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EXECUTIVE SUMMARY

This report is based on findings from a household survey (N = 891) conducted by the BRIDGE project to assess changes at midterm, approximately two years after initiation of the program in 2003.

The midterm evaluation was conducted in four of the eight BRIDGE districts in Malawi – Kasungu, Mulanje, Mzimba, and Salima – using a stratified random sample of households in each district to represent High Activity and Low Activity areas, corresponding to the intensity of program activities. 

Program activities included in the analyses are the Nditha! mass media campaign, the Radio Diaries program, the Youth Alert Mix radio program, the Hope Kit, and the Community Mobilization Activities.
Data are analyzed by comparing exposure to the campaign in High Activity areas and Low Activity areas for each intervention component. Exposure to campaign elements is then correlated with the primary outcomes of interest. Finally, differences in outcomes from baseline to midterm are evaluated.

Findings reported in this report are not meant to establish causality between program elements and observed outcomes, as the research design does not permit such claims. Instead, trends in outcomes are correlational and suggestive of program effectiveness.

Overall, exposure to the program was high. In particular, radio (including the Youth Alert Mix and the Radio Diaries program) reached approximately 70% of the audience, followed by posters (50%) and billboards (38%). The campaign slogan was recognized by over 80% of the sample.

Each of the program elements was associated with positive outcomes, and there was an overall association between exposure to the total number of program elements and intermediate health outcomes (including knowledge, stigma, self-efficacy, and behavioral intentions).
Exposure to the Radio Diaries program was significantly associated with lower levels of stigma, as measured by perceived similarity with people living with HIV/AIDS and openness to talk about people living with HIV/AIDS.

Using the risk perception attitude framework as the conceptual background, findings revealed that health outcomes were predicted by risk perceptions and efficacy beliefs.

Compared to baseline, there were significant improvements in knowledge, self-efficacy, perceived benefits of action, behavioral intentions, and HIV testing. These improvements occurred across all four population groups – young men, young women, men, and women.
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INTRODUCTION & BACKGROUND
1.1. HIV/AIDS in Sub-Saharan Africa

Sub-Saharan Africa houses 10 percent of the world’s population, but it is home to 60 percent of people living with HIV and AIDS (PLHA) (UNAIDS/WHO, 2004). By the end of 2004, over three million people were estimated to have been infected, and over two million were estimated to have died (UNAIDS/WHO, 2004). Within this same geographic region, more than 12 million children have lost at least one parent to AIDS. Women and girls are increasingly affected, with 13 women living with HIV for every 10 men, and an estimated 36 young (15 to 24 year-old) women living with HIV for every 10 young men (UNAIDS/WHO, 2004). Approximately 75% of young people infected are women and girls (6.9% of young women aged 15-24 are estimated to have been infected at the end of 2003). In 2003 alone, UNAIDS estimated that 3 million new cases of HIV occurred within sub-Saharan Africa (UNAIDS, 2004).

Malawi, rated as the twelfth poorest country in the world, has an approximate annual per capita income of USD 160. An estimated 65% of rural and 55% of urban populations live below the poverty line, with 85% surviving on subsistence farming. 

1.2. HIV/AIDS in Malawi 

It is estimated that 14.4% of the adult population in Malawi, or 760,000 adults, are infected with HIV, 58% of whom are women.
 In 2003, there were 84,000 deaths due to AIDS.
 The Government of Malawi estimates that 88% of new infections are through heterosexual transmission, 10% through mother-to-child transmission (MTCT), and 2% through other modes such as use of infected blood, injections and other health care related transmissions.
 Because the primary mode of HIV transmission in Malawi is unprotected sex, HIV/AIDS in Malawi, like in other countries in the region, affects mainly the sexually active population. There are approximately 70,000 HIV positive children under 15 in the country.
 The Government of Malawi issued an analysis in 2003 that indicated that levels of HIV infection in the adult population of Malawi have remained constant for the last seven years at 12-17 percent.

Everyday, an average of 267 people become infected with the HIV virus while AIDS-related infections account for 139 deaths daily. Women are 4 to 6 times more likely to become infected. The majority of deaths occur in the reproductive age group of the population (15-49 years of age). This age group constitutes breadwinners and caregivers whose dependents are made vulnerable upon developing a chronic illness or upon death of the caregiver/guardian. In Malawi, the National AIDS Commission writes that the higher the education or socio-economic status, the more disposable income is available, which tends to lead to more risky sexual behavior. The Malawi Demographic and Household Survey (2004)
 finds essentially the same thing: For both genders, there is a positive relationship between income and HIV prevalence. In the lowest wealth quintile, for example, 11 percent of women and 4 percent of men were HIV positive in 2004; at the middle quintile, the HIV prevalence figures were 13 percent for women and 12 percent for men; at the highest quintile, the corresponding figures were 18 percent for women and 15 percent for men.
The costs of HIV are daunting for this nation rated the 12th poorest country in the world. The National AIDS Commission estimated in 2003 that 170,000 people needed antiretroviral therapy and advanced treatment, with 80,000 pregnant women estimated to require treatment to prevent transmission to their infants during birth.3 
As of 2005, only 19,000 persons were reported to be receiving antiretroviral therapy.
 In 2003, there were an estimated 500,000 children under age 17 who had lost one or both parents to AIDS,
 increasing the need for services to support these children. Due to HIV/AIDS, life expectancy at birth has dropped to 40 years from the 56 years that would be expected without HIV/AIDS.3 Approximately 75% of AIDS cases in Malawi are in adults age 20-40, producing serious economic and family costs among what should be the most productive segment of the population.
BACKGROUND ON THE BRIDGE PROGRAM

The BRIDGE Project is a communication-based behavior change program that seeks to reduce high-risk behaviors that lead to HIV/AIDS in Malawi. The project is informed by the country’s National Behavior Change Interventions Strategy for HIV/AIDS and Sexual Reproductive Health. The program aims to change the way Malawians think and speak about HIV/AIDS, and most importantly, it helps them adopt behaviors that prevent HIV transmission. Its approach reflects innovative behavior change models and lessons learned from the Africa region.  Informing these important outcomes are the proposed BRIDGE principles and values, which guide all interventions:

Belief in a better future (Hope)

Risk is shared by everyone (Personalized Risk)

I can STOP AIDS (Personal responsibility, action, self-efficacy)

Discussion about HIV/AIDS (Openness, destigmatization)

Gender equity (Girls’ empowerment and changed men’s behavior)

Emphasis on the positive (Action oriented, community-assets, positive-deviant role modeling)

The project focuses on eight districts in Malawi: Balaka, Chikwawa, Kasungu, Mangochi, Mulanje, Mzimba, Ntcheu, and Salima. The overall research design comprises both qualitative and quantitative assessments to be conducted at three time points: at baseline, midterm, and follow-up. 

Program implementation activities occurred in two phases. In Phase 1, program activities were initiated in January, 2004 in four of the eight districts: Mangoche, Mzimba, Ntcheu, and Salima. In Phase 2, program activities were also initiated in the remaining four districts: Balaka, Chikwawa, Kasungu, and Mulanje. During this latter period, activities in the Phase 1 districts continued to take place.

