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Abstract

Background: HIV self-testing (HIVST) is an innovative strategy designed to expand access to HIV testing by
allowing individuals to test privately and conveniently, thereby addressing stigma, time constraints, and
limited access to facility-based services. Despite its potential, uptake among rural populations in Nigeria
remains unclear. This study assessed the uptake of HIV self-testing and factors influencing its utilization
among rural dwellers in Ibadan, Oyo State, Nigeria.

Methods: A cross-sectional descriptive quantitative design was employed among 218 adults selected
through multistage sampling from Ajibode (Akinyele LGA) and Omi Adio (Ido LGA). Data were collected using
an adapted structured questionnaire with established validity and reliability (Cronbach’s > 0.70). Analysis
was conducted using SPSS version 27. Descriptive statistics summarized uptake levels, while chi-square
tests and logistic regression identified associated factors and predictors at a 0.05 level of significance.
Results: Results revealed extremely low uptake of HIVST, with only 7.8% of respondents having ever used a
self-testing kit. Overall, 91.3% demonstrated low uptake based on composite scoring. Major barriers included
lack of knowledge on kit use, distrust of results, preference for facility-based testing, and poor accessibility.
However, 66.5% expressed willingness to self-test if kits were readily available. Education was the only
sociodemographic factor significantly associated with uptake (X? =5.151, p = 0.047). Logistic regression
identified significant predictors including planning for the future/health responsibility (AOR =3.362, p =
0.006), encouragement from sexual partners (AOR = 2.545, p = 0.013), and peer encouragement (AOR = 2.384,
p=0.016). Age, gender, employment status, and number of sexual partners were not significantly associated.
Conclusion: HIV self-testing uptake among rural dwellers in Ibadan is markedly low despite high willingness.
Improving health education, strengthening trust, expanding kit accessibility, and leveraging social support
networks are essential to enhance HIVST adoption in rural Nigerian settings.
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HIV self-testing (HIVST) is an alternative HIV testing
approach that allows individuals to collect speci-
mens, perform the test, and interpret results privately,
thereby addressing key barriers such as stigma, cost,
and time associated with facility-based testing [1]. Al-
though the World Health Organization has reported
increasing global adoption of HIVST, implementation
and uptake remain disproportionately concentrated
in upper-middle- and high-income countries [1]. In
low- and middle-income settings, particularly in sub-
Saharan Africa, factors influencing the uptake of HIV
self-testing remain inadequately understood despite
recent efforts to improve affordability and access [2].

HIV testing rates among rural dwellers in Nigeria re-
main critically low despite their increased vulnerabil-
ity to HIV infection due to risky sexual practices, gen-
der inequality, and limited access to health services
[3]. While HIV self-testing has the potential to expand
testing coverage, uptake varies widely across African
settings, and evidence on determinants of HIVST use
among rural populations in Nigeria is scarce. This
study, therefore, aims to examine the uptake of HIV
self-testing and identify factors influencing its utiliza-
tion among rural dwellers in Ibadan, Oyo State, Nigeria.

Empirical evidence from sub-Saharan Africa demon-
strates that uptake of HIV self-testing remains variable
but generally moderate, with reported levels ranging
from 25.4% in South Africa to over 59% in Ethiopia, de-
spite consistently high acceptability and willingness to
self-test across populations [4,5]. Studies have shown
that uptake of HIVST is significantly influenced by so-
ciodemographic factors, including age, gender, educa-
tional attainment, employment status, prior HIV test-
ing experience, and knowledge of HIVST, with younger,
more educated, and previously tested individuals be-
ing more likely to utilize self-testing services [6,7]. Con-
textual and structural barriers such as stigma, confi-
dentiality concerns, cost of test kits, limited availabil-
ity, and weak linkage-to-care mechanisms have also
been identified as key determinants limiting uptake,
particularly among men and rural populations [8,9].
Additionally, emerging evidence indicates that social
context and behavioural factors, including sexual prac-
tices, living arrangements, and public health disrup-
tions such as the COVID-19 pandemic, can significantly
shape HIVST uptake patterns, underscoring the need
for flexible, targeted, and context-specific HIVST deliv-
ery strategies [10].
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Study Design and Setting

A cross-sectional descriptive quantitative design was
employed to examine the uptake of HIV self-testing and
factors influencing its uptake among rural dwellers in
Ibadan, Oyo State, Nigeria. The study was conducted
in Ajibode (Akinyele LGA) and Omi Adio (Ido LGA), two
rural communities characterized by limited access to
HIV testing services and health education.

