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Despite the availability of free, effective treatment for HIV, more thanone million people die of AIDS 
every year in sub-Saharan Africa. Increasing antiretroviral treatment coverage is a necessity, from 
both a global health and a moral perspective (Collier et al. 2015). The need to increase treatment 
has implications for both the supply side and the demand side of treatment provision. On the supply 
side, the long-term cost of this moral obligation should be recognized (Atun et al.2016). While HIV is 
now less of a medical nightmare, thanks to the increasing availability of antiretroviral therapies, the 
financing of the long-term cost of antiretroviral therapy (ART) is an important economic challenge 
that should be acknowledged and anticipated (Collier et al. 2015). Because ART also reduces the 
transmission of HIV, delaying treatment may increase long-term costs rather than lead to cost 
savings. Given that international aid for HIV is flat-lining and is expected to decline, high prevalence 
countries will have to make considerable efforts to create fiscal space domestically (Remme et al. 
2016), improve efficiency (Vassall et al. 2013, Remme et al. 2014), and reduce HIV incidence.  
 
On the demand side, the psychosocial, political and economic barriers to ART utilization need to be 
addressed. A useful tool for understanding barriers to ART is the treatment cascade, which identifies 
the share of people lost in the transition between each stage of the treatment process. As shown in 
Figure 1, only 45% of people living with HIV know their status in sub-Saharan Africa. Among these, 
86% are receiving antiretroviral therapy, and among the latter, 76% of them have achieved viral 
suppression. After taking into account the leakages at each step of the process, only 29% of all 
people living with HIV in sub-Saharan Africa receive ART and have suppressed viral loads. This low 
coverage rate is of course not enough to capture the full individual  and preventative benefits of 
ART, and tangible improvement in these ratios are much needed to achieve “the end of AIDS” and an 
“AIDS-free generation”.  
 
Comparing these percentages to UNAIDS’s 90-90-90 targets is striking. The goals aim for 90% of 
people living with HIV knowing their HIV status, 90% of people living with HIV who know their status 
being on antiretroviral treatment, and 90% of people on treatment having suppressed viral loads. In 
light of this, the biggest challenge to treatment appears to be low testing rates.  
 



 
Figure 1: treatment cascade in sub-Saharan Africa (UNAIDS data) 

 
Why is the demand for testing and treatment so low in sub-Saharan Africa? 
 
The monetary costs of testing partly explain low testing rates in sub-Saharan Africa. Recent research 
highlighted that testing is indeed highly responsive to transportation, testing and treatment costs. 
Social stigma and fears have also been shown to block people from testing (Obermeyer and Osborn 
2007; Bwambale et al. 2008; Kaler and Watkins 2010).  
 
With these barriers in mind, some studies have succeeded in increasing testing rates by incentivizing 
testing or by facilitating home-based testing. For example, Thornton (2008) offered free testing and 
a randomized subsidy for those who sought their test results at a local clinic. According to the 
author, “incentives may directly compensate for the costs of learning HIV results, including the 
monetary costs of time or travel, or psychological costs. Monetary incentives may also reduce actual 
or anticipated social stigma.” She measured a large response to the randomly assigned subsidy. 
Without any incentive, 34 percent of the participants learned their HIV results. However, a small 
incentive worth approximately one-tenth of a day’s wage was enough to double that share. 
Similarly, home-based voluntary counselling and testing and self-testing at home have been praised 
for very high acceptance rates, ranging between 58% and 100% (Sabapathy et al., 2012; Pant Pai et 
al. 2013). 
 
While monetary incentives, home-based testing and self-testing are highly successful at increasing 
people’s knowledge of their status, these methods may not have a large and sustained impact on 
ART take-up, because they do not target and overcome stigma and other barriers that prevent 
people who test positive from initiating and adhering to ART take-up. This suggests that psycho-
social and behavioural barriers should be identified and removed to unleash the full potential of 
testing and treatment. Recent theoretical and empirical works suggest that procrastination and 
misconceptions can indeed play a large role in explaining testing patterns (Sterck, 2013).  
 
The role of procrastination and misconceptions 
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Recent research identified three behavioural barriers that may affect testing and ART take-up.  
 
