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ABSTRACT 

 

An understanding of individual cognitions that influence both behavioural 

intentions and the enactment of actual behaviours is provided by the conceptual model of 

the Theory of Planned Behaviour (TPB). This study used the Theory of Planned 

Behaviour, with the added variable of perceived risk, to predict Kenyan students‟ 

intention to use HIV voluntary counselling and testing (VCT) centres within the country. 

We conducted a survey questionnaire with 200 students, aged 13-15 years, within high 

schools in the Nairobi and Nakuru districts in May 2009. Chi-squared analysis showed no 

relationships between age, school, school level, knowledge of a VCT centre, or past 

sexual experience with intention to uptake HIV counselling and testing. Pearson product-

moment analysis revealed a small positive correlation between attitude and subjective 

norm and a medium negative correlation between perceived behavioural control and 

perceived risk. One-way analysis of variance showed a relationship between perceived 

behavioural control and intention. Results of block entry logistic regression analysis 

indicate that perceived behavioural control and perceived risk were significant predictors 

of intention to use VCT services in the TPB model. The present study suggests that 

Kenyan teens‟ perceived ease/difficulty in performing a specific behaviour is the most 

influential aspect in predicting their subsequent intention to carry through the behaviour. 

A theory-based intervention program should focus on reducing practical barriers related 

to the use of VCT services.  
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CHAPTER ONE: INTRODUCTION 

 

According to the National AIDS and STD Control Programme, HIV/AIDS “still 

remains the biggest social, economic and development challenge” in Kenya. Since the 

first case of HIV was discovered in Kenya in 1984 the prevalence has risen steadily 

(National AIDS and STD Control Programme, 2005). In 2000, with a population of just 

over 30 million and an HIV prevalence of 9% in adults, Kenya saw an estimated 110,000 

deaths from HIV/AIDS (Ministry of Health, 2001) with the virus targeting the most 

productive portion of the population - those between the ages of 15 and 49 years. It was 

not until that year, after more than 15 years of devastation, that the Kenyan government 

finally recognized HIV/AIDS as a national disaster (National AIDS and STD Control 

Programme, 2005). 

One reason for high prevalence rates is that most people are unaware of their HIV 

status, which poses a major challenge in preventing HIV transmission and providing 

effective care to infected persons.  In 2000, with only three stand-alone testing sites in the 

entire country, the government of Kenya decided to employ a new intervention technique 

and included the use of voluntary counselling and testing (VCT; Appendix A) services in 

public health care settings, dedicating itself to the opening of over 350 sites by the end of 

2004. They were indeed successful as by 2007 Kenya has established over 700 centres 

nationwide and had serviced a total of 1.2 million Kenyans.  While earlier Kenyan HIV 

prevention campaigns had focused on awareness, behaviour change and proper condom 

use, knowledge of one‟s HIV status was rarely ever advocated and at most, only 14% of 
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the Kenyan population had ever been tested for HIV (National AIDS and STD Control 

Programme, 2005). 

Voluntary counselling and testing is a crucial intervention strategy for HIV, 

promoting safe behaviour, providing personalized support, and serving as an entry point 

for care and treatment. VCT is largely aimed at the asymptomatic individual and offers 

those wishing to be tested for HIV both pre and post-test counselling as well as on-site 

rapid HIV testing (Taegtmeyer, Kilonzo, Mung‟ala, Morgan, & Theobald, 2006). By 

informing clients of their HIV serostatus and creating personalized HIV prevention plans, 

VCT centres can provide the support necessary to change risky sexual behaviours and 

prevent the transmission of HIV (Voluntary HIV-Counselling & Testing Efficacy Study 

Group, 2000). Since their implementation, VCT programs have demonstrated their ability 

to promote safe sexual behaviours and provide care and support services among adults 

(Matovu, Gray, Makumbi, Wawer, Serwadda, Kigozi, Sewankambo, & Nalugoda, 2005; 

Sangiwa, Balmer, Furlonge, Grinstead, Kamenga & Coates, 1998).  In spite of this 

progress, up to 80% of Kenyans aged 15 to 54 still do not know their HIV status 

(National AIDS and STD Control Programme, 2005) and the particular successes and 

challenges of VCT in Kenya must be further scrutinized before the system can be 

improved.  When considering the vast amount of resources that have gone into making 

VCT widely available and accessible, the remaining barriers to the uptake of VCT must 

be identified. 
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CHAPTER TWO: LITERATURE REVIEW 

 

Barriers to voluntary counselling and testing in adults are apparent in previous 

literature and appear to be largely similar across all of sub-Saharan Africa. Despite 

evidence that VCT is efficacious in promoting behaviour change, particularly in high 

HIV prevalence settings, fewer than one in ten people in sub-Saharan Africa know their 

HIV status (Matovu & Makumbi, 2007). While the majority of respondents (72.3%) in 

Nigeria may be willing to be tested for HIV, more than 99 percent of people have not had 

VCT previously (Iliyasu,  Abubakar, Kabir, & Aliyu, 2006). In Uganda, the overall VCT 

use in men is closer to 23 percent. Regardless of country however, willingness to seek 

VCT allows early commencement of treatment and the protection of transmitting the 

virus to others (Iliyasu et al., 2006) which are essential to the fight against HIV. 

Traditional VCT related barriers that remain constant across sub-Saharan Africa 

include issues that span individual and societal needs. Questions regarding individual 

perceptions of VCT services, socio-cultural topics of stigma, sexual behaviour and 

decision making, and the ease of VCT access, cost and location are all of vital importance 

to the eventual uptake of VCT (Bwambale, Ssali, Byaruhanga, Kalyango, & Karamagi, 

2008). While VCT uptake in other parts of sub-Saharan Africa are increasing (Sherr, 

Lopman, Kakowa, Dube, Chawira, Nyamukapa, Oberzaucher, Cremin, & Gregson, 

2007), the various factors involved in eventual VCT service utilization must be studied in 

an effort to guide policymakers in the practicality and functionality of the VCT centre 

across sub-Saharan Africa. 
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Two predictors of VCT uptake in previous literature focus on the individual and 

include aspects of formal education and age. Having any secondary/higher education has 

been found to be a predictor of testing in younger groups (17 to 35 years of age) and 

older adults (45 years and over), but not in those aged 35-44 years (Sherr et al., 2007). In 

fact, 12.4% of men in South Africa without any formal education would be predicted to 

use VCT as compared with 20.3% of men with secondary education (Huchinson & 

Mahlalela, 2006). Although acceptance of VCT is lowest among those who are aged 35-

44 years, the focus of VCT advertising strategies remain on those in their younger adult 

life and may be the basis for further study. 

Knowledge and perceptions about HIV/AIDS and VCT services remain varied 

throughout sub-Saharan Africa. Generally, women are less informed about HIV than men 

in both rural and urban areas with young men being 20% more likely to have correct 

knowledge of HIV than young women (Iliyasu et al., 2006). Where 95% of men aged 15-

59 in Nigeria confirm that they have heard of HIV/AIDS, the majority of respondents 

have no idea of the causative agent of AIDS (59%), with 10.6% mentioning malnutrition 

and destiny.  While knowledge of prevention of AIDS is not as widespread as the 

awareness of the disease itself, health information is mostly obtained by women in 

Nigeria from antenatal clinics (Iliyasu et al., 2006). In Uganda, 80% of men said they 

were aware of the existence of a VCT program in their area (Bwambale et al., 2008) but 

less than 75% of men and women in South Africa knew of a place where they could get 

an HIV test (Hutchinson & Mahlalela, 2006) indicating that knowledge translation and 

exchange varies widely throughout sub-Saharan Africa. 
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Perceptions of the VCT process itself are instrumental in eventual uptake of VCT 

services.  Factors that influence uptake of VCT may be based in part on past experience 

with being tested for HIV, but they will also be influenced by second-hand information 

about the testing process, by the experiences of acquaintances and friends, and by other 

factors that increase or reduce the perceived difficulty of attending a VCT clinic 

(Kakoko, Astom, Lugoe, & Lie, 2006). The more resources and opportunities an 

individual believes they possess, and the fewer obstacles or impediments they anticipate, 

the greater should be their perceived control over utilizing VCT services (Crosby, Miller, 

Staten, & Noland, 2005).  

One issue of particular relevance is stigma surrounding both the HIV testing 

process and the disclosure of an HIV-positive status. The stigmatizing nature of 

HIV/AIDS is a factor that affects delayed HIV testing by at-risk persons (Genberg, 

Kawichai, Chingono, Sendah, Chariyalertsak, Konda, & Celentano, 2007) and influences 

the acceptability of testing (Kipp, Kabagambe & Konde-lelu, 2002). Stigma and 

discrimination account for a considerable portion of the barriers to VCT uptake in 

populations in Zimbabwe (8% of respondents; Sherr et al., 2007), Uganda (51.7%; 

Bwambale et al., 2008), and Nigeria (48%, Iliyaso et al., 2006). In fact, many people fear 

the psychosocial consequences of testing positive for HIV/AIDS particularly when it may 

lead to loss of social status (Brown, Mcintyre, & Trujillo, 2003). Participants in a 

Ugandan study report that many people avoid utilizing VCT services for fear of being 

seen by family, friends or neighbours, and consequently raising suspicions about 

promiscuity or infidelity (Bwambale et al., 2008).   
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While some Kenyans have reportedly lost employment, faced violence or 

rejection from their partners or spouses, and have generally been discriminated against 

and isolated by society after disclosing HIV positive status, the stigmatizing nature that 

surrounds an HIV-positive result brings forth fear in those wanting to seek testing 

(Spielberg, Kurth, Gorbach & Goldbaum, 2001).  In the absence of HIV treatment 

acceptability or availability, many adults do not see the benefits of testing, as testing 

itself, regardless of the outcome, may be putting a person at risk of loss of social status 

(Brown et al., 2003; Parker & Aggleton, 2003).  Adults who have not been tested hold 

higher level of AIDS-related stigma and negative attitudes towards testing than do 

individuals who have previously had VCT (Hutchinson & Mahlalela, 2006).  Yet, 

previous studies have indicated that routinely offering HIV counselling and testing 

services might be effective in reducing stigma and discrimination in the community 

(Matovu & Makumbi, 2007).  