Study Population and Sampling

The study included adult rural residents aged 18 years
and above who had resided in the selected commu-
nities for a minimum of two years and consented to
participate. Exclusion criteriaincluded inability to com-
municate in English or Yoruba, cognitive impairment,
critical illness, and prior participation in similar HIVST
studies. Sample size determination followed Cochran’s
formula, resulting in a final sample of 218 respondents
after adjusting for non-response. A multistage sam-
pling technique was utilized, involving purposive selec-
tion of LGAs, random selection of rural communities,
stratification of households into women, youth, and
men clusters, and random selection of one eligible par-
ticipant per household.

Instrument and Data Collection

Data were collected using an adapted structured ques-
tionnaire based on validated HIVST instruments. For
this manuscript, Sections A, C, and D of the question-
naire were analyzed. Section C assessed uptake of
HIV self-testing, including prior use, frequency of test-
ing, and willingness to self-test. Section D examined
factors influencing uptake, such as accessibility, cost,
healthcare provider recommendation, religious influ-
ence, fear, and educational exposure. Responses were
primarily dichotomous (yes/no), with some descriptive
items. Trained research assistants administered the
questionnaire through face-to-face interviews in pri-
vate settings to ensure confidentiality and accuracy of
responses. Completed questionnaires were reviewed
immediately for completeness.

Validity and Reliability

Instrument validity was ensured through expert review
and comparison with similar studies. Translation and
back-translation procedures were conducted for the
Yoruba version. A pilot test conducted among rural
residents in Egbeda LGA produced Cronbach’s alpha
values exceeding 0.70, confirming acceptable internal
consistency.

255



Public Health | NAAS Rating (2026): 5.00

Data Analysis

Data were analyzed using SPSS version 27. Descriptive
statistics were used to summarize uptake levels and
influencing factors. Uptake scores were categorized
into high and low uptake using the mean score as a cut-
off. Chi-square tests were used to assess associations
between perceptions, awareness, and uptake of HIV
self-testing. Logistic regression analysis was conducted
to identify predictors of HIVST uptake, with odds ratios
reported at a 95% confidence interval. Statistical sig-
nificance was set at p <0.05.

Data Collection Tool

A standardized, slickHealth Care & Wellness Physical
Examination Book was compiled and introduced dur-
ing the study. It included nine major sections de-
signed for a thorough examination describing various
details about demography, clinical treatment behavior,
lifestyle medical care, infectious disease practice, and
other aspects, such as progress on genital counselling.

Ethical Considerations

Ethical approval was obtained from the UlI/UCH Ethi-
cal Review Committee, and community entry approval
was secured from local leaders. Participation was vol-
untary, informed consent was obtained, and confiden-
tiality was maintained through anonymous question-
naires and secure data handling. No harm was antici-
pated or reported during the study.

Sociodemographic Characteristics of the partici-
pants

Table 1 shows the sociodemographic characteristics
of the 218 respondents who participated in the study.
The majority of the participants 182(83.5%) were be-
low 40 years.. A larger proportion of the respondents
were female 156(71.6%) and largely single 158(72.5%).
Regarding education, 111(50.9%) had attained tertiary
education, meanwhile the ethnicity of the respondents
was dominated by the Yoruba tribe 121(55.5%). Regard-
ing previous HIV testing, only 91(41.7%) of the respon-
dents had previously tested for HIV, while 127(58.3%)
had not.

As shown in Table 2, a significant majority 201(92.2%)
of the respondents had never used an HIV self-testing
kit, with only 17(7.8%) having used it once. Among
those who had used the self-testing kit, the majority
9((52%) had tested more than 12 months ago, while
5(29%) had used it within the past 6 to 12 months. Only
3(18%) had used the kit within the past 6 months. For
those who had not used the HIV self-testing kit, the
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most common reasons cited were the lack of knowl-
edge on how to use it 40(18.3%), distrust in the results
34(15.6%), and preference for facility-based testing
61(28%). Regarding willingness to self-test if kits were
available, 145(66.5%) of the respondents expressed
interest in using the kits, while 56(25.7%) would not
consider self-testing. The majority (91.3%) of the rural
dwellers have low uptake of HIV Self-Testing in Ibadan
(Figure 1).

BLow Uptake
[JHigh Uptake

Figure 1. Pie chart showing the distribution of Uptake
of HIV Self-Testing among rural dwellers in Ibadan.

