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Abstract
The impact of HIV/AIDS on the health sector including the health professionals s
alanining. HIV Counselling and Testing (1IC7) s onc of the comersiones of HIV
prevention cffosts. Although nurses have impottant roles to play in promoting the
adoption of HCT services among Lieir clients. there is dearth of information on the
uploke of this service by the nusrses. This study wus thetefore desipned (O ASSCSS

knowledge, attitude and usc of 1{CT services by nurses in fbadai meiropolis, Nigena.

The stucly wos o cross-sectionnb susvey. A two-stage rondom sampling technique was
uscd (o select 13 facilities from 87 govermnicm owned healthicare facilities: 1 tesiary, 4
secondary and 8 primary facilities. A total of 391 registered nusses were candomly
sclected from the selecied health facilities; 277 nurscs fromi ihe 6 Depattments in teruaty,
88 froin the sccondary and 26 nurscs in primary health facilities respectively. Data were
collected using o validated questionnairc which included @ 14-point knowledge and 12-
point altitude scales ond use of HCT. Knowledge scores >7 was cotegorised zs good
while attitude scores of 36 was rated as positive. Dota were analyscd using descriptive

«iatistics. Chi-square and Jogstic regression with fevel of significonce sct o1 5%,

Respondents® age was 3.4.720.] years. £0.1% were mamed and 37.3% were staff nurses,
Respondents’ knowledge score was 9.522.2 with 67.3% having poos knowledge of HCT.
Tte attitude score was 7.5=1.9 and 74.7% of them had positive attitude towards use of
HCT. Approximately 77% of the respondents had utilised HCT services. Amang 300
(76.79i) who had ever been tested for 111V, 42.9% did so during routine anicnatal care
altendance while 57.1% did so volumarily mn HCT centres. The reasons adduced foe
getting tested inchidesh curiosity (66.1%) and antenatnl requisernents (18.2%), Majorsy
(163%) reccivod pre- and post-test counsclting while 23.7% did not. COwl of 91
respondents who hod ricver received HCT service 68.7% reported a williaggncw Lo o so
in future. A condiiion given by 78.8% of respondents with intention (o get tested foe HIV
in fulure was sssusance of confidentiality of resull. Reasone given by 76 respondeals (o
unwillingness 10 uulise HHCT services included; not regarding (he teat a8 a Prawiy
(40 8%), perccaved non-vulnerabiliy (289%) ond fem of 3 [withe nmul

v

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



(13.2%).Significontly, more respondents aged 20-29ycars (67.3%) used HCT compared
to other age groups. Also more respondents aged 20.29 years (76.2%) had posslive
attitude to the use of HCT compared 1o other age groups. Simtlarly. significantly more
staff nurscs (68.5%) used HCT services than other cadres of nutses. Nurses i0 secondary
health facilitics were 2.4 times mose likely 10 have good knowledge ¢ HCT compared to
those in tentiary (OR= 2.4, Cl =1 3-4.4).

Nurses had both inadequate knowiedge and low uptoke of HIV Counselling and Testing.
I fealth education strotegtes such as sensitisotion and training arc recommended for
improving nurses’ knowledge and promoting :he utilisatton of 1HIV Counsclling and

Testing services omong them,

Kcy words:  HIV counscling ond testing, Female nusscs, Utilisationof HCT services
Word count: 481
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CHAPTER ONE
INTRODUCTION
1.1 Bnckground to the sindy
The burden of HIV/AIDS gocs far beyond the heaith sector. with negative efiecis on the
cconomy and educationol systcms of poor countries. Of the 133 millien people living
with 11WVZAIDS 1oday, the mojority will hecome patients with limited access (o heahh
case and dependent on their fmnily menihers to look ofter them., They will be unable 1o

work putling (inancial strains on their families (\WHO. 2010),

Children often Icave school in osder 10 take care of their sick paicnts or go (0 wo'rk 10
make up for lost income (WHO 2010). And the stigma anachcd to HIV/AIDS s sulll S0
sirong that many people will not even Lsc the word. isolating the infected and lhc.sxck.
wmaking prevention cver more difficult (Cohen ct al. 2011). HIV/AIDS has constituted
one of thie most difficult challenges for the health carc profession (Duyasn. Agalar and

Sayck. 2001) and it has heen declared the worst disaster to befnll manksnd in recorded

hunsan history.

Al the end of 2013, an esumated 35 million pecople were living with HIV, The number of
peaple dymng of AIDS related causes was 1.5 million and there were 2.1 million new
HIV 1nfections or about six thousand new infecions per day (UNAIDS 2014). Sub-
Saharan Afnica remains the fegion most heavily affected by HIV with about 71% of all
people living with 111V residing n suh-Saharan Africo. Most cfuldren wath HIV (91%)
also live in this region (UNAIDS 2014). Although HIV testing capacity hey iocreasced

oventime cnabling more peopic 10 leam their HIV status. approximately half of all people
living with HIV are snll unaware they are infected (WHO. 20143),

There were 350 million people living with HIV in 2013. up from 29.8 mitlioa tn 261,
this is 0s 8 result of continuing ncw’ infections, people living longetr with HEV. and
gcnc;ﬂ population growth (UNAIDS 2014). Half, (Sa%) of oll adults 1ving with HIV
worldwide are women, HIV is the lcading cause of death among wtThyen of FEPTORKTIN €

sge. Gender incqualilics. differential access 10 sarvice. ond sexusl violance jmcromse

1
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women's vulncrability to HIV, end women, espcciolly younger women, arc pcoplc'dyrﬁ'g
morc from AIDS-rclated causes (UNAIDS, 2014)

Most people infected with HIV do not know thai they are infecied. IV infected persons
develop antibodies 10 L1V antigens usually 6 weeks to 3 months ofter heing infected, In
vome individuals. the test for the presence of these antigens may nol he positive until 6
months or longer (W110. 2000). It has been csticaated that in the European Union around
a third of those infected nte not aware of their sCrostatuis, (ECDC. 2006) while in somc
countrics in Eastem Europe and central Asia. more than 60% of pcople with HIV remain

undiagnoscd (tlentcrs and Philips, 2008). Lack of knowlcdge of HIV Satus 15 o Key :ssuc

for boih individuals and soclety,

HIV Counsciing and Testing (HCT) 1s a diatogue hetween & counselor ond clicnt, the
objective of which is to provideclicnt with informanion on the test so as 1o have informcd
consent (UNAIDS, 2002). The process of HCT scrvices also provide information on the
discase itsclf, cncourages and maintains a <afe behaviour 10 avoid fulure infection or to

prevent further spread (UNAIDS, 2002). HCT also helps clicnt to handle possiblc

cmotional ceacuon (o the result of the test and 1o discuss available course of action

(UNATDS,2002).

HIV counscling and testing refers 1o the prosess by which an individual, couple or family
recc ves HIV tc ling and counscling on IV prevention, treatment. care and support
{USAID, ?010) HCT includey; four different activities namcly pre-lest counscling. nsk

behnwor assessn.ent, informed consent and post-test counsceling (LJSAID, 2010)

HCT is described as Lthe gatcway (o reatment, care, suppott and ptevention nteTvousms

for thuse who have HIV. an opponunity fof HIV prevention counseling pantrcutarty for

i t } and for thase with
couples where onc pastacr [ HEIV positive (sevo-discordant couples? and foe

high Nk of acquinng HiV. for those who lest negalive, counseling focuses on fvevent w0

mestages (USAID. 2010)
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Tests for H1V detect the presence of antibodics (o HIV and not the virus itself. Although
lﬁcsc tests arc very sensitive, there is o window period which ts the period between the
onsct of infection with the 111V and the appearance of detectable antibodics (o the virus
(WHO. 2000). HIV testing in the past was used mostly for clinical conisrmation of
suspected cases of HIV infection, but more recently people have been encouraged o0

receive HIV counstling and testing secvices to know their HIV stotuc (\WVii0, 2000), h 1s

hoped that if people know theic HIV siatus and arc sero-negntive, they will adopt
preventtve measures to prevent future infection und il sero positive, 1 18 hoped that they
will lcam to live posilively, acccasing care and suppost al an carlicr stage (UNAIDS,

2002).

Voluntary counscling and icsting has become very imporiant and cost cffective in
preventing and controlling 1{IV/AIDS globally, it motivates people to adopi safc scxual
behaviour and safe injecling practices (UNAIDS, 2002). HIV counscling and testing olso
allows people with high risk behsviour to know their HIV status thus helping to break the
chain of transmission of the infection (UNAIDS. 2002). LICT is a very imporiant factor
in enobling people living with HIV/AIDS 1o access interventions such as medieal and
supportive scrvices, prevention of mother to child transmission of HIV/AIDS and

prevention of opportunistic infections so as (o be oble to live healthicr and longer lives

(WHO., UNA1IDS, 2002)

HCT s moce than drawing and testing blood and offering few counseling scxsions: it 1s a
vital point of entry to other HIV/AIDS serviecs, including prevenlion and clinical
management of HIV related illnesses, TB conwrol, psychologieal and legal <uppost and
| prevention of mother to child transmission of HIV (FHI, 2002). High qualuy HCT
cnables and encourages people with HIV to sccess appropriate care and o an effectine
HIV preventton stratcpy (UNAIDS. 2000), HCT offers holistic agproach that can address
HIV in the broader contest of people’s lives, including the confext of povents and Fitk
praciice (FHI. 20023 HCT offers benetits (o thow who test poshiive of ackatiye &

sllcviates anxiciy andd Increases individuals' perception of thesr vulnerahtiiy B0
HIV/AIDS
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Exposure 10 blood or other body fluids among health carc workers (HC W} in healthcare

settings constituie 2 small but significant risk of tcansmission of HIV and other blood -
hosne infections (United States Center for Discase Control and Prevention, 2001). Health
care workers who are exposed (0 ncedle stick involving HIV i
0.23% risk of becoming infected, in other words 2.3 of every 1000 of such wnjuries if

untreated results in infection (USCDRC, 2015). Also such exposurcs AN result in

nfecied blood st work hase

ireincndous anxiety, {ear and stress among healthcare workers and this can have negative
cffects on their fnmilics and colleagucs alike. The World Health Organization (WHO,
2005) estimntcs that 3 million pereutancous cxposurcs accur annually arnong 35 million
HCW globally, with over 90% occurring (14 resourcc-constrained countries (Pruss Ustun,
Rnpiti and llutin, 2005). As a conscquence of thesec exposures, an c<timated 66.000
hepatins B, 16.000 hepatitis C, and up (0 1000 KIV infecisons occur cach ycar {Pruss

Ustun, Rapit} and ilutin, 2005).

According lo WO (2002), the risk of HIV transmission for o percutancous ncedte stick
ascident is around 0.3%, less for solid needles., shaflow needle sticks or mucosal exposure
and more for deep injury. the ncedle visibly contaminated with blood directly into an
anery or vein. The WHO 2002 reported thai of 35 million health care workers, 2 million
expericnce percutencous cxposure to biood bome diseascs every year, Two and 3 hal(

percent of HIV/AIDS in hcalth care workerms worldwide is thought 10 be due to peedle

stick injunes.

t{calth care workees are perccived 10 be al subsiantial nisk of contracting HIV n the
course of their work: as a resull of accidental ncedle pricks and cxposuse (O blood and
body (fwids. Among health care workers, nurses e in the forefront among those wiw
educate clients on the need for usc of HCT services. Nurses also come in direct contac
with paticnts, blcod ond pody fuids as most imes they are always tbe first 1o coene in
contact with clients coming o the hospital the fimt time. Acconling to Ehlers. 2006 all
(hese pocount for why nurscs are ol greales risk of contracting (he disease than cther
health care piofesstonals This study therefore seeks 10 gusess (he knowlodie, alt te and

uptake of HIV ¢ anseling and lesting among Nures in selectcd honrital in Ihadan Area

1
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1.2 Statement of problem

The World Heahh Organization (\VIHO) estimatcs thot as few as 10 per cent of people
tiving with H1V in low and middle-income countrics know' their HiV stotus. Knowing
one's HIV stalus is vety important as it enhances one's ability to reduce the risk of
acquiring or transmitting H1V. to sccess 111V.specilic care, treatment and support. and (o

maoke informed decisions nhout other aspects of onc's life (IPPF, 2007).

Stigma and fear of disclosure may be major obstacles to hcalth woiker’s access 10 v
conselling and testing (HCT) and other 1LV services (WHO, 2006). The National H v
JIAIDS and Reprosluctive EHealth Survey of 2012 found very low upmke of HEV testing in

Nigeria, only 23% of males and 27% of females hud tested in thc last year and less than
70% of iliese people hod reccived their resulls (Nigeria federnl Minisuy ol Health

(2012).

There are also other number of reasons why more people are not testing for IV 1n
Nigeno. these include supply problems of testing kits and logistic issues tn geuing fusther

supplies. There is olso emmon beliel that HCT centres pre where HIV posiave

individuols go to acecess care rather than being icsting centres (NACA 2014),

Intcrnotional Council of Nusses (ICN) establishes that nurses and midwives a¢ a
professional gtoup asc ot risk of getiing infected with nising HIV/AIDS (nfections. This 1s
duc 1o close contael with blood. 1isk of getting stung by contaminated needles and
instruments, especially in health care seltings with shortages of stalf, acking protective

cquipment and cleaning matenals ( Kumakech, Achor, Berggren and Bajunirwe. 2011)

Nurses have the duty of constantly reassuning the public and educating them on how HIV
infecuion can and cannot b contracted, Nusses can atso address the issues of nik aking
beltaviours. false peiceptions and the myths that peoplc hold about HIV/AIDS: Nuesiag.
as o profession has traditionally been engaged in heslth romohon end working with 5
preventive awn. Researchers have found out that among tlke genast fublc i the flg’“
against HIV/AIDS, the behsviours of health professionalc mffecis the PN hedaviousy

snd the quality of services provided {Anthony, 2008. Lucyida 2006: Ham'th Creay 28y
b J
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I}'Iqtphy 2006). Although nurses are expccted to play important role In educating and

promoting use of ICT services among their clients litte is known on the uptake of this

scrvice by nurses. Hence the nced for this swdy.

1.3 Jusuficeatlon |
Nutses work in many different settings such as community health clinics. schiools. family

planning centers, comenunity nental health clinics and substance abusetreatment ccntc.ts.
Therefore nurses are a great resource (n the preventive HIV work as they can provide
preventive cefc 10 people in different circumstances. Nurses in sub-Saharen Africa play
an important part i health education against I/ V as they are a majority of the health care

workers and fomiliar with the local cultures. taboos and speaks community languages

(Ehlers. 2006).

This study ts important for two reasons, First, the result of this study will help the
management of the health instituuons where the respondents work in undersianding the
health necds of this group of professionals. This will in wm assist them i dcﬁgn:‘ng
strategies 10 reverse ncgative antitudes if this czists or in stiengthening posi:ivc atitudes

Moteover it will nlso help in planning ways of improving HCT for oll levels of stafT if not
already in cxistenee fcading to improve in house HIV/ATDS nterventions.

Second. 1his study will go 3 long way In providing evidence based data nceded for
designing appropriate intervention for policies and programmes for people in this
profession. The findings will hopelully suggest ditections on how best 10 ingcase
knowledge about HCT if delicit in knowledge exists as the findings from this study hax
the potential of providing results that can be generalized. Not only this, the outcome of
the study may help in designing programme that can inCreasc sccess 10 pPoOsl exposnt

prophylaxis.
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1.5

The broad objcctive of the sludy was 10 asscss the knowled

counscling ond testing among nUISes

Rescitrch ¢guestions

\What is the level of knowlcdge on HIV counscling and testing among nurses in
ment Areas in [badan metropolis.

¢ usc of HCT

selected hospitals from the five Local Govert

What is the attitude of nurses in thesc selected hospitals towasds th

scrvices?

What proportion of the nurses in these sclected hospitals use HCT?

What are the vicwpoinis of respondcents on the use of HCT in these sclected

hospitals?

\Vhatis the intcmion of nurses in these sclected hospitals on the usc of 1 ICT?

Ohjectives of the study
gic. attitude aod use of HIV

in sclecicd hospilals from the five Local

Govemment Arcas of Ibadan urban.

The specific objectives arc to:

.0

l.

1.

Determine the level of knowledge of HCT among nurscs in sclecled hospitals

(rom the five L.ocal Governnicnt Arcns of lbadan urban.
e the attitude of the nurscs towards the wse 1MCT senvices.
hat usc CT in these selccted hospitals.

Examin

Indicate the propostion of nurses i

Describe respandents” viewpoints on the usc of HCT services.

Exoamine the intention ofthe vsers onthe use HCT.

liypothcscs

There is no significost associntion between level of knowledge of nurses on the

vse of HCT and sotio-d :mogeaphic characicsistics of nurses,

There s no significant association between socio-dentogrophic charscteristics of

nurses in selected hospital and their mtitude towdrds thc use ofHCT.

There is no significan association serween the socia.dehiogmphic charecicristics

of the nueses and usc of 11ICT,
There s na signilicant association between Ievel of knowledge of nurses on the

use o 1ICT and the use of HCT.
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4. Tlere is no significant association between leve! of knowledge of nurses on the
usc of HCT and the use of HCT.

5. There is no significant association between nurses’ knowledge «nd attitude

towards the use of HCT.
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CHAPTER TWO
IITERATURE REVIEW

2.1  Nutnre and extcnt of the problem

HIV 1s a virus that gradually attacks (he immune sysicm. which is the body’s natural
dcfense against illness. A person infected with HIV will find it harder to fight off
infections and discases, The vius destroys a typc of while blood cell called T-heiper cell
and makes copies of itself inside them. T-helper cells arc also referved o es CD- cells
{UNAIDS. 2014),

Acquired smmune-deficicney syndrome (AIDS} is a fatal illness caused by the rclrovins
known gs the Human smmunc deficiency virus (FIJV) «which bresks down the body's
immune system, leaving the viclim vulncrable to a hosi of iife threatening opportunistic
infcctions, neurological disordces or unusual malignencies (WHQ). HIV s transmited
through direct coniact of the mucous membranc or biood stream with specific hody Muid
containing HIV such as blood, semen, pre-scminsl fivid, rectal fluids. vaginal Aluids. and
breast milk froin an HIV infccted person (USCOC, 2015). These fluids must come in
contact with mucous mcmbrane or damoged Llissuc or directly injected into the
bloodsurearm (from a needle or syringe) for irarsmsssion to possibly occur (USCOC,
2015). This tcansnission con be through anal, vaginal. or oral sex. blood transfusion,
contaminated hypodermic ncedles, exchange beiwecen mother and baby during

pregnancy. childbisth, breastfeeding or other exposurc 10 one of the above body fluids.

A UNAIDS (2014) report shows that 19 million of the 35 million people living with 111V
todsy do not know that they have the vieus, The HIV epidcmic not only aficcts the health
of individuals, st impacts on houscholds, commumiies and the development amd
cconomiic growth of nations. Many of the countsies hardest hit by HIV also suffcr from
other infectious diseases, food insccunity and other serious problems (UNAIDS. 2014).
According ta US €DC 2014 ,out of the 1.2 million people living with HIV in the united
stotes ncarly one in seven, that is more than [68.000 mdividuals do not know they are
infected because many new infections are transmlitied hy people who do not know they

are infected, Undlagnosed infection remasns o significant factor fuclling HIN: cpidemic .
9 |
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(US CDC. 2011). A lot of people who engage in high risk behaviour do not get tested
because they do not believe they are at sisk of HIV, others ore concemed that other
people will find out they hove tested positive or that they sought testing at 2ll, although
testing is completely confidential some may cven avoid testing simply because they are
afraid 1heir test will be positive (Mackellar, Hou and Wholen, 20§ 1). HIV/AIDS also put
series of pressure on the health sector. porticularly hospital recourses (UINAIDS, 2014) .

Morcover these is chronic shortage of health caic woskers, who shemselves are

sometimes living with Ii[V though antirettoviral therapy is relieviog iiiis burden in many

pans of sub-Saharan Africa (UNAIDS. 2014).

Infection with H1V, however, olso has an impact on the individual's fomily (Bos. du
Plessis nnd Russell, 2004). Fomily members are burdened by care giving as the disease
progsesses. and they moy be affected by the stigma often attached to [V infection
(Snyder. Omoto, Crain, 1999). In the first 15 years of the AIDS epidemic, fomilics had to
deal with death and the loss of family members. As a result of decline in economic
stobility in the houschold or increased pressure 1o care for siblings and oiling pients,
children may be forced 1o withdrawal from schosl (UNICEF, 2001),

The AIDS pandcmic, previousiy seen as mainty a heaith crisis, hizs become a major threat

-J o alf sectors of socia-economic deveiopment ond reversing decades of economic and
: sociol progress, seducing life expcetancy by years. deepening poverty, and coninbuiing o
. food <hortages. AIDS is undermining the progress towards the Millennium Development
. Goals (MDGs). particularly those related to poverty reduction, achieving universal

primary cducation, promoting gendes cquality, reducing child mortality and improving
the health of mothess (The Millennium Development Goals Report. 2006). More than
60% of people living with HIV inhabit the world's poorest region, sub-Soharan Africa

(UNAIDS 2007).

H1V primarsily affccts young adults, Unlike many other infectious diseascs which tend 10
hove their biggest impacts on the very young or very old, 11V primanly affcets adults in

thels most scxuslly actlve years which couwide wilh their mnst cconomically produetive

10
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and reproductive years. Both the peak age of HIV infection ond the greatest mortality are
among those between the ages of 20 and about 40 years (UNAIDS. 2006, \VHO, 2004).
Of the estimated 2.9 million deaths due 10 AIDS in 2006, most (90%) were anong adults,
aged and over IS5 ycars and over (UNAIDS, 2006).

22  Global Situation

The global prevalence rate which is the percentage of people aged 15-19 who ore infected
has Icveled since 200t and was 0.8% in 2014, About 1.2 miitlion pcople died of AIDS in
2014, a 42% dccreose since 2(004. Dcaths have declined due in part to aniirciroviral
ttcatment (ART) scale-up. HIV is a |cading cause of death woridwide and the number
one cause of death in Afnca (UNAIDS. 2015).

New HIV infections globalty have declined by 35% since 2000. In 61 countries, new HIV
infcctions have decreased by more than 20%. Sull, there were about 2.0 million new
infections in 2015 or about 5.600 new infections per doy (UNAIDS 2015). Most new
infections ore transmitted heterosexually. although risk factors vary, In some countries,
men who have sex with men. tniecting drug users, and sex woikers are disproportionally
offected by HIV (UNAIDS, 2015). Young peoplc. ages 15-24, account for approximately

30% of new HIV infcctions (among those IS and over). In sub-Sohason Africa. young

women account for 63% of young peopic living with F1IV !

Globally, thcre were 2.6 million childien living with HIV in 2014. 220,000 ncw
infections among children, and 150,000 AIDS dcaths (UNAIDS 2015). Although HIV
testing capacity has increased over time, enabling more people to leam thejr HEV status,
nearly half of ali people with HIV are sull unaware they are infceted, Sub-Sahara Africa
is the htghest hit region with gbout 70% of people living with RIV worldwide snd aduit
prevalence rote of 4.7% (UNAIDS 2015) sec Table 2.1. |

11
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Table 2.1;

HIV Prevalence and Incidence by chion. 2013

Region

e ———

‘I_Ciobal Total

Sub-Saharan Afncn

e — —_—

" Asia and the Pacific

o ——— o ——

Western and Central Europe
‘and North America

I.atin America
Eastern Europe aad Cceotral
~Asio
Caribbcan

Middle East and North

Africa

e ————

Total No. (% Living  Newly Adult
with HIV) ~ Infected Prevalence Rate
36.9 m:lllon (100%) | 2.0 million | C 02%
25.8 million (71% %) 1.4 million l 1.7%
' 5.0 million (14%) 140 000 0.2%
2.4 million (7%) ' 85.000 Q3%
| L7million(5%) 87000  '04%
1.5 million (3%) 140.000 ; 0.9%
| 280,000 (<1%) 1 13.000 1.1%
240.000 (<1%) 1 22,000 || 10.1%

SOURCE: The Global HIV/AIDS Epidemic (UNAIDS, 2015}

2.2.1 The Situatlan In Sub-Sahara Africa

’ In 201} there was an estimated 23.5 msllion people living with HIV tn Sub-Salaran
Africa (UNAIDS, 2012). This has increased since 2009, when an estimated 22.5 million
people were living with HIV, including 2.3 millton children (UNAITDS. 2012).

The inciease in the number of people living with HIV could be partly due to a decreace in

AIDS-related deaths in the region. There were 1.2 miliion deaths due 10 AIDS in 201/

comparcd 1o 1.8 million in 2005 (UNAIDS, 2012). Alntost 70% of people liviog with #
HIV worldwide live in sub-Saharan Africa (UNAIDS, 2012). The Intest figures for each
sub-Saharon Africon country were published in 2012 and refer (0 the end of 2011. They #

are shown below (UNAIDS, 2012) (see Table 2.2).

12
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Table 2.2: Demographics: HIV/AIDS - people living with HIV/AIDS (2032) in
Sub-Saharan Africa
] V/ALD s with MV Year of
Country Name HIV/AIDS . peoplc living with HIV/AIDS Estimate
—ul|.
South Africa 5,600,000 - 2012
Nigeria 3.300.000 2012
Kenya 1,500,000 2012
Mozambique ! 1,400,000 2012
Tanzania 1.460,000 2012
Uganda 1,200,000 2012
Zimbabwe 1.200,000 2012
Zambta 980.000 2012
Malawi 920.000( 2012 |
Cameroon 610,000 | 2012
Colte d'lvoirc 450,000 2012
Botswana 320.000 201 2.
Lesotho 290,000 2012 |
Ghana 260.000 2012
Chad 210,000 2012
Angola 200,000 '.’Olj4
4 Burundi 180,000 2012
Namibia 180.000 2012
E Swoziland 180,000 2012
Rwand 170,000 2012
l polerd b !
I Centiral African l}o‘m 2012
I Republic
| Togo 120,000 2012
\ Burkino IFaso 110,000 2012
Guinca 79,000 R0 )

13

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Table 2.2:  Demogmphics: HIV/AIDS ~ people living with HIV/AIDS (2012) in
Sub-Saharan Africa (cont’d)

Year of ||
Country Name HIV/AIDNS - people living with HIV/AIDS Estimote
4 2012
Congo, Republic of the '!?.000I 2012
2
Mali 76.000 ! 2012 |
Niger 61.000 ! 2012
Benin 60.000 2012
Sencgal 59,000 2012
2012
Sicrra Leone 49.000 2012
Gabon 46.000 2012
Libeiio 37.000 2012
2012
Papua New Guinea 34,000 2012
2012
Guinca-Bissau 22,000 2012
2019
Equatorial Guince 20.000 2012
2012
i Gambia, The i 18,000 2012
‘ 2012
) Mouritonia 14,000 2012
2012
Mauritius 8.800 2012
Saurce: CIA World Facthoak - Unless otherwise noted. infostnauion in this page is

accucate as of lonuary (2012

14
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Sub Saharan Afdica has the most senous HIV and AIDs epidemic in the world. In 2013.

an estimated 2.7 miltion people were living with HIV. accounting for 71% of the global

to1a). In the same year, there were an estimated 1.5 million new HIV infections and 1.1

million AIDS - related deaths (UNAIDS 2014).

