
International Journal of Scientific & Engineering Research Volume 10, Issue 5, May-2019                                                              601 
ISSN 2229-5518   
 

IJSER © 2019 
http://www.ijser.org 

Determinants of HIV test uptake among 
women of reproductive age group attending 

to Hargeisa group hospital, Somaliland, 
Somalia 

Mahad Yusuf Jama, Sahilu Assegid Asfaw, Yenealem Gezahegn, Erdate 

Abstract: 
Background: The Human Immunodeficiency Virus epidemic continues to be a  major public health problem worldwide. It has  

become one of the world’s serious health and development challenges. In sub-Sahara Africa women accounted for 56% of new HIV 

infections among adults in 2016. HIV testing is the first step clients take towards taking responsibility for the protection of 

themselves and others. By taking the voluntary step, they accept their vulnerability to HIV infection. In Somaliland the prevalence of 

HIV test uptake among women of reproductive age was 2.7% in 2011.Where 39,543 women attending ANC services in facilities 

offering PMTCT services in Somaliland, only 9,101 (23%) were tested for HIV and 5,869(0.06%) of them  were HIV positive. In 

Somaliland the prevalence of HIV test uptake among women of reproductive age was 2.7% in 2011. 

Method: institutional based unmatched case control study was conducted from February 5 to March, 26, 2017. 88 Cases were 

women during reproductive age who were tested for HIV. 176 Controls were women during reproductive age and never tested for 

HIV. Descriptive and frequency statistics was done. 

BivariateandmultivariateanalysiswasalsoperformedusinglogisticregressiononSPSSversion21.softwarein order to determine factors 

associated with HIV test. 

Results: HIV test uptake was associated with; having less than three number of children (AOR=4.67, 95% CI=2.12, 10.29), knew 

on available of antiretroviral therapy (AOR=5.6, 95%CI=1.19, 26.28), perception about test confidentiality (AOR=0.09, 95%CI=0.02, 

0.51), and fearing of stigma (AOR=0.05, 95%CI=0.005, 0.24) after the effect of other significant variables were controlled. 

Conclusion and recommendation: 
This study has identified; Source of information about HIV /AIDS, number of children, knowing availability of antiretroviral therapy, 

perceived test confidentiality  and stigma as determinants of HIV test uptake. Health care providers should motivate client to be  

tested for HIV by giving them adequate information about HIV/AIDs. Stigma is deeper rooted problem in community so that Intensive 

campaign and efforts against stigma should be taken in the community level continuously in order to root out stigma barrier. 

Key words: HIV test uptake, case control study, Somaliland. 

1.1. Background information 
IV testing is the first step clients take 
towards taking responsibility for the 
protection of themselves and others. By 

taking the voluntary step, they accept their 
vulnerability to HIV infection (1). HIV testing 
uptake is a major pillar of HIV prevention and is 
recognized as playing critical roles in the 
prevention and early diagnosis of HIV, and also as 
an entry point of care in prophylactic and 
therapeutic interventions also provides clients with 

a chance to learn and accept their HIV status, in a 
confidential setting(2). 

HIV counselling and testing (HTC) is an integral 
component of HIV preventive strategies. 
Studies using mathematical models have revealed 
that about 50% of new HIV infections are from 
HIV-infected persons who are unaware of their 
HIV status, making it more difficult to prevent the 
spread of the infection (3). While early diagnosis 
and treatment are associated with good treatment 
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outcomes (4), delayed diagnosis and treatment 
increase the disease burden and represent missed 
opportunities for prevention (5).  Knowing one’s 
HIV status may influence change in personal 
behavior, a critical part of efforts to prevent HIV 
(6). Individuals tested positive for HIV are likely to 
be linked to HIV care and treatment. Among the 
benefits of linking patients in HTC are reducing 
mother-to-child transmission, preventing 
uninfected partners from becoming infected, 
improving the quality of life, reducing morbidity 
and mortality related to opportunistic infections 
and reducing the frequency of hospitalizations (7). 
High cost associated with the management of HIV-
infected patients underscores the importance of 
preventive efforts in addressing HIV(8).   
The Human Immunodeficiency Virus epidemic 
continues to be a major public health problem 
worldwide. It has become one of the world’s 
serious health and development challenges (9).In 
sub-Sahara Africa women accounted for 56% of 
new HIV infections among adults in 
2016(9).harmful gender norms and inequalities, 
insufficient access to education and sexual and 
reproductive health services, poverty, food 
insecurity and violence, are at the root of the 
increased HIV risk of women, In addition to 
suffering from gender inequalities, discrimination 
and violence can also increase their vulnerability to 
infection(9).  

