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ABSTRACT

Background and Objective: Women’s autonomy plays a critical role in decision-making of health service
use. This study aims to evaluate the relationship between Human Immunodeficiency Virus (HIV) testing and
decision-making autonomy among Cambodian women aged 15-49.

Methods: We used data from the 2021-2022 Cambodia Demographic and Health Survey (DHS) and our sample
consisted of currently married/cohabiting women aged 15-49 (N = 13,755). The outcome variable was “ever been
tested for HIV.” Covariates were household decision-making and reproductive health decision-making scores,
socio-demographic characteristics (age, place of residency, education, wealth quintiles, and employment status),
and HIV knowledge (HIV self-test kits, drugs to prevent HIV in babies during pregnancy, antiretroviral [ARV]
drugs, and pre-exposure prophylaxis).
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Results: Sixty-one percent of studied women reported ever being tested for HIV. The logistic regression results
revealed that women with a higher household decision-making score (aOR = 2.09, p < 0.001), reproductive health
decision-making score (aOR = 1.72, p < 0.001), from 25 to 29 age groups (aOR = 2.21, p < 0.001), with a higher
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education (aOR = 1.96, p = 0.001), from the richest groups (aOR = 1.73, p < 0.001), had knowledge of HIV test
kits but never get tested (aOR = 1.38, p = 0.035), heard of drugs to avoid HIV transmission to babies during
pregnancy (aOR = 1.21, p < 0.001), and heard of ARV drugs (aOR = 1.28, p < 0.001) were more likely to get
tested for HIV than their counterparts. Women living in rural areas (aOR = 0.56, p < 0.001) and those who had
discriminatory attitudes (aOR = 0.76, p = < 0.001) were less likely to get HIV tests than those in urban areas and

those without discrimination.
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INTRODUCTION

Background of the Study

Human Immunodeficiency Virus (HIV)/Acquired Immuno-Deficiency Syndrome (AIDS)
remains a global public health challenge. About 40 million people are living with HIV/AIDS
(PLWHA) in 2023, of which 1.3 million are newly acquired cases.!! Women and girls accounted
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for 73% (29 million) of the PLHIV and 44% (572,000) of all
new HIV infections. ™ In response to the alarmingly high
rates of HIV infections worldwide, the Joint United Nations
Programme on HIV/AIDS (UNAIDS) set three 95 targets
to end the AIDS epidemic by 2030. The three 95 targets aim
to diagnose 95% of all HIV-positive individuals, provide
antiretroviral (ARV) therapy for 95% of those diagnosed,
and achieve viral suppression for 95% of those treated by
2030.® Among the world regions, Southeast Asia (SEA) is
home to the second largest burden of HIV, with 6.5 million
PLWHA and 300,000 new cases in 2022. "' Among SEA
countries, Cambodia is one of the many countries that has
a considerable HIV prevalence and has many challenges
despite tremendous efforts to meet the three 95 targets.

In 2022, an estimated 74,000 adults aged 15 and older in
Cambodia were PLHIV, of which about 50% (36,000)
were women.! Almost 500 new cases were seen among
Cambodian women.! Many of these women contracted HIV
from their spouses, who enjoyed condomless extramarital
sexual intercourse with their wives."®! Given that the majority
of these women are of reproductive age, they could be the
main drivers of pediatric HIV."" Therefore, early HIV testing
is urgently needed as it is the gateway to early diagnosis
and treatment, which leads to achieving undetectable and
un-transmittable (U=U) viral loads.**! Currently, 86%
of PLHIV in Cambodia are aware of their HIV status.[!
However, in 2022, Cambodia’s National Demographic and
Health Survey (DHS) reported that more than half (53%)
of Cambodian women surveyed have never been tested for
HIV."! It has been suggested that one of the reasons for not
getting a test could be limited or lack of decision-making
authority autonomy of the women.!*!

Women’s autonomy includes access to and control over
participation
decisions, mobility, freedom from domestic violence, and
freedom to act independently.”’ Although some studies
in Sub-Saharan African countries!"? and Nepal™

resources, in household-level economic

have evaluated the relationship between HIV testing and
women’s autonomy, there is no literature on HIV testing and
decision-making autonomy specific to Cambodia. Most
of the available studies in SEA evaluated the influence
of women’s household decision-making autonomy over
maternal health and other reproductive outcomes; for
example, some studies explored the relationship between
women’s household decision-making autonomy and service
utilization in Bangladesh,!*'*! Nepal,'® Indonesia,l'”! safer
sex negotiation in Cambodia," and use of contraception
among Cambodian women.”)