Men in particular are greatly affected by stigma-related barriers to seeking VCT 

with over half of men in a Ugandan study stating they feared to test for HIV solely 

because of stigma (Bwambale et al., 2008).  Men are most worried about the effects of 

being labelling HIV-infected because of the potential loss of social privileges.  Fear of 

meeting familiar people in HIV testing clinics drives men to prefer being tested in distant 

clinics, although this is not always feasible nor convenient for many (Bwambale et al., 

2008).  While knowledge about HIV/AIDS is necessary to combating AIDS-related 

stigmas, more targeted intervention strategies need to be upheld.  Public health laws, 

social marketing, anti-stigma campaigns, community mobilizations and the use of mass 
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media are needed to change societal beliefs about people living with AIDS (Kalichman & 

Simbayi, 2003). 

 The perceived ease or difficulty in visiting an HIV counselling and testing 

facility is also evident in previous literature. Factors such as access, cost, waiting time, 

confidentiality, location of VCT and quality of VCT are large issues that affect VCT 

uptake (Bwambale et al., 2008).  Previous studies have described that males over the age 

of 15 in South Africa are most heavily influenced by the characteristics of the VCT 

services themselves (Hutchinson & Mahlalela, 2006).  Factors such as location of VCT, 

presence of rapid testing and home visiting for palliative care are significant influences in 

VCT uptake (Sherr et al., 2007).  In Uganda, men who had ever undergone VCT stated 

the main reasons for choosing a particular site were confidentiality, proximity, and 

convenience (Bwambale et al., 2008).  Because the traditional VCT centre relies on the 

individual to actively seek HIV counselling and testing, this approach to care rests on 

awareness of the availability of the service as well as the individual‟s conscious choice to 

return to the centre to receive test results.  Where health systems are weak and resources 

are limited, individual attitudes and personal perceptions of the available VCT services 

create further barriers to testing (Matovu & Makumbi, 2007) therefore having a 

considerable impact on the eventual uptake of VCT (Kalichman & Simbayi, 2003). 

In South Africa, the motivation to use VCT is low because, correctly or 

incorrectly, people do not view themselves as being at risk for HIV/AIDS, even in high-

prevalence areas or in high-risk behaviour groups (Hutchinson & Mahlalela, 2006; 

Kilewo, Kwesigabo, Comoro, Lugalla, Mhalu, Biberfeld, Wall, & Sanstrom, 1998).  High 

risk groups tend to be less likely to participate in VCT (Matovu et al., 2005) possibly for 
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fear of learning a positive test result (Spielberg et al., 2001). However, only 9.1% of 

participants in a Ugandan study perceived themselves to be at a high risk of HIV yet the 

study found the majority of men, especially single men, reported themselves to be at high 

risk for HIV because of multiple sexual relationships (Bwambale et al., 2008).  In fact, a 

significant proportion of men in the Ugandan study reported engaging in risky sexual 

behaviour including having multiple sexual partners and unprotected sexual intercourse. 

Multiple sexual partners was reported to be a common practice and appeared to be a 

manifestation of male dominance in society.  However, in spite of the risky sexual 

behaviour, the men reported very low perception of risk, especially in the oldest cohort. 

In Zambia, individuals willing to seek VCT were more likely to be at high risk and were 

more likely to test positive (Fylkesnes & Siziya, 2004).  One possible explanation for the 

apparent discrepancy between multiple sexual partners and risk perception may be that 

multiple sexual partners are a societal norm and men do not perceive it as risky 

behaviour.  Secondly, lack of HIV knowledge may further decrease perception of HIV 

risk in these men. 

For those who have had VCT previously, studies show that repeat HIV-negative 

testers are about twice as likely as non-repeat testers to report high-risk sexual behaviours 

(Matambo, Dauya, Mutswanga, Makanza, & Chandiwana, 2006).  These findings suggest 

that HIV-negative testers do not reduce their sexual risk behaviour.  In fact, a negative 

test result may lead people to revise downward the estimated probability that their 

partner(s) are HIV-infected and also their risk of becoming infected by their partners. 

Others who test negative may increase or at least not reduce risky behaviour because they 

realize they are less of a danger to others.  In this context, repeat testing constitutes a 
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missed opportunity for more targeted prevention interventions during post-test 

counselling (Leaity, Sherr, Wells, & Evans, 2000) and is a further concern to address.  

Gender has been found to be a significant predictor in the uptake of VCT (Sherr et 

al., 2007).  Adult men are more likely than their female counterparts to report 

psychological deterrents to utilization of VCT yet have been found to require reassurance 

of their HIV status more frequently (Sherr et al., 2007).  In a study conducted by Iliyasu 

and colleagues (2006) the authors conclude that gender is a factor when determining the 

willingness of participants to have VCT, with only 57% of male respondents willing to 

have VCT in contrast to 83% of females.  However, there is very little information on 

VCT uptake among men, and also on the factors that influence it. It is not known whether 

factors that influence VCT uptake in the general population are also operational in VCT 

uptake by men only (Bassett, Giddy, Nkera, Wang, Losina, Lu, Freedberg, & Walensky, 

2007).  Men‟s utilization of VCT is important because in many societies including those 

in Kenya, men are the heads of households and control decisions and resources that are 

essential for HIV prevention and care.  As Kenya works to consolidate gains in HIV 

prevention, it is vitally important that males are fully involved in HIV prevention and 

control strategies. 

Though previous literature has identified factors associated with the use of VCT 

services, very few studies have applied theoretical models (de Paoli, Manongi & Klepp, 

2004; Meadows, Catalan, & Gazzard, 2001; Wolf, Nyanzi, Katongole, Ssesanga, 

Ruberantwari & Whitworth, 2005).  In fact, of the previous studies employing the use of 

a theoretical framework in discussing the uptake of VCT in sub-Saharan Africa, only one 

has discussed the applicability of the Theory of Planned Behaviour (TPB).  This study 
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demonstrated how the Theory of Planned Behaviour could predict intention to uptake 

VCT in Tanzanian teachers and was successful in demonstrating the power of the theory 

(Kakoko et al., 2006).  While the results of this study provided support for the relevance 

of the TPB in predicting intention, no previous studies have investigated this theory in a 

younger population.  This study is an initial effort to test the applicability of the Theory 

of Planned Behaviour (Ajzen, 1991) in predicting intended use of VCT services in a 

Kenyan student context. 

I. The Theory of Planned Behaviour 

The Theory of Planned Behaviour (Ajzen, 1991), built upon the earlier Theory of 

Reasoned Action (Ajzen & Fishbein, 1970), focuses on the theoretical constructs that are 

concerned with individual motivational factors as determinants of the likelihood of 

performing a specific behaviour.  The central factor of the theory is the individual‟s 

intention to perform a given behaviour.  Intentions capture the motivational factors that 

influence behaviour and are indications of how much of an effort people are willing to 

exert in order to perform a behaviour.  As a general rule, the stronger the intention to 

engage in a behaviour, the more likely should be its performance.  The TPB was designed 

to explain intention only if the behaviour in question is under volitional control – if the 

person can decide at will to perform or not perform the behaviour.  

The theory predicts that the intention to perform a behaviour is a function of three 

salient beliefs: the person‟s attitude, subjective norms and perceived behavioural control.  

The three predictors influence subsequent behaviour indirectly through behavioural 

intention (Appendix B).  The theory specifies that the determinants of attitudes, 
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subjective norms and perceived behavioural control combine multiplicatively and that 

one of the strengths of the Theory of Planned Behaviour is its broad applicability.  The 

theory has been able to account for a considerable proportion of the variance in intention 

and behaviour in previous literature (Ajzen, 1991). 

Attitudes have been the most widely researched aspect of the TPB and continue to 

receive attention from social and cognitive psychologists (Ajzen, 2001; Bentler & 

Speckart, 1981).  Attitudes toward performing behaviour reflect favourable or 

unfavourable evaluation of the particular behaviour.  Attitude toward the behaviour– in 

this case, uptake of VCT – is determined by individuals‟ beliefs about the outcome of 

performing the behaviour (behavioural beliefs; belief that VCT uptake is associated with 

certain attributes) weighed by the extent to which these outcomes are valued (belief 

outcomes; value attached to VCT uptake).  

Subjective norms refer to the perceived social pressure to perform the behaviour.  

They are governed by perceptions of whether significant others think that one should 

perform the behaviour (normative beliefs; belief about whether each referent approves or 

disproves of VCT) and one's motivation to comply with the wishes of significant others 

(motivation to comply; motivation to do what each referent thinks is right).  With regard 

to norms, individuals differ in the weight they place on subjective norms as influencers; 

these also vary across behaviours (Ajzen, 2001).  In other words, some adolescents may 

give importance to their attitude about the behaviour when deciding to engage in a 

behaviour, while other adolescents may give more importance to what they think others 

think they should do.   
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Perceived behavioural control reflects the perceived ease or difficulty associated 

with behaviour performance and with behavioural intention, and unlike attitudes or 

subjective norms, is posited to directly predict behavioural achievement.  This construct 

of the theory is intended to account for situations where an individual has less than 

complete control over the behaviour and includes two components.  The first component 

is “facilitating conditions” (Triandis, 1979) which reflect the availability of resources 

needed to engage in a behaviour.  This might include access to the time, money and other 

resources required to engage in a behaviour.  The second component is self-efficacy and 

refers to the individual‟s self-confidence in his/her ability to perform a behaviour 

(Bandura, 1982).  Ajzen argues that a person will expend more effort to perform a 

behaviour when his or her perception of behavioural control is high.  Beliefs about the 

presence of factors that might hinder the behavioural achievement (control beliefs; 

perceived likelihood of occurrence of each facilitating/constraining condition) and 

perceived ability to control factors that might hinder the behavioural achievement (power 

of control; perceived effect of each condition in making VCT uptake difficult/easy) 

provide the basis for perceived behavioural control. 