HIV is the leading cause of death of women of 
reproductive age (9, 10).The global increase in HIV 
infection and expanding knowledge of HIV 
management has underlined the development and 
importance of HIV counseling and testing 
worldwide. According to UNAIDS 2016 global 
AIDs update approximately 54% of people living 
with HIV is in need of treatment, many of whom 
do not know their HIV status (9). 10 recent national 
population-based surveys in sub-Saharan Africa, 
the median percentage of people living with HIV 
who know their HIV status is below 40% (11). 
Somaliland and across other developing countries 
there is provision of free antiretroviral treatment 
(ART) as an incentive to test, still HTC services 
utilization is low and it has been linked to be 
associated with socio-demographic and 
socioeconomic factors, proximity to clinics, 
availability of rapid testing and outreach services 

and lower levels of HIV/AIDS stigma, poor 
physical facilities, long waiting times, lack of 
available treatment, the need to give bribes to 
receive care and discriminatory attitudes of 
healthcare staff(12). Due to lack of the health 
information system, HIV statistics for Somaliland 
are therefore scanty. According to WHO 
surveillance data indicate that HIV prevalence in 
Somaliland was 1.3% in 2007 and 1.1% in 2010(13). 
Integrated bio-behaviour surveys conducted in 
Hargeisa found HIV prevalence of approximately 
5% among female sex workers in 2010(14).The HIV 
Prevalence is disproportionately on the increase in 
Hargeisa from 1999, 0.7% to 2007, 1.6% In Hargeisa 
(15). The recent (2014) HIV ANC sentinel 
surveillance shows a slight reduction in HIV 
prevalence among pregnant women with a mean 
prevalence of 0.8% in Somaliland(16).although the 
level of HIV prevalence in Somaliland is 
considerably lower than neighbor countries, this 
should not be a reason for complacency 
considering that the usual high risk factors 
explaining the introduction and the spread of HIV 
like with high HIV prevalence in neighboring 
countries, porous borders and consequent cross-
border mobility, this vulnerability is compounded 
by low knowledge on HIV transmission and 
prevention(17)  It is estimated that in 2014. 9,531 
adults individual were living with HIV/AIDs and 
51% of them were women of reproductive age. In 
same year 636 individual were newly infected in 
Somaliland while 318 of them were women of 
reproductive age and 613 were dead for HIV/AIDs 
while 300 of them were women of reproductive 
age group(16). Testing for HIV/AIDS, counselling 
during ANC visits and proportion of women who 
receive the test results remain very low at 2.7% 
(18).Where 39,543 women attending ANC services 
in facilities offering PMTCT services in Somaliland, 
only 9,101 (23%) were tested for HIV and 
5,869(0.06%) of them were HIV positive (19). HIV 
related stigma and discrimination still deters many 
Somalis from utilizing HIV prevention services or 
from being tested for HIV(18). Missed 
opportunities for HIV screening of pregnant 
women are perilous; knowing a woman’s HIV 
status and enrolling her into available PMTCT 
services can help to reduce vertical HIV 
transmission(20). In Somaliland an integrated 
prevention, treatment, care and support strategic 
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plan and a plan to build human capacity to 
support the national antiretroviral therapy 
programme have been developed with support 
from WHO. It must be noted that increasing access 
to therapy does not necessarily halt the epidemic 
since therapy only addresses those already 
affected. Interventions to prevent HIV spread in 
the first instance must be given priority attention 

before the epidemic escalates (12). Few previous 
studies which done on knowledge and attitude 
practice of HIV/AIDs, none of these few studies 
focused on women of child bearing age. The 
objective of this study is to determine factors 
associated with HIV/AIDs test uptake among 
women of reproductive age group attending to 
Hargeisa group hospital.  

 

METHODS AND MATERIALS 

4.1. Study area and period. 
This study was conducted in Hargeisa group 
hospital at Hargeisa capital city of Somaliland 
from Feb 15- to March 26, 2017.Hargeisa city has a 
population of around 760,000 residents as of 
2015(44). The urban area occupies 65 square 
kilometers (25 sq mi), with a population density of 
11,600 inhabitants per square kilometer (30,000/sq 
mi). Hargeisa group hospital is the only public 
hospital in Hargeisa city, this hospital provides all 
referral hospital facilities including integrated HIV 
prevention care, treatment and support services 
since 2004(45)This study was conducted from 5 
February to 26 Mach, 2017.  