Objectives of the Study

This study aims to evaluate the relationship between HIV
testing and Cambodian women’s household decision-making
autonomy and reproductive health decision-making
autonomy. The specific aims are as follows:

Specific aims

1. To describe the socio-demographic characteristics of
married/cohabiting women in Cambodia.

2. To evaluate the influence of household and reproductive
health decision-making on HIV testing among married/
cohabiting women in Cambodia.

3. To assess the relationship between HIV-related
knowledge, including self-test kits and ARVs and HIV
testing among married/cohabiting women in Cambodia.

METHODS

This study used the womens data (Total N = 19,496) of
Cambodias DHS (2021-2022). The main eligibility criteria
were currently married/cohabiting, non-pregnant women.
Of the total women survey, we excluded never married
(N = 4,616) and formerly married (N = 1,125) women,
leaving our final sample of currently married/cohabiting non-
pregnant women to be 13,755 [Figure 1].77 Cambodia’s DHS
used a two-stage stratified random sampling methodology:
the first stage being at the cluster level and the second stage
at the household level.” Cambodia’s DHS received ethical
approval from the Institutional Review Board (IRB) of
Inner-City Fund (ICF) International.?” This study followed
the Strengthening the Reporting of Observational Studies
in Epidemiology (STOBE) guidelines for observational
cross-sectional studies.

Study Variables
Outcome variable

The outcome variable was if the respondent has “ever been
tested for HIV?” It is a dichotomous variable (No = 0, Yes = 1).

Covariates
Socio-demographic variables

The socio-demographic variables included age groups
(15-18, 19-24, 25-29, 30-34, 35-39, 40-44, 45-49), place
of residency (urban/rural), education level (no education,
primary, secondary, and higher), wealth index (poorest,
poorer, middle, richer, and richest), and employment status
(no employment, worked in the last 12 months, currently
working, have a job but on leave for the last 7 days). The
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Table 1: Socio-demographic characteristics, HIV-related
knowledge and discriminatory attitude, and decision-making
autonomy of Cambodian women currently married/cohabiting
with a partner.
Socio-demographic characteristics (N = 13,755) ‘ N ‘ %
Age groups
15-19 409 2.48
20-24 1,563 | 10.26
25-29 2,499 | 17.53
30-34 2,814 | 21.05
35-39 2,843 | 21.51
40-44 2,243 | 16.76
45-49 1,384 | 10.41
Place of residency
Urban 4,678 | 40.05
Rural 9,077 | 59.95
Education level
No education 2,345 | 14.03
Primary 6,314 | 45.06
Secondary 4,529 | 35.73
Higher 567 | 5.18
Household wealth quintile
Poorest 3,723 | 18.76
Poorer 2,459 | 18.09
Middle 2,636 | 19.67
Richer 2,750 | 21.65
Richest 2,187 | 21.82
Employment status
No employment 2,996 | 21.34
In the past year 1,418 | 9.8
Currently working 9,082 | 67.02
Have a job but on leave last 7 days 259 | 1.83
Household decision-making score
Score 0 659 451
Score 1 342 2
Score 2 901 5.74
Score 3 11,853 | 87.76
Decision-making score on reproductive health
Score 0 979 | 6.37
Score 1 2,337 | 15.84
Score 2 10,439 | 77.79
Respondents had heard about HIV or AIDS
No 533 2.95
Yes 13,222 | 97.05
(Continued)

Socio-demographic characteristics (N = 13,755) ‘ N ‘ %

Ever been tested for HIV if heard about HIV or AIDS

No 5,386 | 37.03

Yes 7,836 | 62.97

HIV-related variables (N = 13,222)

Knowledge and use of HIV self-test kits

Never heard of HIV self-test kits 12,647 | 95.19
Have tested 56 0.5
Knows test kit but never get tested 519 | 431

