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behaviour was significantly associated with individual HCT utilisation among urban men (Leta,
Sandoy & Fylkesnes, 2012). They are presumably unlikely to have told their partners of their
high risk behaviour since if they test HIV negative, then they are “safe” and don’t need to
disclose their relationships with other partners, based solely on the need/compulsion to inform
their spouse/regular partner that they would have had, if they had tested HIV positive. They may
of course still inform their spouse/regular partner of their other sexual relationships, but they will
do this based on other factors than the fear of spreading HIV to their spouse/regular partner. On
the other hand if they test HIV positive then they are faced with the difficult decision of whether
to disclose both their HIV status and by extension their other sexual relationships to their

spouse/regular partner, or not.

The above finding in this study was different from that of Maman et al. (2001) which
investigated partner violence after HIV testing among married women in Dar es Salaam and
found that husbands, who were suspected of infidelity by their wives found CHCT to be a way of
regaining a partner’s trust. Similar findings were observed in the study by Tabana et al. (2013),
where men who tested HIV negative (concordant negative) as a couple, were motivated to stay
negative and promised to abstain from risky behaviours, end extra-marital sexual relations and
revert to practicing fidelity. The difference between this study and the studies by Maman &
Tabana might however be more apparent than real, since if the majority of these men suspected
by their wives of having other sexual relationships did not in fact have these other liaisons, then
it would make rational sense for them to agree to CHCT as a means of restoring trust, since
CHCT would then in their view then be “safe”. Furthermore, those who thought that their
partners were at risk of HIV infection because their partners had suffered from prolonged
illnesses (56% cases, 40%controls) were more likely to go for CHCT because they wanted to
know their HIV test results as a couple. It could imply that the spouse’s illness is suspiciously
perceived as being associated with HIV infection so the partner would want to ensure that they
know their status especially if the partners has not disclosed what they are suffering from.
Normally, they would test as individual HCT and after knowing their status they would now

suggest to go for CHCT.

On the surface it would appear irrational that those men who suspect their partners of being at
risk of HIV infection would not be enthusiastic about testing for HIV via CHCT, as they could
thereby expose and confront their partners with their risky behaviour. However on a deeper level,
even if they suspect their partners had sexual relations with others, they may not be ready to

confront that reality as well as having to deal with the possibility of their partners having passed
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on the HI virus to them. They may then want to first establish and “deal with” their own HIV
status before they are ready to confront their partners. This then makes it a rational choice that
men, who suspect their partners’ of having engaged in risky sexual behaviours, such as having
had multiple partners and having thus exposed themselves to HIV infection, were less likely to
test as CHCT, because they would be afraid of the HIV test result. It is eminently probable that
those couples who do not trust each other, would be suspicious that their partner could have put
them at risk of contracting HIV, and hence they are more likely to go for individual HCT, and
would probably only request CHCT after first knowing their own HIV test result.

5.2.7 Self-rating for Risk of HIV
The findings in the bivariate analysis are that those who rated themselves “low risk” of

contracting HIV were 3.9 times more likely to test as CHCT. The association between low risk
self-rating and CHCT uptake could be due to the fact that these men feel that they have not
exposed themselves to any risks, hence they feel confident that they would test HIV negative and
hence they would have little to no apprehension about testing via CHCT. It could also mean that
those who had a low self-rating risk trusted their partners and therefore perceived themselves not
to be at risk via their partners and/or they additionally knew their partners’ HIV negative status
or even their own previous HIV negative result and hence reasonably presumed that they would
have a negative HIV result on testing via CHCT. While those who rated themselves “high risk”
of contracting HIV, were less likely to test as CHCT, because of the fear that the results may be
HIV positive. This variable was statistically significant in the first multivariate logistic
regression model, but adjusted down in the second multivariate analysis model.

The low risk perception was observed among most cases (79%) but to a much lesser extent
amongst controls (45%). This probably arose because most of the cases (87%) knew that their
spouses/partners had tested for HIV before and 99% of these cases knew the HIV status of their
spouses/partners. This 99% knowledge of partners’ HIV status is however likely to be an artefact
of the study, as participants were interviewed after their HV test and hence those who tested as
CHCT would have in the previous few minutes have become aware of their partner’s HV status.
Indeed it is perplexing why this figure is not 100%, and perhaps the one participant who reported
not knowing his partner’s HIV status may have been inadvertently interviewed before the CHCT

results were made available to him.