4.2. Study design 
Health facility based unmatched case control study 
was conducted 

4.3. Study population: 
Cases: All women who were aged between 15-49 
years attending to Hargeisa group hospital during 
study period and who were tested for HIV was 
selected as cases irrespective of their pregnancy. 
Controls: All women who are aged between 15-49 
years coming to Hargeisa group hospital during 
study period and who were never tested for HIV 
was select as control group. 

4.4. Sample size determination 
Sample size was determined using EPI INFO 
version7.1. The formula for the difference between 
two population proportions by considering one 
variable assumed to bring difference in two 
groups, in this study education is the variable 
Used to calculate the sample size with estimated 

exposure among cases 2.25 AOR and 40% among 
controls with 80% power and 95% confidence 
interval and 1:2 ratio for cases to controls. 
Therefore, after adjusted 10% of non-response rate 
for both cases and controls the required total 
sample size was 264 
Cases: 88 
Control: 176 
  

 
 
 
After calculated many factors which are vital for 
HIV testing uptake in Somalia and other countries 
with same context. Maximum sample size was 
obtained study from Ethiopia which about factors 
determining acceptance of VCT among pregnant 
women attending ANC clinic at army hospitals in 
Addis Ababa, Ethiopia (39). 
 

4.5. Sampling procedure 
4.5.1. Selection of cases 

Women of reproductive age group attending to 
Hargeisa group hospital and has been tested for 
HIV were selected from deferent department of the 
hospital based on their availability during study 
periodand were interviewed until required sample 
size completed. 
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4.5.2. Selection of controls  
Women of reproductive age attending to Hargeisa 
group hospital and who were never tested for HIV 
were selected from different department of 
hospital based on their availability during study 
period and were interviewed until required sample 
size achieved. 

4.6. Eligibility criteria 
4.6.1. Inclusion criteria 

Cases: - women who were aged between 15-49 
years and attending to Hargeisa group hospital 
and were tested for HIV/AIDs. 

Control: -women aged between 15-49 years 
attending to Hargeisa group hospital during study 
period and who were never tested for HIV. 

4.6.2. Exclusion criteria 
• Women, who were unable to hear, speak 

& communicate. 
• Women who were critical ill at the time of 

the study. 

4.7. Data collection instruments: 
Data was collected from study subjects with face to 
face interview by using structured questionnaire 
from both case and control group attending to 
Hargeisa group hospital after they finished their 
attending purpose from 5 February to 26 Mach, 
2017. 

4.8. Variables 

Dependent: -HIV test uptake (tested, untested) 

Independent: 

• Socio-demographic (age, 
marital status, education, 
occupation, income, No 
children, polygamy) 

• Individual related factors (test 
confidentially, Having ANC in 
recent birth, awareness of 
ART, Reason for (tested &not 
tested), and knowledge about 
HIV). 

• Societal factors associated with 
HIV test uptake. 

4.9. Data collection procedure 
Women of reproductive age who were attending to 
Hargeisa group hospital during study period and 
fulfilled inclusion criteria were interviewed. 

Two supervisors one of them were clinical officer 
while other one were clinical nurse from their 
institution with experience in HIV/AIDS care and 
four trained secondary school students (4 females) 
were collected data from study subject. The 
responsibility of the data collectors was to fill 
questionnaires after obtaining verbal consent of the 
subjects. The supervisors provide all items 
necessary for data collection on each Data 
collection day, checking filled questionnaire for 
completeness, solve problems raised during data 
collection.   

4.10. Data quality control  
Both the interviewers and supervisors were trained 
for two days on the objective and methodology of 
the research, data collection and interviewing 
approach. The questionnaire was translated to 
Somali for sake of interview and back translated 
into English to see the consistency. 

Pre tested was conducted in 5% of the samples in 
the same hospital for completeness, consistency 
and applicability of the instruments and was 
ratified accordingly. At the time of data collection 
filled questionnaires checked for completeness and 
consistency of information by the supervisors on 
daily basis. 

4.11. Data processing and analysis 
Data was checked, cleaned and entered in to 
EPIDATA 3.1 version software, then was exported 
to SPSS software version 21 for analysis. 