According to the theory, an individual‟s intention to perform a specific behaviour 

is a direct determinant of whether he or she will act.  To accurately assess the behaviour, 

one must take into account the target, time, context and behaviour on which the intent is 

being judged (Ajzen & Fishbein, 2000; Ajzen & Fishbein, 1970).  The theory‟s validity is 

therefore achieved through empirical support for the relationships among attitudes, 

subjective norms, perceived behavioural control and their relative path weights that lead 

to intention.  
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The Theory of Planned Behaviour has often been applied to predict the likelihood 

of health behaviour (Hardeman, Johnston, Johnston, Bonetti, Wareham, & Kinmonth, 

2002), including condom use (Albarracin, Johnson, Fishbein, & Muellerleile, 2001), 

dieting (Bagozzi, Moore, & Leone, 2004), product choice, supportive behaviours, and 

voting (Cooke & Sheeran, 2004).  The theory has also been applied to a broad array of 

cultures or continents, including Africa (Fekadu & Kraft, 2001; Molla, Astrom, & 

Berhane, 2007; Lugoe & Rise, 1999) and empirical evidence suggests that the cognitions 

supplied by the TPB are useful in predicting sexual behaviour in adolescents attending 

school in non-Western contexts (Bandawe & Foster, 1996; Bosompra, 2001; Klepp, 

Ndeki, Thuen, Leshabari & Seha, 1997). 

Although the core components of the TPB model have been successful in 

predicting behavioural intention and subsequent behaviours, other variables are often 

included to increase the predictive utility of the model (Fishbein & Ajzen, 2005).  I 

include the variable of perceived risk from the health-belief model because the high 

prevalence of HIV in Kenya might increase risk perception which in turn might affect the 

uptake of VCT services, as it has other HIV-related decisions (Fylkesnes & Siziya, 2004; 

Holtzman, Rubinson, Bland & McQueen, 1998).  With a significant contribution to the 

variance in intended use of VCT services among Tanzanian teachers, perceived risk may 

be a valuable addition to the TPB model in this study. 

II.  The Present Study 

There are more teenagers alive today than ever before: 1.1 billion adolescents 

aged 10-19 years, 85 percent of them living in developing countries (Boswell & 
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Baggaley, 2002).  Preventing HIV among young people is particularly urgent in sub-

Saharan Africa, where in many countries young people comprise more than 30 percent of 

the population and general HIV prevalence rates often exceed 10 percent (UNAIDS, 

2008). 

VCT has become a widely accepted HIV prevention strategy among adults and 

most clients of VCT services are in their mid- to late twenties (Genberg et al., 2007).  

Sixty percent of all new HIV infections in sub-Saharan Africa, however, occur among 

young people between the ages of 10 to 24 (UNAIDS, 2008).  Given that many of those 

newly infected with HIV are young people, VCT program managers and policymakers 

are increasingly recognizing the importance of encouraging youth to seek HIV 

counselling and testing and of modifying their services to meet youth's particular needs. 

Because young people naturally reflect their communities, the variety of their 

behaviours and practices is diverse in the same way as adults‟.  Knowing how young 

people are infected and affected by HIV/AIDS in a given context is important in 

developing effective service delivery models.  VCT services may have to be general or 

targeted depending on a range of factors including health-seeking behaviours and level of 

stigma. Few VCT services have been developed to help young people in developing 

countries who are at increased vulnerability to HIV/AIDS as a result of risk practice or 

exposure (Genberg et al., 2007).  Youth affected by AIDS typically face a wide range of 

stressful events and circumstances, including the loss of caregivers, the burden of adult-

like responsibilities, and social isolation.  Young people are a specific target group for 

VCT and yet they have not been studied as an independent group in reference to their 

attitudes and beliefs toward VCT uptake.  Previous studies have focused on the term 
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“youth” to be described as those aged 15 and above, yet very little concern themselves 

with those any younger.  When 13% of 15–24 year old men in Harrison, Cleland, Gouws 

and Frohlich‟s (2005) study in South Africa experienced sexual debut before age 15, the 

failure to focus on young adolescents is a significant gap in the research literature about 

uptake of VCT. 

A study conducted by the Horizons program in Kenya and Uganda in 2001 

attempted to understand young people‟s (aged 14-21 years) experiences with HIV testing 

and the factors that inhibit or motivate youth to use testing services.  The research team 

conducted a survey, in-depth interviews, and focus group discussions among convenience 

samples of youth, parents and community leaders, and service providers.  Survey results 

showed that youth have a strong interest in knowing about their HIV status.  More than 

75 percent of untested youth in Kenya and about 90 percent in Uganda indicated they 

would like to be tested in the future (Horizons Program, 2001). 

The use of the Theory of Planned Behaviour in predicting intention has been used 

by previous researchers to identify the factors that influence adolescent behaviour 

(DiClemente, Wingood, Harrington, Lang, Davies, Hook, Oh, Crosby, Hertzberg, 

Gordon, Hardin, Parker, & Robillard, 2004).  Previous research on adolescent intent to 

use a condom provides insights into why an individual would choose one behaviour over 

another and is useful for policymakers and prevention scientists wishing to influence the 

contributing factors of adolescent decision-making.  As a result of its practicality, the 

TPB has been incorporated into various adolescent prevention interventions (DiClemente 

et al., 2004; Jemmott, Jemmott, Fong & McCaffree, 1999) and many programs that 

encourage safer sex behaviours have been established (Miller, Boyer, & Cotton, 2004). 
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III. Objective 

In a study conducted by Kakoko and colleagues (2006) in Tanzania among 

teachers, the authors investigated the use of voluntary HIV counselling and testing using 

the Theory of Planned Behaviour.  The study examined the applicability of the TPB and 

the additional predictive role of perceived risk in predicting intended use of VCT 

services.  Using a cross-sectional questionnaire survey among 918 primary school 

teachers, the results of the study indicated that perceived behavioural control added the 

most variance to the TPB model.  The authors determined that the TPB is a useful 

conceptual framework for predicting intended use of HIV counselling and testing among 

Tanzanian teachers. 

The present study among 13-15 year old Kenyan males is modeled after this 2006 

paper but is designed to discover the barriers to VCT uptake among a student population 

and to predict which constructs of the TPB are most valuable in predicting uptake of 

VCT.  Very few studies of VCT have applied theoretical models or investigated 

populations of youth younger than 18 years (Meadows et al., 2001) or in males in 

particular. In fact, there is very little information on VCT uptake among males including 

the factors that influence it (Matovu et al., 2007).  Males‟ utilization of VCT services is 

important because in many societies, including those in Kenya, men are the heads of 

households and control decisions and resources that are essential for HIV prevention and 

care (Bwambale et al., 2008).  The present study seeks to determine how well attitudes, 

subjective norms, perceived behavioural control and perceived risk predict males‟ 

intention to use VCT services.   
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CHAPTER THREE: METHOD 

 

I. Participants 

 We sampled two hundred Kenyan males from four different school districts in 

Nakuru and Nairobi, Kenya.  Students were asked to stay after school if they wanted to 

participate in a voluntary study regarding their attitudes toward VCT centres.  The mean 

age of participants was 14.04 years (13 years, n=60, 30.0%; 14 years, n=71, 35.5%; 15 

years, n=39, 34.5%) representing grade levels of “Form 1” (Grade 9 equivalent in 

Canada) (n = 121; 60.5%) and “Form 2” (Grade 10 equivalent in Canada) (n = 79; 

39.5%).  Participants were recruited from St. Aloysius Mixed Secondary in Kibera (n = 

16; 8%), Seet Kobor Secondary in Nakuru (n = 71; 35.5%), Lake Solai Secondary in 

Nakuru (n = 56; 28%) and Kiamunyi Secondary in Nakuru (n = 58; 28.5%).  All 

participants were proficient in their ability to read and write English, one of the official 

languages of Kenya and the primary language of school instruction. 

II. Procedure 

Ms. Beryl Ndolo of Kenyatta University in Nairobi, Kenya, administered and 

collected the demographic and survey data from all schools in May of 2009.  Ethics 

approval was granted by Queen‟s University before proceeding.  Permission was 

obtained from the acting principals of the schools, and passive parental consent 

(Appendix C) was obtained using a letter of information sent home with students 

(Appendix D) one week before the questionnaire date.  
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The standard procedure of survey data collection was conducted as follows.  The 

study was explained to the participants in detail in their classes, and any interested male 

youth aged 13-15 years was invited to stay after classes had finished for the day.  Study 

personnel stressed that participation was optional and that there were no consequences to 

those who elected not to participate.  Written consent from the interested students was 

obtained and interested participants (Appendix E) were then allowed to anonymously 

complete the questionnaire.  All participants were provided with a package containing the 

questionnaire.  All surveys were completed individually but in a classroom setting.  

Participants were instructed to raise their hands if they had any difficulty in 

understanding the questions asked on the survey and Ms. Ndolo was available for 

questioning.  Survey completion took approximately 30 minutes.  Once completed, the 

surveys were inserted back into the plain package envelopes they were passed out in and 

given to the researcher.  Participants were then debriefed on the nature of the study and 

the hypotheses being tested.  All remaining questions or concerns were addressed with 

the participants on an individual basis. 