It can also happen that some men would not go for CHCT again if they were concordant positive
because they would have been empowered with knowledge of their HIV status hence they feel it

IS not necessary to test again as it will not change the status. This kind of a behaviour was
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observed in a study by Tabana et al, (2013) which showed that having a concordant negative
result for some men meant that they have escaped the risk of contracting HIV, especially if they
had extra affairs, therefore it became an awakening of the importance of fidelity and a desire to
change their risky behaviour. If concordant HIV positive, there would be no need to retest unless
they doubted the test results. However, having speculated that trust levels are raised by having
tested previously, one should note that we found in this study that trust within a relationship had
no effect on whether participants tested as CHCT or not. Finally according to the multivariate
analysis findings, having taken the plunge the first time to test as CHCT couples may not mean

that the couple would go back to have CHCT.

5.2.8 Socio-demographic associations
This study observed that the association between CHCT uptake and socio-demographics

variables such as: age, duration of the relationship, level of education, occupation, religious
affiliation, place of residence and duration of residence were not statistically significant
(P>0.05) in the bivariate analysis. Although the study found that men who have only attained
education up to primary level or have never been to school were slightly more likely to test as a
couple (54%) than those who have reached secondary/university level (49%), however this was
not statistically significant. This finding is in concordance with the reported low uptake of HIV
testing among students with a higher level of education in a study conducted by Tewabe, et al.
(2012). It could be that those with lower education think that they are at risk probably due to
previous exposures and would want to go for CHCT compared to those with higher education
who may have low risk perceptions. This observation is in contrast with the findings from the
studies by lliyasu et al. (2006) and Ziraba et al. (2011) which found that a higher level of
education was significantly associated with higher uptake of HIV testing. It is a common
observation that individuals with a high level of education seek health care services more than
those with lower education levels, because they want to make an informed decision in terms of
testing to find out their status or confirm their suspected status. It was also observed that those
who have lived less than 11 years in Livingstone were more likely to test as CHCT than those
who have lived there longer than 11 years. A possible explanation to this finding could be that
those men who have lived longer in Livingstone are well known within their community health
facilities hence they fear of stigma if they will be seen going to the health facility with the
partner/wife, while those who have lived there for a short time feel secure that they are not
known. Married men were 1.4 times more likely to test as CHCT than those who were cohabiting

or were in a stable heterosexual relationship but not living together though this was not
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significant in the bivariate analysis. This finding among married men could be attributed to
premarital CHCT which may be a prerequisite for marriage (Maman et al, 2001), or that they had
prior individual HCT and know their HIV status (Matovu et al., 2013) compared to those who
are cohabiting or are in a stable heterosexual relationship who may not think that CHCT was
important or may be afraid of the outcome of the HIV test results. Also it could be that these men
are not as committed to the relationship as married men for them to ask the partner to go for

CHCT, or it could be that they may have had individual HCT so they already know their status.

5.3 Knowledge attitudes and practices towards HIV and CHCT

5.3.1 Education level and Knowledge of how one can get infected with and prevent getting
HIV

The study found that knowing how one can get infected with HIV and knowing how to prevent

getting infected with HIV were not associated with CHCT uptake in the bivariate analysis. This
is probably a reflection of the very high and very similar levels of knowledge of HIV prevention
(98%) amongst both groups (cases 98% and controls 97%). Noting that the vast majority of the
participants had attained at least a secondary level of education (cases 86% and controls 88%); it
is probable that this translated into high levels of knowledge of the mechanisms of infection with
and prevention of HIV amongst both cases and controls. Again probably due to the generally
high level of education amongst participants, the differences in education levels between cases
and controls were negligible. This probably explains why this study did not corroborate the
findings in the Maman et al, (2001) study, where men who had high literacy and knowledge

levels were more likely to test for HIV via CHCT.

5.3.2 Know places where one can access CHCT
The likelihood of testing as CHCT is high among those who know places where one can access

CHCT in the community, as one would expect since one can hardly test via CHCT if one doesn’t
know where to go for the testing. However there was no association between knowledge of
CHCT test venues and CHCT testing, as awareness of CHCT test venue locations was very high
amongst those who utilised individual HCT. Most people (95%) who chose individual HCT
(controls) knew where to access CHCT hence lack of awareness of the existence of CHCT and
where to access it, was not a factor in choosing individual HCT over CHCT.

5.3.3 Rating of HIV testing services
In this study, the majority of participants rated the facility to which they went for HIV testing as

either excellent (40%) or very good (45%), while most others rated it as good (12%) and just 3%
reported it to be poor. This rating could have been based on a number of issues including; the
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attitude of the staff/health providers that attended to them, the environment in terms of privacy
and cleanliness as well as the availability of the services and supplies; opening times and closing
times and the distance to the facility as well as the location. Unfortunately the reasons why
participants rated the services as highly as they did were not enquired about. However since both
individual HIV testing and CHCT services were highly rated (95% and 98% respectively) the
level of excellence of the two types of HIV testing services did not affect the choice of HCT or
CHCT.