First, there is large discrepancy between intent to be tested and actual behaviour (Obermeyer 2007). 
And even when people test for HIV, they often do so too late in the evolution of the disease. Many 
people are indeed unaware of the benefits of early treatment in terms of mortality and morbidity 
(Cohen et. al. 2011), and mistakenly believe that it is optimal to start ART only after the onset of 
serious symptoms (this said, ART has short-run side effects, and may create long-run damages on 
organs, implying that “too early” ART may neither be optimal). Procrastination due to misconception 
about the returns of early testing has been reported in qualitative research. For example, Kaler and 
Watkins (2010) reported the following conversation between two men in a bus in Malawi: “One said 
he was going to Zomba for voluntary counselling and testing. Then the other man asked him, while 
puzzled, saying ``[why] have one's blood tested, why [not] just staying [without testing]? If one has 
got HIV/AIDS he will start to get sick, [there is no need] to go and have one's blood tested''. This 
prevalence of this misconception and its impact on testing still needs to be quantified. 
 
Second, recent research revealed that most people largely overestimate the HIV transmission rate, 
and this, both in developing and developed countries. Although the true per-act transmission rate is 
generally lower than 1%, individuals’ average estimates for the per-act transmission rate have been 
measured at above 80% in both Burundi and rural Malawi (Boily et al. 2009; Delavande and Kohler 
2012; Kerwin, 2014, Sterck 2013). This implies that people are likely to underestimate the likelihood 
of serodiscordance in couples, which can have dramatic effects on both testing and sexual 
behaviour. For example, Moore and Oppong report the following quote from a Togolese man: “My 
wife is seronegative. Thus, she does not believe that I am HIV positive. She questions the accuracy of 
my test results and doubts the result. Consequently, she insists on having sex with me without using 
condoms”. Because partners do not believe that serodiscordance is possible, only one partner from 
each committed couple is typically expected to undergo HIV testing, as the information that is 
provided by the results of an HIV test for one partner is expected to reflect the serostatus of both 
partners (Sterck, 2013a). Misconceptions about the possibility of the transmission rate of HIV can 
also foster fatalism and thereby increase sexual risk-taking (Sterck 2013b). On the one hand, “in-
relationship fatalism” can emerge in couples living in long-term relationships. This type of fatalism 
occurs when an occasional unprotected sexual encounter induces the feeling that ‘the die is cast’, 
and hence lead to a permanent neglect of condom use. On the other hand, “accumulation fatalism” 
emerges when an individual does not know his serostatus but has engaged in high-risk sexual 
activities with different high-risk partners. 
 
Finally, most people in developing and developed countries also lack full information on the public 
benefits of ART. Most people are unaware that ART reduces the infectivity of HIV positive 
individuals. Based on survey data in Malawi, Dersken et al. (2014) found that only 19% of people 
reported that ART is an effective prevention strategy. Teaching villages about the benefits of ART 
causes an increase in HIV testing, as those who test are less likely to face stigma from potential 
sexual partners (Derksen et. al. 2014). The probable mechanism at work is stigma avoidance: people 
do not want to signal that they are risky sex partners by getting tested. When everyone is aware that 
testing is a pathway to low risk through ART use, stigma against testing falls and people are more 
willing to seek it out.  Qualitative evidence from the Malawi Journals Project is consistent with story, 
as illustrated by the following quotes from people in southern Malawi:  



“Most of the people here in Balaka do prefer to go and get tested at Dream clinic 
because it is an outskirt place where they cannot be seen by those people who know 
them,” 
 
“it’s better to receive drugs from the hospital of some areas [...] because many 
people can discover fast that I have virus of AIDS, and some ladies can disagree me 
so it can be painful in my everyday life.” 

 

More research on behavioural barriers to testing is urgently needed. First, the misconceptions 
influencing sexual and testing behaviour should be identified.  More work is also required to 
understand how social norms, narratives and identities interact within networks to reinforce these 
misperceptions (Collier, 2015). Based on the results of such research, interventions targeting these 
barriers should be designed and rigorously evaluated in partnership with local stakeholders, 
universities, NGOs and international organisations to ensure that they take into account local 
contexts and particularities.  
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