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Abstract
Background
Although spatial effects contribute to inequalities in health care service utilisation and other health outcomes in low and middle income countries, there have been no attempts to incorporate the impact of neighbourhood effects into equity analyses based on concentration indices. This study aimed to decompose and estimate the contribution of spatial effects on inequalities in uptake of HIV tests in Malawi.

Methods
We developed a new method of reflecting spatial effects within the concentration index using a spatial weight matrix. Spatial autocorrelation is presented using a spatial lag model. We use data from the Malawi Demographic Health Survey (n = 24,562) to illustrate the new methodology. Need variables such as ‘Any STI last 12 month’, ‘Genital sore/ulcer’, ‘Genital discharge’ and non need variables such as Education, Literacy, Wealth, Marriage, and education were used in the concentration index. Using our modified concentration index that incorporates spatial effects, we estimate inequalities in uptake of HIV testing amongst both women and men living in Malawi in 2015–2016, controlling for need and non-need variables.

Results
For women, inequalities due to need variables were estimated at − 0.001 and − 0.0009 (pro-poor) using the probit and new spatial probit estimators, respectively, whereas inequalities due to non-need variables were estimated at 0.01 and 0.0068 (pro-rich) using the probit and new spatial probit estimators. The results suggest that spatial effects increase estimated inequalities in HIV uptake amongst women. Horizontal inequity was almost identical (0.0103 vs 0.0102) after applying the spatial lag model. For men, inequalities due to need variables were estimated at − 0.0002 using both the probit and new spatial probit estimators; however, inequalities due to non-need variables were estimated at − 0.006 and − 0.0074 for the probit and new spatial probit models. Horizontal inequity was the same for both models (− 0.0057).

