in Senegal. Journal of acquired immune 

deficiency syndromes (1999), 74(1), S52. 

Maartens, G., Celum, C., & Lewin, S. R. (2014). HIV infection: epidemiology, pathogenesis, 

treatment, and prevention. The Lancet, 384(9939), 258-271. 

MacPherson, P., Lalloo, D. G., Webb, E. L., Maheswaran, H., Choko, A. T., Makombe, S. D., ... 

& Corbett, E. L. (2014). Effect of optional home initiation of HIV care following HIV self-

testing on antiretroviral therapy initiation among adults in Malawi: a randomized clinical 

trial. Jama, 312(4), 372-379. 

Maksud, I., Fernandes, N. M., & Filgueiras, S. L. (2015). Technologies for HIV prevention and 

care: challenges for health services. Revista Brasileira de Epidemiologia, 18, 104-119. 

Maman, S., Mbwambo, J. K., Mukungwa, V., Van Rooyen, H., & Amlin, X. A. (2017). Improving 

engagement in a PMTCT Option B+ program through addressing barriers to clinic 

attendance and male involvement: a quasi experimental study. PloS one, 12(9), e0182754. 

Marsh, K., Eaton, J. W., Mahy, M., Sabin, K., Autenrieth, C. S., Wanyeki, I., ... & Ghys, P. D. 

(2019). Global, regional and country-level 90–90–90 estimates for 2018: assessing progress 

towards the 2020 target. AIDS (London, England), 33(Suppl 3), S213. 

Martínez Pérez, G., Steele, S. J., Govender, I., Arellano, G., Mkwamba, A., Hensen, B., ... & 

Ellman, T. (2022). HIV self‐testing knowledge, attitudes and practices among healthcare 

workers in Malawi. Journal of the International AIDS Society, 25, e25775. 

Mohammed, S., Zogli, K. E., Kankpi, T., & Banyeh, M. (2022). Determinants of voluntary 

HIV/AIDS counseling and testing among university students in Ghana. Asian Journal of 

Advanced Research and Reports, 46-56. 

Mokgatle, M. M., & Madiba, S. (2017). High acceptability of HIV self-testing among technical 

vocational education and training college students in Gauteng and North West Province: 

What are the implications for the scale up in South Africa? PLOS ONE, 12(1), e0169765. 

https://doi.org/10.1371/journal.pone.0169765 

Monteiro, S. S., Brigeiro, M., Vilella, W. V., Mora, C., & Parker, R. (2019). Challenges facing 

University of Ghana http://ugspace.ug.edu.gh



114 

 

HIV treatment as prevention in Brazil: an analysis drawing on literature on testing. Ciência 

& Saúde Coletiva, 24, 1793-1807. 

Mphande, M., Campbell, P., Hoffman, R. M., Phiri, K., Nyirenda, M., Gupta, S. K., Wong, V., & 

Dovel, K. (2021). Barriers and facilitators to facility HIV self-testing in outpatient settings 

in Malawi: A qualitative study. BMC Public Health, 21(1). https://doi.org/10.1186/s12889-

021-12213-6 

Muyingo, S., Etoori, D., Lotay, P., Malamba, S., Olweny, J., Keesler, K., Wiersma, S., Jjemba, P., 

& Settaala, R. (2022). The procurement and supply chain strengthening project: Improving 

public health supply chains for better access to HIV medicines, Uganda 2011–2016. 

Journal of Pharmaceutical Policy and Practice, 15(1). https://doi.org/10.1186/s40545-

022-00467-3 

Nagai, H., Tagoe, H., Tun, W., Adiibokah, E., Ankomah, A., Rahman, Y. A. A., ... & Kowalski, 

M. (2021). Perspectives of policymakers on the introduction and Scale-Up of HIV Self-

Testing and Implication for National HIV Programming in Ghana. Frontiers in Public 

Health, 9, 694836. 