1.3. Program Components

The primary program components include the following:

1.3.1. Nditha! (“I Can!”) National Mass Media Campaign
The Nditha! message constitutes the central theme of the BRIDGE campaign. Derived from extensive formative research conducted at baseline, Nditha!, literally meaning “I can,” signifies the campaign’s objective of enhancing personal and collective efficacy through the enactment of small, meaningful steps in fighting HIV/AIDS. It is a mass media program that includes the following elements (as of October, 2005):
· 3,444 airings of radio spots in Chichewa, Yao, and Tumbuka
· 17 billboards x 5 months

· 17 Nditha! participatory community drama outreach events

· 12500 posters 

· 40000 action leaflets

· 5000 Nditha! pens

· 3000 Nditha! wall stickers

· 1000 Nditha! bandanas

· 450 Nditha! t-shirts

1.3.2. Radio Diaries
The Radio Diaries are weekly programs aired nationally on six different radio stations. Each station produces and airs personal narratives of two diarists – one male one female – who are HIV-positive. As of October, 2005:

· 156 original weekly 20-min diary programs had been aired over 26 weeks
· 18 active listeners’ clubs had been established
1.3.3. Youth Alert Mix

Youth Alert Mix programs, supported by BRIDGE and targeted primarily to youths, are broadcast weekly. These are linked with listener clubs and magazines. As of October, 2005
· 200 youth alert listening clubs were active 

· 400 youth alert club leaders had been trained 
· 936 secondary school teachers & 95 youth workers had been trained to use Youth Alert! magazine and facilitators guide as a teaching aide
· 5000 Youth Alert facilitator guides had been distributed
1.3.4. Hope Kit

The Hope Kit is a package of resources designed to facilitate discussion about HIV prevention issues among community groups. It consists of locally developed posters, information cards, booklets, and sample materials to support community facilitators in addressing HIV prevention issues in a variety of creative and dynamic ways. The core of the Hope Kit is the “Journey of Hope” tool that supports the development of personal HIV prevention strategies through a process of goal setting and risk identification. As of October, 2005:

· 1550 kits had been produced
· 730 kits had been distributed
· 25 master trainers and 682 facilitators had been trained on using the Hope Kit
1.3.5. Community Mobilization Activities

The BRIDGE project is active in eight districts: Balaka, Chikwawa, Kasungu, Ntcheu, Mangochi, Mulanje, Mzimba, and Salima.  Working at the district, community, and village levels through the respective AIDS action committees, BRIDGE promotes strategic coordination of behavior change interventions for HIV prevention, builds skills around community mobilization methodologies, and supports community identified initiatives to combat HIV locally. As of October 2005

· 326 community members had participated in 6 community mobilization trainings, 
· 2331 individuals participated in 104 district-level skills building trainings
· A series of youth mobilization activities were held, which included peer education and leadership trainings and youth festivals 
· 25 new community action committees were established
· 177 new village action committees were mobilized

RESEARCH METHODS
1.4. Objective

The primary objective of the midterm evaluation was to determine the nature of the impact of the BRIDGE Project’s on-going activities.
1.5. Research Design
1.5.1. Baseline Assessments

In January, 2004, the BRIDGE Project conducted a series of assessments in order to obtain baseline measures on key indicators of behaviors as well as behavioral predictors. Assessments included both qualitative and quantitative components. Qualitatively, ten focus group discussion sessions were held in two districts in order to understand residents’ perceptions, norms, and other factors that determine their HIV/AIDS-related behaviors. Quantitatively, a baseline household survey was conducted in all eight districts (N = 891). 

The Malawi baseline report, “Exploring Community Beliefs, Attitudes & Behaviors Related to HIV/AIDS,” which contains the findings from the baseline assessments, is available from the Center for Communication Programs in Baltimore, MD.
1.5.2. Midterm Assessments
Midterm evaluations were conducted in December 2005 in four of the eight focal districts: Kasungu, Mulanje, Mzimba, and Salima. Two of these districts (Mzimba and Salima) represent the Phase 1 Districts in which program activities have taken place since January 2004. The remaining two districts (Kasungu and Mulanje) represent the Phase 2 Districts in which program activities have taken place since September 2004.
Of primary interest to the BRIDGE Project are the “ABC” measures (abstinence, being faithful, and condom use), knowledge, attitudes, stigma perceptions, communication patterns, risk perception, and efficacy beliefs. Using baseline values as benchmarks, the midterm assessment sought to compare changes in these variables as a result of the BRIDGE Project’s ongoing efforts. 

In order to make meaningful comparisons between baseline and midterm data waves, efforts were made to use similar sampling and interview procedures across the two periods. 

1.6. Procedures

For the purposes of the midterm assessment, each of the four districts was divided into two groups: High Activity areas and Low Activity areas. High Activity areas represented communities in which the BRIDGE Project has had a significant presence through its various program implementation activities. Once High Activity areas were identified in each district, corresponding Low Activity areas were selected by matching on community size and maximizing geographical distance from the High Activity areas within the same district. While efforts were made to differentiate the High Activity and Low Activity areas in terms of their exposure to campaign activities, this was not always achieved. Radio-based messages, for example, would likely have reached both areas. Other activities, such as the demonstration of the use of the Hope Kit, were confined to only the High Activity areas. 
1.6.1. Sampling
The sampling unit was households. Households were randomly selected from each enumeration area for inclusion in the study. Total number of households sampled was proportional to the size of the community. Only one interviewee was selected from each household.
1.6.2. Data Collection
Data were collected through oral interviews by enumerators who first participated in a week-long training in data collection and interviewing skills. Training of enumerators was conducted by researchers in Lilongwe, approximately one month before data collection activities began.
The survey instrument was first translated into Chichewa and Tumbuka from English. Items were then pilot tested, after which further modifications were made to the instrument.

DEMOGRAPHIC PROFILE
The demographic profile of the sample is shown in Table 1. Even though baseline assessments were conducted in all eight BRIDGE districts, baseline descriptions shown in the table exclude the four districts that were not included at midterm.

Compared to baseline, the sample at midterm was younger by 1.5 years. This difference, however, was only marginally significant (t = 1.95, p = .052), implying that the difference in average age between the two time periods was just within sampling error. 
At baseline, the sample included 55% females and 45% males, whereas the sample was evenly split at midterm. At baseline 28% of the sample was single and 67% of the sample was married; the corresponding figures at midterm were 29% and 69%, respectively.

______________________________________________________________________________
Table 1. Demographic profile of the sample at baseline and midterm
	Variable
	Baseline
	Midterm
	Statistical tests

	Age 
	
	
	

	     <18 years (%)
	12.3
	16.9
	

	     19 to 24 years (%)
	22.7
	19.9
	

	     25 to 34 years (%)
	25.7
	37.3
	

	     35 to 44 years (%)
	18.7
	12.3
	

	     45 to 54 years (%)
	9.6
	8.0
	

	     > 54 years (%)
	10.9
	5.6
	

	Average age (years)
	31.6
	30.1
	t = 1.95, p = .052

	
	
	
	

	Sex
	
	
	

	     Female (%)
	54.9
	50.0
	

	     Male (%)
	45.1
	50.0
	Difference not significant

	
	
	
	

	Marital Status
	
	
	

	     Single (%)
	28.0
	29.1
	

	     Married (%)
	67.1
	69.5
	

	     Other
	4.0
	1.4
	Difference not significant

	
	
	
	

	Education
	
	
	

	     None (%)
	29.1
	13.7
	

	     Primary (%)
	32.9
	34.8
	

	     Secondary (%)
	36.9
	49.5
	

	     > Secondary (%)
	1.1
	2.1
	

	Average years of schooling
	4.86
	5.99
	t = 5.05, p < .001


The sample was significantly more educated at midterm than at baseline. The average years of education had risen from 4.86 at baseline to 5.99 at midterm. Similarly, the percent of people without any formal education had dropped by more than half, from 29.1 percent at baseline to 13.7 percent at midterm.