Conclusion
Our findings suggest that men from lower socioeconomic groups are more likely to receive an HIV test after adjustment for spatial effects. This study develops a novel methodological approach that incorporates estimation of spatial effects into a common approach to equity analysis. We find that a significant component of inequalities in HIV uptake in Malawi driven by non-need factors can be explained by spatial effects. When the spatial model was applied, the inequality due to non need in Lilongwe for men and horizontal inequity in Salima for women changed the sign.
This approach can be used to explore inequalities in other contexts and settings to better understand the impact of spatial effects on health service use or other health outcomes, impacting on recommendations for service delivery.
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Background
Cultural factors contribute to the prevalence of the human immunodeficiency virus (HIV) in many sub–Saharan African settings [1]. In societies where multiple partners are socially allowed, the risk of transmitting HIV increases [2]. It is culturally permissible to have extra-marital affairs in many sub–Saharan African settings if a married couple cannot have babies, increasing the risk of the spread of the virus [3]. In cultural contexts where women are stigmatised when they receive an HIV test, early HIV detection to prevent mother to child HIV transmission (PMTCT) is challenging [4]. Relatively low education status is likely to contribute to lack of knowledge with respect to PMTCT, deterring women from receiving an HIV test.
Neighbourhood-wide factors contribute to uptake of HIV testing. Neighbourhood effects arise when the behaviour of a person is influenced by his/her neighbourhood mediated via its economy [5], politics [6] or health [7, 8], and underpin the measurement of geographical spillovers in the context of spatial analysis [9]. This concept has been broadly used in agricultural economics [10], ecological economics [11] and development economics [12]. This concept has also been used in research regarding the relationship between geography and crime rates [13] where the so-called “broken windows theory” [14] postulates that a crime rate in a certain area may increase if the area is a crime-ridden district as a result of interactions between those living in the area. Likewise, receipt of an HIV test may depend, in part, on neighbourhood effects. For example, in a society where HIV is tabooed, women living in the community may be less likely to receive an HIV test due to the risk of criticism of socially unacceptable behaviours. A study by Shacham and colleagues [15] conducted in the USA found that neighbourhood-level poverty is associated with poorer HIV management. Airhihenbuwa and colleagues [16] found through community-based research conducted in South Africa that AIDS-related stigma restricts attempts to receive voluntary counselling and testing and other HIV or acquired immune deficiency syndrome (AIDS) prevention efforts. The study by Kitara and colleagues [17] carried out by the Uganda AIDS Commission (UAC) found that only 36.1% of their research participants (youths in Gulu, Uganda) had undertaken an HIV test and the majority had not because of the fear of stigmatization. In short, there is compelling evidence that the uptake of HIV testing is associated with neighbourhood effects in many Sub-Saharan African settings.
As the coverage of antiretroviral therapy (ART) increases with the supports of global donors, such as the Global Fund, it is necessary to measure equity in access to and use of services to understand how the benefits of investment in HIV programmes are distributed across affected populations. This should be considered separately from increased coverage as argued by Moisi [18] who explained that “expansions in coverage do not always produce improvements in equity”.
Inequality in HIV testing in low- and middle-income countries, such as those in sub-Saharan Africa, is generally higher since inequality is strongly affected by socioeconomic factors such as gender or marital status [19, 20]. Nevertheless, there is paucity of evidence regarding equality in HIV testing in Malawi. No identified study of HIV testing uptake was carried out on a national sample, none studied equality and equity using the concentration index. We carried out a literature review using Pubmed with following keywords – Malawi, HIV test, socioeconomic status equality and equity [21]. After refining the search results several times based on the literature review [21], we obtained 7 relevant article [20, 22–27]. Among these, 3 articles were relevant about the association between socioeconomic status and HIV testing.
Obare et al. [20] studied the acceptance of population-based voluntary.
counselling and testing for HIV patients in rural Malawi. They found that women are more likely to be stigmatised when they want to get a HIV test than men.
Makwiza et al. [22] carried out the literature review of articles to examine equity on voluntary counselling and testing (VCT) in Malawi. They found that there is tendency that more women than men used HIV testing and counselling and an urban bias in provision of HIV testing and counselling. Conroy et al. [23] found women’s uptake on HIV test were more strongly affected by perceptions of a partner on HIV than their women’s own. As a result, our understanding of the potential barriers to achieving global goals in Malawi remains incomplete.
Socioeconomic inequality in health refers to the difference in health status, health service use or other health metric between socio-economic groups, with socio-economic status commonly measured using household wealth or income [28]. Approaches to analysing socioeconomic inequalities do not typically incorporate neighbourhood-wide factors or spatial effects in the health outcome of interest. At most, information on ‘location’ has been included in some equity analyses. For example, Kim and colleagues [29] used urban/rural location as a variable in their analysis of the determinants of socioeconomic inequality in HIV testing in Malawi. However, this does not capture the spatial effect of geographic location of HIV centres, for example, on HIV testing [22, 30, 31]. Jimenez-Rubio and colleagues [32] estimated the between-area concentration index in income-related inequalities in Canada using decomposition of the concentration index. The authors used the product of the population share and health variable share as a weight for each area, rather than using a spatial weight matrix [32–39]. However, previous studies have failed to capture the influence that spatial effects or spatial patterns, i.e. how the behaviour of a person is influenced by his/her neighbourhood, may have on the uptake of health services or on other health measures.
The number of HIV testing facilities and mobile programmes have increased in Malawi. For instance, in 2008, a provision of HIV counselling and testing to 500,000 pregnant female in Malawi was carried out at approximately 500 sites [21, 40]. It appears that a shift from facility-based testing to mobile testing to show a positive impact on access to HIV test, overcoming socioeconomic barriers to HIV test access.
Geographic location needs to be understood in the context of spatial effects. The geographic proximity of services to peoples’ homes is one of the significant factors affecting utilisation of health services, particularly in rural areas [41]. However, cultural obstacles may prohibit individuals from visiting facilities even if HIV testing clinics are located near the testee’s home [42]. As an example, Gwadz and colleagues [42] identified that lack of confidentiality surrounding doctors’ knowledge of who visits clinics to get tested can make the testee hide their presence at the HIV clinic. In addition, HIV prevalence tends to be higher in high-poverty neighbourhoods, compounding spatial patterns [43]. To sum up, a full understanding of the barriers to HIV testing needs to address spatial effects.
Assessments of spatial patterns in access to or use of HIV services are particularly important in high burden, low-income settings, such as Malawi. Firstly, HIV is an infectious disease showing spatial patterns of spread [43]. Secondly, HIV test centres are not spread equitably in geographic terms across Malawi [44, 45]. This may result in spatial disparities in HIV test rates across regions. Finally, as stigma remains a critical factor inhibiting access to HIV testing, women in rural areas, where people know each other well in addition to their family members, may feel inhibited from taking an HIV test [46, 47].
Two articles regarding spatial effect of socioeconomic status on health outcomes were found [48, 49]. However, these did not deal with the association between equity and health outcomes in the frame of spatial analysis. Understanding the spatial determinants of service access or use can therefore significantly expand our understanding of inequalities in health outcomes in resource-limited settings where individuals are more likely to suffer from multiple deprivations.
Thus, this study aims to estimate the contribution of spatial effects on inequality in uptake of HIV tests in Malawi, and develops a new methodological approach to the incorporation of spatial effects into equity analyses that can be applied in other health care contexts and settings.