Nibret Eskezia, B., Tafere, Y., Aschale, A., & Abebe Moges, N. (2023). Uptake of HIV self-testing 

and associated factors among female sex workers at non-governmental HIV testing 

facilities in Debre Markos and Bahir Dar towns, northwest Ethiopia, 2022. HIV/AIDS - 

Research and Palliative Care, Volume 15, 279–291. https://doi.org/10.2147/hiv.s385526 

Njau, B., Covin, C., Lisasi, E., Damian, D., Mushi, D., Boulle, A., & Mathews, C. (2019). A 

systematic review of qualitative evidence on factors enabling and deterring uptake of HIV 

self-testing in Africa. BMC Public Health, 19(1). https://doi.org/10.1186/s12889-019-

7685-1 

Olakunde, B. O., Alemu, D., Conserve, D. F., Mathai, M., Mak’anyengo, M. O., & Jennings Mayo-

Wilson, L. (2022). Awareness of and willingness to use oral HIV self-test kits among 

University of Ghana http://ugspace.ug.edu.gh



115 

 

Kenyan young adults living in informal urban settlements: A cross-sectional survey. AIDS 

Care, 35(9), 1259–1269. https://doi.org/10.1080/09540121.2022.2050176 

Oleribe, O. O., Momoh, J., Uzochukwu, B. S., Mbofana, F., Adebiyi, A., Barbera, T., Williams, 

R., & Taylor-Robinson, S. D. (2019). Identifying key challenges facing healthcare systems 

in Africa and potential solutions. International Journal of General Medicine, 12, 395–403. 

https://doi.org/10.2147/IJGM.S223882 

Ortblad, K. F., Musoke, D. K., Ngabirano, T., Nakitende, A., Taasi, G., Barresi, L. G., ... & 

Oldenburg, C. E. (2018). HIV self-test performance among female sex workers in Kampala, 

Uganda: a cross-sectional study. BMJ open, 8(11), e022652.  

Pai, N., Esmail, A., Saha Chaudhuri, P., Oelofse, S., Pretorius, M., Marathe, G., Daher, J., 

Smallwood, M., Karatzas, N., Fadul, M., de Waal, A., Engel, N., Zwerling, A. A., & Dheda, 

K. (2021). Impact of a personalised, digital, HIV self-testing app-based program on 

linkages and new infections in the township populations of South Africa. BMJ Global 

Health, 6(9), e006032. https://doi.org/10.1136/bmjgh-2021-006032 

Phaswana-Mafuya, N., Simbayi, L., Wabiri, N., Cloete, A., & Ghana AIDS Commission. (2020). 

The Ghana men's study II: mapping and population size estimation (MPSE) and integrated 

bio-behavioral surveillance survey (IBBSS) amongst men who have sex with men (MSM) in 

Ghana 

Rodger, A. J., Cambiano, V., Bruun, T., Vernazza, P., Collins, S., Van Lunzen, J., ... & PARTNER 

Study Group. (2016). Sexual activity without condoms and risk of HIV transmission in 

serodifferent couples when the HIV-positive partner is using suppressive antiretroviral 

therapy. Jama, 316(2), 171-181. 

Sánchez, S. I., Jones, H. R., Bogen, K. W., & Lorenz, T. K. (2023). Barriers experienced by 

emerging adults in discussing their sexuality with parents and health care providers: A 

mixed-method study. American Journal of Orthopsychiatry, 93(4), 335–349. 

https://doi.org/10.1037/ort0000677 

University of Ghana http://ugspace.ug.edu.gh



116 

 

Soe, P., Johnston, L. G., Makuza, J. D., & Karim, M. E. (2023). The association between HIV self-

test awareness and recent HIV testing uptake in the male population in Gambia: Data 

analysis from 2019–2020 demographic and health survey. BMC Infectious Diseases, 23(1). 

https://doi.org/10.1186/s12879-023-08254-4 

Tarchi, C., Zaccoletti, S., & Mason, L. (2021). Learning from text, video, or subtitles: A 

comparative analysis. Computers &amp; Education, 160, 104034. 

https://doi.org/10.1016/j.compedu.2020.104034 

Tenny, S., Brannan, J. M., & Brannan, G. D. (2022). Qualitative study. StatPearls. 

