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Abstract

Background

Despite recent progress in enhancing the accessibility ofrelated health services
worldwide, opportunies to diagnose patients are often missed due to genuine barriers at
different levels. The aim of this study is to explore the factors that affect the uptake of

HIV testing by young people in Saudi Arabia.
Methods

A sequential mixed methods design wasdusereveal the factors that influenced HIV
testing among young people agedZb/years. In terms of the quantitative strand of the
study, a descriptive crosectional design was applied tdentify the relevant and
contextspecific factorsthat influence HIV testing among UmmAIl Qura University
students.The students were selected usinga@venience sampling techniqueelis
completed online questionnaire was usBEde questionnaire consisted of 52 items: 12
items for HIV/AIDSrelated knowledge, 3 itenfsr risk perception, and 37 itemsrfo
attitudes toward HIV testing-or the qualitative strand of the study, sestnuctured
interviews were used to gather the perspectives of healthcare professionals working in the

field of HIV/AIDS in the country.
Resuts

Three hundred and ninety foparticipants completed the questionnaire: 116 (29.4%)
male and 278 (70%) female. 50.5% of the participants were aged from 20 to 22 years,
34.8% were 1719 years and 14.7% were aged betweer223ears. Only 20 (6%)
participants had previously been tested for HIV. The main reasons for not being tested
for HIV were: exposure to HIV was considered unlikely (48%), the HIV test was not

offered (36%), and a lack of awareness of the locations of HIV testing centres (16%).
A



With regard to HIV/AIDSrelated knowledge, the male participants scored higher than
the females as the mean score for males was (M = 6.4, SD = 2.4) while for females it was
(M = 5.7, SD = 2.5) however, this difference was not significain terms of risk
percepion, female participantsadlower levels of risk perception than male participants,
with the mean score for males being (M = 11.7, SD = 2.5) and (M = 10.5, SD = 2.4) for
females this difference was statistically significapt< 0.01. The female participds
showed slightly more positive attitudes towards HIV testing than male participants: the
mean score for males was (M = 108.14, SD = 17.9) and was (M = 111.32, SD = 17.3) for
females However, this difference was not significaidealthcare professionalho were
interviewed indicated stigma, an HIV/AIDS knowledge gap and fear of the consequences

of a positive result as the main factors hindering the uptake of the HIV test.

Conclusions

Knowledge, attitudes and HIV risk perception are critical factorsrifaim the decision
to undertake HIV testing. Howevespciocultural constraintconstitutea significant
additional burden that hindethe efforts to scale up the HIV testing uptake in Saudi

Arabia.
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1 Introductory Chapter

1.1 Introduction

This chapter aims to introduce the thesis and offer a brief description of what follows in
subsequent chapters. This chapter includes a concise introduction to the topic and also
introduces the setting; the general ainthef current research project and the study design
are also briefly discussed. Finally, an outline of each chapter included in this thesis is

offered.

1.2 The rationale for the current research

The future of any nation depends on the power of its youpimjolilation. In this way, the
status of a countrydés educational, pol it
of its healthcare, can be seen as being advantageous or disadvantageous for young people
(Lancet, 2012)The period of adolescence or young adulthood is a timeiinred i v i d u al
life that is full of adventure and discovery. This is the case, even with regard to the

i ndividual 6s own body, as this is the pe
challenges begin to be prominent. Thus, at this age, indigidudice changes in their

bodies and may attempt to explore these newly acquired features. As a result, their
vulnerability to certain diseases, such as HIV and other sexually transmitted diseases,
increases, as does the probability of other unwanted goesees, such as unintended

pregnancies.

At this stage of human development, cultural values, societal norms and legal codes begin

t o have a direct i mpact on t he indi vi
development processes. For example, whatnsidered acceptable in one society might

be a crime in another. During this stage of life, the individual reaches the age of majority;
this is seen as crossing the threshold to adulthood when an individual is legally liable for

his/her own actions. It @lso the stage at which an individual is able to consent to drinking



and smoking, and to embarking upon a sexual relationship. Thus, certain behaviours and
practices, such as those related to sexuality, become more prevalent during adolescence
and early adlthood and these pose a further risk, encouraging young adults to act in such
a way that might be unlawful or place them in danger of contracting certain diseases, such
as HIV. In addition, as mentioned earlier, these sexually related behaviours amgpract

are also greatly influenced by cultural values and regulated by specific laws. Certain
sexually related behaviours and practices, such as homosexuality, for example, are
considered unacceptable or even taboo in certain cultural settings acros®éhanglp

as a result, these kinds of behaviour may be strongly stigmatised. Tackling a subject that
is highly stigmatised is a challenging task which requires a full awareness of the socio
cultural context of the setting, as well as those factors which ¢érampponses in the

defined setting and population.

Acquired Immune Deficiency Syndrome (AIDS) is a major health problem worldwide,
with approximately 42 million people living with the virus. Each day, the number of
young people and adolescents livinghwi{lV increases by 2,100NAIDS, 2014c) In
2013, of the four million people infected with HIV in the-28years age bracket, almost
30percentvere under the age of {INAIDS, 2014b) Low and middle income countries
have the greatest number of cases, with a large proportigre@&n) occurring in the
SubSaharan region. The population in this region has a high proportion of young people,
and this is likely to continue to rise until 208dele et al., 2014)In South Sudan, for
instance, over half the palation is under the age of I8NAIDS, 2013) This means
that the HIV infection rate among young people, which is already high, is likely to
increase. Although there has been an overapp&@entdrop in the number of people
living with HIV, the number of adolescents who died from the disease incrbydsl

percentduring the #year period from 2005 to 201RNICEF, 2013)



Of the regions with the most rapidly growing HIV epidemics,Ngdle East and North
Africa (MENA) region is one of the two highest; this region is consideredimsglas it

is highly susceptible to the spread of AIIBNAIDS, 2014a) Although there are
significant variations across the region with regard to epidemiological patterns, trends
and typologies, the severity of the epidemic is increasing due to the infection becoming
more widespread, with the number ofaneases increasing and more deaths occurring
due to AlIDSrelated disease. According tdNAIDS (2014a) the number of people
infected with HIV during 2013 was in excess of 25,000. This waperdentincrease

from levels in2005, bringing the total number of people in the region living with HIV to
nearly a quarter of a million [Cl: 160,0830,000]. At the same time, the number of
AIDS-related deaths in the region rose bypéécentbringing the total to 21,000 infected

individuals(UNAIDS, 2014a)

The significance of this for children and adolescents is a major concern worldwide. In the
MENA region, the number of cases of childhood HIV infections increased by 2,300 [CI:
1,500 3,400] in 2013 UNAIDS, 2014a) The testrate for newborns with mothers who

had HIV was very low at 1percent [12% 31%] while only 15oercent [Cl: 11% 21%)]

of children who had been diagnosed receivedrattoviral therapy (ART). More than

one and a half thousandilclien died from AlDSrelated causes during this period. At

the same time, the number of HIV cases among adolescents between the ages of 10 and
19 increased by 5,400, bringing the total to 20,QOVICEF, 2014) The number of cases

is expected to continue to increase due to a number of factors; these include:

1. Poor education with regard to HIV and AIDS. Onlp@rcentof young women
(aged 1524) in Yemen, dercenin Iraq, 3percenin Egypt, Spercentin Palestine,
6 percentn Jordan, gpercentn Syria and 8.%ercentn Sudan were found to be
sufficiently educateUNICEF/MICS, 2014)

2. Greater risktaking by young people.
8



3. Inadequate youth services and support with regard to the availability, accessibility
and use of HIV related healthcare services such as HIV testing. Orpgr@ént
of young women (aged 1%4) who had been tested for HIV in Qatar actually
knew the result®f their tests. This figure was Ogercentin Tunisia and 1.6
percenin Algeria(UNICEF/MICS, 2014)
Central to this problem is the level of testing for HIV. This has increasesl coverage,
particularly in countries with high levels of infection, but there remain significant barriers
to participation(Bajunirwe and Muzoora, 2005, Carr and Gramling, 2004)s is a
significant issue as testing can prove important. Not only can it help prevent further
transmission of theirus, it can also help in effective treatment being provided to the
sufferer(Deldonde et al., 2010) Thus, establishing what these barriers are and exploring
effective ways in which they can be overcome is of paramount importance, both to treat
HIV -infected patients and prevent HIV transmission. The literature reveals that there is
number of general factors that influence
The effects of these factors have resulted intesting, or late testing. Many studies have
illustrated certain fundamental difficulties in this regard, with ogposicoming at a
policy level and in the establishment of effective resources. Low levels of HIV testing
have emerged as a worldwide problem as similar issues have been reported by many
different nations; however, distinct issues across and within nagi@nalso reported.
Differences with regard to the HIV epidemics, cultural and societal norms, drive the

variations of those factors which influence HIV testing in particular nation states.

1.3 The research setting

The prevalence of HIV in Saudi Arabia isreently low. Despite this, there are Saudi
communities that are considered to be at high risk of acquiring the infection. The
prevalence of HIV is greater within large urban cities in Saudi Arabia and there is also a
higher prevalence among men in compariso women. Reports have indicated that the
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MENA region is experiencing an increased incidence of (B¥tayesh et al., 2014n

the Kingdom of Saudi Arabia, masteans of transmitting HIV are stigmatised. However,

the government is actively seeking to develop programmes to promote education and
awareness regarding HIV. Nevertheless, the lack of research in the area of HIV/AIDS in
Saudi Arabia has resulted in thepéication of imported policies and guidelines which
may be unsuitable for Saudi Arabia in tackling HIV/AIDS. Thus, conducting research in
the field of HIV/AIDS within Saudi Arabia is the first effective step in controlling the

disease through contextualjidencebased strategies.

1.4 The general aim of the research

Efforts tocombat HIV/AIDS epidemics, nedd be contextual as variations in terms of
epidemiological patterns, soeaultural backgrounds and resources exist across and

within nations. It is clar, that it is important to maximise the effectiveness of HIV testing.

The main aim of the current study is to identify those factors that influence HIV testing

seeking behaviours of young people in Saudi Arabia.

1.5 The study design
Exploring the factorshiat influence the uptake of HIV testing among young people in

Saudi Arabia is a challenging task as the problem is multifaceted. In addition, the nature
of HIV testing behaviour requires interactions between the HIV test seekers and the
providers while thehigh level of sensitivity attached to HIV/AIDS makes such
interactions difficult to maintain. The factors that affect the uptake of HIV testing may be
influenced by healthcare providers, society, healthcare systems, culture and/or the
individual him/hersi. Thus, for the purpose of the current study, an explanatory
sequential mixegnethod design was applied to address thoroughly the research problem
and to explore the problem from both the perspective of young people and those who

deliver HIV testing.

10



The target population of the current study is young people in Saudi Arabia and so the
main part of the current study concerns young people. Data were gathered using a newly
developed questionnaire to assess the main factors identified in the literature that
potentially influence HIV testing. These factors included: HIV/AIDS related knowledge,
HIV risk perception and attitude toward HIV testing. In addition, the participants were

also able to offer feedback about their HIV testing experience via the quesgonna

Following the collection of the questionnaire data, ssimictured interviews were held

with healthcare professionals (HCPs) working in the field of HIV/AIDS in Saudi Arabia.
The main purpose of these interviews was to explain the questionnairg$irahd to
explore the research problem from the perspective of health care staff. The role and the
experience of HCPs working in the field of HIV/AIDS enabled them to add valuable
information, which built on the data from the young pedplather detais can be found

in Chapter 4).

1.6 Outline of the chapters of this thesis

Chapter 1 offers a brief discussion concerning the research problem and the rationale for
conducting the current research project. It also presents an overview of the general aims
and the setting of the current research. Finally, an account of the research design adopted

in the current study is briefly referred to.

Chapter 2 provides background information about HIV/AIDS in general and how the
world is responding to its challengds this chapter, an overview is given of Saudi Arabia

in terms of its geographical location, and certain historical and cultural issues. Finally,
the policies and guidelines applied in Saudi Arabia to tackle problems related to

HIV/AIDS are presented.

Chapter 3 begins with a narrative review of the literature that helped in forming and

focusing the systematic literature review questions. Then, the protocol and the outcomes
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from the systematic literature review concerning factors that influence HIV testiogg
aduls aged 17 and above worldwide are presented. Finally, gaps in the literature are
highlighted and a brief research purpose statement is given in order to clarify the research

guestions addressed in the current study.

Chapter 4 discusses the pisibphical assumptions applied and the methodology adopted
in the current study. In addition, the empirical methods used are also discussed and the

process of the fieldwork and analysis are presented.

Chapters 5 presents in detail the findings of both dsrafthe study. The chapter begins

by displaying the findings of the quantitative strand; these consist of the descriptive and
inferential findings, as well as assessments of associations between certain variables. The
chapter then presents a thematic Iggia of the interviews with the healthcare

professionals.

Chapter 6 discusses thoroughly the main findings from both strands in the light of the
literature and theories. Each set of data is discussed independently so the main strand of
the study, the finihgs from the quantitative strand, are discussed first, after which the
main qualitative findings are explored. The chapter also presents an integration of both
strands of the data to make sense of the whole picture of the current study. A quality
assessm@ of the findings of the study, including issues related to reflexivity, is also

offered in this chapter.

Chapter 7 provides a summary of the study and offers thoughts about the implications of
the research in terms of practice, policy and future warlally, the chapter offers brief

concluding remarks to draw the thesis to a close.
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2 Background Chapter

2.1 Introduction

The human immunodeficiency virus (HIV) is associated with acquired immunodeficiency
syndrome (AIDS), a condition which leads to the pesgive failure of the immune
system. Despite recent progress, HIV/AIDS is still a major worldwide public health
concern with a substantial social, cultural and economic impact. Although the number of
new infections is declining globally, significant geqgnec variations in terms of
prevalence and epidemiological patterns are evident. In this chapter, a brief account of
the history of HIV and the global response to the HIV endemic are reviewed. Then, a
clinical overview of HIV/AIDS is given. The chapter al®ffers an epidemiological
summary of HIV infections worldwide as well as in Saudi Arabia. Finally, a brief
overview of Saudi Arabia, including geographical, cultural aspects and the national

policies concerning HIV/AIDS, is presented.

2.2 History of HIV
Molecular evidence suggests that HIV originated in-Sabaran Africa after a closely

related virus, the Simian immunodeficiency virus (S1V), became adapted to replication in
humangVVan Heuverswyn et al2006) According to most studies, SIV was transferred

to humans during the late 19th or early 20th cen{8gntiago et al., 20055equence

data for HI\:1 and known mutation rates for the virus have been analysed to estimate the
point at which HIV transferred from chimpanzee®inumans. These estimates place the
transfer event during the late 19th or early 20th century, at a time whe®akaban
Africa was being rapidly colonisggKorber et al., 2000)The most commonly reported
theory of the cause of this transfer is
theviral transfer from an infected ape or monkey to humans through either an animal bite

or from a cut during the butchering of ape meat. Imnmunogenic evidence from existing
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African tribes thatcommonly butcher apes revealsr&reactivity to antigens of SIV,
indicating that SIV transfer to humans is possible through close association with apes.
The proportion of the population containing antibodies to SIV varies according to country
and lifestyle, with incidences as high as 1percent found in bush mediunting
populations in Camerodialish et al., 2005)Although the exact mode of the first HIV
transmission has not been fully elucidated, it is clear that a relatively high viral titre would
have been required fddlV to become established, and human host adaptation would

require rapid mutation under a strong natural selection pre&améago et al., 2005)

The process of HIV testing started soon after the vilassisolated at the InstituRasteur

in 1983(BarréSinoussi et al., 1983)n the same yeain vitro studies began to cultivate

the virus and commence human testing. However, testingetatfectively realised as

a preventive strategy until the availability of effective antiretroviral drugs. According to
World Health Organisation (WHO) data, 95 million people in 119 countries have been
tested for HIV(WHO, 2013) International organisations (e.g. WHO and the UN) have
encouraged a broad policy of HIV testing in all countries with a high incidence of HIV

and fa atrisk individuals.

2.3 The global response to the HIV endemic
Since the beginning of the HIV epidemic, the global response has distinguished HIV from

other sexually transmitted disease. Efforts to tackle HIV have moved through various
stages and have iolwed governmental and nagyovernmental organisations working
together to control the endemic. WHO established the first global programme on AIDS
in 1987. Despite the global understanding of the complexity of the HIV/AIDS pandemic,
which was improved by # formation of UNAIDS in 1994 to provide a more
comprehensive response, the lack of clarity and an inadequate global response
management prevented UNAIDS from achieving its goals for the first two decades. This

failure was attributed to the diversity ofleual understandings of HIV, difficulties in
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collecting information about the situation worldwide, and a lack of adequate funding. In
addition, incoherent responses were evident in both global and national policies to contain
the pandemic. In the USA, tldesease was linked to homosexuality, with the frequent use

of the term GRID (gayelated immune deficiency) by the media and healthcare
professionals. On the other hand, repressive policies were implemented in other countries
to control the spread of thikssease. For example, in Russia, tight immigration control was
applied. Other countries such as Saudi Arabia, deported immigrants bathear b1tV
serostatus to control the spread of HIV. Bonacci (1992) claimed that the lack of
commitmentand adherenceo pol i cy were due t o gover nme

of the idea that HIV posed a threat, not only to a particular nation, but to the whole world.

Cultural differences across nations and communities within nations complicated the
response to cobat HIV/AIDS. In the first gathering held by the General Assembly of

the UN in June 2001, a gathering intended to discuss the future of the disease, the central
focus was funding allocations, as well as cultural aspects that hindered prevention
activities.The meeting concluded that cultural diversity should be respected and tolerated
when designing future preventive programmes. In addition, nations have been affected
by the pandemic to different degrees, and the impact of the disease on social, cdtural an
economic structures has varied considerably across nafioosrdingly, using one of

them as a model for the whole world, might lead to inaccurate conclusions. Therefore,
UNAI DS and WHO highlighted the necessity
needs but also the i mport anc(eNAIDS/WHOe cent

2009:9).

Three decades after the start of the HIV/AIDS pandemic, there was a need to revise and
revisit the preventive strategy and response to the pandemic. Advancements in biomedical
and behavioural prevention intervention encouraged actors at all {fevalsve beyond

the emergency response. Auerbach et(2011) highlighted that efforts to tackle
15



HIV/AIDS required a comprehensive, lobtgrm approach. The new approaches needed
to be designed and implemented following engagement with the social structure of the

setting and population being addresg&derbach et al., 2011)

2.4 HIV/AIDS clinical overview

HIV infects cells of the immune system and thereby weakens them, leading to
uncontrolled opportustic infections and the development of cancer, which eventually
causes t he (FeiabergandNcaean, IP87aWelss, 1993, Caceres et al., 2010)
AIDS refers to the severe essthge progression of HIV inféon manifested by the
development of opportunistic infections and rare cancers. It is believed that almost 50
percentof infected individuals will develop AIDS 10 years from the onset of infection if
they are not on effective treatments. The virus targeange of immune cells; however,

it is hallmarked by invading T cells, leading to a reduction in the number of CD4+ T cells.

2.4.1 Mode of transmission

HIV infection occurs through the transfer of bodily fluids between individuals. Infection
may involve an xchange of blood, semen, vaginal flI{ldNAIDS & WHO, 1997)or
breast milk(Kutty, 2012) However, these HA¢ontaminated bodily fluids require direct
contact with the muaimembrane or any damaged tissues of the individual for infection
to occur. It is also possible for HIV to enter the bloodstream directly through using
contaminated needles, which is not an uncommon mode of transmission of HIV,
especially among those injeq illicit drugs. Once infection occurs, HIV may exist freely

within the body or wi(Abbas and Hehoeirj, 2063k e d 6 i mmi

Globally, the most common modes of transmission are unprotected sexual intercourse,
both anal and vaginal, and telearing of injecting objects, such as needles and syringes.
In addition, motheto-child HIV transmission is a common mode of HIV transmission.
HIV can be transmitted from an infected mother to her child at different stages, for

instance, during pregnancgt birth or while breastfeeding. However, infected mothers
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on regular HIV treatment are at a lower risk of infecting their baby. It is also worth noting
that accidental pricks with HR¢ontaminated needles or cuts with sharp objappear

to be common maes of transmission among healthcare workers.

There are several extremely rare modes of HIV transmission, such as receiving blood and
blood products, or organ transplants. Although these were a common mode of HIV
transmission in the early days of HIV eeidics, rigorous and strict screening guidelines

of the donated blood and its products have lowered the risk of HIV transmission through
this mode. Other rare modes of transmission include oral sex, contact between wounds,

and deep opemouth kissing if bdt persons have sores or bleeding gums.

2.4.2 HIV diagnosis
HIV diagnoses typically involve blood tests for specific antibodies, which are present in

the blood six weeks to three months after HIV infec{fldNAIDS & WHO, 1997) There

are limitations to antibody testing, the most important of which is the presence of false
negative results that occur duringthecsa | | ed O6wi ndow peri odd,
of three weeks to six months after tinial infection with HIV but before a detectable
concentration of arHIV antibodies is present in the blood. Furthermore, if a patient
begins ARV treatment, antibodies are unlikely to be present until around 12 months post
infection (Kwong et al., 2012)During the window perigdnfected individuals can pass

on HIV to others even though the infection cannot be detected by antibodies.

It should be noted too that antiho tests with patients younger than 18 months are
considered inaccurate as maternal antibodies are still prgéeligrman and Essajee,

2010) In these young patientan HIV diagnosis can only be made by molecular testing
of the viral nucleic acids. In amy developing countries where HIV is prevalent molecular

testing for HIV is not common due to a lack of resources. Clinieyefore rely on
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immunogenic testing outside of the window period, which can often lead to delayed

diagnosis and treatment.

1 Enzyme-linked immunosorbent assay (ELISA) testing

The ELISA technique is used routinely for screening of HIV due to its high sensitivity.
The test involves taking a sample of a pa
HIV antigens. If the serum ctains antibodies to HIV, these will bind to the antigens in

vitro. A secondary antibody is then added, which binds to theHdvtiantibody. The
secondary antibody is generally bound to an enzyme and after addition of a suitable
substrate, a detectable oot or fluorescence change occurs, indicating a positive result.
ELISA tests are quantitative, as the degree of enaymdiated colour or fluorescence

change is proportional to the amount of antibody present in the serum.

It should be noted that positivesults from ELISA screening does not necessarily
indicate the presence of HIV. False positive results are common in patients suffering from
diseases such as lupus erythemat@Bsseva et al., 1992Also, like general antibody
tests, ELISA screening is susceptible to false negative results during the window period.
Positive ELISA reults are generally confirmed by Western blot analysis for thd-dti

antibodies and are performed in selected referral labora{tatani et al., 2004)

2.43 Treatment

There are several classes of drugs used to treat HIV infections. These drugs function by
interfering with the viral replication magtery, either at the nucleic acid or protein level.
Together these therapeutic drugs are termeeraintviral (ARV) treatments and usually
involve the combinational use of nucleoside reverse transcriptase inhibitors, protease
inhibitors and nomucleosi@ reverse transcriptase inhibitors. Today, combinations of

ARV treatments are routinely administered as early as possible after diagnosis to
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minimise the viral load and to maintain the level of CD4+ immune cells in infected

individuals.

2.4.4 Prevention

The idio m, Oprevention is better than a cur
activities across various healtblated problems. In terms of HIV/AIDS, prevention is

the only available option to protect individuals from being infected. Although there are
effective treatments for HIV/AIDS, they are lifelong treatments that only control the
disease, not cure it. HIV infections are mainly prevented through abstaining from
practising HI\V: risky behaviours, such as unprotected sexual intercourse with an

unknown HIVstatus partner, injecting illicit drugs and having multiple sexual partners.

Knowing oneds own HIV status is the firs
oneself from acquiring an HIV infection and protecting others, such as sexual partners
(Hankins and de Zalduondo, 201@ehavioural HIV preventive measures also include
using condoms during sexual intercourse, limiting the number of sexual partners and
avoiding the sharing of needles or syringes @irug injection. In addition to the
behavioural modification preventive strategies, there are biological and pharmacological
preventive measures. For example, male circumcision proves to be effective in reducing
the risk of HIV infection among uninfecteden (Padian et al., 2008)n addition, pre

and posexposure prophylaxis (PrEP and PEP) hasem to be effective in protecting

individuals from acquiring HIV.

For approximately two decades, research groups have been working to develop a vaccine
against HIV/AIDS. The lack of success in developing an effective vaccine for HIV is due

to the gentc diversity and high mutation rates of HIV, which limits the effectiveness of
any HIV vaccine. On the other hand, scientific advances in developing highly effective

and safe drugs to treat HIV have led to the use of treatment as a measure of prevention.
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Progress has been made in the use of preventative strategies to reduce the incidence of
HIV/AIDS. These measures include: clinical developments, such as ARV drugs and
topical microbicides; social programmes to encourage the use of prophylaxes during
sexud intercourse; recommending male circumcision in HIV prevalent regions; and
increased awareness and education to establish HIV testing facilities and promote safe

Sex.

2.5 HIV epidemiology

2.5.1 HIV/AIDS global overview
In 2014, 36.9 million people were believed® suffering from HIV infection, leading

to a global prevalence rate of @&8rcent(Figure 1) and causing an estimated 1.2 million
deaths worldwidéWHO, 2014) Of these estimated HIV cases, only around half were
aware of their HIV statu@JNAIDS, 2015) In 2015 there were an estimated 2.1 million
new HIV infections worldwide, with 150,000 new infections identified in children. This
prevalence of childhood HIV represented a reduction giet8entsince 2010. In total,
young people (aged 134 years) accountefbr 40 pecent of newly diagnosed HIV

infections(UNAIDS, 2012)

Adult HIV prevalence (15—49 years), 2014
By WHO region

Prevalence (%) by WHO region

Western Pacific: 0.1 [0.1-0.1] Europe: 0.4 [0.4-0.5]
Eastern Mediterranean: 0.1 [0.1-0.1] | Americas: 0.5 [0.4-0.6] | Global prevalence: 0.8% [0.7—0.9]
South-East Asia: 0.3 [0.3-0.3] I Africa: 4.5 [4.3—4.8] P

ion whatscaver Data Source: Werld Hoalth Organizaticn A
o oumoies, cdocion: fmaton Evdoncs and Rescarch (IER) (@) World Health
o border lines . Organization

The boundanes and namas shown and the
- Map Producton: inf L
Vécedd Health Orgorizaton

on the part

o concem ot
for which there may not yet be full sgreement
DWHO 2016, All rights reserved

Figure 1. Worldwide HIV prevalence in adults. Taken from WHO (2014).
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2.5.2 HIV/AIDS in Saudi Arabia and across the Middle East
In 2014 there were an estited 230,000 cases of HIV in the Middle East and North

Africa regions(UNAIDS, 2015)and, according to the United Nations (UN), over half a
million people in the Arab region had an HIV infectifiunited Nations Development
Programme, 2009)The data reveal that, in 2005, there were 67,000 new infections,
resul ting I n 28,000 deat hs. The WHO 1in
Mediterrar an6 r egi on, which had gercemvigure d)ge HI
Based on population and HIV infection data from 2QR8bbash et al., 20125audi

Arabia had a HIV prevalence of 0.0p&2rcen©® one hundredold lower than the Eastern
Mediterranean average. Further data on HIV/AIDS in thesatdes are limited, as
religious and cultural considerations often prevent national authorities implementing
effective systematic surveillance systems and awareaessg campaign§Shawky et

al., 2009)

According to the UNAIDS/KSA report (2015), the prevaleatkllV was still low at that

time, with approximately 1.5 new infections per 100,000 among Saudis and 1.2 per
10,000 among neBaudis. The number of HIV cases in Saudi Arabia from 22004
showed that both the incidence and prevalence irSzarlis was igher than those of
Saudis. However, the numbers of infected Saudi nationals rose significantly over this 14

year period (Figure 2).
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Figure 2: Reported HIV cases among Saudis and-8andis 20002014
(UNAIDS/KSA, 2015)
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The most ecent report on the HIV/AIDS situation in Saudi Arabia revealed that, since
the identification of the first case of HIV in 1984 and until December 2014, the total
number of HIV cases reported was 21, 1&INAIDS/KSA, 2015) The report also
showed that the reported number of Hifected Saudi nationals had increased
considerably from only 125 individuals in 2000 to 444 in 2014. This official report also
pointed out the limitation of its figures in describing the true pictdrellV/AIDS in

Saudi Arabia, as it only included information from limited sources.