Differences in the composition of males and females were not statistically significant across the two time periods. Similarly, differences in marital status were also not statistically significant.

Overall, there were some demographic differences between the two time periods. In particular, the sample at midterm was slightly younger and significantly more educated, as compared to the sample at baseline. This could represent the changing demographic profile of Malawi in general (even though the time period between the two data waves was less than two years), and it could also reflect differences in sampling.
EXPOSURE TO INTERVENTION MESSAGES
Exposure to the Nditha! Campaign refers to the extent to which respondents reported hearing, seeing, or interacting with various components of the overall campaign. Exposure was measured in a number of ways, as described below.
1.7. Exposure through Various Channels
Respondents were asked whether they had heard of or seen the Nditha! Campaign on the radio, on billboards, in posters, and through interpersonal discussions (which could have included community mobilization activities). Figure 1 shows the percent of people who indicated that they had seen or heard the Nditha! Campaign through the various channels of communication.
______________________________________________________________________________

Figure 1. Exposure to the Nditha! Campaign
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As planned, exposure to the campaign was greater in the High Activity areas than in the Low Activity areas across all channels of communication shown in Figure 1. As shown in the figure, even the Low Activity areas were exposed to a great deal of media.
Radio was associated with the greatest level of exposure. Approximately three-quarters of the sample (74%) in the High Activity areas had heard about the campaign on the radio. Even in the Low Activity areas, radio exposure was considerably high, reaching 63 percent of the sample. The difference in exposure between the high and low activity areas was statistically significant, t = 3.5, p < .001.
Exposure to billboards in the High Activity areas occurred among 38 percent of the sample; the corresponding exposure in the Low Activity areas was 31 percent, and this difference was statistically significant (t = 2.04, p < .05). 

Slightly more than half the sample (51%) in the High Activity areas had seen Nditha! posters, which accounted for the second highest means of exposure. Exposure to Nditha! posters in the Low Activity areas was 38 percent, and this difference was statistically significant (t = 3.84, p < .001).
Approximately a quarter of the sample (24%) in the High Activity areas, and 18 percent of the sample in the Low Activity areas, reported hearing about the Nditha! campaign through conversations with others. This difference was statistically significant (t = 2.41, p < .05).
1.8. Hope Kit, Youth Alert Mix, and Radio Diaries

Figure 2 shows exposure levels across three other programs – the Hope Kit, the Youth Alert Radio Mix, and the Radio Diaries – according to the percent of people who reported having seen or heard about the program.
______________________________________________________________________________
Figure 2. Exposure to the Hope Kit, Youth Alert Mix, and the Radio Diaries
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______________________________________________________________________________

As might be expected, mass media channels (radio, posters, billboards) had greater reach than interpersonal channels (discussion, Hope Kit).

The Hope Kit reached 17 percent of the sample in the High Activity areas and 9 percent in the Low Activity areas, a difference that was statistically significant (t  = 3.77, p < .001). Overall, exposure to the Hope Kit was 13 percent.
Exposure to the Youth Alert Mix program was 70 percent in the High Activity areas and 62 percent in the Low Activity areas; the difference in exposure between these two areas was statistically significant (t = 2.50, p < .05). 
Radio Diaries reached 67 percent of the sample in the High Activity areas and 57 percent in the Low Activity areas, and this difference was statistically significant (t = 3.15, p < .01).

1.9. Recognition of the Nditha! Tag Line and the Nditha! Slogan

Two questions assessed the extent to which respondents could recognize the BRIDGE project’s central message. The first question asked whether the word “Nditha!” meant anything to the respondent. The second question asked whether the respondent could recall seeing or hearing the words, “Nditha kufunsa makolo anga njira zoziterezera ku Edzi,” (“I can talk to my parents about AIDS prevention”), which was one of the primary campaign themes. Respondents who recognized the tag line and slogan are shown in Figure 3. 
______________________________________________________________________________
Figure 3. Recognition of the Nditha! Tag Line and the Campaign Slogan 
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______________________________________________________________________________
Recognition of the Nditha! tag line was significantly greater in the High Activity areas (41%) than in the Low Activity areas (26%, t = 4.68, p < .001). Overall recognition of the tag line was 34 percent.

Recognition of the campaign slogan was 85 percent across both areas. Although recognition in the High Activity areas was slightly greater (87%) than in the Low Activity areas (83%), the difference was not statistically significant, possibly because of extremely high levels of exposure in both areas. 
1.10. Cumulative Exposure

This chapter has outlined nine measures of exposure:

· Recognizing the Nditha! tag line

· Hearing Nditha! on the radio

· Recognizing the Nditha! slogan

· Seeing the Nditha! sign on billboards

· Seeing the Nditha! sign on posters

· Talking about the Nditha! campaign

· Participating in Youth Alert Mix

· Participating in Hope Kit activities
· Listening to the Radio Diaries program

A cumulative exposure index was computed by adding across the nine items. For each item, participants received a score of either 0 (if not exposed) or 1 (if exposed), such that the range of possible scores was from 0 (absence of any exposure) to 9 (exposure to all elements). 

Figure 4 shows the average number of channels that respondents were exposed to.
______________________________________________________________________________
Figure 4. Exposure to the Nine Channels
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In the Low Activity areas, the average person was exposed to 4 channels, and in the High Activity areas, the average person was exposed to 4.8 channels; this difference was statistically significant (t = 5.46, p < .001). 
Figure 5 shows how people in the Low Activity areas differed from those in the High Activity areas in the number of campaign channels that they were exposed to.
_____________________________________________________________________________________________

Figure 5. Exposure to Campaign Channels in the High and Low Activity areas
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Many more individuals in the Low Activity areas, as compared to those in the High Activity areas, reported being exposed to zero intervention channels. This pattern was repeated for exposure to only one channel, two channels, three channels, and four channels. 

Exposure to five channels occurred equally among those in the Low and High Activity areas. Thus, exposure to five channels represented the inflection point – the point beyond which total number of channels was always greater in the High Activity areas as compared to the Low Activity areas.
Exposure to six or more channels occurred more often among those in the High Activity areas, as compared to those in the Low activity areas. At the extreme point of the scale, only one person in the Low Activity areas reported exposure to all nine channels.

A more in-depth analysis was performed to determine the characteristics of individuals at the two extremes of the distribution shown in Figure 5. Table 2 shows how people who were exposed to none of the intervention channels differed from those who were exposed to eight or nine channels.
Those who were not exposed to the campaign intervention channels tended to be older married women with minimal education, a quarter of whom were Muslim. By contrast, those exposed to all or almost all intervention channels tended to be younger married men with more than a primary education, a quarter of whom were Catholic.