5.3.4 Reasons for choosing current HIV testing facility
The univariate analysis shows the reasons for choosing the current facility as: it being near home

and easily accessible, it offering good services; counsellors are friendly and trustworthy and they
uphold confidentiality. These findings are in agreement with findings by Bwambale et al (2008),
where study participants referred to confidentiality, proximity and convenience (short distance)
as their main reasons for choosing the testing facility. Very few respondents (8% cases and 16%
controls) reported that they choose certain facilities because they did not want other people to see
them, therefore they go where they are not known, compared to 81% (cases) and 83% (controls)
who chose the facilities because they were near home, and yet they did not care about the issue
of being seen by those who knew them. This implies that apart from the perceived good quality
of services, short distance to the service areas was one of the motivating factors for accessing
both HCT and CHCT at the facility.

5.3.5 Believe staff will keep results confidential
Those men, who have experienced or have heard that counsellors always keep the HIV test

results confidential, are likely to choose such a facility for their HIV testing. In this study 98% of
the participants believed that staff will keep their HIV test results confidential and this probably
persuaded them to go attend this facility for both HCT and CHCT. This belief did not influence
the uptake of CHCT services rather than HCT, as confidentiality is crucial to both types of HIV
testing. Importantly it means that overwhelmingly men trust the service providers to maintain

confidentiality and hence would take a step to test for HIV.

5.3.6 Link between trust in relationship and perceptions of risk of developing HIV
There was no relationship between belief in the protecting power of trust in a relationship against

HIV infection and CHCT uptake. This is because there were similarly high levels of participants
who believed that if they trusted their partners’ then they were relatively protected from HIV
infection amongst cases (88%) and controls (87%). It could be that despite the trust that one had

in the relationship they still perceived themselves as being at risk of contracting HIV. However
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despite these strong beliefs in the protecting power of trust this study observed that self risk
perception of HIV infection did not correlate with belief in trust of partner and it was statistically
significant in the bivariate analysis, with those who felt at higher risk of HIV infection being
much less likely to test as CHCT. Therefore belief in the protective power of trust in this case
could just be one of the factors that may be outweighed by several others and may not affect the

couple’s decision to test together.

Crucially this study unfortunately did not directly assess the extent to which participants trusted
their partners but rather assessed their belief in trust as a protective force against HIV. Hence it is
likely that those who believed in the value of trust might not necessarily have actually trusted
their partners. Additionally both cases and controls in the univariate analysis reported that CHCT
promoted trust in a relationship and also felt that if they tested together, they can live with a free
mind and would know how to live positively, showing yet again that as with several other
variables, belief in the protective value of trust could be a consequence of CHCT rather than a
potential causative association This finding affirms the findings by Plattner, (2010) in a study
conducted among university students in Botswana where it was found that the students who had
an HIV test and tested negative had the belief that they were protected and even their sexual
partner was negative even if the partner did not undergo an test. They developed the trust and

were less likely to fear that they can contract HIV ‘infection.

5.4 Overall assessment of Factors Associated with CHCT
The study observed that the main independent positive predictors of CHCT uptake were ‘talk

about HIV as a couple’ followed by; in order of strong statistical significance in the multivariate
analysis were: ‘know positive things about CHCT’, ‘think CHCT is beneficial/useful’, ‘think self
is at risk of contracting HIV’ and ‘low self-rating of risk of HIV infection’. ‘Had a previous test
for HIV as a couple’, ‘think partner is at risk of contracting HIV’ and ‘talk about sexual issues as

a couple’ were independent negative predictors of CHCT uptake.

‘Talk about sexual issues as a couple’ was significantly associated with CHCT on bivariate
analysis, but was negatively associated with CHCT in the multivariate analysis (although not
statistically significant), while ‘talk about HIV as a couple’ was strongly associated with uptake
of CHCT and was also found to be the strongest independent predictor of CHCT uptake in both
model 1 and model 2 of the multivariate analysis. This result is probably due to the considerable
overlap between ‘talk about sexual issues as a couple’ and ‘talk about HIV as a couple’, with the

apparent bivariate association of ‘talk about sexual issues as a couple’ being shown to be almost
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entirely due to its overlap with ‘talk about HIV as a couple’ on multivariate analysis. This means
that generally talking about sexual issues is not sufficient to encourage CHCT (and might even
discourage CHCT presumably on the basis of a lack of a full discussion of the issue resulting in
avoidance of it) and that specifically discussing the possibility of HIV infection is required for
increased uptake of CHCT. Having stated that getting couples to ‘talk about HIV as a couple’
seems to be a key factor in encouraging CHCT one must remain aware of the possibility that

‘talk about HIV as a couple’ might be a consequence of CHCT rather than a promoter of CHCT.