The study oKabbash et al. (2012)entified 1,201 HIV infections specifically in Saudi
Arabia in 2005, with 890 (74.1%) of those infections occurring in®auadi nationals.

Over the 16year period (200@009) investigated in the study, 10,217 cases of HIV were
identified with 7,261 (71.1%) cases being found in-8@audi nationals. Although higher,

the cases of HIV in neSaudi nationals decreased sharply in 2007 and remained at that
level until 2009; in ontrast, cases involving nationals increased steadily over the same
period. The study identified some interesting gender differences between Saudi-and non
Saudi nationals. There was a total of 2,956 HIV infections in Saudi nationals, with the
vast majority(2,392; 80.9%) affecting males. This gender gap was much smaller-in non
Saudi nationals, with 63 dercentof cases involving males. It is also worth noting that
there was a 4-old increase in cases of HIV among Saudi women from 2000 until 2009,
compare with a 1.5fold increase for no#saudi women over the same period. The trends
and demographic data observed in Kabbash
investigations, such as that 8f-Mazrou et al. (2005)which described increasing
incidences of HIV/AIDS across Saudi Arabia since 2003. The study determined that 50
percentof Saudis infected witiHIV were AIDS cases and established certain HIV
positive atrisk groups: men (77%), adults {U® years; 78%), and living in an area of a

high prevalence of HIV: 6percentof HIV cases were registered in Jeddah, Riyadh or

22



Dammam. The authors noted thalVHAIDS was underreported in Saudi Arabia and

estimated cases were actually almosttitrtes higher than those officially reported.

Taken together, the data in these studies and official reports suggest a cultural change
over the last decade among the Sardbian population which is increasing the risk of

HIV infections. UN data supported this assertion, claiming that women were increasingly
vulnerable to HIV infection since they made up over half of all people living with
HIV/AIDS (United Nations Development Programme, 200Bje organisation also
claimed that four out of five women infected in the Arab region were infected by their
husbands, suggesy sexual intercourse as the primary mode of HIV transmission and
highlighting a possible change in cultural behaviour towardsnangtal or extramarital

sex by Saudi men in recent years. This assertion has been supported by a recent study
involving 225volunteers in Riyadh city, which found that Bércenthad engaged in
premarital sexual activity at least on€aheel et al., 2013The authors also highlighted

the apparent lack of knowledge of sexually transmitted infections (STIs) (including HIV)
exhibited by the participants. This lack of knowledge concerning the transmission of STIs
has feen underpinned by the rapid increase in infections of HIV since the first reported
case in 1984. The predominant mode of infection has also changed from transfusions
using contaminated blood to heterosexual intercqutisajhi, 2004) Health surveillance
programmes conducted by international organisations broadly support the data from
Kabbash et al. (2012\ith 6,046 infections confirmed in the -}@ar period from 1984

to 2001, predominantly affecting men agedfDyears (53.4% in both groug#jadani

et al., 2004)UN data identified Jeddah as having the highestience of HIV, with the

city accounting for 15ercentof all HIV cases in Saudi Arabia. HIV was primarily
transmitted through sexual intercourse (78.4%) rather than through the transfusion of
infected blood (21.6%). In accordance with both the stud$abbash et al. (2012) and

official reports(UNAIDS/KSA, 2015) the UN identified that the vast majority of infected
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persons were male (75%) rather than female (28%6lted Nations Development

Programme, 2009)

Despite the growing prevalence of HIV in Saudi Arabia, onbgfcentof those infected

were able to access basic antiretroviral (ARV) treatnfidnited Nations Development
Programme, 2009)The recent report by the Ministry of Health published by UNAIDS
(2015) indicated that in 2014, 30,094 people living wiiv (PLWH) in Saudi Arabia

were on regular ARV drugs (Figure 3). In the past, this lack of uptake of ARV drugs had
been attributed to cultural attitudes, reflecting the way in which the subject was taboo in
Saudi Arabia with few people considering beiagtéd for HIV or receiving counselling

at a sexual health clinic. Individuals believed to be infected with HIV/AIDS were often
stigmatised. The UN claims that these attitudes are changing gradually as a result of
government intervention and the publicatiohHIV statistics both from within Saudi
Arabia and across the Middle East region. In addition, medical care, including ARV drugs,
has been made freely available to HiUsitive Saudi nationals. Although encouraging,
the vast majority of those in Saudiakia with HIV/AIDs are nomationals who are not

eligible for free healthcare and therefore represent a transmission risk.
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Figure 3: Total Number of PLWH on Regular ARV Treatment in 2014 (UNAIDS/KSA,
2015)
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2.6 Saudi Arabia at a glarce

2.6.1 A synopsis of the history and geography of the Kingdom of Saudi Arabia
Saudi Arabia, which takes up most of the Arabian Peninsula, is situated in Southwest Asia

surrounded on its northern border by Jordan, Kuwait and Iraq, on its southern border by
Yemen and the Sultanate of Oman, on its eastern border by the Arabian Gulf, Qatar,
Bahrain and United Arab Emirates, and on the west by the Red Sea. It occupies about 2.3
million square kilometres and has a number of different cities and districts, as final as
significant regions, as follows: the north region, which is close to Jordan and Iraq; the
south region, which borders on Yemen; the east region containing the Saudi oil fields and
industries; the west region named Al Hejaz, which contains the higy oitMakkah and
Madina; and the central region, Najd, in which the capital, Riyadh, is sit(idesat,

2007) According to the Genal Authority for statistics (GASTAT), the total population

of Saudi Arabia is around 27 millio(GASTAT, 2010) Among the 27 million,
approximately 6@ercentare Saudi nationals. About p&rcenof the population in Saudi

Arabia is 1539 years of age.

262 Hi storical and traditional overview of
Hejaz is situted in the Red Sea area. AccordingMead (2007)and Yamani (2008)

there are numerous old sea trade routes between AlSham in Syria to the north and Al
Yaman in Yemen to the south; thus, it has always been and still is a busy commercial
region. The larg& city in Hejaz is Jeddah, which is located in the western region (as
noted above). Jeddah holds a special significance for Muslims all over the world due to
its location and links with the Islam holy citied.-Rasheed (2010)oted that it was due

to these links that it was targeted for capture over the centuries and from 1517 until 1926

it was part of the Ottoman Empire.

The Hejazi so@ty has a more diverse background compared to Najd, with Bedouin and

urban Badow and HaddaAl-Rasheed (2010Ménoret (2005)noted that there is a
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number of very wetlknown Arab tribes with blood and family links with other tribes
throughout the Kingdom of Saudi Arabia. As a result, they simamgy of each other's
customs, exhibiting similar tribalism and, in some cases, fanaticism. In the cities, however,
there is a more diverse spread of ethnic Muslim groups, many of whom originated from
places such as Turkey, Africa, India, Iran and Asiamthey came to perform the Hajj
pilgrimage.Al-Rasheed (2010)oted that for over 400 years, the Ottoman rulers had a
major influence otthe region, imposing their own customs, traditions, doctrines, religious
background, fashions, architecture and methods of construction; this had a major impact
on the local population's lifestyle which is still evident tod&al:Rasheed (201(lso

noted that the customs and traditions of Najd and Hejaz are still quite distinct. The Shaffei
doctrine, which is a combination of Hanbali aitter Islamic doctrines, was observed by
Yamani (2008)as having originated from the period of Ottoman rule. Today there is a
distinct difference between the Hejazi people and the rest of Saudi Arabia because the
Hejazi continue to follow their earlier doctrine, rather than the official Hanbali doctrine

(Yamani, 2008, ARRasheed, 2010, Ménoret, 2005)

It is clear that cultural and traditional diversity across Saudi Arabia, influences many
aspects of c i t r instance, Ghe Rigadhl agea i deerses to bd-rmore
conservative and religious, and less liberal than Jeddah and the Eastern Province.
Moreover, because Jeddah is close to the holy city of Makkah, many Muslims from
different Islamic countries who have madkigpmages to it have stayed and settled in the
area. As a result, as noted Wgmani (2008) the customs and culture of the area are
influenced by these groups. The lifestyles of the population in the Eastern province have
also been influenced by the influx of US visitors and workers as compared to Riyadh.
FurthermoreFacey et al. (200Q)ointed out the Persian influence and the predominance

of the Shiite creed which have had an effect on the sndtaral context of the Eastern

region of Saudi Arabia. Riyadh is different in that it has not been exposed to external
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foreign pressures and does not have a variety of different ethnic backgrounds, as in Jeddah
and the Eastern province. A comparison afous regions of Saudi Arabia creates an

awareness of the differences and the fact that some of the most important cultural aspects
of each region, such as religious backagr

behaviours and attitudes in genesxual issues are no exception.

2.6.3 Culture
The culture of any group of people is usually concerned with language, religion, cuisine,

social habits, music and the arRohner (1984)defined aillture as the totality of
comparable learning and meanings that a particular human population group maintains
and transmits from one generation to the n&seng (2003)rovided an additional
definition of culture as referring to the unique behaviour and lifestyle common to a
specific group of people and incorporating customs, habits, beliefs and values that shape
emotions, behaviour and lifeatternsSue (1983pargued that sexualityas a significant

effect onculture and ethnicity and, if this is not recognised, it threatens the reliability and
validity of any conclusion that is applied to the general populaBonial norns are the

basis for the effect that culture has on individuals and groups regarding the basic inherent
thoughts concerning ideal or acceptable personality. This, in turn, infers that the norms
and values of a particular culture can play a part in the degwant of an individual's
personality. Because of thiseng (2003)rgued that, according to common secio
cultural criteria, most of thegople in a specific culture have a desire to be their own

culture's concept of an ideal person.

2.6.4 Cultural differences within Saudi Arabia

A. Family structure and gender issues
In Saudi, the tribal custom is to maintain very close family ties and links widxteeded
family, and this is predominant in the Najd afBachele, 2010)Buchele (2010pnnd

Yamani (2008ksuggested that advances in education, commercialisation and urbanisation
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have contributed to the creation of new nuclear family structures whereby families prefer
to live independently. While this is evident in all of Saudi Arabia, it is more obvious in
the area of Hejaz. However, although individual families now live independently, the
extended family ethos in Saudi is maintained. This is evident in the development of
modern compounds, providing independence for younger families but preserving the
links with other generationBuchele (2010xand Yamani (2008)observed that these

compounds are more prevalent in Najd and the Eastern province than in the Hejaz area.

The role of women in Islam, according tasra (2003) is of great importance both
socially and culturally with their legal right to education, the right to contribute to
decisions in most areas of life and the right to marry any man of their choosing, with or
without parental consent. However, thbal laws and customs have certain powers, and

the fact that the society is very much mdtaminated means that the interpretation of the
Islamic policies and laws in such a patriarchal society can be somewhat restrictive,
particularly to the disadvantagf women. This was observed Hgsna (2003andAl -

Rasheed (2010 Saudi society, which & mixture of Muslim and tribal valueBuchele

(2010) noted this discrimination in the unequal applicatioristdmic law and the fact

that it manifests itself in the preference of parents to have a male child, in the distribution
of social roles and the lack of opportunities for females. Under tribal custom, it is
considered shameful for a man if other peopleinpu bl i ¢ pl ace know hi
and wifebs names, so in a public place a
and then the son's name; if they do not have a son, then he will use his own father's name.
This practice is very common inbal society in Saudi and in particular in Néiglichele,

2010) Buchele (2010) also noted another particular custotridispecific to one Najdi

tribe, whereby the female has to hide her face at all times, even from her husband and

children.
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B. Marriage and its related matters
Marriage between relatives, including first cousins or nearest friends, is the most common
form of marriage in Saudi society and, because of the tribal customs and traditions, the
marriage takes place within the same tribe or with another tribe that has close links
(Buchele, 2010) It was noted byAl-Rasheed (2010)hat male tribe members are
empowered more than females to make their own marriage decisions and can refuse if the
proposed bride is of low descent or the family origin is unknown. In Najd, for example,
there is an inferred categorisation of members of the society into status groups according
to origins and descemil-Rasheed (201@)escribed these as Qabali, someone belonging
to one of the Arabic tribes, and Khudairi, someawith unknown tribal origin or
unknown descent. Tribal custom dictates that people from these groups cannot inter
marry; however, Islamic law forbids this type of discrimination. Accordinyamani
(2008) everyone is equal, no matter what their originsaaani (208) noted that this
discrimination is customary in the Najd area where people refuse to marry people from
the other Saudi regions, particularly those such as Hejaz where there are seme non

Muslim tribes who would be forbidden to marry into a Najdi tribe.

Polygamous marriage in Saudi society is still widespread although there are differences
between various areas. In the 19th century, women from Hejaz had the right to choose
their own marriage partner, whereas in Najd they needed to have male guardians to
oversee the selection and marriage procéasani (2008noted that even now there are
differences in marriage and divorce issues betmtidejaz and Najd. In tribal societies,
polygamy is more common in Najd than in Hejaz; as a result, there is less stigma
associated with divorce in Najd than in Hejaz and more opportunity for a divorced woman
to remarry in Najd than in Hejaz. The literatune polygamy and monogamy in Saudi
Arabia seems to indicate that marriage patterns have changed throughout Saudi Arabia.

These studies have shown that the polygamous marriage rates in both areas have
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decreased. There is also a link between the level ab¢idn and urban living; this seems

to indicate that city lifestyles promote monogamous marriages as the social norm. On the
other hand, in terms of the Bedouin regi¥amani (2008noted that polygamy is still
regarded as the most common and natural social pattern of ma#iagasheed (2010)
andYamani (2008noted that Hejaz people who are more likely to practice polygamous
marriages, are eitherdm the Bedouin section or, through work and life, have become

inured to the Najdi lifestyle.

C. Privacy
Privacy is very important in Saudi society; this is evident in lifestyles and, in particular,
in forms of accommodation where high walls enclose thedwaad surroundings are
built to prevent anyone from being able to see the family members, particularly the
females. It was observed Bychele (2010)hat many households promote separation of
the sexes by having two dining rooms and two living rodrasey et al. (2000tated
that this practice is more prevalent in Najd and the Eastern province where
accommodations are similar and have been influenced by the ArabiardBulfies.
Ménoret (2005noted that in the shopping malls, recreation centres and restaurants there
are separate sections for males and females with fanBliefiele (2010also noted that
the closeness of the friends and family unit is also evident in the way an \8aiudis

socialise, preferring family occasions rather than entertainment venues.

D. Beliefs in relation to illness and diseases
It is a Muslim belief that everything, including all bad and good events and circumstances,
is the will of Allah. Therefore, pgide in Saudi Arabia generally believe that any diseases
or disasters are part of their destiny. However, it is also common in Saudi society to
believe in religious, magical and supernatural causes of disease. In theiAdtatiyani
and Salmon (2008pund that southern Saudi patients and-patents believed that their

illness was the will of Allah sent ttest or punish them, whereas the belief in the
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supernatural, such as magic or evil eyes, was less widespredele (2010nhoted that,
because of the emergence of the multimedia society and freedom of speech, people are
more openly discussing relevant social and cultural issues, such as unemployment,
homosexuality, poverty, child abuse, polygamous marriagetla@dnew pattern of
marriage, the prevalence of divorce, and religious rigiditgnoret (2005) moreover,
suggested that Saudi society is becoming more awamnoéaled matters and topics that

affect them.

2.6.5 Religious beliefs in Saudi Arabia
Looking at the formation of Saudi Arabia and its history, it is evident that Islam and

Islamic leaders have been effectively assimilated with Saudi leaders. As a result, Isla
has become an integral component of almost every facet of life in Saudi Arabia, as well
as in its politics and policies. Thus, Arabic, which is the language of the Quran, is the
official language and Islam is the most prevalent religion as well as theirdficial one.

The majority of the Saudi population is Muslim, with any #\uaslims being made up

of foreign workers with different religious beliefs. The Shariah or Islamic Jurisprudence
has been used as the basis of the Saudi constitution and ge@esiamwell as thidadeeth

(the sayings of Prophet Muhammad) and the Sunnah; this implementation of the Shariah
has encouraged legitimacy and power for the Saudi state. The Shoura Council is the main
Saudi assembly comprising Muslim scholars who are ctetsah issues of law proposed

by the Council of Ministers. They apply Sharia law to suggest changes that will allow

them to conform to Islamic ideologies.

Every aspect of Saudi life, law and the state itself are pervaded by Islam and its roles and
principles. This is based on thHeelief that it is one of the great monotheistic and
Abrahamic religions, given to the people through the Prophet Muhammad who received

his call to become a prophet in the Western Arabian city of Makkah.
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A crucial component of theadidi teaching curriculum is the five pillars of Islam, which
make up the basic religious duties that every Muslim must carry out. The following

quotation represents a summary on following the Hadeeth:

"Islam was built on the five, the testimony that theseno god but Allah and that
Muhammad is the Messenger of Allah {8hahadah), and held a prayer-@dlah), and

the delivery of the zakat (Charity), fasting Ramadan (total abstinence from food, drink
and sex, and avoid observing, speaking or listeningappropriate things from sunrise
until sunset), and visit the home (Makkah) for those who can afford (pilgriméi§egn,

1997)

Saudi Arabia follows the interpretation of the Islamic religion based on the Wahhbian
movement, which is itself based on religious beliefs derived from the Hanbaineoct
The Wahhbian movement was instrumental in establishing the Kingdom of Saudi Arabia.
In the present day, the majority of the population officially follows the Hanbali doctrine,
which is deemed the most extreme and strict of all of the Islamic dactAceording to
Yamani (2008) this is because the Hanbali doctrine was the official doctrine of Saudi

Arabia.

According to Islam, pede need to maintain their health and consider it as a blessing
from Allah to each person. The following represents the Hadeeth Rigihet
Muhammad said There are two blessings which many people do not appreciate: health
and leisure time.slam provide guidance that has an impact on the health status of an
individual, either directly or indirectly. Islamic teachings clearly promote healthy
behaviours in general and do not ignore sexual health. For instanceiski\behaviours,
such as adultery, homasuality and injecting illicit drugs, are forbidden. Sexuality, from
the point view of Islam, is only considered from the point of view of marriage between

men and women.
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2.6.6 HIV/AIDS policy and guidelines in Saudi Arabia
Whilst HIV is clearly a health issug,is important to recognise that it also has relevance

in terms of its potential developmental and public health issues. Therefore, policies and
guidelines developed to address HIV must also take these aspects into account, and this
is often achieved tlbugh partnership with other appropriate programmes. Moreover, the
programmes developed should be founded on evideased research to ensure their
effectiveness. They should also receive appropriate evaluation and feedback in an effort

to monitor continuasly their validity.

A number of approaches are currently being used to reduce the incidence of HIV. For
example, programmes are seeking to develop greater awareness of HIV within the current
generation and are also trying to promote safe sexual praddoegrammes are also
trying to remove incidences of HIV being transferred fromtherto child and are
offering both mobile and static testing units for people to become aware of their HIV
status and take appropriate precautions. Moreover, steps aretéledmgto increase
access to blood that is HIV free. For individuals who already have HIV;Rettioviral
Treatment (ART), as well as care or support services, are offered. According to the
National AIDS Program (NAP), society as a whole must place greatphasis on
assisting individuals at risk of HIV. ART is an important treatment provision to improve
the quality of life for individuals with HIV and therefore its accessibility must be
increased; this should help to decrease the incidence of(Rdtional AIDS Program

KSA, 2014)

Blood and blood components e#eed and stored by blood banks are carefully screened
to ensure that they are safe, in accordance with the National Policy on Blood Banks. The
National Policy on STI treatment also ensures that both Primary Healthcare facilities and
hospitals are equippetb manage STI cases appropriately, with etiological case

management in hospitals and syndromic approaches in primary healthcare.
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Guidelines have also been developed to outline how ART centres should be
operationalised and standardised, how STIs shouldelged and managed, and VCT

guidelines for clinics designated to provide care in this sector, both mobile and static.

A. National HIV/AIDS strategy
A National Strategy Plan, covering a period from 2013 to 2017, was developed to focus
specifically on HIV/ADS (UNAIDS/KSA, 2015) The purpose of this plan was to present
policies and guidelines applicable to all individuals partaking in the provision of care or

treatment for individuals with HIV/AIDS, and individuals working s prevention.

Two predominant goals are outlined in the National Strategic Plan which specifically
relate to minimising the incidence of HIV, and therefore the rate at which it spreads, as
well as to minimise the current impact that AIDS has on sacldtgse two goals are as

follows:

f To stop any continued transmission of HIV within Saudi Arabia and ensure that
the prevalence rates of HIV in-ask individuals are maintained at less than 1
percentand less than 0.percentwithin the general populatiomhis should be
achieved by 2017.

1 To ensure that individuals living with HIV have a high quality of life, healthcare
and general wellbeing. This involves access to high quality specialised services,

care and treatment.

In conjunction with the two goalseutlined above, six strategic objectives were also
outlined (UNAIDS/KSA, 2015) The focus of these objectives is to prioritise areas in
need of attention following an analysis of the HIV situation and the effect of appsoach

thus far. These six strategic objectives are as follows:
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To ensure that strategic information relating to HIV/AIDS is readily available,
shared effectively and efficiently utilised. This will be beneficial in ensuring that
policies and programs implented are evidence based,;

To ensure that the prevention services provided to individuals most at risk of HIV
are improved in terms of quality and accessibility;

To place greater emphasis on vulnerable groups when improving the overall
quality of the HIV preention services provided to the general population;

To improve the overall quality of comprehensive treatment and care offered for
PLHIV, whilst also improving the seBupport and general support offered to
ensure they reach international standards;

To ercourage the development of environments that are supportive socially,
legally and in terms of policies. This will help to create a national response to
HIV/AIDS. Specific focus should be on PLHIV and otheriak populations;

To ensure that the capacityadequate in terms of technology, organisations and
institutions to provide an appropriate response to HIV/AIDS that is 1setdtoral

and decentralised. This will require coordination between all involved and the

active use of monitoring and evaluatidnpolicies to ensure effectiveness.

B. Saudi regional contributions

The Gulf Cooperation Council members have demonstrated that they are deeply

committed to ensuring that HIV is appropriately responded to through the use of The

April 2011 Riyadh ChartefNational AIDS Program KSA, 2014Within the Kingdom

of SaudiArabia, the Ministry of Health requested that each individual country in the

Kingdom has a specified budget for the prevention of HIV and also for ensuring that

individuals with HIV are appropriately cared for. Furthermore, they called for a unified

Regioral HIV/AIDS Strategy and emphasised its importance.
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A common strategy was also suggested for the Arab region following a meeting of the
Arab League during which both government and-gonernment individuals were asked

to support the common strategy alomg t h UN agenci es, t er mi
Countries to Fight against AIDSO0O. This s
regional and global HIV/AIDS strategies. November 2011 also saw the presentation of
the ASaudi For um o nplidddleMd all ABiScountielNatiortal | s

AIDS Program KSA, Q14)

In terms of the legalities of fighting HIV/AIDS, the human and civil rights of PLHIV are
represented in a current dgw, specifically focussing on the right to employment,
education and marriage. This-byaw i s currently beduncl r ea

which is the Saudi parliament and the legislature.

2.7 Problem statement

Young people (aged 124 years) account for almost half of newly diagnosed HIV
infections(UNAIDS, 2012) Therefore, it is particularly important that this dempdia

group continues to be tested and receive treatment. Data from the UN are encouraging
regarding the reduction in the number of new infections in young people. The global
incidence of childhood HIV infections decreasegéBenbetween 2003 and 202ith

the most rapid reduction seen between 2009 and 2011. Acquired HIV infection has
decreased mostly in the Caribbean (32%), Oceania (36%) and Latin America (24%), with
Eastern Europe and Asia showing more modest decreases (13% each). However, North
Africa and the Middle East are two regions where a decrease in HIV incidence in young

people has not been obser(eiiNAIDS, 2012)

In these regions, a number of social factors remain that present a challenge to the
population receiving HIV testm There is a lack of knowledge of sexually transmitted

infections in general in the regiqRaheel et al., 2013yhich may help to explain the
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rapid increase in HIV infections over the past 30 years. In addition, the availability of
some preventative strategies (e.g. contraception) is limited to married couples and
accessible only through gyra®ogy and obstetrics clinig¢g\l-Zahrani, 201Q)Many of

these limitations result from engrained social and cultural issues, especially the publicly
provided social structures (i.e. health centres), which are heavily influenced by Saudi
Ar abi a-upported iatérpretatioof Islam (Hamdan, 2005)HIV/AIDS in Saudi
Arabia is a highly stigmatised disease, often considered a punishment for religiously and
morally intolerable condudFrancesca, 2002Yhe taboo and stigma attached to AIDS
has been suggested as an importanttiaddi hurdle, preventing people from accepting

health serviceRemien et al., 2009, Steward et al., 2013, Zelaya et al., 2012)

Sexual health data from certain regions are often difficult to obtain due tdub&nee
of study participants to discuss information with researchers. Although this study focused
on Saudi Arabia, it should be noted that there are barriers to HIV testing in other regions
where HIV is prevalent. For example, in sBhharan Africa, 3070 percentof the
population was aware of its HIV status in 2009 but only &6percentof men and
women were tested, with the data variability due to broad differences between individual

countrie UNAIDS, 2011)

Social and cultuldactors represent the most significant barriers in these countries. Often
there is a particularly low uptake by women, some of whom fear the reaction of their
partner and their part nMamanstak 200liContimied t o w:
education andtateled support for HIV testing is likely to have the greatest effect on
changing these cultural attitudes and thus increase the uptake of HIV testing and
counselling.However, identifying factors that influence the uptake of HIV testing in
Saudi Arabiais the first crucial step in planning and establishing programmes to

overcome them.
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This present study has the potential to provide a useful basis for health service providers
and governmental institutions. Beneficiaries of this research project wilbmgtbe
currently undiagnosed patients infected by HIV, but also the general population of Saudi

Arabia as, with an increase in general awareness, the infection risk will decrease.

2.8 Chapter summary

In this chapter, the history of HIV infection, with aneoview of the clinical aspects of
HIV/AIDS, including transmission between humans, treatments and prevention, has been
discussed. The chapter also presented the epidemiological features of the HIV/AIDS
epidemic worldwide, as well as in the MENA region &alidi Arabia in particular. The
chapter focused on Saudi Arabia by providing geographical and historical accounts
concerning the country. Social and cultural aspects of Saudi Arabia were also discussed,
especially those relating to sexuality, such as mgeriand gender issues. The chapter
finished by stating the research problem and noted that HIV testing barriers emerge as a
worldwide problem, with various issues being reported from many different nations. It
also highlighted the lack of information abddifv testing barriers in Saudi Arabia and

the need to explore them within the Saudi context.
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3 Literature Review

3.1 Introduction

In reviewing the literature, a combination of systematic and narrative review was used in
order to explore the various a&sps of HIV testing in terms of policies, practice and
barriers. This chapter provides a comprehensive review of the available literature that is
relevant to HIV/AIDS from three major perspectives. It begins by highlighting the
concerns worldwide about HIXIDS and young people. Then, a systematic review

explores the factors that influence the uptake of HIV testing.