III. Measures 

The items used to assess the TPB constructs (Appendix F) were developed by 

Kakoko and colleagues (2006) where participants in their study took part in focused 

interviews to elicit beliefs about testing behaviours, significant reference groups and 

barriers to testing.  The most frequently occurring responses formed the basis for 

development of measures of behavioural, normative and control beliefs.  The same 

questionnaire was used in the present study to see if the same factors that influence an 

adult population are relevant for a target youth group (Appendix G). 
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Dependent Variable 

The dependent variable, Intention, was measured by three items asking how likely 

respondents would 1) be in need of, 2) request for, and 3) accept, HIV counselling and 

testing services the next time they were to go for health care services.  Response options 

ranged from „not likely at all‟ (1) to „very likely‟ (4).  I averaged participants‟ responses 

to these three items, such that higher scores indicate greater intention to seek VCT 

services.  Because the resulting measure was highly skewed, I subsequently dichotomized 

the dependent variable.  Those with a score of 4 on the composite item went into a higher 

intention category, coded 1, and all others went into a lower intention category, coded 0. 

In the higher intention category were 104 participants (52% of the sample), while 96 

participants (48%) were in the lower intention category. 

Independent Variables 

The independent variables included attitudes, subjective norms, perceived control, 

and perceived risk with each predictor measured indirectly.  Direct and indirect 

measurement approaches make different assumptions about the underlying cognitive 

structures (Ajzen, 1991) yet both assess the same construct with indirect measures 

providing a latent form of the construct.  The benefit of using indirect measures is that 

they provide more information than direct measures (Valois, Desharnais, Godin, Peron & 

Lecompte, 1993), specifically giving insight into the underlying cognitive foundation of 

each TPB construct. Indirect measures require participants to rate their corresponding 

beliefs and are therefore included in the present study.  
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Attitudes (A).  I multiplied each behavioural belief score with its outcome 

evaluation score, and summed the resulting five scores to calculate the attitude scale, in 

which higher scores indicate more positive attitude towards VCT.  The behavioural belief 

items asked respondents to rate the extent to which they think their use of VCT services 

the next time they go for health care services is likely to 1) avert their chances of HIV 

infection, 2) make it possible for them to avoid transmitting HIV to a current/future 

partner, 3) result in a happy life if test results are negative, 4) help them plan confidently 

for their future, and 5) facilitate their seeking of anti-retroviral therapy (ARVs) if these 

results are positive.  Response options ranged from „not likely at all‟ (1) to „very likely‟ 

(4).  The outcome evaluation items asked respondents to give their evaluation of the 

occurrence of each of the five behavioural beliefs.  Response options ranged from 

„extremely bad‟ (1) to „extremely good‟ (4).  Table 1 gives the means, standard 

deviations, skew, and kurtosis of each study variable. 

 

Table 1. Descriptive Statistics of the Independent Variables in the Theory of Planned 

Behaviour (N=200). 

 N Items Mean
a 

SD Skew Kurtosis 

A 200 10 2.25 0.448 0.338 -0.075 

SN 200 26 2.44 0.567 -0.131 -1.028 

PBC 200 12 3.01 0.361 -0.614 0.441 

PR 200 6 2.86 0.539 -0.549 -0.649 

aScale = 1-4. 
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Subjective Norms (SN).  I multiplied the normative belief items together with 

those of motivation to comply to compose the subjective norm scale, in which higher 

scores indicated greater perceptions that significant other endorse the use of VCT.  The 

normative beliefs items asked respondents to indicate the extent to which they thought 

their mother, father, aunt/uncle, grandparent, brother/sister, best friend, religious leader, 

teacher, elder in their community, doctor, nurse, counsellor or peer educator would likely 

encourage their use of HIV counselling and testing services the next time they were to go 

for health care services.  Response options ranged from „not likely at all‟ (1) to „very 

likely‟ (4).  Motivation to comply questions required respondents to rate the extent to 

which they thought it was important for them to comply with the wishes of each of the 

referents asked about in the normative beliefs section.  Response options ranged from 

„not important at all‟ (1) to „very important‟ (4). 

Perceived Behavioural Control (PBC).  The control belief items were multiplied 

by those of power of control to compose the perceived behavioural control scale, in 

which higher scores indicate a greater degree of perceived control concerning 

consequences of VCT services.  The control beliefs items required respondents to rate the 

extent to which they believed the following six items were true: 1) costs related to VCT 

services are high, 2) they will die more quickly if they test for HIV and are informed of a 

positive result, 3) VCT service providers will keep their HIV test results confidential, 4) 

it will not be easy for them to disclose their HIV positive test results, 5) they will be 

stigmatized if they are known or suspected to be HIV-infected, and 6) they cannot afford 

to buy anti-retroviral therapy if their HIV test results are positive.  Response options 

ranged from „not at all‟ (1) to „very much‟ (4).  The power of control items asked 
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responders to rate how difficult or easy it would be for them to use VCT services the next 

time they are to go for health care services given the control belief statements are true. 

Response options ranged from „difficult‟ (1) to „easy‟ (4). 

Perceived Risk (PR).  The perceived risk scale asked respondents to indicate their 

reply to six items.  Respondents were first asked to rate the possibility of becoming HIV 

infected in the future.  They were also asked to indicate the extent to which they agreed 

that AIDS is a dangerous disease in general, in Kenya, in their communities, among 

students of the same school, and to themselves.  All responses with respect to perceived 

risk ranged from „strongly agree‟ (1) to „strongly disagree‟ (4).  Items PRa-e were 

reverse-coded and summed with PR to create a scale of perceived risk, such that higher 

scores indicated more perceived risk of HIV/AIDS. 

Additional Variables 

 Sexual Experience.  Participants were asked if they had ever had sex with 

response options of yes (coded 1; n=155, 77.5%) and no (coded 0; n=45, 22.5%).  Past 

sexual experience was included in the present study as measures of past behaviour often 

influence the future expressions of that behaviour (Ajzen, 1991) and while the theoretical 

model might be sufficient to predict future behaviour, a possible significant, residual 

effect of past behaviour could contribute (Dillon & Kumar, 1985).   

HIV Testing Site Knowledge.  Participants were asked if they knew where they 

could be tested for HIV, with response options of yes (coded 1; n=82, 41.0%) and no 

(coded 0; n=118, 59.0%).  This variable was included in the questionnaire to assess 

whether site knowledge influenced intention to uptake VCT. 
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IV. Data Analysis 

Before analyses were conducted, checks for accuracy of data entry and missing 

values were performed.  There were no missing data found for all 200 participants.  Many 

students commented to Ms. Ndolo of their hope for the data to become influential in the 

government‟s role in establishing confidential and useful VCT centres and may explain 

the complete data provided.  Frequencies and descriptive statistics were run for all 

variables to confirm that no violations of assumptions were made by individual tests.  

Frequencies for the categorical variables including age, school, school location, 

knowledge of a VCT testing centre, and past sexual experience were calculated using 

SPSS Statistics GradPack 17.0 (2008). 

The continuous variables of attitude, subjective norm, perceived behavioural 

control and perceived risk and intention, were analysed using descriptive statistics such 

as mean, standard deviation, skewness and kurtosis, including the Kolmogorov-Smirnov 

statistic and the Normal Q-Q Plot, were conducted to first assess normality.  All 

continuous variables were normally distributed except for intention which was 

subsequently dichotomized as outlined in the Measures section. 

Bivariate Analyses  

The Chi-square test for independence was used to explore the relationship 

between the categorical variables of age, school, school level, knowledge of VCT centre, 

and sexual experience with the dependent categorical variable, Intention.  Zero-order 

correlation statistics were used to describe the strength and direction of the linear 

relationship between the independent continuous variables of the Theory of Planned 
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Behaviour.  Preliminary analyses for correlation were assessed using a scatterplot to 

check for violation of the assumptions of linearity and homoscedasticity.  The 

relationship between each of the continuous independent variables of the Theory of 

Planned Behaviour and the dichotomized variable, Intention, was determined using a 

one-way analysis of variance (ANOVA).   

Multivariate Analysis  

 Hierarchical block entry logistic regression was used to explain how much of the 

variance in intention could be described by the continuous independent variables of the 

Theory of Planned Behaviour.  Attitude was entered in block 1, subjective norms in block 

2, perceived behavioural control in block 3 and perceived risk was entered in block 4.  

The analysis allowed us to assess the impact of the independent variables on our 

categorical dependent variable, Intention.  
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CHAPTER FOUR: RESULTS 

 

I. Bivariate Results 

The Chi-square test for independence was performed to assess the relationship 

between age, school, school level, knowledge of a VCT testing centre and past sexual 

experience on intention to seek HIV counselling and testing and are presented in Table 2.  

Statistical assumptions that the lowest expected frequency in any cell was 5 or more were 

met.  The results indicated no significant associations between age and intention, χ
2
 (1, 

n=200) = 1.484, p = 0.476; school and intention, χ
2
 (1, n=200) = 1.477, p = 0.688; school 

level and intention, χ
2
 (1, n=200) = 0.039, p = 0.843; knowledge of a VCT centre and 

intention, χ
2
 (1, n=200) = 0.049, p = 0.825; or past sexual experience and intention, χ

2
 (1, 

n=200) = 1.680, p = 0.195. 
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Table 2. Chi-square Analyses of Age, School, School Level, Knowledge of a VCT 

Centre or Past Sexual Experience on Intention to Seek VCT (N=200).  

 Low 

Intention 

n (%) 

High 

Intention 

n (%) 

P-value 

Age    

13 years 33 (16.5) 27 (13.5) 0.476 

14 years 33 (16.5) 38 (19.0)  

15 years 31 (15.5) 38 (19.0)  

School    

St. Aloysius 10 (5.0) 6 (3.0) 0.688 

Seet Kabor 33 (16.5) 38 (19.0)  

Lake Solai 26 (13.0) 30 (15.0)  

Kiamunyi 28 (14.0) 29 (14.5)  

School Level    

Form 1 58 (29.0) 63 (31.5) 0.843 

Form 2 39 (19.5) 40 (20.0)  

Knowledge    

Yes 39 (19.5) 43 (21.5) 0.825 

No 58 (29.0) 60 (30.0)  

Experience    

Yes 18 (9.0) 27 (13.5) 0.195 

No 79 (39.5) 76 (38.0)  

  

  

The relationships between independent variables of the Theory of Planned 

Behaviour (as measured by the study survey) were investigated using Pearson product-
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moment correlation coefficient and are presented in Table 3.  Preliminary analyses were 

performed to ensure no violation of the assumptions of normality, linearity and 

homoscedasticity as were checks for outliers.  There was a small, positive correlation 

between subjective norm and attitude, r = 0.291, n = 200, p < 0.05 and between 

perceived risk and perceived behavioural control, r = 0.265, n = 200, p < 0.05. 