Heard of drugs to avoid HIV transmission to babies during
pregnancy

No 5,070 | 34.39

Yes 8,152 | 65.61
Heard of antiretroviral (ARV) drugs to treat HIV

No 4,613 | 29.75

Yes 8,609 | 70.25

Knowledge and attitude to pre-exposure prophylaxis (PrEP) to
prevent getting HIV

Haven't heard about PrEP
Heard and approved to take it every day

79.13
18.44

10,872
2,014
Heard but do not approve of taking it every day | 257 | 1.85

Heard but not sure about approving it 79 0.59
Discriminatory attitude

No discrimination 9,217 | 73.97

Discrimination exists 4,005 | 26.03

Note: HIV-related knowledge and discriminatory attitude questions are
asked only if the respondents reported they heard about HIV or AIDS

(N =13,222).

wealth index is a composite measure that is calculated based
on selected consumable households’ assets (e.g., electricity,
television, radio, bicycles, housing construction materials,
including roofing and flooring, drinking water, and sanitation
facilities).?"

HIV-related knowledge variables

This study used the screening question, “Have you heard
about HIV or AIDS (No = 0, Yes = 1)”. If the respondents
reported yes, then the following HIV-related knowledge
questions were asked: (a) knowledge about drugs to avoid HIV
transmission to babies during pregnancy (No = 0, Yes = 1),
(b) knowledge of and attitude towards pre-exposure
prophylaxis (PrEP) for HIV prevention (havent heard,
heard and approved to take it every day, heard but do
not approve to take it every day, heard but not sure about
approving it), (c) knowledge and use of HIV self-test kits
(i.e., never heard, have tested, knows self-test kit but never
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got tested), and (d) heard of ARV drugs to treat HIV
(No = 0, Yes = 1). We also included the discriminatory
attitude of the respondents, which was created from two
scenarios: (a) would buy vegetables from a vendor with
HIV and (b) children with HIV should be allowed to attend
school with children without HIV. These two scenarios are
in line with the UNAIDS Global AIDS Monitoring (GAM)
indicator 6.1 on discriminatory attitudes.?” If a respondent
answered no/don’t know/not sure/depends on either of the
questions, it was recoded as zero. If the respondent answered
yes to both questions, it was recoded as one.

Women’s decision-making variables

The women’s decision-making variables were (a) respondents’
household decision-making authority and (b) respondents’
reproductive health decision-making authorities.”® The
household decision-making authority was created based
on three scenarios: decision-making on (a) own health
care, (b) large household purchases, and (c) visits to family
or relatives. The original responses were decision-making
(a) alone, (b) joint (herself and her partner), (c) by partner
only, and (d) by others. We assigned a score of one to those
who responded that the decision was made (a) alone or (b) joint
and assigned zero for other responses. Similarly, the women’s
reproductive health decision-making score was created based
on two scenarios: whether the respondent has a say (a) to
refuse sex and (b) to use a condom. We assigned one to those
who reported yes to either one of these scenarios and zero to
those who reported no to both scenarios.

Statistical Analysis

We performed descriptive statistics to describe the frequency
and percentage included variables. We applied Pearson’s
Chi-squared (X?) test of independence to observe the
relationship between the outcome variable and covariates.
We also assessed the correlation of two decision-making
score variables to observe the strength and the direction
between them by using Pearson’s correlation test. To predict
the relationship between HIV testing and women’s autonomy,
we conducted multivariable logistic regressions controlling
other covariates that showed a significant relationship with
the outcome variable (i.e., p-value < 0.05 in the bivariate
analysis). We reported adjusted odds ratios (aOR) and
95% confidence intervals (CI) and applied a significant
level of p-value < 0.05. Missing data were not included in
the analyses. We also checked multicollinearity among
independent variables using the “collin” command. All the
analyses applied survey weights and used “svy” and “svyset”
commands by using Stata 18.0.2

The ICF’s IRB approved the original study.”