3.2 Young adultsand HIV/AIDS

This section begins by considering the predominant HIV/AIDS risk factors for young
people. Then, it continues by ewming the attitudes and knowledge of adolescents
regarding HIV/AIDS by examining research that has been carried out across the world.
Young peopleds sexual behaviour and the
then discussed. Finally, this seati@oncludes with a discussion of the literature

regarding young peoplebds knowledge of HI"

The World Health Organisatiof2010)reported that 119 countries were actively testing
individuals for HIV/AIDS. WHO(2012)identified a training programme, especially for
medical practitioners, aimeat reducing the incidence of HIV iypoung people aged
between 10 and 24 yearsThe report acknowledges that young people require health
interventions that are explicitly aimed at them to ensure that they receive information

about HIV/AIDS which is relevant to their needs.

3.2.1 HIV risk factors for young adults

Although risk factorsashn young peopl ebds behaviours mi
health status, being young is generally associated with good [@althet al., 2011)n

fact, however, some diseases, such as HIV, might infect an individual during his/her
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adolescence but¢hsigns and symptoms may appear later in life. In addition, puberty is
the time that individuals reach sexual maturity when additional and serious risk factors
for sexually transmitted diseases emgi@atton et al., @9) HIV/AIDS is considered

to be connected to patterns of risky behaviour and so it can be eliminated, or at least
reduced, by individuals making appropriate behavioural changes to their liféBtsbpes

et al., 2006) Besides risk factors, such as those related to sexual behaviours, certain
cultural, social and physiological factors may also be considere@dndisk factors for

contracting HIV infections.

In the past, HIV/AIDS has been predominantly associated with gay men and intravenous
drug users. However, Burke et #1.990) adduced that sexually active heterosexual
individuals are equally at risk, so pentative measures for HIV/AIDS need to be
targeted at both homosexual and heterosexual groups. Both anal and vaginal intercourse
(when practised with many or infected partners) are identified as high risk behaviours, as
is the sharing of needl¢Bennin et al., 2014) However,Catchpole (2001¥uggested

that these risks could easily be reduced and possibly eliminategjthsimply practising

safe sex with the use of condoms and through cleaning, or by not sharing needles.
However, MacDonald et al. (1990xlaimed that the behaviour of heterosexual

adolescents was not improving because the risks were being ignored.

Rathus (2013klaimed that, in the United States, fgércentof high school students
participate in sexual activity before school leaving age and an alarming 3 million students
every yearcontract a sexually transmitted infection as a result of failing to practise safe
sex. Rathus (2013) went on to claim that one in four Americans under the age of twenty
are contracting HIV, with theHIV infection being more prevalent among men,
individuds in their late teens, and ethnic minority factid@kussEhlers (2010¢laimed

that annually, 25percentof new cases of HIV are among individuals aged between

thirteen and twenty one years of ay&an Dyk (2008)adduced that mosidolescents are
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indeed conscious of HIV/AIDS; however, Van Dyk (2008) went on to suggest that there
IS not enough information available for adolescents on how to avert infection and
subsequently, avoid the spread of the contagi@m Dyk (2008) went onot point out

that there exists an overwhelming deficiency in both ldunsellingand in controlled
voluntary testing for adolescents; these present major obstacles to the prevention and
treatment of HIV/AIDS. Catchpole (2001) suggested that better eda@attbprevention
programmesieed to be made available to adolescents in order to reduce the risk of them

contracting STls and HIV.

Social and cultural values could also be counted as indirect risk factors for HIV in certain
settings(Zambrana et al., 2004for example, in many soemltural settings, a young

man can pove their masculinity by practising unsafe sex with multiple partners, so
fuelling the HIV infection risk. It is also not uncommon that women in certain cultural
settings are unable to negotiate condom use, whereas some men perceive that using a
condom indtates that they are we@Widman et al., 2006)n addition, the taboo related

to HIV/AIDS and othersexual matters also leads to a lack of communication between
parents and their children regarding sexuedated behaviours. The lack of parehtld
communication concerning sexual matters is an early miggpgdrtunity for sex

education, which might edribute to adolescents practising risky behaviours early.

It is even more worrying when one examines the statistics forS&haran Africa,
especially for womerKako (2008)argued that HIV and AIDS are intrinsically linked to
violence against women. Not only do such women suffer from sexual violence, if they do
contract HIV, the stigma and discrimination that are associated with the disease causes
them to be outcasts from both their immediate families and their communities which often
further aggravates violence against them. With little support, women are consequently
unable to access suitable care and treatment. Unfortunately, nearppgréént of

individuals in SubSaharan Africa who are infected with HIV and AIDS are women, and
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65 percentof fifteen to twentyfour year old adolescent women are living with HIV in

developing countriefEssex et al., 2007)

Kako (2008)laimed that in countries where there is gender inequality and high levels of
violence towards women, this, in effect, is contributing to the incidence of HIV.
ActionAidUK (2013)reported that 3@ercent of women in developing countries stated
that their first sexual experience was agathsir will and, owing to their inequality,
women rarely have the chance to refuse sexual intercourse or report acts of sexual
violence. Regrettably, these women also have no power to insist that their sexual partner

uses a condom; thus, women become rsaseeptible to infection (Kako, 2008).

Low sociceconomic status could also be pinpointed as a sadtaral factor which can
increase the risks of contracting HIV, especially for women. Prostitution or paid sex,
which is a common risk factor for HIV, @ften associated with poverty and economic
insecurity which are, in turn, due to a low seemnomic statugScorgie et al., 2012,
MacPherson et al., 2012h addition, sex workers may often ignore preventivesuess,

such as using a condom, in favour of extra mdiMacPherson et al., 201 2ljaladi (2006)
claimed that women who did not receive financial support from their sexual partner were
more likely to use a condom than those who were financially dependent on their partner.
Thus, socieeconomic status has an impact, either directly or indirectly, lmen€ing the

risk of HIV/AIDS and so could also be considered as a risk factor. On the other hand,
wealth or high soci@conomic status also seems to be associated with HIV infection
(Shelton efl., 2005) Shelton et al. (2005pund a strong positive relationship between
HIV infection and household income in Tanzania. In addition, an analysis of national
survey datarbm eight suSaharan African countries indicated that HIV prevalence was
positively correlated with socieconomic statu@Mishra et al., 2007)Parkhurst (2010)

concluded that both low and high sceiconomic status influences risky behaviours.
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Lack of literacy or low levels of education in general also have an impact on an
individual 6 s r i sk of Jukes(2008)estabtished g relatibnghip between
education attainment and HIV infection. According to Jukes (2008), educated intividua
are more likely to practise safer sex than uneducated ones. In addition, Jukes (2008) found
that school attendance is also associated with a reduction in sexual risks, such as
unprotected sexual intercourse among men and women. This relationshipaasiatl

by Hargreaveg2008) whose study compared students who attended with those out of
school.Hargreave42008)found that students, whether male or female, reported lower

numbers of sexual partners than those out of school.

Various studies have pointed out biological and physiological HIV risk factors, such as
the fact females are much more susceptible to HIV infection than mélesrsich and

Rees (2008argued that the biological nature of the female genital organ all@ns tih

be exposed to large amounts of body fluids (blood, semen), which may contain the virus.
In addition, many studies assessing the HIV vulnerability of pregnant women found that
pregnancy increases a wbMorsonetal., 2007 leroyoet c o
al., 1994, Mbizvo et al., 2001 hersich and Rees (2008)ncluded that the increased

risk of HIV transmission for pregnant women is mostly due to physiological changes
rather than behavioural ones. There is also some evidence that sexual intercourse during
menstruation increases the chance of HIV transmig3ianfer and Aral, 1996, Duriux

Smith et al.,, 1992)On the other hand, it is widely accepted that male circumcision
reduces female to male HIV transmiss{@ray et al., 2007, Auvert et al., 2005)hus,

men who are not circumcised are at a greater risk of contracting HIV.

3.2.2 Knowledge and attitudes related to HIV/AIDS among young adults
Since the onset of the HIV/AIDS pandemic, there have been many campaigns aimed at

raising awareness of risks and risklwetion measures. However, it is interesting to
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examine to what extent the message is getting through and being heard, and to consider

i ndividual s6 attitudes and knowledge r eg:

An interesting study was carried out in Iran witbanort of students from a university
(Tavoosi et al., 2004)The study claimed that there were appmuately 5,100 Iranians
suffering with HIV/AIDS and that one in five individuals testing positively for HIV/AIDS
was around twenty years of age. Howe®mnedley and Syme (200dlpimed that owing

to the length of time that HIV is in incubation, older adolescents and young adults who
tested positive were almost certainly infected whilst they were younger teenagers. As
mentioned eardi r Page (2006) <cl aimed that by <c¢h
risks could be greatly reduced or even eliminated. Tavoosi et al. (2004) examined how
the lack of sex education, higher rates of marriage and the high incidence of drug
addiction all ontributed to Iranian adolescents being at a high risk of being infected with
HIV. Unfortunately, Iranian schools and universities, similar to other states in the region,
follow the belief that discussing or teaching about HIV/AIDS categorises sexuadtyacti

as Oacceptabl ed. Therefore, any form o

forbidden in Iranian schools, colleges and univers(ietberg, 2010)

This lack of education was evident when the students were interviewed although most of
the students stressed that they would like to learn more about HIV/AIDS. Television and
other media were identified as being theiain source of information pertaining to
HIV/AIDS. However, only a few students were able to answer the questions correctly.
The main misunderstandings related to how individuals actually contract HIV/AIDS, with
high percentages of students wrongly éalg that it could be transmitted by mosquito
bites and by using public swimming pools and public toilets. Further evidence from other
Islamic states also shows that misconceptions about transmission are not uncommon. For
example,Kaur et al.(2014) examined the degree of knowledge of HIV/AIDS among

employees working at a company manufacturing medical produktalaysia and found
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that HIV being transmittable by mosquito bites was incorrectly indicated by the
participants Abolfotouh et al. (2014indicated that misconceptions about the modes of
transmission of HIV were also common among nursindents in Riyadh city. Moreover,

the study revealed that nursing students in Saudi Arabia hold an overall unfavourable
attitude toward people living with HIYAbolfotouh et al., 2014)T av 0 0 S i et al o
study, also indicated that almost half of 8tadents believed that individuals suffering
from HIV/AI DS should not attend &énor mal ¢

towards sufferers predominately through lack of knowledge and understéBdieg et

al., 2003)

A cross sectional study was conducted in IndidvimjManus and Dhar (2008yith the

aim of exploring the awareness, knowledge i@eas of adolescent schoolgirls in relation

to sexually transmitted infections and HIV/AIDS. All of the participants were adolescent
girls aged between 1419 years and, whilst overall there was an acceptable understanding
of the ways in which HIV/AIDSould be transmitted, the knowledge concerning other
aspects of HIV/AIDS, and common knowledge surrounding sexually transmitted diseases
and the practise of safe sex was extremely limited. Over one third of the girls who
participated in the survey had kaowledge about the different types of STI or their
symptoms. Approximately one third of students believed that HIV/AIDS could be cured.
Another more recent study conducted in India showed thatpé&fcentof the sample
drawn from the general populatitimught HIV was curable with medicatigileena et

al., 2013) Similar to the responses offered by the students from Iran, the Indian girls also
claimed that their main form of information regarding sex education was through friends,
the media and the inteet. However, most claimed they would be comfortable discussing

issues surrounding HIV/AIDS with a trusted female doctor (McManus & Dhar, 2008).

Three decades after the onset of HIV/AIDS it is not only in the developing world where

there remains ignoragc The National Aids TrugR014)reported that in the U.K. 35
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percentof people did not know that HIV/AIDS could be transmitted through sexual
intercourse if they did not use a condom, and only abopeé&entof individuals were

able to answer correctly the questions rdog how HIV/AIDS could be contracted. The

NAT (2014) went on to note that the proportion of those holding misconceptions about
HIV/AIDS had risen since the previous survey conducted in 2010. Unfortunately, this
lack of knowledge leads to higher levefsstigma and more negative attitudes towards
people living with HIV. In 2014, a NAT (2014) report indicated that almogie28entof
individuals wanted their employer to inform them if they were working with a colleague
who was HIV positiveKorhonen et al. (2012onducted a study to assess the knowledge

of and attitudes towards HIV/AIDS of university students in Finland. They found that
most of the studentsd knowl edge abionst HI
still existed.Korhonen et al. (2012yent on to assert that the attitudes of older students
and female students towards people living with HIV appeared much more positive than
those of youngr students and makudentsThe study also reveal
HIV/AIDS related knowledge positively correlated with their attituffesrhonen et al.,

2012) Wang et al. (2013jpund that misconceptions about how HIV is transmitted were
significantamong normedical professionals Japan although the overall HIV/AIDS
knowledge level in this study was high. Tétedy ofWang et al. (2013)ndicated that

the greater the misconceptions, the higher the stigma or prejudice towargmsitive

individuals.

Although subSaharan Africa is the region most affected by the HIV/AIDS epidemic,
misconceptions are still evident in this regibdfishra et al. (2009¢onducted a study to
analyse populatichased surveys from 23 countries in <dharan Africa and to
evaluate certain indicators regarding HIV/AlID8owledge, attitudes and behaviours.
The results indicated that HIV related knowledge and its related misconceptions varied

across these countries with an overall improvement being seen in recent Sdisbye.
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et al. (2009)wvent on to conclude that this lack of knowledge focussed mainly taircer
preventive measures and manners of transmission, such as via mosquito bites. In addition,
countries in West Africa were among those with the lowest level of-rdlated
knowledge while Southern Africa seemed also to be affected by misconceptions
concening HIV. Ciampa et al. (2012tudy focused solely on the HIV knowledge of
women of childbearing age in Mozambique. The median age of the participants was 24.
In particula, more than half held the following misconceptions: HIV cannot be passed
from mother to baby; sharing feeding utensils can transmit HIV; a curse can cause
someone to get HIV; and cleaning the genitals after sex can prevent a person from
contracting HIV. he situation in Ghana was similar among undergraduate students as
their HIV/AIDS related knowledge was patchy with a mean score of 7.7 out of 12
(Oppong and OtBoadi, 2013)Oppong and OtBoadi (2013)study highlighted gender
disparitiesintermsof HHKk nowl edge as female studentsbo

of their male counterparts.

Overall, the existing literature in this area shows a large number of similar misconceptions
across populations, with little variation by age or genddisconceptions are generally
influenced by education, with higher education levels increasing knowledge of
HIV/AIDS. The literature also pointed out that the patterns of HIV/AIDS misconceptions
were common across populations and nations, regardlesseiof gpidemic status.
However, there is some support to indicate that the level of stigma and discrimination
attached to HIV/AIDS is associated with the level of HIV/AIDS misconceptions. Thus,
ignorance about HIV was not confined to particular nations daicegroups within
populations as evidence of HIV/AIDS misconceptions in Western Europe, the USA and
Japan, considered to be highly developed and advanced countries, were not uncommon.
On the other hand, regions where HIV is highly predominant, suclb<adaran Africa,

still suffer from ignorance.
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323 Young adultso6 risk taking behaviours an

It i's I mportant to examine the relation
HI V/ A1l DS. Various studi es Imawewpoictltheir me d
perception of acceptable behaviour, and their consequent beliefs concerning sexual
behaviour are all responsible for determining the sexual habits of adolescents (McManus

& Dhar, 2008). Certain constructs, such as the timing of theexgerience of sexual

i ntercourse, the number of sexual partne]
sexual related behaviours which may, in turn, affect their sexual health(&atusger

et al., 2007)It is also apparent that sexual partners influence behaviours such as condom
use. However, gender inequality in developing coustrs wor sens f emal ¢
influence or negotiate safer options during sexual intercgdesekes and Morrell, 2010,

Marston and King, 2006)

Muchimba et al. (2013tudied he risktaking behaviours of young Malawian adults up
to the age of 29. The ridlaking behaviours that were evaluated, involved multiple sexual
partners and lifetime sexual partners while other-sexual, risky behaviours were
identified. These includedrug use, gambling, fighting, the consumption of alcohol at an
early age, theft, and vandalism. The study founddletk of behaviourakontrol over
nonsexual behaviours significantly increased the likelihood of risky behaviours that

would increasean ndi vi dual 6 s chance of contractin

Attitudes towards contraception vary considerably and are arguably culturally dependent;
yet when considering the prevalence of HI
of condoms, for xample, are vital in raising awareness and consequently reducing the

incidence of HIV/AIDS in adolescenfdwad et al., 2004)

Theuseofdrgs, al cohol or other i ntoxicating s
behaviour.Fisher et al. (2007fjound that, in susaharan Africa, alcohol use was

associated with HIV infectionMayer and Pizer (2009ndorsed the evidence that
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adolescents are more likely to participate in risky activities, such as unprotected sexual
intercourse, after consuming intoxicating substances; this consequently puts adolescents
into a higher risk dagory for contracting HIV/AIDS. MayeandPizer (2009) suggested

that intoxicated individuals are less likely to practise safe sex and are more likely to have
sexual intercourse with more than one partner. In addiMaish et al. (2015asserted

that there is promising evidence regarding the effect of interventions which aimed to
reduce alcohol intake or the number of sexual partners are pronvigatgh et al. (2015)
went on to suggest that, if the use of i
involvement in risky behaviour, su@s indulging in unprotected sex, the dynamics of
these actions, whether causal or jwamsal, needs to be understood and researched in

more detail.

3.3 HIV testing
The process of HIV testing started soon after the virus (then callethn Fcell

leukaemiavirus) was isolated at the Institubasteur in 1988Hottes et al., 2012)n the

same yeaiin vitro studies began to cultivate the virus and begin human testing. However,
at that time, there was little that could be done for those who tested positive as
antiretroviral drugs were still undiscovered and so the main purpose of treatment was to
reduce the spread of the infection. Following the breakthrofigim antiretrovirablrug

which changed and enhanced the response to the pandemic, HIV testing became the
gateway to improve the quality of life for those infected with HIV. Today, according to
World Health Organization data, approximately 600 million people in 122 count&ies w
tested for HIV between 2010 and 2014 (WHO, 2015). International organisations (e.g.
WHO and the UN) have encouraged a broad policy of HIV testing in all countries with a
high incidence of HIV and for atsk individuals. In addition, WHO recommends ttha

HIV testing needs to be readily available and easily accessed by providing the test using
a variety of delivery approaches. These approaches require that close attention is paid to
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the epidemiology of HIV and the contextual issues of the setting. Acgptdi WHO
guidelines on HIV testing services, recommended approaches to such services include
facility- and communitybased testing, and se#sting; each of these embrace a number

of different schemes for HIV testing. For example, a fachiéged appradn includes
voluntary counselling and testing services, as well as proindeated testing and

counselling.

Although WHO/UNAIDS have encouraged efforts to scale up HIV testing, they have also
highlighted the importance that any effort to increaseufitake of HIV testing should
maintain the 5Cs. The 5Cs are consent, confidentiality, counselling, correct results and
connection; these represent tkey strands of policy associated with HIV testing
according to WHO/UNAIDSThese five principles in partitar ensure that the human

rights of the individual are not compromised.

It mu s t be ensured that an i ndi-statudisal 0 s
handled with confidentiality, regardless of the setting or the type of HIV testing service.
The awilability of appropriatecounselling is another strand which suppdines human

rights ofanindividual to receiveadvice which must bprovided ina professional and
competent manner This allows the individual to make informed choices relating to
whetler he/she wants to be tested for HIV and ensures that individuals are able to opt out
if routine testing is applied. In addition, the offering of testing should provide an
assurance of the faccuisalsygracialdoflinktaprevisiBnl V t e
of testing with the provision of possible treatment and services. This, however, requires
certain levels of organisation within local health systems so that the required treatment
services are provided. In addition, there is a requirementéonéalthcare organisation

to resource such services adequately and to manage them professionally.

The following section explores HIV testing approaches and related services.
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3.3.1 HIV testing approaches
A. Facility-based HIV testing

This refers to any HIV testg administered in a healthcare facility such as a hospital,
clinic and/or laboratory. Voluntary counselling and testing (VCT) services, almost the
first testing service established following the identification of the virus, are one of the
approaches cortiered to be faciliybased. VCT, as its name suggests, is cliatiaited

and is often offered as a staalibne service.

Providerinitiated HIV testing and counselling (PITC) denotes that the HIV test is offered
routinely in a healthcare facility witihé option being available to decline the test which

is accompanied with preand postest counselling; it requires consent. This type of HIV
testing has proved to be effective in a variety of settings and across differentidagial
contexts. PITC ignainly applied in antenatal clinics, TB clinics and STDs clinics.
However, it might also be introduced within other healthcare services such as primary
healthcare centreRoutine HIV testing has also been implemented to increase the uptake
of HIV testing,especially in highly endemic areas. For example, in Botswana, the routine
offering of HIV testing has resulted in a considerable increase in HIV test utilisation. In
addition, Weiser et al. (@06) considered the routine HIV teatsolutionto overcome
social barriers such as stigma since the HIV test would be carried out within a regular

health check.

Mandatory HIV testing involves obliging individuals to undergo HIV testing based on
their bakground, origin, and/or for certain reasons such asnam#al, employment or
military recruitment purposes. WHO/UNAIDS do not support mandatory HIV testing for
the general population, no matter what the reason; they only support mandatory HIV
testing ina very limited number of situations. These conditions include screening for HIV

and other bloodorne pathogens in all blood and blood products that are intended for
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transfusion, as well as testing those who are donating any form of body fluids and/or

organs.

B. Communitybased HIV testing
The communitybased HIV testing approach refers to HIV testing conducted outside of
healthcare facilities. Several methods are considered as part of a cormbaseity
approach for HIV testing, such as door to ddusmebased testing and mobile HIV
testing. Suthar et al(2013) asserted that communibased HIV testing services are
effective in increasing thearly detection of HIV infected individuals. In additi&Gythar
et al.(2013)found that communitpased HIV testing assists in reaching infrequesetrs
of healthcare facilities such as men and adolescéfubf et al. (2005)lsoreported that
the uptake of HIV testing services in a rural African context was found to increase
markedly with the introduction of a hor@sed voluntary counselling and tegt
service. The study oMorin et al. (2006)evealed that same day mobile HIV testing was
acceptable in Zimbabwe; however, Hi®lated stigma appeared to be ariea for this

mode of testing delivery.

C. HIV self-testing
Selftesting for HIV means that anyone who would like to know his/her HIV status could
use an HIV kit, perform the test and interpret the results. Although HiMes#lhg does
not offer a defintive result, it is an excellent opportunity to increase the uptake of HIV
testing among those who have not been tested using other HIV testing approaches
(MacPherson et al., 2014 general, HIV seltesting appears to be an accepted approach
to HIV testing for various population groufsSigueroa et al., 2015)n a setting where
there are concerns about confidentiality, $efting seems to be superior when

individuals decide to undertakiee test.
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The following section presents a brief discussion about the debate surrounding HIV

testing approaches and the human rights element of HIV testing.

3.3.2 The HIV testing debate
Bayer and Edington (2009ommented on policies regarding HIV testing and human

rights and described the conflict between the human rights of the individual and the
requirement to imjlement adequate public health controls. Bayer and Edington (2009),
however, echoed the concern Gfranich et al. (20099oncerning the relentless rise of

HIV cases, which seems assured under current guidelines and protocols. Granich et al.
(2009 proposed a modef disease contrathere all individuals areested foHIV every
yearand wherehose with the infection are put immediately on antiretroviral therapy.
This more radical approaddf Granichet al. (2009)is described withirthe contextof
modellingoutcomeswhich show an eventual procestdisease elimination and falling
expenditure for disease managemeiithis radical proposal for disease management,
however, would essentially be removing cE&
The possibility $ raised that specific governments might adopt a more aggressive form
of population screening in which certain mandatory elements would generally be seen as

a contravention of an individual 6s human

Obermeyer and Osborn (20@fpvided an historical perspective to the current debate on
the testing modes for the HIV infection. They indicatkd initial perspectivehat a
mandatorytesting scheme for HIV would driveh e dusedasgr oundd on
the highlevels of social stigmassociated with the infectiontae timeof theinitial AIDS

outbreak

Obermeyer and Osborn (2007) alsoted that, even when individuals are tested on a
voluntary basis, there can be a reluctance to return for the test (Esedtisand Rimal,

2011)although this may be less of an issue with more rapid testing techniques. This

53



has also been a common problem with HIV testing in the developing (8®fih et al.,
2010) Meadows et al. (1993Jescribed the gap between the intention to get tested and

the actual level of comjaince with voluntary testing.

Specific efforts have been directed towards reducing the stigma associated with a positive
identification of the HIV infection as a factor in increasing the uptake of voluntary testing.
Heijnders and Van Der Meij (2008) particular identified that the most effective method

lies in a patiententred approach where likely patiémeractions within the community

are identified and constructively supported. Within testing programmes, the assurance of
confidentiality is a key to achieving satisfactory rates of voluntary compliggtiesnes

and Siziya (2004)n particular identified an awareness of a lack of confidentiality in

testing systems which resulted in a reduction in the uptake of testing.

While established health systems generally have high levels of professional conduct to
ensure the confidentiality of HIV test findings in the developed w&ddton et al.
(2005) noted that, in some health systems such as those in Asia (India, Indonesia,
Thailand andhe Philippines) breaches of confidentiality take place routinely. This can
result, in particular, in discrimination against women who can be subject to physical
assault, ridicule and harassment. In addition, Paxton et al. (2005) argued that the
increasing trend of screening pregnant women in Asian countries is tending to give rise

to increasing social pressures for those identified as HIV positive.

The implementation of mandatagsting programmaesithin healthsystems wherthere
are inadequate patit safeguards, suds thoserelating to confidentialityand high
residual levels of stigma associated with HIV infection, is likely to resuiicreased
patient distresand discriminationEvidence exists, however, to show that, where levels
of corfidentiality with regard taHIV testing and counselling increase, then the uptake of

voluntary testing also increas@Sahagan et al., 2010)
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Across the developed and developing world a wide range of systems is used to deliver
HIV testing services. For example, the models of centralised health faculities are often
found not appropriate within the developing world. Thus, the testing protocols and
strategies need to be tailored to meet local conditions andiasituaAcross all such
systems, however, there is confirmation of the drive to improve the quality and
effectiveness of specific systems and where in particular the level of confidentiality

of services is a key elemg@bermeyer and Osborn, 2007)

3.3.3 Importance of HIV testing
Only around 5@ercentof HIV sufferers are aware of their HIV status (AIDS, 2012,

p.6) due to factors which include a lack of testing facilities, the reticence of individuals
towards testing, and the stigma associated with (@Rkfristopoulos et al., 2012This
lack of knowledge regarding their HIV status has resulted in a pool of around 17 million

HIV carriers, each of whom halset potential to spread the infection.

There are many benefits to HIV testing, the most important of which is an earlier
diagnosis of HIV infection; this, in turn, leads to increased survival rates after treatment.
Nakagawa et al. (20120dicated that effective antiretroviral therapy (ART) can be
understood to add significantly to the life expectancy of treated individuals. They
provided the example aih MSMaged 3@vith HIV diagnosed in 2010 anwlith amedian

CDA4 cell count value oft32 cellmicro litres. At this level, the projected median age at
death is estimated at 75, which is equivalent to a value of 7.0 years losowEDCD4

cell count values at diagnosis (140 cells pacro litre), which representsa later
diagnosis, an arage of 10.5 years of life estimatedo be lost.Smith et al. (2010)
identified reduced life expectancies for olderlanadults who were late presenters
compared with older adults who were diagnosed earlier. In addition, there is a
tendency for older male adults to be late presenters. In a review of a range of cohort

studiesConsortium (2009)ndicated that a minimum CD4 cell count of 350 cells per
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micro litre should be used as a marker for the commencement of antiretroviral therapy.
This recommendation for treatment is based on the survival ratdedkdfindividuals.