HIV prevalence vancs greatly betwecen regions as well as individual counuics within the

sub-Saharan Africa region. For example. Southern Affica is the worst aficcico region and

is widely regarded as the ‘epicentre’ of the global HIV epidemic. Swaziland has the

highest HIV prevalence of any country worldwide (27.4%) while Souta Afnca has the

largest epidemic of any couniry = 5.9 million people are living with {1V, By comparison,

HIV prevalence in Weslern and Easte
Senegal 1o 6% in Kenya (UNAIDS 2014).

m Africa is low to moderate ranging from 0.5% in

. The HIV incidence appears to have peaked in the mid-1990s, and there s evidence of

<eseral counteics 1N Sub-Saharan Afnca (UNAITDS. 2010)

- declines in incidence tn

Between 2001 and 2009, the incidence of HI1V 1nf
& million (5.4 million-5.8 million) reople

rgest 1n the workd

~ction declined hy: more thon 25 10 an

estimated 22 countries. With an cstimated 5.
ith HIV in 2009, South Africa: cpidemic remains the la

hiving w

(UNAIDS, 2010). The cpidemics 1n Fast Africa hove declined since 2000 but arc
1
| «tnbilizing in many countaics The nationzi 111V prevolence in Kenya fell from about 1.¥%:

ir the mid-1990s © 5% 10 2006 (UNAIDS 2010)

matns a major barnier in 1ackling the HIV and

' 11V related stigma and discriminatwon fe
Cultursl beliefs about 41V ond AIDS nround

ADS cpidenusc sub-Sahoran AfNca.

contamination, wexuality and celigion have ployed o crucial role in the development of

1 H1V-iclated discnminatinr, i1 many places. it is thought 1o have actually increased' the

number of HIV infections by preventing people from1 accessing MV services (Mbonu,

Borme and Vnes. 2009).
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22.2 The Nigerian situation

The first AIDS c¢3se was reponed in Nigena in 1986. Sentinel survey dara showed that
over a ten Year period from 1991 1o 2001 HIV prevalence increased from 1.2% in 10 5.8%
respeetively. The prevalence declined to 4.41% in 2005 and slightly wcressed to $.6% in

2008 (FMOH 2010). Nauonal HIV/AIDS and reproductive heslth sun &y conducted in
2012 revealed 2 national prevalence rate of 3.1%. this was a slight declinc {rom previous
estimate of 3.7% in 2007. Prevalence was highest among thos¢ aged 15-39(44%) and
Jowest nmong 15-18 age group (2.9%). Prevalence for females aged 30-34 was 4.2%.
Geogzaphically the HIV prevalence was highest in the South South zonc (55%) and
lowest in the South East zonc (18%). also there were variaifons between urban and rural

arcas with prevalence [igures 10 urban being 3% and rural ared 4% (NARHS 2012). The

size of Nigetia's population al July 2013 was 177.071.56! million and bascd on projected

S )

HIV estimates of 2013 about 3,229.757 people live with HIV while it 15 esumated that
220,394 new HIV infecttons occucred in 2013. A 10191 of 210,031 people died (rom AIDS

relnted cases and an csumate of 1.476.,741 persony required antireisovical drugs (Tahle

2:3),

i6
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Table 2.3:  Sub-Sahara Africa’s HIV and AIDS Statistics 2013

|_§lali_stim HI\" pres alence » i}
In 2013, there were 217 million [23.5 » Women account for S8% of the to/a| number
million— 26.1 million] pcople living of people living with HIV in sub-Soj.afan

with K1V 1n sub-Saharan Afnca Afnica £

In 2013, there were an estimated 1.5 New HIV intections declined by 33% between
million 1.3 million — 1.6 million] new 2005 and 2013,

HIV infecuons in sub-Saharan Africa > Sub-Saharan Afnca acrount for almost 70%
of the giobal total of ncw' LV infections,

-

2

'\F

In sub-Ssharan Afnca. 1.1 million | 1.0 Between 2005 and 2013 the number of AIDS-

million - 1.3 nullion] people died of related deaths in suh-Sahasan Africa fell by

AIDS-related causes in 2013. 39%.

Treayment coverage is 37% of all people 67% of nien and 577" of women were not

living with HIV in sub-Soharan Afnca. rcceiving ART in sub-Saharan Afrcain 2013

Three out of four people on ART hive tn suh-

Saharon Affica,

7 In Nigena 80% of people do not have access

lo lreatmeint.

There were 210 000 (180 000 - 250T} Since 2009, there has been a 43% decline

I 000)] new HIV infections among nev {11V infections aniong childrent in the 21
children in sub-Saharan Africa in 2013, | prionty counwnes of the Global Plan in Afncy, |

\.-'

‘!

Source: Fact Sheet 2014 UNAID

Epidemic in Nigerin was attnburcd to low personal risk percepiion. transactionsl sex
| incfiicient and ineffective service:s for sexually transnited infections (STIs) and
' inadequale access 0 and poor quality of health care services. gender imequalilies,

| povcrty, stigma and discriminanion (Table 2.4),

Table 24:  ‘Irend In estiimuted new 1LY Infection from 2009 - 201)

| Female | Male Total
2005 | 157976 | 130,893 288,869
2010 154,973 | 128,616 283,589
| 2011 149864 124,508 | 274,368
| 2002 | 130497 | 109,209 |  239.706 |
2013 ‘_t 120.003 100,390 220,393

Source: FMOH AND NARIS (2014}
17
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The reportt of the National HIV/AIDS and Reproductive Health Suney (NARHS) whiclh
is 2 populauon based survey conducted in 2007 shows that more fcmales were infected
with HIV than males. Pizvalence was slightly higher in the utban than the rural areas,
Prevalence wass highest in the Noith Central (5.7%) and lowest in the Souih East (2.6%).
The NARHS report fuither shows that HIV prevalence in the gencsal population was
higher among those with teriaty education (4.0%) compared to those without formal
education (2.7%) (Table 2.5).

Table25:  Findings of Year 2007 population based Nationa! 1{IV/AIDS and
Reproductive Health survey

Variahle Mate ! Female |
% of those who accented 10 be tested in the study 78.6 | 78.5 I
% of HIV testinp coverage in the rurn) areas 8! 79 i
% of HIV 1esting covcrage inthe uiban areas 75 78

% of those who tested positive * h ¥ K

Pirevalence among those who had sex in the last 12 montts | 3.9 44
Prevalence among those that ever had sex == 3.8 4.9
Prevalence among those that never had sex 1.7 £.7
Prevalence amonc 1hose that exchanced scx for pifis 5 5.2
Prevalence among those that did not_cxchange sex for giflts | 3.9 3.9
Prevalence among those with 1wo or more non marital 1.5 4.5

scxual pariners I

Note: The sunvey only reporied the aciual occurrence
Source; FMOH and NARHS, (2007)

2.3  OQOccupational exposurc (o ILIV among health workers

A health car= facility is o workplace as well as a place for receiving and giving care,
Health carc facilities around the world employ over 59 million workers who are cxposed
10 a complex vartety of health and safety hazards everydsy including biological hazards
such as Tuberculosis, licpaiitis, HIV/ATOS and SARS (WHO. 2005)-

Globally, 1t is sstimated that shaips injuries cause about 66 000 HBV, 16 000 IHHCV and
200 - 5000 tIIV infectlons among health-carc workers cach year (WIIO, 200S). For
heolth.care workers worldwide, the altrtbutable (ractions for percutaneous occupational

cxposure to HBV, HCV and [IIV are 37%, 39% ond 4.4%. respectively. These blood
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The 1cpott of the Nanoaal HIV/AIDS and Reproductive Heaith Sunvey (NARHS) which
is a population based survey conducted in 2007 shows that more feinales were infected
with HIV' than males. Prevalence was stightly higher in the urban than the rural ueas,
Prevalence was highest in the North Centra! (5.7%) and lowest in the Souih East (26%).
The NARHS repont further shows that HIV prevalence in the general yiopulation was
higher among those with tertiary education (4.0%) compared to tho:¢ without formal
education (2.7%) (Table 2.5).

Table25:  FindIngy of Year 2007 population based Natlona! HIV/AINS zind
Reproductive llcalth survey

Variuble Male Female |
% of those who accepted to be tested in the study 78.6 78.5

% of H1V testing coverage in the rural areas 8 79

% of HIV testing coverdge inthe utban areas . 715 78

% of those who tested nositive | 3.2 | 4

Prevalence nmong those who had sex in the last 12 mombs |39 4.4 |
Prevalence among those that ever had sex = 3.8 1.7 |
Prevalence among those that neverhadsex 1.7 1.7
| Prevalence among those that exchanged sex for rifis 5 o)
Prevalence among thosc that did not exchange scx for gifis | 3.9 3.9 |
Prevalence among those with 1wo or mnse non rnariin} 1.5 14.5

sexual nantners _J

Nole: The survey only reported ihe aciual occurtence
Source: 'MOH and NARHS, (2007)

2.3  Occupatlonal exposare (o LY among health workers

A healih care [ncilily is o workplace as well as a ploce for recciving and giving care,
Health case factlities around the world employ ovcr 59 mullion workers who are exposcd
to a complex variety of healih and safcty hazards cveryday including biological hazands
such as Tuberculosis. icpaiitis, HIV/AIDS and SARS (W10, 2005)

Glabally, it 15 estimated that shatps injuries causc about 66 000 HBV, 16 000 HCV and
200 . 5000 HIV wleciions among healih-care workers each year (WEHO, 2005). lor
health.care workers worldwide, the sttnbuinble fractions for pereuiancous occupattonal
exposure to Y, IICV and HIV are 37%. 39% and 4.4%. respeciively. These blood
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borne infections have serious consequences. inciuding long-term tlgess. diszhility and
death (WHO. 2005).

A study involving 322 panicipants who are health workers casmied out in {citiany health
institutions in India revealed that 79.5% of the poriicipants reported heving liad one or
more needle stick injuries in their cseer, Approximately 22% had onc (n the fost month
and among those who have ever had needle stick injuries 17% 1molcd high nsk patients
which are paticnts with history of HIV and Hepatitis B or C {Rahui, Antta, Rasonia and
Saudan, 2010).

‘The result of o similar study cairied out tn United Arzb Emiroic involving 994 health care
workers from two private health care organisation shows that 19.3% of participants
. sustained sharps injuries inonc calendar year and 101 of these sharps injunes \were fromin

blood contaminated sharps (Jacob, Newson Nuiphy and Dick, 2010).

W10 estimates that 2.5% of HIV infections omong heahih workers are a result of necdle-
stick injury, However, the majonity of HIV infections among health workets are acquired
through unproiected scx (WHO. 2006). Heaith workers are exposed 1o the same social
and economicC pressuscs as the geneml population ond they are vulnerable to HIV in the

workplace ond in thelr personal lives ontside the workploce (Conelly, 2006: Shisana,

2@)1

l{unian immunodeficiency virus (HIV) post-exposure prophylaxis (PEP) involves 1aking
a brief course (usually 2Bday=) of antiretrovirs! drugs (ARVs) as soon as possible after
exposure to LIV o teduce and if possible clininate the possibility of acquiring 111V
infection. Exposurc to HIV can occur in an occupational or non-occupational setting. Use
of ARVs following canosurc 10 HIV is a form of sccondary HIV prevention that has been

shown to reduce the incidence of HIV infeciions (Young. Atens. Kennedy. Launc and

Ruthetford, 2007)
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An evaluation study of HIV- Post Exposure Prophylaxis programume for occupational
injurics at Queen Elizabeth Central Hospita! in Malowi. reponied an alarmingly high
incidence of occupational injunes arpONg NIUSES i the clinical depmunent {Van
Oosterhout. Nyireda. Beadsworth and Kumwenda. 2007). The rescarch which was done
in the year 2005 shows that majonity of the panicipants (69%) had a need'e stick injury.
However. this is likely to be an under cstimation 2% nurses may not have recalled injunics
sustained scveral months eaclier. Twenty cight nusses (76%) teporicd a towal of 56
injuries in 2004. which translstes into an incidence rate of 1.5 occupadional injunes per
person per year assuming atl worked throughout 2004. Only one of the 28 nurxes who
had an occupational injuty sought advice for PEP. In the msjonty (7-/%). the rcason for
not sceking help was being unawarc about the PEP programune, four ( 15%) did not weant

an HIV test, while three thought the occupational injusy w2S NOL SErOUS.

Health workers arc at nsk from occupational exposure (0 HIV though ncedle stick and
other injuries or accidents. ond eatly post exposurc prophylaxis (PEP) s recommended
(Young ctal. 2007), However uptake of PEP 1s rcported as being low:. A study carvied otit
in Kenya found that only 4% of health workers accessed PEP (ollowing needle stick
injuries and feas of testing was cited os on importani boantier to accessing PEP
(Toegimeyer, Suckling, Nguku, Mcredith and Chokeya. 2008). Similarly. reluciance to
1e:st was reporied as @ bamer {0 accessing PEP from 2 small study from Malawt (Van
Oosterhont et.ol, 2007). I s possible that greater pccess 10 sclf-testing could be on
important factor to help health workers occess PEP folfowing occupational exposurc.
\While AIDS is causing or increased dentond for heofth scrices, large numbers of

healthcase ptol’cssionnis are being direetly offected by the cpidemic. Botswana. for

exaimple. Jost 17% of it« heolthcare workforce duc 10 AIDS between 1999 and 2005

(UNAIDS. 2006). A study in one region n Zambia found thot 40%: of midwives were

HIV-positive and stal { 1ocs rotes by cadre were 30% for doctors, 36% for nlidwives and

3345 for nusves (U NATDS, 2006). All infecied ond offected workers ore likely to take

tinie off work and fusther absenteeism mey result from psychological impacts,
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2.1 HIV Counseling and Testing

H1V counseling and tesung (HCT) sefers to the prooess by which an individual. couple.
or family receives HIV testing and counseling on HIV prevention, treatmeni. care, and
support (UNAIDS, 2006). There are many approaches to HCT. but Zenerally, the
intervention ineludes four activities which are pretest counscling on the (csting Process,
risk-behaviour assessment. cach panicipant’s informed consent. and post-est counyeling
baved on the test result or results (UNAIDS. 2006).

HIV testing and counselling (HTC) is a critical and essential gatcway to HIV prevention,
treatment. care. and support services. Il is now' knosva that early knowledge of one’s
positive HIV status maximizes opportunities for the people Jiving with HIV (PLi11V) 10
aceess treatment. thereby greatly redueing HIV -related morbidity and mortality. and/or
preventing mother-tochild transmission of HIV (WHRO, 2012). Being on cffective HIV
reatment reduces. by up to 96%., the likelihood (hat someone living with HIV will
transmit HIV 10 his/her sexual partner (WHO. 20i2). Those who are HIV negative can
continue to make cfforts to protect themselves from acquiring HIV through evidence-
based prcvention methods: safer scx, use of condoms. voluntary meshical male

circumcision, safe injecting equipment, reduced number of sexual partners (\WHO, 2012).

HIV counsecling and testing is the pnteswny 10 trcdtment. care. support. and frevention
interventions for those who have HIV (UNAIDS, 2006}, It is a critical opportunity for
HIV prevention counseling. particularly for couples where one partnes 18 HiV positive
known as scro-dlscordancy ond fof others with n high nsk of acquinng HIV (UNAIDS,
2007). For those who lest cgatives counseling focuses on prevention essages taulored
lo the client’s or patict's cisk behaviour(s) and provides referrals to prevention

interventions, such as male ciccumcision clinies and support groups (UNAIDS, 2006).

HIV Counseling and testing is a Slrdicgy thai enables individials 10 know' their HIV
Status and be able (o avoid heing infeeted il negative or prevent re-infection and

spreading the Infcction if positive (UNAIDS, 2000). In addition. wider access 1o HCT
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may lead 10 gieater openness about HIV/AIDS and less stipma and discnmination,
{UNAIDS. 2002).

HIV counseling and testing is the process by which an individua] undergess counseling
enabling him or her to make an informaed choice about being tested for HIV. Thas
decision must be entirely the choice of the iodividua) and he or shc must be assured that
the pracess will be confidential (UNATDS. 2000). HCT has a vital cole (n play wilbin 2
comprchensive range of measures for HIV/AIDS prevention and suppon, and should be
encouraged. The poleniial benefils of 1esting and counseling for the individual include
improved health status through good nutrilional advice and carlier access (0 €are,

prevention and treaiment for HIV relnted illness (UNAIDS, 2010).

HCT also allows individual to have access (0 cmotions! support, improves ability to
copc with H1V related anxicly, provides awareness of saler opiions for reproduction and
infant feeding ond motivation 10 iniliate or maintain safer sexual and drug refated
behaviours (UNADS, 2000). Other benefits include safer blood donation. HIV
counseling has been defined as a confideniial dislogue between a person and a care
provider aimed at cnabling the person (o cope wvith stress and make personal decisions
related to HIV/AIDS. The counseling process includes on evaluation of personal sk of
1[IV transmission and focilitation of preventive behavior (UNAIDS, 2002). HiV
counscling and lesting has been declared to play a paramount role among the

interventions that play pivotal role both in treatment and in prevention of HIV/AIDS

(UNAIDS & \WHO, 2005)

UNAIDS/WHO do not support cocrcive or mandotory HIV 1esting as these ate neither
effeciive. UNAIDS/WHO (2004) policy on HIV couwsseling and 1esting cccommends

four types of LIV € unscling and testing; the firse type of HCT 15 the voluntary

counscling and testing siso known as clicnt-imitioted HIV counscling and testing crwbles

an individual to knocw his HIV stans. This temans entical to the elfectiveness of HIV

prevention. UN AIDS/WIIO advocatc for the effecuive promotion of know ledge of HIV

sislus among ony population thot mey have been exposcd to HIV through any mode of
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nensmission. Pre-test counseling may be provided cither on an individual basis or In
group settings with individual follow-up. UNAIDS/A\VHO (2004) encourage the use of
rapid tests so 1hat resuhs ace provided in a timely fashion and can be followed up
immediately with a ficst post-test counseling <ession for hoth 1{1V-ncgoative and HIV-

positive individuals.

The second 1ype of HCT is the diagnostic testing which is canied out whenever a person
shows signs or symptoms that are consistent with HIV-related disesse or AIDS in order
to assist clinical diagnosis and management. This includes MV testing for all

tuberculosis patients as part of their routine managenment (UNAIDSAVHO, 2009).

Routine offering of testing by heallh care providers or Provider-initimed testing and
counseling is the third type of HCT. This is made avoilabic 1o all patients heing asexsed
1n a scxually transmitied infection clinic or elsewhcre for a sexually imnsmiticd nfcction
{(UNAIDS/AVHO, 2004). This i done in order to facilitate oilored countcling bascd on
knowledge of HIV siatus. Routinc HCT is seen in the context of pregnancy in order 1o
facilitore nn offer of prevention of mother to chi'd irmnsmission. [tis also done in clinical
and comimunity bascd health <epvice settings where IV i< prevalent and antiretroviral
drug 15 availoble. Such places arc injecting drug usc lrcalment vervices, hospital

emcrgencics, hospitdi wards and consuitations even though the patienls nre asymptoniatic

(UNAIDS/WHO, 2004).

Explicat mechanisms are nCcessary 1N prowdcr-imlimcd HIV testing 10 proinote referral
(o postiest counscling services emphasizing prcvention for all thosc being 1esied and
medical and psychosocm\ support for those testing positive. The basic conditions of
confidentiality, consent and ¢ ounseling apply but 1he standatd pre-1est counscling uscd 10
VCT services 1s sdopted (O simply ensurc informed consent, without a full education and
counseling s¢is10n (UNAIDS/WIEO, 2004), The minimum ammount «f information that

patients requirc 0 order 10 he ahle to provule Informed consent include: the clinscal
benelit and the prcvention benefits of tesung. the nght 10 refuse. the follow.up services

that wil] be offcred. Also in the event ul a positive test results the unportonce of
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anticipating the need to inform anyone ot ongoing risk who would othenwise no! suspe<l

they were being exposed to HIV infection (UNAIDS/NWHO. 2003).

For provider-initioted testing. whether for purposes of diagnosis, offer of aniectrovaral,
prevention of mother-to-child ransmission or encourngement o feam HiV' status.

patients retain the right to refuse testing. i.c. 10 ‘opt out’ of a systemeisc offer of testing
(UNAIDS, WHO. 200+).

The fourth type of HCT supported by UNAIDS/WIHO (2004) is the mandatory scrcenitig
for HIV aud other blood bome viruses of all blood that is destined for nunsfusion or for
the manufactuie of blood products. Mandatory' screening of donors is required prior to all
procedures involving wransfer of bodily fluids or bLouy pafts. such as artficial

inseniination, comcal grofts and organ transplant.

Couples counselling and testing has been introduced in many countries in recognition of
the importance of disclosure to family members ond sexual pertners, where couples can
leam their results together with (he assistance of o trained counscilor or health worker
(WHO, 2015). Sharing scrosisius allows couples to plan, make imporaat life decisions,
including mpking HIV prevention choices, ond seeking care and support together (WHO,
2015), Services largeling other groups have also been introduced. ineluding for
adolescents and people from key px pulations, sich as scrvices for sex workers. injecling
drug users, and men ¥ ho have sex with men and tronsgender people (WHO. 2015). It is
impesative thal these Ssefvices afc provided within & conlex! of respect, non-

discrimination, and protection of privacy and conlidentiatity (\WHO. 2015).

Early knowledge of onc™ positive HIV status maximizes oppottunitics for the people
living with HIv (PLHIV) lo access ireatment. theeeby greatly reducing 111V -related

morbidity and mortaiily, and/or preventing mother-fo-child (ransmission of HEV
(UNAIDS/WHO 2012).

Being on cffecitve IV treatment reduces, by up 10 96%. the likelthood that soaeonc
living wiui HIV will ransmit HIV 10 his‘her sexu| pacther (UNAIDSAWII0, 2012,
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Thosc who are HIV negative can continue 10 make effoits to protect themsetves (rom
acquiring HIV through evidence-based prevention methods such as safer sex, use of
condoms, voluntary medical male circumcision. safe injecting eqQuipment, reduced

number of sexual pariners (UNAIDS, 2012).

HIV 1esting sesvices include the ful} range of services that should bc provided together
with 111V testing, this includes pre-test information, post-test counseliing, linkage 10
appropnate HIV prevention. carc and treatment services (\WHQ. 2013). The services also
include eclinical and support secrvices. quality HIV testing, accurate test resulls and
diagnosis. and coordination with laboratory services 10 support quality assurance (\WHO,
2015).

The development and use of IV rapid diagnostic tests in the laie 1990s have facililated
expansion of 11TV testing services, Thiesc rapid dtagnasiic tests can be performed with a
{snger-prick blood sample collected and processed by a trained community worker and

can be conducted outside of health facilities and treditional testing sites (\VHO, 2015).

Thie informed consent of the pecson being tesied has generally been considered essentiol
in HIV testing 1o ensure that the person understonds what the test means, is prepascd for

potenial positivc resull and provides peiraission to be tested (UNAIDS/\VHO, 2004).

UNAIDS does not suppoit mandatory testing on public health grounds. and recommends
to countries that all HIV testing be confidentinl. subject to the provision of informed
conscnt (UNAIDS, 2004). HCT should also inciude pre- and post-test counseling for hoth
HLV positive ani TV negative individuals, and that those testing positive be referred to
medical and psychosocial scivices (UNAIDS. 2004),

Thie task shifting/sharing policy is being (inalized and will be implemenied for yrained
1V counselors as soon £5 11 is adopied. This policy will result 1n tbe (ollowing changes:

« A 1rained health care worker. enrolled nutse. conimunity health worker or counselor

may then be suthorizexl, in tetms of the 1ask <tilfting policy 10 adnunisiet the HIV tess,
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* All health-care workers who administer the test will receive required training to ensure
adherence to the standard opcrating procedures, utilization of approved testing kits.
and quality assurance of HIV testing.

* HIV testing conducted by a health-care worker. should be under the supervision of a

hcalth-care professional {1.c.. registered nurse. doctor, denlist, oral lhecnpist. or oral
hygsenist).

* A trained health-care worker/counsclor will be responsible for performing the test,
interpreting and confinming the results of the test, as well as infosming the client of the
result,

* A trained registered nusse will supervisc 1the queslion and an<wer processes for HIV
testing. In provider initioted counseling and testing. a trained registered nurse should
always be the first person initiating HCT with the paticnts, In addition. the following

points should be adhered to:
* Verbal Informed consent should be obtained before testing as outlined in the policy

guideline
e The counsclor must adhere 1o the National Quahty Assurance Programmed, and this

should cover the counscling process as weli as the use of rapid test kits,
* The national department of health will facilitate quality eonwol mcasures and

adhcrence (o testing protocol.
* Disclosurc of test results and the implications thercofl should comply with the

promotion and protectiot of human righis,
Source. National strategic plan for HIV/AIDS and STls in South Afneca (201 2).

25  Recommeneed IV Testing Algoritl:m
The HIV esung olgorithm that shnuld be implemented for alt HIV 1esting is the senal

lesting algorithm as discussed in Figure 2:1
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Srecumg HIV Test (Fmeger Prick)

Screeming resull noit reactive:
Report as negasive ana provide
counselling encourage client 1o
repent the te<i tir=e (3) monihs

ofler exposur 1o exelude the

Screeniog result reaclive
stibject to second confinnatory

est . possibility o1 (he window peniod,
Appropiiate pn~vention package
shouidb e discussed
-

Conlimaton’ tesull non “
reactine. Repon as
indetcrmn:ste’ discortian
and explom o ebient. Send
who'e Dlacd 101ab lor
ELIS A sk clients 10 come
Lack lor resulis

Confirmatory resuht
reaclive: Report as flI\®
positive, positive. provide
counselling. refer for CDY
count, TB screenng. Prc
ART and ART management

ELISA nonrenciive: Report as
HI\" negatrve and provide
counscling Encourage client to
repeal test three (3) manths afler
exposuse lo exclude the
possibility of the window paiiod
Appopnate preventiou package

should be discussed.