Methods
This section presents an overview of how the measurement of inequity using the concentration index can incorporate spatial effects.
Concentration index
The standardized concentration index ( Ch) is typically estimated using the following formula [50] The calculation of concentration index is explained in Additional file 1 Appendix 6:
[image: $$ {C}_h=\frac{2 Cov\left({h}_i,{R}_i\right)}{\mu } $$]

 (1)

where hi is health service use which in our case is taking HIV test, which takes value 1 if the individual i took the test or 0 otherwise for individual i, and the term μ is the mean of health service use, and Ri is individual i’s fractional socio-economic rank [29].
A nonlinear model of the relationship between a health variable and need and non-need variables can be expressed with a general functional form G [50]:
[image: $$ \mathrm{y}=\mathrm{G}\left(\upalpha +{\sum}_{\mathrm{k}}{\upbeta}_{\mathrm{k}}{\mathrm{x}}_{\mathrm{k}}+{\sum}_j{r}_j{z}_j\right)+\upvarepsilon $$]

 (2)


where y is the health variable, xk is a vector of need variables and zj is a vector of non-need variables. K and j is the set of the need and non-need variables, respectively. α is a constant, rj is a vector of coefficients of the non-need variables, and G can take the form of a probit, logit, Poisson or other estimator [50]. When outcome variables are probit, the increase in probability of a one-unit increase in a given variable associated with both of the values of the other independent variables and the initial value of the given variable [51].
To capture the spatial effect on health service use or health variable y, G uses a spatial lag model or spatial autoregressive model to estimate the concentration index [52]. In the spatial regression, a change in the explanatory variable for one region may not only affect its own region, but also the neighbouring regions, and in turn have other impacts on the original region. This impact can be captured with the coefficient of a spatial lag variable [9].
Non- need factors do an important role in estimating concentration index and health inequity. By including these factors, the result shows how access to HIV test is affected by socioeconomic status. Horizontal inequity is calculated by subtracting the contribution of need factors from the whole concentration index. As the concentration index is decomposed with need and non-need factors, it is essential to include non-need factors.
Spatial lag model
The spatial lag model can be used when the values of the dependent variable in one geographical unit are associated with the values of neighbouring geographical units [53]. The model is thus expressed as:
[image: $$ y=\rho Wy+ X\beta +\upvarepsilon $$]

 (3)

where y is a vector of the dependent variable, ρ is a coefficient for a spatial lag variable, W is a spatial weight matrix ,β is a vector of regression coefficients and e is a vector of error terms [9]. This equation can be also presented in the following way.
[image: $$ \left({I}_n-\rho W\right)y=+ X\beta +\upvarepsilon $$]

 (3-1)


[image: $$ y={\left({I}_n-\rho W\right)}^{-1} X\beta +{\left({I}_n-\rho W\right)}^{-1}\upvarepsilon $$]

 (3-2)


In is a constant term vector and ρ is a scalar parameter. W corresponds to an n by n spatial weight matrix. Y is a n by 1 dependent variable vector and X is a dependent variables vector. Wy is a Spatial lag vector. and the scalar parameter ρ is the magnitude of spatial dependence [54]. As it can be seen from (3–2), the spatial effect is captured and presented with the parameters of each independent variable in the spatial lag model.
The spatial lag variable y is then expressed as follows:
[image: $$ y=\left[\begin{array}{c}{y}_1\\ {}{y}_2\\ {}{y}_3\\ {}\vdots \\ {}{y}_n\end{array}\right]\kern0.5em \mathrm{Wy}=\left[\begin{array}{c}{\sum}_{j=1}^n{w}_{1j}{y}_j\\ {}{\sum}_{j=1}^n{w}_{2j}{y}_j\\ {}{\sum}_{j=1}^n{w}_{3j}{y}_j\\ {}\vdots \\ {}{\sum}_{j=1}^n{w}_{nj}{y}_j\end{array}\right]. $$]