Descriptive statistics was used to describe the 
frequency of the samples. The result of the 
descriptive statistics was expressed as percentage 
and frequency.  Association between independent 
variables and dependent variables was analyzed 
first using bivariate analysis to identify factors 
which are associated with HIV test uptake. All 
explanatory variables those associated with the 
outcome variable in bivariate analysis with p-value 
of less than 0.25 were included in the initial logistic 
models of multivariable analysis. The crude and 
adjusted odds ratio together with their 
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corresponding 95% confidence intervals was 
computed. A  P-value < 0.05 is considered to 
declare a result as statistically significant in this 
study. The result was presented in text, tables and 
graphs based on the types of data. 

4.12. Operational definition 
Women of reproductive age group: women 
between 15-49 years old. 

Knowledgeable about HIV/AIDS:respondents 
were asked 24 question related to mode of 
transmission, prevention and correct conception of 
HIV/AIDs. The responses were computed by give 
“1” correct answer and “0” incorrect answer. 
Average Score of knowledge were 20. Participants 
with average score of 20 and above were 
considered knowledgeable. 
HIV related stigma: refers to negative beliefs, 
feelings and attitudes towards people living with 
HIV, their families and people who work with 
them. 
Stigma +ve= individuals with score of 3 and less 
than from 10 of total average of stigma. 

HIV related discrimination: refers unfair and 
unjust treatment of someone based their real or 
perceived HIV status. And it affects family 
members and friends, caregivers who care PLWH. 
An action or treatment based on stigma and 
directed towards the stigmatized. 
Discrimination +ve = participants with score 4 and 
above from 13 total average of discrimination was 
considered discrimination positive. 

4.13. Ethical consideration 
Before the study begins ethical clearance was 
obtained from the ethical committee of Jimma 
University. Official permission was secured from 
ministry of health of Somaliland as well as 
permission to conduct study from hospital 
administration. The respondents were informed 
about the objective and purpose of the study and 
verbal consent were obtained from each 
respondent. No question was asked about their 
serostatus Confidentiality of the information 
assured by omitting names of study subjects from 
the questionnaire and maximum effort made to 
maintain privacy of the respondent during the 
interview.  

 

RESULT 

5.1. Description of study participants 
A total of 88 cases and 176 controls were included 
in this study with over all response rates of 100%. 
Majority of HIV tested as well as never test was 
between age of 20 and 29 years. The mean age of 
cases and controls were 25.9±5.7 and 25.5±3.6 years 
respectively. 

Regarding to educational level 35(39.8%) of cases 
and 58(33%) controls were secondary school 

educated. Concern to respondents occupation 
52(59.1%) of cases and 68(36.7%) controls were 
house wives.  The majority of cases 66(75%) and 
almost half 86(48.8%) of controls were married. 
Among those who are married, 40(58.8%) cases 
and 58(63.1%) controls are monogamy. Median 
income of cases and controls is 150$ and 250$ 
respectively. According to the age at first marriage 
62(82.3%) cases and 78(78%) controls were ever 
married, their age of first marriage were between19 
to 24. Concerning to number of children 19(52.4%) 
of cases and 67(69.1%) controls had greater than 
three number of children (Table 2). 
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5.2. Individual related factors. 
All cases and controls heard about HIV/AIDs. 
Majority of cases57 (66.3%) and control 137(79.7%) 
heard about HIV/AIDs from health care workers. 
Out of those mother who gave birth last two years 
59(67.1) of cases and 52(29.5) of controls were 
attended antenatal care during their last 
pregnancy.  Regarding to awareness of ART 
availability 67(76.1%) cases and 65(36.9) controls 
were knows about availability of antiretroviral 

therapy. Majority of cases72 (81.8) and 77(43.7) of 
controls perceived that health care providers will 
keep HIV test status confidential. Large number of 
cases83 (94.3%) as well as control 142(80.7%) were 
agree that test for HIV/AIDs is important. About 
54(65.9) of cases and 119(71.6) of controls were 
perceived that they are not at risk for HIV/AIDS. 

Majority of cases 59(67.1%) and 102(57.9%) controls 
were knowledgeable according average score of 
knowledge (Table 2). 
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5.3. Descriptions of reasons for test uptake by 
cases as well as for not being tested by 
controls  

Regard to reason for test uptake 56(65.1%), 12 
(14%), 9(10.5) of cases tested for HIV because of 
pregnancy, voluntarily, blood donation and 
ordered by health care workers respectively (figure 
2). 