RESULTS
Prevalence of Included Variables

Table 1 presents the prevalence of included variables. A
higher percentage of HIV testing was observed in the women
aged 35-39 group (22%), rural residents (56%), with primary
education (45%), from the richest wealth quintile groups
(22%), and with current employment (67%) compared to
those who were aged 18-24, urban residents, from the lowest
wealth quintile groups, and those who were not currently
employed. About 88% reported having household decision-
making autonomy in all scenarios, and 78% reported having
decision-making autonomy on reproductive health-related
issues. More than half (63%) reported ever being tested for
HIV. Almost all (97%) had heard about HIV or AIDS. Of
them, almost all (95%) had never heard about HIV self-test
kits, 66% had heard about drugs to avoid HIV transmission
to babies during pregnancy, and 70% had heard about ARV
drugs to treat HIV. However, about 79% have never heard
about PrEP, and about 26% of the studied women had a
discriminatory attitude towards PLHIV.

Results from Bivariate Analyses

The results from Pearson’s X? bivariate analyses [Table 2]
demonstrated a significant relationship between HIV
testing and socio-demographic variables (age groups,
place of residency, education level, household wealth
quintile, and employment status) and decision-making
scores (household decision-making score and reproductive
health decision-making scores) (all p < 0.001). Moreover,
the results revealed a significant relationship between HIV
testing and HIV knowledge variables: knowledge and use
of HIV self-test kits (p = 0.001), heard of drugs to prevent
HIV transmission to babies during pregnancy (p < 0.001),
and had heard about ARV (p < 0.001), knowledge
and attitude towards PrEP to prevent HIV prevention
(p = 0.002), and discriminatory attitude (p < 0.001). The
results from Pearson’s correlation test also revealed that
the household decision-making score and the reproductive
decision-making score are positively correlated (correlation
coeflicient [r] = 0.76, p < 0.001).

Multivariable Logistic Regression Results
Socio-demographic characteristics

The results from the multivariable logistics regressions are
presented in Table 3. The findings revealed that women
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Table 2: Results of Pearson Chi? test of independents (outcome = ever been tested for HIV).
No =5,919 Yes = 7,836 N=13,755
N (%) N (%) N (%) X2 p-value
Age groups
15-19 213 (3.08) 196 (2.11) 409 (2.48) 1198.86 <0.001
20-24 562 (8.91) 1,001 (11.12) 1,563 (10.26)
25-29 712 (11.21) 1,787 (21.55) 2,499 (17.53)
30-34 887 (14.87) 1,927 (24.98) 2,814 (21.05)
35-39 1,201 (20.11) 1,642 (22.4) 2,843 (21.51)
40-44 1,306 (22.94) 937 (12.83) 2,243 (16.76)
45-49 1,038 (18.89) 346 (5.01) 1,384 (10.41)
Place of residency
Urban 1,439 (27.53) 3,239 (48.02) 4,678 (40.05) 571.74 <0.001
Rural 4,480 (72.47) 4,597 (51.98) 9,077 (59.95)
Education level
No education 1,544 (21.31) 801 (9.4) 2,345 (14.03) 815.94 <0.001
Primary 2,921 (51.05) 3,393 (41.25) 6,314 (45.06)
Secondary 1,360 (25.55) 3,169 (42.21) 4,529 (35.73)
Higher 94 (2.09) 473 (7.14) 567 (5.18)
Household wealth quintile
Poorest 2,094 (25.08) 1,629 (14.74) 3,723 (18.76) 644.76 <0.001
Poorer 1,136 (21.42) 1,323 (15.97) 2,459 (18.09)
Middle 1,148 (22.09) 1,488 (18.14) 2,636 (19.67)
Richer 978 (18.89) 1,772 (23.4) 2,750 (21.65)
Richest 563 (12.51) 1,624 (27.75) 2,187 (21.82)
Employment status
No employment 1,269 (22.67) 1,727 (20.5) 2,996 (21.34) 29.06 <0.001
In the past year 633 (10.26) 785 (9.51) 1418 (9.8)
Currently working 3,942 (65.86) 5,140 (67.77) 9,082 (67.02)
Have a job but on leave last 7 days 75 (1.21) 184 (2.22) 259 (1.83)
Household decision-making score
Score 0 335 (6.16) 324 (3.46) 659 (4.51) 66.34 <0.001
Score 1 148 (2.15) 194 (1.9) 342 (2)
Score 2 413 (4.86) 488 (6.29) 901 (5.74)
Score 3 5,023 (86.83) 6,830 (88.35) 11,853 (87.76)
Decision-making score on reproductive health issues
Score 0 643 (9.84) 336 (4.17) 979 (6.37) 214.93 <0.001
Score 1 1,124 (17.66) 1,213 (14.68) 2,337 (15.84)
Score 2 4,152 (72.5) 6,287 (81.15) 10,439 (77.79)
HIV related variables N=5,386 N=7,836 N=13222
Knowledge and use of HIV self-test kits
Never heard of HIV self-test kits 5,229 (35.93) 7,418 (59.26) 12,647 (95.19) 57.89 <0.001
Have tested 14 (0.1) 42 (0.39) 56 (0.5)
Knows test kit but never get tested 143 (1) 376 (3.32) 519 (4.31)
(Continued)
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No =5,919 Yes = 7,836 N=13,755
N (%) N (%) N (%) X2 p-value
Heard of drugs to avoid HIV transmission to babies during pregnancy
No 2499 (14.82) 2,571 (19.56) 5,070 (24.67) 109.86 <0.001
Yes 2,887 (22.21) 5,265 (43.41) 8,152 (65.61)
Heard of antiretroviral(ARV) drugs to treat HIV
No 2,249 (13.06) 2,364 (16.69) 4,613 (29.75) 112.82 <0.001
Yes 3,137 (23.97) 5,472 (46.28) 8,609 (70.25)
Knowledge and attitude to pre-exposure prophylaxis (PrEP) to prevent getting HIV
Haven't heard about PrEP 4,522 (29.94) 6,350 (49.19) 10,872 (79.13) 26.26 0.002
Heard and approved to take it every day 712 (6.06) 1,302 (12.38) 2,014 (18.44)
Heard but do not approve of taking it every day 114 (0.76) 143 (1.09) 257 (1.85)
Heard but not sure about approving it 38 (0.28) 41 (0.31) 79 (0.59)
Discriminatory attitude
No discrimination 3,275 (66.43) 5,942 (78.41) 9,217 (73.97) 229.67 <0.001
Discrimination exists 2,111 (33.57) 1,894 (21.59) 4,005 (26.03)
Note: HIV-related knowledge and discriminatory attitude questions are asked only if the respondents reported they heard about HIV or AIDS
(N = 13,222).