There is a general trend, howewuerpffer immediate antiretroviral therapy as a means of
both optimisinga N i n d isurvival and &lsd seducing the likelihoofitransmission

to sexual partneritahata et al. (2009jound that increased survival correlated with
higher CD4+ immune cell levels, @rwas associated with early HIV infections. Early
treatment among patients with a relatively low CD4+ concentrationt(850Q0 cells)
improved survival significantly, with 137 deaths reported as compared with 238 deaths
for the group where treatment oced later. An increased CD4+ cell count allows the
immune system to fight opportunistic infections that become established in immune
compromi sed individual s. The results of
findings in earlier work byGraham et al., 1992yhich measured the expected survival
rates for patients treated early on with the antiretroviral drug, Zidovudine, compared to
men who were already HN positive at the point of treatmei@raham et al. (1992

found that early treatment with Zidovudine reduced mortality at 6, 12 and 18 months after
treatment.Castilla et al. (2002ompared the incidence of late testers against all the
remaining cases of HIV/AIDS by analysing surveillance data in Spain from 1994 to 2000.
The analysisevealed that the number of individuals diagnosed with AIDS noticeably
increased during this period; most of these were late te€lasslla et al. (2002hoted

the importance of early HIV testing since those individuals who were unaware of their

HIV infection were more likely toelvelop AIDS earlier than those who knew their status.

In the following part of this chapter, a systematic literature search was employed to
explore the factors that influenced HIV testing worldwide and across a variety of

populations.
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3.4 HIV testing influences: systematic literature search

In this section of the literature review, a systematic literature search method was
employed. Identifying all the existing literature focusing on HIV/AIDS testing influences
during the past 18 years was necessary in ooddentify the current knowledge on those
factors that influence HIV testing behaviours. This systematic literature review was
undertaken to explore the existing work concerning the factors shaping HIV testing
behaviours among adults in any dedicated H&tihg facilities or services. This exercise
was designed to identify gaps in the current knowledge and inform the development of

appropriate research questions for this present study.

3.4.1 Review question

In order to conduct a robust review using a systenmaéthodology, review questions
need to be formulated. Thus, for the purpose of this review, the following question was

developed to guide the systematic literature search:

What are the factors that influence HIV testing behaviour among individuals aged 17

over?

3.4.2 Review methodology
The following electronic databases (MEDLINE, PSYCHINFO, CINAHL and Web of

Science) were searched from 1998 up until 2016. Then, the reference lists of the eligible
studies were checked to identify any key studies that wereddging the electronic
database search. In addition, Google Scholar was used to make sure that no eligible

studies were neglected.

The following search terms were used and combined:

(HIV, AIDS, Human Immunodeficiency Virus, Acquired Immunodeficiency @pme)

and (testing, testing practice, testing barriers, testing facilitators, testing motivators,
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testing preferences, screening, screening barriers, early diagnoses, late diagnoses, late

presenter, testing compliance, uptake).

3.4.3 Selection criteria

The exising research on HIV/AIDS testing barriers employed a range of designs. For the
purpose of this review both quantitative and qualitative study designs have been included
and therefore this review has identified all the relevant papers that have addnessed t

iIssue in the last 18 years.

A. Inclusion criteria

1 Studies published in a pessviewed journal from 1998 to 2016.

1 Published in English.

1 HIV/AIDS testing barriers used as the main outcomes.

1 The study population comprised people over 17 years old; leoynsudies about
the barriers in antenatal clinics or during pregnancy were excluded.

1 All relevant studies, regardless of the research method.

B. Exclusion criteria

7 Studies published before 1998.

1 Studies published in any language other than English andcArabi

1 Studies concerned with barriers among children, pregnant women or parents
during antenatal clinic visits.

1 Extended abstracts, conference proceedings, editorials and unpublished studies.

3.4.4 Identification of studies

The systematic literature search ideptifi3,384 potentially eligible studiesancordance
with the inclusion and exclusion criteria. Web of Science, via the Web of Knowledge,
retrieved 890 potential results while Medline, Psychinfo and CINAHL via EBSCO HOST
retrieved 1086, 495 and 913 poteltyialigible studies respectively. Variouseasures
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were taken to assess the eligibility of the studies. Study titles and abstracts which were
identified were checked thoroughly and 3,248 results were accordingly excluded. Full
copies of the remaining 13®tential studies were assessed for their validity in terms of

the review question and their consistency with the search strategy. At the full paper
assessment stage, 63 studies were excluded for a variety of reasons and therefore 73
studies were includetbr further exploration and critique. The reasons for exclusion
varied according to the stage at which the exclusion occurred. At the titles and abstracts
stage, the reasons for exclusion included duplication, neither HIV testing barriers nor
faciltators;ker e one of the studyds end points,
was not a study. However, the reasons for exclusion at the full paper analysis stage were
either because the study outcome did not include the factors that influencedstily te
behaviours or because these factors were investigated among a population other than the
population of interest. The exclusions at each stage are shown in the following flowchart

(see Figure 4).
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Flow chart

Potentially eligible studies identified aftd

electronic database search strategy n=3,38
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population other than th

population of interest.

Figure 4: Flow chart of Systematic literature search
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3.4.5 Study characteristics
Twenty-four studies from the total number included in the review were conducted in the

USA and six in the UK while five studies were carried out in South Africa and four studies
in the Netherlands. The literature search also identified fiveestutdat were conducted

in China. In addition, two studies were conducted in each of the following countries: India,
Tanzania, Indonesia, Belgiuand Uganda. Moreover, one study was conducted in each
of the following countries: Spain, Cambodia, Peru, Momrg®&urkina Faso, Sierra Leone,
Guatemala, Brazil, Malaysia, Ethiopia, Cameroon, The Balkans, Sweden, Malawi,
Hungary and Australia. However, three studies were conducted across multiple countries,
two of them across European states with one of them dawiein Hungary, Switzerland

and Italy (Bollini et al., 2002)and the other wasonducted across Belgn, Estonia,
Finland and Portug&Deblonde et al., 2014kinally, one study was conducted across 10

countries in the south east Asia regi@uadamuz et al., 2015)

In terms of the study desighwenty-ninestudies employed qualitative research methods
using a variety of data collection techniques such asttafae interviews and group
discussions. Quandtive research methods were used in 34 studies. In addition, analyses
of policies and documents were carried out by three of the studies while only two studies
employed a mixed method. The studies recruited a wide range of participants, including:
migrants injection drug users (IDUs), men who have sex with men (MSM), sex workers
(SW), clients of SW, young people, HIV patients, TB patients, lay public, health

professionals, students, key informants, and STD clinic attendees.

Although all the studies attengut to find out what factors influenced HIV testing
behaviours, five modes of HIV testing were evaluated in relation to these factors. These
five HIV testing modes were: voluntary counselling and testing (VCT), routine HIV
testing, rapid HIV testing, homreased counselling and testing (HBCT), and HIV

screening. Several studies failed to provide a clear definition of the HIV testing mode that
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had been assessed to identify the factors. There was also wide variation amongst the
studies in terms of recruitmentqeedures as well as sampling techniques. In addition,

sample sizearieddramaticallybetweenrstudies.

The studies considered here identified four different categories of the factors that
influenced HIV testing behaviours, namely: individual lefagtors, cultural or social

level factors, system or policy level factors, and health care providers' level factors. In the
following section, the HIV testing barriers are articulated under these four categories.

more details about the included stuzharacteristics.

3.4.6 Quality assessment
As previously mentioned, the purpose of this systematic literature search was to explore

the factors that have an impact on HIV testing behaviours worldwide. This review was
conducted to inform the research in termsdehtifying gaps in the literature. A list of
exclusion and inclusion criteria was established to guide the review. Studies were
included for their contribution to the knowledge regardless of their quality. However,
where a better quality study was avaléalhe poor quality study was excluded, especially

if both were conducted in specific settings or with particular populations in a particular

country.

This systematic review exercise used multiple checklists or metric evaluation tools to
assess the quajiof each individual study, as included stdiaried in their design. The
inclusion criteria allowed for distinct studies in terms of population, setting and design to
be included and therefore it was not practical to overstress the appraisal ofliithe atal
exclude studies based solely on subjective quality assessBmmdelowski (2015)

argued that:

AThe process of judging inevitably entail

of those considations deemed applicable to any one object of evaluation in addition to
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the continual (re)interpretation of those considerations and their applicability to any other

comparable object of evalwuation.o (p. 89

y

Al t hough Sandel ows ki i@ak asgessidglttte qualdyroigthe stedres |
included in the systematic literature review was a valuable exercise to ensure the findings
of the review were sufficiently strong. Therefore, four checklists or quality assessment
tools were used to assess thelitpaf the included studies according to their type and
design. For quantitative cross sectional studies, a tool used by a number of researchers
was usedDavids and Roman, 2014, Louw et al., 2007, Roman and 2013, Saab et

al., 2016, Wong et al., 2008 terms of qualitative studies and systematic reviews, the
checklist was developed using t@etical Appraisal Skills Programme (CASP) (2014)
whereas mixed methods research was assessed usiniyth€ tdol proposed byluye

et al. (D11).

The quality assessment tab&eincluded in the appendix. For more information, please

see Appendix C (4).

3.4.7 HIV testing factors

Although access to HIV testing has increased markedly, especially in highly endemic
countries, there is still a\wo uptake of HIV testing globallyBinagwaho et al., 2012,
Payne et al., 2006As mentioned previously, four categories emerged from the literature.
This section explores those four factor categories in dé@ilmore information about

the included study

A. Individual level factors
The category concerning individual level barriers was furtherdstided into risk
perception, fears, knowledge, and access while those barriers that did not easily fall into
anyoneot he main categories were included utl

| evel barrierso.
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1 Risk perception

Twentyfive studies,elevenof which were conducted in the USA, reported a low
perception of risk as one of the barriers to HIV tesfiivgelve studies employed a cross
sectional survey method to pinpoint the barriers wheeeg# studies used qualitative
research methods. Althougimestudies recruited men who have sex with men to identify
the HIV testing barriers, the remaining studies recrwitetus types of participant, such

as young people, migrants and ethnic groups, as well as key populations such as female
sex workers andhjecting drug user¢lDUs). In the study conducted by Wei Ma and
colleagues (2007), 86 percentof the respondentiselieved they did not perform any
risky behaviours which required HIV testinga et al. (2007wasa longitudinal study

in which participants were provided wighcoupon forafree HIV test theywere asked

to return it after two mon#even if they hd not usel it. Thus, ths coupondistribution

to the participants allogd the esearcher to calculate the actual HIV testing rather than
just the testing intention. Moreover, in the study conducted by Peralta and colleagues
(2007), 54percenif the respondents thought that they cawtibe HIV positive, either
because they did not feel sick or they did not feel at risk of contracting HIV. In a study
conducted in a large university medical centre which treated about 1300 HIV patients, the
participant sod per cewaddvidad into thred tiemes:rthose whon e r
did not perceive their behaviour as risky; those who perceived their behaviour as very low
risk; and those who felt their chances of contracting HIV were very low despite their risky
behaviour(McCoy et al., 2009)In addition, five studies conducted with five distinct
types of individual (HIV/AIDS patients, Hispanic, black MSM, migrants MSM, and non
institutionalised adults) revealed that the most common reason fortagting an HIV

test was that participants did not consider themselves to be gMiltket al., 2011,
LopezQuintero et al., 2005, Mimiaga et al., 2009, Song et al., 2011, Deblonde et al.,

2014) The actual gapetween the HIV risky behaviours and the risk perception among
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MSM and those whose behaviours put them at high risk of contracting HIV seems crucial
in the process of making a decision to be tested for(Hé¢ et &, 2015, Wei et al., 2014,
Woodford et al., 2015, Guadamuz et al., 20Heng et al (2012)also found that female

sex workers (FSW) were not better at weighing their risk of contracting HIV while
Lahuerta et al. (2013pund that even the clients of the FSWs perceived their risk as low
and therefore chose not to undertake an HIV. @sspite the obvious risk encourger

by FSWs, low HIV risk perceptioramong this group waadicated inthe study oHong

et al. (2012)thismighthaveresulted from the social desirability bias posed by the étiedy
design. A systematic review carried out to identify the barriers to workplace HIV testing
also revealed that low risk peq@ion was among the most important factors hindering

the utilisation of the tegiWeihs and MeyeWeitz, 2015)

It was also clear from a study conducted in a dental clinic to assess the acceptability of
the oral HIV testhat, although this HIV test was preferred among clinic attendees, low
risk perception was the most common bairfigietz et al., 2008)Moreover, two studies
conducted in the UK using a qualitative research design cited low risk perception as an
important factor that lead to the test being avoifl@owson et al., 2012, Burns et,al.
2005) Similarly, in Australia, a group of researchers carried out an online survey to
determine the HIV testing barriers among MYPrestage et al., 2012The survey
revealed that low risk perception was one barrier to HIV te¢Bngstage et al., 2012)

was also evident that low perception of risk did not vary among ethnic groups since two
studies conducted in the USA among African Americans and Asian Pacific islanders
revealed that low risk perception was arfehe major barriers to testirn§vong et al.,

2012, Nunn et al., 20125pielberg, Kurth et al. (2001) found that low risk perception
was common amongst threeretk groups: MSM, IDUs and STD clinic attendees. |

spiteof the fact that the lowevels ofHIV risk perception were similar among other high
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risk groups, FGDs anthe faceto-face interviewsused to collect the data ithe study

carried out bySpielberg et al. (200Xhight induce social desirability bias.

Although the studies which reported low risk perception as a bareier @onducted in
diverse settings, on distinct types of participant, and took place in various parts of the
world using a range of research methods, further studies are needed to ensure that low

perceived risk is also an HIV testing barrier in a counky $audi Arabia.

1 Fears

Various types of fear were reported as an HIV testing barrier in 48 studies. Most of the
reported fears and worries were related to a positive HIV test result and its unwanted
(social and psychological) consequences. However, vgoati@ut maintaining privacy
and/or breaching confidentiality were also frequently cited. Fears of a positive HIV test
result can be divided into social fears and psychological fears. Social fears include fear
of discrimination, fear of stigma, fear of dissure, and fear of divorce or separation from

a partner, whereas psychological fears tended to focus on fear of dying from AIDS, fear
of the test being inaccurate, fear of blood and fear of the neEjbt studies that
concerned men who had sex with nsated that fear of a positive result and its related
consequences, whether psychological or social, was one of the major barriers to HIV
testing(Song et al., 2011, Mikolajczak et al., 2006, Dowson et al., 20a®Riefs et al.,

2003, Mimiaga et al., 2009, Stolte et al., 2007, Lee et al., 2015, St. Lawrence et al., 2015)
It was also clear that fear of a positive result and stigma were cited by Malawian health
workers when they were assessed concerning their hhgebarrierfNamakhoma et

al., 2010) A mixed method approach was appliedNamakhoma et al. (201@udy

where he purpose of the qualitative sestiuctured interviewsarried outwith hedth
workerswas toinform the development of the survey used in the quantitative arm of the

study.
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Young people and university students also pointed out the fear of a positive result and its
unfavourable consequences as one of the main reémobsing reluctant to get tested

for HIV (Addis et al., 2013, Strauss et al., 20150th studies were conducdtén sub
Saharan African countrieshere HIV is atits most prevalent worldwideThey revealed
similar findings although each useddifferentstudy design. A crossectional survey was
employed inAddis et al. (2013)who usedprobability sampling to recruit university
students whereas qualitative FGDsrevused byStrauss et al. (2015yho recruited

adolescents.

In Cameroonit was noted that fear of knowing the result and disclosing it, as well as fear
of stigma and discrimination, worried tuberculosis patigkittoughNjozing et al. (2010)
revealed important information about HIV testing amd B patients in Cameroon, the
involvement of one of the leadssf the TB/HIV programme in the country might affect

the reliability of the findings.In addition, TB patients in Indonesia claimed that fear of
knowing their test result prevented them frandertaking an HIV teqiMahendradhata

et al., 2008)Mahendradhata et al. (2008%eal multiple qualitative methodsncluding
interviews and FGDQseach methodvas usedwith different study participants. The
interviews were conducted with TB patients whereas FGDs were used to gather

information from nurses.

Likewise, people who were diagnosed with advanced HIV, those who were diagnosed
concurrently with AIDS, and late Nltesters, as well as MSM, claimed that fear of
knowing their HIV status delayed their intention to undertake thé\estoy et al., 2009,

Mills et al., 2011, Schwarcz et al., 2011, St. Lawrence et al., 2bil&jdition,Deblonde

et al. (2014)surveyed infected individuals who were recently diagnosed with HIV to
assess the HIV testing practice in four European countries. The study revealed that fear
of stigma, discrimination and breach andidentiality were important factors that led

them to postpone the HIV tegtlithoughthe study carried out dyeblonde et al. (2014)
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which wasconducted across four European count(slgium, Estonia, Finland and
Portugal), theeliance on selfeporting especially for those recently diagnosed with HIV

might inducecertainbiasessuch as reporting error and recall bias.

Fear of stigma was mentionedlithstudies conducted with various groups of individuals
such as MSM, physians, young people, TB patients, clients of FSW and migrants. It
was also clear that worries about confidentiality violations were an issue, even in the
developed world, since two studies which reported this worry were conducted in the USA
and the UK(Payne et al., 2006, Prost et al., 200¥9wever the findings ofPayne et al.
(2006)should beinterpretedwith cautionas the small sample size of only 161 students
and the participation incentivaxfered might haveaffecied the quality of thestudy
Similarly, in Bosnia, Tanzania and South Africa, the fear of confidentiality being
breached was also evidditan Dyk and Van Dyk, 2003, Delva et al., 2008, Weihs and

MeyerWeitz, 2015, Ostermann et al., 2011)

Although anxiety about a positive result and its adverse consequences was the most
common fear cited in the literatyra few studies pointed out other forms of fear related

to a positive HIV test result. For example, in a study conducted in the USA which
recruited three atisk groups (MSM, IDUs and STD clinic attendees), fear of dying from
AIDS and fear of social disgriination were reporteGpielberg et al., 2001Pn the other

hand, in suksaharan Africarcountries, fear of divorce or separation from a partner, as
well as fear of being rejected by family or an employer, was menti@weambale et al.,

2008, Bhoobun et al., 2018hoobun et al. (2014lso found that a fear thtte ability

to have children would be impaired if the test was positive contributed to an individual
ignoring the risks and the test. Furthermore, fear of the service was also noted as African
migrants in the UKbased study were worried about the stanglandcommunitybased
testing centreg¢Prost et al., 2007)Additionally, fear of inaccuracy in the HIV test was

cited by men in the study of HIV barriers existing in Uga(iBaambale et al., 2008)
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Individuals attending clinics for sexually transmitted diseases or genitary clinics
asserted thabhe fear of a positive HIV result was the most important fear which hampered
them from taking an HIV tegEorsyth et al., 2008, DukeMuijrers et al., 2009, Heijman

et al., 2009, Kharsany et al., 201@)was als evident that fear of a positive HIV result
and its related consequences appeared to denaminator for ethnic groug®vong,
2013) Wong (2013 wasconducted in Malaysiawherea largemulti-ethnic samplevas
recruited(n = 2271). Thestudy used telephone assisted interviews to complete the survey

which might induce social desirabilibyas.

Additionally, three studies which recruited thredfedent ethnic groups (African
migrants, Asian Pacific islanders and Hispanfosind fear of a positive HIV result and
stigma as barriers to HIV testing. One study, conducted in the USA to assess African
Americans6 exper i enc eakd thoaf feat o doodwagponedof thel V
barriers to HIV testingNunn et al., 2012, Wong et al., 2012, Loji@aintero et al., 2005)

Fear of needles was also indicated as reason for not being tested for HIV bynMI8M i
south East Asian regiaiiuadamuz et al., 2015puadamuz et al. (2015gatheeddata

via aweb-based survey from the ten member countfigsinei, Cambodia, Indonesia,
Laos, Malaysia, Myanmar, Philippines, Sipgee, Thailand and Vietnamin the

Association of Southeast Asian Nations (ASEAN).

1 Knowledge

HIV, and AIDS in particular, arsurroundedvith uncertainty which needs to be clarified

in order to tackle its spread. Adk of specific knowledge concernitf}V seems to
interfere with the intention of individuals to seek testing. Bivelies from those included

in this review reported lack of knowledge about HIV as a barrier to HIV testing. In a study
conducted in Cameroon to assess the facilitators anddsao HIV testing in TB patients,

it was clear that misconceptions about HIV/AIDS deterred tefijazing et al., 2010)
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In addition, IDU women ilRhode IslanqUSA) and IDUs in Bali (Indonesia) stated that
low levels of diseasspecific knowledge and a lack of knowledge about AIDS seemed to
play a role in hampering HIV testingally et al., 2008, Ford et al., 2004Yloreover,
patients diagnosed concurrently with AIDS claimed that, if they had a better specific
knowledge of HIV, they could have been tested eallMills et al., 2011) The
participant§health satus inMills et al. (2011)might affect the reliability othe findings

and could induce reporting bias.

Similarly, Burns et al(2005)also found that lack of knowledge with regard to the benefit
of testing led to low HIV test uptake among African migrants in the Thé study of
Burns et al(2005)employeda self-completon strategy to fillin the questionnaire/hich
might induce recall bias. In addition, the recruitment procedsch only considexd
those recently diagnosed with HIV in Londomould affect the generalisability of the
findings. It was also found irstrauss et al. (2015fudy that the inadequate knowledge
of high school attendees contributed to the low level of their uptake of HIV te&ing.
the other hand, accurate knowledge about HIV/AIDS risk, testing treatments
appeared to be a facilitator with regard to the HIV testing behaviour among at risk
populationgWoodford et al., 2015, Yasin et al., 201Furthermore, the unfavourable
effect of the lack of HIV/AIDS related knowledge on HIV testing was not confined to the
key population or lay public but extended to healthcare professionals (kK&zPs)ith et

al., 2015) Although the findings oBamrith et al. (2015)rovide a valuable insighnto
HCPs referring TB patients to HIV testinghe findings were based on HG@Ps

perspectives rather tham actual experience.

i Access

Accessing the HIV test service appears to be an obstacle faced by individuals who choose

to undertake the test.Was also clear that difficulties in accessing the HIV test were not
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confined to developing countries. The systematic literature search revealed 14 studies that
reported accessibility issues as barriers to HIV testing. For example, women in a study
conduced in the USA who were IDUs mentioned the accessibility of testing as one of the
barriers that prevented them from undertaking an HI\(Ledly et al., 2008)In addition,

female sex workers and their clients claimed that the reason for not being tested for HIV
was unawareness of tHecation of HIV testing centres, especially those providing
anonymous servicgsiong et al., 2012, Lahuerta et al., 2018cessibility was also an

issue for young people in the Balkans, as well as MSM in Peice Hiey were unaware

of where they could get testddelva et al., 2008, Lee et al., 201B)s important to note

that althoughDelva et al. (2008)vas conducted across countries within the Balkans, the
sample size walatively small (n = 653 )also,the participants were recruited only from
urban school€On the other hand, the retrospective natuteedtudyof Leeet al. (2015)

might affect theguality of its findings.

Monica Christianson and her colleagues (90t0nducted a study among young
individuals in Sweden in which they divided the barriers linked to accessing a clinic into
two groups: administrative barriers, such as difficulties in getting appointments; and
communicative barriers, such as a lack of e@nagemenfChristianson €al., 2010) Lack

of information about HIV testing sites and the availability of HIV testing services was
also considered a barrier to HIV testing in the USA and MalgyZagne etal., 2006,
Wong, 2013) Moreover, MSM in South East Asia indicated that their lack of knowledge
about where to get an HIV test contributed to their low uptake ([€&ghdamuz et al.,
2015) In Tanzania and Burkina Faso, distance from the testing sites and not knowing
where to get tested were cited as bar@stermann et al2011, De Allegri et al., 2015)
Mahendradhata et al2008) found thatTB patients in Indonesia faced the burden of

accessing voluntary counselling and testing (VCT).
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i Additional individual level factors

The studies included in this review identified various issues considered as factors that had
an impact on HIV testing behiurs at an individual level. Some of these factors could

be considered as health provider or sysb&wed factors. Concerns about test results were
frequently cited across studies. For instance, long waits for test results were reported in
three studies hich were conducted in the UK on Scottish MSMs, in Indonesia on IDUS,
and in the USA on three-ask groupgMSM, IDUs and STD clinic attendee@jlowers

et al., 2013, Ford et al.,, 2004, Spielberg et al., 2001 pddition, Australian MSMs
considered the need to return for the test result as a hi#restage et al., 2013) was

also noted in a study which was conducted in Sweden to assess the HIV testing experience
of young women and merhdt unclear information about test results could affect their
intention to retest in the futurgChristianson et al., 2010)t should be noted that
Christianson et al. (201@)sa focus group interviews to collect the daféis might

affect the participantsesponsgas anonymity auld notbe maintained.

Prioritising obtaining drugs over their health status appeared to be a barrier for female
IDUs in the USA(Lally et al., 2008)while substance abuse was identified as a barrier to
testing in a USAbased study conducted by McCoy and her colleagues in 2009 on
advanced HIV patients. It was also noted that transwomen in Brazil reported that illicit
drug use during sexual intercourse contributed to their reluctance to undertake the test

(Pinheiro Janior et al., 2015)

Late HIV testers in the USA highlighted a lack of awareness about improved HIV
treatments, a lack of free tww cost care, and the risks of HIV as factors to their HIV
testing behaviourgSchwarcz et al., 2011Yhe work ofSchwarcz et al. (2010yas a
gualitative studywhich recruited 41 participantdHowever,because fivanterviewers

conducted the interviewshis could affect the quality of the study findinds.addition,
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African Americans in general raised certain issues that prevented them from undergoing
an HIV test(Mimiaga et al., 2009, St. Lawrence et al., 20THese issues included a

lack of motivation, time constraints and the belief that the partner was(Mearaga et

al., 2009while St. Lawrence etal. (2016)ndi cat ed t hat African /
in medical systems also contributed to the problems. MoreoverSaudran African
migrants in Belgium claimed that a lack of inforneatiabout HIV and preventive health
behaviours, as well as limited financial resources, played an important role in their

reluctanceo undertake the te@ilanirankunda et al., 2009)

Two studies concerning young people in Sweden and the USA reportéicdperiers

related to this age group. For instance, young people in Sweden experienced time
consuming traditional counselling whiamade them unwilling to repeat the test whereas
theunwillingness ofyoung people in the USA was due to a lack of appatgadolescent
services and mi st r CGhtistiansbn et ah, 2013, Blackhailceeas, 6 q
2008) On the other hand, young peopleSierra Leone admitted that being advised by
doctors, family members or religious organisations to get tested for HIV facilitated their
utilisation of the HIV tes{Bhoobun et al., 2014Bhoobun et al. (20143lso indicated

t hat young peoplebdbs decision tedwithéeheir t he
knowledge of the availability of treatments if they tested posithiough a random
sample was obtained, the results cannot be generalised across Sierra lteeyretsct

only those agethetweenl8 and35 years living imnurban area.

Lack of confidentiality or concerns about maintaining the privacy of the service users
were also indicated in various studies worldwide. For example, in Brazil, transwomen
believed that HIV testing services lacked proper confidentiality proteatioch made

them choose not to be tested for HIV. Likewise, in China, MSM cited a lack of
confidentiality of the testing service as one of the main reasons that hindered them in

seeking an HIV tesfWei et al., 2014, Bien et al., 2015 o0me HIV testing settings
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seemed to be unacceptable as the confidentidditgents of the HIV test could be easily
breached. For example, in assessing the acceptability of HIV testing in an emergency
department, those who refused to be tested pointed out the lack of confidentiality as the

basis for their decisio(Christopoulos et al., 2012)

In the developing world there wesome differences in the barrieemcountered by
individuals. The barriers in these countries related to ssmmomic status, gender
inequality and por health policies. In Cameroon, TB patients claimed that harmful
gender norms and practices were resyaa for the low uptake of the tgdtjozing et al.,

2010) Inability to leave theirworkah part ner s6 di sagreement
who used mobile voluntary counselling and testing services (MVCT) in the Kilimanjaro
region(Ostermann et al., 2011Hlowever, north Tanzaniansho received a horAeased
couple counselling and testing (HBCCT) service, stated that lack of privacy was a barrier
(Njau et al, 2012) In addition, Francis Bwambale and her colleagues in 2008 claimed
that men in rural western Uganda believed that lack of confidentiality was one of the
factors associated with the poor demand for the VCT. It was also noBitbbiun et al.
(2014) that young people isierra Leonecited lack of privacy and concerns about

confidentiality as reasons for not considering an HIV test.