Factors influencing the uptake of HIV self-testing
among rural dwellers Table 3 presents various factors
that may influence the uptake of HIV self-testing. One
of the strongest predictors was planning for the future,
taking responsibility for one’s health, or preparing for
marriage. Respondents who identified this motivation
were over three times more likely to use HIV self-testing
compared with those who did not (AOR =3.362, p =
0.006). Social influences also demonstrated significant
effects. Participants who were encouraged by their sex
partners were more than twice as likely to undertake
HIV self-testing (AOR = 2.545, p = 0.0127). Likewise, en-
couragement from friends also significantly increased
uptake; individuals encouraged by friends were over
twice as likely to test compared with those who did not
receive such support (AOR =2.384, p =0.016).

Association between the sociodemographic factors
(level of education, sex, and employment status)
and the Uptake of HIV Self-Testing among rural
dwellers in Ibadan. The chi-square analysis showed
that three of the sociodemographic variables: age (p
=0.260), gender (p = 0.751), and employment status
(p = 0.634), were not significantly associated with HIV
self-testing uptake. Consequently, the null hypothesis
was retained for these variables, indicating that uptake
did not differ significantly across the age groups, be-
tween males and females, or between employed and
unemployed respondents. However, the level of educa-
tion demonstrated a statistically significant association
with HIV self-testing uptake (X? =5.151, df =2, p=0.047).
This implies that education level plays an important
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Table 1. Sociodemographic Characteristics of Respondents (n =101)
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Variable Frequency(N) | Percentage (%)
Age
Below 40 years 182 83.5
40 - 50 years 36 16.5
51 years and above 0 0.0
Gender
Male 62 28.4
Female 156 71.6
Marital Status
Single 158 72.5
Married 55 25.2
Divorced 5 2.3
Widow 0 0.0
Level of Education
Primary 31 14.2
Secondary 76 34.9
Tertiary 111 50.9
Tribe
Igbo 55 25.3
Yoruba 121 55.5
Hausa 42 19.2
Others 0 0.0
Employment Status
Employed Full-time 82 37.6
Unemployed/Others 135 61.9
Community
Ajibode 83 38.1
Omi 135 61.9
Sexual Activity
(preceding 6 months)
Yes 122 56.0
No 96 44.0
Number of sexual partners
1 122 56.0
>2 96 44.0
Previous HIV test
Yes 91 41.7
No 127 58.3

role in influencing whether individuals engage in HIV
self-testing.

Association between the number of sexual part-
ners and level of Uptake of HIV Self-testing The Chi-
square test produced a value of 1.622 with 1 degree of
freedom and a p-value of 0.203. This p-value is above
the 0.05 significance level, indicating no statistically
significant association. Therefore, the null hypothe-
sis is retained, suggesting that the number of sexual
partners does not significantly affect the likelihood of
engaging in HIV self-testing among rural dwellers. In
terms of distribution, 114 respondents with only one
sexual partner reported high uptake, compared to 85
among those with two or more partners. Low uptake
was recorded for 8 individuals with one partner and 11

with multiple partners. The difference in uptake across
groups is not substantial enough to indicate a meaning-
ful association, highlighting that sexual behavior alone
may not predict testing behaviors in this population.

The sociodemographic characteristics are appropriate
and relevant to its objectives, which focus on HIV self-
testing among rural dwellers in Ajibode and Omi Adio,
Ibadan. The majority were under 40 years, aligning
with existing studies of some authors [5],[10], which
identified young adults as a key group for HIV preven-
tion. Females made up most of the sample, reflecting
trends observed by an author [6] where males were less
likely to engage in HIV testing. The results revealed a
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Table 2. Uptake of HIV Self-Testing among rural dwellers

Uptake of HIV Frequency(N) | Percentage(%)
Have you ever used an

HIV self-testing kit? 17 7.8
Yes 201 92.2
No

If yes, when was the last time

you used an HIV self-testing kit? |3 18
Less than 6 months ago 5 29
6-12 months ago 9 52
More than 12 months ago

What is the number of times you

ever tested for HIV? 2 12

1 6 35

2 4 23

3 5 29
>4

If no, what are the reasons for not

using an HIV self-testing kit? 40 18.3
I do not know how to use it 5 2.3

I do not trust the result 34 15.6
I prefer facility-based testing 6 2.8
Fear of a positive result 61 28.0
Kit is not available 8 3.7
Cost is too high 47 21.6
Other