Total women respondents

(N =19, 496)
Never married
r— (N = 4,616)
Formerly married/living
_> with a man (N = 1,125)

A4

Currently married/

cohabiting women
(N =13,755)

Figure 1: Sample size flow diagram.

aged 25-29 were more than twice as likely to get an HIV test
(aOR = 2.21, 95% CI = 1.59, 3.07) than those who were
aged 15-18. Additionally, women in rural Cambodia were
less likely to get tested for HIV than those in urban areas
(aOR =0.59, 95% CI = 0.48-0.64).

Some of the education and wealth quintiles also illustrated a
significant relationship. The results revealed that the women
with higher education were more likely to get HIV tests
(aOR = 1.96, 95% CI = 1.35, 2.69) compared to those without
formal education. Similarly, significant positive relationships
between HIV test and the women from the two wealth
quintile groups were observed: women from the richer
(aOR = 1.42, 95% CI = 1.08, 1.86) and the richest groups

(aOR = 2.24, 95% CI = 1.54, 3.26). Interestingly, the women
in current employment were less likely to get tested for HIV
(aOR = 0.86, 95% CI = 0.76, 0.98) than those who were
unemployed.

Main variable (dependent or outcome) results

Womens decision-making score ranges from zero to three.
Women who reported at least one household decision-making
score (aOR = 1.88, 95% CI = 1.371, 2.59) and reproductive health
decision-making score (aOR = 1.76, 95% CI = 1.36, 2.18) were
more likely to get tested for HIV compared to those without.

HIV-related variable(s) (covariates) results

Women having knowledge of HIV self-test kits but never
being tested for HIV (aOR = 1.38, 95% CI = 1.02, 1.85),
those who heard about the drugs to avoid HIV transmission
to babies during pregnancy (aOR = 1.21, 95% CI = 1.08,
1.37), and those who heard about ARVs (aOR = 1.28, 95%
CI = 1.14, 1.44) were more likely to get tested for HIV than
those who did not have such knowledge. Conversely, women
who had a discriminatory attitude towards people with HIV/
AIDS were less likely to get tested for HIV than those who
did not (aOR = 0.76, 95% CI = 0.67, 0.85).