ELIS A positive: Repon as HIV
positive and provide
counseling sefer for CD
count, TB sereening, Chnical
stagiilg 0nid Pre \RT
natagcnienl

—— - A— —'—"'. )

Fi 1: Proeedures for HLV test l't-ﬂ.llls
S::;::: ' 3 South Alrica National Stmtegic plan for HIV/AIDS (2007.201 1)

26 The "S5 Cy”
W10 (2015) hos defined five key comi@ncnis—ihe 5 Cs™—that 1nust be respecied and

adhered to by all HCT services. TIIbe componenls arc conseni. confidentiality.

’ ~ ion linknge lo prevention. care ond .
counschling, correct test results and conneclio P réaliment
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The five Cs. and the key pnnciples they entail. agply to all models of HTC services as
listed below:

* People being tested for HIV must give informed consent 10 be tested. They musi
be inforined of the process for HTC. the scrvices that will be available depending
on the tesuhs, and their nght 10 refuse testing. Mandatory cor compulsory
{coerced) tesung is never appsopnale. regardless of where thal cocrcion comes
from: healh-care providers, partnets, family members. employcis. or others.

* Tesling services must be confidennial. meaning that the content of discussions
between the person tesicd and the health-care worker, testing provider. or
counselor, as well as the test results, will not be disciosed 10 anyone else without
the consem of the person tested.

» Testing services must be accompanied by appropriate and higt-quality pre-iess
information or prc-1cst counsel:ng, and post-test counseling.

« Provision of correct test results. Testing must be performed and quaslity assurince
measures foliowed according 10 intemationaily-recognized testing siratcgies,
nonns. and standards based on the type of epidemic. Results must be
communicated to the person tested unic«s thot person tefuses the results,

. Connections 10 HIV prevention. tteatment and care and suppont services should be

supported thiovgh concrete and well-resourced patient referral, suppon. and/or

tracking systems,

The UNAIDS Wotld AIDS Day Repoit 2012 provides evidence that adhering 10 theee
principles and practices for HTC and linking those tested to HIV prevention, tseatnicnt,
care. and suppor| can enable counirics to reduce the incidence of new HIV infeciions and
reduce HIV-related morbidity ond monolity. These gains are fusther enhanced when
countrics 1ake sicps to increase aceess ta; voluntary HTC, including for key at.risk and
vuinerable populoiions; prevention of molher-ta-clitld tranctnission of HIV (PMTCT).
and ARV ireattnent to all 1hose who need it.

WHO recommiends that volumary HTC be available through a wide range of sen jces

dellvery models and approaches. These include providet-initiated te<ting o) counsel ing
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(PITC), which involves the routine offer of testing to all people receiving medrcal case
high-prevalence settings and in clinical sites, such as sexual health and wberculosrs (TB)
and drug treaiment clinics. antenatal. childbirth, postpartum services and siizs offerning
services 1o key at tisk and vulnerable population. in all epidemic settings, They also
include a range of other testing and counselling services. including the oficr of testing in
non-medical sciungs by non-medical personnel. such as in community outseach, couples

testing. door-to-door offer of tesung, home-based testing and other<

In this eontext, the use of rapid point-ofcare HIV tests should be cxpanded as this type of
testing enables testing providers and counsellors to quickly provide iest results to those
tested. This. in turn. can conkibute o early ensolment in treatment, care. prevention. and
| other follow-up services as needed. Rapid tests can also reduce the burden on lshomtories

and allow trained and supcrvised lay personnel to provide the tesling and counseling

Regardless of the individual or population group being offered HTC. all aspects and
models of HTC seivices must adhere to the S Cs and be provided in a compassionate.
non-discriminatory, and cthical mamier deriving from the professional integrity of the
testing provider/counsclor and respecting ihe hiuman rights of the person being tested.
Facilities piovlding HTC should have codes of conduct for providers and sysiems in

place for redress for patients whose nights arz infnnged.

2.7 HCT policies
The UNAIDS World AIDS Day Report ( 2012) provides evidence thet adhering to the

pnnciples and practices for 15TC and linking those tested to {1V prevention. treatment,
care, and support can enable countries 1o reduce the incidence of new HIV infections and
reduce HIV-related morbidity and mortality, These gans sie (urther enhanced swhen
countiies take sieps to ticrease aceess 10: voluntary HTC, including for key at-risk and

vulnerable populations; prevention of mother-10-child iransmicsion of Hiv (PMTCT);

and ARYV ircatmen: to all those who need it-
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National HCT policies and practices should be reviewed to eliminate all non-voluntary
fooms of testing. There should be no compulsory or mandatory testing of members of key
populations at higher risk of HIV infection and other vulnerable populations. including
pregnant women. people who inject dmigs and their sexual partners, men who have sex
with men, commercia) sex workers, prisonces, migrants, refugees and interially displaced
persons. and transgender people (WHO., UNAIDS 2012).

The expansion of voluntary HET should include improved protection front stigma and
discrmmation related 10 positive HIV siatus and risk behaviours. as well as improved
suppori 10 be connected/tinked to prevention. treatment. care and support services:

Adolescents require special attention to their needs through the provision of youth-
fricndly testtng and counscling and follow-up semvices. Public health suategies and

human nights promotion are mutually reinforcing. A hiuman rights-based approach to
HTC must be cnsurced (UNAIDS, \WHO 2012),

The following key factors should be addressed simultancously

« Ensuring cxpanded £0CCSs through an ethical process for conducting HTC.
including dcfining the purpose of the test and the risks and benefits 10 the person
being tested
Assuring linkages between the site where the test is conducted and appropnate
lreatment, care, prevention. and other scrvices, in in cnviTonment that guarantecs
confidentiality of all medical infonnation.
Addressing the implications of o positive test result, including the risk of
discrimination and stigia and the importance of early enrolinent in HIV

wrentment, eare and follow-up services as nccded.

Reducing HIV =lated stigma and discaimination at all tevels, including within
. cduct cclated

health.care SCHings

Ensuring & o ppartive Jegal and policy fmmework within which the cespOnse s
[ ns - U

1edd up, 1ncluding saleguading the human rights of people accessing HTC and
scale al

other seivices.
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* Impioving the healthcare infrastructure so quality senvices adhering to these
principles can be sustained in the face of increascd demand for testing, trcatment,

and related services and easures effective monitoring and evaiuation is in place.
SOURCE: UNAIDS/\VHO Statement on HIV Counselling and Testing (201 2)

2.8 Attitude of health workess towurds HIV Counscling and Testsng

The practice and acceptability of HCT by health care workers can be viewed from two
perspectives, firstly, from the perspective of how HCWs are therusclves testing for HIV
and secondly, [rom the perspeetive of how HCWs are offering HCT 10 their clients, A
stiudy conducted among 69 new employees of the British National Health Scheme
reported that #1% of the study pantieipams have been tested for HIV and 62% are willing
lo test in the fuwure. It went further to stale that 56% o!f the participanis who tesied for
HIV are (rom areas of endemic HIV, (Hamill, Copas and Muiphy, 2006). this may he
connected o pesceived susceplidility. sAnother study conducted among 242 HCWs in a
renttary hospital in Benin, Nigeria teported that 71.9% of the study participants have been
screened for HIV (Okojie & Omuemu, 2004).

[n another study camed out among 124 heaiih workers in Mpumulo, Soulh Afrsca results
show that 63 7% of the study patticipanis reposted that they have had nn HIV test in the

past_ All these studics did not specify the percentage of health workers that practice the

recommcndcd six monthly VCT.

A study in India by Kermode, Jotlcy. Langkham and Crofts (2005) found that 63% of the
266 nupsc paricipants perceived the risk of occupationa! infection with HIV as high
60% of the nurses thought thot there was 100% risk of getung IV infcetion from
contaminated needle stick tmjury, and only 11% of nurses correclly identified the nisk ot
HLV infection from needle siick injuty as 03%. Low Icvel of purses’ knowledge was

demonstated n previous siudies (Walusimbi ond Okonsk)'. 2004),

in 1 qualiative study from Malawi, resedichers found that 76% of health workers
surveyed repofted having aceessed 11TV testing and counseling servtees. with Lo

repoining s scpeat test, Nearly holf (§9%) of the heolth workees noted thay they 1evied
31

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




because they “just wanted to know" while 22% tested due to concems about occupational
exposuse and 11% because of ill health. Eleven per cent of healih workers sun.eved
reporied self-testing while 41% of respondents believe that their colleagucs have scll-
tested (Namakhonia. 2010). Another data collected from health workers in Kenva.
Ethiopia, Malawi, Mozambigue and Zimbabwe. Malawi on acceptability of selfl HIV
testing show high levels of unregulated se!ftesting (20-31%) and high 'cvels of tnterest
in self-testing among hcalth workers. ranging from 72% to 80% (Corbeli. 2007).

A study conducted in three districts in Zimbabwe on health workers accessing VCT
found that most of the health workers (87.4%) had not gone for VCT und the majority
also reported unwillingness to be tested (Tarwireyi and hajoko, 2003). The rcasons
identified included not being ready (o test for HIV, not abie to cope with results. the
perception thas there 1s no need o test as there is no cuic available for the HIV and not
wanting to go through the counseling process. Fear of HIV test amongst health workers
was also docunicnted. in Zambia, A study by Kiragu. Ngulubc. Nyumbu,iNjobvu, Erens
and Mwaba (2007) showed that most health workers did not utilize counseling and
testing becausc they did not feel they are at nisk. Using sclf-admintsticred questionnaires,
the study aimed at assessing HIV/AIDS risk taking and stotus awarcness amongst healih

workers in five uiban hospitals in two provinces. The study showed that only 33% of
health workers had tested for H1V despic their greater leve] of education than ilie gencral

public. and teir greater risk of exposure occupationslly, The investigators concluded that

though respondents were heafith workers, were in marital unions, and seen as heing at

lower risk, 1they necded to be targeted with behavioural change intesvenuons,

From the perspective of how health workers offer ICT (o their clicnts. a cross-sectional
study conducted in Mulago Hospital which is the main national referral hospital in
Uganda in which g 1otal number of 155 physieians and nurscs psrticipated shows that
29% of health workers reported never having diseussed AIDS prevention wih patients,
26% h.d never referied fatients for IV counseling Bnd 31% had ncves advised palients
suspected of H1V snfection 0 be tested, Frequent explanations for not praviding AIDS
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because they “just wanted 10 know” while 22% testcd due to concerns about occupational
exposure and 11% beeause of ill healsh, Eleven per cent of health workers surveyed
reporied sclf-testing while 41% of respondents belicve that iheir colleagues have self-

tested (Namakhoma. 2010). Another data collected from health workers 1n Kenya.

g . 4
Ethiopio. Malawi, Mozambiquc and Zimbabwe, Malawi on acceplability of seif HIN
testing show high levels of unreguloted sclf-iesting (20.41%) and high levels of interest

. 2007,
in sclf-testing among health workers. ranging frons 72% 10 80% (Corbeit. 2007)

A study conducted in thice districts in Zimbabwe on health w:rkcste acocssing VC1
(ound that most of the hcalth workers (87.4%) had not gone (or VC1 and ‘thc m3j 01y
olso reportcd unwillingness (o be tested (Tarwireyi and Majoko. 2003). The rcmco:s
identified included not being ready to lest for HIV. not nhlnl o cope with n:\.:uhsc.I t :
perception that there 1s nO need to test as there is no cure available for the Hl!h ::: rk:l
wanting to go through the counseling proccss. Fear of HIV test amongst hea 1b \ Ercn;
wos also documented. {n Zambis, A study by Kimgu Ngulube, N)-.u.mbu.NJo vlu d
and Mwaba (2007) showed that mos{ health workers did n0l. tf:uluéc counseling 'nns
testing becouse they did not feel they arc at I <k Using sclf-administered quesuo::nhu::“;
the study nimed at gssCssing HIV/AIDS nsk ;.‘k-mg.und status nwart:r:ics: ;:monx:gsnaix y
workers 1 five urban hospitals in [wo provinces. The study showed 1 “h only B
health workets had tcsted for HIV despiic their greater level of' education than the genera

' . 1 i<k of csposure cocupationally. The invesSuEalon concluded 1that
e "-hca]‘h workers, Were in maral unsons. and sccn as being at
s were S.

tespondenl .
llhcmgh : r’lh necded to berasgeted With behovioural change tnterventions.
ower sk, Ny

) ir €l R Ccross-sectional
F he perspective of fow bealth workers offer HCT to their clicnts, ¢ cro
‘rom Ihe pers

i fenal hospatal in
' ‘hich ts the man national re
1 hfulago Hospita] W
study conducted In

hich o total number Of 155 physicians and nurses paticipaied shows that
Uganda in which 0 G

o ditcussed AIDS prevenuon with paients.
1eers | red never having
296, of health wotkcrs cpo

ferved [ratients for HIV counscling and M % had never odvised paticrits
26% had never telcrve

'\ infection to be tested. Frequent cxplanauions for not providing AIDS
suspected 0 Hi
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prevention education included time constraints and / or tack of reintcd knowledge or

skills (Mungherera, Van der Stralen, Faigeles. Fowler and Mandel. 1997).

In o prospective study conducted in a Durban hospilal, rescarchers comnnred tht
vsiandard of care™ practice of VCT versus the foutine practice of VCT. Tt was shown that
2912 clients were offercd VCT dusing the 12 week period of routine practice of VCT as
compared to 435 clients that werc offered VCT durnng the pcsiod of “standnrd of care”
(Bnsset, Giddy, Nkera. Wang. Losina. Lu. Freedberg & Walen<ky. 2007), This shows
that the number of clients HCWs offer VCT is dependent on the type of HEV leming

being practiced st1he site in question al a given timc.

29  Faclors inNucncing the usc of HCT by health workers

UNAIDS and WHO (2007) has recommended that countrics with gcnc:alizcd HIV
epidemics should adopt a policy of provider initiated MIV counscling and testing (PITC)
in clinical seitings. The policy guidelines suggest that. IV counseling nnd 1esting shnuld
be recommended by the healih care provider as part of routine care (o ajl paticnis or
clients atiending the facilities, fegardless of whether the paient shows signs and
symploms of underlying HIV infection. PITC comprses of 1wo strategics in which health
carc prosiders are required 10 petform. These include H1V counseling, diagnostic HIV
testing. nod HIV screemng. The guidclines nlso emphasize that, PITC should be
voluntaty and that the sThree C's™ of HCT which are informed consent. counscling and
confidentiality must be obsersed . The cuirent PITC policy is intended 10 complement the

existing HIV VCT pProgramenes which tely on individuals 1o sclf.rcfer for lesting,

A cms_gcc“ohnl su]dy Wth, was CU“dUClCd b} NUlll KnmlOg“'c (201 ') among hcn]lh

core providers Working \n Lthe govermnment health foeilities in Tanzdinia shows thal all wthe

402 health case PIo* iders who pamclpnlcd in the ﬂUd)‘ leOl‘lCd to have hemd al»out

PC. Bartiers 10 >ffer PITC scrvices as reported by health Providers are non-relevance

of BITC to cliens’ visit ihis was the most common rehorted bamer (61%), as health

care providess thought thpt not all paticnts
7.8%). Other pﬁﬁcl\‘td bamriers were hish numbes of

were at nisk of acquinng HIV infection xud

that PITC 1» Lime COnsUMING (3
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potients ot the clinics (57.7%), few health care providers (42.8%) and lack of special
training on PITC (46.5%) and abseace of test kits (37.1%).

Several factors can influence the uptake of HCT for HIV by individuals Existing
evidence suggests that fear of having been exposed (o HIV by one’s 0wn aciions, fearof
having becn exposed (0 HIV by thc actions of one’s spouse Of partner. fecling sick.
family events such as mamoge, pregnancy. Job. circumstonces (c.g.new Jov. scholasship.
and opplication requirement) would prompt an individua!l to go for HCT (Yoder and
Motinga, 2004).

Furthermore, high education jevel is olso associaled with peiting an HIV tesl (Aberle-
Grasse, Killam, Newman, Limbe and Davis. 2004). 1t has oiso been revealed that gender
ploys a ceucial role in influencing people 10 ulilize 14CT scrvice in that more men than
women utilize the HCT scrvices (Lwanda. 2003). Siudics done in South Africa have
shown that the practicc and ncceplability of HCT among women attending antenatal
clinic is high (Abdullah, Young. Bitclo, Coctzce ond Meyers, 2001). This has been
attrabuted to the mothees’ interest in protecting her ~hildren from infection with the 118
through prevention of mother to child transmission (PMTCT)(Grassc et al. 2004). Also,
Shogbanmu, Rupesinghe ond Wright (2011) found that the uptake of routine HIV testing
amongst pregnant women in Boziya was facilitated by the level of cducotional

ottosnment, groupcounsclling. ond heatth care workers involvement. Sugnmin was found to

prevent uptake of routine HIV tesiing.

Anolber study by Musheke. Mtasals, Gan, Mckenzic, Bond. Martin Hiber and Menten

(2013) on [actors influcncing the uptake of HICT in Sub-Seharon Aftica reveoled that the

predominant factors enabling Uptake of 1EV (csting are deterioration of pbysical health

and/or death of <exual partner Of child. The roll-out of vartous HIV testing inllislives

such as ‘opt out’ nrovides-initioted HIV 1es1ing ond mobile HIV testing has impsored
uptake of Hiv (esting by being conveniently availuble. Other enabling factors ste
availabllity of tresiment and social network influcnce and support. Major barnce to

uptake of HIV tesung compnsC pecceived low risk of 11V mfection. Pereeved health
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workers' inability to maintain conlidentinlity and fear of HIV-related sugma. While the
increasingly wider availability of life-saving (lreatment s an incentive 1o test. the
perceived psychological burden of living with HIV inhibits uptake of HIV testing. Other
barriers are direct and inditect financial costs of accessing HIV testing. and gender

incquality which undermines women's decision making autonomy about HIV testing.

Y oder and Matinga (2004) also established that pcople would not go for an HIV test if
they think that they arc not al risk. They do not want 1o be scen going o 3 HCT centre,
beeause they would be recognized and perceived as being positive to HIV, and the fear of
being told that they are HIV posilive cicarly keeps people from bowng tested: A study
donc in Kano, Northemn Nigeria concluded that among the stuay population HIV/AIDS
knowledge signilicantly predicied positive siitude toward 11CT for HIV/AIDS (lliyasa,
Abubakar, Kabir & Aliyu, 2006, The health belief mode! staics that a person’s percclvcd
vulnerabil ity to a condiron I8 ymportant in cxplaining 2 health behaviour. In the study hy
Jereni & Muula, (2008) 15.5% of the study participants s iid they were sceking HCY due
1o a sclf-nssessment of own bchaviour BS risky. This nsky behaviour teaves them
vulnerable to infection with HIV and aceording fo taem led 10 their dccision to test for
HIV. This scif-assessment of own behaviour as NsKy may also have an opposite cffect of
inducing the fear of testing HIV positive in an individual which might deter the person
from HCT. Approaches that erode human rights and cthics and create an environment of
fear. intoletance and cocrcion undermine cfforts 10 scale up HTC and public health

interventions that aim 10 cncourage disclosure and patiner notification (UNAIDS.WHO,

2000).

[n their study Pelizer. Nzewi and Knsna (2004) noted thnt 25% of high-nisk indsviduals n

the United Statc fail 10 be lesic

studjes notcd that peonic who declined lcsung saig they did so because they did no!

. 10 b2 al fisk for HIV (Ikechebelu, Udigwe Joe Ikechcbely and Imob,

d due to fear of leaning they are HIV posilive, Other

perceive themsels

2006). AIDS related stigm
WAIDS (Van Dyke, 2008). Many studies have idenuilled Stigma and

g and discrimgnation remain the greatest obsiacles 1© people

living with HI

discriminagion as the main feasons why people do not utilize HCT seniees (Kalichman
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and Simbayi. 2003. Pelizer el al, 2004). The problems of discomination and stigma have
teft sero-nepative pcople not to test 1o know their status and have led sero-positive people
not to disclose their status leading to late disclosure of sero-status. Stigma and fear of
disclosurc may be major obstacles 1o heafth worker access to HCT for HIV and other
HIV serviees (Namakhoma. 2010). Being infected with HIV can be a source oi personal
and professional shame for a health worker, and may also invoke fear of losing one’s jab
and damaging fulure carecr prospecls. Convemient access 10 1esung. scrvices and respect
for HCT service providers with preference for mature counsellors were some of the
rcasons opined by WHIO as focilitators to HHCT among genera! population (table 2.6)
while greater knowledge and casy access to HIV testing in work place were some of the
faclors considered as facilitators among health workers (WHO, 2011, Corbett. 2007).
WHO (2006) proposed that Specific factors that may inflsience the uptake of HCT by

health workers should be considercd when developing services (Table 2.7).

Tuhle2.6:  Barriers and fucilitators 1o HCT aniong gencral population

Fucllitators Il Bucrriers i -
Convenient aceess o lesting Services _ 'Fearof H IV positivediagnasis
Dircet offer of immediately avoilable Test | Eear of being unablc 10 cope with

| Knowledge of positive stalus.

Fear of adverse events if posinve
result received ¢.g partner violence,
abandonment or marginalization

Confidentiality and tespect for HCT scrvice Adverse capetiences in health
facilities suchas lengthy queuingor

Same day resuits

e perceived suaff inscasitivity
Respect for HCT service providers 35 shown n
prefererice for mbture  €OUR selots of higher |
cofessionnl stonding .
{ Access o HIV carc — = T
Beliel in cffeclivenese of ART 15 shown to atfccl !
adherence 1o ART and willingness 10 lesl. =

el
p—
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Table 2.7: Barrlers and lacilitators to HHCT amonp health workers

e —

Facilitators Barriers
Greater kﬂO\V]CdgC and undcrslanding of HIV ”cig]“cncd sensc of shame and lcndcnc)-
[ _ to sclf-stigmatize because of HIV siptus
Easy access to HIV testing 1n \Vorkplace Observed stigmatization of poticnts
by collcagues
High levels of belicf in effectiveness of ART Observed discnimination agaiast H1V
positive colleagues
Witnessing suppottive management of HIV Lack of knowtedge or conlidence in
positive colleagues HIV ann-discnmination legislaiion
Experience counseling others about HIV Pessonally knowing EH1V test Provider
Easy access to HIV care through Workplace Being senior to HIV counselors
Personal knowledge of E11V care Providers Personal knowledge of HIV care
providers .
To assess HCT services healih care workers may
have 10 attend with people they serve which may’
undermine relationship of trusi am§ authonuy
they have with clients -

SOURCE; WHO (201 1) ond Corbelt (2007)

2.10  Use of HIV Counseling and Testing in Nigerin

tn Nigens there is a distinct lack of HIV tesing programmes. In 2007, just 3 percent of
health facilities had HIV testing and counseling services (WHO. UNAIDS and UNICEF.
2008) and only 11.7 percent of wonien aad men aged 15-19 had recesed an HIV test and
found out the results (UNGAS, 2010). i 2009 there was only one HIV iesting and
counseling (acility for approximately every 53.000 Nigerion adults, which shows how
desperately the government needs 10 sca le up 1V testing services (WO, UNAIDS and

UNICEF, 2010).