Are you willing to self-test if kits

are made available? 145 66.5
Yes 56 25.7
No

worrying trend of extremely low engagement with this
vital public health tool. Despite global efforts and na-
tional policies aimed at promoting self-testing as a con-
venient, confidential, and scalable approach toincreas-
ing HIV awareness and control, the rural population in
these areas has shown minimal adoption. The vast ma-
jority of the respondentsin the present study had never
used a self-testing kit, which reflects the findings of an
author [8], who also observed low uptake of Human
Immunodeficiency Virus self-testing among rural and
underserved populations in sub-Saharan Africa. How-
ever, while it was noted [8] that a notable proportion of
participants had at least heard about self-testing, the
current study suggests even greater levels of detach-
ment, not only in use but also in general knowledge,
regarding Human Immunodeficiency Virus self-testing
procedures, tools, and access points. Among those
who had used self-testing kits in this study, the major-
ity had done so more than a year ago, with only a few
reporting recent use. This aligns with findings from
an author [4], who acknowledged that even among
populations with access to self-testing kits, regular and
consistent use is often low. However, unlike the study
in South Africa, where the preference tilted strongly

in favor of self-testing, respondents in rural Ibadan ex-
pressed distrust in the results of the kits and a prefer-
ence for facility-based testing. This contrasts sharply
with the findings by some authors [11], [12], who sug-
gested that HIV self-testing could effectively decentral-
ize HIV services, increase participation, and reduce
testing-related stigma, especially in hard-to-reach com-
munities. The reasons cited by the respondents for
not engaging in HIV self-testing, such as lack of knowl-
edge on how to use the kits, fear of inaccurate results,
and general preference for clinic-based testing, under-
score structuraland informational gaps in public health
communication and service delivery in rural Nigeria.
These barriers align with those highlighted by an au-
thor [13], who emphasized that successful uptake of
Human Immunodeficiency Virus self-testing requires
not only availability but also culturally sensitive health
education and user support mechanisms. Interestingly,
the present study shows that a large proportion of re-
spondents are willing to self-test if the kits become
more readily available. This reflects similar findings by
an author [14] and [8], who reported that even in set-
tings with low current uptake, there exists a latent will-
ingness among individuals to adopt self-testing if bar-
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Table 3. Logistic Regression showing factors influencing the uptake of HIV self-testing among rural dwellers

cl . |
. Frequency | Crude Adjusted
Variables Items (N=218) | Odd Loaler Upcp:er 0dd ratio P-value
(%) ratio

Were you encouraged by Yes [64(29.4)
your religious gathering? No 154(70.6) 1.857 |.379 13.616 | 1.170 185
Was accessibility to HIV Yes [111(50.9)
self-testing kits a factor? No 107(49.1) 1.361 |.311 13494 11.042 946
Did advice from a
healthcare provider ves 94(43.1) 2.446 |.430 |4.484 |1.389 .050
. . No 124(56.9)
influence your decision?
Was fear of possible Yes 67(30.7)
exposure to HIV a factor? No 151(69.3) 2.188 |.468 4.379 |1.432 523
Did planning for the future,
taking charge of your health,|Yes | 86(39.4)
or getting married influence |No 132(60.6) 3.740 |.933 |12.117)3.362 006
your decision?
Were you encouraged by Yes [44(20.2)
your sex partner? No 174(79.8) 3.293 |.766 |8.464 |2.545 .0127
Were you encouraged by Yes [57(26.1)
your friends? No 161(73.9) 3.593 |.708 8.019 |2.384 .016
Was employment or travel |Yes |37(17.0)
a reason for uptake? No 181(83.0) 1.864 |.108 12.060 \.472 318
Did the need to donate
blood influence your Yes 141(188) |, 153 | 345 |4585 |1.262 723

. . No 177(81.2)
decision?

.. Yes 80(36.7)
?

Was curiosity a factor? No 138(63.3) 2.591 |.560 |6.089 |1.846 314
Was the cost of HIV Yes |69(31.7)
self-testing kits a factor? No 149(68.3) 9% |.111 11.383 1.392 145
Were educational efforts Yes 71(32.6)
areason for your decision? |No 145(66.5) 1.989 |.169 12282 .622 A4T4

Table 4. Association between the sociodemographic factors (level of education, sex, and employment status) and
the Uptake of HIV Self-Testing

Socio- Level of Upatake gh:are df | p-value | Remark
demographic [ Hizh q
factors ow '8
uptake | uptake
Age 47 3
<20 89 10
20-30 4,016 |3 |0.260 |Not Significant
28 5
30-40 35 1
>40years
Gender 56 6
Male 0.101 |1 |0.751 |Not Significant
143 13
Female
imary |20 |1
Socond, 65 11 5151 |2 |0.047 |Significant
econdary
. 104 7
Tertiary
Employment 73 9
Employed 1 0.912 |1 |0.634 |Not Significant
6 10
Unemployed
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Table 5. Chi-square cross tabulation between number of sexual partners and Uptake of HIV Self-Testing