Tepe-Mensah, M., Osarfo, J., Agbeno, E. K., & Ampofo, G. D. (2022). Willingness to Test for 

Human Immunodeficiency Virus (HIV) Infection among First-Year Students of a Public 

University in the Volta Region of Ghana. Venereology, 1(2), 212-222. 

Thompson, A. E., Anisimowicz, Y., Miedema, B., Hogg, W., Wodchis, W. P., & Aubrey-Bassler, 

K. (2016). The influence of gender and other patient characteristics on health care-seeking 

behaviour: A QUALICOPC study. BMC Family Practice, 17(1). 

https://doi.org/10.1186/s12875-016-0440-0 

Tun, W., Vu, L., Dirisu, O., Sekoni, A., Shoyemi, E., Njab, J., ... & Adebajo, S. (2018). Uptake of 

HIV self‐testing and linkage to treatment among men who have sex with men (MSM) in 

Nigeria: A pilot programme using key opinion leaders to reach MSM. Journal of the 

International AIDS Society, 21, e25124. 

UNAIDS. (2019). Country Progress Report-Ghana: Global AIDS Monitoring. 

UNAIDS. Ending AIDS: Progress towards the 90-90-90 targets. Geneva, Switzerland: Joint 

United Nations Programme on HIV/AIDS (UNAIDS); 2017. [Google Scholar] 

UNAIDS. Fast-Track—Ending the AIDS epidemic by 2030. Available 

from: https://www.unaids.org/sites/default/files/media_asset/JC2686_WAD2014report_en.p

df:2014. 

UNAIDS. Prevailing against pandemics by putting people at the centre—World AIDS Day report 

2020. Available from: https://www.unaids.org/sites/default/files/media_asset/prevailing-

University of Ghana http://ugspace.ug.edu.gh

https://scholar.google.com/scholar?q=UNAIDS.+Ending+AIDS:+Progress+towards+the+90-90-90+targets.+Geneva,+Switzerland:+Joint+United+Nations+Programme+on+HIV/AIDS+(UNAIDS);+2017.+
https://www.unaids.org/sites/default/files/media_asset/JC2686_WAD2014report_en.pdf:2014
https://www.unaids.org/sites/default/files/media_asset/JC2686_WAD2014report_en.pdf:2014
https://www.unaids.org/sites/default/files/media_asset/prevailing-against-pandemics_en.pdf


117 

 

against-pandemics_en.pdf [updated 26 November 2020]. 

UNAIDS. AIDS by the numbers. Geneva, Switzerland: Joint United Nations Programme on 

HIV/AIDS (UNAIDS); 2016. [Google Scholar] 

United Nations: UN. (2022). Household Size & Composition, 2022. 

https://population.un.org/household/#/countries/840 

Vara, P. A., Buhulula, L. S., Mohammed, F. A., & Njau, B. (2020). Level of knowledge, 

acceptability, and willingness to use oral fluid HIV self-testing among medical students in 

Kilimanjaro region, Tanzania: A descriptive cross-sectional study. AIDS Research and 

Therapy, 17(1). https://doi.org/10.1186/s12981-020-00311-1 

World Health Organization. (2016). Guidelines on HIV self-testing and partner notification: 

supplement to consolidated guidelines on HIV testing services. World Health Organization. 

 

 

 

 

 

 

 

 

 

 

 

University of Ghana http://ugspace.ug.edu.gh

https://www.unaids.org/sites/default/files/media_asset/prevailing-against-pandemics_en.pdf
https://scholar.google.com/scholar?q=UNAIDS+.++AIDS+by+the+numbers+.++Geneva,+Switzerland+:++Joint+United+Nations+Programme+on+HIV/AIDS+(UNAIDS)+;++2016+.+


118 

 

PARTICIPANT INFORMATION S EET –  EALT CARE USERS 

Principal Investigator:  Leticia Sekyiwaa Nkrumah 

Institution: School of Public Health, University of Ghana   

Project Title: KNOWLEDGE AND WILLINGNESS TO USE HIV SELF-TESTING AMONG 

HEALTHCARE SERVICE PROVIDERS AND THEIR CLIENTS IN LA-NKWANTANANG, 

MADINA. 