Uptake of HCT 1s still lo» samong Nigerian population despite the fact that HIV
counseling sites have increased from 1074 1n 2009 10 7075 1n 2013 (NARNS 2013).
Although the proportsor of people who had tested and received results had dramatically
increased beiween 2003 and 2012 the proportion sull fatls (ar below nsiional target’
According to the NARTIS 2012, 23.5% of males and 292 of females reproned ever
tested for HIV, out of this @oup onty 63% of females and 65% of nwles that 1631y fur

HIV recejved their results ond know their status. This shows that » [of needs 10 be done 10
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increase uptake of HIV counscling and testing. In 2013 4.077.663 persons werc repotted

1o have been tested for HIV which falls far below national access target for Nigeria

The year 2013 Nigena Demographic and Health Suevey (NDHS. 2013) on ! 1!V reloted
knowledge altitude ond behaviour reported thot Overall, 60 percent of women and 7
percent of men know 2 place where they can get an IV 1est, an imprevement since the
5008 NDHS (when the figures were 49 pereent and 65 pereent. respectively), Knowledge
of a place for HIV 1esling s highest among sexually active women and men who have
ncver been morried (83 peroent and 86 pcrcent. respectively) and among urban women
and men (77 percent and 81 percent, respeclively). Knowledge of where to gd HIV
{esting increascs wilh increasing education wid wealth. Across age groups, the younges!
female and male respondents (age 15-19) are [east likely to know a place where they can
go to be tested for HIV (51 percent and 56 percent, respectively). By marital status,
never-marricd women and men who hove not yet inilialed scxual activity arc least likely

to know a place 1o obtain 8n HIV test (57 percent each)

Overnll one in four women have been tesied for [V and received the result of he last

tlest. Among men, the corresponding PLoposLion 15 20 percent. Seven in 10 women and 78

percent of men have never been tested for HIV. Among wonicn snd men tested for HIV

in the past 12 months, only 10 percent each reccived their test results, However, this is an

improvement of 3 perecntage point: {rom lhe figure tecorded in the 2008 NDIUS (7

percent €ach),

A< o1 December 2013 the rumber of women and men aged 15 and older who received

HIV testing and counseling in the past 12 monihs and know thcir results was 4.077.663.

his demonstrated a more ihar, fifty percent inctcase in the number of persons counscled.

lested and received resulis i 2012 (Figure 2.2),
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2.11  Benelits of HIV Counseling ond Testing

The bencfits of HICT can be scen at the individua!. community and population levels At
the individual level the benefit include the owarcness of and knowlcdge about HIV,
education on HIV prevention strategies and access to education on correct aiad consrsient
use of condoms, Furthermore st (acilitates enhancemem of individua!“s 2htiity to reduce
the risk of acquirting or transmiuting HIV. Also, HCT (acilitotes eniianecd access 1o HIV
care as il provides tinks with trealment services like prevention and carly management of
opponunistic infections including TB. the cligibility and acherence if need be to
Antiretroviral drsgs. HCT is also an entering point for Post exposurc prophylavis
programme for rape victims and health workers after occupational exposures It is linked
to the Prevention of mother to child transmission progrmmme, without whteh up 10 40%
of children bom to HiV-infected women will be infecicd. instead trannsmission rate as low
8s 2% 10 5% have been achieved (Wilson. Natdoo. Dekker, Cotion & Maartens, 2005).
For the community, a wider knowledge of HIV staius and s links 10 interventions can
lead to a reduction in denial, prevention of infcction and re-infection. stigma «nd

discrimination and can lead to collective responsibility and action,

At the population level, knowledge of HIV epidemiological trends can influence the
policy enviropment, nommalize IV and AIDS ond reduce stigma and discrimination
(IPPF. 2008). L.ack of knowledge of HIV status is o key issue for boih individuals and
sociely, HTC can provide an opporiunity (or timely access 10 appropriate treaiment, care
and suppon. late presenices sufice grenter morbidity and monality than those diagnosed
carly (WHO. 2010). HTC is also imporant (or both primary and sccondary HIV
prevention, Quality HTC can help prevent HIV nfectton through counseling to
discourage high.nsk behaviour and support protective behaviour (WHO, 2010), Peaple
who leam that they are HiV-infccted can take Sicps 10 decreasc the risk of LR minng

HIV 15 injecting and sexval partners. The imponiance of ihis for HIV prevention s
enhanced in sctungs where anticetroviral treaiment {ART) i» avaslahle and acces.ihte 1o

all who need 11, fiven its value in MIucmg vital load and the amount of virus cm:u[mmg
(I
in the community {Attta, 2009). Pregnant women who leam that they are M IV-positive
P 4

can take steps 1o rediee STV transmission to their bahles
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Commitment by the international community at the High Level Meeting on AIDS at
Untted Nations headquarters n 2006 was made to ensure universal access o RV
prevention. treatment and carc (IPPF. 2008). This commitment requircs mi'lions of
people to be counseled and tested for HIV in order 10 ideniify those who can benelit from
immediate occess o these scrvices. To date. the increased availabiliiy of treatmens for

HIV has not gencrated dramatic increase in demand for HIV counseiing and 1esting
(UNAIDS. 2006).
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2.12  Conceptual framework

The conceptual framework adopted in this study is the Health Belief Modcl tHBM) The
HBM was one of the first theories of health behaviour and remains onc oi the most
widely recognized in the ficld. it was developed in the 1950s by a groun oi U S. Public
Heolth service social psychologists who wanted to explain why sc¢ icw. people were
paiticipating tn programmes to prevent and detect discase. For exaraple, thie public health
service was sending x-ray units out to neighbourhoods to offer free chest x-rayy
(screening for tuberculosis), Despite the fact that This service was offered without charge
in o vancty of convenient locattons, the programme was of limited success. The questian
was why to provide answer (o this question, social psychologists examined what was
encouraging or discouraging people from panicipating in the progiamme, Since then
rescarchers have cxpanded upon this theory. according (o Roscnstock, Stretcher and
Becker. Six main constnicts influence people’s decisions about whether o take action 1o
prevent, screen for and control illness. They argued that people arc ready to act if they:

- believe they are susceptible to the condition. (perceived susceptibility)

- believe that the condition has serious conscquences (perecived severity)

- belicve that taking action would reducc their susceptibility to the condition or its

severity (perccived benelits)
. belicve cost of waking action s ouiweighed by benefits (perceived barriers)

- Cues o action - events 1hat moiivate people to take action

- are confident in their ability to successfully peiform an action (self-efficocy)

Application of the framewoik wos described an figure 2.3 with reference poirks in the
questionnaire draft. The conteat of the quesiionnaire was based on the concepls stated
below: |
perccived susccpiibiiity of the framework was addicssed in the Q23.36,
perceived scverily was assesced in Q19,50
- pereeived benclils were structured in 22,27.29
. pesoeived basvices Were tdentified in Q21.28.30-33

Cue to action was asSessed in Q43.54

L F
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Demographile varlables
* Age
e Gender
¢ Education
¢ MAlacital Status
* Designation
* Religion
e level of Education

Ethnic Group
{see Questlons 1.6}

|

e e —

Perccived Suscepiibility

* History of accidental
ncedle prick.

« Lack of PEP in health
facility

Perceived Severity
v No cure yel for HIV/AIDS

v

Death of patient/coliegue In

the health facility duc to
A[DS

==

Flgure: 2.3; Apjlicatlon of Ie

Soutce Knowledge. attitudes
lowards voluntary €ou

students

Perceived Benelils

o Earlyaccess to care if positive will

reduce monakhity from RV,

—_— Perceived Constroints

Poor knowledge of HCT
Allitude towasd HCT

e Rest of mind and maintaining a
preventive lifestyle if HIV negative

» Fear of rcveaiing ETV status
Stigmatization &t work 1f posiive.

Perceived Threat
Recusting iliness of

Likclihood of
taking nctions

=% | nursc o Availabiilty of
Nursing an AIDS lest kits
patien! o Posilive
— intentton of
using HCT
service
—
— —

Cucs 10 aclion
» Advice from patiner or any other
relevant individual
¢ Pcriodic HCT progratnme organized
for membess of staff.

e ————————————————

Kululanga, July. 2006
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CHAPTLR THREE
METHODOLOGY
3.1  Swudy design
‘The study was a descriptive ctoss sectionol survey which was carred cul among

tegistered Nursesin Ibadan Metropolis of Oyo State.

3.2  Description of study area

Ibadan (Yoruba: Jbadan or fully Ild Eb3-Qdin, the town at the junciion of the savannah
and the forest), the capital of Oyo State, is the third largest city ia Nigeria by population
(after Lagos and Kano), and the largest in geographical ares. At independence. Ibadan
was the largest and the most populous city in Nigeria and the third in Africa after Caro
and Johannesburg. It i1s located in south-westetn Nigena. 128 km infand northeast of
Lagos and 530 km southwest of Abuja, the federal capiin! and s a prominent transn point
between the coastol region and the areas o the norih. Its population is 2,550.593(Feder;]
Republic of Nigerig Official Gazette, 2007) according to 2006 census results. yncluding
L1 local govesmment areas. The population of central Ibadan, including five 1L.GA's
(lbadan North, Ibadan North.East, Ibadan North-West. Ibadan South-Eat and Ibadan
South-West), s § 3138 659 according to ccasus results for 2006, covering an area of
128 km? and in 2009 populn[ion census, 2 total number of about 2,559,853 was e<timated
&y current population of Ibadan land. Ibadan had been the centre of administration of the
old Westem Region. Nigeria since the dnys of the Bnitish colonial rule. and pasts of the
cHy's ancient protective wolls siill stand to this day. ‘The principal inhahitants of the city
are the Yoruba pepple, Manufactures include metal products. fumaure, «0sp, and
hondicrafis It is also an impottant market for cocoa, which, along with couon, s
produced in the region. {badan was founded in the 1830s as o nulitary camp duning the
Yotuba civil wars and deyeloped into the moct powerful Yoruba city-state. The ciy also

has numerous parks .15 well as botanical and zoological ganlens anil i the site of he

Univenily of fbadan

There ate diverse social (acillties like: markets, churches, mosques. offices. financia|

tnstitutions, [iling stations. schools, legal professionals, welfare arganizations and health
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services (both private ond public). The cily is made up of helcrogencous population of
different cthnic groups. culture and ways of life. The 5 LGA« in lbadan metropolis have
polilical wards, in each ward having a sciving Primary Health care centre. wiill about
nothing less than 150 sctilements arcas as well as having the whole characieristics

embedded in the description given above on Ibadancity.

The LGASs consists of different occupational groups including; civil servaiis. trader, and
anjsans., whose business activities are buying and selling of diifercat type of goods.
These commerciol activitics occur doily or weekly in the maskeis  Among such markets
orc Bodija, Yemetu, Dugbe. Orita-Merin, Oja-Oba, Oje. Gate, Ogunpa. Agbeni,
Labaowo. | wo-Road, Old Gbagi. Alesinloye and Mokola,

Ibadan metropolis is unique because it has o large nutnber of Health centres and Clinies
in the South-west Nigeno, the major onc being the University College Hospital (UCH),
and Adecoyo General Hospital owned by the Oyo Siate Govemment. Among others are

Oni & Sons. Jericho General, Nussing and Chest Hospitol.

The biggest among oll health institutions in this area is the Univeisity College Hospital
(UCHD, The UCH badon was estzblished by an act of parlioment in November 1952
response 10 the need for the training of medical personnel and other health care
profcsSionnls for the country and the Wes( Afriean Sub region. The phwcal devclopinent
of the hospital commenced in 1953 in i1ls present sitc and was formally commissioned
after completion in November 20 1957. The UCH Ibadan was nitially commissioned
with S00 hed spaCes. cucrently the hospital has 850 bed spaces .and 163 examihalion
couches ane cugrent bed occupancy cate is between 55 68%:. In oddition 10 the Collcge of
Medicine. the hospitai houses 8 Viroiog) Rescorch lnbaratory, Special Trealment Clinie
(STC), a stare of the ot clinie for research, I@INING and treaiment of scxually transmitted
diseases and nsas clini for people living with HIV/AIDS. Since it incepiion l.hc hospital
+ % 000 doctors and 4,513 nurscs among other professionals, The hospial
‘\ h cight (8) KIV counselling and

has (ryined gyt

: force Wit
cuttcntly has over 1,000 nurses in 12 work (oic

4]
lesing c-nis=s (scc appendis { for descrption other lexcations)

a5

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




services (both private and public). The city is made up of helerogcneous population of
different ethnie groups. culture and ways of life. The 5 LGAs in tbadan metropolis have
political wasds. in each ward having a serving Primary Hcalth care centre, with ahout
nothing less than 150 scutements aseas as weil as having the wholc chiaraci=nstics

embedded in the description given above on Ibadan city.

The LGAs consists of different occupational groups including; eivil servants. trader, and
attisons, whose business activities are buying and selling of dif{erent type of poods.
These commercial activities occur daily or weekly in the markets. Among such markets
are Bodija. Yemetu, Dugbe. Orila-Merin. Oja-Obs., Oje. Gate. Ogunpa, Agbeni,
Labaowo. Iwo-Road, Old Gbagi, Alesinloye and Mokola.

ibodan mctropolis is unigue because it has & large number of Health centres and Chinics
in the South-west Nigeria. the major one being the University College Hospital (UCH),
and Adeoyo Genersl Hospital owned by the Oyo Siaic Government. Antong others are

Oni & Sons. Jericho General, Nursingand Chest Hospital.

The biggest among all health institutions in this arca s the University College Hosputal
(UCH). The UCH lIbadan was cstablished by an aet of parlioment in November 1953
response 1o the necd for the trainting of medical personnel and other heabih care
professionals for the country and the sV est African Sub region. The physical development
of the hospital commeneed in 1953 in its present sitc angd was for.nfally commks ioned
after completion in November 20 1957, The UCH lbidan was initially commar..‘ioncd
with SO0 bed spaees, curit auy the hospital has 850 bed spaces and 163 examinanon
couches and cugrent bed occupancy rate 15 between §5.68% . [n addivion to the ancgf of
Medicine, the Hospital houscs 2 Vitology Research laboratary, Speciol Treament clinie
(STC), a state of the art clinic for rescarch, trinitig and ueotment of scxually yransmitted

diveases and suns clinic for people living with HIV/AIDS. Sinee its inception the hosgital
1%¢ and funs clt

has trgi - 6,000 dpetors ant ! ‘
Ragoe over 000 nurses in S work force with eight (8) HIV counsciling andd
L nus

| 4,513 nurses ameng other professionals. The hospual

Quirently has pvee

locations
testing centres {sce appendia 1 for descTiption other )

45

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




services (both private and public). The city is made up of heterogencous population of
different ethnic groups. cultuse and ways of life. The 5 LGAs in Ibadan metcopolis have
political wards. in each ward having a serving Primary Heaith care centre, with about
nothing less than 150 settlements aseas as wel} as having the whole characicristics

embedded in the description givenabove on Ibadan city-

The LGAs consists of gifferent occupational groups including; civil servants, trader. and
astisans, whose business activilies are buying and selling of diiferent type of goods.
Thesc commercia) activities occur daily or weckly in the markcls. Among such markets
are Bodija. Yemetu, Dugbe, Orita-Merin, Oja-Oba, Ojc. Gate. Ogunpa, Agbeni.
Labaowo, lwo-Road. O)d Gbagi, Alesinloye and dokola.

Ibadan metropolis is unique because it hns a large number of Health centres and Clinicy
in the South-west Nigeria, the major one being the University College Hospital (UCH),
and Adecoyo General lMospital owned by the Oyo Staie Governmen!. Aniong others ure

Oni & Sons, Sericho General, Nursing and Chest Hospiial .

The biggest among all health institutions in this area 1s the University College Hospital
(UCH). The UCH Ibadan ‘was establishcd by an act of pariiament in November 1952
response 10 the nced for the trzining of medical personnel and other hecalih coce
professionals fof the country and the West African Sub region. The physical development
of thc hospital commenced in 1953 in uts present site and was fomially commissioned
aftcr completion in November 20 1957. The UCH lbtdan was initially commissioncd
with $00 bed spaces, curreruly the hospit3) has 850 bed spaccs and 163 examination
couches and current bed occupancy fate is berween 55-68%. In addition to the Cotlege of
Mcdicine, the hospital houses a Virology Rescatch laboratory, Spcciol Treatment clinie

(STC). a siate of the art clinic for rescarch, tra1ning and teatment ol sexually transmitted

discases and runs clinic for peaple living with IHIV/AIDS. Since ifs inception the hospital

has truined ovey 6,070 doctors ard 4.513 nurscs among other profcssionals. The hosrital

urrenly has cvcr {.000 nutics 10 its work force svith ctght (8) HIV connsclling any

texting centre: (sce appendix | for deserpuion other locationx)
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3.3  Stwudy population

The study population counsisted of female regisicred nurses working 1n the primaiy,
secondary and tertiary health facilities located wnhin lbadon metropolis. Registered
nurses are nursing professionals who have completed theee years mandatory nursing
programmc and are licensed by the Nuising and Midwifery Council of Nigeria to practicc

the profession.

3.3.1 Inclusion criteria
For the purposc of this research. the inciusion criteria include:
1. The consent of individual professional who agree to participaic 1o the study
2. Malc ond fcmale registered nursing professionals o the employment of the
primary, secondasy and tertiary health (acilitics within tbadan Metropolis.
33.2 Excluslon criteria

Nurses that werc on Jeave.

34 Sample size determinatlon

Sample size was determined using the prevalence of 63.7%. rcported (rom the swdy
conducted by Obiajulu (2009) on Knowlcdge, Alitude and Practice of Voluntary
Counseling and Testing among Health Case Professionals in Umpumulo  Hospitad,

Mapumulo South Africo.

L

N= ZDpq

d? (l.enth, 2006; Schu'z and Gnimes- 2005)
Where N = Sample size
Z = confidence level. 1.96
P = reasonabie estimate of Prevalence (63.7% or 0.637)
Q=1-637=236.39 or G.563
d = {Level of precision) = 005
Therelore:

=1.96° x 0 637 10363

(0. 0S8 2
a6
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= 38416 x 0. 0.231231 = 0.88823

0.002s. 0.0025
=355.30

Since participauon n the study was voluntasy, the samplc size was increases by '3% in

order 10 make up for any possiblc improper completion of the questionnzires, iims made
the total sample size to be 400,

Propoctionale sampling was used in sclecting sample size of respondents from the three

levels of health facility using the following procedures (See Tablc 3.i).

Procedures for seleclion of sample size in the three levels of hea'th Tacility:
Step 1: Total population of nurses in cach lhospual {Tcrtiary, State and LGAs) was
divided by the total papulation of nurses in Jbadan metiopotis (n/N)
Slep 2: The obigined result instep! was then multiplied by ihe sample size calculaled for
the study (nfN samplesize.)
Where: n= 101a) number of nurscs in lertary, state or LGA health facilities
N= 10tal population of nurses 1z ibadan mciropolis
Tertiary
= 1.417/1573 x 400
=284
Siate
= 355/1573 x 400
=90
L.LGAs

=101/1573 x 400
=26
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Table 3.1

Composition of nurses in the study arcas

Name of Hospital

Federal State PHC Total
badon North LGA: | University College Adeoyo Teaching LGA
Hospital 1bedan (UCH) | Hospital (ATH) PHCs
No of Unit | 6 3 i 12
Population of Nurses | 1,117 213 5 1355
Ibadan North Last St Peter Motemity
LGA: Hospial, Aremo
No of Unit | - 3 (9 22
Popuhution of Nusses | - 33 V|4 57
thadoun North West Jericho Nursing Hosre, |
LGA: Jesnicho
No of Unit | - 4 Y 11
Populstion of Nurses | - 56 21 7]
thadan South East
LG.".‘
No of Unit | - 7 7
| Population of Nurses | - - — 16 16
thadan South West State Hospital. Ring
LGA: Road
No of Unit | - 4 1 IS
Population of Nurses | - 43 25 08
TOTAL
No of Unit | 6 116 43 67
Pooulation of Nurses | 1.117 353 101 1573
| Proposed sauple size | 284 _ 1% 26 300

3.5

A multistage sampling

Sumpling Technique:
procedure was used to sclect participams [or the study: this

involved the following stages:

Stage l: A wisit wos conduc

nvimhee Of nurses in

through records of Units and deporiment Where nurs

Stratification of clinf#gl deparments Was done according 1o the size and zoning »yntem

was ueed in sclecring bealth
of nusses was doile randomly
eighty four nurses (71% of the whol

the only fcdera) EOvernment owned lentiapy health [ocifity within tbadan netmgpolis
on )’ ‘vucia
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red to the establishment fecoid office to document the

the Hospital. This Prelimibary study was catried out by gomg

e carry oul their datly activues

facilities from cach of the live local BOvemments. SeleCtion
in each unit acconding to theie unit size, Two humired and

e Study sample) were selected from UCH which is




Respondents were randomiy selected from cach of the wards making up the unit in the
health facility {Sec appendix I: Table 3.1 w0 3.5).

Table 3.2: Distribution of nurses selected from UCH

Unit Samplr
Medicine 60
Surgery %
Paediatrics |47
Obstetrics & Gynaecology R 5
Out-patients |40
Radiology 0
Totnl 284

Stage 2: This stage involved the random selection of lisied secondary health facilities
from each Local Government within Ibadan Metropolis. A swate owned secondary heslth
focility was randomty <elected from the tocal Government wheie they are locatcd making
four stalc owned health facility in all. This is due 10 the fact that there i1s no sCeondary

healih facility in Ibadan South East Local Govermnent (See appendix L: table 3.2).

Step |: Total population of nurses in cach hosptal/total population of nurses the four

state hospitals (nin)
Step 2: n/(n* Total sample for stale.
Adeoyo Teaching flospital (ATH)
=223/355x 90
=57
St Peter Maternity Hospital, /remo
| = 331355 x 90
=8
Jericho Nursing Homie, Jericho
= 56/35S5 x &0
= ]d
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Ring Road State Hospital, Ring Road
=43/355 x 90
=}l

Table 3.3 Distribution of nurses sclected frons secondnry health facilitics

Hospital locatlon ' Samgple
Adeoyo Teaching Hospital (ATH) 57

St Peter Matemity Hospital, Aremo R
Jericho Nutsing Home, Jericho T
Ring Road Siate Hospital. Ring Road L

Total )

Stnge 3: Five Loca] Govemment PHC centers were randomiy picked through balloting
from the LGAs that formed (badon metropolis and six respondents were randomiy picked
in Ibadon North LGA (being the largest of the SLGAs). tive respondents were prcked

randomly mn other LGA<.

3.6  Instrument for data collectlon
The instrument (or dota collection was a pre-tested Seif-administered sennp.struciured

questionnaire. The design of the quesiionnaire was based on the rescarch objeetives:

review of related literature and guidance of the rescarch supcrvisor (sce Appendss 11 for

details).

The instjument consisted of semi-Structured  Questions  on soct o-demogmphic

chasacteristics, knowledge and attitude towasds HIV counselling and testing and also on

factors that may promotc © discousage the uptoke of 1CT smong thic goup of

professionals.

The socio-demog; srhuc characteristics included afe, sex. religion, clhnicil) arxd lesel of
&ducation The qucstions on knowledge atitude and uptake of 1ICT «er ices ac well s

those for soc10-demographic charactenistics consisied ol sejecietd TELPONSE iMeMa xyuchy ac
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true/false, yes/no. agrce/sirongly agree. disagree/stiongly disagree and constructed
response ilems (Appendix I1 for details).

3.7  Validiyy

Validity of the insttument was ensured through a comprehensive review of ré!alcd
literoture. The salient vanables of interest were leased out from the literature c=laling 10
knowledge, attitude and uptake of 11CT services for mcasurcment. The result of the
literature review was used L0 develop the guestionnaire for the study. The instrument was

subjected 1o peer and experl revicw hy authorities 1n the field.

3.8  Relinhility | |

The instrument was pre-tested among 40 Nurscs in Jaja Clinic. Universily of Ibadan and
Oni Memoriul Children Hospual, Ring Road, [badan. The cxereise was camed oul in
collaboration with traincd research assistants. The pre-lesied questionnaife were coded.
entered into a comguter and analyzcd. Reliability coeflicient was uscd o test for the

R of 0.65 was ohtained_
statistical reliability of the instrument. A Cronbaeh’'s Alpha scorz

. i 43 (X - ' i
) i ‘
the result of the teM As5CsSing |)0§l CXF‘OSU'C ,;lopllywﬂl-; as a reason for using HC

oulcome of the preicsi

lcction
3.0  Method of tata col | -
The ad ictration of questionn 01 rCS WAS Jone by the rcsearcher and {our trasncd resca

e adminisirs 3 \

ANaC Was sclf-agmimstered using de-facio approach (nurscs
assistants., The questitiifiaie

en | h nurxc
hysicall duning he administration). The Questionnaire “were given lo cac
physically seen

jon was voluntarn
f | wag A1\ en on puipose of the 1esearch. that pasticipation .
after explanation Was &

i illing the qucctionnaare
b : rspondents where nccessary In the course of filling the qucqt
elp was given to r*SPORCS

after compiction.
The questionnaires W51 retrieved from respondenits fter comp

ts 1o establish
all the wandls in COMpInY of four research assistan ’
Visits were maue to

duty and to intimate them with the study objectives prior to data
rappon wiily nurses on
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ere administered by the trained four research assistants Lo

o them at the point of questionnaire

collection. The questionnaire w

nurses that consented to research ethics read t

administration. Most of the questionnaires were imntediately completed and returned

while some respondents indicated that they will prefer to rewm theirs later due 0 the

busy schedule of their duty, such guestionnaires were collected the next day put some

oncerted efforts made by the rescarcher and the research

assistants. In all 400 questionnaie were administered but only 391 were retrieved giving
s 1o adminisier and

[ 97%. Allogcther. it took the researcher sevien wWect
used for the siudy. The researchei nainsiakingly went

were never retumed despsic €

a responsc rate o

retiieve the entire guestionnaire

through completed questionnaires daily for the purpose of data management.

3.10 Dota onalysis
The investigalor checked all the administered questionnaites one by one and editcd them

for the purpose of completcness ia! number was ossigned to each

question for casy ;dentification and for coa

was developed to code and enter each gquestion 1nt
package of IBAMISE
fi.c. mean and standard devianon) and

and accuracy. Ser
ect data cniry and aualysis. A coding guide

o the computer for analysis. Analysis

was done using the Statistical 5S Version 20. The dma entered into

were subjected to descriptive

the computer
gression) qiatistical analyses. All infereniai statistics

inferential (chi-square and logistle re

p-value set as 0.05. Finally information obtained were summarized and

were nnoichd al
Ptesented in tables and charis.

3.10.1 Neselopment of Kaowlcdge Scale on HIV volunlary' Ccounseling and

Testing

Respondents’ knowledge score On
qucsiions. The quesu

19 of which duest
h of these Questions anracted a maximum of | peim

s winh ceetect knowledge can score 3 poins.
jlem knowledge scof® on HIV voluntasy
with total score of 0 1o & were

the HIV voluntary counscling and tesyng wax
ons used 1n determining the knowledge

determined on b4-uem
on 13 has 3 answers (0 be Comecaly

scores comptiscd guesiions 710
mentioned ) Correct NS ;TS (0 €aC
excepy for question 13 where fesponden
Baced on th= soores achicved on the 14-
counseling and (Ss1nB described sbove. 1espondcnits
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classified as having poor knowledge. between 7-10 were rated to have (air knowledge

and those who scored between | 1-14 were elassified as having good knowicdge.

3.10.2 Computation of Altitudinal Scale

Allilude towards upiake of HIV voluniary counseling and icsting was assessed on 3 12
item Likert scale. Respondents® views were sought on 12 staiemenis (questions 21-23)
rclating to respondents’ use of HIV voluniacy counseling and r!esiing services, [n
computing the scores, it was taken into consideration whether or not a siatement is
"positive’ or ‘negative’. Respondents who agree to a positive statement \vere given a
score of | {one) and those who disagree were not given any mark, The reverse was done
for a negative statement. Also, respondents who were nol surc '9 any of Ui sialements
did not gel any score. in summary, (or the attitudinal scale, respondents’ attitude was
classified as positive or negative based on the scor¢s achieved on the 12-item attitudinal
scale relating to the ytems described above. Respondents with a tolal scote belween 0 and
6 were classilied as having ncgative attitude while respondents with scores that tanged

between 7 and 12 points were classified as having positive attitude

3.11  Etbical considerotions
Ethical approval was obtained from the Oyo State Ethical Review Committee. Minisiry

of Healih. lbadan. !nformed conseni was sought bcfore the adminisitalion of
questionnaire on any fespondent (scc Appendix ). The respondents were acsured of the
eonflidentinlity of heir answers and that participation in e study is voluntary, No nanies
of respondents or their identilicss were writlen on questionrnaires [0 cnsurc tha responses
cannot be linked 10 any of the cespondents. In adduion, iespondenis were given the ght
to freely participate or withdi?w' friom pacticiPaling at any stage without any penaliy

whatsoever, The purposc of this was o ensure that be r1escach conform to accepted

seientific principles and inlemational cthical guidelines required 0 studics having

humans as subjects in research.