 

Table 3. Intercorrelations for the Independent Variables from the Theory of Planned 

Behaviour (N=200). 

 Attitude (A) Subjective 

Norm (SN) 

Perceived 

Behavioural 

Control (PBC) 

 Perceived 

Risk (PR) 

A -    

SN 0.291** -   

PBC -0.127 -0.059 -  

PR -0.043 -0.038 0.265** - 

*p<0.10; **p<0.05 

 

 

A one-way between-groups analysis of variance was conducted to explore the 

impact of the independent variables of the Theory of Planned Behaviour on intention to 

seek VCT services and is presented in Table 4.  Tests for homogeneity of variances were 

not significant.  However, there was a statistically significant difference at the p < 0.05 

level in scores for perceived behavioural control: F (1, 198) = 8.103.  Despite reaching 

statistical significance, the actual difference in mean scores between groups was quite 

small. The effect size, calculated using eta squared, was 0.04.   
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Table 4. One-way Analysis of Variance for Effects of Attitudes (A), Subjective Norm 

(SN), Perceived Behavioural Control (PBC) and Perceived Risk (PR) on Intention. 

Variable & 

Source 

df SS MS F 

A     

Between Group 1 0.150 0.150 0.748 

Within Groups 198 39.828 0.301  

SN     

Between Group 1 0.146 0.146 0.387 

Within Groups 198 74.794 0.278  

PBC     

Between Group 1 1.022 1.022 8.103** 

Within Groups 198 24.967 0.126  

PR     

Between Group 1 0.440 0.440 1.519 

Within Groups 198 57.299 0.289  

*p<0.10; **p<0.05 

 

 

II. Multivariate Results 

 Logistic regression was performed to assess the impact of the independent 

variables of the Theory of Planned Behaviour on students‟ intention to seek VCT 

services.  Assumptions of non-multi-collinearity were met and no outliers were found.  

The model contained four independent variables (attitude, subjective norm, perceived 

behavioural control, and perceived risk) where attitude was entered in block 1, subjective 

norms in block 2, perceived behavioural control in block 3 and perceived risk was 

entered in block 4.  The full model containing all predictors was statistically significant, 
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χ
2
 (1, N = 200) = 4.440, p < 0.05, indicating that the model was able to distinguish 

between respondents who did or did not intend to seek VCT services.  As shown in Table 

5, two of the independent variables made a unique statistically significant contribution to 

the model (perceived behavioural control and perceived risk).  The strongest predictor of 

reporting intention was perceived behavioural control, recording an odds ratio of 4.083.  

This indicated that respondents who perceived their ability to get tested for HIV 

favourably had over 4 times greater odds of reporting their intention to seek VCT 

services than those who did not perceive their ability favourably, controlling for all other 

factors in the model.  The odds ratio of 0.549 for perceived risk was less than 1, 

indicating that for those respondents who felt more at risk for contracting HIV, they were 

approximately 0.5 times less likely to report their intention to seek VCT services.  

 

Table 5. Logistic Regression Analysis Predicting Intention to use VCT. 

 B SE Wald Odds 

Ratio 

A -0.286 0.347 0.681 0.751 

SN 0.244 0.252 0.943 1.277 

PBC 1.407** 0.452 9.699 4.083 

PR -0.600** 0.289 4.314 0.549 

*p<0.10; **p<0.05 
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CHAPTER FIVE: DISCUSSION 

 

Voluntary counselling and testing plays a pivotal role in the public health 

response to HIV/AIDS in many sub-Saharan African countries.  Its implementation in 

Kenya was a crucial step in providing an avenue to primary prevention, antiretroviral 

therapy (ARV), and management of HIV-related illnesses.  This study used the Theory of 

Planned Behaviour to predict students‟ intention to use HIV counselling and testing 

services and has provided insight into the factors that influence intent to seek VCT 

services.  

The results revealed no significant association between students‟ age or school 

level and intention to seek HIV counselling and testing support.  Within a narrow age 

range of 13 to 15 years, these results show that 13 year olds do not differ from 14 or 15 

year olds in their intention to seek VCT.  While 82% of 13 year olds, 79% of 14 year 

olds, and 73% of 15 year old participants in this study had had sex previously, intent to 

seek VCT did not change with increasing age.  The results of limited previous research, 

however, suggest that teens in Ethiopia indicated VCT acceptance four times greater than 

older cohorts (Admassu & Fitaw, 2006).  This may be because teens are most affected by 

HIV/AIDS, having the highest prevalence of HIV infection (Ministry of Health, 2000). 

Another reason for this discrepancy could lie with the definition of “sex” which may hold 

varying meanings across cultures and age groups (Kauth, 2000, p. 20) and was not 

defined explicitly in the study questionnaire.  
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 Participants for this study were recruited from one school in the urban slum of 

Kibera (St. Aloysius Mixed Secondary) and three schools from the more rural Nakuru 

district (Seet Kobor, Lake Solai and Kiamunyi Secondaries).  The results found no 

association between school location and intention to seek VCT services, indicating that 

rural or urban status was not a factor in intention to uptake VCT.  However, as this study 

included a much larger population of students from the rural district (92%), the urban 

population was proportionally underrepresented (8%).  This was due to transportation 

logistics for the researcher and previous relationships with rural school principals.  This 

underrepresentation might have made it difficult to identify any urban-rural differential in 

this particular study (Admassu & Fitaw, 2006; Hutchinson & Mahlalela, 2006) and could 

be an avenue for future research.   

 While VCT could serve as the primary entry point to HIV/AIDS clinical care and 

psychological support, evidence of high readiness to test but limited means to actually 

follow through has been demonstrated in other settings in sub-Saharan Africa (Bwambale 

et al., 2008).  Direct offer of HIV testing in a convenient location usually leads to high 

uptake in both health-care settings and community settings.  However, only a minority of 

African adults will make unsolicited visits to free-standing or clinic-based VCT centres 

(World Health Organization, 2004) and previous literature has shown that limited access 

to VCT centres presents a major barrier to its uptake (Bwambale et al., 2008).  Students 

who reported knowledge of the location of a VCT centre in the present study (41%) were 

no more likely to show intent to receive VCT services than those who did not know 

where a VCT centre was located (59%).  This could be because students do not feel the 

same stigma surrounding VCT uptake as adults and might feel comfortable being tested 
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at any static VCT location.  It might also be that students‟ intent for uptake is not 

influenced by VCT location in particular because information about the benefits of 

testing for HIV regardless of location is readily available in formal settings.  However, 

the use of mobile VCT centres might be beneficial in this study population, as many 

young people do not have the financial means for transport to a static site (Horizons, 

2001).   

The components of the Theory of Planned Behaviour to predict intention include 

attitudes, subjective norms, and perceived behavioural control (Ajzen, 1991).  Generally 

speaking, the theory postulates that individuals will intend to perform a behaviour when 

they evaluate it positively and when they believe that important others think they should 

perform it (Ajzen, 1991).  Results of the present study found a small positive relationship 

between the components of attitude and subjective norm indicating that students who felt 

a more favourable evaluation of being tested for HIV also felt more social acceptance 

from important members of society in regards to their intention to seek testing.  This 

finding suggests that an association exists between favourable personal considerations 

and the influence of perceived social acceptance to uptake VCT.  This is expected as the 

Theory of Planned Behaviour indicates that attitudes sometimes arise partly from the 

influence of others (Ajzen, 1991).  Taylor and Todd (1995) argue that the two types of 

influence are not independent and that attitudes will often be influenced by social-

normative factors (as in the case where positive attitudes toward performing a behaviour 

arise directly out of information or advice from others about carrying out the behaviour).  

This may have implications for public health policy in Kenya.  While much of the health 

information disseminated across the country is from local peer health groups (Horizons, 
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2001), the relationship found between attitudes and subjective norms might be an avenue 

for the government to use mass-media campaigns to help reduce social stigma in all ages.  

Promotion of VCT should therefore be based on the fact that youth‟s attitudes toward 

VCT are also a function of people they deem important and should aim to increase 

acceptance among all demographics.  

 The results of this study also indicated a small positive relationship between the 

TPB component of perceived behavioural control and the added variable, perceived risk.  

This indicates that as students perceive a greater ease of getting tested for HIV they feel a 

greater sense of risk that AIDS is a dangerous disease to both themselves and their 

community.  This could be due to a greater awareness of the disease itself and a more 

mature knowledge of the effects of HIV.  Because the study population is in school and 

are taught health-behaviours in class and by after-school peer education groups, the 

knowledge of resources available could create a greater sense of urgency in the 

individual‟s role in the prevention of transmission of HIV.  Students might also feel 

greater self-confidence if they are taught that anti-retroviral treatments are offered free in 

most parts of Kenya, thereby decreasing the likelihood that they will feel at risk of 

contracting HIV.  

Results indicated no differences between students with higher and lower 

intentions to use VCT services in regards to their attitude toward testing.  A non-

significant difference is likely to be a reflection of the individualistic nature of using VCT 

services.  One‟s favourable or unfavourable evaluation of the idea to use VCT services is 

a decision made by the individual and reflects personal opinion.  Attitudes reflected here 

included students‟ beliefs that their own personal use of VCT services could lower their 
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chances of HIV infection and make it possible to avoid transmitting HIV.  Students may 

perceive that VCT services would result in a happy life if the results were negative, help 

them plan confidently for the future or facilitate their seeking of therapy if their HIV test 

results were positive.  The lack of a relationship between attitude and intention reflects 

that students feel pressures elsewhere when it comes to being tested/not tested for HIV, 

but that their own evaluation of HIV services is not a significant determinant. 