Introduction: Hi, my name is (NAME) I am a Research Assistant, and I am working with the 

Principal Investigator Leticia Sekyiwaa Nkrumah 

 

Background and Purpose of the Research: Globally, 39 million people were living with HIV at 

the end of 2022 and remains a significant global public health challenge, with Ghana being one of 

the countries bearing a substantial burden of the disease. Despite significant strides in HIV 

programs worldwide, a substantial number of individuals living with HIV remain unaware of their 

status. This study is being conducted to understand the knowledge and willingness of healthcare 

providers and their clients to adopt HIV self-testing (HIVST), particularly in the specific context 

of La-Nkwantanang, Madina where prevalence is 6.6% (Ghana's HIV Fact Sheet, 2019). By 

participating in this research, you will contribute valuable insights to the development of targeted 

interventions and policies, ultimately improving HIV testing services and reducing undiagnosed 

HIV infections in the community. 

 

Nature of Research: This study seeks to determine knowledge and willingness to utilize HIV self-

testing among healthcare providers and their clients in La-Nkwantanang, Madina. The research 

will involve interviewing healthcare service providers and the clients they render services to gather 

information about their level of knowledge on HIV self-testing and also to find out their 

willingness to use HIV self-testing as well as their perceptions, barriers, and challenges associated 

with HIV self-testing.  

Participants Involvement: If you agree to participate in this study, you will be asked to complete 

a structured questionnaire that will take approximately 20 minutes. The questionnaire will inquire 

information on your sociodemographic (sex, age, religion, level of education, tribe, income, and 

marital status). The second part will assess your level of knowledge of HIVST, the third part will 

assess your sexual behaviour, the fourth part will assess your willingness and awareness of HIVST, 

and the final part will assess your Attitudes and Perceptions about HIVST. 

 Benefits: There will be no direct benefit to participating in this study. However, the information 

gained may be useful in the future. The findings of this study can enhance the current and future 

reproductive health delivery systems. 

Risk: There are no known risks associated with participating in this study. However, some people 

may find questions on sexual behaviour to be sensitive. Efforts will be made to minimize any 

potential discomfort, and all COVID-19 Guidelines and standard practices will be adhered to 

during the study. 
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Compensation: The study participants will not receive money or any form of compensation for 

their participation. They will be appreciated verbally by thanking them post-interview.  

Confidentiality: All information provided by participants will be kept strictly confidential. Your 

identity will not be disclosed in any reports or publications resulting from this study. 

Rights of the Participant: You have the right to withdraw from this study at any time without 

giving a reason. You also have the right to ask for clarification about any of the information that 

you have been given. 

Outcome and Feedback: Data collected will be analyzed for research purposes, and findings may 

be disseminated in academic journals or presentations. However, individual participants will not 

receive feedback on their specific responses. If you have any questions or concerns, please do not 

hesitate to contact the researcher. 

 

Contacts for Additional Information: You can contact me if you need further information 

regarding this research. 

Name: Leticia Sekyiwaa Nkrumah    Contact: 0248526074    Email: leticiayeboah50@gmail.com 

For ethical concerns and participant rights clarification, you can contact:  Nana Abena Apatu 

(Ethics Review Committee Administrator) at Ghana Health Service   

Telephone: 0503539896 Email: ethics.research@ghs.gov.gh    

Please indicate your agreement to participate in this study by signing or thumb-printing the consent 

form provided.   
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APPENDIX I: QUESTIONNAIRE 

QUESTIONNAIRE 

KNOWLEDGE AND WILLINGNESS TO USE HIV SELF-TESTING AMONG HEALTH 

FACILITY CLIENTS IN LA-NKWANTANANG, MADINA 

Participant ID…………………………..…..……………… 

Research Assistant…………………………………………. 