53

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR
RESULTS

4.1  Socio-demographic characteristics of the respondcnts
Table 4.1 shows the socio-demographic characteristics of the respondents in ihe study.,
The total number of respondents studied was three hundred and ninetv-cae with ages
range between 19-60ycar old. More (37.6%) of them who were aged berween 20-29 years
with mecan age 34.7210. Ifollowed by those ranged between aged 70-39 years. Majority
(60.1%) of the respondents were cunently martied and 37.3% wers Siaff nurses. Among
the respondents. 86.2% were Yoruba cthnic group. Greater percentage (72.1%) of the
respondents were Christians. Respondents who had RM certificate (41.7%) topple the list
of the respondents level of cducation out of which 71.0% of thern work with Universily
College Hospital {UCH), [badan.
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Table 4.1:  Social demographic characteristic of the respondents  (N=391)

Variable Frequency  Percentage (%)
Agc as at last birthday
<20 year old 1 0.3
20.29 yesr old 147 376
30-39 ycar old 121 30.2
4049 yearold 71 18:2
50-59 year old 49 12.5
60 year old and above 2 U.5
Mean 34.7
Standard deviation 10.10
Marital status
Single 146 373
Cohabiting 10 26
Married 235 60, |
Designation
Staff Nurse 1146 373
Nursing Olficer /2 18.4
Chief Nursing Oflicer 70 17.9
Principal Nursing officer 35 14.1
Senior Nursing oflicer 48 123
v 337 g2
bo 48 12.3
6 1.5
ftausa
lcl':l*.ginn 282 72.1
b]:;umuty 10} 25.8
8 20
Traditionist
k;vtl of Education nlialincd 108 276
163 a7
R_M 92 o,
- 26 6.6
Masters 5 0.5
“HND
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1.2  Knpowledge about HIV Voluniars Counseling and Testing

The respondents’ knowledge on each item is shown in table 4.2. Few (102%) of
respondents comeculy opposcd that HIV couaseling and 1esuing Is an intezvention that
includes only pretest counseling, test for HIV and post counscling. Appivainately
54 0% of respondems admitied that HIV counseling and tesung is one of the goici-ays 10
ptevention, treatment, ¢are and suppont for only those who alrcady have Hiv. 30.4%

correctly disagreed that test for HIV detect the presence of the HIV virus and not the

virus antibodies and only 25% of tespondents correcty: listed the hasic conditions of

HCT known as the 3CS of HCT as consent. counselling and confidentiality. In summary,

only(11.0%) of respondents had good knowledge(Table 4.3).
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8, Opt.in-testing means tha

Tanhle 4.2: Knowledpe nhout HIV Voluntnry Counscling and Testing
Knowuledge Statement Truc (%) Fnlse (%)
1. 1tV counseling and testing 1S an tntervention that
includes only pretest counseling, test for IV and post  351(89.8) 40(10-2)*
counsclin& =
"2 HIV counseling and testing is one of the goteways 10
L] .7 ‘
revention, treatmeni, care nnd supporl for only those .
p d suppor! for only th 181(46.3)  210(53.7)
who alrcady have HIV =
3. Test for HIV detect the presence of the 1V Vil and  972(69.6) 123(30.4)"
not the virus antsbodies -
4. Post-test counseling is necessary for only those who 6742.7)  224(51.3)*
lest positive 0 IV . ==
S.  Roullne testing can plso be seferred to as provides 107(78.5)*  Bi(21.5)
initiated M1V counseling and testing =
=3 ne in a gIven scting; is
6. Rout(ne tesling meais fVCT)ﬂ . 5 e 171d3.7) 320056330
tesied without necessarily relying on tn
consent: . e
7. In provider initinted testing for diagrosis. ofice
ontiretrovical or prevention of mother tochild 196(49.1) 199(50.9)*
(onsmission., POliCﬂl docs not regasn tlhe nghi to refuse
testing. —
e t clicnts must agrce 10 test 239(61.1)"  152(389)

before pre-test information has beer: 'ch;d.' 5
. : o mia 3 3 b
9. Counsclingis not impoaant when icst reuttl 68(17.4) 323(R2.6)
: = 129(84.1)"
= ;CB‘! :tvoc-{ =3 scrccning = "c dlsc’o;cd on Fhont- 62( Islg.l
. esu - be ]
L1. A Scfo-positive fesult from o mpid (€ gl 171(43.7)  220(56.3)
considered as absoluie positive 1y applicable (©
12 Mandgtory screeming for V8 D08 Bt body  18948.3)  20517)
'Y G'ef 0
procedures involving (ran
Tor necessarily inctude fisk I83(46.8}  208(53.2)*

13. 1ICT sirategy docs noi necessanl

behavior assescment
*Correct responsc
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Table 4.3:  Respondents’ overall knowledpe score

Knowledge score No T
Poor knowledge 125 320
Fair knowledge 223 570
Good knowledge 43 1.0
Tolal 391 100.0

.8
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43  Respondents attitudes towards HIV Counselling and Testing

The result generased on the attitudes of the studied nusses towards HVCT rcvealed that
87.5% of them opposed thic statement that a mirse does not need to go-througli ihe pre and
post-iest counseling as she is familiar with everything that the provider w ill say. In the
same vein. 88.7% subscribed to the fact that HIV counseling and (csting 1S necessary
even if one is faithful 10 his or hepanner. Littte above three-quaiier (76.0%) assumed
that needle prick is unavoidable (n the hospital; therefore having regulor HIV lest is

necessary and 67.8% declared that they made suce they adherc 10 universal precautions

even in dare emergencies so they didn’t need 10 have HIV test. hlajonity (62.19%) of the

respondents admitted that they have had so many occupational related exposures thus

they made sure they have regular HIV test Approxitnaely 79.0% of the respondenis

believe that HCT is important afier an oecupational cxposure 0 assess post cxposurc

prophylaxis thus they are always comfoitable javing HIV 1est because they were

convinced that their test tesult is kept conlidentiai by the medical staff who offer 1he lest

(62.9%). Majority (66.8%) of the respondents celused the
sitive result, therefore they did not 1ake the test. Seventy-six percent

10 praclicing Nurses because

saying that they were always

aftaid of a fplse po
accpted that HIV Counseling ond Testing 1s very impoitant

. . . g
1l 1S a preventive Measure against HIV.

Conbiarily. 63.9% of them disagieed that people they work with, especially the nurses

-t result lurms out 10
good peroentage (74 4%) of the respondents resisted

will gossip about them if their 1 be positive so they have not made up

the)r mind 10 have HIIV test. A Vei¥
that HIV Counseling ond Testing 1§ not of
c measure ot an Im

1d. The discovery will haunt

sitive | of the wor
po is the end e prefersed 10 be ignoram of their HIV status
c. y

)of rasponde

Limost imporiarce o a praclising Nurse
munization against HIV and being HIV

because it is not & Presentiv _ |
hens that they will become sick

and may cvemually di

had poshive attilude {Table 4,5)
- iy (7479 nts
(78.3%) (Table.4), Magority (74
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sitive is the ead of the \sorld-ﬂac
1 wil} become §lck and
e 1gnoran! of

Being 111V po
discovery will haunt me that
may eventualty die therefore, | Prefer 10 b

Table 4.4:  Respondents attitudes towards HI V' Couselling and Testing
s Agreed Disagreed  Nol sure
ariable (%) (%) (%
nurse does nol necd to go through the pre and post-  36(9.2) 342(27.5)*  13(3.3)
counseling as she is familiar with everything that
he provider will say.
41V counseling and testing is necessary evenifoneis  347(88.7)*  3&(9.2) 8(2.0)
faithful 1o his or her/panner. .
Needle prick is unavoidable in the hospital; therefore 297(76.0)°  74(18.9) 2(5.1
_baving regular HIV lest is nocessary.
1 make sure | adhere to universal precautions even in -~ 93(23.8) 265(67.8)*  33(8.4)
dare emerpencies so [ don’t need to have HIV test.
1 have had so many occupational related exposures 243(62.1)*  11429.2)  3:k8.7)
thal | make surc 1 have regular HIV 1esL
1 believe HCT is impostant afier an occupationasl 308(73.8)*  44(11.3) 39(100)
exposure 1o assess post exposure prophylaxis.
] n%i!wnys com!’og?lblc hl:'ing g T_\'E t-cit becouse | 246(62.9)* 67(17.1) 78(19.9)
know my tes! result is kept conlidential by the medicat
staff who offer the test
| am always afraid of a false positive resull, therefore | 88(22.5) 26(66.8)°  42(10.7)
_do not take the test. —
HIV Conseling and Tesling is very imponant 1o 297(76.0)*  69(17.6) 23(6.4)
ptacticing Nurscs because il 1 8 preventive measure
__apainst HIV, <
The people | work with, especially the nurses will 86622 Al el SQiry
gossip aboul me if my test result tums out 1o be
positive so | have not made up my mind to hase HIV
lesl. ‘
HIV Counseling and testing is not of utmost 62(15.9) 291(74.H*  38(9.7)
impartance to a proclising Nurse because 1S ot 8
_preventive measure or an iMmurnization oRANSI M s
= 61(15.6) 306(783) 24(6.1)

My IV status, _ y -

e

*Positive attitude
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Table 4.5:  Overall attitudinal score of the respondents

~Attitudinal score No -5;‘.

3 Positive attitude 292 74.7
Nepauve attitude 99 253
Total N 180.0

6}
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5.3  Respondents’ HIV Couselling and Testing uptake

Table 4.6a and table 4.6b below show the respondents practices of HCT Out of 391
studied participants. 76.7% of them had been counselled and tested for HIV fo confirm
their s1aws (Figure 4.1). Among these 75(85.2%) were from State hospitz!. 26(80.8 o)

from the local Goveroment Healih centres and 204 (73 649:) fiom Untveisity College

Hospital (Figure 4.2). Some (42.9%) o f1hose who has done HCT claimed that they did 1t

duting their prenatal clinic at 1he facility that was convenient for {rem and that no cost

96.4%) of 1he respondents received theirr HIV siatus
2¢ of them afirtned that the test was

was involved, Almost all (

confirmation results the last time they did n and 91.
ho did their HCT between 7monthsi Imonths prior to the study

[ree ol chasge. Those w
tes! by the

the study (37.5%). Threc common reasont [or having HIV
livery requiremenis

were more in
respondents were: Voluntasily had the test (66.1%); Antenatal and de

(18.2%) and Doctors fequest (3.4%). sce figurc 4.3, More than half (56.3%) of the

respondents got their result 30minutes after the test but o very good percentage (76.3%)

of them claimed that they undecweiu proper pre- and post-iest counselling.
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AYes
~ No

Figurcs 4.1

Respondcnts who cver had ICT service
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Tabled4.6a: Respondents’HIV Couselling and Testing use patlern

Variable No %
Site for recciving HCT (n=296)
In the hospital (as an in-patient) 55 18.6
A t primatyhealth care centie 13 4.4
n a private hospital 1y 5.7
during an outreach on HIV 2 7.8
At a prenatal clinic £27 42.9
in the hospital (as an out-patient) 38 12.8
Specific HCT clisic . et
ALSTD or infectious disease clinic 8 =7
Family planning clinics 5 oA
Reasons for choice of HCT site (n=2§2) ) 5 S
Neamess 10 my home 5
Convenience ;20 :::f
For confidentiality purpose % 270
No cost involved (voluntary) 10 3.5
It was based on refcrral 17 6.0
Orgonization that | work with esranged for 1 . e
At prenatal clinic : '
lteceived resultsof HCT in=2%) 271 06,4
ves 10 36
No
Cost of HCT service (224D 239 9}.2
[t was free 16 6.}
Paid between 1,000 and sbove S 1.9
Cannol remember 2 0.8
Paid beiween $00-500

Ty e ——————
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Table 4.6b: Respondents’HIV Counselling and Testing use pattern

~ Variable Freq. %o
Duration of taking HCT (n=285)
between 1 week - 3 wieeks ago _16 5.6
beiween 7 months - 11 months ago 107 3;3
between | month - 6 month j;’ .l-S.l
| ycar ago ok _,0'7
Over a ycar ago > "l .l
A month y

{n=293)

Durntion of waiting to get the resolt

Within 30minutes ':2 l;:

Within Lhour 54 18.4

Willtin | day 12 3.1

Within a week | 0.3
1 > onc week 165 56.3

< JOminutes

i -

IProvision of pre and pnst-fest counseling? LAl 23 76.3

Yes 66 23.7

No

— applicable hod becn
Al tolal are not €qual to 391 becalisc NON-Fesponses and not applicable

expunged
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85.2%
- 90.0% -

80.8%
73.6%

80.0%

70.0%

| 60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.09% 5 .

c 77

State Haspital Primaty UCH (n=277)
Healthcare

n=8s
( ’ Centre (n=26)

@ Ever had HCT (n=300) 8 Nevet had HCY (n=91)

bascd ON rcspuudcols' hecalib fltillt)

Figurc 4.2: HCT uplake
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15  Respondents’ viewpoints on the use of JIIV Counsclling and

T'estings services

Greater percentage (88.6%0) of the respondents confitmed that FICT scrvice was nlways
svailable in the facility where they work of which only few (22.0%) of them mnde some
form of payment before asscssing KCT services. Majority (79.6%) of the respondents
affismed that there was a welldefined provision for posl cxposurc proph;'laxis for health
workers ju the focility where they work aod free anti-retroviral drugs for those twho. are
positive (79.9%). ,\pproximntci)- 20.0% o fthe respondents declared tha!.lhcrc 1s laid
down policy on §ICT for health workcrs in their {acilities swhich ean motl\'olc'lhcm 10
have HIV test. An overwhelming percentage (88.6%) of the responidents sdmitted tha

. . : : ith
they will bec more comfortable having regular sceecning for B!V ifthcy arc provided wi

icti identioli ir result is guaronteed
kits for sclf-testing. Having the conviction that confidentigtity of their resultis g

[ )
by health workers who offer the test afier HCT (78.8%. | e
prick in the process of catrying out thcirduty. they

‘Those who subsciibed to the facl

that If they have accidental necdle
will immcdiatcly go for | 11V tost were (75.7

ili knor
HC T in another facility where they Were not

%) and bc mote comforiable undergoing
. as a Nurse (74.1%). Most (93.2%) of

i irpariner adwvise
the respondcnts altcsted that they will be ready ie undergo CT if theirp

th do §in the the same vein, 92.8% of them declared that they will be willing (o
em to do it and in the the »’ 3

- i teadily responding 10
h  Clhey notice any recufrcnt iliness that 1s 20l . .
e ) c of the opinton that nussing a patient

oA 195%) WE!
treatment. Little below three-quarier (i 1%) . 1 about ECtting tested (Toblc+.7)
] +
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you to think ahout gelting lested yourself?

Table .7:  Respondents’ viewpoints on the use of 113V Counselling and
Testing services
Statement Yes (%) No (%)
: ;,::uHCT sc:;:c"c always availsble h(:::}:sx,ﬁity 376(88.6) 19
P pOU MOTR
Do you have to make any fonn of p2yment befare £122.0) 288(78.0)
assessing HCT services? {0=369)
Is there a well-delined provision for post exposase
prophylaxis for health workers in the facilny where 202(79 6 7X20.4)
_you work? (r=367)
Arc there provisions foc free Anti-regoviral dugs far o000 ) 3420.1)
thase who are positive? {0=369)
Is there any 1aid down policy oo HCT for bealth
workers in your facilily which can motivate them Lo 252(69.6) 110(30.%)
have HIV 1e3t? (n=362)
will (i havin ulas
m:n&zcmm}::?:‘mo‘::';ovi&fj :ﬁh kits for 327(88 6) 42(11.4)
self-tesring? {nulg |
Do you think fidentialfity of your resili
mfmc':; hy";::]"’:“m a e offerthe tess afer 8188 T2
e (nel6d)
¥ you have an acridental acedle prick tn the IOCES ) o oo e)
of cartying out your dury, will you imnxcdisiely g0 . I
tor HIV tes1? (n=370)
Will you be more comforable undergoiag HCT 1 7A74.1)  9H259)
mother {sellity where you are it Known 358 Nurse e '
iy (=367
Wikl you readily undesga HCT if yourpasnass 140493 2) 25(6 %)
Mvises yourodoit? . =369
Will you be willing to have HIV-testF-you-notler - CRee.
aNY recurrent illness that s nok 1eadily ESpanding 10
_reatment? __ fo=tT)__— x
Does nursing a pm;. living with HIV/ RPSTl 27%74.1) 08(25.9)

(ned?])

N~ {sthe ival num
noi #qual to total sample |

calculation.

101 | because
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4.6  Intention to use HCT scrvlces (for those who have never tested for 1H1V)

Table 4.8 revealed the intention of the studicd participants (9lout of 391 participants) who
hod never gonce for HCT on the usc of HCT services and the three major rcascns from the
outlined reasons for not willing to go were: Preferred not to think abowt [V (40.3%):
Unlikcly to have HIV (28.6%) and Afroid 1o find out the resuh [14.3%). Howeves. 68.8%,
of these respondents were of the opinion that, If a Doctor. Nutsc or other health care
worker convinced them to go for or offer them free HIV testing, ihey waill accept to be
tested. with assurance that the result will be confidential. Respanderits that dectared thier
intention to utilize HCT services in future were 68.7% (Figure 4.4). Those who likely 1o
have an HIV test within the next 12 months were 49.42% of which 51.9% of them will

prefer to use health facility where they were. Among the respondents who signified their

intention, 80.0% of them were yet to decide.
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“Inble 4.8: Intention to use HCT services (for thase who have never tested for [1iV)

(PUTES No o
>T"s renson for not {aking (n=77)
likcly 10 have HIV 22 28.6
raid to find out the result il 41
'refer not to think about HIV 3 10.3
on’t like needle pricks 3 3.9
orried that results of positive 1est would notbe kept confidential 6 1.7
Afraid of losing job, housing, friends and/or family, if infected with 11TV 2 26
Don't know how: you would 1ell your spouse or other sexual pariner 2 26
Willingness 1o tuke up free HIV testing i c«nl?dc?“f','%' of esult ks
fuarantced s $3 8.8
Yes '
4 12
No 5 ;
Likellhood of having an HIV test within the nex: 12 months
(n=77) 18 494
RRRety % $06
Unlikely
=45}
Time intending to do it & 3 6.7
within the next one week 6 13.3
within the next one monih 36 £0.0
Yetto decide
(n=§2)
Plncc of Intention oy 519
'n the facility where you work 16 YO8
in another facility where you arc not known 3 17.3

Scil-testing

T —

non-
Note: Al total arc not cqual (o 391 becsiise

cxpungec

N
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4.7  Test of hypotheses
Hypothesis one
{0 §: There is no significant association between demographic characteristics of Nurscs

and vse of 1HCT,

Relationship hetween respondents’ demographlc cliurncteristics and use of HC'T

The relayonship between socio-demopraphic characteristics was compared with

tespondents’ knowledge aboul HCT as it is shown in Tahle 4.9, Age and designation of

the respondents were stotistically significant among the othicr socio-demographsc

maritel status and designation (0 attitude

racieristics; like’ place of raclice, education,
o . X he age 40-49 years had

towards the use of HCT in this study. Thiose who wete within 1 _ |
ever used HCT (90.1%) compaced with otlier age gioup {p=0 003). in the some vein,

Chief nursing officcr  (84.3%) apd Principal nursing officer (83.6%) fespectively had

ever used HCT (p=0.044)

N.B: Fisher cxact lest was used in some chil-square 1ables 4.9 because of thase variobles
0’ er

with cell count less then s

n

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Tablc 4.9:  Relationship between respondents’ demagraphic characteristics and
usc of HCT
Variablc Use of HC'T services Chi-square
Yes No Total
n=300 n=Y1 N=39)

'lace of practice :

Primary health care 75(85.2) 13(14.8) 88(100.0) gf:j;?l
State hospital 21(80.8)  S5(19.2)  26(1000) = 74
University College Hospital 204(73.6) 73(264) 277(1000) P= 0.0
g;ycax old 100(66.0) «i8(34) [48(100.0) ?sh:;'ssg.;act Test
30-39 year old 96(79.3) 25(20.7) l2l(100.8) Pi " 603-
40-49 year old 64(90.1) 799 71(1£-0; =0,

50-59 year old 38(77.6) 11(22.1) 49 :00'0)

60 ycar old and above 2(100.0) 0(0.0 2(100.

Maritnl status 103(70.5) 93(29.5) 146(100.0) Fisher's Exact Tex
zinglc 9(%0.0) 1(100)  10(100.0) gf 3 (1:)3
a.:f:;:: ’ 188(80.0) 47(200) 235(1000) T

Level of Educatlon attained 150 26241 108(1000) X= 1649

:::, 130(708) 33(202) 123(:83-31 :3:246_’

Post nursing cducation 38(733) 32267 £

Nesignation 100(68.5) 46(31.5) 1.16(100.0) 57.94848
gy sagen) NS XD o0ese
Chicl nursing oflicer a6 % 164)  55(1000)

Principal nursing officer S6(17.8) 1622.2)  12(100.0)

Nutsing olficer 39(81.2) o(18.8) 48(100.0)

Senior nursing officer

5 ignificant at pd),b;__
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Decision:

Based on the result shown in Table 4.9. the nuil hypothesis. which statcd that there is no
' significant  rclationship between socio-demographic characteristics (like age x.md
designation) and use of HCT were theeefore rejected (p<0.05) while we fziled 10 reject

the hypothesis in respect of place of praclicc. macital stetus and education (p-9.05).

74
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Hypothesis two

Ho2: The demographic characteristics of Nurses in North Local Covernment Area do

not have significaut cffect on their atitude towards the usc of HCT.

Relutionship hetween respondents’ demngraphic characteristics and ultilude

towurds the useof HCT

The relationship between socio.demographic characieristics and aititndc towards the usc

of HCT is shown in Tahle 4.10. Only age of the respondents was stotistically significant

among thc other socio-demographic charscicrisucs: flike: place of practice. cducauon,
| . Those

marital siatus and designation (0 attitude lowsrds the usc of §ICT n this sudy. Tho

who were within the age 4049 ycars had have positive oltitude townrds the use of HCT

(83.19%) compared with other age group (p=0.048).
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Asseclation betwcen respondents® demographic characteristies and
nttifude towards the use of HCT

Table 4.10:

Attitude towords use of HCT Chi-square

Positlve Ncpative Totsi

“Varinhle

altitude

n=292 (%) n=9Y (%)

atlilude

I*'lace of practice

o (=0.507
Primary heallh cuce 18(69.2)  8(308) ::::gg 8; Df=2
State hospilal 67(76.1) 21(239) . Haagiare
iversi | 207(747)  70(25.3) 2i71000). * =™
University College idospital (1347) '
Age IFisher's Exact
<29 year old 113(76.4)  35(23.6) 148(100.0) T,
=10413
30-39 year old 88(72.7) i;ﬁlg’) .l,f: ,‘éoo%f, g: (l).048'
40-49 year old 59(811)
50-59 zcnr old 3265.3) 11647 :(9:500%;»
60 ycar old and above 0(0.0) 20100.9 .
: = 1.6l
;::cl of Educutlon attained 2T 32(296) 108(¢100.0) g{ :26 8
o
Post nursing educalion 93(77.2} & |
=0234
;lariml stalus 10(75.3) 16(24.7) :.;(6:(;0000())) g{ 4
tngle > 2(200) ; y
:iiatried but not with spousc 7;:":_?:0) 61(260) 235(100.0) P=0872
anied
‘= 3,768
. 49(70.0) $(100.0) p=0439
Chief nurxing officcr 10(18.2) 5
Principal nursing officer bl 20027 8) 72(1000)
Nursing officer Y 52(72.2) lgﬁz 48(100.0) -
~Jenior nursing oflicer gBI_.Zl__
*Sigaificant at p<0.05

N=M1( %)
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.bccision: |
Based on the result shown in Table 4.10, the null hypothesis. which stated thot l‘hc.rq 1S NO
signtficant relationship between socio-demogrophic characteristics (oge) and attitude

towards the use of HCT was therefore rejected {p<0.05) while we failed o reject the
hypothesis in respect of place of practice,

{p>0.05).

marital stotus. education ané designotion
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Hypothesis three

Ho 3* Association between respondents’ demographic characteristics and knowledge
about HCT

The associotion belween socio-demographic characteristics was comgpaied wilth

tespondents’ knowledge about HCT as it is shown in Table 4.11a. Placc of praclice .'1.nd

designation of the respondents were statistically significant among ttrc other socio-

demographic characteristics: like: place of practice. cducation, marital swuws and

designation to attitude towards the use of HCT in this study. Those who had poor

: CT
knowledge ia the whole three sciings consideted were found nat 10 have used Ef

Primary health corc (57.7%); Seate hospilal(78.4%) and University College .l~lospual
(59.9%) (p=0.006) agc 40-49 years had cver ascd of HCT (30.1%) compared with other

age proup (p=0.003) This was also truc with the designation of the respondenls thal was
B =U. ;

statistically significant (p=0.024)
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Table 4.11a: Relationship between respondents’ dermographic characteristics and
knowledge about HCT

Vari Koowledge ahout HCT
. High Low T?tal Chi-square
knowledge knowledge  N=39K %)
n=141 (%) n=230 (%)
Place of practice . 1ades
Primasy heaith care 11(42.3)  15(57.7) 35('3’0-3‘1 §= -
State hospital® 19(21.6)  69(78.4) 88(100. gy
i B 1140 166(59:9)  277(100.9)
Hospital
Age Fisher's Exact
<29 year old si36,5) 9463s)  HEI000) req
Fo 2
3039 year old sa30)  6Xs7.0) 12100000 X= I
4049 ;c:: old 23(32.4)  HH670) zl(t‘ggg) s
50-59 year old 1(22.4)  38(77.6) 9(100.0)
I yearo 1(50.0) 2(100.0)
60 year old and nbove 1(50.0) .
Levcl of Education T,
TR Wiy | TAe6m 1081000 g B
<3 soyn  loweed  JeKimay TTER
Additionnl qualificoton  S0M 1. 7 10(58.3)
=0.902
' + gilurllnl stalus I 93(63.7) 146(100.0) g{; )
e - 10(100.0
: I Married but not with 5150.0) 5(50.0) )
o 33353) 152G
| Married P
| i Nesignatlon 9 90{61.6) 146( 100.0) s 4...
Stalf nurse S6084) (o043 1001000 :
| Chief nussing of(icer 18{25’?’) _,_;( 413) ss(1000) P=0024
Principal nursing officer 29(52.7) 1968 1) 72(100.0)
Senior pussing of ﬁcci,l’s(i_l"zl’_/—

*Sign ificant at p<0.05
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Pancd on the result showa in Table 4.11a. the null hypothesis. which stated that there 1.,
no significant relationship between socio.demogiaphic characieristics (Yike plare of
practice and designation) and imowledge about HCT were therefore tejecied (p<0.05)

while we failed 1o reject the hypothesis in respect of age. muarital sterus and education

(p>0.05).
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Predictors of use of HCT

Logistic regression analysis was used 10 test the stiength of predictors of use of HCT
among the socio-demographic characlesistics and kowledge of HCT. After adusting for
co-founders. it was revealed that those who worked in Sccondary heahh cenire (Stote)

were 2.4 times more likely to bave good knowledge of HCT compared to those (n

tertiary(p volue=0004, OR=24.Cl = 1.3-4.4). From the outlined desigrations. Nursing

- th
officers were 4 time less likely 10 have good kiowledge of HCT compared to other

41ip & c).
nucsing’ ranks (p value= 0.029, OR=0.4, Cl=02-0.9) (Sce table

[ ) [ '6
Table4.11b; Logistic regression analysis for soco-demographic characterist

associated with knowledRe about 1ICT

| Lower Upper p-value
Varlable OR i 95% Cl

l 0.009
Sta1c hospital

1360 4.503 0.003°*
Local Government Health Centre 0.9339 ;-;'; Fice iy piv:)
University College Hospital .0. .

l 0.025
Chiefl nursing officer 0,388 et Y 0.845

- 0917
Principal nursing officer (ing 0336 0.147 0.769 0010
Nursing ofticer '0'323 0724 0368 1.423 0349
Senior nursing officer O :!60 2138 0.015
_Constant —

* Significant at 5% level of SiRnificanee

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



‘Tahle 4.11c: Logistic regression analysis for Designation associated with

know ledge about HCT I
Lower Upper p-vaiuc
Variable RE P
93% Cl
— : 0314 0731 0364 1465  0.376
Chief nursing ofticer 5 5 0511
Principal nussing officer 0272 1313 0583 672 :
a
ncipal n 0,898 0408 0.182 0914 0.029*
Nursing officer : 7135 0.936
0.032 0968 0.4l ra
Senior nursing officer - 0.011
0788  2.200
Constant

* Significant al 3% level of significancé
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Hy pothesis four
1 : T
Hod: There is no significam associat.on betwecn the Nurses' knowledge about HC

and useof HCT.