“Think partner is at risk of contracting HIV’ and ‘think self is at risk of contracting HIV’ were
both negatively significantly associated with uptake of CHCT in the bivariate analysis but ‘think
self is at risk’ was found to be a positive independent predictor of uptake of CHCT in the
multivariate analysis. This change in direction of association is strange and conflicts with the
positive association of ‘low self-rating of risk of HIV infection” with CHCT. One cannot be both
more likely to test as CHCT if one thinks that one is at risk of HIV infection and more likely to
test as CHCT if one thinks that one’s risk of contracting HIV is low. Unfortunately there is no

obvious explanation of this conflicting result.

The factors ‘think couple counselling and testing is beneficial /useful’ and ‘know positive things
about CHCT’ were not statistically significantly associated with CHCT uptake on multivariate
analysis and on balance they are likely. to be.consequences of CHCT rather than potentially
causative of CHCT. Other factors that were significantly positively associated with uptake of
CHCT in the bivariate analysis, but were not statistically significant on multivariate analysis
were: talk about sexual issues as a couple, ‘ever tested for HIV before’, ‘informed partner about
HIV status’ and ‘knows partner’s HIV status’, marital status, low self rating of risk of HIV
infection and had previous tested as a couple. Factors that were significantly negatively
associated with uptake of CHCT in the bivariate analysis, but were not statistically significant on
multivariate analysis were: think partner is at risk of contracting HIV, think self is at risk of

contracting HIV.
5.5 Limitations

The study assessed males only and hence the researcher only got the male perspective on CHCT
and acknowledges that it may not coincide with the female perspective. It was very difficult to
find and interview men who came with their partner to the public health facilities, because men
are not used to going with their partners to these public health facilities, as joint attendance for

any health care service is discouraged, compared to attending private health facilities where they
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would often attend together. Most men who came to the public health facilities were always in a
hurry, either rushing to go to work or to attend to some business. Most married couples who
came to the public health facilities were quite young (between 18 and 20 years of age) and
therefore not eligible to be in the study. The study did not collect sufficient information
especially regarding the HIV status; therefore the researcher was not able to measure the
responses which may have been affected by one’s HIV status. It was envisaged that more men in
formal employment were going to participate in the study considering that Livingstone is urban
and an industrialised town, but this was not the case. The study was health facility based
therefore those men who tested for HIV (either individually or via CHCT) at community HIV

testing sites) rather than at health facilities were missed.

It was difficult to determine whether some factors associated with CHCT were causative or
whether they were consequences of CHCT. There were sample size limitations in assessing the
benefits of CHCT versus HCT, because participants from the control and case groups had very
similar responses and hence a very large sample would have been required to assess if there were
and differences in case and control participants perceptions on the benefits (or drawbacks) of
CHCT.

5.6 Conclusion and Recommendations

Almost all participants knew how HIV is transmitted and knew how to prevent getting infected
with HIV, and additionally almost all knew about CHCT and where to access it. The vast
majority rated HIV testing services (both individual HCT and CHCT) as either excellent or very
good and nearly all believed that staff would keep their HIV test results confidential. A large
proportion of participants knew of both positive and negative features of CHCT and therefore
their choice to test as either individual HIV or via CHCT was probably made by weighing up the

negative and positive features that applied to themselves.

The only 2 factors independently associated with testing for HIV via CHCT was ‘talking about
HIV as a couple’ which positively affected CHCT and ‘had a previous HIV test as a couple’
which negatively affected CHCT. It is speculated that having already ‘had a previous HIV test as
a couple’ the participants would not see the need for testing via CHCT again. However a key
limitation which kept cropping up was that it was impossible to decide whether ‘talking about
HIV as a couple’ and almost all of the factors associated with CHCT on multivariate and

bivariate analysis, were potential causative associations of CHCT, or whether they were
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consequences of CHCT. Additionally all the factors measured were linked to each other and
hence the decision to undergo CHCT is probably a highly contextualised one, which no one
discrete factor influenced on its own, but it would rather have been a holistic mix of all/most of
the factors. This implies that to better understand the process by which men (and by implication
women), decide whether to test for HIV as CHCT or not, it would be best to undertake a
qualitative study using in-depth interviews. Despite this caveat it might be possible to increase
uptake of CHCT by implementing an array of socially and culturally appropriate activities which
might promote couples to talk about HIV.
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