Questions Responses Remarks 

A: Socio-demographic characteristics 

A1. What is your current age?  ………………. (years)  

A2. Gender 1. Male 

2. Female 

 

A3. Marital status 1. Married 

2. Unmarried 

 

A4. What is the highest level of education you 

have completed? 

1. No formal Education 

2. Primary (Basic Education) 

3. SHS)/Vocational  

4. Tertiary 

 

A5. What is your religion 1. Christian                                 

2. Muslim                                   

3. Africa Traditional                   

 

A6.  Occupation  1. Unemployed 

2. Government employee 

3. Private employee 

4. Self-employed 

 

A7. Which ethnic group do you belong to? 1. Akan 

2. Ga-Adangbe 

3. Ewe 

4. Mole-Dagbani 

5. Grusi 

6. Gurma 

7. Mande 

Others….. specify 

 

A8. Average Monthly income in Ghana cedis …………………. …  
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A9. How many people currently live in your 

household, including yourself? (Hint: A 

household refers to people who usually live 

together and share food from the same cooking 

pot, whether related or not). 

…………………….  

B. Sexual Behaviours   

B1. Have you ever had sex? 1. Yes 

No  

Skip if the 

person is 

married  

B2. How old were you when you first had sex? 3. ………………….. years  

B3. How many people or partners have you had 

sex with in the past one year? 

One 

Two 

4. More than two 

 

B4. Did you use condom during your last sexual 

intercourse? 

 

1. Yes 

No 

 

B5. Have you ever had a sexually transmitted 

disease in the past? 

1. Yes 

3. No  

 

B6. Have you ever had sex with a stranger? 1. Yes 

2. No 

 

B7. Have you ever had sex while on alcohol or 

drunk?  

 

1. Yes 

2. No 
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B8. Have you ever had sex in exchange for money 

or a gift? 

1. Yes 

2. No 

 

B9.  Have you ever tested for HIV? 

 

1. Yes 

2. No 

 

B10.if yes to the above, When was your most 

recent HIV test 

Less than a month 

1-2 months 

3 months or more 

4. One year or more. 

 

B11. Do you know your HIV status? 1. Yes 

2. No 

 

C. Willingness and Awareness of  IVST   

C1. Have you ever heard of HIV self-test?   1. Yes 

2. No 

 

C2. If yes, where did you hear it from 1. Social media  

2. TV/Radio 

3. Friend  

4. Health worker  

5. Church/mosque  

6. Internet 

Others specify ……… 

 

C2A. If no, provide the WHO definition of HIVST 

and continue 

 

 HIVST is defined as: “a process whereby 

someone collects his or her specimen (oral 

fluid or blood) and then performs an HIV 

test and interprets the result, often in a 

private setting, either alone or with 

someone he or she trusts 

 

C3. Will you be willing to use the HIVST if it is 

available? 

1. Yes 

2. No 

 

University of Ghana http://ugspace.ug.edu.gh



123 

 

C3A. If yes, what would be some possible reasons 

to use the HIV self-test 

 

Multiple responses 

 Privacy 

 Reduced stigma, 

 Convenience 

 Accessibility 

 Psychological benefits 

Others (specify) 

 

C3B. if no, what would be some possible reasons 

to not use the HIV self-test? 

 

Multiple responses 

 Stigma, 

 Fear of results,  

 mistrust in accuracy 

 cost 

  availability 

Others (specify) 

 

C4. Are you willing to pay money to buy a self-

test kit should it be available to the general public? 

1. Yes 

2. No 

 

C4A. If yes, how much are you willing to pay for 

it? 

…………………………..  

C5. Would you be comfortable asking your sexual 

partner(s) to use an HIV self-test before you had 

sex?  

 

1. Yes 

2. No 

 

C6. Where would you prefer to go and collect an 

HIV self-test kit? 

 

1. Public facility 

2. Pharmacy 

3. Private facility 

4. Others (specify)……. 

 

C7. Which group of people do you think will be 

more willing to use this kit? 