On the other hand, indivighls in fishing communities in Uganda stated that a lack of time,
as well as the cost of VCT, were barriers to testing in this comm(Miitgisha et al.,
2010) In a study conducted in South Africa, lack of trust in the health system and a lack
of support after diagnosis were mentioned as barriers affecting W€itsqVan Dyk

and Van Dyk, 2003)Additionally, women attending STD clinics in South Africa claimed
that the need to consult a partner in order to undertake an HIV test was oneeaStmsr
for the t e &hadsanyétal . w201Dfinally,kndndonesia, IDUs considered

the lack of care as an additional barrier to the HIV (féstd et al., 2004)
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In summary, most of the studies cited low risk perception as the major barrier that
contributed to the low uptake of the HIV test. As the word "riskhis situation means

the possibility of being infected with the virus, people tend to perceive their risk of
contracting HIV as low; therefore, the testing decision is not taken. Fear of being HIV
positive, together with its related unwanted conseerappeared to be the second most
common individual barrier that was identified in the studies reviewed here. Other forms
of fear were also pointed out, such as fear of stigmatisation, fear of social discrimination,
fear of dying from AIDS, and fearofmar t ner 6 s reacti on. Il n ad
test also seemed to be a challenge experienced by some individuals. Various issues were
raised regarding accessibility. For instance, in a study conducted by Moyer and his
colleagues in 2008, IDUs claed that the number of HIV care centres was insufficient
whereas participants in another study conducted by Ostermann and his colleagues in 2011
reported distance to the nearest testing site, as well as not knowing where to get tested, as
major barriers. Mceover, a lack of knowledge about the disease, in terms of testing
options, the availability of treatment, preventive measures, and modes of transmission,
has played an important role in individuals' uncertainty with regard to being tested. For
example, inone study, the participants believed they were uninfected with the virus
because they had no symptoms and so felt they had no need to take an HIV test. Time
constraints have also been reported as a barrier to HIV testing. Looking at the included
studiesit is obvious that concerns about violations of confidentiality have a significant

i mpact on an ideaksion indpiteadf thesfact treatshealtmpplicies and
ethics, which are keen fweservepatientstightsto privacy ancconfidentiality are well
established in the developed countries, it is noticeabé®me studies conducted in the
developing parts of the world that people are still worried about maintaining their privacy

and confidentiality.
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B. Sociocultural level factors
Social barries to HIV testing can be defined as societal norms and practices that hinder
HIV testing in society. Most of these factors have emerged as a result of how society
deals with HIV/AIDS patients; however, some of the factors are related to gender

inequality.

The stigma and discrimination attached to HIV/AIDS has been suggested as an important
barrier in preventing people from accepting health services including HIV testing.
HIV/AIDS -related stigma and discrimination seemed to be one of the most important
issues that havéhwarted effortsn the fight againsthe disease worldwide. This has also
appeared to affect areas where the disease is highly endemic, suctbabaran African
countries, in terms of controlling the spread and treating those inféadof stigma

and discrimination has been reported in many studies in various parts of the world.
Twenty-two studies, for instance, included stigma and discrimination as challenges faced
by individuals even though these studies recruited diverse groupditiuals, such as
MSM, IDUs and young people. It is obvious that concerns about stigma and
discrimination are not confined to individuals in developing countries; this is also a

problem that disrupts the efforts to tackle the disease in developed esuntri

Njozing et al. (2010) found that TB patients in Cameroon blamed the likelihood of the
stigma and discrimination related to HIV/AIDS as one of the reag@isnadethem
hesitateto be tested. It was also clear that Tanzanians feared the consequédrsiag o
stigmatised, which included physical abuse, blame and divorce, to the extent that they
chose not to be test¢Njau et &, 2012) In addition, IDUs in Indonesia and men in rural
Uganda indicated stigma as iamportant factor that contributed to the low uptake of the
HIV test(Ford et al., 2004, Bwambale et al., 200B¢ing stigmatised was also cited in
three Ukbased studieowson et al., 2012, Burns et al., 2005, Prost et al., 20000

of these were concerned with the difficulties faced by African migrants in obtaining HIV
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teds whereas one explored these difficulties among MSMblonde et al. (2014)
attempted to assess the HIV testing practices in four European countries (namely,
Belgium, Estonia, Finland and Portugal) through those recently diagrassédiV
infected. Stigma and discrimination attached to HIV/AIDS was indicated as one of the

main reasons for being reluctant to get tested until that time.

In China, distinct groups of individuals agreed that the fear of stigma and discrimination
was ahindrance to HIV testingMa et al., 2007, Song et al., 2011, Wei et al., 20t4)

was also noted through the systematic literature search that thehatBihe largest
number ofstudies thateferred to stigma andiscrimination as a barrier to HIV testing;

five studies did so. In spite of the fact that all five studies were assessing the barriers to
HIV testing in the USA, diversity wasvident among these studies. For example, testing
barriers were explored amohiispanics, Africans, women IDUs, young people and three
atrisk groups (MSMs, IDUs and STD clinic attendees), as well as the various methods
that had been usedpart from thesdlifferencesfear of stigma and social discrimination

was cited as one of threajor barriers to HIV testing in all five studi€Spielberg et al.,

2001, Lally et al., 2008, LopeQuintero et al., 2005, MacPhail et al., 2008, Nunn et al.,
2012) Stigma and discrimination were also reportedstudies based in South Africa
where HIV endemics have reached a very high level compared with other states in the
region(Strauss et al., 2015, Weihs and MeWeitz, 2015) In addition,Guadamuz et al.
(2015)conductedh study across 10 South East Asian nations to assess reasons that made
MSM choose not to test for HIV. The study revealed that stigma and discrimination were

associated with never being tested for HB®adamuz et al., 2015)

In the study conducted in Cameroon among TB patients, gender norms and practices were
identified as a social barrier to HIV testifigjozing et al., 2010)In addition,Wright et
al. (2013)found that the reason behind the low uptake of HIV testing among African

Americans was social norms and moi¥&odford et al. (2015)pund that criminalising
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HIV risky behaviours and a lack of suppw@gisocial norms acted as barriers forigk
populations in terms of seeking HIV testing services. Likewise, in Guatemala, clients of
FSWs who were considered to be at high risk of contracting HIV, reported HIV related

stigma and discrimination as a huwedb undertaking the HIV test.

Menbs sense of superiority was al-cultwralr ecog
barrier to seeking VCTBwambale et al., 2008 50uth African women attending STD

clinics reported an additional barrier: the need to consult a partner before taking the
decision to undergo an HIV te@tharsany et al., 2010)t was also ated that partner
disagreementonstituted an obstacle for Tanzanians who intended to take an HIV test
(Ostermann et al., 201L1yhe samplein Ostermann et al. (2011yasrecruitedvia the

mobile voluntary counselling and testing campaign witthie Kilimanjaro region in
Tanzaniaand the sample sizeasquite large (n = 1384} owever, the study findings

might not reflet other regions oT'anzania across the country.

In summary, sockeultural factors were reported &6 studies conducted all over the
world. Stigma and social discrimination appeared to be the most common social barriers
to HIV testing although gendersises were also highlighted in some developing countries

as factors influencing HIV care and, in particular, HIV testing at a sndtaral level.

C. Healthcare provider level factors
In the literature, HIV testing barriers at a healthcare providers' Iegkided all the
obstacles hindering HIV testing that were caused or faced by healthcare providers. The
healthcare providers' level factors were not limited to testing but also to counselling.
Twelvest udi es <cited factor s raetitea tegadlingtHlV h e a

testing.

Seven studies conducted in various parts of the USA reported healthcare provider barriers
to HIV testing in different settings and among different providers. Myers €2Gil1)
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conducted qualitative interviews with a group of key informants in San Francisco. Myers
et al. (2011) found that healthcare providers have bkened for the low uptake of HIV
tests since their attitudes could have andsivational effect. In addition, the key
informants raised the issue of competing clinical priorities as a barrier since spending
time on prevention activities was seen as legsortant.In an effort to understandhe
findings ofMyers et al. (2011)it is critical to consider that key informadatsews might

not refle¢ actualpractice.

Johnson et al. (201fpund that time constraints were one of the barriers to HIV testing

at the level of health providers since Massachusetts community health personnel did not
offer an HIV test because of such constraititss worth noting that the study recruited

30 commuity health centre leaders out of 52 in Massachusktwever, their views

might be influence by their role in the centse Moreover, the healthcare personnel
showed a poor level of awareness of CDC recommendations and they perceived that the
Massachusest 6 HI'V testing policy was i ncompart
(Johnson et al., 2011Arbelaez et al. (2012onducted a survey with hospital emergency
department providers to examine their willingness to offer HIV tests. The results showed
thatinadequate resources, time constraints and concerns regardingupliappeared to

be barriers experienced by emergency department personnel. Korthuf@@t Hifound

that challenging priorities, lack of time, the perceptioh pati ent sé r el u
need for separate informed consent played important roles in hindering thgptakthe

HIV testing offered by general internistSimmons et al. (2011fpund that time and
financial limitations were major barriers while HIV training and education seemed to be
additional barriers faced by the health providersalRe et al.(2007) argued that the

failure to offer an HIV test was an obstacle faced by young people in the state of Maryland
that led to HIV testing being ignored. Moreovegison et al. (2013found that

unawareness of the informed consent laws, as well as financial disincentives to offer HIV
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testing, contributed to the unfavourable attitude toward offering HIV tests for both

primary healthcare providers and infectious disease specialists.

In the UK, registrars employed in Sheffield believed that policy discouraged HIV testing
and they wereoncerned that HIV testing might harm the relationship between doctors
and patientgPartridge et al., 2009)n addition, uncertainties about counselling and
managing positive results, as well as the unavailability of counselling locations, were
added to the HIV testing challeng@artridge et al., 2009)n Belgium, a study was
conducted to assess physiciansd -Baharani er s
African migrants (SAMsjManirankunda et al., 2012Jhe study revealed that a lack of
information about the HIV epidemic in SAMs, thecaessary communication skills to
discuss sexuality, time, and HIV testing policies were major barriers that hindered the
implementation of the testing programifManirankunda et al., 2012Yhe physicians

also felt that testing individualsvho were illegal immigrants was unethical
(Manirankunda et al., 2012Fear of stigmatising infected individuals and lack of
communications skills were also cited by ti€Ps as obstacles to undertaking the HIV
test(Manirankunda et al., 2012, Samrith et al., 201%5)indonesia, the barriers to HIV
testing perceived by healthcgroviders were similar to those acknowledged previously
(Mahendradhta et al., 2008)These included difficulties communicating on HIV issues
and lack of time, as well as inadequate facili{Mahendradhata et al., 2008joreover,

the need for training, as well as the required pre andtpsistounselling element, made
GPs in Spain ignore the need to promote the HIV (&gutsti et al., 2013)It is worth
notingthat,although the sample size in thieidy carried out bpgusti et al. (2013yjuite

large (n = 1308), the neprobability nature of the sampling technique would affect the

generalisabity of the findings.

To sum up, the majority of the studies which reported on the HIV testing barriers of health

providers were carried out in the USA, although studies investigating these barriers have
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also been conducted in the UK, Belgium and Ind@anelime constraints were the most
common barrier cited by the health providers across the studies. Despite the fact that the
attitude of providers could motivate individuals to obtain an HIV test, it was noted that
providerso att i toleoharsindividual's rdluctancestmsegk thatgst. ia
was obvious that financial issues, such as inadequate facilities and resources, played an
important role in hampering the implementation of HIV testing on the part of providers.
Two studies conducted the USA asserted that competing clinical priorities was a barrier
faced by providers which made them fail to offer an HIV test. Health care providers also
showed a lack of confidence and the necessary skills to communicate about sexual and
HIV-related ssues. The poor awareness of HIV testing policies among healthcare
providers had a serious impact on the application of HIV testing. Ethical considerations
were also barrier for a certain group of the population in Belgium. Fear of stigmatising
patients ad harming the doctor/patient relationship was an obvious issue for physicians
which affected their HIV testing practices. The importance of-Bip€cific training was

acknowledged by healthcare providers in the USA.

D. System or policy level factors
The fadors that influenced HIV testing at a policy or system level were described as
logistical and it was policy elements that led to the poor implementation of HIV testing.

Nine studies reported issues that hampered HIV testing at a policy or system level.

In assessing HIV testing practices within a Hungarian addiction treatment setting, a group
of key informants were surveyed (n = 8) and they claimed that a lack of resources, staff
training and guidelines were the most important system level factors hintteringtake

of the testing(Gyarmathy et al., 2004)Another study conducted in three European
countries (Hungary, Switzerland and Italy) reviewed the HIV testing policy in prisons
(Bollini et al., 2002) In this study the key informants argued that a lack of knowledge

about HIV preventive guidelines was obvious among prison authofimsni et al.,
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2002) In South Africa, insufficient counsellors and privacy, as well as long queues, were
barriers to HIV testing at a system leg&hn Dyk and Van Dyk, 2003)n India, focus

group discussionsvere held between MSMs, female sex workers and transgender
individuals to identify HIV testing barrierBeattie et al., 2012)These discussions
revealed that those belonging to sucbups had already experienced discriminatory
behaviour in government healthcare services and so were unwilling to use the HIV care
service for that reason. In addition, the need to offer bribes to receive care was also shown
to be a defect in the systenathmight affect HIV testing. Moreover, it was noted that the
unavailability of treatments and poor healthcare facilities were additional barriers to HIV
testing at a system levéBeattieet al., 2012) Another more recent study conducted in
India revealed that mistreatment by staff at testing facilities, as well as the lack of rapid
and noninvasive HIV tests, were important factors at a system level that affected the
uptake level of théllV test (Woodford et al., 2015Woodford et al. (2015&lso found

that integrating HIV testing within illicit drug dependency rehabilitation centres and
expanding outreadesting, as well as other supportive services, would help in increasing

the uptake of the HIV test amongragk populations.

In a study conducted among thregisk groups (MSMs, IDUs and STD clinic attendees),

it was obvious that concerns about ndnreporting and connections to care after
diagnosis were major system barriers to HIV tesfBgelberg et al., 2001)nadequate
resources and financial constraints were also cited in three studies carried out in the USA
as obstacles to HIV testindrbelaez et al., 2012, Moyer et al., 2008, Simmons et al.,
2011) In addition, Laura Moyeand her colleagues also cited the lack of testing standards
as an additional system level barrier to testivigyer et al., 2008 Similarly, in Indonesia,

a lack of adequate facilities, which hindered the implementation of HIV testing for TB

patients, was reported by healthcare provi@ishendradhata et al., 2008)
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3.5 Conclusion and research gap

HIV/AIDS is a major worldwide health problemnwith approximately 42 million living

with the virus(Deblonde et al., 2010entral to this problem is the level of testing for

the Human Immuneeficiency Virus (HIV). This has increased in its coverage
worldwide, particularly in countries with high levels of infection but, as mentioned
previously, there still appears to be sigraht barriers to participation. This is a
significant issue as testing can prove important; not only can it help prevent further
transmission of the virus, it can also help effective treatment to be provided to the sufferer.
The review of the literaturéndicates that establishing what these barriers are and
exploring effective ways in which they can be overcome are of paramount important in

attempts both to treat HIV/AIDs and prevent its transmission.

Although globally the number of new infections isctining, significant geographic
variations in prevalence and epidemiological patterns are evident. Recent data show that
the numbers of AlDSelated deaths, as well as new Hhfections, increased between

2001 and 2008 in countries in the Middle East Biodth Africa (MENA) (UNAIDS &

WHO, 2009, AbuRaddad et al., 2010Further data on HIV/ADS in these countries are
limited, especially those relating to HIV testing practices, as religious and cultural
considerations often prevent national authorities from implementing effective systematic
surveillance systems and conducting lasgale behawaural researct{Shawky et al.,

2009)

However, even if access to HIV testing services is possible in principle, opportunities to
diagnose patients are often missed, due to genuine barriers at various levels. In spite of
the fact that the literature review idergd a large number of studies that explored the
factors that influenced HIV testing behaviours worldwide, variations across nations and

populations were noticed. For example, a low general awareness of risk and a lack of
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information were found to be majéactors in Europe, whereas gender inequality issues

and societal norms appeared to be more prominent in developing countries.

The cultural and religious nature of Saudi Arabia and the substantial diversity in the
HIV/AIDS epidemic there requires furthessessment, especially in terms of accessing

HIV related services and HIV related behaviours. In additionnyg people (aged 14

years) account for almost half of newly diagnosed HIV infections (UNAIDS, 2012) and

so it is particularly important that thdemographic group continues to be tested and
receives treatment. Data from the United Natiareencouraging regarding the decrease

in the number of new infections in young people. HoweU&AIDS and WHO have
already highl i ght epdeventibrestrategies éodosal negds buttalso t a
the I mportance of decentralizing AI DS re
is limited information about the factors that influence HIV testing behaviours in Saudi

Arabia, the present study aims to pravitlis information.

3.6 Purpose statement

The purpose of this mixed methods study is to explore the HIV testing barriers that
impede the utilisation of the testing services by young people in Saudi Arabia so an
explanatory sequential type of mixed methddsign was applied here to discover these
barriers. In this type of mixed method design, quantitative data are collected first and this
is then followed by the collection of qualitative data. Each strand of the collectearelata
then analysed separatelyhe final conclusion determines whether or not the qualitative
results have explained the quantitative results. In the quantitative part of this work, a
descriptive crossectional study was conducted to identify the factors that influenced
HIV testing amag university students; it also examined differences across the genders.
The qualitative part of the study was conducted using interviews with health care
professionals who specialised in HIV/AIDS in order to explore the barriers to HIV testing
that affeced young people in Saudi Arabia. A mixed methods design was chosen mainly
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to understand the problem in depth and to explore the problem from multiple perspectives:

I.e. from the perspectives of young people and healthcare professionals.

3.7 Chapter Summary

In this chapter, a review of the existing literature on the issues related to young adults and
HIV/AIDS has been discussed, as well as HIV testing and the factors that influence HIV
testing behaviours. This was accomplished through both a narrative ancraaticst
literature reviewThe narrative review section of this chapter pldgn important role in
focusing the scope of the systematic literature revi@gmwthe other handhé systematic
literature reviewfocused on identifying the factors that influeddbe uptake ofHIV

testing among adults worldwide.

The HIV testing uptake appeared to be influenced by variety of factors at differest level
but those which related toa n i n d iattitude,ukaolwlédge and perceptiabout
HIV/AIDS seemedthe most prminent. The lowevel of HIV risk perceptionwasthe
most frequently cited factdhat prevented individualsom undertakng the testAt an
individual leve| the fear ofa positive resulivasidentified as the second mdstquently

reported barrier thatontributed to the lowptake of theHIV test.

The ocial stigma attached to HIV/AID&orldwidewasshown in the literature to be the
most important factor a sociccultural level.Stigma and discrimination seemed to be
universalfactors which affeedboth developing and developed countries. Issues related
to gender inequality and cultural norms also need close attep@oticularly in the

developing nations and those moséyriouslyaffected by the epidemic.

Healthcare providers also faced chagjes that might contribute to the low uptakéd VvV
testing. The literature particularly pointed out time constsaiat mgor issuefaced by
healthcare providers that might hinder the effort to scale up HIV testing. Other factors

caused by the healtheaproviders that were identified in the literature as possibly
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affecing the uptake oftesting included healthcare providegsattitudes. Prioritising
medical interventions over preverdg ores might also reducethe utilisation ofHIV

testing.

Logistical ssues such as inadequate resources, lacktrained staff and financial
constraintswere important systenor policy-level factorswhich influencel the uptake
of HIV testing. In various settingmdividuals are directly affected by factansch astie
unavailability ofarapid HIV test, the long queues at testing centad the cost oan

HIV test.

The complexity of the lowptake ofHIV testing andat the same time its importance in
the fight against HIYAIDS, were clearly highlightech theliteratureworldwide.Highly
equipped and resourceh settings as well as poor resource settingppeared to be
struggling in scaling up HIV testingn the literaturereview processjt was also noted
that despitea range okimilarities across nations, sags and populations variety of
approacheshave been adopted to study this problefus, vaious quantitative
approachesas well as qualitative osghave been used to identify and explore the factors
that influence theiptake ofHIV testing. In addion, a number of studidsaveemployed

a mixed method approach to achieve their gddis.differences in how researchbeve
approackdthis problem also underscore its complegityldemonstrate the multifaceted
nature of the problem under stud§oreover, the distinct features thdistinguishnatiors
and populations maki¢ important to choosan approachthat isfavourable tothose
features in order ttlfil the aims of the studyl herefore, the current stutigsconsideed

these issues in choosiagappoach that wouldbestfulfil its aim.

The following chapter presents the methodological and practical procedures as well as
ethical considerations. The research objectives and research questions are also presented

in the chapter which faws.
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4 Methodology chapter

4.1 Introduction

The purpose of this chapter is to describe the methodological procedure, including the
research instruments, sampling and recruitment techniques. The design and method of the

research study are discussed in the lgflihe methodology literature.

4.2 Aim of the study

The aim of this research is to explore the factors that influence the uptake of HIV testing
among young people aged betweer2bAears in Saudi Arabia. The four key objectives

with its associated researgbestions are:

1. An exploration of the factors that influence HIV testing among young
people in Saudi Arabia.
Research questions¥fhat are the factors that aff
undertake an HIV test?

1 How do young people in Saudi Arabia peveeiheir HIV risks?

1 What is the level of HIV/AIDS related knowledge among young
people in Saudi Arabia?

1 What attitudes exist toward HIV testing among young people in Saudi
Arabia?

1 What is the impact of attitudes toward HIV testing, HIV/AIDS related
knowedge and HIV risk perception o
undertake an HIV test?

2. An examination of the impact of gender and age on attitudes toward HIV
testing, HIV/AIDS related knowledge and HIV risk perception among

young people in Saudi Arabia.
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Resarch questionsWhat roles do gender and age play in developing young people
HIV/AIDS related attitude, knowledge and risk perception?
T I's there a difference between yo
across gender and age groups?
1 Is there a difference beween young peopl eds F
knowledge across gender and age groups?
T I's there a difference between yo

across gender and age groups?

3. An exploration of how healthcare professionals working in the field of
HIV/AIDS perceive the factors that influence the uptake of HIV testing
among young people in Saudi Arabia.

Research questonrHow do HCPs perceive the factor

intention to undertake an HIV test?

4. An examination of the relationship betweea &l t hcar e pr of
accounts and young peoplebs respon
factors that affect the uptake of HIV testing.

Research questio.o what extent do the qualitative interviews with HIV/AIDS
healthcare professionals explain tipgantitative data that have been collected

from young people?

4.3 Research paradigm: pragmatism

A paradigm is a distinct form of theory or framework which influences the research
process from the design to the interpretation of the findings (Mertens, 1995)Guba

andLi ncol n, (1994) in their p i thernbmsgcrbelieafg wo
system or widd view that guides the investigator, not only in choices of method but in

ontol ogical and epi st e ifhereforg thechdicé of pafadignd a me
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influences the selection of the research method and almost all the decisions made at each
stage of the research. In addition, the paradigm provides guidance in understanding the
complex worldPatt on, 1990) . Since the beginnin
paradigm and the constructivist paradigm, advocates of each side have attempted to
challenge the meaning of reality and the relationship between the known and the knower.
Certain sets of metaphysical concept have been addressed by each side; these include

ontology, epistemology and ideology.

Different paradigmatic structures have guidesbarch and scholars have long challenged
each other in advocating their view of the world through a particular paradigm. The most
common paradigms that underpin research include positivism,-pps#ivism,
constructivism, critical theory and pragmatig¢benzin and Lincoln, 2005, Tashakkori

and Teddlie, 1998)Since the choice of paradigm influences the research process, the
aims and questions of the current research require both objective and subjective views. In
addition, the problem undstudy is closely connected to its socigtural setting while

its complexity demands a mixed method approach if it is to be explored comprehensively.

Pragmatism as a paradigm was inspired b
knowledge. Dewey (1928008) attempted to build a bridge between the two philosophies
behind the positivist and constructivist paradigms. From a positivist perspective, reality
exists in the world regardless of our understanding whereas constructivists insist that
reality is déermined by our understanding. Pragmatists believe that both notions of reality
are equally important to understand the world thoroughly. Morgan (2014tatddl that:

AON one hand, our experiences in the world are necessarily constrained by the nature of
that world; on the other hand, our understanding ofwloeld is inherently limited to our

interpretations of our experienceso.
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The pragmatic paradigm has distinctive features which clearly differentiate it from
dominant ones such as the ppsesitivist and constructivist paradigms. The most
important featurethat distinguishes the pragmatic paradigm is that it promotes an
alternative way of thinking that values human experience over traditional metaphysical
issues in understanding the world. Pragmatists emphasise the importance of human
experience in informingctions and beliefs and move beyond the dualistic worldview of
objectivity and subjectivity to emphasise the process of transaction between the mind and
the environment. Hall (2013, p.1@dinted out this transaction link and stated that: h e
mind and world & i n constant I nteraction with
Knowledge from the pragmatist perspective is both real and is also constructed by our

conception of the world (Biesta, 2010).

The practicality of the pragmatic paradigm has been criticisedbeangfi nai v e 0
(Tashakkori and Teddlie, 1998 owever, limitingthe pragmatic paradigm to the concept

of Awhat dwevmlpl ays the wider philosophy o
of the world in terms of a theory of trubenzin, 2012)Morgan (2014, p.7) also stated:
Apragmati sm presentdghat cghesemtel phibleyomy
Basically, research inquiries in the pragmatist worldview are like any other daily life
inquiries; however, they require a more thoughtful decisiaking process. Thus,
decisions related to the selection of the metlwodollect and analyse research data are
actions that require an evaluation of whether or not the method will fulfil the research
objectives. As Morgaf2013)noted, the central pragmatist concept in terms of research
inquiries focuses on the difference that it will make to approach a research question using
one particular method rather than another. So, itisnotjugpdiy a questi on
wor k?0 but a rational selection of methoc

that the selection of the method imposes.
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Another common critique that purists claimvalidatesthe pragmatist approach to
research inquirys that allows for the integration of both positivist and constructivist
approaches. It has been argued that these approaches are incompatible. However,
pragmatists have pointed out that the fundamental aspect of the philosophy of pragmatism
is based on thgustification of selecting an approach to produce knowledge while
disqualifying other approaches, regardless of the nature of the research methods. In
addition, pragmatists believe that mutual relevance exists between both the positivist and
constructivi$ approaches to research inquiries. Thus, the knowledge each approach

produces is important in understanding the world.

It has also been stated that, using the pragmatic paradigm to approach a research inquiry,
can be seen as an easy way to escape frolimgl@dth the sophisticated philosophical
issues related to knowledge creation. However, pragmatists have not ignored the issues
related to epistemology as they focus on the human experience as a source of social
knowledge. Pragmatists believe that all Wedge is based on experience and one

i ndividual 6s experience varies from that

individuals share the same social set{idgrgan, 2013)

In the context of the current research, the adoption of a mixed method approach which
includes both quantitative and qualitative arms appeared crucial to answer the research
guestions. This producesc@mprehensive picture about the research problem which
cannot be obtained otherwise. In addition, it enables the researcher to contribute to the
formation of knowledge about the factors that influence HIV testing among young people

in Saudi Arabia.