Number of | Level of Upatake Chi- 4¢P~ | Remark
square value

sexual T

artners Hig oW

P Uptake | Uptake Not

1 114 8 1.622 |1 |0.203 Sienificant

2 85 11 &

Total 199 19

riers such as cost, access, and trust can be addressed.
The willingness in the current study population sug-
gests untapped potential for future interventions and
signals that strategic investment in kit distribution and
health literacy campaigns may yield meaningful im-
provements. Moreover, the decline in recent usage of
self-testing kits observed in this study may also find
partial explanation in the broader patterns seen dur-
ing the COVID-19 pandemic, as described by an author
[10]. Their study noted that Human Immunodeficiency
Virus self-testing uptake decreased among vulnerable
groups during the pandemic, due to limited outreach,
movement restrictions, and shifting health priorities.
While the current study does not directly attribute the
decline in recent use to pandemic-related factors, the
timing of the last testing and the drop-off in recent en-
gagement suggest that similar disruptions may have
occurred in the Ibadan context as well. Another critical
implication of the current findings is the role of trust
in health technologies. The significant proportion of
participants who do not trust the self-test results re-
veals a psychological and systemic barrier that extends
beyond physical accessibility. This aligns with broader
findings in the literature where preferences were found
for supervised or semi-supervised HIV self-testing in
many communities due to uncertainty and fear asso-
ciated with handling medical results independently
[15]. Therefore, in addition to distribution, effective up-
take in Ibadan and similar contexts will likely depend
on models that include counseling, community-based
demonstration, and peer engagement. Furthermore,
the current preference for facility-based testing, de-
spite the greater convenience of self-testing, illustrates
the deep-rooted belief in traditional healthcare struc-
tures. While self-testing is positioned globally as a tool
for empowerment and privacy, in contexts where for-
mal healthcare interactions are considered more le-
gitimate, the shift to self-directed testing may require
greater cultural adaptation and health system endorse-
ment [16]. Taken together, these findings signal that
while global trends show promise in Human Immunod-
eficiency Virus self-testing as a transformative tool, the
Ibadan context illustrates that uptake remains highly
conditional on local awareness, health beliefs, social

trust, and the presence of user support systems. This
calls for a differentiated approach to intervention plan-
ning. It is not enough to simply distribute self-testing
kits; the strategies must also include training programs,
trust-building efforts, and community-level sensitiza-
tion campaigns that demystify the process and address
the specific psychological and cultural concerns raised
by rural residents. The prominence of accessibility in
the present study echoes the findings of some authors
[17], who identified limited access to self-test kits as
a major barrier to uptake among men in Nairobi. Sim-
ilarly, in Northwest Ethiopia it was noticed that prior
urban residence and higher educational attainment,
both proxies for better access to health resources, were
significantly associated with increased Human Immun-
odeficiency Virus self-testing uptake [15]. This conver-
gence underscores that physical access and logistical
convenience are foundational prerequisites for scaling
up self-testing, particularly in geographically isolated
orunderserved communities like Ajibode and Omi Adio.
Healthcare provider encouragement also emerged as
a significant facilitator in the current study. This ob-
servation aligns with previous work of an author [18],
who noted that participants often cited health reasons
and provider advice as motivating factors for testing.
Such encouragement not only validates self-testing as
a medically acceptable practice but also helps allevi-
ate doubts about its reliability. In a context where dis-
trust of the results of self-testing kits was previously re-
ported by respondents, endorsement by trusted medi-
cal personnel becomes a powerful enabling factor. Reli-
gious encouragement was also identified as a modest,
yet notable, influence on uptake. This finding com-
plements an author [23], who emphasized the role of
faith-based communities as "nurturers" in promoting
Human Immunodeficiency Virus testing behaviors. The
implication is that religious leaders and institutions
could serve as effective partners in disseminating ac-
curate information and normalizing HIV self-testing,
especially in conservative rural settings where stigma
may still prevail. Educational efforts, such as aware-
ness campaigns and instructional support, were also
recognized by respondents as influencing uptake. This
agrees with the findings of some authors [19] [20], who
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asserted that individuals with higher levels of educa-
tion are more likely to engage in HIV testing, owing to
their ability to distinguish between facts and myths sur-
rounding Human Immunodeficiency Virus. However,
the relatively low influence attributed to education in
the current study may reflect persistent gaps in health
literacy, pointing to a need for more localized and cul-
turally sensitive educational interventions. Cost was
also cited as a factor, though not the most significant.
This nuance parallels findings from a study by an au-
thor [6], where only a small fraction of respondents
identified cost as a barrier. However, it is important to
consider that while cost may not be the primary obsta-
cle for some, its presence compounds other barriers,
especially in communities with widespread poverty
and limited access to subsidized healthcare. Social in-
fluence, particularly from sexual partners and peers,
was less frequently cited in the current study. This is
in contrast to a study by an author [23], who found
peer support and family influence to be major "nur-
turers" of Human Immunodeficiency Virus self-testing
uptake among Nigerian youths. The lower influence
observed in this study might be attributed to the con-
servative social environment in rural Ibadan, where
discussions about HIV and sexual health remain taboo.
This highlights a cultural gap in social health commu-
nication that must be bridged through sensitization
and trust-building strategies. Fear of possible HIV ex-
posure was another motivating factor identified by re-
spondents, supporting previous research by an author
[21] that underscored the role of perceived risk in moti-
vating early testing behaviors. However, fear operates
dually; it can drive testing in some while deterring it
in others due to stigma or fear of identity change, as
noted by an author [20]. Therefore, while fear may spur
curiosity and prompt action among a subset of indi-
viduals, broader public health messaging must shift
the emotional narrative toward empowerment, rather
than dread. The current findings also reinforce demo-
graphic trends seen in past studies. For instance, some
authors [6] [19] noted that males and unmarried indi-
viduals, particularly the younger demographic, tend
to show lower testing rates despite having a high risk
of exposure. While the present study did not disaggre-
gate findings by gender or age group, the identified
barriers, such as lack of encouragement, cost, and mis-
information, align with those disproportionately affect-
ing these groups in prior research. The study investi-
gated whether sociodemographic factors influenced
HIV self-testing. The regression analysis showed that
only education level had a statistically significant asso-
ciation with uptake. Individuals with higher education
were more likely to engage in self-testing, aligning with
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some authors [5] [19], who demonstrated that educa-
tion enhances health literacy and proactive health be-
haviors. Conversely, age, sex, and employment status
were not significantly associated, which differs from
findings in studies by some author [6] [18], where em-
ployment and younger age groups were strong pre-
dictors. The lack of significance here could suggest
cultural or community-level factors that moderate the
influence of these demographics in the Ibadan context.