1. Males  

2. Females 

3. Teenagers 
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D. Level of Knowledge on  IVST  

 

  

D1. It is legal to use HIV self-test kits in Ghana 1. Yes  

2. No 

3. Not sure 

 

D2. HIVST kits are available in pharmacies and 

chemical shops 

1. Yes  

2. No 

5. Not sure 

 

D3. HIVST is done using fluid from the mouth 1. Yes  

2. No 

4. Not sure 

 

D4. HIVST is done using blood 1. Yes  

2. No 

5. Not sure 

 

D5. A person can perform the HIVST on 

herself/himself 

1. Yes  

2. No 

5. Not sure 

 

D6.  It takes 20–40 minutes to get results from the 

HIVST 

1. Yes  

2. No 

5. Not sure 

 

D7. The HIVST test can be negative if the HIV 

infection is less than three months 

1. Yes  

2. No 

8. Not sure 

 

D8. A single reactive self-test result does not 

provide an HIV-positive diagnosis. 

1. True 

2. False 

4. Don’t know 

 

D9. A nonreactive HIVST result does not require 

further confirmatory tests except for when PrEP is 

to be initiated. 

1. Yes  

2. No 

2. Not sure 
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D10. A person needs to be counseled by an HIV 

counselor before and after taking the HIV self-

test.  

1. Yes  

2. No 

2. Not sure 

 

E. Attitudes and Perceptions   

E1. Do you think the results from the HIVST kit 

is credible? 

 

1. Yes 

2. No 

 

E2. Do you think the HIVST is safe to use? 1. Yes 

2. No 

 

E3. Do you think the HIVST is convenient to use 1. Yes 

2. No 

 

E4. Do you think the HIVST is easy to use 1. Yes 

2. No 

 

E5. How easy do you think it is to obtain an 

HIVST kit in your area? 

 

1. Not easy 

2. Easy 

3. Very Easy 

 

E6. How comfortable would you feel using an 

HIV self-test on your own? 

1.  Very comfortable 

2.  Comfortable 

3.  Neutral 

4. Uncomfortable 

5. Very uncomfortable 

 

E7. Do you fear experiencing stigma or 

discrimination in purchasing HIVST? 

1. Yes 

2. No 

 

E8. Do you think HIV self-testing can reduce the 

stigma associated with HIV testing? 

1. Yes 

2. No 

3. Unsure 

 

E9. Would you trust the results of an HIV self-test 

as much as a test conducted by a healthcare 

professional? 

1. Yes 

2. No 
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E10. How likely are you to recommend HIV self-

testing to friends or family members? 

1. Very likely 

2. Likely 

3. Neutral 

4. Unlikely 

5. Very unlikely 

 

E11. What is your main concern about using HIV 

self-tests? 

Multiple responses (tick as many that are 

applicable)  

1. Accuracy of the results 

2. Privacy and confidentiality 

3. Cost of the tests 

4. Ease of use 

5. Lack of immediate professional 

support 

6. No concerns 

7. Others, specify ………. 

 

E12. Do you think HIV self-testing should be 

more widely promoted and available? 

1. Yes 

2. No 

 

E13. Would the availability of HIV self-tests 

affect your willingness to get tested for HIV? 

1. Yes 

2. No 

3. Unsure 

 

E14. In your opinion, what is the best way to 

educate people about HIV self-testing? 

Tick as many as are applicable 

 

  Healthcare provider 

consultations 

  Public awareness campaigns 

  Online resources and tutorials 

  Community workshops 

  Educational materials in clinics 

        Other (please specify): 

_______________ 
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E15. Would you feel comfortable seeking 

confirmation, support, and counseling in the 

hospital after using an HIV self-testing kit?  

1. Yes 

2. No 

3. Not sure 

 

 

 

 

IN-DEPTH INTERVIEW QUESTIONNAIRE 

KNOWLEDGE AND WILLINGNESS TO USE HIV SELF-TESTING AMONG 

HEALTHCARE SERVICE PROVIDERS IN LA-NKWANTANANG, MADINA 

1. Can you please tell me about your age, your current role, years of experience in healthcare, 

and the specific area of healthcare service you are involved in? 