Morgan (2013) noted that any successful research requires a meaningful research
qguestion and an appropriate method to address this question. N26@$) also

highlighted that researchers need to be careful when selecting a method as they must
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ensure that the selected method is appropriate to fulfil the purpose of the study. Therefore,
the choice of research method is not basethe superiority of one method over another;

its appropriateness is the key factBeale, 2012)

The purpose of the current research is to explore the factors associated with the low uptake
of HIV testing among young people in Saudi Arabia. Both the epidemiological
information and the research literature irrded an increase in the incidence and
prevalence of HIV in Saudi Arabia. In addition, recent national reports have also
suggested that the government is investing a considerable amount of its resources to tackle
the problem of HIV/AIDS in the country. Degp the efforts being made by the Saudi
health authorities in maintaining the availability of HIV/AIDS heaittated services,
including HIV testing, genuine barriers prevent the general public, and particularly young
people, from seeking these servicEsus, a mixed method approach would better allow

the factors to be assessed and explored thoroughly.

4.4 Mixed method approach

Mixed method research was founded in the late 1980s and since lthsrgitne through
several stages of development. Howeitds, noted that Campbell and Figk959)used
multiple methods for psychological studies. In the early 1990s mixed method research
began to take its current form which systaoadty combines quantitative and qualitative
data using different types of research design. This combination requires attention to be
paid to the distinct features of nomothetic and idiographic frameworks. The nomothetic
framework is devoted to investigady issues across several cases where information is
sought from a relatively large number of individuals. On the other hand, the exploration
of the research problem from single cases is the main feature of the idiographic
framework(Bernard and Bernard, 2012h terms of the advantages and disadvantages
of using either of these two framewsr it is important to note that conducting research

using a nomothetic framework indicates that the research is more objective compared to
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those employing an idiographic framework. Conversely, idiographic research offers rich
information about the expernees, beliefs and actions of individuals in a defined socio
cultural setting. Reich et a[2000)stated that nomothetic and idiographic research are
equally useful for examining the world; they complement each other to produce a more

complete picture of the world.

According to Tashakkori and Teddl{@010) integrating quantitative and qualitative
method assists the researcher in his/her journey to unveil reality in a way that would
never happen if he/she used a single method. In addition, the difference between
guantitative and qualitative research includes differences with regard to the purpose for
corducting the research and the type of research questions that each of them would
address. They also differ in their strengths and weaknesses. Therefore, mixed method
research offers an opportunity to address more sophisticated research questions,

augmentindghe strengths and moderating the weaknesses of the two research approaches.

Five reasons for combining quantitative and qualitative research approaches are described
in the extensive literature review conducted by Greene et al. (1989); these include:
triangulation, complementarity, development, initiation and expansion. In addition,
Bryman (2006) identified 17 potential reasons for using rmuthods in social science
research by analysing the content of 232 published studies. These 17 reasons (stated by

Bryman, 2006, p. 106407) include:

a) ATri angul agtriecart er b) iSampl i ngo
c) NOf f set o d AiCredibilityo
e) iCompl et enesso ) iContexto
g inProcesso hy all l ustrationo

) ADi fferent researj AUt i lort ynproving the

useful ness of
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mfiUnexpected resul n)iEnhan coebuddmg upon

guantitativel q

oAl nstrument devel (Bryman, 2006, p.16307)
The main reason for choosing a mixed method approach in the current research is to
illustrateand enhance the "complementarity" of the overall results. Using a mixed method
approach has advantages compared to the use of quantitative or qualitative research
methods aloneas it combines the strength of the two methods and minimises their
weaknesse Although a mixed method design appears to be a useful way of
understanding and addressing certain research problems, a researcher applying a mixed
method approach faces a wide range of challenges. Morgan (2013, p.4) stated:
Acombi ni ng t wrovolveseniote thangwice dstmach work as using a single
me t h. 8abide the extensive work required to collect data using both quantitative and
qualitative techniques, the two sets of data need to be integrated properly. In addition,
using a mixed methodparoach usually involves separate analysis of each set of data
according to the nature of the data; however, integration is inevitable. Thus, mixed
method research is both timend resourcéntensive; practical difficulties also feature in

the integratiorof the two distinct methods.

The foll owing section describes the stud)

well as its application rationale in the current study.

4.5 Study design

The current study consisted of multiple phases divided into rivamn stages: the
development stage and the main study stage. The development stage related to the
development and assessment of the questionnaire, as well as to creating the primary topic
list for the semistructured interviews while the main study stageoived two main

phases (i.e., quantitative and qualitativeylata gatheringSee Figuré).
94



Psychometric|[ Main study ) Main study

Developin o assessment Phase 1 Phase 2 Main study
ping Pilot th ) Phase 3
lloting the o il | If face to face
the questionnaire (reliability and || Oniine s€ \ th
guestionnaire validity Completmg_ semt _ e _
assessment || duestionnair structured || integration

e interview

Figure 5: The stages of the study

4.5.1 Main study Phase 1:
The first phase of the second stage of the study involved an onlineosgifetion

guestionnaire to assess participantsdé HI
attitude toward HIV testing. Additionally, the HIV testing historytloé participants was
included in the demographic information. The questionnaire content was informed by the
literature review concerning HIV testing barriers while the questionnaire itself was

piloted and assessed for its reliability and validity. Thidissussed later in the chapter.

In developing the questionnaire, it was crucial to maintain the appropriateness of the items
to be completed independently by the participants. In addition, extra care was also
required in formulating the items, as the dimsaire was not only setfompleted but

was also completed dme and so the participants did not have the opportunity to ask the
investigator to clarify any aspect of the questionnaire. Using an onlinescseffleted
guestionnaire reduced the effedt ot he t opi cds sensitivity
from both genders to participate in the studgdhazur and Schemelkia013)argued

that using a seltompleted questionnaire helps to reduce sensitivity concerning a topic

which, in turn, enables a researcher to recruit a larger sample.
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4.5.2 Main study Phase 2:
The second phasd the seond stage of the studlyvolved semistructured interviews to

explore the factors associated with the low uptake of HIV testing among young people in
Saudi Arabia. In addition, it also aimed to explain the findings of the first phase and relate
the findings to practice in the country. The list of topics that guided the interview was

influenced by the findings of the first phase.

The semistructured interviews were conducted face to face which has clear benefits in
terms of gathering focused and detailgfdimation. Foddy (1993) noted that face to face
interviews are one of the best interview approaches when used to explore issues relating
to participantsd6 experiences, beliefs ar
collection and the manner in whisluch data are to be collected are associated mainly
with the nature of the research inquiry and the study population. For example, it was felt
that telephone interviews would be less effective for gathering the required information
given the fact that théocus of the research was a sensitive topic in Saudi Arabia. In
addition, the flexibility offered by the seratructured interview is an advantage that helps

in guiding and promoting discussion as, during such interviews, the researcher is not
restrictedby list of questions or topics. Thus, the satnuctured interview technique
enables a researcher to explore more complex matters which might arise in the course of
the interview. Pedhazur and Schemell@@13)indicated that sewstructured interviews

allow researchers to explore deeply any issues that are revealed during the irgedview

to explain meaning further.

4.5.3 Main study Phase 3:
The final phase of the study was to integrate the findings from phasel and 2, as well as

to evaluate the extent to which phase 2 of the study was able to explain the findings of

phase 1. In other wordthis phase evaluated the ability of the sstnictured interviews

96



to clarify the findings revealed by the questionnaire. In addition, it also assessed the

clarity of the whole picture following the integration of both strands of the study.

The following section of the chapter describes the procedural choices made by the

researcher in order to achieve the research goals.

4.6 Research participants
The target population for the current study was young people aged between 17 and 25

years in Saudi Arabia. Accodig t o the Worl d Bank repor
population in 2014 was 30.8 million with young people aged 15 to 24 years comprising
about 20 percent of the total population of Saudi Arabia. The study aimed to reveal the
factors that influenced young gae's decision to undertake an HIV test in Saudi Arabia.

This aim was met by integrating quantitative and qualitative data gathering techniques.

The quantitative strand of the current study assessed young people's HIV/AIDS
knowledge, attitude and risk meption, as well as exploring the HIV testing history of

the participants. Thus, for the quantitative part of the study, the sample was drawn from
university students aged between2& years, particularly those enrolled on any course

at Umm AL-Qura Univesity. Although young people include individuals from various
groups in the Saudi community, drawing the sample from university students had certain
advantages. One such benefit was accessibility which might have been difficult to achieve
if the study hadrted to recruit participants from other youthful communities within the
Saudi population. It also allowed comparisons to be made between and within the genders,
since, in the University, young people of both genders were equally educated and of
identical @e. In addition, in 2014, universities in Saudi Arabia embraced about 76.7
percentof all Saudi secondary school graduates; this is considered to be among the
highest percentages at an international |éV€DE, 2015) Moreover, in comparison to

other sectors, universise i n gener al are well organi s e
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work in terms, for instance, of the sampling procedure, the data collection process and
obtaining the required approval to commence the field work. In other words, recruiting
university stidents to represent young people in Saudi Arabia is justified, since almost 77
percent of Saudi people aged between 17 and 25 are enrolled in one of the Saudi
universities. Although complete representativeness is affected as university students do
not repesent all young people in the country, this sample was considered sufficient to

fulfil the research objectives.

In terms of the qualitative part of this research, a group of HIV/AIDS health professionals
were interviewed to obtain their views with regémdhe research problem although the
recruitment procedure did not favour a particular group of HIV/AIDS healthcare
professionals and so only doctors participated in the study. The researcher attempted to
recruit a wide range of HIV/AIDS health professitnancluding doctors, nurses and
other health personnel who manage HIV/AIDS patients. However, this proved to be one
of the most difficult tasks the researcher encountered during the data collection stage of
the study and finally only three healthcare pssionals participated in the study. These
were doctors who had been working in the field of HIV/AIDS in Saudi Arabia for more
than five years. Although only three HCPs participated in the study, two of them were
key informants in the National AIDS ProgrgidAP) in the western province of Saudi

Arabia.

Recruiting professionals for the interviews lent certain strengths to the study. Given the
nature of the research problem, this provided a wider and clearer picture of HIV testing
in Saudi Arabia and addedable perspectives to the matter under investigation. It also
helped to explain the quantitative results, as well as enhancing the overall conclusions. In
addition, it also allowed for deeper understanding beyond the abstract statistics and scores,

and asisted the researcher in his attempt to explore the research problem thoroughly.

98



4.7 Research location

The field work of the current research was carried out in the western province of Saudi
Arabia, particularly in the two cities of Makkah and Jeddah. Thatgative arm of the
study took place in Umm AlQura University which is based in Makkah. However, the
qualitative arm of the study was conducted within NAP centres in both Makkah and

Jeddah, as well as in one of the main hospitals in the Makkah region.

A. Umm AlQura University (quantitative strand)
Umm Al-Qura University is one of the oldest universities in the country. It was
established under this name in 1981 although it was first founded three decades earlier as
a faculty of Sharia law. In 2014 the mber of undergraduate students enrolled in the
Uni versityéds undergraduate programmes r €ez¢
at 54.5percentof the total undergraduate students at the University, slightly outhumber
their male counterparts. The Unisdy consists of 20 faculties which include 110
departments. The authorities of the University approved the research proposal and
provided the researcher with the required permission to commence the field work.
However, a | ist of wasthat grevided e todatsnsrictlprivacy d r e
regulations. The researcher was also asked to omit one of the questions included in the

demographic information section of the questionnaire which enquired about religion.

B. Health care facilities (qualitative strad)
The National AIDS Program (NAP) was established by the Ministry of Health in Saudi
Arabia in 1994. The NAP centres are distributed all over the 20 health administration
regions whereas the main centre is located in Riyadh. In each health administgation
there is at least one voluntary counselling and testing (VCT) centre, while there is a
treatment clinic and mobile VCT facility in certain health administration centres such as
Makkah. In addition, in some parts of the country, the VCT servicdsagesl within the

primary healthcare centres. The NAP has appointed a coordinator in each city who acts
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as a reference in the city and who liaises with the central unit in Riyadh. This position is
usually assigned to a medical doctor who is certified iW/ANIDS management and
although each centre includes health and-meagith personnel, this study was only
concerned with healthcare professionals. The researcher recruited two HCPs from two
different centres within the Makkah administration region. In auiditalthough one of

the HCPs recruited was not a member of NAP in Saudi Arabia, he was, however, part of
one of the largest specialised hospitals in the western province. The last participant was

a welkknown HCP working in the field of HIV/AIDS in the aatry.

4.8 Research procedure

For the current research project, it was apparent that a quantitative research method alone
would be inadequate if the topic was to be understood clearly; likewise, neither was a
qualitative research method alone felt to begadée. Although a mixed method approach
appeared to be a useful way of understanding the research problem in question, the
researcher faced a wide range of challenges. For example, the mixed method approach
was timeintensive as it required extensive datdlection; also, the analysis of the data

needed to be carried out separately because of the nature of the data.

The current research project employeaaplanatory sequentiatixed method design to
address the research problem thorougyusing thisdesign, the researcher attempted

to explain the quantitative results using the qualitative data in order to explore the
meaning behind the quantitative resyfseswell, 2013, Tastkkori and Teddlie, 1998,
Morgan, 2013) The follow-up explanation variant model, one of the two variant
approaches for explanatory sequential design found in the literature, was selected to
inform the researchn this variant approach, the researchéerapts to dig deeper to
obtain much more detail on the topic under study by collecting qualitative data following
the quantitative data collection and analydis this study, he findings from the

quantitative strand assisted the researcher in develtipgngrompts and the topic list
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used in the interviews with the HCPs. The sequential contribution of the research project
allowed the researcher to benefit from the strength of one method to influence the other
(Morgan, 2013)In spite of the fact that the sample size differed in each strand, the two
strands were not equally weighted in the research project. The emphasistndyiszas

much more on the quantitative strand of the study.

Thus, in order to investigate the factors that influenced the HIV testing seeking
behaviours of young people in Saudi Arabia, two complementary forms of data,
numerical as well as textual, weszjuired. For the numerical quantitative data, an online
selfadministered questionnaire was completed by the university students while
qualitative textual data were collected through ssimictured interviews with HIV
healthcare professionals. As prewsbumentioned, both forms of data were analysed and
collected in two distinct stages. Besides the need to explore the HIV testing barriers
comprehensively from multiple perspectives, usingeaplanatory sequentiahixed

method design, enabled the studgdmtextualise the information.

4.8.1 Quantitative arm of the study
The quantitative strand of the current research employed-expmrimental, descriptive,

crosssectional design. The quantitative strand aimed mainly to assess the three globally
recognised faors that influence an individual in seeking HIV testing services. These
factors were: HIV/AIDS related knowledge, perception of risk and the attitude toward
HIV testing. In addition, it also allowed the researcher to explore other potential factors
confined to the population under scrutiny. The quantitative approach also offered a great
opportunity to assess any differences in these influential factors across genders and age
groups, as well as allowing the researcher to examine whether the effect datherse

among young people in Saudi Arabia were consistent with those noted worldwide.
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The unit of analysis in this study was individual young adults and the target population
was young people aged between 17 and 25 years living in Saudi Arabia. Theastydiy

was drawn from undergraduate students at Umi@Quda University. Although recruiting
university students could affect the representativeness of the sample, the University
appeared to be an excellent place to recruit young people of both gendatditilon,
recruiting university students helped the researcher to ensure that participants had the
minimum required knowledge to complete the questionnaire. It was also the most suitable
place to gain access to young females since the Saudi culturgptrasid regulations
complicate communications between people of opposite genders. It is also worth noting
that the University was selected based on its location in the western province of Saudi

Arabia where the HIV rate is the highest in the country.

The quantitative research instrument was a questionnaire developed by the researcher.
The questionnaire included five main sections: demographic information, HIV/AIDS

related knowl edge, i ndividual sd percepti
HIV testing history. Although the questionnaire was developed especially for this project,

most of the included items had been used previously.

The questionnaire was translated into Arabic to ensure that it was understood by the
students since Arabic is thdfioial language in the country. The questionnaire was
piloted before and after the translation process to test that the wording, language,
instructions and information were all clear. The questionnaire was also assessed for its
reliability and validity toensure that the outcomes were trustworthy. It was then designed
using the SurveyMonkey platform and distributed as well as completed through the web
medium to gather the required information from the study population. A website link was
disseminatedusilg@ vari ety of methods such as vi a
club, and college forums. It was noted that the Interoetwebbased method of

administering questionnaires had certain advantages over telephone, mail and face to face
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methods sine it was cheaper and also saved t{(i@ebanoglu et al., 2001)n addition,
using a wekbased method also facilitated the data analysis prqéess and Parker,
2012) Moreover for the purpose of the current study anddharacteristics of the study
population,using he webbased approach to collect the questionnaire datacsderbe
the most effectivenethod Young peoplen Saudi Arabia are similar to their counterpart
worldwide in the use of smart phones to surf the inte#fiahi et al. (2015found that
young people ithe Gulf CooperationCouncil,whichincludes Saudi Arabiawere using
mobile phoneas multifunctional devtes Thus, theyareused for communication, social
networking and learning. As most of the wiedsed survey platforsn including
SurveyMonkey are mobile phone and tableffriendly, sich a method is therefore
superior to the use of conventional medé distributing and information gatheringa

questionnaires

4.8.2 Qualitative arm of the study
The qualitative strand of the study recruited a different group of participants. Qualitative

research aims to provide more-d@epth details about an iss(éreener, 2011)For the
purpose of the current research, a basic descriptive qualitative research desitjrses

to explore the perspectives of HIV health professionals about the factors that might affect
or influence young peoplebdbs seeking beha
The rationale for employing a descriptive qualitative researclyaess the suitability

of such a design to fulfil the goal of this part of the study. Carrying out a descriptive study
helps in exploring issues of interest and in classifying the information obtained. A
purposive sampling technique was used to recrlM/AIDS healthcare professionals.
These professionals were recruited if they contributed to the management of HIV patients
or had provided HIV testing and counselling in any healthcare centre for more than three
years. This was done in order to ensure ¢lagh participant had the required experience
and knowledge to share. In addition, only health professionals were included while social
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workers,administratorand managers were excludeecause their viewsereunlikely

to reflect the true situation as thenteractiors with those seeking HIV testingere
minimal. National AIDSProgram (NAP) centres in the western province were the main
sites for recruiting eligible participants since NAP is the cornerstone of HIV/AIDS in
Saudi Arabia. However; eligible g&ipants from other healthcare centres were

considered.

Data for the qualitative strands of this study were collected using face to face, semi
structured, ope®ended, indepth interviews. This data collection procedure was selected
as it allowed the p#cipants to express their experiences, opinions and beliefs in detalil.
The semistructured interview had advantages over other forms of qualitative data
collection method, such as focus group discussions and structured interviews since it is
flexible in terms of time and the depth of the discussion. In addition, it would be difficult

to get the participants involved in a group discussion because of the sensitive nature of

the topic.

The interviews were guided by a topic list which was developed followiglgypnary
analysis of the quantitative data (i.e., questionnaire data). The participants were provided
with the topic list guide prior to the interview, as well as the study information sheet and
the consent form when they were approached. The approxiduaggion of each
interview ranged between 25 to 40 minutes; this was due to the level of interaction
bet ween the interviewer and the partici
responses to the questions. The interviews were aadarded using digital recorder.

This use was authorised by the participant to ensure that each interview tramgrsipts
complete and matched exacttyhe par ti ci pantsd words, as
analysis process. The datgere encrypted and saved securétymake surethat the
researcher was the only one who could access the data. Moreover, the privacy of the

participants was ensured by conducting t
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within the healthcare facilities which were locked during titerview. The interviews

were conducted in Arabic and were then translated into English by the researcher.

4.8.3 Piloting
The term Apilot studyo in social science

to a smalscale version of the actual studfieh is conducted mainly in order to assess
the studyods feasibility; the term can al
as aquestionnaire, for its consisten@yan Teijlingen et al., 2001Y he first stage of the

pil oting was conducted to assess the ques
and to pinpoint any issues that might affect the ability of the participants tdetertipe
guestionnaire successfully. In addition, at this stage, the researcher was able to estimate
the time needed by the study participants to complete the questionnaire. On the other hand,
the second stage of piloting was conducted to assess thequesta i r e 6s r el i ab
as its validity. In term of reliability, a test-test reliability assessment technique was

employed whereas validity was assured through a content validity assessment.

The following part of this section explores the two ididt stages of piloting the

questionnaire and its findings.

A. 1st stage assessment of the technical issues
For the purpose of this stage, four part.i
feasibility. The four participants were Saudi univgrgtudents studying at Umm Al
Qura University; they were enrolled on different undergraduate courses at different levels.
Two of them were male and the other two were female; their ages ranged from 19 to 24
years. The participants in this stage were aske@bmplete the questionnaire and also to
offer feedback. It was noted that the time needed to complete the whole questionnaire
ranged from 10 to 15 minutes which was determined long by the male participants and

fair by the females. Three participants coemted that the instructions given for one of
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the questions were unclear. In addition, it also appeared that the wording of three
statements within the attitude toward HIV testing section needed to be revisited since all
four participants pointed out thatlaast one of these three statements confused them. In

general, in spite of the fact that some technical issues required attention, all four

participants found the questionnaire fairly easy to complete.

B. 2"dstage assessment of reliability and validity
In order to attain an effective conclusic
used to obtain the results should be assessed for its reliability and validity. The reliability
of the newly developed questionnaire was assessed in this study ustiingtetst
reliability while validity was evaluated through a content validity assessment. The
following two sections explore the results of the reliability and the validity assessments

of the questionnaire.

C. Testretest reliability assessment

Reliahlity of scale refers to the consistency and reproducibility of measurements
(Streiner et al., 2014 he questionnaire used in the quantitative strand of the study was
a newly developed one and therefore, assessing its reliability was essential if a valued
conclusion was to be drawn. The ssofor the three scales included in the questionnaire
were: HIV/AIDS related knowledge score, risk perception score, and attitude toward HIV
testing score. A testhest strategy was adopted to assess the reliability of the
guestionnaire and 51 individsalvho completed the questionnaire for the first time were
recruited from the population being studied. At the retest, only 27 individuals completed
the guestionnaire and therefore, the responses from the remaining 24 individuals were
excluded from the angdis. The time interval between the two occasions of administering

the questionnaire was approximately one week.
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Statistically, the intralass correlation coefficient (ICC) was used to assess the test/re
test reliability of the three scales. Althoughr#hes no general agreement about the
magnitude of the ICC, an ICC which is greater than Gs7&nsidered to represean
excellent degree of reliability whereas an ICC value between 0.4 to 0.75 represents a fair

to good degree of reliabilitfPeeler and Anderson, 2008, Shrout and Fleiss, 1979)

The test/raest statistics for the HIV/AIDS related knowledge scale slkioevegood

degree of reproducibility as the single ICC measure was 0.68. Therefore, 68 pércent
the variance in the scores (Taeld WwWdmmeanhe t
difference between the variation of the two occasions of administratidrefétlV/AIDS

related knowledge score was 0.074 + 1.77 (Table 1).

The reliability testing for the risk perception scale revealed an excellent degree of
reproducibility as the single ICC measure was 0.79. Thus, 79 perci@ wdiriance in

the scoresbetwee t he t wo o c c(hablé 19. e mean differéncesbative@n
the variation of the two occasions of administration for the risk perception score was

0.037 + 1.87 (Table 1).

A good degree of reproducibility was also evident for the attitude toW&rdesting

scale since the single ICC measure was 0.65 which confirmed that 65 percent of the
variance in the scores was real (Table 1). The mean difference between the variation of
the two occasions of administration for the attitude toward HIV testioge was 1.56 +

11.39 (Table 1).
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Scale ICC @y Mean difference (SD)

HIV/AIDS related knowledge 0.68 0.074 (1.77)
scale
Risk perception scale 0.79 0.037 (1.87)
Attitude toward HIV testing 0.65 1.56 (11.39)
scale
Tablel: The scales6 reliability reporting the | CC
deviation

D. Content validity assessment
Any instrument is not determined as valid unless it is reliable and so validity assessment
is a distinct mandatory evaluation of @asurement which refers to whether or not the
instrument measures what it purports to mea&ireiner et al., 2014QIthough the three
scales included in the questionnaire appeared to be reliable and constant, they still needed
to be validated. In other words, the instrument could be feltalt might not measure

what was intended.

One way to assess the validity of a newly developed questionnaire is to ensure that the
items included in each scale are relevant to the construct being mg#aliteahd Beck,

2006, Bannigan and Watson, 200Bherefore, five experts in the area of HIV/AIDS were
asked to rate the items in the questionnaire according to theirmeget@the construct

on a 4point Likerttype scale. The content validity index (CVI) was then computed with
both the iterdevel content validity index {CVI) and the scaldevel content validity

index (SCVI) being used to comment on the validity of theee scales included in the
questionnaire. The -8VI for the three scales (HIV/AIDS related knowledge, risk
perception and attitude toward HIV testing) were 0.98, 1 and 0.96 respectively (Jable 2
Theassessment revealed that the content validity dhtlee scales was acceptable as the

standard criterion for acceptability should be no less than 0.90.
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Scale Number of I-CVI

items
HIV/AIDS 12 ALL the items {CVI= 1 0.98
related except item No.8-CVI= 0.8
knowledge scale
Risk perception 3 ALL the items ICVI=1 1
scale
Attitude toward 37 ALL the items ICVI=1 0.96
HIV testing except
scale Items No.

(6,12,14,19,20&24)-CVI=
0.8 and Item No. 21:-CVI=
0.6
Table22 The three scalesd cont-e&S-@Val i dity co

4.9 Sampling

In terms of sampling for quantitative strand of the study, aprobability, convenient
sampling technique was utilised to recruit the students to complete the questionnaire.
Using a norprobability sampling technique cantioduce bias and may affect the
generalisability, as well as the transferability, of the resiMsniaga et al., 2009)
However, using a probability sampling technigioe this research project seemed
unfeasible for various reasons. One of these reasons concerned accessibility since, in
order to use probability sampling, access to the registration lists of university students
was required and this was almost impossiblattain. In addition, even if access to this

list had been granted, it would have been difficult to contact the selected students,
especially female students. Moreover, given the nature of the research topic, which is
highly sensitive, particularly in &audi context, the response rate could have been

severely affected which might, in turn, decrease the credibility of the overall conclusion.

In term of qualitative strand of the study, a fpobability, purposive sampling technique
was adopted to rectuthe HCPs. The researcher approached 25 eligible individuals
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working in four NAP centresfwo hospitals and one charity organisation in two cities,
Makkah and Jeddah. However, only three of the HCPs who met the inclusion criteria took
part in this strandf the study. Although three participamiayseem insufficient to obtain
comprehensive information about the inquiry of interest, the depth of the information
obtained from those three HCPs showed this number to be reasdnadddition, two

HCPs partipated in the study were key individuals in the NAP in the Makkah region
while the other participant was one of the most prominent HCPs in the country in the field

of HIV/AIDS. The only unfavourable feature of the qualitative strand sample was that all

tr ee participants were medical doctors wh

experience of nurses and other HIV practitioners.

49.1 Sample size

The sample size for the quantitative strand was calculated based on the total population
of undergradate students at Umm A)ura University which was approximately 87,000
students. The margin of error was sdha percentvith a confidence level of 9&ercent
Therefore, the sample size calculation revealed that the sample required should be at least

381 participants.

4.10 Research instruments

4.10.1 The questionnaire

As a quantitative measure, a questionnaire was designed to collect data from the
university students. First, demographic information, such as age, sex, nationality and field
of study, was collectedAn ot her section of the quest:i
HIV/AIDS related knowledge and a score was obtained for the level of that knowledge.
Although the questionnaire was developed especially for this project, most of the items
included had been uséd previously published studies. The four contextual sections of

the questionnaire are described in the following section.
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1 HIV related knowledge

This section of the questionnaire mainly originated from and was influenced by-the 18
item HIV knowledge quémnnaire developed by Carey and Schrd@®02) However,

six items were omitted as they broached extremely sensitive subjects which are rejected
by Saudi sociecultural norms. For example, anal sex is forbiddeménlslamic religion

as well as being unacceptable in Saudi society. The final 12 items in the questionnaire
assessed the participantso knowledge abol
its transmission, prevention, epidemiology, severity and pesgpn. To respond to each

item, three options were offered to participants: namely, true, false and do not know. A
score was calculated by giving each correct response one point. Thus, the final score

ranged from O to 12.