Relationship between the Nurses® knowledg about ACT andits usage

yased wilh their
The knowledge and attitude of the cespondents towards HCT was compased W

respondents’ who had good knowledge aboul HCT

: 1 1 ty.
usage of HCT service. ST no significant

\ly, themr was
(68.1%) utilised the service beucr (p=0.002). Contranly. ther

i tude &0 llizndon of the
different in the percentage of tespondents with positive attitude & d utiliznton
(ftieren

HCT services (p= 0.991).

d o a c

{iovc vou ever had 111V counseling Chi-squure
phve )

testing (HCT)
:)r;:d Non-uscd  Total

n=300 (%) _n=Y! (%) N=391(%)

Varinblc

"Overall Knowled peof HCT

=9.198
. ' Df =
Good knowiedge 20MRL6] - $6(18.4) 250(100.0)
Poor knowledge 2 P = 0.002*
Non-uscd T.otal
Overall autitude towards BCT VS6€ 0 g1 (50) s 3;(:3)) = 0,000
rryg6n)  16BH 2 X
Positlve ottitude 99(1000) Df =1
8) 23(232) | P =0.991
Negptive nttiude L il
= —— P 3 c
* Significant ot 3% level of SBOYIEORE

. <1sted thot there is nO
Neclsion: which

J) A
Based on the cesult shown in 1ablc

nusscs
significant relaiionship between

hypouicsis. :
2, the 52‘:,0.,1 1 CT and its usage. 1 therefo
B¢

not accepted

a3
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Hypothesis five

*am of
Ho S: There is no significant association between the Nurses® anitude 10w atds the use

HCT and its usage.

between the two variable tesied (p= 0.865).

attitude towards the usc of HCT.

\ttitude towards the use of HCT Chi-square
Positive Negative  Total }

attitude altitude  N=SU®

n=292 (%)_ =99 (%)

Knowledge of HCT

G -3 = 0.0_’9
..
kﬂOW‘CdSC X ]

" 0 n
Poor knowledge (86(74.4) ©64(256) 250(100.0)  p - 0.865

-#‘l

*Sipnificant at 5% level of .n'g;{ﬁ'cmlu

Dccision:

Bosed on the result shown 10 1abl . po
n v“_uscs' au“l.‘dc owa

13, the nul! hypothesis. which stated that there is no
Fa CT and ils usage. 15
(ds the uisc of HCT ¢ [ 1

significant relotlonship betwee

theiefore nccepled.
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Hypothesis five

Ho 5: There is oo significan? associasioo between the Nurses® attitude tow ands the use of
HCT and 1ts usage.

The knowledge of the respoodents were compared with their atuitude towards ussge of
HCT service. The chi-square result showed that there was no statisiical atsociation

betwecn the two variable tested (p= 0.865).

Table 4.13:  There is no significant association between the Nurses® know ledge and

attitude towards the use of HCT.

Knowledge of HCT Attitude towards the usc of HCT Chl.square
Posilive Negntive 'I:olnl _
attitude attjtude N=M91( %)

n=292 (%) n=%9 (%)

2
=002
Good knowledge 106(75.2) 33i19) T3 (108 :)f_! ’

Poor knowledge 186(74.4) 63(256)  250€1000) p_ g g6s

¥ Significant at 5% level of significance

Declsion: 13. the null hypothesis. which slated that therc isno

- §
Based on the result shown in table # the usc of TICT and its usage, is

‘ » aritude lowards
sipnificant relationship between nUISES Sl

therefore aceepted.

g4
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CHAPTER FIVE
DISCUSSION, CONLUSION AND RECOMMMENDA TIONS
5.1  Socio-demographic characteristics of respondents
The respondents in this study were of the adult population and most wert from the
Yoruba ethnic gzoup: which could be due to the fact that the study was conducted in the

south western pan of Nigerio that is predommantly inhabited by the Yoruba ethnicity.

Most of the respondents (60.19%) werc marcied. with 37.3% being single. Abamecha,

Godesso and Girma (2013) also reporied that 52.8% were matied 2nd 46.0% were single

in their study among nurses.

5.2 Level of knowledge of HCT among nurses
Over half the nurses in this study (63.9%) had peor knowledge of HCT, and according 10

| Abamecha et. al (2013), HCWs are among the high nisk
sexual behaviour. Abamecha cl.al

the HICWs are expected to have

groups of contracting HIV due to

u their professional tisk and as well as their individual

' (2013) funher remarks that unlike the general public, _
also the knowledge and skill celated 10 HIV/AIDS including VCT. However. previous

: Fredrick, Ma David,
studies (Hutchijson ond Malilalcla 2006, loscph, Ronald, Frednck, rea, v

Godfrey. Nelson and Fred 2005) claimed that high risk group lends to be less likely to
| ] i : VCT.
panticipate in VCT services; this could be due to their knowledge of VCT

e1. ol (2013) reporied that Ovenll, 75.8% of

; .Samadoulougot
Another study by KimkoYa o it HIV lransmission (unprotected

IICWs liad o good knowledBe of the mai

“an With HIV

containinaicd needles. $)Tinges. blood or
sexual jniercourse, direct injecit

ugh Pregnancy, delivery or

4 transmission tltro
knowledge of the mechanis ms

blood products, mother 10 chil hsd g POT
, . of HCWs had 8
breasifeeding) and moce than 420% 0 ¢ reganding the using of needles,

oc and sgfe SCX» precaution

| of llIv prevention (Abstinen

] S}"Ilngcs. blood or H'OO’J PrOdUCls)-
y an indicator 0 the fact that HCWs¢

post-est counscling when they test for their
97 had under 1aken 1ICT services,

bab!
Paor knowledge of HCT amoné the HICW's 1 PIOO3
c usug] I'T¢ and

I are Vv A in lh
probab!y engaged o)

eswe

, reved!
HIV gtawus, oy finding of these study' e} cd
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and it was done majorly in their health (acility hence familiaruy with their colleague and
also 1o save work hour time could kave been two factors why pre and post-test counseling

might have been skipped. Just as Kapologwe, Kabengula and Msuya (20ii) scported
that long queues and understafling of HCWs were some reasons HCWs had acgative

attitude towards provider igitiated HIV counscling and testing (PICT).

In another study by Amu and Ijodunota (2011), just oves 37.2% (one third) of their

respondents who were women of reproductive age atending anicnata clinic in Oshogbo

had correct ynderstanding of HCT, Accoiding to them most of their respondents were

awarc HCT involved test for HIV but did not know it was meant for everybody weather

healthy or not and that counseling was involved.

udy one of the factors for uptake of HCT by respondents was during

As reportcd in this st
% . CT service providers

- = q 4 H
their gntenatal., hence there is causc 10 believe thal even the
efrectively wilh regards 10 the pre ond posu-Lest

themsejves arc not doing their Job 85 |
cate on HCT itself.

- ich i edu
counseling involved in HCT, which is an avenue (0

resoutec seilings as 1 helps 10 create awarencss of

: in many low-
VCT has been introduced in many for counselling on risk behavior

an |ndividual's HIV siatus and offess

2 (o]
modification, According to the WilO ! 011) use T
knowledge of HIV as well as acquire skills for cowsiscling SEner
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Abamecha et.al 2013 opines that mouvation for VCT uplake might be driven by
knowledge and cducation of VCT rather than risk percepuion for HCW's, hence leading to
the insignificant association between knowledge and inteation for VCT. Similaily Chi-

square analysis finding from ihis study revealed no significant relaticnship between

respondents” knowledge and use of HCT.

Tramning remains an impointant component of empowering healthcase workets abourt the

risks of contiacting HIV and the need for the uptske of HCT as it would increase their

knowledge and thercby enable them to remain healthy- Just like ihe general populace.

healthcare workers [ace the risk of HIV infection in both their pcrsonal and prol'cxc;onnl

lives (Zungu & Sanni 201 1). l
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Even though majority of respondents had positive amiude towards HCT some (23.8%)
still indicated that "“they moke suse they adhcre to universal precaunions even in dare

emergencies so they don‘t need to have HIV test”. this reveals that they do no! constder

themselves (o be at risk.

In one study, a large percentage of health workers stated that they hod not taken an IV
yet the occupational and saciciai risk for HIV

< well documented. and 4% of panticipants
g HIV infected at work

test becausc they did not fee! at risk.

among health workers in sub-Saharan Africa
in onc study reported being “very concermed” 3bout becomin
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‘Even though majority of respondents had positive attitude towands HCT some (23.8%)
still tndicated that “they make suse they adhere to univessal precautions even n dare

emcrgencics <o they don’t need to have HIV test™, this reveals thal they do not consider

themselves (o be at nisk.

In one study. a large percentage of health wockers stated that they had not taken an HIV

test because they did not feel at risk. yet the occupational and socicial risk for HIV

among health workers in sub-Soharas Afnca is well documented. and 94% of participants
in one study reported being “very concaned ™ about becoming Hiv infecied ot wor

(Nationa] AIDS and STD Controf Programime. 2006).

Kapojogwe. Kabengula, Msuya (2011) also reporicd that some responses in theif study

showed negative attitude of HC\Ws: inthat they wcic of thic opinion that. PI'l"'C sho:ld t;:
considercd only for clients at high risk of having H1V (nfcction. thus more {ocus shou

_ finics,
be to those who arc symptomatic and thos¢ who art aiiending ST1 chinics
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56% of the pasticipants who lesled for
Murphy, 2006), this may be

A swdy conducied among 69 new €mp

reported thot 4 1% of the study particiPant

thot
10 test in the future, il \velt {fugther o state

i and
l"v are from aceas of endemsc I“V. (Hﬂm’nv Copas

connccted 1o perceived susoeptibality:

bamet to HIV testing is refucal Lo acknowledge being
ot Dam

201 1)1 Possiblc 1o pFoposce thet altitude

perceived susccplibility.

N is well documented that 8 maj
ho are at fisk (WIIO:

at risk, even among those v :
thetr

of HCWs towards HCT is Biso deicavined bY

tsoctdion with respondents attitude lowards

a
ed that age kad an - and Ki. (2004) and Bosompra (2001)

Hypolhcsas testing MOV nl
Manong

JICT. whis can be telotcd lo De Paoll,

i use.
studies were pgc was rclated 1O VCT

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Even though majority of respondents had posttive attstude towards HCT some (23.8%)
still indicated that “they make sure they adhere to universal precautions even in dare
emergencies so they don’t need to have HIV test™. this reveals that they do noi consider

themselves to be at nisk.

In one study, a large percentage of health woekers stated that they had not taken an HIV
test because they did not feel at risk, yet the occupational and <ocictai risk for HIV

(=} Aicipants
among health workers in sub-Sabaran Africa is well documented. and 4% of paricip

in one study reported being “very concerned” about becoming HiV infected at work

(National AIDS and STD Control Progranuve. 2006)-

AMsuva (2011) also reporied that some responses in their swudy

Kapologwe, Kabenguld.
gh * the opinion that, PITC should he

showed pegative artitude of HCWS; in that they were of

) | ' Id
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5.4 Useof HCT services

Finding from this study revealed that majonty of the respondents (76.7%) had had HCF.
This shows that there is a high level of HCT uptake arnong purses in the siudy area.
Daniyam. Agaba and Agaba(2010) also reported that the acceptability of VT was high
among medica) students tn Jos, as half of the saudents have had VCT befcie =nd cight out

of every 10 of them would wantto have VCT.

Simtlarly Abamecha et.al (2013) also reported in their study aineng healih workers that A
tota} of 36.0% of their respondents were involved 10 HIV testing by VCT counselor and
recctved post-test counseling. One hundred and six (31.0%) of the partcipanis have
tested their HIV status by themselves and 109 (330%) of the respondents have ncver

been tested.

hat 91% of HC'Vsan South Africd had been tested for

Zungu and Sanni (2011) reported 1 |
HIV. Such findings in South Afnca werc in ling with ot

: heal
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international 2003). Similarly, a study in Zambia among HCW's found a low level of HIV
counseling and testing upiake (33%) (Kiragu, Ngulube. Nyumbu. MNjobvu. Ecrens and
Mwaba. 2007).

Reasons for high HCT uplake can be attributed 10 antenatal requitements of ante-natal
routine HIV screening, this is because all respondents weee females hence tlie need to use

HCT services dusing antenatal visits. Another factor teponcd for use of HCT by

respondents (69.6%) was spccific laid down policy for HCT for health workets in the

health facility where they work. Furtheimore 91.2% of the respoadents teported HCT 10

be free of charge. jusl as KirakoyaSamadoulougou et.al (2013) have s1ated that VCT

services are provided in every health centre in their study ared for free for everyone,

Unlike the findiogs of Kirakoya-Samadoulougou cta) (2013) where the majority of

HCWs had tested for HIV at private luboratories (63.0%), at a government healib facility
N R, (& | o i
(22.5%), and public laboratories, majority of nueses in this study (42.9%) lested in the

hospital as an oui-patient, with their major [=ason for using this health [pcilnly being

attbulcd to *'convenience”
in this study eould be
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Probable reasons for the high uptake of . . .
s soclodemographic factors
alisibuted 1o respondents’ desjgnalion (cadre) and Pgc as this soClodemoOgra

. This linding howeser ¢O mradicis 1hat
o itk praciice of HET.

had a significant association with p s 2011: Anthony 2008: Karcn, Barbara
| Ot -

of various stdies (Jimma zone healt Their findings fevealed no sigificant

. .
and Rymier 2008). in Ethtopien and Tanzsi

socio-demographic (octors snd intcnlion to use VCT.,

statlsiicat association betwceo

g nce amen the age 2roups with
in ] d Ghan showed SiSﬂiI‘c‘m differences b
Tanzania and Ghana .

0 o

ncople (o ye lesied before macriage (De Paoli,
them and inercasing tenGenCy for yOung e e

_ 2001), Their ,
Manongi and X1, 2009; BosomP!2. pondcnu: used HCT 8

{inding 1% eviden
gniicanily mote than other

lhnl |hc yol’ngc&l ngc g‘oup (dg) Of ics

9gc groups. %

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




§.5 Respondents’ viewpointson the use of HIV Counsctling and Testing services
Some of the respondents’ viewpoints consideted as facilitators 10 the use of HIV
couselling and testing services were, if they notice any recurrent illness 1hat is fol teadily
responding to treatment (92.8%), nursing a patient living with HIV/AIDS piomping
them to think about getting tested (74.1%) and if they had an accidentst needle prick in
the ptocess of catrying out their duty (75.7%). These factors suppori that of Abamecha
etal (2013) were they repoited the most frequertly mentioned ¢=asons why their
respondents reccived their test results (post test counseling) wee ‘because of fear that
one could be infected” 65 (19.0%) and “fear of being 2t tisk duc to their profession” 52

(15.3%).

Abamecha et.al (2013) also stated that most health workess iest thetr blood by themselves

which may indicole the cxistence of fear of disclosure of HIV status and high perceived

risk of HIV infection. Similarly 88.6% of respocdents in this study stated l:a; 1hcz
would be more comfottable having regular screening for HIV of they are provided wil

kits for self-testing. which means that fcar of disclosuse of onc's status {either by the
s . ] +
their siatus or through colleaguc s disclosure who

——

respondents’ willingness (0 disclose

took the test) is a major hindrance 10 HCT uptake.

of HIV test fesults is the major (€2500 s1oled by y
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Obcrmeyer, 2010). Proxim:ty

being at risk of HIV infectio

_related stipma af .
~h as HIV/AIDS-s¢ anE about conldentiality (Matovu
an

200+4) ore possible factors axsocigted with

n, {(Jetent and Muula,

psychosocial factors su g
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Stigma and fear of disclosure may be major obstscles 10 health worker access to HIV
testing and counselling (HTC) and other HIV services{\WHO 2006) Being in{=cted with
HIV can be a source of personal and professional shame for 3 health worker. ard may
also invoke fcar of losing one’s job and damaging future carcer prospeets (MNamakhoma,
2010; WHO, 2006) To access HIV services. health workers may have (o citend wiath the

people that they serve, which may undemiine the relationship of tst and authority that

they have wuih clieots.

Furthermore. being tested and/or veaed for HIV by a colleague might cOmpromise

conlidentiality. and the sCrvice provider may also feel burdeaad by the knowledge of

their colleague’s HIV' status (Corbett, 2007). Regardless of the outcome. it has heen
documented thot having an HIV test can be stigmmizng. and health workess are

somelimes assumed to be HIV posilive if they are knowu 0 have been tested (Corsbetl.

2007)

5.6 1CT !
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As discussed wih rteference to amitude towards use of HCT and one's perceived
susceptibility, those respondents who stated they were “uniikely to have HIV™ revealed
they do not perceive they are at risk of having HIV': thes could be due to the fact that most
of the respondents in this study are mamed and believe their panners arefaihicuito them.
Abamecha et.al (2013) opined that most of the respondents in their stugy were masried
and the Jow Perceived risk 1o HIV in the age category might heve hampeied the

association with use of VCT.

Musheke et.al. (2013) furher stated that the paiicipants of their siudy. who are

healthcare workers. occupy problematic positions and identities a< they are the providers

and jmplementers of HIV tesung. yel they are also potential clients of the HCT services.

Their identity as providers and/or implenienters of the HIV counselling scrvice s

complicated by percelved fcars of stigmatisation and breach of confidentiality by

colleagues chould they test HIV positive. These fears limit them [rom iniuating HCT for

of the seivice ot PICT for fellow healthcare pioviders in

themselves as potential clients
Q1 iont ilive.
order to aven stigma and discrimmnation if the y lest positis
; ronttjon and educatlan |
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public ahout an important public health issue Jike HIV/AIDS especially hecause that will

cnsure a balanced knowledge.

HCW should play n great role in informing their patients on HIV and the benefits of HIV
testing, panticularly when those patients ate o1 nisk Gnultiparinersitin, Stls, ete. ...
However. there Is concern that this information on HIV and hy extension on sexual and

reproductive health is rately given o patienis as preicnt én most African countries

{Kirnkoya-Snmacloulougou el.ol, 20t3)

ICT has been sald ta be essentfal for all suppert and tecatmeilt inte ¢ventions against HIV
and ADS, and critlcal to PM ICT of HIV (Peres. Ome.-Gliberman, Mukotekwa, Milles,
Glenshaw and Mahomva, 2000; Rogern. Menundi. Amms, Rao, Shetty and Anthony,
2006). It Is therefore of concem that though the level of awarencas of IV was high, as
much as 30% of the respondents were not aware of HHCT. This Indicates s nced (o

Increase public enlightenment on HCT gnd its benefits, PMTCT progsrammes can only be
concept of HCT Is well undersiood hy the comiunitics

e be ices. (Farms,
and if they have the knowledge of the existence and benefigs of 1he serv
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A study in South Africa on occupational hazard in healih facilities on 721 health workers,
found that 15.7% of them were living with HIV/AIDS (Shisenz. Hall, Maluleke,
Chauveau and Schwabe, 2004). This means thai the already teduced wotk force of HC\Vs
would continue 1o dwindle more if they do not engage themselses n the u<e of HCT and

its’ numerous benefits in reducing the incidence of HIV.

VCT use by health professionals has genetally the following imponiant aspects. First, like
any other individuals it is a mechanism for prolection of health workers from HIV
infection, due to accidenial needle injury and other climseal practices they are vulnerable
population for infection. Piotecting health wockers in developing countries such as

Nigetia where healih focilities are undersiaffed. it 5 mporant noi 10 lose h;ghly

experienced and qualified health workers.

58 Conclusion

This sludy was conducted 10 determine the levcl of \mowledge.
observed inndequaic level

aititude and use of HCT

services for HIV/AIDS among its target population. e study i
of knowledge of HCT, though some unme! HCT knowledge needs were also 1dentificd.
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“and use of HCT services. Apan from knowledge and atiitude, other factors could also be

_playin g impoitant roles i ndetermining HCT behaviour and thus need fucther exploration.

59 Recommendations
Strategies to empawer healih professiontsls on social pressure resistance and programs

targeted at improving utilization of HCT can enhanee intention of health professionals o

use VCT.

There is the necd for continual health education training and social morketing. on HCT as

it would enhance optimization of VCT scrvices; such as refreshment cousses on HIV nisk

teduction. counselling and testing are certainly requised dunng the professionel carcer of

HCWs,

should be unplemented, so as fo securc
ced 1he support of institutsonal
imposed on them by collcagues

Advocacy for HCW-friendly’ HCT cenaes
confidentiality among colleagues. Healthcare workeis n

ne i iJ the stigma
nage HIV testing in order t0 avoiJ
“Hafaip . comes for healthcare workers, the ‘

. ieve Positive out
and th unity. 1n order to achieve | . 3
¢ community o he changed in order to provide '

i T (U] eds
infrastructure of the healthcare insufutions Fe

: : for counsclling and ihe space fof group support and .
healthcare workers with privacy |

meetings |
in health facilities to allow individual to collect |
'

HlV Sle-tCS"ng ShOUld be chOU’ﬁscd ]abom[OIy H'\? test. thus bcing the first tO '

their own symple and perforin 8 simple 1opid

know their result.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Relferences
Abamecba F.. Godesso A and Gimma E. 2013. Intennion to voluntary HIV counseling and

testing (VCT) among health professionsts m Jimma zone, Ethioma: the theory of
planned behavior (TPB) perspective. 8MC Public Health. 13.140:1-7

Abduliah, M. F.. Young, T, Bitalo, L., Coctzee N. & Myers. J.E. (2001).Fublic Health
Lessons from a Pilot Programme 10 Reduce Mother-To-Child Transmission of

HIV-] in Khayelitsha SAM]J, 81. 579-583

Aberle-Grasse. J).. Killam, W .P., Newman, D.R., Limbe, W._E and Davis. M. (200.8)
Client characicristics and risk factors for HIV infection a1 3 VCI cenires 1n

Matawi. In: XV
Abiodun MO, ljaiyn MA, Aboygdji PA. 2007. Awarenexs and knowledge of mothcgr.;f);ss
child yansmission of HIV ainong pregnant \women. J. Natl. Med. Assoc.. 99.7:738-

63.
Addo VN .2005. Pregnant women's knowledge of and m;"}t‘ldcz lgolrglz' testing Kom (o
Anokye Teaching Hospiial, Kumasi.Ghana Med. J. 39.2.50-53.
AW JIOW f moiher-
sttt o B S
to-child cansmission o amon
Kano, Nigeria. Ann. Afr. Med 8.4 210-2i4
f HIvV Counselling and

a1 and Knowlcdge ©
Pl AN Nigena Trendsin

Amu E O, and ljadunola K.T. ve Age in Osun State

Testing among Aduksof Reprod uelt
Medical Research 6-1:265-212

ledse. Attitude ond
ts. Umpumulo Hos

Practice of VCT for HIVIAIDS

Anthony C. Obiajulu 2009, Kno pital, Mampumulo: University of

nmongst Health Professiond
Limpopo
o B, Lo, £ Freedberf K. A &
10, J., WoIB. B L i Dusban, South Aflnca:
BMSCL\V’- lv" Gld:yi’ Jf'é;' :\\ nRoult'nc Volusniary mvj:lﬁ:\l:lgolfna\lD'S. & 151 185,
Thn ?S:zr Icc"nml"{OU!Pnlicnl Depastmen!.
cExpericnce (¢ )
change Our

Bekker, L. & Wood. R, (2006), & it me 0

facilities? SAMJ. 96, 1235-1236

: disc!
The impact Of €I%¢!
y of Family TheraPy.

HIV lesting policy 1n health care

osute of Hlv on the index patient’s
Bor R, du Pjessis P, Russctl M. 2004, 26(2).167- 192.
self-detined family. Jouma

use 10t of unsversity students in
mtsc
1s of condo

Sci Med. 52:1057-

Bosompra K. 2001, Deteenyynon reasolic
(E:hana‘ an application of the theery ¥
1065. 97

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




'CDC HIV surveillance report (2012) Vol 24
hetp//swww.odc.gov/hiv/topis/surveiflame/resowrass/reports/pablished Nov 2014

CDC. (2015). Occupational HIV Transmission and Piesention Among Health Carc
Workers Division of HIV/AIDS. Viral Hepatitts , Sexual Transmitied Diceasess
and Tuberculosis Preveation. Centres for Diseasc Cantrol and Prevcntion.

CDC. (2011). Risk prevention and testing behaviors related to HIV and hepauus
infections- National HIV behavior surveillance sysiem. injecting drug users May
2005 - February 2006 H1V sp<cial sunveillanoe Report 7 Published June 2011

Centre for Diseasc Contiol and Prevention (2003): Divisions of HiV/AIDS Prevcntion.
HIV and Iis Transmissiog. Edited on 2006-05-23

Barongo LR. Shekaleghe S. Nkya HM, Lowassa
uptake and attitude to voluntary

sional students in  Kilimanjaro
10.1186/1471.2958-9-128.