____________________________________________________________________________________

Table 2. Differences in background characteristics between those exposed to none and those exposed to all or almost all intervention channels (N = 124)
	Background Characteristics
	Exposure to No Channels (n = 57)
	Exposure to 8 or 9 Channels (n = 67)

	Percent female
	77
	21

	Percent married
	69
	72

	Average years of schooling
	2.8
	7.7

	Average age in years
	40
	31

	Percent Muslim religion
	26
	10

	Percent Catholic religion
	18
	25

	Percent “other” religion
	56
	63


1.11. Summary of Exposure-Related Findings
Overall, it appears the exposure to various BRIDGE program elements was high. Radio programs in particular appear to have diffused extensively in the BRIDGE communities, reaching almost three-quarters of the population. Posters appear to have reached approximately half the population, and the Hope Kit almost 20 percent. At the time of data collection, the dissemination of the Hope Kit had only recently begun.
Across all measures of exposure, respondents in the High Activity areas were exposed to a greater number of BRIDGE messages, as compared to respondents in the Low Activity areas.
Another proxy measure of campaign reach and exposure is the extent to which respondents are able to recognize the campaign tag line and slogan. The Nditha! tag line was recognized by one-third of the respondents and the campaign slogan was recognized by more than 80 percent of the respondents.

EFFECTS OF THE BRIDGE CAMPAIGN AT MIDTERM
1.12. Activities taking place in the community 

Across most measures, people in the BRIDGE Campaign areas (i.e., High Activity areas) reported more community-level activities as compared to areas in which the BRIDGE Campaign was not present (Low Activity areas). People were asked to assess the difference in activities today versus two years ago, when BRIDGE was not present. Figure 6 shows people who “strongly agreed” or “mostly agreed” with the statements that there are more of each type of activity today than two years ago: more HIV/AIDS prevention activity; community people are more active; more youth clubs are working to prevent HIV/AIDS; more women’s clubs are working to prevent HIV/AIDS; and more community organizations are working to prevent HIV/AIDS. 
______________________________________________________________________________
Figure 6. Percent Strongly or Mostly Agreeing that More is Happening Today Compared to 2 Years Ago
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______________________________________________________________________________

As shown in Figure 6, people in the High Activity areas (relative to those in the Low Activity areas) believed that more was happening in their community “today” as compared to two years ago. In the High Activity areas, there were more prevention activities than in the Low Activity areas. Similarly there were more people who were active, there were more youth clubs that were active, there were more women’s clubs that were active, and there were more community organizations that were active in the High Activity areas as compared to the Low Activity areas. 

All comparisons were statistically significant (p < .05), except differences in the number of women’s clubs, which was not statistically significant (although the trend pointed toward more women’s clubs in the High Activity areas).
When asked whether they themselves were more active today compared to two years ago, significantly more people (90.5 percent) in the High Activity areas said they were, as compared to those (82.5 percent) in the Low Activity areas, t = 3.50, p < .001.
1.13. Cumulative Effects of Exposure to the Campaign
Effects of the BRIDGE program were evaluated according to the number of various program components that people were exposed to. There were nine elements that constituted the overall exposure measure (also described in Chapter 4):
· Recognizing the Nditha! tag line

· Hearing Nditha! on the radio

· Recognizing the Nditha! slogan

· Seeing the Nditha! sign on billboards

· Seeing the Nditha! sign on posters

· Talking about the Nditha! campaign

· Participating in Youth Alert Mix

· Seeing the Hope Kit

· Listening to the Radio Diaries program

(See Figure 4 and Figure 5 for exposure patterns in the sample.)

For each item, participants received a score of either 0 (if not exposed) or 1 (if exposed), such that the range of possible scores was from 0 (absence of any exposure) to 9 (exposure to all elements). 
For easier data interpretation, this range was divided into five groups (frequency for each group is given below):


Exposure Group Label




n per group

No exposure






  57

Low exposure: exposure to 1 or 2 elements


133

Medium exposure: exposure to 3 or 4 elements

245

Medium-high exposure: exposure to 5 or 6 elements

282

High exposure: exposure to more than 6 elements

164

The following outcomes were investigated:

· Knowledge about HIV transmission

· Stigma towards PLHA
· Three self-efficacy items

· Self-efficacy to be faithful

· Self-efficacy to be abstinent (if not in a relationship)
· Self-efficacy to use condoms

· Three behavioral intention items

· Intentions to use condoms

· Intentions to reduce number of sexual partners

· Intentions to talk about HIV with partner

1.14. Effects on Knowledge about HIV/AIDS

Figure 7 shows the relationship between knowledge about HIV/AIDS and exposure to the campaign. Knowledge about HIV/AIDS was assessed through 13 questions, all asked in a true/false format. Questions included the following items:
· HIV and AIDS are the same thing

· A person can get AIDS from mosquito bites

· A person can get AIDS from sharing dishes and food with people infected with the HIV virus
· It is possible for a healthy looking person to have the virus that causes AIDS
· If a person abstains from sex entirely he or she can be protected from the AIDS virus
· You cannot get HIV if you have sex with only one person
· People can protect themselves from the HIV virus even if they have multiple partners by using condoms every time they have sex
· The probability of a person getting AIDS depends mostly on the choices he or she makes in life
· Some traditional healers have the power to cure AIDS
· A pregnant woman can transmit the AIDS virus to her unborn child
· A woman can transmit the AIDS virus to her child through her breast milk
· You can protect yourself from AIDS, even if you have sex with someone infected with HIV, if you wear a condom
· If men who have AIDS have sex with virgins, their AIDS can be cured
One point was awarded for each correct response, and the sum of responses was converted into a percentage figure. For example, answering all 13 questions correctly was equal to 100%, answering 6 questions correctly was equal to 46%, etc. 

The distribution of the knowledge score as a function of exposure to the various program elements is shown in Figure 7. 
Whereas people without any exposure to the campaign scored approximately 63 percent in the knowledge assessment, the corresponding score was above 80 percent for those whose exposure to the campaign was high. 
The relationship between exposure and knowledge about HIV/AIDS was statistically significant (r = .32, p < .001): As level of exposure to the various program elements increased, so did participants’ knowledge about HIV/AIDS.
______________________________________________________________________________
Figure 7. Knowledge (% correct) about HIV/AIDS as a function of exposure to program elements
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______________________________________________________________________________
1.15. Effects on Stigma

Stigma toward people living with HIV/AIDS was measured as a composite of six variables. Participants were asked how much they agreed or disagreed with the following statements:
· People who have AIDS should be avoided at all cost

· Teachers who have AIDS should not be allowed to teach in schools

· People who have AIDS should not be allowed to go to public places like churches and markets

· People who have AIDS should be separated from everyone else

· If someone in my family has AIDS, other people will avoid interacting with this person

· People with AIDS do not deserve as much medical attention as people with other illnesses

Responses to all six items were averaged into one overall index such that higher values signified greater stigma. The range of values was from 1 (low stigma) to 5 (high stigma). The distribution of stigma scores as a function of exposure to program elements is shown in Figure 8.

_____________________________________________________________________________________________

Figure 8.  Stigma toward PLHA as a function of exposure to program elements
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Figure 8 shows a negative relationship between stigma and exposure to the program. People exposed to the greatest number of program elements had the lowest levels of stigma toward PLHA (and vice versa), r = -.20, p < .001.
1.16. Effects of Radio Diaries on Stigma
The primary objective of the Radio Diaries program was to reduce stigma toward people living with HIV/AIDs.

Effects of Radio Diaries on stigma were measured in two ways: the extent to which people perceived PLHA to be similar to themselves and the extent to which people were free to talk openly about PLHA. These outcomes were tabulated according to (a) how many Radio Diary programs people had been exposed to (Figure 9) and (b) how much attention they paid to the program (Figure 10). 