Association between number of sexual partners and
HIV self-testing uptake

Thefinding diverges from the assumptionsin a study by
an author [22], who linked high-risk sexual behaviors
with a higher likelihood of HIV exposure and testing. It
also contradicts studies that suggest risk perception,
often influenced by multiple sexual partners, can moti-
vate testing. The lack of significance here may point to
a low-risk perception or normalization of multiple part-
nerships in rural communities, as noted by an author
[24], where marital and cultural norms affect sexual
behaviors and attitudes toward HIV. Education plausi-
bly operates as an upstream enabler that raises health
literacy, procedural confidence, and navigation skills,
thereby lowering the practical and psychological fric-
tions of self-testing; its effect can also subsume or me-
diate the apparent influence of other demographics.
If better-educated participants are also more exposed
to health information, digitally connected, or familiar
with pharmacies and community programs, their ed-
ucation may capture these advantages in the model,
leaving age, sex, and employment status statistically
muted. A second possibility is reduced between-group
variability: if kit access and messaging were broadly
available across the study communities, program eq-
uity may have compressed differences by age and sex.
Measurement choices can matter as well, coarse cate-
gories forage oremployment (e.g., employed vs. unem-
ployed without distinguishing informal work, students,
or underemployment) and limited sample size reduce
power to detect effects and can mask curvilinear or in-
teraction patterns (for example, younger age predicting
uptake only among those with secondary education or
higher). Finally, local culturalnormsin Ibadan—such as
partner or peer influence cutting across age/sex lines,
or widespread informal employment that weakens the
usual “employment > access” pathway, may moder-
ate associations observed elsewhere. Programmati-
cally, the implication is to make education-sensitive
enablement the primary lever. Interventions should
tailor materials to low-literacy audiences: pictorial in-
structions, short vernacular video walk-throughs, and
community health worker demonstrations that build
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self-efficacy. Clear next-step pathways for reactive
results (where to go, what to expect) can further re-
duce cognitive load. Because age and sex did not dif-
ferentiate behavior here, broad, non-stigmatizing dis-
tribution through universal touch points such as the
markets, religious gatherings open to all genders and
ages, transport hubs, and pharmacies may be more
efficient than narrowly targeting youth or men/women.
At the same time, education can be paired with rela-
tional cues shown elsewhere in your analysis to mat-
ter (partner/friend/provider prompts), ensuring that
knowledge translates into action. For monitoring, track
behavior-proximal indicators (confidence in perform-
ing the test, knowledge of where to get a kit today)
alongside education level to identify and close gaps.