1 HIV testing history

The questionaire included a section to count the number of those previously tested, as
we l | as those who had never been tested
testing history or status, he/she was directed to choose the most important reason for being
or na being tested for HIV. The list of reasons for not being tested previously included
the barriers identified in previous related studies: awareness (lack of information offered
by the education system, the government, health providers, etc.); percefitiedistase
(low-risk perception, fear of the disease, fear of disclosure and stigmatisation, etc.);
accessibility (perception of high costs, lack of infrastructure, poardmation, gender

related cultural and practical issues, efPégblonde et al., 2010, Mahendradhata et al.,
2008, Mills et al., 2011)On the other hand, those who had been tested for HIV were also
asked to determine the reason behind taking the HIV test. In terms of the reasons for
getting he HIV test, a list was developed. This list included: healthcare provider request,

for the purpose of a surgical procedure, employment, mandaterggital test, etc.
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1 HIV risk perception

Three items were included in this section, each of themaimmyt@a | uat e t he 1 n
perception of his/her risk of contracting an HIV infection. The three statements expressed
thoughts that might deceive a young individual into thinking he/she was at a very low or

no risk of HIV infection. A fivepoint Likerttypes c al e was used t o me:
level of agreement with each statement, with the score for each statement ranging from 1
to 5 where 1 represented strong agreement with the statement. The total score for each
participant was then computed by addingp get her the individua

statement.

1 Attitude toward HIV testing

This section, which was great [(3099)iscale| uen
developed to measure attitudes about HIV antibody testing, was the leading part of the
guestionnaire aimed at evaluating whether the individual had a favourable or
unfavourable attitude toward HIV testing. The evaluation here wesnagplished by

rating 37 statements in terms of the level of agreement indicated by the individuals for
each statement. Therefotljs part of the questionnaire included 37 statements which
were rated on a fivpoint Likert rating scaleThirteen statemets were denoted as
facilitators to undertake an HIV test for which a reverse rating was appliedfitreus,

points were given to strong agreement for these items. On the otheRhatatements

were denoted as barriers to undertake such a test; for #tes® agreement was given
onepoint. The37 statements were divided into six categories: confidentiality, relationship
matters, fears, beliefs, trust, and the testing process. In addition, each category consisted
of a number of statements so eachparfjcant 6 s overall score wa:

the 37 statements, thus ranging from 37 to 185.
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x  Translation

The questionnaire was developed in English and then translated into Arabic. The
translation process was achieved through the voluntary contmboftiwo PhD students

both studying in the UK; both had excellent English language skills and both had Arabic
as their mother tongue. The researcher and one of the two PhD student volunteers
translated the questionnaire into Arabic separately. Thendibeyssed the differences

and agreed on the final Arabic version. Finally, the second PhD student volunteer
translated the Arabic version back into English. This looked similar to the first English
version although some words were in a different form oevaesynonym of the original

word. Some changes were made to the Arabic version at the endt@intiating back

process.

4.10.2 The researcher
For the qualitative part of the study, the researcher was the instrument for data collection

since developing the tarview questions and topics, as well as asking the participants
guestions, wer e t he r e s-sractured) iedepbhsanterviensp on s
were employed, the researcher also react
answers. Thudn-depth data which explored the HIV testing barriers affecting young
people in Saudi Arabia from HIV health
through the sermtructured interviews. The sestructured interviews also helped in
explaining the fidings that arose from the questionnaire, as well as in exploring the social

aspects of HIV in society.

As i n any gualitative research, t he r e
preconceptions are critical issues that need to be acknowledged. R80yH{ighlighted

the i mportance of the researcheroés soci al
through research. I n other words, the r1e:

the research from the selection of the topic until thangritp of the report. The following
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description is offered in the light of this, and a reflexive analysis was also conducted

which is included in the discussion chapter of the current thesis.

The researcher is a 31 ysatd Saudi male, born and raisedthe western province of

Saudi Arabia. He belongs to a middle class social background and is considered highly
educated. He received his general education, as well as his undergraduate study, in
Makkah. He graduated from the Faculty of Medicine at Umr@Ata University with a
Bachel orés degree in Medicine and Surger:
to undertake postgraduate studies in the United Kingdom. Education is considered the
key to a good quality of dicdalfprefessian, asviekkasr e s ¢
studying abroad, has offered him an excellent opportunity to explore cultural issues that

shape individual sé attitudes and behavi ol

Selecting HIV/AIDS as an area of research was directed and influenced by the
r e s e a rxpenience @verking as a medical intern. During the internship year, he was
surprised by the stigmatising behaviours of HCPs when handling HIV patients. In
addition, the postgraduate course in Public Health onto which he was enrolled also
increased his desrto carry out a PhD study in HIV/AIDS in Saudi Arabia. The
reflexivity section in the discussion chapter explores these issues further. Indeed, the
reflexive analysis conducted by the researcher helped him to better understand himself as

an investigatoras a person and as a PhD student during the process of the study.

x Ensuring the quality of the qualitative data

Sandelowski and Barroso (2002) argued that it is always difficult to appraise the value of
qualitative research because opinion contrasts siplghabout how to measure its
reliability. The differing viewpoints can be broken down into three schools of thought

which are influenced by the wider philosophical debate about reality.
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Wainwright and Forbes (2000) stated that relativists put little evalo measuring
reliability although they are opposed by those who claim it is necessary to show that social
groups possess certain consistent values. Hope and Waterman (2003) described relativists
as adopting a fApositi vi sdideofthe debate ese spéciia e a <
measurements to analyse qualitative data. They add that the third school of thought rejects

both standpoints.

Hammersley(2013)argued that assessing qualitative data for truth or falsity depends on
the aims and objectives of the research.
a particular social context, or to explain this context and the perspectives oérdiffe
actors, then the need to assess the rese
if the data generated from the study are used as a source of information about a particular
soci al context, then it i stisisafegguanded.aHerice, t h a
the main purpose of the qualitative strand of the current study is to explore the
perspectives of HCPs about the factors t|
of seeking HIV testing in Saudi Arabia. Moreover, sinceth€EPs 6 account s
considered a source of information, it was therefore necessary to confront the issue of

6trut ho.

The terms o6reliabilitydéd and o6validitydé a
which mainly endorses quantitative researchho@sdlogies. Thus, these terms have been
widely questioned for their appropriateness in qualitative research. Lincoln and Guba
(1985) argued that different terms and criteria should be used to ensure the quality of
gualitative research, as such, research is based on a set of beliefs and assumptions which
is distinct from that of quantitative research. Thus, they suggest that ttveotthgess

of qualitative research should be maintained rather than its reliability and validity. In the
current study, the trustworthiness of the qualitative d&t@assessed using the position

held byLincoln and Gubd1985)who suggested that the assessment of trustworthiness
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should include appeals for credibility and confirmability. Additionally, as aforementioned,

a reflectve account is included in the discussion chapter as a form of quality assurance.

A. Credibility
Credibility in qualitative research is comparable to internal validity in the positivist stance.
However, it is concerned with the extent of reality embeddedhaenstudy findings.
Lincoln and Guba(1985) argued that the single most important aspect of the
trustworthiness of a qualitativeusly is credibility. In this study, the triangulation method
was used to ensure its credibility. This involves combining a minimum of two methods
of collecting data and it is both a pract
Guba (1981) arbcated the use of triangulation, claiming that it both clarifies and
improves the quality of data. Patton (1999) identified four different types of triangulation
that can be used to enhance credibility: method triangulation, triangulation of sources,
analst triangulation and theory/perspective triangulation. He recognised that alternative
approaches to questioning and different respondents can both lead to contrasting
conclusions, but believed that triangulation offers both consistency and a greater
undestanding of the various approaches used. However, opponents of this strategy to
assess the quality of data, such as Silver(@806) argued that utilising such a strategy
is misleading as it suggests that there is one overarching réaitgonclude,using
triangulation as a mearof assessingredibility does not suggest that there is an
overarching realityrather it offers aropportunity to understand the relationship between
distinct approaches. In additionaitowsthe researcher to identify problems within each

approach.

B. Confirmability
Confirmability relates to t hetothalacadian r e |
investigative bias. Lincoln and Guba (1985) emphasised its importance for qualitative

questioning. There are various strategies to ensure confirmability. The current study
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achieved it through the use of a second researcher whose raledweasted to analysing
the data, thus ensuring that a consensus was reached in relation to codes, themes and

categories.

C. Reflexivity
Reflexivity involves the need to maintain saliiareness at every stage of the research
process. Researchers should ddteir preconceptions, all prior experience and those
environmental considerations that might influence any part of the study, from its

beginning to the end.

4.11 Data analysis

The data analysis for this study included both quantitative and qualitative ditsign
techniques. The sequential nature of the study design required the quantitative data (the
guestionnaire information) to be analysed prior to the collection of the qualitative data
(the interviews). Therefore, the description of the data analystegsds divided into

two distinct parts:

4.11.1 Quantitative data analysis (the questionnaire)
The guantitative data were analysed by performing different methods of data analysis

which included descriptive andferential statistical analysis. SPSS software usesl to
analyse the questionnaire data. The descriptive statistics offered a great deal of
information that helped the researcher to familiarise himself with the data in general and

the responden(Palant,2003ar act eri sti cs

In addition, the mean difference between the HIV/AIDS related knowledge, risk
perception and attitude toward HIV testing scores of males and females were measured
using one parametric teghe ttest. Thetest was selected because the data appropriately
met four assumptions although it violated the random sampling assumption. Violating the

random sampling assumption is less serious and did not disqualify the application of a
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parametrictest such as thetést on the data. On the other hand, the normality,
independency and homogeneity assumptions were met and therefore parametric tests
were selected in order to assess differences in the mean scores. The parametric tests were
not only usedo assess the difference across the genders, however. FhapAdNOVA

test was also used to assess the mean scores difference across age groups. Exploring
relationships between certain variabl es
with thesignificance level being setpt= 0.05.A non-parametric testvas usedo assess
theassociation between certain variables because one of these vatieddlew i | | i ngne

to be test edansifiecedo bébtdival |, was

4.11.2 Qualitative data analysis (he interview)

The qualitative data were analysed using the strategy of thematic analysis. Thematic
analysis focuses on findings patterns in the data which can be gathered and interpreted
under major themes. According to Braand Clarke (2006, p.81)iThematic analysis

can be an essentialist or realist method, which reports experiences, meanings and the
reality of participants, or it can be a constructionist method, which examines the ways in
which events, realities, meanings, exeeces and so on are the effects of a range of

di scour ses o0 per aThe sigphasestohthematics anaysi® dtrgtayies
explained by BrauandClarke (2006) were adopted to guide the analysis process (Table
3). Following the transcription of ¢haudietape of the interviews, all three interview
transcripts were translated into English and then the analysis of the data set began with
the familiarisation phase. The researcher read anehigtthe data and recorded his initial
thoughts. Then, theatla were systematically coded and similar codes were grouped
together to initiate a poll of potential themes. After that, the phases of checking, reviewing
and refining the themes and codes against the data set were completed. Subsequently, the
final repot was written which included the final themes that interpreted the data set in
relation to the research questions.
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Familiarising yourself with your data

Generating initial codes

Searching for themes

Reviewing themes

Defining and naming themes

Produciry the report

Table3: Phases of Thematic Analysis (Braun & Clarke, 2006)

4.11.3 The integration
The two strands of the study were linked at two distinct points during the course of the

study. The first occasion was following the colleatiof the questionnaire data and its
preliminary analysis. The purpose at that time was to inform the process of generating a
topic guide for the interview phase of the main study. Then again, both strands were
integrated following the full analysis of tlata of the two strands separately. Finally, the
researcher attempted ioterpret or find meaning in the quantitative results by using
insights from the qualitative thematic analystere, an effort was made to make sense

of the study aawhole in thelight of the literature and theories.

4.12 Ethical considerations

As the area of research is considered highly sensitive in Saudi Arabia, close attention was
given to certain aspects which might affect the study at different levels. One of these
issueswastheonf i dentiality and anonymity of t
For the questionnaire, a covering letter containing information about the general purpose
of the study, as well as the procedures involved, was included at the beginning of the
online questionnaire. In the information sheet a statement clearly indicated that
responding to the questionnaire would not include questions about or request information
such as names, I D numbers and email addr
idenities. Similarly, those who participated in the fdodace interviews were also
informed twice about the strict confidentiality applied in this research project which

would make it impossible to identify them or the institute at which they worked. The
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researcher was the only one able to identify participants in the interview phase and the
information collected was thoroughly anonymised to make identification of any

I ndi vi dual i mpossi bl e. For exampl e, each
which could only be identified by the researcher. In addition, quotations extracted from
the interviews and displayed in the research reports, publications and the thesis could not
be traced back to the participants. Moreover, the digital etages of the inteiews were

securely saved and encrypted. The researcher ensured that the data were stored according

to the Data Protection Act (1998)\Ww.opsi.gov.uk/ACTS/acts1998/19980029.htAn

extracopy of data, including the quantitative results and interview transcripts have been
encrypted and saved in an external storage device. Five years after the end of this project,

they will be destroyed.

The autonomy of participants is another ethical maration that was addressed during

the course of the study. In the information sheets provided for both the questionnaire and
the interview, participants were given clear advice about the voluntary participation
scheme adopted in the current research.ré&searcher ensured that the participants were
aware of their right to withdraw from the study at any time. However, completing the
guestionnaire indicated that the participant agreed that his/her response could be used for
the current research project pnrhe participants in the qualitative strand (the interviews)
were assured that they had the right to withdraw from the study or terminate the interview

at any time during the interview session.

The researcher always attempted to ensure that the studisrand procedures did not

cause any harm to the participants or to society. Although physical harm was unlikely in
this research project, certain measures were taken to assure the privacy, anonymity and
confidentiality of the participants. The questiame information sheet included

i nformation and contact details for HIV 1

were also included in case any participant needed to inquire about the study or any
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services, such as HIV/AIDS support societies hpdlthrelated services. In addition,
participants in the interview part of the study were also informed of their right to refuse
to respond to any questions, as well as t

recordd (not recorded).

The regarcher attempted to ensure tihatresearch was beneficial to the study population

and to the whole of society as the study aimed to provide crucial information on the
factors influencing young peoplebs HIV
Identifying these factors is the first crucial step for planning and establishing programmes
that address them and therefore this study has the potential to provide a useful basis for

health service providers and governmental institutions.

Ethical concerns |ay arise at any point of a research study even when a researcher has
carefully planned his/her project. Thus, the researcher reviewed all the ethical
considerations during the different phases of the study and attempted to manage any

ethical issues that eerged.

The investigator completed the ethical approval requirements for the Faculty of Health
and Social Care Ethics Committee and this Committee then reviewed the proposal and
approved the project in June 2014; the field work thus commenced in July I18014.
addition, permission was also obtained from Ummlra University to conduct the
study within the University and recruit students enrolled in any of its undergraduate
courses. It is also important to note that permission to gain access to the healthcar

facilities was granted from each healthcare facility.

4.13 Difficulties and limitations

Problems arose as a result of the sensitivity surrounding HIV/AIDS in Saudi Arabia; this
sensitivity has led the disease to be highly stigmatised and often considesed as

punishment for religiously and morally intolerable cond(fsthwarcz et al., 2011)
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Therefore, it was a difficult task to convince participants, especially female students, to
take part by either completing the questionnaire or participating in the interarewfp

the study. Carrying out a confidential interview with female health professionals was
problematic as a fae®-face meeting between unrelated couples of the opposite gender
is prohibited in the Saudi soctultural setting. However, this prohibitias not strictly
applied in the healthcare sector since the working environments in healthcare facilities
require individuals of both sexes working together.

As this research project utilised a mixed method approach, various quantitative validity
concerns,as well as issues related to the robustness of the qualitative results, were
considered. One of the quality concerns that might have affected the robustness of the
quantitative strand was the nprobability sampling technique that was used since
employirg nonprobability sampling could affect the generalisability of the results.
However, the sensitivity of the study topic and other logistical matters made the use of a
probability sample almost impossible. In addition, sampkngrs were difficult to
calculate as the sample was not randomly selected. Despite all the advantages of
recruiting university students to represent people aged 17 to 25 in Saudi Arabia, it could

be argued that university students are not a representative sample of the targebpopula

Mixing quantitative and qualitative methods in the same research project has been
criticised for its lack of an epistemological base. However, both methods used in the
current research project fulfilled certain aims and responded to the reseatangusasl

it is believed that the quality of research depends mostly on the appropriate selection of
research tools rather than a specific epistemological stgiRitehie et al., 2013)
Designing the qualitative phase and the quantitative one at the same time coufd&lso a
the quality of this study. As in the explanatory sequential design, the qualitative phase

depends on the quantitative findings. Howewbslaying thedesign ofthe qualitative
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phaseuntil the quantitative phaseascompleted couldhavehinderedthe proceduregor

obtainingthe necessargthical approvals.

4.14 Chapter summary

In this chapter the philosophical assumptions and the practical methodological choices
have been discussed in relation to the
discusgd ethical considerations and how the researcher approached them in this research
project. The chapter focused on topics related to the research design, including those
related to research participants, location, procedures, instruments and analydis. Final

some of the difficulties and limitations in relation to the methodology were discussed.

The following chapter presents the findings of the present research based on the data

collected through the research methodology.
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5 Results Chapter

5.1 Introduction

In this chapter the results that emerged from both the quantitative and the qualitative
strand of the study are reported. The quantitative data were collected through an online
self-completed questionnaire. In addition, qualitative data were tetlg¢brough face

to-face semstructured interviews with HIV/AIDS health care professionals. These
results are presented in the following order: firstly, the tesgereliability and the
content validity assessment are discussed. Secondly the prejinfindings are
presented; these include general descriptive information of the study sample, such as
demographic information, and the mean and standard deviation of each scale score
measured. Thirdly, the research questions are addressed by employingtya ofa
statistical tests. Then, additional statistical analigsi®nsidered in order to examine the
correlation between certain variables which might highlight unanticipated findings.
Finally, the qualitative findings are presented and analysed usalijagive descriptive

methods.

5.2 Quantitative findings

The quantitative strand study sample consisted of university students aged between 17
25 years who were recruited from one of the largest Saudi Arabian universities, Umm Al
Qura University. Umm ARQura University is located in the western province of the
Kingdom of Saudi Arabia and its main campus is based in the holy city for all Muslims,

Makkah.

Two questions were included at the start of the questionnaire, one being to ensure that the
participant coeented to participate in the study and the other to ensure that the participant
was qualified so to do. Respondents who chose to refuse to participate and those who
appeared ineligible were directed to a polite disqualification/completion pageteen

respondents out of 500 opted to refuse to take part which represented 2.80 percent. On
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the other handy8 respondents out of 482, which represented 16.18 percent, were
excluded as they appeared ineligible for the study either because they were not attending

any course at Umm AQura University and/or their age was not betwee23 years.

The quantitative strand data of the study were collected using a questionnaire which was
divided into four sections in addition to the section concerning personal infonrmatio
Three variables, namely the HIV/AIDS related knowledge score, the HIV risk perception
score, and the attitude towards HIV testing score, were investigated to determine the

differences in the means of these scores across gender and age groups.

52.1 Studysampl eds demographic informati on
The study sample comprised 116 males and 278 females, representing 29.4 percent and

70.6 percent respectively. The ages of more than the half of the study sample fell between
20 to 22 years whereas those who were agedeesivi719 years and 235 years
represented 34.8 percent and 14.7 percent respectively (Table 4). In terms of marital status,
about 93 percent of the participants were single while only 5.6 percent were married. Only
11 participants were not of Saudi natdity, which represented 2.8 percent, while both
parents of about 94 percent of the participants were Saudi nationals. Moreover, 4.8
percent of the participants had only one parents who was a Saudi national while, for 1.3

percent, neither of their paremtere Saudis.

Age groups N (%)
17-19 137 (34.8)
20-22 199 (50.5)
237 25 58 (14.7)
Total 394

Table4: The number of participants with their percentage in each age group
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I male
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Figure 6: The percentagedf he parti ci pantsd® age groups

5.2.2 HIV testing information

In response to the questions that focused on their HIV testing history, approximately 95
percent of the participants had never been tested for HIV while only 20 participants had
been teswd; this represented about 6 percent (Table 5). In addition, about 48 percent of
the participants stated that the main reason for not being tested for HIV was because it
was unlikely that they had been exposed to HIV. However, nearly 36 percent of the
paricipants claimed that no one had offered them the HIV test as the main reason for not
being tested while, for about 16 percent of the participants, their main reason was that
they did not know where to get tested (Table 6). On the other hand, about &t pérc
those who had been tested previously for HIV selected the mandatanaptal test as

the main reason for undertaking an HIV t
be tested for HIV during the following year was recorded in five categoais follows:

75 (20.8%) were strongly willing, 110 (30.6%) were willing, 30 (8.3%) were unwilling,

31 (8.6%) were strongly unwilling and 114 (31.7%) were uncertain about their intention

to be tested for HIV in the following year (Figure 7).
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Percent

(%)
Tested for 20 5.5
HIV
Not tested 346 94.5
for HIV
Total 366 100

Table 5: The number and the percentage of participants who had been tested for HIV and those
who had not been tested

Reasons for not being tested for N Percentage (%)

HIV

ltés unlikely vyo 162 47.6

HIV.

Fear of the consequences of a 7 2.1

positive result

You were worried your name would 3 0.9

be reported to the government if

you tested positive.

You dondét trust 1 0.3

confidential.

No one had offered you an HIV test. 121 35.6

You were afraid of losing friends 6 1.8

and family if people knew you were

HIV positive.

You were afraid of being 3 0.9

discriminated against and

stigmatized.

You didndét know 16 4.7

tested.

You need to travelfor a long 1 0.3

distance to get tested.

Fear of needles. 4 1.2

Other reason 16 4.7
Total 340 100

Table6: The main reasons selected by the participants who had not been tested for HIV

Reasons for geihg tested for HIV N Percentage

Mandatory pre-marital test. 5 25
Worried that you may have been infected. 2 10
Because you practised unprotected sex. 2 10
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Because a doctor, nurse or other health car 2 10
professional asked you to.

For hospitalization or a surgical procedure. 2 10
For employment purposes. 2 10
Other reason 5 25
Total 20 100

Table7: The main reasons selected by the participants who had been tested for HIV

GEMDER

I mals
I female

40.0%—

Percent

Strongly willing Willimg Uncertain LIrwwillimg Strongly
urrwwillimg

Willingness to Undertake HIV Test next year

Figure 7: The participart s 6 wi | Il i ngness to undertake t

5.2.3 Risk perception score

The perception of risk was assessed using three statements rated epantiiekert

scale to determine how the participants perceived their level of risk of contracting HIV.

A high score indicated that a participant perceived him/herself among the high risk group

in terms of contracting HIV. The risk perception score ranged from 3 to 15 and the mean
risk perception score was 10.9 with a standard deviation of 2.5 (Table 8).drks et

nearly half of the participants (49.2 percent) ranged between 8 and 11 whereas those who
scored 12 or above represented 41.8 perce

scores were under 8 (Figure 8). The mean score of the malepgaentiscwas 11.7, with a
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standard deviation of 2.5, whereas the mean score of the female participants was 10.5,

with a standard deviation of 2.4 (Table 9

x  The risk perception score and the differences across genders and age groups

The differences betweenales and females in the mean scores concerning risk perception
were assessed by employing two steps. The first of these steps was to calculate the score
and create a new variable named ATot al p
whether or nottlte new variable met the assumptions required for the parametric test. As

a result, several investigations, such as normality and equality of variance testing, were
undertaken. These tests revealed that it was appropriate to apply the parametric test on
therisk perception variable in order to assess the difference between the mean scores of
the male and female participants. Therefore, the independent santgaew/as selected
(Table10) and this test concluded that there was a statistically significHetedice in

the mean scores regarding the risk perception of male and female participants: t (366) =
4.037, the pvalue was less than the significant level (0.05). The magnitude of the
difference in the means (mean difference = 1.2), @%0.59 to 1.71was small (eta

squared = 0.04) (Tablk)).

The descriptive statistics in Table 11 show a clear difference in the mean scores of HIV
risk perception across the three age grobmpaddition, theassessment of the differences

in the mean scores in the riskrpeption scale across age groups was performed by
applying a onavay ANOVA test. The oneway ANOVA showed that there we
statistically significant differences in the mean risk perception scores across the age
groups (Tabld.2). The mean score of Grougl=10.26, SD=2.66) differedignificantly

from the other two groups. However, the difference between Group 2 and 3 was not

statistically significant (Tabl&3).
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Minimum

Maximum

Mean

St.

Deviation
Total
Perception 368 3 15 10.85 2.53
Score
Table8: The risk perception scoredescriptive statistics
&0 0% — GEMDER
I male
I female
S0.09%
40.0%—]
E 30.09%
20 0%
10.0%
09—
Under S 8 -11 12 ar above
Total Percption Score Categories
Figure8: The participantsd risk perception
St. St. Error
Gender e
Deviation mean
‘ Total Male 107 1167 2.52 0.24
Perception
Score Female 261 10.52 2.47 0.15

Table9: The risk perception scoredescriptive statistics across genders

Levene's Test T-test
Total F Sig t df Sig. Mean 95% Cl
Perception Difference
Score 0.014 0.906 4.037 366 0.0 1.151 (O.59')I'
1.71

Table10: The result of the #test to determine whether there was a significant difference in the

mean risk perception score across genders
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Age groups Numbers Means (M) Standard
deviation (SD)
Group 1 17-19 125 10.26 2.66
Group 2 20-22 188 11.11 2.35
Group 3 2325 55 11.35 2.65
Total 368 10.86 2.54
Table 11: The risk perception score mean scores and standard deviations for the three age
groups
Sum of df Mean F Sig
Squares square
Between 68.77 2 34.385 5.474 0.005
groups 6.281
Within 2292.59 365
groups
Total 2361.37 367

Table12 The result of the ANOVA test which shows statistically significant differences
across the age groups

Age group Sig. 95 % confidence interval

Lower upper

1719 2022 | .011 -1.54 -0.15
2325 .024 -2.06 -0.11

20-22 17-19 011 0.15 1.54
2325 1 -1.16 0.69

2325 17-19 .024 0.11 2.06
20-22 1 -0.69 1.16

Table 13 Showing specifically whichofte t hr ee groups® mean scor €

from others

5.2.4 HIV/AIDS related knowledge

The HIV/AIDS related knowledge section consistedtwElve statements and the
participants were asked to determine whether these statements were correct or not. The
assess the

twelvest at ement s attempted to

par
transmission, its severity, preventive measures, and HIV/AIDS mortality in Saudi Arabia.