Figure 9. Perceived similarity between oneself and PLHA and ability to talk about PLHA as a function of the number of Radio Diaries programs exposed to
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______________________________________________________________________________

As shown in Figure 9, listening to the Radio Diaries program was associated with lower levels of stigma toward PLHA. Those who listened to more programs tended to view PLHA as being more similar to themselves (r = .09, p < .05). Similarly, those who listened to more programs were also more likely to be open to talking about PLHA (r = .14, p < .01).
Hearing the Radio Diaries program more often was associated with perceiving greater similarity with PLHA (r = .10, p < .05) and greater willingness to talk openly about PLHA (r = .17, p < .001).
Figure 10 shows how perceptions of similarity with PLHA and openness to talking about PLHA were affected by how attentive people were in listening to the Radio Diaries program. Those who listened attentively were much more likely to exhibit lower levels of stigma – as measured through similarity with PLHA (r = .16, p < .001) and openness to talk about PLHA (r = .28, p < .001) – as compared to those whose listening patterns were more incidental.

_____________________________________________________________________________________________

Figure 10. Perceived similarity between oneself and PLHA and ability to talk about PLHA as a function of patterns of listening to the Radio Diaries program
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Thus, listening to the Radio Diaries program was associated strongly with two measures of stigma reduction – the extent to which people believed that PLHA were similar to themselves and the extent to which they perceived that it was easier to talk about PLHA in the community. Findings were replicated for three different measures of radio listening patterns – number of episodes of Radio Diaries heard, number of times the programs were heard, and amount of attention paid to the broadcasts.

1.17. Effects on Self-Efficacy
Figure 11 shows the effects of exposure on self-efficacy. Self-efficacy was measured as the extent to which people felt confident that they could enact various behaviors. Three behaviors included here are: efficacy to remain faithful to one’s partner, efficacy to remain abstinent if not in a relationship, and efficacy to use condoms.  Each variable was measured on a 5-point scale, higher numbers signifying greater efficacy.
_____________________________________________________________________________________________

Figure 11. Self-efficacy as a function of exposure to program elements
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There was a linear trend across all three self-efficacy items in that as exposure to the campaign increased, so did efficacy (correlations between exposure and: efficacy to remain faithful, r = .11, p < .001; efficacy to remain abstinent, r = .11, p < .001; efficacy to use condoms, r = .28, p < .001). 
Further, the relationship between exposure to program elements and self-efficacy was strongest for condom use (even though the absolute value of efficacy for condom use across the sample was lower than efficacy to remain faithful or remain abstinent). 
1.18. Effects on Behavioral Intentions
Figure 12 shows the relationship between exposure and intentions to enact three different behaviors: use condoms, reduce the number of sexual partners, and engage in discussions about sex with one’s partner. 
Each behavioral intention measure was assessed on a 5-point scale, ranging from strongly disagree (coded as 1) to strongly agree (coded as 5). 

There was a linear trend in the relationship between exposure and behavioral intentions in each of the three domains: relationship between exposure and (a) intention to use condoms, r = .23, p < .001; (b) intentions to reduce the number of sexual partners, r = .18, p < .001; and (c) intention to talk about sex with partner, r = .14, p < .001.

These relationships reveal that exposure to the BRIDGE campaign was positively correlated with intentions to engage in self-protective behaviors.
_____________________________________________________________________________________________

Figure 12. Figure 10. Intentions to enact various behaviors as a function of exposure to program elements
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Thus, overall, the effects of the program elements were cumulative in nature. The more elements that people were exposed to, more positive were the outcomes in knowledge, stigma, efficacy, and behavioral intentions. 
PREDICTORS OF HIV PREVENTION BEHAVIORS

1.19. Conceptual Background

The risk perception attitude (RPA) framework
-
 posits that health-related behaviors are guided by two concerns – risk perception, which refers to individuals’ perceptions about their risk to a disease, and efficacy beliefs, people’s perceptions about their ability to avert or prevent the disease. The RPA framework posits that behavior change is most likely to occur when both risk perceptions and efficacy beliefs are high. Conversely, behavior change is least likely to occur when low risk perceptions are coupled with weak efficacy beliefs. 

According to the RPA framework, audiences’ risk perceptions and efficacy beliefs can be used to form four distinct attitudinal groups. These four groups are shown in Table 3.  

Individuals with high risk perceptions who also possess high efficacy beliefs are classified as the responsive group.  Due to heightened awareness of their risk status and believing they have the requisite skills to avert the threat of the disease, the responsive group has been hypothesized to practice healthy behaviors.  

The second group, those with high risk perceptions and low efficacy beliefs are labeled the avoidance group.  Due to lower perceived ability, members of the avoidance group are posited to avoid information that makes their risk status more salient.  This group is thought to be less motivated, and less knowledgeable.  

Individuals with low risk perception and high efficacy beliefs are thought to actively seek information that helps them avoid disease, and are thought to be motivated by their desire to remain disease free.  They are classified into the proactive group.  

Finally, those with low risk perceptions and low efficacy beliefs are argued to be less motivated to engage in healthy behaviors, and they are labeled the indifference group.  

_____________________________________________________________________________________________
Table 3. The Risk Perception Attitude (RPA) Framework
	
	Risk perceptions

	Efficacy beliefs
	Low
	High

	Low
	Indifference
	Avoidance

	High
	Proactive
	Responsive


______________________________________________________________________________

The RPA framework provides a conceptually meaningful way for segmenting audiences according to their profiles pertaining to risk perception and efficacy beliefs. 
From an intervention perspective, the goal is to move people to the responsive group – the bottom-right cell in Table 3. In the literature, the responsive group has been typically associated with the most healthy behaviors. The primary difference between the responsive and proactive groups is level of risk perception, which is greater among the former group. It may be reasonable for those not engaging in high-risk behaviors to perceive that their levels of risk are, correctly, low. In regions of the world where HIV prevalence is typically high, as is the case in Malawi, interventions seek to persuade everyone that anyone could be susceptible to HIV. Thus, in the formative evaluation phase of the intervention, it is essential to determine respondents’ perceptions of risk and efficacy beliefs so that the intervention can be developed to enhance that which is lacking.

1.20. Formulation of the RPA Framework Groups
From the data reported in this report, the four groups were formulated according to individuals’ risk perception and efficacy beliefs. 
1.20.1. Risk Perception
Following the guidelines laid out in the RPA framework, risk perception was computed as the composite of perceived susceptibility and perceived severity. 

Three questions asked respondents their likelihood of being infected with HIV – in the next six months, next year, and lifetime. Response options were “not at all likely,” “somewhat likely,” and “very likely.” Responses to these three items were averaged into an index of perceived susceptibility. 
Four questions asked respondents about the severity of AIDS, and responses to these items were averaged into an index of perceived severity.
Perceived susceptibility and perceived severity scores were then standardized and averaged into an index of overall risk. This index was split at the center such that respondents with a negative score were classified as being in the low-risk group and those with a positive score were classified as being in the high-risk group. (Standardizing the susceptibility and severity scores creates positive and negative scores such that the sample has a mean of 0 and a standard deviation of 1).
1.20.2. Efficacy Beliefs

Efficacy beliefs comprise two components – self-efficacy and outcome expectation. Self-efficacy is defined as individuals’ confidence in their ability to enact specific behaviors. It was operationalized as the average of responses to seven items – people’s confidence in their ability to remain faithful, remain abstinent if not in a relationship, have sex with only one person, and initiate discussion about condom use with partner.

Outcome expectation is defined as the belief that engaging in a particular behavior will result in the desired benefits. It was measured as the average of responses to five questions that asked about respondents’ beliefs about the benefits of using condoms, talking with partner about the use of condoms, and reducing the number of sexual partners. 