The present study did not find a significant relationship between intention to use 

VCT services and subjective norms.  Subjective norms represent interpersonal influences, 

including the student‟s mother, father, grandmother, grandfather, brother, sister, best 

friend, religious leader, elder, doctor, nurse, counsellor or peer educator.  A non-

significant difference in subjective norm scores, however, should not be taken as 

evidence that normative expectations are unimportant when it comes to students‟ decision 

not to use VCT services.  It is possible that the norms with respect to the use of VCT 

have not yet been well established due to HIV/AIDS-related stigma and discrimination 

surrounding this behaviour (Bwambale et al., 2008; de Paoli et al., 2004; Lie & Biswalo, 

1996). 

According to the Theory of Planned Behaviour, perceived behavioural control and 

behavioural intention both directly predict behavioural achievement.  A significant 

difference in scores between students with high and low intention was found for 

perceived behavioural control in this study.  This indicates that as students perceive a 

greater ease of being tested for HIV their intention to seek VCT counselling and testing is 

greater.  The finding that perceived behavioural control is greater in those students who 

intend to use VCT services may be because the perceived ease/difficulty of being tested 
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for HIV relies on both past experiences and anticipated obstacles (Ajzen, 1991) as 

predicted by the TPB.  This deems that students are confident in their knowledge of VCT 

services and that the available resources remain in place.  Under these conditions, a 

measure of perceived behavioural control adds accuracy to behavioural prediction 

(Ajzen, 1991).  This could be meaningful in the Kenyan government‟s promotion of 

voluntary counselling and testing and should focus on facilitating conditions surrounding 

the VCT centre and uptake.  Second attention should focus on a student‟s confidence to 

seek VCT and whether the use of complementary mobile VCTs might be beneficial. 

 The up-scaling of mobile VCT is a recommendation to provide an increased ease 

of being tested for HIV and may provide a solution to the barrier of students‟ perceived 

behavioural control.  Typical mobile initiatives may last between one and five days and 

reduce the barriers of time, distance, and stigma (Bwambale et al., 2008; Marum, 

Taegtmeyer & Chebet, 2006).  While previous literature indicates that adults would 

prefer to utilize mobile services over static ones, the major reason stated was for 

convenience.  This convenience makes it easier for people to have the initiative to get 

tested.  While counsellors come from outside the community and are not likely to 

recognize those being tested, people seeking services near their home are more likely to 

be seen by neighbours (Bwambale et al., 2008; Marum, Taegtmeyer & Chebet, 2006; 

Rachier, Gikumbdi, Balmer, Robson, Hunt, & Cohen, 2004).  Regardless, the significant 

relationship between perceived behavioural control and intention warrants the exploration 

of alternatives to the static VCT site and further research into mobile VCT use could be 

the basis for future studies.  The up-scaling of the mobile VCT is a recommendation that 

might provide an increased ease of being tested for HIV.  
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A non-significant difference in perceived risk scores for students with high and 

low intention is consistent with findings in previous literature.  Research done in Zambia 

found that motivation for VCT was driven by knowledge and education of VCT itself 

rather than sexual risk in a cohort of men between the ages of 18 and 90 years 

(Bwambale et al., 2008) but the study does not investigate youth separately.  It is 

suggested that this lack of perceived risk may be that sexual activity is a societal norm 

(ie. cultural practices such as polygamy) and males do not perceive sexual behaviours 

such as multiple partners as risky behaviour.  Research suggests that fear of a positive 

result can decrease motivation to test for HIV (Bwambale et al., 2008; Matovu et al., 

2005) which should be investigated in further studies. 

I. The Theory of Planned Behaviour as a Model 

The Theory of Planned Behaviour is often used to study health-related decision 

making behaviour in youth (Liou & Contento, 2001; Lien, Lytle, & Komro, 2001; 

Bissonnette & Contento, 2001; Berg, Jonsson, & Conner, 2000).  Its constructs provide a 

conceptual framework for predicting intended use of HIV counselling and testing 

services among Kenyan youth.  The theory has been shown to explain and predict a wide-

variety of behavioural intentions in previous literature (Fishbein et al., 1992) and was 

able to distinguish between students who did or did not intend to seek VCT services.  As 

judged from the odds ratios, the results of this study indicate that students‟ intention to 

use HIV counselling and testing was primarily due to their evaluations of perceived 

behaviour control and perceived risk while attitudes and subjective norms had less 

weight.  
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The non-significant contribution of attitude and subjective norms in the model 

suggests that neither the individualistic nature of VCT use nor the perceived social 

pressure to seek counselling services may be of particular consequence for intention.  

This information will be important for future policy-makers when promoting the use of 

VCT and suggests campaigns should not focus on these factors alone. In a meta-analysis 

conducted across thirty different behaviours, Trafimow & Finlay (1986) pointed out that 

individuals differ in the relative weights they place on attitudes, subjective norms, and 

perceived behavioural control and that the weights of these predictors also vary across 

behaviours and population sub-groups (Ajzen, 1991) due to cultural practice, religious 

beliefs and societal structure (Suh, Diener, Oishi, Triandis, 1998). 

 The inclusion of perceived behavioural control improved the prediction of 

intention to use VCT.  In fact, the inclusion of perceived behavioural control in the model 

indicated that as students increased one unit on the perceived behavioural control 

measure, their odds of intending to get tested for HIV increased by more than 4 times.  

This item also rated higher than items on the other scales indicating that the presence of 

requisite resources and opportunities ultimately determine intention.  This might be 

attributed to the fact that use of HIV counselling and testing in students is not hampered 

by the social-psychological barriers found in older adults.  Control beliefs are based in 

part on past experience with seeking VCT but will be influenced by second-hand 

information about VCT services.  This includes the experiences of acquaintances and 

friends and by other external factors that increase or reduce the perceived difficulty of 

being tested for HIV.  
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Previous studies have highlighted the fact that when perceived behavioural 

control was added to the TPB model, it was not only an important contributor but it was 

often the most important predictor of both behaviour and intention (Armitage & Conner, 

1999).  In general, the more resources and opportunities individuals believe they possess, 

and the fewer obstacles or impediments they anticipate, the greater should be their 

perceived control over the behaviour (Ajzen, 1991).  In fact, the addition of perceived 

behavioural control should become increasingly useful as volitional control over uptake 

of VCT declines.  Under such conditions, greater perceived behavioural control should be 

associated with stronger intention-behaviour relationships.  Focus group discussions with 

boys in this age group might provide useful information about the particular components 

of perceived behavioural control that influences their uptake of VCT.  This would allow a 

more direct approach to increasing the uptake of VCT in this population. 

 Finally, perceived risk contributed significantly to the explained variance in 

intended use of VCT services.  The perceived risk variable was included from the Health 

Belief Model because the high prevalence of HIV in Kenya might increase risk 

perception.  This significantly affected the intent to uptake VCT services as it has in other 

HIV-related decisions (Gage & Ali, 2005).  The inclusion of perceived risk in the model 

indicated an odds ratio of less than one.  This suggests that students who felt more at risk 

for contracting HIV were less likely to seek VCT services.  Similar findings have also 

been reported in HIV/AIDS related studies (Nyblade, Menken, Wawer, Sewankambo, 

Swerwadda, Makumbi ,Lutalo & Gray, 2001) where high-risk groups were less likely to 

participate in VCT.  This has also been demonstrated in other health related behaviours 

where a low or moderate estimation of perceived risk appears necessary to motivate 
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participation and the perception of high risk has an inhibiting effect on participation (Janz 

& Becker, 1984).  This suggests that fear of receiving a positive HIV testing result is one 

of the barriers to seeking VCT (Matovu et al., 2005).  Strategies that target youth 

specifically and promote the availability of ARVs would be beneficial in increasing the 

use of VCT among this age group.  

II. Study Strengths & Limitations 

 This study has a number of strengths and limitations that should be considered.  

The study was convenience-based and relied heavily on self-report by the students.  This 

may have led to reporting bias because of the reluctance to disclose sensitive behaviours 

such as sexual activity and could have been affected by under- or over-reporting, or both.  

The high indication of sexual activity could be due to the close quarters students were in 

when filling out questionnaires, perhaps wanting to boast about previous sexual 

encounters.  On the contrary, reporting could be under-representative of the students‟ 

current sexual activities when stigmas of transmission of HIV are associated with 

promiscuous behaviour.  However, the completeness of the data set suggests that this 

may not be a significantly limiting factor.  It is also possible that some respondents 

reported attitudes and social norms which they thought were socially desirable but that 

were not completely factual.  This too may not present a considerable barrier as many 

students commented to the researcher their desire for their honest results to influence the 

production of quality VCT centres. 

 Another limitation of the present study is that we did not establish whether 

students followed through with their intentions into the actual use of VCT services.  
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Reviews of the literature suggest that in prospective studies behavioural intention 

accounts for 20-40% of the variance in corresponding behaviour (Ajzen, 1991; Corner & 

Armitage, 1998).  However, 85.5% of students reported their acceptance of VCT the next 

time they were to go for health care services and 78% reported they would be either 

somewhat likely or very likely to actually request VCT services the next time they were 

to go for health care services.  This suggests that the students in this study are likely to 

seek VCT in the future. 

 Nevertheless, our results clearly indicate that the Theory of Planned Behaviour 

model contains variables that are important for predicting the intention to seek VCT 

services among Kenyan high school students and that perceived behavioural control and 

perceived risk are important factors in accounting for intention.  The use of indirect 

measures in the questionnaire gave the researchers insight into what students are thinking 

and why they have certain thoughts (Ajzen, 1991).  This information has great value for 

developing effective behavioural interventions and suggests that in order to promote the 

use of VCT services among students in Kenya, attention should be paid to enhancing 

perception of control and perceived risk of HIV infection in populations who feel 

invulnerable. 