Multicollinearity Results

The results from multicollinearity analysis among covariates
showed that the multicollinearity in this model may not be
an issue (conditional number without intercept = 3.245).
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Table 3: Results of multivariable logistic regression.

Outcome: Ever been tested for

Heard of drugs to avoid HIV transmission to babies during
pregnancy

HIV (N = 13,222) aOR (95% CI) No Ref
Household decision-making (self or joint with the respondent Yes 1.21 (1.08, 1.37)***
partner) Heard of ARVs to treat HIV
Score 0 = No decision-making at all Ref No Ref
Score 1 1.88 (1.37, 2.59)** Yes 128 (L14, 144y
Score 2 209 (1.51, 2.92) Knowledge and attitude to pre-exposure prophylaxis (PrEP) to
Score 3 1.74 (1.37,2.21)%*

Reproductive health decision-making

Score 0 = No decision-making at all

Ref

prevent HIV

Haven't heard about it Ref

Heard and approved to take it every

Score 1 1.72 (1.36, 2.18)*** day 1.03 (0.86, 1.23)
Score 2 1.72 (1.39, 2.13)*** Heard, but don’t approve of taking it

Age groups every day 1.03 (0.76, 1.403)
15-19 Ref Heard, but not sure about approving
20-24 1.76 (127, 2.46)** its use 0.87 (0.55, 1.36)
25_29 221 (1.59, 3.07)** Discriminatory attitude
30-34 1.91 (1.38, 2.64)*** No discrimination Ref
35-39 1.34(0.98, 1.85) Discriminatory attitude exists 0.76 (0.67, 0.85)***
40-44 0.69 (0.49, 0.95)* _cons 0.358 (0.22, 0.58)***
45-49 0.32 (0.22, 0.45)*** Note: *denotes p-value < 0.05; ***denotes p-value < 0.001. CI: Confidence

- i interval, aOR: Adjusted odds ratio.

Place of residency
rben it DISCUSSION
Rural 0.56 (0.48, 0.64)***

Education level

No education

Ref

Primary 1.31 (1.14, 1.53)***

Secondary 1.74 (1.49, 2.05)%**

Higher 1.96 (1.35, 2.69)***
Household wealth quintiles

Poorest Ref

Poorer 1.07 (0.92, 1.25)

Middle 1.05 (0.89, 1.25)

Richer 1.23 (1.03, 1.47)*

Richest 1.73 (1.37, 2.19)**
Employment status

No Ref

Yes, in the past year 1.02 (0.86, 1.22)

Currently working 0.86 (0.76, 0.98)*

Have a job, but on leave last 7 days

1.63 (1.103, 2.41)*

Knowledge and use of HIV self-test kits

Never heard of HIV test kits

Ref

Has tested with HIV test kits

1.48 (0.56, 3.87)

Knows test kits but never tested with
them

1.38 (1.02, 1.85)*

(Continued)

The present study aimed to evaluate the relationship
between HIV testing and decision-making autonomy among
married/cohabiting Cambodian women. As consistent with
the findings from a previous study, this study found that
Cambodian women with any household decision-making
autonomy were more likely to get tested for HIV than their
counterparts, highlighting that women’s decision-making
plays an important role in health service utilization."”

Our findings on the significant relationship between HIV
testing and those who had reproductive health decision-
making is a novel finding. Although a study in Cambodia
by Ung et al. (2014) reported that refusal of sexual activity
and autonomy have a positive relationship, their study did
not research HIV testing. " Another prior qualitative study
conducted by Webber and colleagues in Cambodia reported
that using condoms in the marital relationship could raise
distrust issues from their husbands, and thus the women
did not ask for it, jeopardizing women’s health as they can
contract sexually transmitted diseases.*® Moreover, our
findings on the positive correlation between household
decision-making and reproductive health decision-making
suggested that one decision-making autonomy could
influence the other; this is consistent with the finding from
another study in Cambodia that revealed that the women
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who had full decision-making power were more likely
to refuse sex.'! Similarly, Seidu and colleagues found
that women with medium and high levels of household
decision-making authority were more likely to have safer
sex practices than those who did not, which supported the
present study’s findings.!"!