The responses showed that misconceptions about HIV/AIDS were apparent in the
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responses of the respondents. The following table shows the number of participants who

responded correctly and those who responded incorrectly to each statement4able

No. statement Correct Incorrect
N (%) N (%)

1 A person can be infected with HI 265 (70.3) 112 (31.6)
and not show signs of disease f
many years

2 A person can get HIV by sharing 258 (68.4) 119 (31.6)
meal with someone who has HIV

3  Once infected with HIV, a persc 204 (%1.1) 173 (45.9)
can potentially infect others for tt
rest of his or her life

4 | All pregnant women infected wit 100 (26.5) 277 (73.5)
HIV will pass it onto their baby

5 People who have been infected w 214 (56.8) 163 (43.2)
HIV quickly show serious physice
signs of being infected

6 | There is a vaccine that castop 167 (44.3) 210 (55.7)
adults from getting HIV

7 A person can become infected w 338 (89.7) 39 (10.3)
HIV by having unprotected sexu
intercourse

8 Mosquitoes bites could transm 143 (37.9) 234 (62.1)
HIV

9 A person will not get HIV if he/sh 226 (59.9.6) 151 (40.1)
is taking antibiotics

10 AIDS-related illnesses are tt 102 (27.1) 275 (72.9)
leading causes of death among
25 years old in Saudi Arabia

11 Taking atest for HIV one week aft: 88 (23.3) 289 (76.7)
the exposure to HIV virus shou
tell a person if kshe has HIV or no

12  HIV can be cured if diagnosed eal 99 (26.3) 279 (73.7)

Table 14 T h e

number and

percentages of participan

questions

The HIV/AIDS related knowledge sce was obtained by computing the sum of the
correct answers given by each participant to a setal¥etrue and false questions. Each
correct answer was accorded one point while an incorrect answer was given zero. The

incorrect answers included bothwrg answer s and 060I do not
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HIV/AIDS related knowledge scores ranged frOno 12 points while the mean score

was 5.9 with a standard deviation of 2.5 (Taldg The scores of 150 participants were
between5 and 7, representing abodtO percent of the total number of the participants
who responded to the HIV/AIDS related knowledge questions (Figure 9). In addition, 118
participants scored under five points which represented 31.6 percent whereas 105

participants scorefl points or abog; this represented 28.2 percent (Figure 9). The male

participantsd® mean score was 6. 4, wi th
participantsd mean score was 5.7, with a
(Table16).

x HIV/AIDS related knowledge scoreral the differences across gender and age
groups
In order to determine whether there was a difference between the performance of male
and female participants in terms of HIV/AIDS related knowledge, the scores were
obtained and a new variable was createc bw variable was assessed to verify its
eligibility to perform certain parametric tests, such agest Four main assumptions
need to be assessed (this applies for all parametric tests) and the first is that the dependant
variable should be a continu® scale which applies in the case of the HIV/AIDS related
knowledge score. The second assumption is that the sampling technique used to collect
the dataarea probability sampling approach; in other words, that the sample has been
drawn randomly from thpopulation. The technique employed in this study was actually
a nonprobability sampling technique; however, although the random sampling
assumption was violated, this is less serious. In terms of the assumption regarding
independency of observation, thigas clearly met in the study as each participant
completed the online questionnaire separately and there was no apparent influence which
mi ght have affected the participantsod re.

by plotting the scores on a hlegram, comparing the mean and thpescenttrimmed
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mean, and then testing the normality using the Kolmog&munov test. The HIV/AIDS

related knowledge score appeared to be reasonably normally distributed. The final
assumption concerns homogeneity afiaace or equality of variance. This was assessed

by employing Levenebs test whichl?)rTauseal ec
the independent sampléaest was selected to determine whether there was a significant
difference in the mean HIV/AIB related knowledge score across the genders (T@ble

The ttest result concluded that there was no statistically significant difference in the
HIV/AIDS related knowledge mean scores for males and females: t (375) 9162,

0.107. The magnitude of ttiifference in the means, however, (mean difference = 0.5,

95%CIl (-0.1 to 1.04) was small (eta squared = 0.02) (TaBle

In termsof the mean difference between the three age groupseway ANOVA was
applied to determine whether there were signifiaifierences in the mean HIV/AIDS
related knowledge score across the age groups. In addition,-hgootsst was used to
identify where these differences lay if they existBde descriptive statistics in Takl8
show a clear difference in the mean ssoof HIV/AIDS related knowledge across the
three age groups while tb@eway ANOVA revealedstatistically significant differences
in the mean HIV knowledge scores across the age groups ([M@blEhe mean score of
Group 1(M=4.92, SD=2.17) differedignficantly from the other two groups. However,

the difference between Group 2 and 3 was not statistically significant (d@ble

N Minimum Maximum Mean S.t' .
Deviation
MBDHECRE | o 0 12 5.85 2.59
Score

Table 15The HIV/AIDS relatedknowledge score descriptive statistics

Gender Mean St St Error
. Devaton _mean _
Score Female 265 5.71 2.55 0.16

Table16: The HIV/AIDS related knowledge scoredescriptive statistics acss genders
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Figure9: The partici pantso6é6 HIV/ AI DS related know

Levene's Test

Knowledge F Sig t df Sig. Mean 95% ClI
Difference
Score
0.191 0.66  1.618 375 0.107 0.47 (-0.1071
1.04)

Table 17: The results of the test to determine whether there was a significal
difference in the mean HIV/AIDS related knowledge score across genders

Age groups Numbers Means (M) Standard
deviation (SD)
Group 1 17-19 128 4.92 2.17
Group 2 20-22 193 6.17 2.71
Group 3 2325 56 6.86 2.50
Total 377 5.85 2.59

Table18 The HIV/AIDS related knowledge mean scores and standard deviations for the

three age groups
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Sum of df Mean

Squares square
Between 186.307 2 93.153 14.795 0.00
groups 6.296
Within 2354.770 374
groups
Total 2541.077 376

Table19: The result of the ANOVA test which shows statistically significant differences
across the age groups

Age group Sig. 95 % confidence interval
Lower upper

17-19 20-22 .000 -1.93 -0.56

2325 .000 -2.90 -0.97
20-22 17-19 .000 0.56 1.93

2325 0.211 -1.61 0.224
2325 17-19 .000 0.97 2.90

20-22 0.211 -0.224 1.61

Table20: Showing specifically whicto f t he t hree groupsé mean sc
from the others

5.2.5 Attitude toward HIV testing score
This part of the questionnaire includ&dstatements which were rated by the participants

on a fivepoint Likert rating scaleThirteenstatements we denoted as facilitators to
undertake an HIV test. On the other hameinty-four statements were denoted as barriers

to undertake such a test. TI8¥ statements represented six categories, namely:
confidentiality, relationship matters, fears, beliefsist, and the testing process. In
addition, each category consisted of a nt

to the37 statements are presented and discussed in relation to the six categories.

A. Confidentiality
Two statements were desigedtto assess whether confidentiality was perceived by the
participants as an important element of HIV testing services. In addition, one statement
sought to reveal what the participants thought about the confidentiality of the HIV testing
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services (Tabled) . The partici pan tpseréenofthepart@ipasite s s h
doubted the confidentiality of HIV testing. The responses demonstrate clearly that
confidentiality is crucial for HIV testing as 57pgrcentof the participants claimed that

they dd not want anyone to know that they had taken an HIV test. Also, abpetdént

asserted that they would be distressed if the HIV test that they had taken had been made

public to anyone they knew (Table 21).

Statements Siigelale]\Y Agree Neither Disagree Strongly
agree N (%) agree nor N (%) disagree
N (%) disagree N (%)
N (%)
HIV testing is not really | 17 (5.2) 67 177 42 (12.8) 26 (7.9)
confidential (20.4) (53.4)

I would not want anyone to know 99 (30.1) 90 88 (26.7) 36 (10.9) 16 (4.9)
if | got an HIV test (27.4

It would not bother me if 32(9.7) 85 82 (24.9) 89 (27.1) 41 (12.5)
someone | know sees me going 1 (25.8)
get an HIV test Reversed

Table21: Confidentiality

B. Relationship matters
The relationshipsection in the attitude toward HIV testing was divided into two- sub
categories: family and friends. Under each-sategory, a number of statements were
designed to estimate how the participants perceived the role of their family and friends in
their decigon to undertake an HIV test. Some of these statements considered the reaction
of family and friends to a decision or action to undergo HIV testing as perceived by the
participants. The participantsodé reshrgonse:
participants seemed uncertain whether their friends and families would support them if
they decided to undergo the HIV test. In term of discussing HIV testing with family, about
49 percent of the participants demonstrated difficulties in discussingastagic with
family. However, they appeared uncertain about turning to friends as 33 percent could

not talk or discuss medical decisions with their friends, 35 percent could do this and 32
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percent were uncertain. In addition, nearly half of the partitspamtlicated that their

decision to undertake an HIV test would upset their parents whereas 33.7, 39.2 and 36.2

percent were unsure whether their decision to be tested or their actual testing would affect

how their friends treated them (Table 22).

Statements

)
o
)
i
]
@)
o)
5
)

My family would support me it
| decidel to be tested for HIV
(Reversed

My parents would be upset
they knew | was planning t
get tested for HIV

| could easily discuss HI\
testing with my family
(Reversed

My friends would not look
down on me if | were tested fc
HIV (Reversed

My friends would support m)
decision to get an HIV tes
(Reversed

| can talk to my friends abot
making medical decision
(Reversed

My friends would look down
on me if | were tested for HIV
My friends would notreat me
any differently if | was teste
for HIV (Reversed

| would be embarrassed if
friends found out | had decide
to have an HIV test

Family

Friends

Strongly
agree
N (%)

45 (13.7)

63 (19.1)

18 (5.5)

33 (10)

20 (6.1)

30 (9.1)

25 (7.6)

31 (9.4)

26 (7.9)

Agree Neither
N (%) agree nor
disagree
N (%)
68 118
(20.7) (35.9)
99 94 (28.6)
(30.1)
61 90 (27.4)
(18.5)
86 111
(26.1) (33.7)
69 (21) 165
(50.2)
87 104
(26.4) (31.6)
64 129
(19.5) (39.2)
97 119
(29.5)  (36.2)
67 97 (29.5)
(20.4)

Table22: Relationship matters

C. Fears

Disagree
N (%)

53 (16.1)

49 (14.9)

89 (27.1)

74 (22.5)

59 (17.9)

70 (21.3)

71 (21.6)

63 (19.1)

87 (24.4)

Strongly
disagree
N (%)

45 (13.7)

24 (7.3)

71(21.6)

25 (7.6)

16 (4.9)

38 (11.6)

40 (12.2)

19 (5.8)

52 (15.8)

Various types of fear related to HIV testing were discussed in the literature and so eight

statements were included in the attitude toward HIV testing scale. The types of fear that

were integrated into thettdaude toward HIV testing scale included fear of: stigma, a

positive resultt

, empl oyersbo
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and scandal. The results showed that 50.2 percent of the respondents considered a
positive HIV testwould lead them to be stigmatised. In addition, 48 percent of the
respondents negated the impact of positive results on their decision to undertake an HIV
test . In terms of employersé responses t
respondentseemed unsure whether this would affect their employment or not. The
responses also revealed that the type of questions that an individual might be asked when
he/she is being tested for HIV did not affect his/her testing decision as 42.8 percent of the
regpondents denied any relation between their testing intention and the overly personal
guestions which might be asked. It was also evident that fear of a needle injection affected
only a minority of the participants as 70.5 percent of the respondents tewiad this

type of fear and said it had no impact on their testing decision (Table 23).

Statements Strongly Agree Neither Disagree Strongly

agree N (%) agree nor N (%) disagree
N (%) disagree N (%)
N (%)

People who test positive will B 67 (20.4) 66 (20.1) 49 (14.9) 49 (14.9)
stigmatized by the community (29.8)
| would not consider getting an 44 (13.4) 65 98 (29.8) | 71 (21.6) 51 (15.5)
HIV test because | would be askec (19.8)

about things | have done that could
get me into trouble
| would not get tested for HIV 33 (10) 64 91 (27.7) 87 (26.4) 54 (16.4)

because | would be askec (19.5)

information that was too personal

| would not get tested for HIV | 28 (8.5) 38 105 86 (26.1) 72 (21.9)
because | am afraid of the (11.6) (31.9)

consequencesf a positive result

| would not consider getting an 43 (13.1) 80 144 43 (13.1) 19 (5.8)
HIV test because people who tes (24.3) (43.8)

positive  would be treated
differently by employers

| would not consider getting an| 12 (3.6) @ 17 (5.2) 68 (20.7) 105 127
HIV test because | am afraid of (31.9 (38.6)
needles

| am afraid that if | were tested for 49 (14.9) 69 (21) 103 75 (22.8) 33 (10)
HIV my name would go into public (31.3)

records
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| am afraid someone would find| 37 (11.2) | 79(24) 105 72 (21.9) 36 (10.9)
out | was tested for HIV (31.9)

Table23: Fears
D. Beliefs

The uptake of the HIV test was influenced by how people thought and what beliefs they
held. Accordingly, nine statements in the attitude toward HIV testing scale wetedlevo

to ascertain the effect of certain beliefs and assumptions related to HIV testing. The
beliefs and assumptions that were being assessed related to how people would judge
anyone undertaking an HIV test, how they think others would judge them if they wer
tested for HIV, how they perceived their risk of contracting HIV, and how they perceived
HIV health care services, including HIV testing. In response to the statement which stated
that anyone tested for HIV is disgusting, 83.5 percent of the respomtiesgseed. On

the other hand, i n response to two diff
judgements about anyone as infected if he/she was only tested for HIV, 69.6 and 58.1
percent of the respondents agreed with this statement. In terms of vihetheailability

of HIV health services would persuade them to undertake an HIV test and whether the
HIV test gave accurate results, the majority of the respondents (58.4 percent) appeared to
be uncertain. The majority of the respondents (59 percentyedsued to perceive their
behaviours to be very low risk in terms of them contracting HIV. In addition, about 40

percent believed that testing for HIV led to peace of mind (Table 24).

Statements Strongly Agree Neither Disagree Strongly

agree N (%) agree nor N (%) disagree
N (%) disagree N (%)
N (%)

Anyone who is tested for HIV is 8 (2.4) 5(1) 41 (8.2) 62 (18.8) 213

disgusting (64.7)
People assume that everyone wh 64 (19.5) 127 59 (17.9) | 39(11.9)| 40 (12.2)
is tested for HIV is infected with (38.6)

HIV

Admitting that you should be 49 (14.9) 70 59 (17.9) 58 (17.6) 93 (28.3)
tested for HIV means that you have (21.3)

engaged in immoral behaviour

140



HIV tests give accurate results
(Reversed

It would be embarrassing to getl
tested for HIV

People would assume | have HIV il
| decided to get tested

Availability and accessibility of
HIV related health care services
encourages me to get an HIV test
(Reversed

| would get an HIV test because it
would put my mind at rest
(Reversed

| would not consider getting an
HIV test because my behavioul
putsme at a very low risk

E. Trust

28 (8.5)
38 (11.6)
88 (26.7)

16 (4.9)

47 (14.3)

118
(35.9)

96
(29.2)
78
(23.7)
141
(42.9)
45
(13.7)

84
(25.5)

76
(23.1)

Table24: Beliefs

192 10(3) | 3(0.9)
(58.4)
90 (18) 80 (24.3) 43 (13.1)
68(20.7) 19(5.8 13 (4)
192  51(155) 25(7.6)
(58.4)

135 (41) 46 (14) 17 (5.2)

93(28.3) 22(6.7) 20(6.1)

The nature and the strength of the relationship between the health care providers and the

service users also likely to affect the HIV test uptake. Trusting health care providers is

not restricted to how they treat and deal with individuals; however, it does extend to how

health care providers handle the information. For example, 54.7 percent of the

respadents believed that their HIV test information would be handled in very

confidential manner by the medical staff. In addition, 42.5 percent of the respondents

trusted the HIV counsellors and nurses to keep their information confidential. Moreover,

about ¥ percent of the respondents expressed the view that talking to an HIV counsellor

about personal issues might help an individual at a high risk of contracting the HIV

infection. The majority of the respondents (73.3 percent) appeared to be uncertain about

the effect of the attitude of HIV testing centre staff towards service users on their HIV

testing decision (Table 25).
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Statements

Strongly
agree
N (%)

Neither
agree nor

disagree

N (%)

Disagree
N (%)

Strongly
disagree
N (%)

HIV test information is kept very 63 (19.1) 117 118 24 (7.3) 7(2.1)
confidential by medical staff (35.6) (35.9)

(Reversed

| would be comfortable talking to = 63 (19.1) 124 92 (28) | 34(10.3)| 16 (4.9
an HIV counsellor about personal (37.7)

behaviours that place me at risk of

HIV infection (Reversed

| trust the HIV test counsellors and 52 (15.8) 88 119 54 (16.4) 16 (4.9)
nurses to keep my information (26.7) (36.2)

confidential (Reversed

The way staff at HIV testing 18 (5.5) | 19 (5.8) 241 32(9.7) 19 (5.8)
centres treat people when they ge (73.3)

tested puts me off having an HIV

test

F. Testing process

Table25: Trust

Four statements were included in the attitude toward HIV testing scale to denote the HIV
testing process and logistitisat might affect the utilisation of the test. The responses
showed that the majority of the respondents (about 70 percent) appeared unaware of the
locations of testing centres. It was also clear that 51.1 percent of the respondents
considered free HIV &ts as an encouragement to HIV testing. In addition, it was also

evident that the waiting time before obtaining the test result did not influence the testing

decision as 52 percent of the respondents confirmed this (Table 26).

Statements

Strongly
agree
N (%)

Agree
N (%)

Neither
agree
nor
disagree
N (%)

Disagree
N (%)

Strongly
disagree
N (%)

| do not have time to get an HIV| 36 (10.9) 74 122 68 (20.7) 29 (8.8)
test (22.5) (37.1)

| would not go for an HIV testif | | 15 (4.6) 36 107 98 (29.8)  73(22.2)
had to wait more than a day for the (10.9) (32.5)

results

| do not know where | can get 107 123 51 (15.5) 27 (8.2) 21 (6.4)
tested (32.5) (37.4)
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| would get an HIV test if it was | 74 (22.5) 94 110 41 (12.5)| 10 (3)
free (28.6) (33.4)

Table26: Testing process

A score for each participantds attitude
score for each of the rated statements. Thus, a high score signifies that the participant has
a more favourable attitude towarH$V testing than those who attain a low score. The
mean score of the attitude towards HIV testing was 110.4 with a standard deviation of
17.5 (Table 27). In addition, the maximum score achieved was 163 while the minimum
score was 63Three hundred and twBnnine participants completed this part of the
questionnaire; this represented the number who completed the whole questidnvaire.
hundred and thirty fousf those who completed this part of the questionnaire were female
participants and their mean seavas 111.3 with a standard deviation of 17.3 (Table 10).

In contrast, 92 of the respondents were male and their mean score was 108 with a standard

deviation of 17.9 (Table 28).

A score oncerning the attitude towards HIV testing was also computed separately for the
statements which represented barriers to HIV tesfimgenty-four statement responses
were included in calculating stdzores which were generated using a variable option on
SPISS software. The mean fsoorewas®®8wihadtandads t i r
deviation of 12.6. The mean sgbore (barriers) for female participants was 67.1, with a
standard deviation of 12.1, while the mean-sabre (barriers) for male paipants was

62.7, with a standard deviation of 13.4. Another-satre was generated by adding the
response value of th& statements which represented HIV testing facilitators. The mean
of the HIV t es isdone gvas #d6ewith a stardarevohtisndof s1ulb
addition, the mean swdrore (facilitators) for female participants was 67.1, with a
standard deviation of 12.1, and the meansudre (facilitators) for male participants was

62.7, with a standard deviation of 13.4.
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x Attitude toward HV testing score and the differences across genders and age
groups

In assessing the existence of a statistical difference between male and female participants

in terms of their attitude towards HIV testing, a process similar to that carried out for the

HIV/AIDS related knowledge score and the risk perception score was undertaken. A score

was computed by adding the value of the responses to the 37 statements and a new

variable was created named AAttitude Scol

chedked for the new variable and these indicated that there were no clear or serious

violations to suggest these tests should not be applied. Therefore, the independent sample

t-test was used and showed no statistically significant differences in the sabrespard

to attitudes towards HIV testing between male and female participants: t (32775

the pvalue was 0.082 which is more than the significant level (0.05). The magnitude of

the difference in the means (mean difference3:8), 95%Cl (- 8.06to 0.48) was very

small (eta squared = 0.006) (Table 29).

Despite the prominent differences in the mean scores across age groups, Group 1
(M=110.99, SD=15.43), Group 2 (M=111.73, SD=18.70) and Group 3 (M=116.16,
SD=20.22), the difference was statistigallon-significant (pv al ue = 0. 05) .
was obtained by employing the emay ANOVA statistical test to assess the mean

differences across the three age groups (Table 30).

Minimum Maximum Mean S.t' .
Deviation
AL 329 63 163 110.41 17.5
Score

Table27: The attitude toward HIV testing scoredescriptive statistics

Gender N Mean St. Deviation =1 Sl
mean
Attitude Male 95 108.15 17.96 1.84
Score Female 234 111.33 17.31 1.13

Table 28: The attitude toward HIV testing scoredescriptive statistics across genders
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Levene's Test T-test

Attitude F Sig t df Sig. Mean 95% Cl
Difference
Score
0.188| 0665 | -1.75| 327 0.082 -3.8 (- 8.06 to
0.48)

Table29: The result of he ttest to determine whether there was a significant difference in
the mean attitude toward HIV testing across genders

Sum of Mean
Squares square
Between
985.72 2
roups
JIoHp 492.862
Within 1.541 0.216
104258.98 326 319.896
groups
Total 10527170 328

Table30: The result of the ANOVA test which shows statistically insignificant
differences across age groups

5.2.6 Exploring relationships
The questionnaire was divided into three main scales and each one was considered to be

one of the factors that determined the uptake of HIV testing by young people in Saudi
Arabia. The aim of the study required a mditnensional instrument in order to explore

the factors from all known aspects. The relationships between the three soadss s
namely, HIV/AIDS related knowledge scores, risk perception scores, and attitude toward
HIV testing scores, were all assessed. In addition, the relationships between the single
item which determined a part i cstapdthethtes wi |

scales scores were also evaluated.

Correlational statistical analysis was used to determine whether or not an association
between these scores existed. In addition, the analysis also determined the direction and
the strength of the relatiships. Norparametric correlational statistical analysis and the
Spearman Rank Order Correlation (rho) were used. Only two statistical significant
correlations were identified between the scale scores (Td)leTBe correlational

analysis showed wealosgitive correlations between the risk perception scores and the
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HIV/AIDS related knowledge scoreghp = 0.224, n = 368y < .001). Thus, a high level

of knowledge related to HIV/AIDS was associated with higher levels of risk perception
(Table 3). In addtion, another weak positive relationship was recognised between the
attitudes towards HIV testing and a willingness to undertake the HI\fbest 0.237, n
=329,p <.001). So, those who scored high on the attitude toward HIV testing scale were

more wiling to undertake the HIV test (Tabl&)3

Total perception  Total attitude Total Willingness
score toward HIV HIV/AIDS to
testing score related undertake
knowledge the HIV test
score score
Total - 0.016 0.224** 0.039
perception
score
Total attitu de - -0.096 0.237**
toward HIV

testing score
Total - 0.006
HIV/AIDS

related

knowledge
score

Willingness to
undertake the
HIV test score

Table31: Spearman Rank Order Correlations (rho) between the four scales

** p <.001(2-tailed)
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5.3 Qualitative strand findings

The second part of the study involves the interviews that were conducted with health care
professionals working in the field of HIV/AIDS in Saudi Arabia. The aims of these
interviews were to explain the quaative results obtained from the university students
and, in addition, to explore the factors that affected the utilisation of HIV testing by young
people in Saudi Arabia from the point of view of health care professionals working in the
field of HIV/AIDS. Three health care professionals were interviewed; all of them were
doctors who had been working in the field for more than five years. Two of those
interviewed were currently working in the National AIDS Program (NAP) in two
different cities in the westerprovince in Saudi Arabia. Each city in Saudi Arabia has at
least one fully equipped centre which is part of NAP and these centres are responsible for
all the HIV/AIDS activities in each city. The activities of NAP centres include running
HIV/AIDS awarenss campaigns, offering voluntary counselling and testing (VCT), and
following up diagnosed individuals. One of the interviewees was an infectious disease
consultant who is recognised in Saudi Arabia for his work in the field of HIV/AIDS; he

is, however, nbconnected to the NAP working scheme. The interviews were conducted
in the intervieweesd6 offices at a time a
interviews lasted between 20 to 35 minutes. The interviewees were approached at least
one week prioto the research interview. A study information sheet and a topic list that
guided the interview were provided to the potential participants, as well as a consent form
which was given out when they were recruited. The literature and the quantitatide stran

results influenced the interviews.

The interviews were digitally recorded and the Arabic language was mainly used during
the interview; however, some participants occasionally used some English words or
expressions. The interviews were transcribed verband then translated into English.

A deductive approach was adopted to analyse the data and thus, a list of initial themes
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was generated. The data familiarisation process and the literature informed the initial
thematic framework. Five main themes wetentified and a number of sithemes were

also recognised under each theme. Although the initial themes were modified and refined,
four main themes were retained as the final list, while som¢hs&uwbes were combined

and some were abandoned. The final foain themes were as follows: HIV testing
facilitators, HIV testing barriers, HIV/AIDS related knowledge, and an action plan to
increase the uptake of HIV testing by young people in Saudi Arabia (Figure 10). The
interview findings are presented and disedlss the chronological order in which they
emerged during the interview&.crossmatch table showing the themes and particigants

codes togethemith the quotationgs provided in the appendix.
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Figure 10: The qualitative findings theme
150




5.3.1 HIV testing facilitators
Despite the progress that has been made in the design and delivery of health care services,

which have become more accessible and competent almost all over the world, there are
always reasons whicimake individuals decide to use or reject the services. The
facilitators are the motivators that encourage individuals to perform certain behaviours
such as taking action, holding beliefs and perceiving benefits. In terms of HIV testing
facilitators, thesare what make an individual decide to step forward voluntarily in order

to be tested for HIV; this not a simple course of action as the literature clearly
demonstrated. The participants were asked about the facilitators that made young

individuals come tdake the HIV test in Saudi Arabia.

A. Engaging in risky behaviours
Hi gh risk behaviours are those that i ncr
he/she performs one of those behaviours. Although the legislation in Saudi Arabia is
derived from thdslamic religion which prohibits many HIV risky behaviours, such as
sexual intercourse outside marriage and drugs (narcotics), occasionally these principles
are disobeyed. One of the interviewees asserted that, in Saudi Arabia, individuals opted
to undert&e the HIV test if he/she had engaged in risky behaviour. The emotions of
sorrow, guilt and fear the individual might feel after having performed certain behaviours
made them come forward to undertake the test. As Interviewee (Ganp) explained:

Al n S kwhoeane to get tested come because they have engaged in risky

behaviour, especially sexual relationships so, they feel sorry, guilty and scared.

Then, they decide to come to get test
In addition, the strength of the desire, which develop#dwing engagement in certain
high risk activities, to know whether or not he/she was HIV positive also played a role in

an individual 6s decision to undertake t hi
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Al think the most | mp oesitetorersurd tiat he/ghe i s
is not infected with HIV especially when he/she has engaged in any high risk

activity.o (Ganp)
Engaging in risky behaviours was also mentioned by another interviewee (Wnap) as the
most common reason that young males in SaudiiAnadicated when they attended the
testing clinic to get tested for HIV. Interviewee (Wnap) said:
ACommonly most of the young males who
our services are those who have travelled abroad and got involved in risky
behavour, especially sexual intercourse. So, | think generally getting involved in

any risky behaviour will directly encourage people to come to the VCT centre and
get tested for HIV.0 (Wnap)

It seems that the fear of contracting HIV increases following@nirvi dual 6s eng
in a high risk activity sequentially mot
test. It is also obvious that engaging in casual sexual intercourse was the main high risk

activity that led to these concerns.

B. Spreading awagness to counter misconceptions
Knowing the correct information about HIV/AIDS risk factors also helps individuals in
the process of making a decision about whether or not to undertake the test. Lack of
awareness about how HIV is transmitted and whatitiferisk activities are tend to make
an individual ignore the HIV test even though he/she might be at a high risk of contracting
HIV. This is what Interviewee (Bnap) explained:

AAn encouragement would be to spread ¢

it s transmitted, how ités not trans mi

know it.o (Bnap)

Interviewee (Bnap) also added:

AKnowing the risk factors when we spread

high risk activities, people comefavar d and say, AOk | want n
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