 (4)


J is the first region in each row of the n x n spatial weight matrix W and n is the last region in each row of the matrix W. The spatial weight matrix is generated with an inverse distance weight matrix [9]. This is to capture the spatial effects of the uptake of HIV testing in our applied example. The weight matrix we used for a spatial lag model is an inverse distance weight matrix which is estimated with distance based neighbours rather than adjacency. There are two types of generating spatial weight matrix; one is making a weight based on distance and the other is making a weight based on contiguity. Adjacent points are often referred to as ‘first order’ points [55]. We did not consider neighbours of neighbours (second order contiguity). However, it is also possible to generate weight matrix using the concept of contiguity when DHS data is used. One study about measles vaccination coverage among children in Africa used queen contiguity for generating a spatial weight matrix [56].
Each component of the spatially lagged variable Wy presents the weighted average of the neighbouring regions of each index region i. W is the inverse distance weight matrix in this study [9]. This can be expressed as follows
[image: $$ {W}_{ij}=\frac{1}{D\left(i,j\right)} $$]

 (5)

in which D(i, j) is the distance between places i and j. Row normalisation is performed to sum the weights to 1 in each row [9]. The spatial weight matrix was generated using ‘mata’ language in Stata (version 15), as the matrix generation process is computationally intensive given the large number of n x n matrices [57].
In general, equal treatment for equal need is referred to as horizontal equity [58]. ‘Equal access for equal need’ means that patients who have an equal need for a health service, make equal use of care without being disproportionately affected by nonneed factors such as socioeconomic status [58].
In estimating the concentration index, horizontal inequity (HI) is estimated by subtracting the contribution of need variables from the concentration index [29].
The relationship between a health variable and need and non-need variables is then as follows
[image: $$ \mathrm{y}=\uprho Wy+{\sum}_{\mathrm{k}}{\upbeta}_{\mathrm{k}}{\mathrm{x}}_{\mathrm{k}}+{\sum}_j{r}_j{z}_j+\upvarepsilon $$]

 (6)



Socioeconomic inequality with spatial effects
Socioeconomic inequality can be estimated using a concentration index [28, 50]. The association between the health variable of interest (e.g. HIV test) and the rank of the socioeconomic status (e.g. education) determines the concentration index [50]. A change in the degree of income inequality, for example, does not affect the concentration index measure of income-related health inequality. In other words, regardless of the income inequality becomes higher (pro-rich) or lower (pro-poor) the inequality in income variables (or inequality in income distribution) of each observation in the data does not affect the concentration index in eq. (1).
Inequality due to socioeconomic factors is the sum of the product of the elasticity of non-need variables and the concentration index of the non-need variable [50]. It is presented in eq. (7):

[image: $$ Inequality\  due\  to\ socioeconomic\ status\ (SES)=\sum \limits_{j=1}^j\frac{r_j{\overline{z}}_j{C}_j}{\mu } $$]

 (7)

where [image: $$ \frac{r_j{\overline{z}}_j}{\mu } $$] is the elasticity and [image: $$ {\overline{z}}_j $$] is the mean of the variable j and μ is the mean of the health variable of interest. Inequality due to need and non need factors is the sum of the contribution of need factors and non need factors to the whole CI.
Contribution is the degree of the contribution of need and non need variables to the whole concentration index.
This eq. (7) is also known as contributing to the decomposed concentration index [50]. rj is the regression coefficient of the variable j if we estimate the non-linear G in eq. (2) using the probit model.
In the same manner, if we estimate G incorporating the spatial lag model, it is presented as follows:
[image: $$ Inequality\  due\  to\  SES\  and\ spatial\ effect=\sum \limits_{j=1}^j\frac{{r^{\ast}}_j{\overline{z}}_j{C}_j}{\mu } $$]

 (8)


where r∗j is the regression coefficient of a spatial probit model. The coefficients of the spatial lag model should be compared to the marginal effects of the probit model [54]. If a spatial effect does exist, eq. (7) will be different from eq. (8) indicating the inequality due to the spatial effect:
[image: $$ Inequality\  due\  to\ spatial\ effect=\sum \limits_{j=1}^j\frac{r_j{\overline{z}}_j{C}_j}{\mu }-\sum \limits_{j=1}^j\frac{{r^{\ast}}_j{\overline{z}}_j{C}_j}{\mu } $$]