Similarly out of the total controls 
65(37.8%),41(23.8%),34(19.8%),18(10.5%),14(8.1%)of 
controls their reason for not being tested is partner 
and self-trust, fear of stigma, do not know about it, 
do not belief it will help and not knowing  where 
to get the service respectively (see figure 3). 
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5.4. Societal related factors 
Large number of the study participant score with 

stigma negative 84(95.4%) cases and 111(63.1%) 

control, likewise almost similar number of cases as 

well as controls were score with discrimination 

positive 64(74.4%) cases and 131(76.2%) of controls 

(table3). 

 

5.5. Determinants of HIV test uptake among 
women of reproductive age attending to 
Hargeisa group hospital. 

In the bivariate analysis factors which shows 
association (at p-value<0.25) with HIV test uptake 
and entered in to multivariate analysis were. age, 
education, occupation, income, marital status, age 
of first marriage, number of children, ANC in 
recent birth, awareness of antiretroviral therapy, 

test confidentiality, when person should test for 
HIV, sources of HIV/AIDs information, knowledge 
about HIV/AIDs, stigma and discrimination. 

In multivariate analysis the following factors were 
independent predictors of HIV test uptake with p-
value<0.05.Women who has less than three 
children were more likely to be tested for HIV than 
women with three or more children (AOR=4.67, 
95%CI=1.12, 10.29). Respondents who heard HIV 
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information from health workers were 5.9 more 
likely to be tested for than those heard from mass 
media (AOR=5.9, 95%CI=1.07, 32.67).  

Respondents who knew availability of 
antiretroviral therapy were 5.6times more likely to 
be tested than those do not know (AOR=5.6, 
95%1.19, 26.28). Participants who perceived that 

health care providers will not kept  test 
confidentially were less likely to be tested than 
those perceived that they will kept test 
confidentially  (AOR=0.090, 95%CI=02, 0.51). 
Respondents with stigma positive were less likely 
to be tested for HIV than those with stigma 
positive (AOR=0.05, 95%CI=0.005, 0.24). (table7). 

 

 

  

DISCUSSION 
 

In sum, this study has identified, women’s number 
of children, knew about availability of 
antiretroviral therapy, women’s perception about 
test confidentiality and stigma as determinants of 
HIV test uptake. 

Women who had less than three of children were 
4times more likely to be test than women with 

three and more than number children. This finding 
is against with other study findings done in Kenya 
and Botswana which revealed as number of live 
birth increase likelihood of test uptake will 
increase(26, 27). 

But these findings supported by study conducted 
in Uganda and study in Gambella region Ethiopia; 
study in Mbale district, Uganda. HIV testing was 
significantly Lower in pregnant women with two 
and more live births in the past(28). And other 
study conducted in Gambella region, Ethiopia 
which revealed pregnant women who had 2 or 3 
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live births were more likely to refuse HIV testing 
as compared to those women who had no live 
births in the past(29).  

Regarding to the source of HIV information, this 
study reveals women who heard HIV information 
from health care workers were about 5.9times 
more like likely to be tested than those heard 
information from mass media and other source 
rather than health workers. The possible 
explanation of this findings  may be health 
workers had increase HIV awareness during HIV 
campaigns or at time individuals visiting health 
facility that will give chance to participants to be 
more exposed to health service, another 
explanation for this might be two way 
communication is very important than one way 
communication. This finding similar line study 
conducted in Botswana which showed that 
caregivers had increased HIV awareness, thus 
facilitating the taking of HIV test(27). 

This study revealed individuals who perceived 
that the health care workers will not kept test 
result confidential were less likely to be tested than 
those who perceived health workers will kept test 
result confidential. This finding is consistent 

studies carried out in Botswana, Mali, Uganda and 
Tanzania showed the perception of the clients is 
that the health care workers or the centers would 
not keep the results of their HIV tests confidential 
affected utilization of VCT (31-34). 

This study showed Participants who know about 
availability of antiretroviral therapy were 5.6 times 
more likely to be tested than who don’t know 
about it. This findings is supported  studies done 
in Botswana which showed that the introduction 
and free availability of ARV therapy to citizens in 
Botswana through a national ARV program was 
followed by a substantial increase in the utilizing 
the VCT services(46). And other study revealed 
trend in a Retrospective review of records at a local 
hospital which was a major testing site. The 
records showed that once treatment became 
available locally, the number of HIV tests 
performed increased fivefold(47).  

Stigma was associated with testing uptake where 
individual scored fear of stigma positive were less 
likely to be test than those with stigma negative. 
This findings consistent studies done in Botswana 
and other Africa(27, 43).  

 

Conclusion 
This study was conducted among women of 
reproductive age attending Hargeisa group 
hospital to determine factors associated with HIV 
test uptake among them. Study has reached 
following conclusions. 