Charles MP. Kweka EJ, Mahande AM.
A. and Mahande MJ 2009, Evaluation of
counseling and testing anong health cace pmfcf
region. Tanzanta BMC Public Heeith9:128 dov.

i ivi i 1V/ S

CIA World Fact book (2012). Demogtphies: (1IVIAIDS people hving with HIV/ATD
in Sub.Saharan Aftica

Cohen MS. Shaw GM, McMichael Al 1laynes BF 2011 -";‘;’gc".“l';;‘;b'l‘ggj':;';:ig";:c-
CIlm.cal and public health perspactives. N Engl ) Me :
article] |[PubMed|

Corbett EL. 2007 Health worker access to HIV/IB vacrru:zl‘:;_‘:c“ ;:l‘clic:tmn::t ;2‘:
e Tee s AN s“umMlhm?l)?i:i;:iin:‘:?r%:piw Medicine, WHOMHIV

don Schoal © » Alli 2007,
src:c;::.‘:n:‘o&(:cl’gflfgndcpanmcnl. Glohal lHeslth Workforce Alliance 7
¢. Matambo R. Bandason T. 2007. llealth

Corbett E1.. Makanure B, Chicung YB, O o are sefvices in KTk
| current best praclices. 1ondon,

worker access to ! ITV71 B preven c aql

situptional analysis and man‘::%.(: ‘?:;; r.:.lc:di{:i“‘:’ W1IO/H1V deparimetit.
Hygienct lance, -

anC(I)O;II ;cg::‘: :r:mﬂ’l'g Globg] Health Workforce Alian 2007

Dauya
tjon, lrcatme

cers make sdifference:

000 Valun!

* n‘ ) a1

Crain AL, Syndcr M, and Omolo N hi.(z ) [:r{‘;tionins among PWAsw sh volumecr
coping 2" 1id Westem Pychological

Relationship quality. 3ctive et
buddies.Paper prescnied 01 th
Associalion, Chteago.

¢ onnual Mc¢

98

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Daniyam A. C.. Agaba A .P.and Agabal.E. 2010. Acceplability of voluntary
counselling and 1esting among medical students in Jos. Nigenat Infecr Dev Cines.

4.6:357-361.

De Paoli MM. Manongi R and Kj K. 2004. Factors influencing accepabiliiy o f voluntary

sounscling and HIV-testing smong pregnant women in Northern Tanzania./
Health Psychol (AIDS Care). 16:311-425,

Division of HIV/AIDS prevention (2003). HIV and #s wansmussion, Ccier for discase
control and prevention.

Duyan. V: Agalar. F: Sayek 1(2001); "Surgeons’ 3ttitudes toward HIV/AIDS 1n turkey”,
AIDS CARE. 13(2), 2001, pp. 243-250

Ehlers, JV 2006 Challenges nusses face in coping with the HIV/AIDS pandcm;c in
Afnca Intematonal Journal of Nursing Studies. 43. 657 662.

n and Control (ECDC) (2006) HIV prevention in

European Cenire for Disease Preventio olm, -3 October 2006 (meeting

Europe: Action. necds and challenges. Stock
repor). Stockholm:16
Family Health Internatjonal. (2002). Volun@sy Counselling and Testing and young
people. A suunary Overvicw pipa/wwv thLOLE:
: "
Fedemnl Govemmant of Nigena (2009).Nations! Policy on HIV/AIDS: 2009. Oc
: | her 10 child
- : videlines on prevention of mot
chcm:r P'hm‘f'u? 0[0}:?!':3 fﬁogf;:f:ox;:;ﬁ National AIDS=STI Control Programmc
ansmission
(NASCP); 200S. o
. 210 Technics] report on Natioma
Federal Ministry of Mealih (FMOH) Abu _Oxgm' 5 A 8 e v

' i ; on
Sero.prevalence sentinel Sunve) among

Clinics in Nigetria
& \! scro-prevalence

jonal I1f
Report (2008). N Nigerla. Nationa!

Federnl Ministry of Healin Technical o ontentol cinics n
sentinel survey among ‘Wonen i l:n-gAbuja:‘ZM.
AIDS/ST] Control Programme (NASCP)

24 vol.94.

Federnl Republic of Nigeria Of ficial gareltc NO-

oo TV testing: an exploration of
C.. (2003)- Rc»nppglz:‘(% lesrning one’s HIV stas n a
17

Flow sen : ;
owers P, Duncgn 8, Knuss d bpenclite associd! tish _lgm;ﬂ_oi,.u;n'-mm*cﬂgmgs.

the psychosocial €Osts A gay meq,

purposive sample of Scottish

8:179-194,

99

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

T T

S R ——— e

]
!
n




Fylkesnes K. Siziva S. 2004. A randomized trial on acceptability of votuntary HTV
counseling and testing.Trop Med im1 Health. 9:566-572.

Green G, Smith R (2004). The psychosocial and bealth care needs of HIV-pasitive people
tn the United Kingdom: a review. HIV AMeditune.

Hamers F. F. and Phillips A. N, (2008). Diagnosed and Undiagnosed HIV — Injected
population in Europe. HIV Medicine Dol: 10. 1111/)- 1468 — 1293 2008 00584

©2008 British HIV Association.

Hamill. M.. Copas, A. & Murphy, S. M. (2006). Incennives for +oluniary HIV testing in
NHS staff Occupational Medicine. 56, 426-429.

Harms G. Schulze K. Moneta 1. Baryomuns: C, I_\lbczi P an_d Poggensee G. 2005. ”
Mothez-to.cbild transmission of HIV ond its prevention: awarciess and knowledge
in Uganda and Tanzania. J. Soc. Aspects HIV/AIDS. 2.2:258-266.

A. and Andrianantoandro. V. (2002) |'
{ with regands to HIV/AIDS |

Hentgeo, V.. Joureguibervy, S., Ramiliansoa,
Knowledge, attitude and pracices of health personne

in Tamatave (Madoagascar). |

Holmes CB, Losina E. Walensky RP. Yazdanpareh Y. Freeberg KA .(2003). Z?I}EW of |
humn.n immunot‘icﬁcicncy vizus type -1 related infections in Sub-soharan AlriCa, |

7
http #dx.doi,org/10.1097/0]. 31dS 0000298105,79484.62 | | |
Hulchinson PP and Mahlalcla X. 2006.Uulization of volugtnty :g}lqn:gl-znsgsnnd testing

services in the Eastem Cape, South AfricaAlDS Care. 18- ]
clu, NN, & imoh, L.C. (2006).The

. heb _
Jkechebelu, J .1, Udigwe. G.O. Joe-Fkee Volualary Counscling and tesung for
Knowledge, Attitude and Piacyce of Yolualary Southeast Nigeria. Nigerian |

HIV/AIDS among undegroduates in 2 Polytechnic in
ci 45-249.
joumal of Medicine. 5,2 o e

. iy, M2
lliyasy, Z., Abubgkar. 1.5., Kabir. M- go:l\r:;ﬁ.ing'und tesiing smong Adults. Joumal of
and Attitude towards Voluntary 21922,

the Navional Medical Association. iRkt

: Démographic &1
Institut National de fa Statistique &t de o e c,%: Sante,

Faso (2003): Enquete dcmoS’“P&Mﬂﬂ!ﬁ

hitp: www. measujedhs.c . Thailand. 11-16 July, (Abstrach)
Iniemational AIDS Confeleace (2004), Bangkek. e on 1HIV/AIOS and
1Lo Code of Praciice | Aty
<) ”ﬂ&)ﬂ Available ot hltP:’N‘“’“-’lw"b o Lo
i p_ - (]

d Macro Intemational: Burkina

Intematlonal labour Grgonization (
World of Work. (.Jcncvn: 1.0, .
accessed 29th Apnil. <exua) Rights: o8 R e

i (2008):
iMemational Planned Palenlhood Federation

Londcn IPPF .P.16
100

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



b A. Newson SM. Murphy E, Dick F (2010). Sharps injurics among heaithcare
workers in the United Arab Emirates. Occ Med :60(5):395-7. { PubMcd]|

lecawody, H., Francis. K.. Jecawody, B. and Peterson. C. (200%) Risk and safety in
nursing practice concerning prevention/spread of HIV/AIDS in primary health eare
centres in Jordan. I XV

Jerent, B. H. & Muula. A.S, (2008). Availability of supplics and motivations for
accessmg voluntary HIV counseling and tesung services in Blantyre. Malawn,

BMC Heaith Services Research. 8. 17.

Jimma zone bealth department. 201 1. First Quaster Report of Health Intervention Plan.
Jimma Zonc: Health depanment; 201 L.

David . Godficy K. Nelson S and Fred N.

T ‘\ T \‘hr. .
Joseph M. Ronald G, Fredrick M. Mano xual tisk behaviorand

2005. Voluntary HIV' courseling and tdtil}g scoeplance. sC
HIV incidence in Rakai, UgandaAlDS. 19:503-511.

i inides. AIDS sugma, and
ichman, S.C. & Simbayi. L.C. 2003.HIV fcsiing aibtie -
Kalwh‘:;?mms'f Hlff o;wc{ing and testing ib  black township in Cope Toun. S

Africa. Sex Transm Infect. 79. 142.447.

008. Health, Bchay
959 Maske Suce

ior and Health Education:

Karen G, Barbara K and Rimier K.2 . San Francisco, CA 94 103-£741:

Theory, Research and Practice.

John Wiley & Sons, Inc.
Crofis N (2005).Occupational

infection among heaith care
Am J Infection Control 2005,

: omas MS.
Kermode M. Joliey D, Langkham BE\[T.:dbomc vitus

exposure 10 blood and nsk of it
Wg’:tur; in tusol north Indion heslth care seltngs

33(1):34-41, PublMed Absiract Crofts N {2005).Occupational
Kemmode M. Jolley D. L '"s*:.-‘imofB 'blo‘lz:gbn:;ch‘l"s‘.‘“ i"’“‘:"? ;n,onéotfl::;h’goarsc
fvxo[i:it:smit:on:l?oi:::dlr;dsim health care settingsAm J dnieciion -
33(1):34.41 . PubjMed Abstract. 4 Awaba C. 2007 Sexua
Kifagud}:‘;t:lf;‘tzz :l:}l&u‘g‘:; M,Njob\:c:’l-‘:’:;?::; in Zambia. AIDS Behay. L1:131-

136.

g among

A.. Fao p., Defer M, Mcdnbc:. Bobcﬁ
| & tests isky sexual behaviours
KlkaYa.SmnadoulougOll F. Yarod IV tcsmshn;:iBnmkymn B NC Publie

Naogot. 2013- . and Ut
:&‘i’f P‘Sﬁ'ﬁm:g\mfkm: o suivey il "‘:fL : 471:24
R L) W——

Health 2013, 13:540.
101

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

R Cee———




Kober k. Van Damme . (2006); Public sector nusses in Swaziland ; Can the downtum

be reversed. Human Resouwsse Health May 31:4 @13

Kruse GR, Chapula BT. keda S. Nkboma M. Qusserio N. Pankratz D, Mataka K. Chs
BH. Bond V and Reid SE 2009. Bumow end use of HIV services among hcalth
caze workers in Lusoka Distzict. Zanbta® a cross-sectional study, HiunmRecour

Health. 7-55.

Kumakech E, Achora S, Berggyen V and Bajunirwe F 2011. Occupationak cxposure 10
HIV- a conflict situation for health workers. Interational Nursing Review' 58. 454

- 462.

Lenth R V Java applets (or power and sample sizc (computer softwarz) 3006. htip: 7 www
stat.uiova.edu

de end Practice of Katnuzu Colie ge of Nursing
University of Molzwn,

on the Utllization of Voluniary HIV
Urban. fa: National Healih

Lucy Ida K. 2006. Knowledge. Atitu
Students (owards VCT. Malawi:

of Gendes

. Role
Lwanda. 0.G. (2003) The Ro n Lilongwe

Counselling and Testing Sesvices !
Rescarch Dissemination Conference
n CCet ol (201 1) Reasons for not HIA" testng,
over the counter rapid H1V test in an interest

ho have never tested for IV, DIS; 38 (5),

Mackbellar DA . Hou S and Whalle
(esting intentions and potentrals of |
sample of men have sex with men W

419-28 |
i to voluntasy HIV counseling and
) Expanding access b s puD ke s o

Moatnvu JK and Makumbi FE (2007 roaches
: ica. altematr ve OPP
testing in sub-Seharan Afmalz:l3|5'-l322.

2007, Trop Med Int Healih.
M., Faltamo P end Andetson .

uljewad v, Nadew'

itzer A, Abd : 1 iders by means
e e CA.’ P(’:“ X {\nlus of “[w,\]os.ltmnfd SC!'\'}C;‘[;I;:;:MC' mzm;
0, kg Y 00 L Elon i
olfalr almng i ¢
L mice Guidelines for the

ic Health Sc
5 Updatcd U.S.Pubhfo cl-‘:l;\'. HCv, and HIV and

50 (RR-11):1-52.

G.Mandcl JS. (1997,
h wOrkess 10

MMWR Recomny Rep (Zg?:l). Ly
e ment of , SO hylaxis,
Rcf:)nrﬁ:nc'ld; :1ons for Postekposure Proph)

‘oeles B, Fowler

oA 11l TL. Fans:r Hospilal-hased healt

des and practices
§c;cp:l ) Suppl 1:S79-65.

Munghererg M1 . ven der Strotc
HIV/A IDS-re]ated Uit
Kempala, Ugonda. AID

102

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




unyats SS. Mason PR, Butterwotth AE and Hayes RJ. 2007, HIV incidence dunng a
cluster randomized tnal of two sialegics providing voluntasy counscling and
testing at the workplace, Zimbabwe. A/DS 21:.483-489.

Musheke, M., Ntalasha. H., Gari. S.. McKenze, O., Bond. V.. Manin-Hilber, A- 2013.
‘A systematic ceview of qualitative findings on faciors enobling and determing
uptake of HIV testsng in sub.Saharan Alvica’, BMC Public Healir. 13. 220:16-
http://dx.doioreg/10.1186/1471-2458-13-220

S, Rudatsikira E, Mataya RH, Kataika E2007. Human

Muula AS, Chipeta J. Siziya | therapy scale-upP in Malaws,

resources requirements for highly active antitetroviia
BMC Health Serv Res. 7:208.

Namakhoma [, Bongololo G, Bello G. Nyitenda L, Phoya A, Phiii 5. Theobald S and
Obenneyer CM.2010.Negotiating multipie bastiets- bealth workers' access to
counseliing, t=sting and treaunent in Malawi A/OS Care. 22.1:68-76,

Namakhoma, [. 2010 Negotiating multiple bmicrs:.hcnnh “;fkc’fzﬁs. ;2
counselling, testing and trcaunent in Malawi. A0S Care, 221,

aredness for HIV/AIDS serviee
- Onu'OI Plogrammc (2m6). P[cp : . :
Natlonn‘dtllgfr;r"?bscTznO(lcs Kenya Healih Wotkers Survey. Narrobi, Kenya, NASCOP.

Ministy of Health.
ion bascd
Notional HIV/AIDS and Reproductive Healih Survey (NARHS). 2014. Population basc
survey reposts
Vries, 2009. ‘Stignia of People

X.D
cand Name B ¢ ture Review' Joumal of Tropical

Ngozi C Mbonu, Bart van den Bom e :

with HIV/AIDS in Sub-Sahaiaf Alfica: A Liteta
Medicine)
y (NDHS) 2012.2007 and 2012, Population

Nigerio Demographic and Ilenlth Surve

¢S,
Hagedk Mgy Fc et S chgoduii*ic Heaith Survey 2012

1NV/AID
Nigeria Federa! Ministry of Heallb. Natfonal

(NARHS Plus).
‘ 2014 Country PlOgFess fEpOIts

for the control of AIDS | d
Sia E Msuy2. 201t. Pcmcwcd'bamm an )

i Provider-Initinied 1V Testing an

of Tarzaa. 7he Pan

Nigeria Nationa) Agency
Nwli A Kapologwe, Julicth S Kabengu t
attitudes of health care PIOVide™ hern highland 207

Counseling tn Mbeys ngig\I,;nm
African Medical Joumal. 8:

103

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Okojie, O. H. & Omuemu. V.0O. (2004). Attitude and Practice of health core workers in 8
tertiary health facility towards voluntary counseling and lesting for 11IV. Joumal of
Community Medicine and Peemary Healih Care. 16. 39-12.

Olugbenga-Bellol 1.A., Oladele E. A., Adeomi A. A. and Ajala A. A.. 20t2.Pcrception
about HIV testing among women attending antenatal clinics at Prima:y Health

Centres in Osogbo, Southwesi, Nigeria. Jonmal of AIDS and HIV Rescarch.
4.4:105-112,

Omuemu VO, Akemokwe FM. Ahanmisi IE .2008. Aiutude and practicc of antenalal

HIV sereening among pregnant women attending a secondary health facitity in
Benin-city.Niger_ J. Clin. Praci. 11.4:324-329.

Pelizer, K., Nzewi, E. & Krishna, M. (2009).Atutudes tomr_d: HlV-nmibgdy lesung z_m::
pco;;lc with AIDS among university students in India. South Africa and Unite

States. Indian Journal of medical Sciences. 58.95-108.

Perez F, Ome-Gliemann J, Mukotckwa T, Millcr, A, Gicnji;‘:z !\.i and lMl:l[}.\om\:)arAn. 20;(1);.
Prevention of mother 1o child transmission O l'"}’- 269901 :14710101 = p
programme in a distric1 hospital in ) Zimbabwe, AMJ. 323: :

lin Y (zws)‘ &sir‘nlion of the glObnl bdecn Ofdlscasc

Pruss. Ustun A, Rogit} E anc Hu healih core workers. Dec: 48(6)

altg{butable 1o contamineted sharps injucics 3MONE
;482-90.

Singh (2010). Study of Prevalence
Health Carc Workets in a Tertlary
ity Med. 2010 Jon; 35(1) 74-77.

. . Verma, and Saudan
Rahul Shasma, SK Rasonia, Anita \icics JMONE

g & Ilu
and Response to Needlc S!lc’ yueie
Care Hospital in Delhi, Indid. ndian J Commun

, 20 A, Sheity P 3
Rogers A, Meundi A, Amma A'Pao'cd benchts, and

knowledge. ltitudes. pereei

womeq in tural Southem India. A/DS Patient Co

nd Antony J. 2006.HIV -rcloted
risks of HIV testing omong picgnant
re STDS, 201 1:803-11

¢ P ' rorkers 1h
E oses C, P 2001). Risks 10 health care wWor
agoc-Moses C, Pearson RD. aty ) 1588“]3 ‘.' )}; 38,541, : P

, NI 00
developing countries. i\ Engl ) Med 2

calculptions io randoms?cd iriols :mandatory
e

Schul KF, Grimes DA, -‘3325605;';‘2';15;:3-1353
and mystical. Lancel St HiV/A IDS prevalence
: : Chauveau J . Schwabe - gop".{a-sso.
Shisana Q. Holl E, Maluleke R, ~hau S Arded 8

orkess
among Scuth Afncan calth worke! of scaling-up

G 2010, The impacy € lonon the
R, Msamang® = o ) of HIV tnlecton 88 0F
ik m"::; :;ogo beyond numbers. It/ Health Fiann
- lheN€

Simba D, Kamw cla J. Alpemben
prevention of n101hcfj‘O-Ch
human resource requireinen

Mc...‘«ﬂt. 25:17-29. 104

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Snyder M, Omoto AM, Crain AL. (1999). Punishcd for their good deeds: sligmnt;ui;on
for AIDS volunteess. American Behavioral Scientist 42 (7). 1175-1192,

Tacgtmeyer M, Suckling RM. Nguku PM. Meredith C. Kibaru J, Chakaya Ji1, Muchela
H. Gilks CF, (2008). Working with risk: occupatonsl safely :scues among
heaithcare workers in Kenya, A[DS Care. 2008 Mar:Z(f(J)ﬂOd' 1}

-

cers’ partici in voluniory counseling
. a¥i F and Mojoko F, 2003 Healthworkers® participation 1 .
Twma):\d testing ii theee districts of Mashonaland East Piovince, Zimbabwe. Central

Africa Journa! of Medicine Vol 49 lssue 5-6 May-June.

: . "
The South African AIDS Council (2012); National Surategic Pian for HIV/AIDS an
STIs in South Africa.

Everything report;
UNAIDS, (2015) Epidemiological slides - How AIDS Ciicnged Everything

Geneva, Switzerland

: : itzerfand.
UNAIDS. How AIDS Changed E\’cr)(hing;20l5.Gcncxn.Swl erfan

Swizeriand.-
UNAIDS. 20/ 4. Epidemiologicol stides = GAP repori, Geneva,

UNAIDS, GAP Report; 2014; Geneva. Switzeriand,

. . Geneva, Switzerland.
UNAIDS. Fast-Track: a.dmg:_e_dm.@m«mm. 2014:

NAIDS Repor on the

Globa! AIDS Epidemic
UNAIDS (2012) ‘Global Report: U
e roaches to HIV testing and

: ivefry a
port (2012) Scevice deliveny 3PP ® health sector sirstcgy on

UNAIDS World AIDS Day r¢ fmmcwork; Globa

counselling (HITC): A stratcBIC policy

2, Swilzetlond
: va,
HIV/AIDS 2011-2015: Ocenc o Alrica’s Geneva. Switzcrland

. Sub-Sth
UNAIDS (2012) "Regiona! Fact Shed! 2012

2014 Sub-Saharan Africa’: Oenevs., SW izerland
; :

UNAIDS (2014)"Regional Fact Shec

Switzerl
UNAIDS. 2011, World AIDS daY repori.

: 0). Repon ‘
UNAIDS, Giobal choﬂ-ocgnoc’m’gzo,mm;cmw

hitp; wavw. unaids.org/d « Geneva. Switzetiand

UNGASS (2010) UNGASS Saunil-

Globay AIDS Epidemic
Switzeriand

105

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




UNAIDS (2006). “AIDS cpidemic update: Special report on HIV/AIDS; Dec 2006
UNAIDS 106E; Geneva, Switzerland

UNAIDS (2006) Intemational Guidelines on HIV/AIDS ond Human Right< 2006
Consolidated Version; Geneva, Swilzeriand.

United Notions General Assembly Speciol Session (UNGASS) (2006). Scaling up HIV
prcvention, tieatment, care and support. Follow-up 10 lhcoulcomc_of thetwenty-
sixth special session: implementation of the Declaration of Cornmitment on
HIV/AIDS. hup;/tdaa unaids.or g/publinformationnole/2006/ ; Geneva,
Switzerland 0324 _him_ga_060737 _en.pdt.

UNAIDS and \WWHO, (2005). Progress on global eccess 10 IHIV eniiretroviral therapy.An
updatc on "3 by 5".Geneva. World Heallh Organization; Geneva. Swiltzerlond,

UNAIDS, (2004} The Joint United Nations Programme On 11IV/AIDS, xzoridTHc?lm
Organizotion. UNAIDS/WHO  Policy Staternent on  HI esting.

UNAIDS/WHO.3PP; Geneva, Switzerland.
UNAIDS (2002) "'HiV Counsclling ond Testing . 3 gotcwoy [O prc\‘cnlion onnd care . A
case study. Junc; Geneva, Switzerlond,

UNAIDS. WHO, (2000). Opening P the HIVIAIDS cpidemic, GUidn(::c; t:cn :?cg;;\r’nga‘seng
bc;cﬁcinl .disclosl;rc. cthical painer counsclling anrd appropno

reporting. Geneva:3s; Gencvy, Swilzeriond.

Ing: en n
UNAIDS, (2002). H/V Voluntary Counscting ond T"’g&gi-l;j::;““y to prevention and
ca.rt. UNAIDS bc.SlPractioc'01|CC"0ﬂ; Gceneva.
fing Joint United Nations

ol voluntaz) COUMSE
UNAIDS (2000) Tools for exalustifie i:w W ,dwNnuons Natjons Programme O

Progtamme onN HIVI,‘,_.-‘ 3
HIV/AIDS:; Geneva, Switzerlan

under theeat: UNICEF NEW YORK: Gepeva. Switzetiand
ac .

UNICEF 2004: Childhocd

i ART in Sub-
Von D W Kober K. tago M. The real challeng™ for scaling 9P
amme A .‘r ™Ne 5

S frica. AIDS 2006 |
aharan Africs ey Multidisciplinay Apoach. -

i

Van Dyk, A, 2008, HIV/AIDS Care 7€ € oth AT,
e;j éO"’TCWI\' Pearyon Edualm e 8 )
oy : men‘wb e Xumvwouds V.

prophylasts for oCTudaticoal
: 23]7]5\,_‘7\!] $-@

orth MB.

Van Oosterhout 4. Nylrenda M. acd;;;v pou.ctpt*“'t
Zifisirn EE (2007), ChollenfS (0 b s fajyor
injurics in a lazge (cathing "7

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Vermeer W, Bos AE. Mbwambo J, Kaaya S, and Schaaima HP. 2009.Social and
cognitive variables predicting voluntary HIV counseling and testing among
Tanzanian medical students.Paticnt Educ Conns 75:135-140. |

Visser, 14.)., Tmilshina, N., Dayal, V., Rai, B.. Pokhom. ILN.F. ('2000) l{!V/]:%IIi)'S‘
knowledge. attitude and practices aniong trained and untreined basic healt

workers in Nepal. In: XV '

Walusimbi., M., and Okonsky, GJ 2004. Knowledge and ettitude of Nurses Cnr;ng for
patients with HIV/IDS in Ugando. Applicd Nursing Rescarch, 17(2), 92-99,

\Y
Wilson D. Maidoo S, Bekker .. C. Colton M and Maartens G 2002. Handbook of 111

Medicine Cape Town, Oxford.

i HIV Test and Counsclling for
14. Policy Stalcment on i epie b0

ization 20 .
/P e Orgpten s rsons of concem 10 UNIICR. June: ,

Refugees and other pe

' f-testing, “AIDS and
World Health Organization 2014, Realising the 1";“9{““'{;‘; (ljl.IV self-testing
Behaviour” WHO special lfsue: Geneva, S witze

] lysjs. Guide ond tools
World Mealth Organ'.zau'on(20l4) Test, treat, retomn. Casende Analysis
Tanuary: Geneva, Switzerland.
013: June; Genena,
WWHO/UNA IDS/UNICEF. Global update o HIV treaiment 2013: June
Switzerland.
e ounseling: WHO, UNAIDS re-affiem

testing 2nd € Switzetland.