 (9)


Equation (9) presents the hidden spatial effect in the standard concentration index. If the inequality due to socioeconomic status (SES) in (7) is positive and the inequality due to SES and spatial effects is still positive in (8), but the magnitude of the difference between the first term and the second term in eq. (8) is smaller than the inequality due to SES in (7), i.e. (7) > (8), the result of eq. (9) will be positive but smaller than the result from eq. (8). If so, the positive sign of the result of eq. (9) means that pro-rich inequality is underestimated in eq. (8) due to the hidden spatial effect. In other words, the spatial effect actually contributes to the pro-rich inequality for the health variable of interest. Likewise, if both of eqs. (7) and (8) are negative and (9) remains negative (such that (7) < (8)), the absolute value of the result from eq. (8) is smaller than the result from (7). In this case, the hidden spatial effect contributes to pro-poor inequality for the health variable of interest. This association is summarised in Additional file 1 Appendix 1.


Spatial autocorrelation
Spatial autocorrelation analysis can be applied to estimate the degree to which individuals with similar socioeconomic status live near to each other [59]. Spatial autocorrelation statistics depend on the definition of neighbourhood relations that can be expressed with Moran’s I index [60]. Consequently, we use Moran’s I index (eq. (10) to measure spatial autocorrelation, which ranges from – 1 to + 1:
[image: $$ \mathrm{I}=\frac{N{\sum}_{i=1}^n{\sum}_{j=1}^n{W}_{ij}\left({X}_i-\overline{X}\right)\left({X}_j-\overline{X}\right)}{\sum_{i=1}^n{\sum}_{j=1}^n{W}_{ij}{\left({X}_j-\overline{X}\right)}^2} $$]

 (10)


Where N is the number of observations, [image: $$ \overline{X} $$] is the mean of the variable, Xi is the variable at location i, Xj is the variable at the location j and W is the spatial weight index. A negative value on Moran’s I indicates negative spatial autocorrelation while a positive value indicates positive spatial autocorrelation. Moran’s I larger than − 1/(N-1), which is the expectation of I under the null hypothesis, suggests that there is positive spatial autocorrelation for the variable of interest in the data [61].
If there exists no autocorrelation and then Moran’s I statistic is close to zero as the number of observations increases. A Moran’s I coefficient higher than −1/(n − 1) implies positive spatial autocorrelation, and a Moran’s I lower than −1/(n − 1) implies negative spatial autocorrelation.

Data
This study uses data from the Malawian Demographic and Health Survey (DHS) collected in 2015–16 [62]. Data were collected from 11 districts in Malawi, namely Blantyre, Kasungu, Machinga, Mangochi, Mzimba, Salima, Thyolo, Zomba, Lilongwe, Mulanje and others [29]. The sample comprised women (N = 7289) and men (N = 17,273), 14–59 years of age. The dataset includes detailed information on knowledge of and attitudes related to HIV/AIDS, receipt of an HIV test, risky behaviours, HIV status and symptoms of sexually transmitted infections (STIs), in addition to socio-economic variables such as a wealth index and education level. The wealth index used converts the number or categories of assets available to individuals into quintiles [62]. Education has 4 levels – no education, primary, secondary and higher education while literacy has 3 levels – cannot read at all, able to read only parts of sentence, able to read whole sentence.
A separate education variable consists of four categories of highest education received: no education, primary education, secondary education and higher education. All individuals were given unique ID number and so there was not ‘double count’ in individuals.
The definition of the neighbourhood is determined at the cluster level due to data availability [63]. The location of DHS cluster in the data used in the spatial lag model is an estimated centre of the survey cluster [64]. In other words, DHS clusters are represented by point coordinates located at the centroid of each cluster with no adjustment made for different size clusters; also, these information were collected using Global Positioning System (GPS) receivers and validated by MEASURE DHS.