This study provides empirical evidence of extremely
low uptake of HIV self-testing among rural dwellers in
Ajibode and Omi Adio communities in Ibadan, despite
a relatively high willingness to use HIV self-testing kits
if they are made available. The findings reveal a sub-
stantial gap between the potential of HIV self-testing as
a public health innovation and its actual utilization in
rural Nigerian settings. Key barriers to uptake included
limited knowledge on how to use the kits, distrust in
test results, preference for facility-based testing, and
poor accessibility. Education emerged as the only so-
ciodemographic factor significantly associated with
HIV self-testing uptake, underscoring the central role
of health literacy in enabling individuals to adopt self-
directed health technologies. Social and motivational
factors—such as planning for the future, encourage-
ment from sexual partners and friends, and health-
care provider advice—were significant predictors of up-
take, highlighting the importance of interpersonal and
community-level influences. Conversely, age, gender,
employment status, and number of sexual partners
were not significantly associated with uptake, suggest-
ing that contextual and structural factors may outweigh
individual risk behaviors in shaping HIV testing deci-
sions in this population. Overall, the findings suggest
that while HIV self-testing holds promise for expanding
HIV testing coverage in rural communities, its effective-
ness will remain limited without deliberate efforts to
improve access, build trust, strengthen health educa-
tion, and integrate social support mechanisms. These
results contribute to the growing body of public health
evidence emphasizing the need for context-specific
strategies to optimize HIV self-testing implementation
in low-resource, rural settings.
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Recommendations and Implications of Findings

The findings of this study have important implications
for public health practice, policy, nursing, and future
research. First, there is a critical need to strengthen
community-based education and sensitization on HIV
self-testing, with a focus on improving procedural
knowledge, addressing misconceptions about test ac-
curacy, and clarifying linkage-to-care pathways follow-
ing a reactive result. Educational interventions should
be tailored to individuals with lower educational attain-
ment through the use of pictorial instructions, demon-
strations, and culturally appropriate messages deliv-
ered in local languages. For public health program-
ming, improving the physical availability and afford-
ability of HIV self-testing kits in rural communities is
essential. Distribution strategies should leverage ex-
isting community structures such as primary health-
care centers, pharmacies, markets, religious institu-
tions, and community outreach programs to ensure
equitable access. Given the significant influence of
healthcare provider encouragement, training health
workers—particularly nurses and community health
extension workers—to actively promote and demon-
strate HIV self-testing is strongly recommended. Their
endorsement can enhance trust, normalize self-testing,
and bridge the gap between self-testing and formal
healthcare services. The study also underscores the
importance of social and relational influences. In-
terventions should incorporate partner-, peer-, and
community-led approaches that encourage dialogue
around HIV testing and reduce stigma. Engaging com-
munity leaders and faith-based organizations as advo-
cates may further enhance acceptance and uptake in
conservative rural contexts. In terms of nursing prac-
tice and education, the findings highlight the need to
integrate HIV self-testing education, counseling skills,
and community engagement strategies into nursing
curricula and continuing professional development.
Nurses are to serve as educators, facilitators, and link-
age agents, ensuring that individuals who self-test are
supported throughout the testing and care continuum.
From a policy perspective, stakeholders should prior-
itize the inclusion of HIV self-testing within national
and state-level HIV prevention strategies, with clear
guidelines on community distribution, quality assur-
ance, and linkage-to-care mechanisms. Policies should
also address trust-building measures, including pub-
lic validation of HIV self-testing accuracy and safety.
Finally, future research is recommended to explore
qualitative perspectives on trust, stigma, and decision-
making around HIV self-testing in rural populations, as
well as intervention studies assessing the effectiveness
of education-focused and community-driven HIV self-

262



Public Health | NAAS Rating (2026): 5.00

testing models. Longitudinal and mixed-methods stud-
ies could further elucidate how willingness translates
into sustained uptake over time. Collectively, these
actions can enhance the role of HIV self-testing as a
scalable and acceptable tool for improving HIV testing
coverage and advancing HIV prevention goals in rural
Nigeria and similar settings.

10.

. World Health Organization (2019).

. UNICEF (2019).

Global
Health Observatory Data. Available online at:
https://www.who.int/gho/hiv/en/ (Accessed: 10
July, 2024).

. UNAIDS (2020). Overview of HIV/AIDS JUNPo. UN-

AIDS data 2020. Geneva: UNAIDS.