Self-efficacy and outcome expectation scores were then standardized and averaged into an index of overall efficacy. This index was split at the center such that respondents with a negative score were classified as being in the low-efficacy group and those with a positive score were classified as being in the high-efficacy group.

Based on the classification of the high and low risk groups as well as the high and low efficacy groups, the four RPA framework groups were then formulated.
1.21. Demographic Description of the Four RPA Framework Groups
Demographic factors pertaining to each of the four RPA groups are shown in Table 4.
_____________________________________________________________________________________________

Table 4. Demographic profile of the four RPA groups

	
	Low risk, low efficacy

Indifference

(n=262, 30%)
	Low risk, high efficacy

Proactive

(n=240, 28%)
	High risk, low efficacy

Avoidance

(n=121, 14%)
	High risk, high efficacy

Responsive

(n=251, 29%)
	Statistical tests

	Age and gender (%) in each group
	Young men
	36
	34
	5
	25
	Χ2 = 19.59,  p < .05

	
	Young women
	30
	21
	16
	33
	

	
	Men
	30
	28
	15
	27
	

	
	Women
	27
	28
	16
	29
	

	% Married
	63
	68
	74
	77
	Χ2 = 13.30,  p < .01

	Years of education
	6.07
	6.78
	4.63
	5.82
	F(3,869) = 9.59, p < .001

	Strength of religious beliefs (1=none, 5=strong)
	4.13
	4.07
	4.06
	3.96
	F(3,860) = 1.90, n.s.


______________________________________________________________________________

There were significant differences across the four groups in terms of respondent age and sex (χ2 = 19.59, p < .05). Seventy percent of the young men belonged to one of the two low-risk groups (indifference and avoidance); the corresponding figure for young women was 51%. This indicates that more young men had lower perceptions of risk than young women. There were relatively fewer people in the avoidance group, but this was especially true among young men: Only 5% of the young men fell in the avoidance group, whereas the corresponding figures among young women, men, and women were three times larger. 

There were significant differences across the four groups in marital status (χ2 = 13.30, p < .01). Seventy-seven percent of the respondents in the responsive group were married; 63 percent in the indifference group were married. 
Education differences across the four groups were statistically significant, F(3,869) = 9.59, p < .001. The proactive group had the highest level of education (average of 6.78 years), followed by the indifference group (6.07 years), and the responsive group (5.82 years). The avoidance group had the lowest level of education (4.63 years). It thus appears that the two best educated groups were in the two low-risk categories (indifference and proactive). 

Differences in strength of religious beliefs across the four groups were not statistically significant.
1.22. Differences in Knowledge

There were significant differences in overall knowledge about HIV/AIDS across the four groups, F(3,870) = 7.60, p < .001, as shown in Figure 13. The two high-efficacy groups (proactive and responsive) were associated with higher knowledge, as compared to the two low-efficacy groups (indifference and avoidance). 
______________________________________________________________________________

Figure 13. Knowledge about HIV/AIDS in the four RPA groups 
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______________________________________________________________________________

The indifference and avoidance groups did not differ from each other in knowledge and the proactive and responsive groups did not differ from each other in knowledge.
1.23. Differences in Stigma
The overall level of stigma was low in the sample: The average stigma score was 1.55 on a 5-point scale (where 1 = minimal stigma, 5 = maximum stigma). 
Nevertheless, stigma differed significantly across the four groups, F(3,870) = 7.60, p < .001. As shown in Figure 14, the indifference group had the highest level of stigma and the responsive group had the lowest level of stigma. 
The proactive and responsive groups did not differ from each other in their levels of stigma (p > .05). 

The indifference group was associated with significantly higher levels of stigma in comparison to the avoidance group (p < .001), the proactive group (p < .001), and the responsive group (p < .001). 
______________________________________________________________________________

Figure 14. HIV/AIDS stigma in the four RPA framework groups
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______________________________________________________________________________

1.24. Differences in Behavioral Intentions
Three behaviors were investigated – people’s intentions to use condoms, reduce the number of sexual partners, and engage in discussions about sex with one’s partner (see Section 6.7). Each item was measured on five-point scales.
1.24.1. Intentions to use Condoms
Intentions to use condoms expressed by members of the four RPA groups are shown in Figure 15. Intentions were measured such that, on a 5-point scale, higher scores represented greater intentions. Overall, the four groups differed significantly in their intentions, F(3, 861) = 151.6, p < .001, which were significantly higher in the two high-efficacy (proactive and responsive) groups than in the other two (indifference and avoidance) groups. 
Furthermore, the proactive and responsive groups did not significantly differ from each other in their intentions (p > .05), and the indifference and avoidance groups did not differ from each other in their intentions (p > .05). 
_____________________________________________________________________________________________

Figure 15. Intentions to use condoms
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______________________________________________________________________________

1.24.2. Intentions to Reduce Number of Sexual Partners

Figure 16 shows how the four RPA groups differed in their intentions to reduce the number of sexual partners (this variable was coded on a 5-point scale such that higher numbers represented greater intentions to reduce sexual partners). 

Overall, the difference in intentions across the four RPA groups was significant, F(3, 861) = 95.8, p < .001. 
The proactive and responsive groups expressed greater intentions to reduce their number of sexual partners, as compared to the other two groups. This indicates that partner reduction is driven predominantly by efficacy considerations. When efficacy is high (as is the case for the proactive and responsive groups), risk perception appears to make no difference in partner reduction.

When efficacy is low, however, risk perception is more instrumental. Members of the avoidance group, who had greater perceptions of risk than members of the indifference group, were more likely to reduce their number of sexual partners (p < .05). 

Thus, it appears that the influence of risk perception on partner reduction depends on whether efficacy beliefs are high or low. When efficacy beliefs are high, risk perception appears to make little impact; when efficacy beliefs are low, however, risk perception has a positive association with intentions to reduce number of sexual partners.
______________________________________________________________________________

Figure 16. Intentions to reduce sexual partners
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______________________________________________________________________________
1.24.3. Intentions to Discuss Sex with Partner

The final behavioral intention question pertained to discussion about sex with one’s sexual partner. Results are shown in Figure 17. 

______________________________________________________________________________

Figure 17. Intentions to talk about sex with partner
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______________________________________________________________________________

Overall, the four RPA groups differed significantly in their intentions to discuss sex with their partner (which was also measured on a 5-point scale), F(3,861) = 79.6, p < .001.

Patterns were similar to those found for intentions to reduce number of sexual partners. When efficacy beliefs were high (as was the case for the proactive and responsive groups), risk perception was not a significant predictor of intentions to discuss sex with partner. When efficacy beliefs were low, however (as was the case for the indifference and avoidance groups), risk perception was positively associated with intentions, such that the avoidance group had higher intentions than the indifference group.
1.25. Conclusions

1.25.1. Behavioral Intentions

Overall, it appears that the RPA framework does an excellent job in predicting individuals’ behavioral intentions. Across all three measures (condom use, partner reduction, and discussion about sex with partner), those with higher efficacy beliefs were more likely to engage in healthier behaviors in comparison to those with lower efficacy beliefs. 

When efficacy beliefs were high, risk perception was not predictive of behavioral intentions. When efficacy beliefs were low, however, those with higher levels of perceived risk were more likely to engage in healthier behaviors.

1.25.2. Stigma

Even though levels of stigma were low across the board, the indifference group displayed greater stigma than any of the other three groups.