Need and non-need variables
In general, equal treatment for equal need is referred to as horizontal equity [58]. ‘Equal access for equal need’ means that patients who have an equal need for a health service, make equal use of care without being disproportionately affected by nonneed factors such as socioeconomic status [58].
To estimate the concentration index in eqs. (2) and (6), need and non-need variables should be included [50]. STI symptoms are treated as need variables in this analysis, which is in line with other studies that have used symptoms as need variables in equity analyses [24, 29, 65]. The STI symptoms used in this study to reflect need are: non-ulcerative STIs (had any STD in last 12 months, had genital sore/ulcer in last 12 months, and had genital discharge in last 12 months) [29]. Education, literacy, wealth, marriage and gender are used as non-need variables in line with the existing literature [29] and included in eqs. (2) and (6).
The analysis was carried out using Stata 15 (College Station, TX, USA).


Results
Table 1 presents reported HIV testing uptake for women and men in Malawi in 2015–16. Spatial level variables were presented in Additional file 1 Appendix 2.  Results of decomposed index by district for women and men are presented in Additional file 1 Appendix 3 and 4.
Table 1HIV testing by socio-economic status, Malawi DHS 2015–16


	 	Women
	Tested (N = 5995)
	P-valueb
	Men
	P-value

	Not tested (N = 1294)
	Not tested (N = 2666)
	Tested (N = 14,607)

	Region

	 northern
	181 (14)
	1023 (17.1)
	 	478 (17.9)
	3121 (21.4)

	 central
	450 (34.8)
	1770 (29.5)
	 	1068 (40.1)
	5129 (35.1)

	 southern
	663 (51.2)
	3202 (53.4)
	0.000
	1120 (42)
	6357 (43.5)
	0.000

	Education

	 no
	131 (10.1)
	747 (12.5)
	 	266 (10)
	1635 (11.2)

	 primary
	846 (65.4)
	3481 (58.1)
	 	1740 (65.3)
	8961 (61.3)

	 secondary
	300 (23.2)
	1513 (25.2)
	 	637 (23.9)
	3611 (24.7)

	 higher
	17 (1.3)
	254 (4.2)
	0.000
	23 (0.9)
	400 (2.7)
	0.000

	Literacy

	 Cannot read at al
	320 (24.7)
	1592 (26.6)
	 	623 (23.4)
	3874 (26.5)

	 Able to read only part
	144 (11.1)
	461 (7.7)
	 	256 (9.6)
	1341 (9.2)

	 Able to read whole sentence
	830 (64.1)
	3935 (65.6)
	0.000
	1787 (67)
	9392 (64.3)
	0.003

	Wealth

	 poorest
	326 (25.2)
	1497 (25.0)
	 	342 (12.8)
	2114 (14.5)

	 poorer
	274 (21.2)
	1053 (17.6)
	 	436 (16.4)
	2666 (18.3)

	 middle
	248 (19.2)
	1016 (16.9)
	 	522 (19.6)
	2722 (18.6)

	 richer
	212 (16.4)
	1113 (18.6)
	 	570 (21.4)
	3002 (20.6)

	 richest
	234 (18.1)
	1316 (22.0)
	0.000
	796 (29.9)
	4103 (28.1)
	0.011

	Marriage

	 No
	1139 (88)
	3775 (63.0)
	 	1850 (69.4)
	1846 (12.6)

	 married
	155 (12)
	2220 (37.0)
	0.000
	816 (30.6)
	12,761 (87.4)

	Any STI last 12 montha

	 No
	1284 (99.3)
	5805 (97.0)
	 	2629 (98.6)
	14,202 (97.2)

	 Yes
	9 (0.7)
	178 (3.0)
	0.000
	28 (1.1)
	372 (2.5)
	0.000

	Genital sore/ulcera

	 No
	1255 (97.1)
	5436 (90.9)
	 	2560 (96)
	13,351 (91.4)

	 Yes
	38 (2.9)
	545 (9.1)
	0.000
	100 (3.8)
	1226 (8.4)

	Genital dischargea

	 No
	1265 (98)
	5633 (94.1)
	 	2592 (97.2)
	13,753 (94.2)