• Women who had three and above number 
of children were less likely to be tested 
than those who had less than three 
children. 

• Women who heard HIV information from 
health workers (facility) were about 5 
times more likely to be test after 
comparing whose health other sources 
rather than health workers or health 
facility. 

• Individuals who were aware availability 
of antiretroviral therapy were about 
6.5times more likely to utilize HIV test 

than those who do not have such 
awareness. 

• Women who perceived that health care 
providers will not kept HIV test 
confidential were less likely to be test than 
those perceived test will. 

• Respondents who were not fear stigma 
were more likely to undergo test than 
those feared stigma. 

Recommendation 
Based on the result of the finding the following 
recommendations were forwarded for HIV policy 
makers in Somaliland and ministry of health: 

Getting HIV information from health workers is 
vital factor that influencing client to be test for HIV 
so that health care providers should spread HIV 
information and there should be close contract 
between them and the clients. 
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Campaigns against HIV/AIDs should include 
widely availability of ART in order to enhance 
community awareness of antiretroviral therapy 
which will influence to undergo test uptake.  

Stigma is deeper rooted problem in community so 
that Intensive campaign and efforts against stigma 
should be taken in the community level 
continuously in order to root out stigma barrier. 

ACKNOWLEDGMENT 
First and for most I want to thank Almighty God 
for being with me all the time and then my 
advisors Dr.Sahilu Assegid and Yenealem 
Gezehagn, for their unreserved guidance and 
constructive suggestions and comments during 
this thesis process. I am also grateful to Jimma 
University College of health science for giving me 
the chance of preparing this thesis. Finally I would 
like to thank data collectors, supervisors and 
respondents for all their time.   
 

References 
1. UNAIDS. Joint United Nations Programme on 
HIV/AIDS.  
Voluntary counselling and testing: Gateway to prevention 
(2003b).  
Geneva, Switzerland:. Available at 
<http://data.unaids.org/Publications>. 2003. 
2. UNAIDS. Fast-Track: ending the AIDS epidemic 
by 2030. UNAIDS. 
. Geneva2016. 
3. Hall HI, Holtgrave, D.R., and Maulsby, C. HIV 
Transmission Rates from Persons Living with HIV Who are 
Aware and Unaware of Their Infection. AIDS 
2012:893-6. 
4. Gianella S, Von Wyl V, Fischer M, Niederoest B, 
Battegay M, Bernasconi E, et al. Effect of Early Antiretroviral 
Therapy during Primary HIV-1 Infection on Cell-associated 
HIV-1 DNA and Plasma HIV-1 RNA. Antiviral Therapy,  
. 2011:535-45. 
5. Siegfried N, Uthman OA, Rutherford GW. 
Optimal Time for Initiation of Antiretroviral Therapy in 
Asymptomatic, HIV-infected, Treatment-naive Adults. 
Cochrane Database of Systematic Reviews  
2010:CD008272. 
6. WHO. Scaling-Up HIV Testing and Counselling 
Services. 
. 2005. 
7. Mabuto T, Latka MH, Kuwane B, Churchyard GJ, 
Charalambous S, Hoffmann CJ. Four Models of HIV 

Counseling and Testing: Utilization and Test Results in 
South Africa. PLoS ONE 
2014;9(7). 
8. Ng'ang'a A, Waruiru, W., Ngare, C., Ssempijja, V., 
Gachuki, T., Njoroge, I., Oluoch, P., Kimanga, D.O.,Maina, 
W.K., Mpazanje, R., and Kim, A.A. The Status of HIV 
Testing and Counseling in Kenya: Results from a Nationally 
Representative Population-based Survey. Journal of Acquired 
Immune Deficiency Syndromes, 2014 
66(Suppl 1). 
9. UNAIDS. global-AIDS-update-en.pdf.2016.  
10. conference tiA. Global Fact Sheet: HIV/AIDS, 
July2014. Available from 
https://www.aids2014.org/.../AIDS2014_Global_Factsheet 
[Accessed on 10/01/2015]. 
 