. HIV
WHO (204 2); Statenmient On M1V testing: Geneva,

opposition to mandatory e,
WHO,UNAIDS/UNICEF (2010 Towasds ‘:‘:"zﬁc‘,,_ Progress Repart; Geneva,
HIV/AIDS Interventions in the
BTN and counsejing In the WHO

| HIV icsting
World Health Organizastion. (2010) Scaling Igmcm Switzeriand:

Eutopean Region. Potic . & Revicw of the | iterature And

WO _
WHO. 2011. HiV self.icsting BmOne 7 5l and Ot
Discussion of CurreM acl Africe: Genevd .

World flealth Organizstion (2

) Organisat
‘osid Health
trpeegy, Mnancing. Geneve, W

10?7

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



WHO/UNAIDS/UNICEF (2008). Towards Universal Access: Scaling up Prionty

HIV/AIDS Interventions in the [lcalth Sector: Progress Repo:t 2008. Geneva,
World Health Orgonizatton; Geneva, Switzerland,

World Health Orgonization (2008b). \Vorld malaria report 2008. Geneva. ‘Vorld Healih
Organization, 2008: Geneva, Switzerland.

WHO/UNAIDS (2007) Guidance on Providcr (nitiated HIV Testing and Counselling 1n
Health Facilities; Geneva, Switzerland,

' hip. The giota! ptan to stop TB
Id th nlzation (2006b). Stop TB fl‘nﬂpcrs P .
E 2}3821-20?g§%cncvn. world lleaith Organization. 2006; Geneva, Switzerlond.

i ~ S and health
World |lcalth Organization, (2006a). Treat, Trqm.'R?tgn. ll;cscilllz)cmnd.
workforce plan. Geneva, World Health Organization: Geneva,

i ical therapy: a report on “3
12001 _Global access l0 anlirctrovicd !
worldl:;c;! ‘nhngrb?:;;ﬁugtnzcﬁlmm United Nations Programme on HIV/AIDS/ World

Health Organization; Geneva, Swiizerland,

: : d heaith workforce
s Train, Rewin: the AIDS an

t " 2m6‘ T‘cn‘o > vl : 8'ﬂd
e ;::"23,3? lmwc;?lz Health Organization: Geneva, Switzetl

to
of diseasc from sharps Inures
) Envicgnmenial burden of dicease
Geneva, SWitzerlond.

. - e bus

WI10. 2005. Shacps injures: ASS““"gt'j",;m; levels

health-cage Wworkers al nngon-’ll - Osin, Y. Hutln:
series No. 11 By E. RoP"“-A'W‘SS' '

. and counseling scfvices. A
- Scaling up HIV testing
A Hﬁ?‘l}hrOI?OD;t-:l;:J;l;‘g S(I}ﬂ‘:)u.;«ir,' fugusu Geneva. Switzerland
toolkit for for E o e
: 1o HIV testing and COuUnse
. +2n03). [ncreasing 38CCE2 “quiizerland. Seplember
WOfMRchIlh Or\%’tﬂgﬁ ;?vn'-nit:;‘t,l‘o‘n). lg~.’.l Nov 2002, Geneva SER P
cport of a 5
Geneva, Swirzerland

New
, oht (o XDOW
World Heaith Orgmizst;an.x’m”-"h‘ ng

~ - Swizeriand.
S Y727 L N
and Counselling June; Genevd,

approaches 10 HIV' testing

ino and courco)ing
Increasing Atzeriand
W iisation, (2002). Genevd SW
2" Rt::l;holt'): 8:/" i‘(‘; consyltation Novembet:

World I1calth Organization, (?im”.'Gcmv
of 2 WHO consuliation June: - | -
ot O e of VCT s KO

WHONINAIDS, (2001). Technlcal ComsY es for wcaling

gon
testing, Models fof implemenia
Geneva. Switzerland.
e

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




‘WHO (2000), Opening up tte HIV/AIDS epidemic guidance on cncoumgihg beneticial
disclosure, cthical partner counselling and appropriote usc of HIV reporting
November: Geneva. Switzerland.

Worobey M. Gemel M, Tevien De (2008). Direct cvidence of extensive diversily of
HIV-1in Kinshasa by 1960-2008.

ounselling and Testing (VCT? for HIV in

i Voluntary C
Yoder, P.S. and Mutinga P. (2004) Voumiisy VCT Expericnces. Calverton. Maryland,

Molawi:Public Pcrspectives and Recent
USA: ORC Macro.

uthecford G. 2007 .Anticctroviral

Young TN, Arens FJ, Kennedy GE, LaurieJWV and R nosure, Cochrane

post cxposurc prophylaxis (PEP) for occupational HIV ¢x
Database Syst Rev. J. 24 .1.CD002835.

voluntary [V [esting among

: ; d uptake of
Zungu. 1. & Sanni, B.A. 2011. Acccptance and up SR alhnd Famity

healthcare workees in 8 South Aliican pubdlic hospital’
Practice, 53.5: 488-494.

109

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Append

Covemnicnt is heavily populated and eovers

government has 12 politi

Centres/Mbicmity Centres (sec appendix ).

157.936 and fcmale 158.676 using the 2006 Nati

ix I

Description of Health Facilities in Ibadan Mctropolis [badan Nosth The local

o large expanse of land with an area of

cal wards with 6 state owned health facilitics, t1 primary

type and Locatlon in Ibadnn North

about |82.5 squarc meters with an estimaled population of 316612, Male accounts for

onal Population Census. The local

Health

Tnble . 1: Nnumes of fucllity,
f*'amcs of facility and L.ocation | Type _ | Gwnenship
| wersity College ilospital Orita-Mefa, [badan TcnffuL Federal
University Healtls Services Jaja, Ul %nﬁzy Fid
Fed secretariat Stalf Clinic, Ikolaba Primary | Feder]
Palionnl Blood Transfusion Clinic, Agodi _af?i‘dw Federal
Adeoyo Tcaching matemity Hospital, Ibadan | zqu.imc
Infectious discasc clinic, Ibadan ; Primary | Siote
Secretarint Clinic, Ibadan —_:__il Primary Z:::Z
_'ld'umc Clinic. Ibagms P"__T___W —
Bovernment House Clinic, Agod! GRA P_'l‘f”) —
Biood Tansfusion clinic, Agodi =8 '_’2_"2__. Tt Gow Crme®
PHC (4 Ogungun. Agodi —-:__:______dipf’_ﬂ_.‘i‘:')f — e
?1‘!E:Yemclu. Alaadorin > s P _:_‘_“_m;g——— Cocal Governmen
PHC Sango Patako il %ﬁ-— oo |
PHC, Barika, U “:__i___‘___,_. gy o Gevems
'C. Sumonds, Ul ) _________..——-—W Tocal Governmed
mc.ie:chnd. Bodija  —1imey =l o) Governoenl
ghowa, pxpress _____———“‘"_‘_‘W L oce) Govero=™®
ey —————
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. Oke Arcimo, Ibadan Primary | Local Government
Clinic NPUM&E LG SEC Primmy | Local Government
h post, Ashi Primary | Local Government

Ibadnn North East Loeal Governmient Area

lbadan North East Jocal Govemment was created on 27% August 1991.0t was casved out
of defunct Ibndan Metropolis Goveniment. The Local Govemment has #1s administrative
headguarters along the lwo road axis and it las on estimated populution of 310972,

malcs account for 168,861 ond fcmale 172 110 using year 2006 ational population

census. ‘The Local govemmient has 11 political wards with 2 Statc owned heahth faciliuies,

19 primary Health Centers/Matemity centees 8ad 24 reglstcicd Nurses/Midwives.

Table3.2:  Namesof faciiity, Lype and Locaifon in thodun North-East

Nomes of focility ond lecation T’;P' ()uncrship_

St Peter Mat Hospital, Aremo ffcondnly zmlc

BCOS Qlinie My .!._Pri-mw L’::I' Govemmeni
Piimary Health Center, Odo -Osun b Loca! Govermment
Primary [ lealth Center, Oranyan ___- — - Pri.um)' Loco! Government
Primary Health Center, O} u-gbo :::2 “Local Govemnmen!

| PAmay tialth Center, Omn-APc""____r = L ocal Govermnmend
P““W'Y ilcalth Center, Lng:’:"’\l‘““n S Locat Governman!
P“"W'y Health Center, 0):__ Py Loca) Governmend
P“mm/ Health Center, / .":f e Local Govonmed
Elmm)‘ Health Cenke,r AtemO __________-—m“‘ Lﬂ‘_‘ia"“"m
f_‘i’“"y Health Center, C_"_c_’:j_c_________-—a-‘;'-‘-"m'fm"_—_-__. Local Govermmoet
ilidnty Health Center. __________-———*W____ W_Tm ,
Primary Healh Center, Ogundipe L | Lot o |
Primary ||calth Center. Aﬂkﬂf_______.__-a-i;'m‘;,,‘;r Leal Coneren |
Pnmary jiealth Center. AG“EL______...-———'" I:‘I it
Primary 1icith Center, Lagelu-luPer L""""_’

M
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Lagelu youth Friendly, Center | Primaty l.ocal Govemment
|JL rimary Health Center, Akeke _P'i"‘“f)' Local Government
-r_Frimary Fealth Center. 1wvo Road Primary l.ocal Government
"Primary Health Center, Oke-Adu Primary g
IT’iimnry Health Centcr. Okcbadan Primary g 'GO\cmmcm

Ibadnn North West Local Governmnt Arca

| -
The Local Government covets an arca of about 59.001 squasc km of lond with an
5 Males account for 77.721 and fcmaics 80.004, The local

: i 157,72
estimated population of 1 facilities’ 3 statc owned health

Government has 12 political wards with 4 federasl hea

' N and
faciliies, 6 primary Mcalth Centerg/Mateenity ccnter and 21 ctegistered INUrses
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Midwives.

Tobled.3:  Names of facility, type 1nd L@:ﬂ; == Mﬂ;:::hm
| Names of facility and location 3 T’;_:l‘t;f? Federal

UCH Annex, Idikan _i By Federal

Dental Clinsc, 1dikan — T Federol

Army Barak Clinic, Mokola i Federal

Police Health Clinic. Elcyele - — State

Health Clinic, School of Nursifé. E_"_"d‘ — ;—:—:—3 Statc

iCNChO Nussing Home. { eticho _-___ ——Priary Local Govemmen

Dental Clinic, Dugbe oy Local Governmen
Fz:oml’rchcnsivc tlealth cenicr. rﬂ_-———ﬁm“m_,}, Loca) Govemminers
Primary Health Center. M":;_-C_________A-——-W Lota) Corerminei™

Primary Hcolth Center, E"i'i':_______.-——-‘?ﬁr“&_y__r I(ﬁ'__c_;mmm‘

Primary Heallh Center. J‘i'E':'________-————'W_—-___-‘ Local Govoro™
mﬂ? Health Center. 08“"!"_________.-—-*§,,’"m5___-_____ Local Govereme™
| Hiealth Cinic, Onircke e

————




adon South East Local Government Area
fbadan south East Local Govemment, Mapo is one of the five Local Govemments carved
out of the defunct ibadan Metropolis Government in May 3™ 1989. It covers nn Arco of
about 58.25) squore km of land with on estimated population of 274.559 (Mate
=134.755: Female =139.804) using ycor 2006 National populstion census. The Local

Government has 12 political wards, 7 primary Health centers/Matemity center and 16

registered Nurses and Midwives. ’

: South-1tast
Table 3.4 Nanmes of fucllity, type and Locatlon in Thadan Sou

. Type | Ownership
Names of fucliity and locatlon Local Government
Pri
Molcte Healtht Center. Molcte el Tocal Government
Pamar
Mopo Health Center, Mapo — Tocal Government
. . Primary
 Oranmiyan Health Center, Oranmiyan [Prmary Locat Govemmen
Agbongbon Hcalth Center, Agbongbon : ) e S
Sanyo Comprehe nsive Health Center. Sanyo 8 _pﬁmmy Local Govemment
Primar)
Ortitaperin Health Center, Otutaperin — = Local Govemment
Comprehensive Health Center, Oraiuniyan |
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registered Nurses/Midwives.

Table J.5:

Ibndan South West Local Government Area

e local Government covers an arca of about 133,500 sduare incler of land with an
estimated population of 291,228 (Mole=143.980 Female 147,648). 1t has 10 poinical
wards with 10 state owncd health facilities, 1] pritnary Health/matcrnity Centers ant 23

Natnes of facility, type and Location in Ibadan South-¥¥est

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

, Ownershi
[ Names of henlth facifity nnd location Type !S_ B
late
"Ring Road Statc Hospital, Ring Road Secondary -
| - 10lc
[Oni niemorial Children flospita!, Ring Road Secondaty
. , , Sccondsry Stote
| 'General Hospital, Jericho —
- Prim
Motemal and Child Health Unit, Apata g S
PAmany {aic
‘| Cholera Unit, Jenicho Pnn'\_nr_)’p T
‘Chest Hospital, Jericho B
- 2 Primasy g
State Heahh Oflice. Jericho e Siolc
= — | Primary
| ental Cenier, Jericho —— Frmay Stale
Maxiofacial Unit, Ring Road o State
| a
! onhojncdics Center, Jericho = —— Pﬁmnl')' Local Govemman!
Oke Bola Health Center — Loca! Govenunent
Aleshinloye Health Center —t Sy Local Government
Akere Health Center —Frimany Local Govemacnt
G.C:I Health Center e T Local (jovcmmi
Adifase Health Center  ————tormay Local Govemmend
PHC. Foko ———TTrmany Local Goverasmend
rm — Loca cramevy
PHC. Oja.Oba ————Primay o
Molete Health Center ______-—--—""”W i5cas
| — | Uotal Govomiduent
Elcwtm Health Certer — m—‘—’—— e |
bluyo!e Heslth Clinic ___________-—-—""'"'"_‘—__
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Knowledge, Attitude und Uptake of HIV Counseling and Testing Aniong Nurses in
sclected hospital in Ihadan Area, Ihadan, Oyo Stale.

' ~ 1
This study is being conducied by Aklnjogunla Mofunrayo Vulcnl};nu:gu:::z s:;«}::ih
Health Promotion and Education Depar:ment. Population and Rep

Faculty of Public Health, University of lbadan.

ing Testing amon
The aim of this study is to delesmine the knowledge of 111y Counseling Testing B

Nutses and to identify factors that affect the uptake of this seriice

o) ionnairc. Tie cxczase

You will be asked by the rescarcher (0 administier itlus"v‘.;;flq;::[::‘;:mr:g‘ There s no

is likely to 1oke about half an bour. This s%dy ::rl.'.‘:‘;‘fn]iiy of your responses will be

i it | jcipating in this study. HAE=FE8 the informanon
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Appendix 11
QUESSTIONNAIRE
Knowledge, Attitude and use of Voluntary Couoseling and testing for Hiy snong
Nurses in Ibadan North Local Government Arca

Dear respondent,

[ am a student from the deparument of Heslth Promoton and Educauo:& CO}:t:ﬁ; ::
Medicine. University of [badan. 1 an conducting o f"“’d (r e .K';O:t; nS:& b ol
and use of Voluniary Counseling and testing {or HIV among N‘?ﬁ ::n';‘t [ lb: 3&00 ‘,
of Oyo State. The puspose of this tesearch is (0 asSESS lh_cI ¢ ;d:j P L
Voluntory Counseling and testing for HIV' among Nutsch hc\’i ) ::fs use of Voluniary
will be helpful in designing health progammes aimed &l lﬂ:‘pﬂim“cszu ofessionsls 25 3
Counseling and 1esting for HIV among Nurses and O'_h'!; _ "c‘:‘ v

means (o reducing HIV/AIDS morbidity and mertality tn ;5

A ol 1t the questions will
- - . — o 4 nd VUl HASWERS tos
Your paricipation in this interview' voluntary and ¥ "t encouraged 10 ke

. * 30 YOU
be kept confidential. There is no right of monlg‘oﬂ;i‘:;, ::swmng 2]l the quesuons.
your contributions. | shall be grateful if you &

Thank you for your coopetation

|.Y¢D 2. No D

I will like 10 know if you are scady (© pasLIcipalc.

Rﬂllﬂnd:m'a lOCALION: . . cosissesrarnars

SECTION A: DEMOGRAPHIC INFORMATION

l. Age as at Jast birthday — 1 \aroed
Cohabitisg
2. Mantal status. 1. Single : , , 6. Widoned
1, Separoted P!
3. Designotion (please stol€) —— - 3, Hauw
4, Cihnicgroop: 1. Yoniba = A 3, Traditwmist

5. Religion: ), Chritianity
4, Others (specifil—""
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6. Level of Education attained: 1. RN 2 RM 3.88C |

4. Masters 5.0thers specify.

SECTION B: KNOWLEDGE ON VOLUNTARY COUNSELLING AND TESTING

S/N | Knowledge statement *r'“‘ (1) [ False(2)
7. | HIV counscling and testing is an intervention that includes |

only pie test counseling. test for HIV and oost counscling. i g
8, | HIV counseling and tesiing is one of the galcways10 ||

prevention, treatment. careand support for-only those who

already have HIV. :

9. [ Test for HTV detcct the presence of the HIV visus and 5t the

virus antibodics. e

10. | Post test counseling is oecessary for only those w

posilive to HIV. - i1

Il. | Routine testing can also be referred 10,35 PIOY idcr iriiinted L
HIV counseling and testin

12. | Routine testing means ¢veryone in 3 §IVEH "~

without pecessanly relying on mfhv:dunl_;‘_;_t%;

13. | In provider initiated testing for dmgm&"/‘;“l: :mmmiss:on.

anticetroviral or prevention of mother (0

1 i fu u\"/“-n
patient docs not retain the eight Lo m%: 1o&tcst ——
ks Opt-in.testing means Ihat ellents must 3EKCe

2 in a givTo SCIung is tested

—_ pre-test information has been 1.“‘!]-‘ c(?. ult is pegaiive.
15, | Counseling is not imgortant vi&t:‘&l‘o::sd o nhonc.
|16, | Result of HIV screening may be d .i_-m be considercd
7 | A Seto-posiuve resull fram o fapid 1t
| 38 absolute positive : DPP’W j
18 Mandatory screening for HIV 18 O ol ond body ans | :
| procedures involving ““"jM Tude Fi<k dbehavior | }
19 jcT ¢trmegy docs not necessdrily €
L m——
| ossessment are?
o CT (ovn 8800 of HCT)

20. The three basic conditions

2‘ /
3.
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SECTION C: ATTITUDE TOWARDS HCT
Give responsc 10 the questlons in the box below by indicating whether it is Agree.

Disagrec or Not Sure.

SN Stntement Agree | Disagrer l-:\'nl sure
m | @ | 6

21. | A nurse does not need to go through the pre and
post test counscling as she s familiar with
_ evervihing that the provider will say. -— =
122. | HIV counseling and lesting iS nccessary cven i L
one is fgithful to his or her/partner.

23. | Needle prick is unavoidable in the hospital:
therefore having regular 1V lest s necessary =
2:. | 1 make sure 1 adhere (0 univeisal precaulions
even jn dare emergencics so- | don"t need 1o have
HTV test. .
25. |1 have had so many occupational rclal::g |
exposures that [ make sure [ have regulars |
lest. | S
26. | 1believe HCT is important after an
Occupational exposure |0 255€SS
prophviaxis. ——
27. [T am always comfortable having HIV lt;i‘urvbc;“’:
I know my test fesult is kept confiden

medical staff who offer the test.

28. |[ am alwoys afraid of o false

thetesl. _l
|| therefore | do not take L
29. | HIV Conseling and Testing 1 \fsfyn  entive
practicing Nurses because it} |

| measure aeainst HIV. STly the Murses will

30 | The people 1 work with, °?'r‘;:lin tume Out to b¢

[
|
1 [

e —

post Cxposure

=

posﬂi\'c fesult,

0ssip about me if my tes . d o 113ve
gosil'?vc <o | have not M de Up mymmd e
| HIVest. not of utmost

2 |HIV Counsclin.;_- and 1eshing ubca'mc i1 is not

impottanee o 8 practising N,"“‘um. zation against

HIV.  ——"TThe WOIld- The
— : of the

Being HIV positive 1% the c:(: il become sick

dlscovey y will haunt m:;“ foce. [ prefes to be

and may eventually dic’ e
ignorunt of mZM
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CTION D: PRACTICE OF HCT

Have you ever had HIV counseling and testing (HCT) (ifno. go to quesiion 64)

[. Yes 2. No
35. Where did you hove your last test?
i in the Hospita! (As an in-paticnt) S. It the | Jospitol {As on Gui-pmicnt)
2, At Primary Health Care centre 6. Specific HCT Clinic

3. In a Private 1ospilnl 1AL STD or Infestious Discase Clinic

A, During an outreach on HIIV 8. Family Planaing Clinic

1 : Clinie
A Al o Prenatal Clinic 9. Cmploycr Clint

36. Why did you choose the focility where you had the test?
4 No cost involved (voluniary)

Neamess tomy home |l

5. it was based on Relesral

Convenience F

6. Others (specify)
th= Tasi time you did it? 1. Yes| | 2. No

1
2
3. For confidentiality puiposc
3 Did you receive the results of the HJV test

3. How much did you pay forthe service? —- ..W
H L —

IV test at the time?

—
— el

txqt .\
39. Houw long ago was your most recent

40. What was your main recason for having &n H

s I voluntarily had the test ——

6, Because Spouse psked you todoso

2. Doctor's fequest

7.To apply for Insutan<e
loyer Buideline
4. For bospitalization or surgical procEc — ¢, Testing ofter needie stick ey I:
5. Ante natol and delivery requiremcnt he 1esultle————
4]_ I“O\V 'ong did you W':( ;‘Cfort BCIIIDSl C w we au
rgo pFoper
Q. When you had the tes!. dig you urdetE 1, Yes 2. No

e the test

3. My panner/spousc asked me to hi

119

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




F1ION E: Viewpoints on the use of MICT (if your answer io question 23 is 110, Skip

C1 services alwa ys available in the facility where you work?

stiont 48 helow) r 70 1
Kcins e G (!l"!M"L‘I

. .’ (’
you have 10 make any' forn al payment be fore assessing 11CT scrvices®

* d laxi coalth
re 0 well-delined provision tor post cxposure prophylaxis for h

kers in the facility where you wOrk?

' y ' osilive?
there provisions for free Anti-retroviral drgs for thosc who nr:) 3:15{:: |c\l i |
‘heze gny [aid down policy on 11CT for health sorkers 10 ) |

fhich can motivate them 1o have HIEV test? . ——
¥ill you be more comluniable having regular sczeening for N1V il you arc |

—

pvided with kits for scll-tesling? - result is puaronteed by heolth

) yon think the confidentinlity ol you

Y e lC] "’ — —— . ¥’
Woikers who ofTer the test aler HHCTY ofcarcying Out Your

1y A inl 0 ich | cs
ou have an accidentol needie prick in the Proccss

will you imencdintely go for HIV ‘“‘T]CT i another Facility Wiicre you

you be tore

fol known as a Nurse? ——ou todo 17 : —
il you rcadily undergo HHCT ifyour E’Mﬁ%ﬁum,, illncss that 18
il You be willing to have 11V test if you noticc ANy

B jeadily responding lo trcatinent? > think about

—

e omp Y0U L
S qursing a paticnt living with 11EV/A DS prompt )

SR ested voursell? e
ces (Mean! for those

1 do You think 1s major Tcaso

SECTION F: Intention to Use HCT ST

“' P
o tested for {11V,

n for
wha
3. Sincc you have never bee

the result

: NOT doing so? D 5 Afiaid f0 lind oul

. Unlikely to have HIIV D 1 Don't like needle pricks

3. Prefer not 1o think abowt 11V | be kept conlidential

iFinfected with 1Y

T would no
S. Worricd that resuli of positi st

-l).
i . dror famyl.
6. Afinid of losing job. housin® {iiends a0 sc or other sexual parts
1. Don’t know how you woul

1o go foror offer you fice
3‘"“ Doctor. Nurse or other health caf®

N 11 be confidoatal’]
A2) )
pt to be tested: K

workC
the Mesult

you knot

IV (cesting, will you bees
csting, will ¥ 2 No
1. Yes

- ledd ecivices n
57' Do yny have Imcntion of using

ahe [
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58. How likely is it that you will have an [TIV test within the next [2 months?
|. Very likely 2. Likely
3. Unlikely 4. Very unlikely

3. Unsure or don't know

59. If likety, when do you intend to do it?

1. Withtn the next one week

2. Within thc next one month

. Yetto decide
60. \Where do you intend to do it?

1. In the {acility where you work

2. In another facility where you are not known

3. Self-testing

Thanks for the time spent with me
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Appendix [V
Letter of Ethical Approyval

TELEGCRANMS........eeee... & VELEPHONE...... . a..a
F,Q, ""-b

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCII & STAT!SFICS DIVISION
PRIVATE MAIL BAG NO. 5027, 0YO STATE OF NIGERIA

ro“’ .d M' LS04 00P P00 ige 0@ @ My ¢ ©p S
All comm o €Gllon) 1aculs br oSde:;vd 10

ih¢ ffonowwudla Commusunes qaoting 2“ May, 2012

OurRer Mo, AD 1Y 479/ 167

The Psincipal lnvestlgator.
Depai\meny of Health Promotion & Educaiion,

College of Medicine,
University of Ibadan,
Mhadan.

Altention: M. Al plogunle, Aaturayo V.

in Qye Sjatc
Ethical Approvat for the Implemen! stion of youe Ressarch Proposel.ip Ove

{an of your Research propesal
arid festing Omong Nurdes fn

of th = conecied vers

This acknowledges the receipi of HIV counseling

titled: « Knowledge, Atrinde ord L um:l'
Ibodon North Lacel Government Arca

The commiitee has poted Yowr compli

e Initial review of the proposdl. In the ﬁll::notf’
approvnl of commitfec for ihe implemen

Nigetin
: / ito1 clogly. and follow up Lhe likeiso
e coymgtice wil] ;manisbl. of Health would like

Minisuy ,
< studr, I’::::!V;;'“ e this will helpia policy
conciug

ance with all the eteal concer misad 1
this. [ amn pleaskd o coNVEX, 10 You, the

¢ the Research Proposal In Oyo Stae.

Plcasc note that ¢
implementstlon of the T3
have a copy of the resulys and
making in the henith s=clor.

{indingy &3

i i L]
-i".:":;"ll"- - - -

Sanmim 4 Dot
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