2. How long have you been working as a healthcare service provider in this facility? 

3.  What is your experience with HIV testing and counseling services in your current role? 

4. What are the current HIV testing services available in Ghana and in your facility? Probe 

what is the perception and level of acceptance and use of the existing services by Clients 

or patients. 

5. Have you heard about HIV self-testing before? If yes please share with me what you know 

or have heard about HIVST and HIVST procedures. Probe where they heard it from, their 

thoughts about HIVST 

6. What are your views about HIVST? (What do you believe are the advantages and 

disadvantages of HIV self-testing compared to traditional HIV testing methods?) Probe for 

comparison between current routine HIV testing and HIVST. 

7. Are you willing to incorporate HIV self-testing into your healthcare services? Why or why 

not? 

8. What factors would influence your willingness to offer HIV self-testing to your patients? 

9.  Do you think your patients would prefer HIV self-testing over traditional methods? Why 

or why not? 

10.  How do you think HIV self-testing could impact the overall HIV testing rates in your 

community? 

11. When made available, where and how do you think HIVST kits should be accessed and 

distributed to patients? Probe for location i.e. facilities, vendors, peers, clinic, pharmacy, 

mobile clinics, and community centers. Probe for reasons for the selected point of 

dissemination. Probe for person to disseminate. 

12. What challenges will hinder the incorporation of HIV self-testing into your healthcare 

services? 

University of Ghana http://ugspace.ug.edu.gh



128 

 

13. Are there any specific challenges or barriers you think might prevent patients from using 

HIV self-testing? 

14. What would be the possible challenges associated with using and distributing HIV self-test 

kits? 

15.  How do you think issues such as cost, accessibility, and stigma might affect the 

implementation of HIV self-testing? 

16. What measures do you think could be taken to address these challenges and barriers? 

17. Do you think clients or patients would be willing to pay for the Kit? How much would they 

be willing to pay for it and why? Probe what would motivate them to pay. 

 

18. What are your concerns about HIVST? Probe Greater potential for inaccurate results, 

psychological danger when decoupling testing and counseling, Greater difficulty ensuring 

referral to treatment and care, Potential unethical use of HIV self-testing, Self-testing as 

justification for unprotected sex, Concern for safe disposal of biohazard materials) 

 

19.  What are your perceptions/opinions on test accuracy? Probe How would you perceive 

the results, what would you do if the result was negative positive, unclear or you are 

uncertain? 

 

20.  What strategies can be put in place to support and promote the uptake of HIVST among 

clients? 

 

21. . Is there anything else you would love to share with me about what we have been 

discussing or HIV testing in general? 
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PARTICIPANT INFORMATION S EET - EALT CARE PROVIDERS 

Principal Investigator:  Leticia Sekyiwaa Nkrumah 

Institution: School of Public Health, University of Ghana   

Project Title: KNOWLEDGE AND WILLINGNESS TO USE HIV SELF-TESTING AMONG 

HEALTHCARE SERVICE PROVIDERS AND THEIR CLIENTS IN LA-NKWANTANANG, 

MADINA. 

Introduction: Hi, my name is (NAME) I am a Research Assistant, and I am working with the 

Principal Investigator Leticia Sekyiwaa Nkrumah 

 

Background and Purpose of the Research: Globally, 39 million people were living with HIV at 

the end of 2022 and remains a significant global public health challenge, with Ghana being one of 

the countries bearing a substantial burden of the disease. Despite significant strides in HIV 

programs worldwide, a substantial number of individuals living with HIV remain unaware of their 

status. This study is being conducted to understand the knowledge and willingness of healthcare 

providers and their clients to adopt HIV self-testing (HIVST), particularly in the specific context 

of La-Nkwantanang, Madina where prevalence is 6.6%. By participating in this research, you will 

contribute valuable insights to the development of targeted interventions and policies, ultimately 

improving HIV testing services and reducing undiagnosed HIV infections in the community. 