 
 2014. 
11. Gibier de souza L, Verga A, Cardoso J, Manjate 
RM, A. B. Using MOH-NGO partnership to implement VCT 
in Mozambique, IAS, International AIDS Conference  2009 
 
12.. Republic of somalilandnational policy hiv/aids 
and STI prevention and control.2010.en.pdf. 
13. IvanaBozicevic,GabrieleRiedner, Jesus Maria 
Garcia Calleja. HIV surveillance in MENA:recent 
developments and 
results.2012.en.pdf:<http://sti.bmj.com/content/89/Suppl_3/i
ii11>. 
14. Kriimaa k TA, Osman  M, et al. HIV prevalence 
and characteristics of sex work among female sex workers in 
Hargeisa,SomalilandSomalia.AIDS  
2010;24(suppl 2)S61-7. 
15. Somaliland. HIV/syphilis sero-prevalence survey: 
a technical report. Ministry of Health and Labour and WHO 
Somalia. 2007  
16. UNAIDS. Progress report for Somali HIV 
andAIDS Response -en.pdf. 2014 
 
17. WHO. Communicable disease epidemiological 
profile for HORN OF AFRICA . 
2007. 
18. Somaliland Multiple Indicator Cluster 
Survey.eng.pdf 
2011. 
19. progress report for somali HIV/AIDs response. 
2014. 
20.  World Health Organization.Towards the 
elimination of mother-to-child transmission of HIV 
 [Internet]. Report of a WHO technical consultation 
2011.[cited 2015 July 18]. Available from: 
<http://whqlibdoc.who.int/publications/> 
2011/9789241501910_eng.pdf?ua1 
 
 
21. Gunn JKL,  IOA,  KEC,  SJG,  PW, Ezeanolue EE, et 
al. Antenatal care and uptake of HIV testing among 
pregnant women in sub-Saharan Africa: a cross-sectional 
study.2015.availabe from: . Journal of the International AIDS 
Society 2016;19(20605). 

IJSER

http://www.ijser.org/
http://data.unaids.org/Publications%3e
http://www.aids2014.org/.../AIDS2014_Global_Factsheet
http://sti.bmj.com/content/89/Suppl_3/iii11%3e
http://sti.bmj.com/content/89/Suppl_3/iii11%3e
http://whqlibdoc.who.int/publications/


International Journal of Scientific & Engineering Research Volume 10, Issue 5, May-2019                                                              612 
ISSN 2229-5518   
 

IJSER © 2019 
http://www.ijser.org 

22. Phimemon RN, Michael J. Mahande, and Habib O. 
Ramadhani. . Factors Associated with Changes in Uptake of 
HIV Testing among Young Women (age 15-24) in Tanzania 
from 2003to 2012. DHS Working Papers No. 119. Rockville, 
Maryland, USA: ICF International. 2015. 
23. Thior I GL, Grimes J, Shapiro R, Lockman S, Kim 
S, Kebaabetswe P, Garmey E,Montano M, Peter T, Chang S, 
Marlink R, Essex M. Voluntary counseling and testing 
amongpost-partum women in Botswana.  
. Pat Educ Counsel 2007 march;65(3):296-302. 
24. Tenkorang EYaO, G.A. . Psychological and Socio-
medical Aspects ofAIDS/HIV Correlates of HIV Testing 
among Women in Ghana:  
Some Evidence from the Demographic and Health Surveys. . 
AIDS Care2010;22(3):296-307. 
25. Ziraba AK, Madise, N.J., Kimani, J.K., Oti, S., 
Mgomella, G., Matilu, M., and Ezeh, A. . Determinants for 
HIV Testing and Counselling in Nairobi Urban Informal 
Settlements.  
. BMC Public Health,2011;11(1):662. 
26. Paul BundiKarau MW, Muriira Geoffrey, 
MukuthuriaMwenda. Responsiveness to HIV Education and 
VCT Services among Kenyan Rural Women: 
 A Community-Based Survey:  
. African Journal of Reproductive Health2010 
september;14(3):165. 
27. Rajaraman DaRS. HIV testing in Botswana: lessons 
for policy and practice. 
. Med Soc Online2006;1(1):4-21. 
28. Charles AS K, et al. Antenatal HIV testing in rural 
eastern Uganda in 2003, Incomplete roll out of prevention of 
mother to child transmission of HIV program.  BMC Int 
Health Hum Rights2006;6(6). 
29. Worku. WFaA. Determinants for refusal of HIV 
testing among women attending for antenatal care in 
Gambella. Region, Ethiopia. . Reproductive Health2012;9(8). 
30. Getachew wondimageyn n. factors associated with 
VCT utilization in guraghe zone,snnpr,Ethiopia;en,pdf. 2004. 
31. Technical Guidance Note for Global Fund HIV 
Proposals, UNAIDS I World Health Organization 1 july2011. 
32. S. C. doubting the existence of AIDS: a barrier to 
voluntary HIV testing and counselling in urban Mali,  
. Health Pol and Plan2003;18:146-55. 
33. Wolff B NB, Katongole G. Evaluation of a home-
based voluntary and counseling and testing intervention in 
rural Uganda, Health Pol and Plan2005;20:109-16. 
34. De Paoli MM MR, Klepp KI. Factors influencing 
acceptability of voluntarycounselling and HIV-testing 
among pregnant women in Northern Tanzania, 
. AIDSCare2004;16:411-25. 
35. Gaillard P MR, Mwanyumba F, Claeys P, Muigai 
E, Mandaliya K.A, Bwayo J, etal. Vulnerability of Women in 
an African setting: Lessons for Mother to Child Transmission 
Prevention Programmes. AIDS Care2002;6:937-8. 
36. Schuman P JTB, Laken M.P. Voluntary HIV 
Counseling and Testing-An Assessment of Compliance with 
Michigan Public Health Statutes 
MedGenMED2004;6(2):52. 
37. Mahmoud MM NA, Gassmelseed DE, 
Abdalelhafiz MA, Elsheikh MA, Adam I. Knowledge and 