Our finding that, when compared to women aged from
15-19 women aged 25-34 were more likely to get HIV
tests and those aged 45-49 were less likely to get tested for
HIV may need to explore cultural-specific reasons in the
Cambodian context. However, our findings were inconsistent
with the findings from a study in Kenya in which the women
aged 20-29 were more likely to get HIV tests and those from
age groups 30-49 were less likely to get HIV tests.”) Both
studies suggest that older age groups were less likely to get
an HIV test; perhaps the women in the 45-49 age group
may have considered no or low HIV risk, which requires
further studies. In view of this finding, it might be beneficial
to evaluate a trend of HIV testing prevalence among women
aged 45-49 or research the potential reasons. Also, the
finding that rural women residents were less likely to get
tested for HIV when compared to their urban counterparts
is consistent with the findings from a previous multicounty
study,” and highlights the need for urgent research
specifically on the awareness, availability, and accessibility of
HIV testing services in rural areas.

Our findings regarding women with some education levels
and women in the wealthier groups were consistent with
previous findings.?”?*! The current study’s finding that
women with some education levels were more likely to get
tested for HIV than those who had no formal education
also highlighted a need to review the current HIV testing
strategies to reach women with no formal education. Also,
the findings that women from wealthier groups were more
likely to get tested for HIV are interesting, especially if the
HIV testing services were free then there should not be a
problem for women in the poorest group to access them.
However, further studies are required to understand this
discrepancy. Future research could explore obstacles for
women in the poorest and less educated groups to address
ending HIV/AIDS and health inequity gaps. Furthermore,
women who had current employment were less likely to get
HIV testing, demonstrating that the women in employment
may have obstacles finding time to go for an HIV test or may
even be avoiding regular/routine HIV testing centers. This
finding requires future studies.

Our findings on the significant relationship between HIV
testing and HIV-related knowledge such as knowledge and
use of HIV self-test kits, hearing of drugs to avoid HIV
transmission to babies during pregnancy, and hearing of
ARV to treat HIV were novel findings. Although Cambodia’s

Ministry of Health’s National Center for HIV/AIDS
implemented HIV self-testing among high-risk populations
such as transgender women, people who inject drugs, and
people involved in prostitution, it would be beneficial if it
were expanded to the general women population.l® Moreover,
the finding that those who had discriminatory attitudes were
less likely to get tested for HIV than those who did not also
suggest that activities that aim at reducing discrimination
could improve the HIV testing situation. Although it is not
exactly the same, this finding aligns with a previous study in
which the women who never got tested for HIV exhibited a
more discriminatory attitude towards people with HIV.*’)

Data Availability

The data for this study was publicly available at https://
dhsprogram.com/data/ upon free registration.

Strengths and Limitations of the Study

The strength of this study was the use of the most recent
and nationally representative dataset of Cambodia, the
inclusion of the important decision-making variables, and
HIV-related knowledge such as HIV self-test kits and ARVs.
However, this study has some limitations. First, there could
be a socially desirable bias as we used the self-reported data.
Second, caution must be taken when interpreting the causal
relationship as we used cross-sectional data. Third, the HIV-
related knowledge questions such as HIV transmission and
misconceptions were not included in our study as it only
asked for women aged 24 and above, which is not the focus
of this study.

CONCLUSION AND GLOBAL HEALTH
IMPLICATIONS

To end the HIV epidemic, it is critical that everyone must
have access to information and services related to HIV
knowledge, testing, and anti-retroviral drugs. The country’s
current strategies and programs should be reviewed to
ensure that women, especially those who are poorer and
less educated, have access to HIV-related information and
services and be able to make decisions about their own
health. The findings from this study clearly demonstrated
that women still need to have control over the important
decisions that impact them such as the use of available HIV
preventive services.

Key Messages

1. In Cambodia, women with decision-making autonomy have
more likelihood of getting a human immunodeficiency virus
test than those who do not have one. 2. Cambodian women
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who had awareness of human immunodeficiency virus self-
test kits, although they had never been tested before, were
more likely to get tested than those who were not. 3. Women
with knowledge related to antiretroviral drugs or drugs to
prevent human immunodeficiency virus transmission to
babies during pregnancy were more likely to get tested for
human immunodeficiency virus than those who did not have
such knowledge.
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