 

Nature of Research: This study seeks to determine knowledge and willingness to utilize HIV self-

testing among healthcare providers and their clients in La-Nkwantanang, Madina. The research 

will involve interviewing healthcare service providers to gather information about their knowledge 

of HIV self-testing and their willingness to use and incorporate HIV self-testing into their 

healthcare services as well as their perceptions, barriers, and challenges about HIV self-testing.  

Participants Involvement: If you agree to participate in this study, you will be engaged in a 

recorded interview which will not last for more than 40 minutes. This will be done in person and 

at a private place.  

Benefits: There will be no direct benefit to participating in this study. However, the information 

gained may be useful in the future. The findings of this study can enhance the current and future 

reproductive health delivery systems. 

Risk: There are no known risks associated with participating in this study. However, efforts will 

be made to minimize any potential discomfort, and all COVID-19 Guidelines and standard 

practices will be adhered to during the study. 

 

Compensation: Participants will receive some form of remuneration for their time. 

Confidentiality: All information provided by participants will be kept strictly confidential. Your 

identity will not be disclosed in any reports or publications resulting from this study. 

Rights of the Participant: You have the right to withdraw from this study at any time without 

giving a reason. You also have the right to ask for clarification about any of the information that 

you have been given. 
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Outcome and Feedback: Data collected will be analyzed for research purposes, and findings may 

be disseminated in academic journals or presentations. However, individual participants will not 

receive feedback on their specific responses. If you have any questions or concerns, please do not 

hesitate to contact the researcher. 

Contacts for Additional Information: You can contact me if you need further information 

regarding this research. 

Name: Leticia Sekyiwaa Nkrumah    Contact: 0248526074    Email: leticiayeboah50@gmail.com 

For ethical concerns and participant rights clarification, you can contact:  Nana Abena Apatu 

(Ethics Review Committee Administrator) at Ghana Health Service   

Telephone: 0503539896 Email: ethics.research@ghs.gov.gh    

Please indicate your agreement to participate in this study by signing or thumb-printing the consent 

form provided.   
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CONSENT FORM 

 

STUDY TITLE: Knowledge and willingness to use HIV Self-testing among healthcare service 

providers and their clients in La-Nkwantanang Madina. 

 

PARTICIPANTS’ STATEMENT 

 

I acknowledge that I have read or have had the purpose and contents of the Participants’ 

Information Sheet read and all questions satisfactorily explained to me in a language I understand 

(English/Akan). I fully understand the contents and any potential consequences as well as my right 

to change my mind (i.e. withdraw from the research) even after I have signed this form. 

 

 

I voluntarily agree to be part of this research. 

 

 

Name of Participant………………………….. 

 

 

Participants’ Signature ……………………...OR Thumb Print…………………………… 

 

Date:…………………………………. 

 

 

 

INTERPRETERS’ STATEMENT 

I interpreted the purpose and contents of the Participants’ Information Sheet to the afore named 

participant to the best of my ability in the (English/Akan) language to his proper understanding. 

 

All questions, appropriate clarifications sort by the participant and answers were also duly 

interpreted to his/her satisfaction. 

 

 

Name of Interpreter…………………………… 

 

 

Signature of Interpreter……………………….. OR Thumb Print ………............................ 

 

 

Date:……………………… 

 

 

Contact Details..................................................... 
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STATEMENT OF WITNESS 

 

I was present when the purpose and contents of the Participant Information Sheet was read and 
explained satisfactorily to the participant in the language he/she understood (English/Akan) 

 

I confirm that he/she was given the opportunity to ask questions/seek clarifications and same were 

duly answered to his/her satisfaction before voluntarily agreeing to be part of the research. 
 

 

Name:………………………… 
 

 

Signature…………………………... OR Thumb Print ………............................ 
 

 

Date:…………………………… 
 

 

 

 

INVESTIGATOR STATEMENT AND SIGNATURE 

 

I certify that the participant has been given ample time to read and learn about the study. All 
questions and clarifications raised by the participant have been addressed. 
 

 

Researcher’s name………………………………………. 
 

 

Signature …………………………………………………. 
 

 

Date…………………………………………………………. 
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