attitude toward HIV voluntary counseling and testing 
services among pregnant women attending an antenatal 
clinic in Sudan 
J Med Virol2007 may;79(5):469-73. 
38. Kominami M KK, Ali M, Meena H, Ushijima H. 
Factors determining prenatal HIV testing for prevention of 
mother to child transmission in Dar Es Salaam, Tanzania 
Pediatr Int2007 April;49(2):286--92. 
39. Getachew W EF. Factors determining acceptance 
of VCT 
among pregnant women attending ANC in Addis Ababa.  
. Ethiopian Med J2007;45(1):1-30. 
40. GetuDeguAlene MMa. Assessment of utilization 
of provider-initiated HIV testing and counseling as an 
intervention for prevention of mother to child transmission 
of HIV and associated factors among pregnant women in 
Gondar town, North West Ethiopia. 2010. 
41. UNAIDS. The Impact of Voluntary Counseling 
and Testing:  
A global review of the benefits and challenges. 
UNAIDS/01.32E,Geneva,  
Switzerland.eng.pdf 
2001. 
42. Kipp W KG, Konde-lule J. HIV counseling and 
testing in rural Uganda:Communities’ attitudes and 
perceptions towards an HIV counseling and testing 
programme. AIDS Care2002;14(5):699-706. 
43. De Zoysa I PK, Kamenga M, O’reilly K, et al. Role 
Of HIV Counselling And Testing In Changing Risk 
Behaviour In Developing Countries.  1995; 9: S95-101. 
. AIDS Care1995;9((Supp A)):s95-101. 
44. CIA The World Factbook 
Somalia.http://www.cia.gov/cia/publications/factbook/geos/s
o.html. 
. 
45. Republic of somalilandnational policy hiv/aids 
and STI prevention and control.2010.en.pdf. 
 . 
46. Creek TL NR, Seipone K, Smith M,  Mogodi M, 
Smit M. et al. Successful  
Introduction of Routine Opt-Out HIV Testing in Antenatal 
Care in Botswana. J Acquir Immune  
Def Synd2007;45:102-1-7. 
47. Z. W. The influence of antiretroviral therapy on 
the uptake of HIV testing in Tutume, Botswana.    
. Int J STD AIDS2006;17(479-481). 
 
 

IJSER

http://www.ijser.org/
http://www.cia.gov/cia/publications/factbook/geos/so.html
http://www.cia.gov/cia/publications/factbook/geos/so.html

	Abstract:
	1.1. Background information

	METHODS AND MATERIALS
	4.1. Study area and period.
	4.2. Study design
	4.3. Study population:
	4.4. Sample size determination
	4.5. Sampling procedure
	4.5.1. Selection of cases
	4.5.2. Selection of controls

	4.6. Eligibility criteria
	4.6.1. Inclusion criteria
	4.6.2. Exclusion criteria

	4.7. Data collection instruments:
	4.9. Data collection procedure
	4.10. Data quality control
	4.11. Data processing and analysis
	4.12. Operational definition
	4.13. Ethical consideration

	RESULT
	5.1. Description of study participants
	5.2. Individual related factors.
	5.3. Descriptions of reasons for test uptake by cases as well as for not being tested by controls

	5.4. Societal related factors

	DISCUSSION
	Conclusion
	Recommendation

	ACKNOWLEDGMENT
	References