1.25.3. Knowledge

Efficacy beliefs were correlated with knowledge such that the proactive and responsive groups (both of whom had higher levels of efficacy) were more knowledgeable than the avoidance and indifference groups.
DIFFERENCES FROM BASELINE TO MIDTERM
1.26. Introduction

Overall campaign effects were evaluated by assessing changes in important outcomes from baseline to midterm. Table 5 shows the results across the four districts, in which statistical comparisons are made from baseline to midterm within the same district.
1.27. Improvements in Knowledge about HIV/AIDS

Knowledge about HIV/AIDS (see Section 6.3 on the variables that comprise the knowledge index) was measured as a percentage score (range = 0 to 100). Across the four districts, there was a significant increase in knowledge from baseline to midterm. 
The lowest level of knowledge was observed in Mzimba at both time points (62.86% at baseline and 73.68% at midterm). Gain in knowledge, however, was statistically significant in all four districts. Kasungu saw the largest increase in knowledge (from 65.72% at baseline to 80.28% at midterm, which was a gain of 22%). 
1.28. Improvements in Self-Efficacy

Six items measured self-efficacy – people’s confidence in their ability to (1) be faithful to one’s partner, (2) be abstinent if not in a relationship, (3) reduce the number of sexual partners, (4) talk about condoms with sexual partner, (5) initiate discussions about condom use, and (6) use a condom during sex. Each self-efficacy item was measured on a 5-point scale.

There were significant improvements in all measures of self-efficacy from baseline to midterm. Three of the six efficacy items (to be faithful, to be abstinent, and to reduce sexual partners) improved significantly in all four districts. The other three items improved significantly in Kasungu, Mulanje, and Mzimba, but not in Salima.

The overall index of all six self-efficacy items improved significantly in all four districts.

1.29. Improvements in Perceived Benefits of Action

The second component of efficacy is outcome expectation – the belief that engaging in certain behaviors will result in benefits that one seeks. Four questions were asked to measure people’s perceptions about benefits – benefits of (1) condom use, (2) talking about condom use with sexual partner, (3) reducing number of sexual partners, and (4) staying monogamous. Each item was measured on a 5-point scale.
As shown in Table 5, there were significant improvements in people’s perceived benefits of taking preventive action. Perceived benefits of condom use and perceived benefits of staying monogamous improved significantly in all four districts from baseline to midterm.

Perceived benefits of talking about condom use with one’s partner and perceived benefits of reducing the number of sexual partners improved significantly at midterm from baseline in three (Kasungu, Mulanje, and Mzimba) of the four districts. There were improvements in Salima, too, but the differences were not statistically significant.

The overall index of perceived benefits, which comprised the four individual items, improved significantly in all four districts.

1.30. Improvements in Behavioral Intentions

Four questions assessed respondents’ intentions to engage in safer-sex behaviors: intentions to (1) use a condom, (2) insist that partner use a condom, (3) have sex only with a partner in a committed relationship, and (4) remain abstinent if not in a relationship.
In order to standardize the variables in both the baseline and midterm data waves, responses were coded on 2-point scales such that a value of 2 signified strong intentions and a value of 1 signified weak intentions.
Intentions to use condoms at next sex improved from baseline to midterm in all districts, except Salima. Intentions to insist that partners wear condoms improved in Kusungu and Mzimba, but not in Mulanje and Salima. Intentions to have sex with only a committed partner improved in all districts, except Kusungu. Finally, intentions to remain abstinent if not in a relationship improved in all four districts.
The overall index of behavioral intentions, which comprised the four individual items, improved in all four districts.

1.31. Improvements in HIV Testing
HIV testing improved significantly in Kasungu and Mulanje – from 12% to 21% and from 7% to 26%, respectively. Testing rates at midterm in Mzimba and Salima were not significantly different from testing rates at baseline. Overall, across the four districts, a quarter of the sample had been tested for HIV.

1.32. Comparisons across Four Population Groups
Comparisons were made in changes from baseline to midterm in the primary variables of interest (knowledge, efficacy, perceived benefits, behavioral intentions, and HIV testing) across the four population groups – young men (18 to 24 years old), young women (18 to 24 years old), men (older than 24), and women (older than 24). Results are shown in Table 6.
There were improvements in almost all variables of interest across the four population groups. Among young men, knowledge about HIV improved from 70.8% at baseline to 81.3% at midterm. The corresponding increase for young women was from 62.2% to 78.3%. Similarly, knowledge improved for men from 66.7% to 79.4%, and for women from 63.3% to 75.9%. All improvements were statistically significant.

Self-efficacy (a composite measure of six individual items) also improved for each of the four population groups. At midterm, highest levels of efficacy was among young men, followed by men, women, and young women. 

Improvements in perceived benefits of safer-sex practices were also significant across the four population groups.

Behavioral intentions also improved significantly for each of the four population groups. 

HIV testing rates, however, did not improve uniformly across the four population groups. Among young men, the difference in testing (from 21% to 19%) was not statistically significant. Among young women, however, the increase in HIV testing (from 10% to 21%) was significant. Increase in HIV testing among men (from 20% to 29%) was not statistically significant, but the increase among women (from 12% to 25%) was statistically significant. Hence, it appears that, from baseline to midterm, most of the increases in HIV testing rates occurred among young and adult females.
Table 5. Baseline and midterm differences across the four districts (all comparisons are made between baseline and midterm, within district). 
*p < .05, **p<.01, ***p<.001
	
	Kasungu
	Mulanje
	Mzimba
	Salima

	
	Baseline
	Midterm
	Baseline
	Midterm
	Baseline
	Midterm
	Baseline
	Midterm

	Knowledge (%)  (range 0 – 100)
	65.72
	80.28***
	68.07
	79.43***
	62.86
	73.68***
	64.25
	77.92***

	
	
	
	
	
	
	
	
	

	Efficacy to be faithful to partner (range 1 – 5)
	4.23
	4.54**
	3.72
	4.65***
	3.68
	4.43***
	3.96
	4.74***

	Efficacy to be abstinent if not in relationship (range 1 – 5)
	4.10
	4.58***
	3.88
	4.66***
	3.47
	4.38***
	3.95
	4.63***

	Efficacy to reduce sexual partner (range 1 – 5)
	4.11
	4.40*
	3.85
	4.51***
	3.85
	4.28***
	3.92
	4.45***

	Efficacy to talk about condoms with partner (range 1 – 5)
	3.59
	4.25***
	3.22
	4.19***
	3.00
	4.10***
	3.69
	3.97

	Efficacy to initiate talk about condom use (range 1 – 5)
	3.34
	4.12***
	3.21
	4.14***
	2.67
	4.07***
	3.72
	3.68

	Efficacy to use condom (range 1 – 5)
	2.89
	4.24***
	3.22
	3.94***
	2.57
	4.13***
	3.38
	3.71

	Average score of all efficacy items (range 1 – 5)
	3.70
	4.36***
	3.52
	4.35***
	3.21
	4.23***
	3.77
	4.20***

	
	
	
	
	
	
	
	
	

	Perceived benefits of condom use (range 1 – 5)
	3.42
	4.32***
	3.65
	4.22***
	3.23
	4.27***
	3.35
	3.95***

	Perceived benefits of talking about condom use (range 1 – 5)
	3.57
	4.31***
	3.66
	4.13***
	3.46
	4.21***
	3.68
	3.90

	Perceived benefits of reducing no. of partners (range 1 – 5)
	3.47
	4.36***
	3.62
	4.22***
	3.25
	4.21***
	3.74
	3.91