Overview of the Global
and Regional trends. Available at:
https://data.unicef.org/topic/hivaids/global-
regional-trends/ (Accessed: July 12, 2024).
Lippman SA, Gilmore HJ, Lane T, Radebe O,
Chen Y, Mlotshwa N, Maleke K, Manyuchi A,
Mcintyre J (2018). Ability to use oral fluid
and fingerstick HIV self-testing (HIVST) among
South African MSM. PLoS ONE, 13:e0206849.
doi:10.1371/journal.pone.0206849.

Eskeria B, Tafere Y, Aschale A, Moges A (2023).
Uptake of HIV self-testing and associated

factors at non-governmental HIV testing
facilities in Northwest Ethiopia.  HIV/AIDS
Research and Palliative Care, 15:279-291.

https://doi.org/10.2147/HIV.S385526.

Iliyasu Z, Kassim R, Iliyasu B, Amole T, Nass N,
Marryshow S, Aliyu M (2020). Acceptability and
correlates of HIV self-testing in Northern Nigeria.
International Journal of Sexually Transmitted Dis-
eases and AIDS. doi:10.1177/0956462420920136.

. Mabaso MLH, Malope NF, Simbayi LC (2018).

Socio-demographic and behavioural profile of
women in polygamous relationships in South
Africa. BMC Women’s Health, 18(1):133.

. Hamilton A, Thompson N, Choko AT, Hlongwa

M, Jolly P, Korte JE, Conserve DF (2021). HIV self-
testing uptake among men in sub-Saharan Africa:
a systematic review. Frontiers in Public Health,
9:594298. doi:10.3389/fpubh.2021.594298.

. Ndungu K, Gichangi P, Taemmerman M (2023).

Evaluation of factors associated with HIV self-
testing uptake among MSM in Nairobi, Kenya.
PL0S ONE, 18(3):€0280540.

Mhango M, Dubula-Majola V, Mudadi LS (2022).
Knowledge, attitudes and perceptions about HIV
self-testing amongst college students in Namibia.
F1000Research, 11:11.

263

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

ISSN: 2472-3878 | Vol 11 | Issue 1| 2026

Vara PA, Buhulula LS, Mohammed FA, Njau BJ
(2020). Knowledge and willingness to use HIV
self-testing among medical students in Tanzania.
AIDS Research and Therapy, 17:56.

Hatzold K, Gudukeya S, Mutseta MN, et al. (2019).
HIV self-testing in sub-Saharan Africa: experi-
ences from STAR projects. Journal of the Interna-
tional AIDS Society, 22:€25244.

Johnson C, Neuman M, MacPherson P, et al.
(2020). Awareness and willingness to self-test for
HIV in Malawi and Zimbabwe. BMC Public Health,
20:1-13.

Council A, Espinoza Castro VM, Abiad A (2021).
Guidelines for antiretroviral agents in adults
and adolescents. Journal of Organic Chemistry,
86(1):693-708.

Lebina L, Seatlholo N, Taruberekera N, et al.
(2019). Community-based HIV self-screening in
South Africa. BMC Public Health, 19:898.
Cambiano V, Johnson CC, Hatzold K, et al. (2019).
Cost-effectiveness of HIV self-testing in sub-
Saharan Africa. Journal of the International AIDS
Society, 22:€25243.

Ndungu K, Gichangi P, Taemmerman M (2023).
HIV self-testing uptake among MSM in Nairobi.
PLoS ONE, 18(3):€0280540.

Stevens DR, Vrana CJ, Dlin RE, Korte JE (2018).
Global review of HIV self-testing. AIDS and Behav-
ior, 22:497-512.

Tibbels NJ, Hendrickson ZM, Naugle DA, et al.
(2019). Men’s perceptions of HIV care engage-
ment in Cote d’Ivoire. PLoS ONE, 14(3):e0211385.
Mabaso MLH, Malope NF, Simbayi LC (2018).
Women in polygamous relationships in South
Africa. BMC Women’s Health, 18(1):133.

Haffejee F, Ngidi ND, Singh D (2018). HIV epi-
demic and marriage aspirations. Open Journal
of HIV/AIDS Care, 30(7):853-856.

Ha JH, Van Lith LM, Mallalieu E, et al. (2019). HIV
stigma and testing in Mozambique. BMJ Open,
9(10):€029748.

Mason S, Ezechi OC, Obiezu-Umeh C, et al. (2022).
Factors promoting HIV self-testing among youth
in Nigeria. PLoS ONE, 17(6):0268945.

Mtenga M, Dubula-Majola V, Mudadi LS (2022).
HIV self-testing perceptions among college stu-
dents. F1000Research, 11:11.



	References