III. Future Studies & Recommendations 

Future studies should focus on the factors that influence youth in expanding HIV 

voluntary counselling and testing promotion.  Investigating the differential barriers faced 

by urban and rural youth with a larger sample size would give a more complete 

understanding to the factors that influence VCT uptake, and could give results that are 
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more generalizable.  Also, studies that include an even younger sample of youth are 

warranted, especially since results of the present study found a high prevalence of sexual 

behaviour among 13 to 15 year olds.  Finally, researchers may wish to investigate 

whether intention was translated into action to get tested for HIV at VCT sites. 

A sustained effort to determine how perceived behavioural control and perceived 

risk play a role in VCT uptake among this demographic would be of further interest.  

Specifically, an assessment of students‟ knowledge of HIV would help determine if an 

awareness of the disease is a contributing factor in one‟s perception of risk and uptake of 

VCT.  As such, reasons that attitudes and subjective norms do not play a significant 

effect on intent to seek VCT might shed light on this age group.  Focus group discussions 

would allow youth to determine factors that are of significant importance to the 

individual and could provide important information for VCT promoters and policy-

makers.  

Based on this study‟s findings, counselling and testing should continue in Kenya 

by non-coercive means and should target youth at a young age.  The capacity to live 

positively with HIV must be further advertised to quell people‟s fears of testing.  Existing 

static and mobile VCT activities should continue to expand with further research into its 

use and continuous self-evaluation to maintain the quality of services and to allow 

services to appeal to this demographic.  There should be a sustained effort to promote 

VCT to the most at-risk populations and to increase the use of mobile VCT throughout 

the country. 
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CHAPTER SIX: CONCLUSION 

 

Perceived behavioural control and perceived risk were shown to have the greatest 

impact on intention to seek VCT services in Kenyan youth.  Furthermore, the use of the 

Theory of Planned Behaviour in this study population served to provide insight into the 

numerous factors that affect VCT uptake, especially among a younger demographic.  

Notwithstanding the above limitations, this study enhances our understanding of barriers 

that reflect a youth‟s decision to seek testing for HIV.  This study has provided empirical 

evidence that illustrates the Kenyan government‟s need to address youths‟ perceived ease 

of attending VCT services and to reduce AIDS-related stigmas throughout the country.  

Although numerous researchers have investigated the barriers to VCT uptake 

among adults with the up-scaling of these services, this is the first study to apply the 

Theory of Planned Behaviour in a population of youth.  While data collection in the 

present study was limited to the individual level, the barriers to VCT uptake include the 

effects of interpersonal, community and political relationships across the country.  

Further research must seek to understand the influences that affect youth in particular 

when establishing VCT services.  Promotion of VCT that specifically targets the barriers 

in this population is the next step in this research.  The results of the present study could 

inform improvements to the VCT services offered and may ultimately help the Kenyan 

people to better combat the significant challenges posed by the HIV epidemic.  Direct 

translation of this study could be used to influence educational sessions with patients, 

practitioners and policy-makers, and the development of a specific intervention program. 
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THE VCT MODEL (Horizons, 2001) 

 

 

VCT is the process by which a person undergoes counselling enabling him or her 

to cope with stress and make informed choices about HIV testing. Confidentiality of 

counselling sessions, rest results, and the voluntary choice to test are emphasized.  

Decision to seek testing 

Pre-test counselling 

 The test process 

 The implications of testing 

 Risk assessment & prevention 

 Coping strategies 
 

Decision to test 

No Yes 

Post-test counselling Preventative 

counselling 

HIV-negative 

 News given 

 Risk reduction plan 

 Discussion about 

disclosure of status 

HIV-positive 

 News given 

 Risk reduction plan 

 Discussion about 

disclosure of status 

Follow-up counselling and support 

 Medical care 

 Emotional support 

 Social support 
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THEORY OF PLANNED BEHAVIOUR (Ajzen, 1991) 

 
 

 

 

 

 

 

 

 

 

 

External Variables: 

Demographic Variables: 

(Age, occupation, SES, 

religion, education) 

Personality Traits: 

(Extraversion, 

agreeableness, 

conscientiousness, 

neuroticism, openness) 

Environmental 

Influences: (Access, 

physical environment) 

Behavioural beliefs 

Normative beliefs 

Control beliefs 

Attitude 

Subjective norm 

PBC 

Intention 

Behaviour 

Evaluations of 

behavioural outcomes 

Motivation to 

comply 

Power of control 
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INFORMATION SHEET FOR PARTICIPANTS  

 

This study is being conducted by Jen Pikard and Beryl Ndolo and is sponsored by 

Queen‟s University School of Kinesiology and Health Studies.  

We want to know how you feel about local voluntary counselling and testing 

centers. We will ask you to complete a survey that should take about 30 minutes. We ask 

that you do not speak with any of your friends or peers while you‟re taking the survey 

and if you have a question, you may raise your hand and ask Ms. Ndolo, not anyone else.  

There are no known physical, psychological, economic, or social risks associated 

with this study.  Your participation in this procedure is completely voluntary and you 

may stop this survey at any time without any consequences.   

We will be making sure that the answers you give in this survey will never be 

linked with your name. Please do not write your name on any part of the survey – only on 

the piece of paper called “Participant Consent Form”. We want this information to be 

completely anonymous. The only people who will have access to the surveys will be Ms. 

Beryl Ndolo and Ms. Jen Pikard who will not be able to determine who wrote any 

answers.  

If you would like further information about the study, or have additional questions 

or concerns, please feel free to email Jen Pikard at 2jlmp@queensu.ca or Beryl Ndolo at 

berylndolo@gmail.com  or mobile number 723 811 270. 

Some registered VCT sites where you can get more information about HIV or 

health are: 

mailto:2jlmp@queensu.ca
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Tumaini Clinic–Kibera VCT Centre 

P.O. Box 53635  

Tel: + 254 20 271 2631 

 

Kahawa Garrison VCT Site 

 

For resources on HIV/AIDS and sexual health: 

 

National AIDS and STI Control Programme (NASCOP) Kenya Ministry of Health 

PO Box 19361 – 00200 

Tel: +254 20 272 9549 or 272 9502 

 

Beryl Ndolo 

Monitoring and Evaluation Director 

Youth Empowerment Strategic Scheme 

PO Box 18664 – 00100 

Kahawa District 
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PASSIVE PARENTAL/GUARDIAN CONSENT FORM
 

 

Dear Parent or Guardian: 

Researchers at Queen’s University in Canada are asking permission for your child 

to be in a research study on voluntary counselling and testing centers.   

 During the next week, Ms. Beryl Ndolo will be conducting a research study in 

your child's classroom.  The study questions your child‟s comfort with visiting a local 

HIV voluntary counselling and testing centre. The study will be explained to the 

participants in detail in their classes, and any interested male youth aged 13-15 years will 

be invited to stay after classes have finished for the day. Small snacks and pens will be 

provided. We want to make sure that both you and your child know that their 

participation in this survey is optional and that there will be no consequences to those 

who elect not to participate. Written consent from the students will be obtained and 

interested participants may then anonymously complete the questionnaire. All 

participants will be provided with a package containing the questionnaire. Participants 

will be asked to raise their hands if they have any difficulty in understanding the 

questions asked on the survey and Ms. Ndolo will respond to each student individually. 

Survey completion will take approximately 30 minutes. Once completed, the surveys will 

be inserted back into the plain package envelopes they were passed out in and given to 

the researcher. There will be no way to link your child‟s name to the responses they give 

on the survey. 

Your child's responses will remain anonymous. 
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 No reports will contain your child's name and there will be no way to link your 

child‟s answers to the questions with their name. 

Taking part is voluntary. 

 If you do not wish your child to be in this study please fill out the form at the 

bottom of this letter and return it to Beryl Ndolo (mobile: 723 811 270).  Your child‟s 

grade, relationship with the school or researchers will not be affected in any way. In 

addition, please instruct your child to not participate in the study. However, if you choose 

to allow your child to take part there is nothing more for you to do and please do NOT 

sign the bottom of this letter. Ms. Beryl Ndolo will be visiting your child‟s school 

sometime in March 2009. 

 If you have questions about the study, please contact Jen Pikard at 

2jlmp@queensu.ca or Beryl Ndolo at berylndolo@gmail.com or by mobile at 723 811 

270.   

Parent or Guardian's Signature: _____________________________   

Date: ________________ I do not wish my child ____________________________ to 

be in the research being conducted in his/her classroom. 

 

 

 

 

mailto:2jlmp@queensu.ca
mailto:berylndolo@gmail.com
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PARTICIPANT CONSENT FORM 

Date: _________________________ 

HIV voluntary counselling and testing among Kenyan male youth aged 13-15 years: 

 The theory of planned behaviour applied 

 

Researchers: Ms. Jen Pikard & Ms. Beryl Ndolo 

Purpose of the Research: To find out if youth feel comfortable seeking the services 

offered by HIV Voluntary Counselling and Testing Centres. 

 What You Will Be Asked to do in the Research: Complete a confidential 

questionnaire which will take approximately 30 minutes. 

Risks and Discomforts: We do not foresee any risks or discomfort from your 

participation in the research.  

Benefits of the Research and Benefits to You: The data collected will be used to 

improve the quality of services offered at voluntary counselling and testing sites and give 

feedback on current operations. 

Voluntary Participation: Your participation in the study is completely voluntary and 

you may choose to stop participating at any time. Your decision not to volunteer will not 

influence the nature of your relationship with Queen‟s University, the researchers, or 

your teachers either now, or in the future.  

Withdrawal from the Study: You can stop participating in the study at any time, for any 

reason, if you so decide. Your decision to stop participating, or to refuse to answer any of 
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the questions, will not affect your marks in school, your relationship with the school, or 

any other consequences to you whatsoever. You still will receive the food and pens for 

your participation, even if you decide to stop participating or refuse to answer any of the 

questions. 