	Perceived benefits of staying monogamous (range 1 – 5)
	3.92
	4.39***
	3.74
	4.24***
	3.58
	4.17***
	3.85
	4.17*

	Average score of all perceived benefits (range 1 – 5)
	3.58
	4.35***
	3.67
	4.20***
	3.37
	4.21***
	3.66
	3.98*

	
	
	
	
	
	
	
	
	

	Intention to use  condom, next time have sex (range 1 – 2)
	1.71
	1.87***
	1.61
	1.74**
	1.50
	1.70**
	1.68
	1.67

	Intention to insist partner use condom (range 1 – 2)
	1.59
	1.74**
	1.62
	1.64
	1.41
	1.73***
	1.65
	1.57

	Will have sex only with committed partner (range 1 – 2)
	1.92
	1.90
	1.81
	1.93***
	1.71
	1.87***
	1.79
	1.94***

	Will remain abstinent if not in relationship (range 1 – 2)
	1.64
	1.95***
	1.64
	1.93***
	1.63
	1.96***
	1.69
	1.95***

	Average score of all behavioral intentions (range 1 – 2)
	1.71
	1.86***
	1.67
	1.81***
	1.56
	1.82***
	1.70
	1.78*

	
	
	
	
	
	
	
	
	

	Have gotten tested (%) (range 1 – 100)
	12
	21**
	7
	26***
	22
	30
	23
	18


Table 6. Baseline and midterm differences across the four groups (all comparisons are made between baseline and midterm, within each group). 

*p < .05, **p<.01, ***p<.001
	
	Young Men
	Young Women
	Men
	Women

	
	Baseline
	Midterm
	Baseline
	Midterm
	Baseline
	Midterm
	Baseline
	Midterm



	Knowledge (%)  (range 0 – 100)
	70.8
	81.3***
	62.2
	78.3***
	66.7
	79.4***
	63.3
	75.9***

	Efficacy (range 1 – 5)
	3.91
	4.41***
	3.62
	4.24***
	3.54
	4.30***
	3.32
	4.25***

	Perceived benefits (range 1 – 5)
	4.02
	4.31**
	3.48
	4.16***
	3.56
	4.19***
	3.42
	4.15***

	Behavioral intentions (range 1 – 2)
	1.81
	1.88**
	1.71
	1.84***
	1.65
	1.81***
	1.57
	1.79***

	HIV testing (%) (range 1 – 100)
	21
	19
	10
	21*
	20
	29
	12
	25**


CONCLUSIONS AND PROGRAM RECOMMENDATIONS

Findings from the baseline research were used to develop the BRIDGE project’s program strategies. In particular, the initial phase of the project focused on enhancing perceptions of personal efficacy among the target population through the Nditha! campaign. The central message of the Nditha! campaign was that audience members could take small, meaningful steps to bring about changes in their lives to protect themselves against HIV/AIDS.

This midterm analysis shows that this overall strategy is providing measurable effects. Furthermore, it appears that the enhancement of personal efficacy has resulted in many positive behavioral outcomes, especially in intentions to use condoms, in asking partners to use condoms, reducing the number of sexual partners, and remaining abstinent if not in a relationship.
Perceptions of personal vulnerability to HIV/AIDS continue to remain low in the population. Despite the widespread prevalence of HIV infection, it appears that individuals do not view themselves as being particularly vulnerable. Hence, campaign messages need to persuade audience members that all persons, including themselves, are vulnerable to HIV/AIDS. 

Analyses revealed that risk perceptions and efficacy beliefs jointly determine how people view HIV/AIDS and what decisions they make to combat its threat. Hence, it is important to focus on both factors. Whereas intentions to use condoms, reduce the number of sexual partners, and discuss sex with partners were uniformly high when efficacy beliefs were strong, stigma reduction was greater when efficacy beliefs and risk perceptions were both high.
It is widely believed that knowledge about HIV/AIDS is already high in Malawi. This was borne out in our data as well. In all four districts there were significant improvements in knowledge from baseline to midterm. Because efficacy perceptions are better than knowledge as predictors of behavior, the BRIDGE campaign’s focus on enhancing efficacy appears to be an effective strategy.
HIV testing rates, however, leave much room for improvement. Whereas testing increased significantly in Kasungu and Mulanje, there were only minimal changes in Mzimba and Salima. Overall, only a quarter of the sample has been tested for HIV. Thus, there appears to be a need to develop messages around the need to get tested.
Appendix A

PROPOSED AND ACTUAL CHANGES TO INTERMEDIATE TARGET INDICATORS
Table 7 shows the intermediate target indicators that the project proposed to change from baseline to midterm. Also shown in the table are the actual changes at baseline.
Table 7. Intermediate Target Indicators
	Indicator 
	Baseline Value 
	Target (%  increase from baseline)
	Actual midterm

(% increase)

	Knowledge
· % youth who score above 75% on a knowledge test about HIV prevention and transmission

· % adults who score above 75% on a knowledge test about HIV prevention and transmission
	44

30
	55 (25%)

39 (30%)
	72.3 (64.3%)

69.6 (132%)

	Risk perceptions
· % youth who believe they could become HIV positive in the next year

· % adults who believe they could become HIV positive in the next year 
	17

21
	20.4 (20%)

25.2 (20%)
	39.7a (133%)

44.3 a (111%)

	Self-efficacy
· % youth who “definitely can” remain abstinent until they are married

· % youth who “definitely can” have sex with only their partner while in a relationship

· % youth who are “generally” or “strongly” confident that they can use a condom every time they have sex

· % married adults who “definitely can” have sex only with their spouse
	75

78

66

70
	82.5 (10%)

85.8 (10%)

79.2 (20%)

77 (10%)
	96.1b (28%)
87.9b (12.6%)
80.0 (21.2%)

97.6b (39.4%)

	Interpersonal communication
· % youth who are confident they can talk about the use of condoms with their sexual partner

· % adults who are confident they can talk about the use of condoms with their sexual partner
	76

55
	83.6 (10%)

66 (20%)
	86.6 (13.9%)

79.0 (43.6%)


aThe wording of the answer choices were somewhat different at baseline, as compared to midterm. Risk perception was asked as “could happen” or “could not happen” at baseline; at midterm this question was asked as “not at all likely,” “somewhat likely,” and “very likely.” In the above table, “somewhat likely” and “very likely” are combined. bFigures for midterm represent responses that “mostly agreed” or “strongly agreed” to the given statement. At baseline, response scales were “generally agree” and “agree very strongly,” (respectively).
Table 7shows that the intermediate targets were met across all indicators. For example, there was a 64.3 percent increase in the percent of youth who scored above 75 percent on a knowledge test about HIV prevention and transmission (the target percent increase was 25). Similarly the corresponding figure for adults was 132 percent. 

The percentage of youth who believed that they could become HIV positive in the next year increased by 133%, and the corresponding figure for adults was 111 percent. This increase also represents the fact that response choices at midterm were presented on a three-point scale (not at all likely, somewhat likely, and very likely), whereas at baseline they were presented as a two-point scale “could happen” or “could not happen.” 

There was also an increase in self-efficacy for both youth and adults.  The greatest change occurred among married adults who expressed that they could definitely have sex only with their spouses. There was also an increase of 28 percent among youth who believed that they could remain abstinent until they were married.

There was a 13.9 percent increase in youth efficacy to discuss the use of condoms with their sexual partner; the corresponding figure for adults was 43.6 percent.
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