Anonymity: All answers you provide in the survey will not be linked to your name. 

Please make sure that you do not include your name anywhere on the survey and ONLY 

on the consent form. These two forms will never be linked and there will be no way for 

anyone to tell which are your answers. Your answers will be safely stored, without your 

name, in a locked drawer and only research staff will have access to this information.  

Questions About the Research? If you have questions about the research in general or 

about your role in the study, please feel free to contact Jen Pikard by e-mail 

2jlmp@queensu.ca or mobile 000 + 1 + 613 583 3349 or Beryl Ndolo at 

berylndolo@gmail.com or by mobile at 723 811 270. If you have any questions about 

this process, or about your rights as a participant in the study, please contact the Chair of 

the Queen's University General Research Ethics Board, Joan Stevenson, 000 + 1 + 613 

533-6081, email:  chair.GREB@queensu.ca. 

Legal Rights and Signatures:  

I_________________________, consent to participate in the above mentioned study 

conducted by Jen Pikard & Beryl Ndolo. I have understood the nature of this project and 

wish to participate. My signature below indicates my consent and will not be linked to 

my answers.  

 

Signature                                                                  Date________________________  
Participant  

mailto:2jlmp@queensu.ca
mailto:berylndolo@gmail.com
mailto:chair.GREB@queensu.ca
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2009 KENYAN YOUTH QUESTIONNAIRE 

 

Queen’s University: Individual Questionnaire 

 

 

S1 What school do you attend? 

(Please write school name ) 

 

Q2 What level of schooling are you 

presently in?  

(Please circle your answer) 

STANDARD 7……………………….7 

STANDARD 8……………………….8 

FORM 1………………………………9 

FORM 2……………………………..10 

FORM 3……………………………..11 

 

Q4 How old are you? (in complete years)    

Q5 Do you know a place where you could 

go to be tested for HIV/AIDS? 

(Please circle your answer) 

 

YES               NO 

 

 

S3 Have you ever had sex? YES               NO  

THEORY OF PLANNED BEHAVIOUR – COGNITIVE VARIABLES 

I1 How likely are you to be in need of 

HIV counselling and testing 

services the next time you go for 

health care services? 

(Please circle one) 

 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

(1)              (2)              (3)              (4) 
 

 

I2 How likely are you to request HIV 

counselling and testing services the 

next time you go for health care 

services? 

(Please circle one) 

 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

(1)              (2)              (3)              (4) 
 

 

I3 How likely are you to accept HIV 

counselling and testing services the 

next time you go for health care 

services? 

(Please circle one) 

 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

(1)              (2)              (3)              (4) 
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BB Please rate the extent to which you 

think your use of VCT services is 

likely to: 

a. Lower chances of HIV 

infection 

b. Make it possible to avoid 

transmitting HIV 

c. Result in a happy life if the 

results are negative 

d. Help you plan confidently for 

the future 

e. Facilitate your seeking of 

therapy if your HIV test results 

are positive 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 
 

 

OE Please rate how good or bad you think 

the following possible 

consequences of visiting a VCT 

centre would be: 

a. Lower chances of HIV 

infection 

b. Make it possible to avoid 

transmitting HIV 

c. Result in a happy life if the 

results are negative 

d. Help you plan confidently for 

the future 

e. Facilitate your seeking of 

therapy if your HIV test results 

are positive 

Extremely bad                                   Extremely good 

 

 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 
 

 

NB Please rate the extent to which the 

following people are likely to 

encourage your use of HIV 

counselling and testing services: 

a. Mother 

b. Father 

c. Grandmother 

d. Grandfather 

e. Brother 

f. Sister 

g. Best friend 

h. Religious leader 

i. Elder 

j. Doctor 

k. Nurse 

l. Counselor 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

 

 

 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 
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m. Peer Educator 

 

(1)              (2)              (3)              (4) 
 

MC Please rate the extent to which you 

think it is important for you to 

follow the wishes of the following 

people: 

a. Mother 

b. Father 

c. Grandmother 

d. Grandfather 

e. Brother 

f. Sister 

g. Best friend 

h. Religious leader 

i. Elder 

j. Doctor 

k. Nurse 

l. Counsellor 

m. Peer Educator 

 

Not              Somewhat         Somewhat            Very 

important    not important     important       important 

 

 

 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 
 

 

CB Please rate the extent to which you 

think: 

a. Cost related to testing services 

are high 

b. You will die more quickly if 

tested positive for HIV 

c. VCT service providers cannot 

keep your test results confidential 

d. It is not easy for you to disclose 

your HIV positive test results 

e. You would be stigmatized if you 

are known or suspected to be 

HIV-infected 

f. You cannot afford HIV treatment 

Not at all                                                    Very much 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 
 

 

PC Please rate how difficult or easy it is 

for you to get tested the next time 

you go for health services if the 

following were true: 

a. Cost related to testing services 

are high 

b. You will die more quickly if 

tested positive for HIV 

c. VCT service providers cannot 

keep your test results confidential 

d. It is not easy for you to disclose 

Difficult                                                            Easy 

 

 

 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 
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your HIV positive test results 

e. You would be stigmatized if you 

are known or suspected to be 

HIV-infected 

f. You cannot afford HIV treatment 

 

(1)              (2)              (3)              (4) 
 

 

(1)              (2)              (3)              (4) 
 

PR Please rate your possibility of 

becoming HIV infected in the 

future? 

Not likely      Somewhat       Somewhat            Very 

at all                unlikely            likely                 likely 

 

 (1)              (2)              (3)              (4) 
 

 

PR Please indicate the extent to which you 

agree that: 

 

a. AIDS is a dangerous disease 

b. AIDS is dangerous in Kenya 

c. AIDS is dangerous in your 

community 

d. AIDS is dangerous among 

students in your school 

e. AIDS is dangerous to you 

Strongly    Somewhat       Somewhat            Strongly 

agree             agree             disagree              disagree 

 

 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 

 

(1)              (2)              (3)              (4) 
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DESCRIPTIVE STATISTICS FOR TPB COGNITIVE ITEMS 

 

Item N Mean
a 

SD  Skew Kurtosis 

 

I1 

 

200 

 

3.26 

 

0.952 

 

-1.071 

 

0.036 

I2 200 3.34 0.974 -1.189 0.063 

I3 200 3.45 0.775 -1.173 0.346 

BBa 200 2.10 1.105 0.532 -1.097 

BBb 200 1.90 0.951 0.804 -0.326 

BBc 200 3.07 0.960 -0.624 -0.737 

BBd 200 2.03 1.039 0.655 -1.182 

BBe 200 2.15 1.124 0.472 -1.182 

OEa 200 2.04 1.041 0.594 -0.873 

OEb 200 1.98 0.992 0.664 -0.664 

OEc 200 2.91 1.033 -0.481 -0.981 

OEd 200 2.13 1.080 0.499 -1.049 

OEe 200 2.18 1.091 0.444 -1.117 

NBa 200 2.20 0.824 0.323 -0.366 

NBb 200 2.09 1.006 0.426 -1.000 

NBc 200 1.81 1.191 1.067 -0.569 

NBd 200 1.77 1.210 1.121 0.541 

NBe 200 2.15 1.277 0.543 -1.431 

NBf 200 1.80 1.041 1.002 -0.345 

NBg 200 2.45 1.128 0.075 -1.377 

NBh 200 1.66 1.105 1.326 0.080 

NBi 200 3.15 0.882 -0.776 -0.202 
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Item N Mean
a 

SD  Skew Kurtosis 

 

NBj 

 

200 

 

3.28 

 

0.929 

 

-1.068 

 

0.076 

NBk 200 2.69 1.316 -0.279 -1.686 

NBl 200 2.43 1.246 0.098 -1.620 

NBm 200 3.52 0.763 -1.472 1.282 

MCa 200 2.47 1.151 0.064 -1.430 

MCb 200 2.51 1.169 0.035 -1.473 

MCc 200 2.53 1.173 0.003 -1.484 

MCd 200 2.56 1.168 -0.041 -1.472 

MCe 200 2.51 1.138 0.008 -1.405 

MCf 200 2.48 1.112 0.006 -1.343 

MCg 200 2.61 1.133 -0.108 -1.389 

MCh 200 2.55 1.177 -0.062 -1.486 

MCi 200 2.46 1.193 0.045 -1.524 

MCj 200 2.45 1.142 0.073 -1.408 

MCk 200 2.46 1.155 -.071 -1.437 

MCl 200 2.42 1.157 0.140 -1.428 

MCm 200 2.44 1.163 0.127 -1.444 

CBa 200 3.39 0.986 -1.388 0.544 

CBb 200 3.25 0.893 -0.802 -0.551 

CBc 200 3.13 0.870 -0.395 -1.226 

CBd 200 3.73 0.663 -2.462 5.170 

CBe 200 3.05 1.055 -0.775 -0.678 

CBf 200 3.51 0.783 -1.286 0.302 

PCa 200 2.03 0.966 0.513 -0.800 

PCb 200 3.08 1.022 -0.750 -0.666 
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Item N Mean
a 

SD  Skew Kurtosis 

 

PCc 

 

200 

 

2.91 

 

0.973 

 

-0.347 

 

-1.022 

PCd 200 3.00 1.023 -0.684 -0.694 

PCe 200 3.16 0.943 -0.871 -0.249 

PCf 200 1.87 1.106 0.811 -0.881 

PR 200 2.25 1.083 0.255 -1.248 

PRa 200 3.46 0.762 -1.272 0.856 

PRb 200 3.19 1.084 -0.947 -0.588 

PRc 200 2.92 1.221 -0.565 -1.327 

PRd 200 2.85 1.133 -0.434 -1.252 

PRe 200 2.54 1.088 -0.044 -1.284 

aScale = 1-4.  

 