	 Yes
	26 (2)
	351 (5.9)
	0.000
	68 (2.6)
	831 (5.7)
	0.000


a: ‘don’t know’ was excluded
b: P value was estimated using Chi-2 test



There were significant differences in HIV testing uptake by socioeconomic factors. All socioeconomic factors of region, education, literacy, wealth and marriage differed significantly between those who were tested and those who were not tested amongst both women (p < 0.001) and men (p < 0.005). Amongst women who tested, the literate tended to take up HIV tests more (65.6%) than those who could not read (26.6%) or able to read only parts of sentences (7.7%). Women with primary education had a higher HIV test uptake rate (58.1%) than women with secondary (25.2%) or higher education (4.2%). The data also indicated that married women were less likely to take up HIV tests (37.0%) compared to single women (63.0%). Differences in uptake between the poorest and richest quintiles were small; HIV test uptake among the poorest female quintile was 25.0% compared to 22.0% among the richest female quintile.
Among men, the literate tended to take up HIV tests more (64.3%) than those who could not read (26.5%) or able to read only parts of sentences (9.2%). Similarly, men with a primary level of education had a higher HIV test uptake rate (61.3%) than men with secondary (24.7%) or higher education (2.7%). In contrast to women, married men were significantly more likely to take up a test (87.4%) than single men (12.6%; P-value< 0.001), whilst test uptake by men in the poorest quintile was significantly lower (14.5%; P-value = 0.011) than amongst men in the richest quintile (28.1%).
Table 2 describes the inequality due to need and non-need variables, their concentration indices and related contributions. We present the estimates for the probit and spatial probit estimators for the sub-sample of men in columns (A) and (B), respectively. Estimates for the probit and spatial probit estimators for the sub-sample of women are presented in columns (C) and (D), respectively.
Table 2Results from the concentration index


	 	Men 2015–16
	Women 2015–6

	Probit
(A)
	Spatial probit
(B)
	Probit
(C)
	Spatial probit
(D)

	Need factors
	Any STI last 12 month
	Elasticity
	−0.0017
	− 0.0017
	0.0104
	0.0100

	CI
	−0.0548
	−0.0548
	− 0.0477
	− 0.0477

	Contribution
	0.0001
	0.0001
	−0.0005
	−0.0005

	Genital sore/ulcer
	Elasticity
	0.0014
	0.0018
	0.0418
	0.0418

	CI
	−0.0414
	−0.0414
	−0.0036
	− 0.0036

	Contribution
	−0.0001
	−0.0001
	− 0.0002
	−0.0002

	Genital discharge
	Elasticity
	0.0030
	0.0026
	0.0054
	0.0040

	CI
	−0.0642
	−0.0642
	−0.0714
	− 0.0714

	Contribution
	−0.0002
	−0.0002
	− 0.0004
	−0.0003

	Non-need factors
	Literacy
	Elasticity
	0.0098
	0.0093
	−0.0200
	−0.0211

	CI
	0.1133
	0.1133
	0.1208
	0.1208

	Contribution
	0.0011
	0.0011
	−0.0024
	−0.0025

	Education
	Elasticity
	0.1001
	0.0976
	0.0438
	0.0447

	CI
	0.1352
	0.1352
	0.1514
	0.1514

	Contribution
	0.0135
	0.0132
	0.0066
	0.0068

	Marriage
	Elasticity
	0.4680
	0.4676
	0.0652
	0.0656

	CI
	−0.0557
	−0.0557
	0.0014
	0.0014

	Contribution
	−0.0261
	− 0.0260
	0.0001
	0.0001

	Wealth
	Elasticity
	0.0227
	0.0184
	0.0204
	0.0087

	CI
	0.2397
	0.2397
	0.2870
	0.2870

	Contribution
	0.0054
	0.0044
	0.0058
	0.0025

	Inequality due to need
	−0.0002
	−0.0002
	−0.0010
	−0.0009

	Inequality due to non-need
	−0.0060
	−0.0074
	0.0101
	0.0068

	Horizontal inequity
	 	−0.0057
	−0.0057
	0.0103
	0.0102

	Goodness of fit (Pearson Chi2)
	 	942.73
	 	13,860.59
	 



Estimates from both models indicate that for men the inequality due to need is − 0.0002 (pro-poor). However, the inequality due to non-need variables was − 0.006 and − 0.0074 for the probit and spatial probit estimators, respectively. The horizontal inequity was the same for both models (− 0.0057). This result shows that men from lower socioeconomic groups are more likely to receive an HIV test after adjustment for spatial effects. This shows that spatial factors are associated with uptake of HIV testing, and part of the inequality due to non-need factors can be explained by spatial effects, indicating that the inequality estimated with the spatial lag model is in favor of lower socioeconomic groups (i.e., pro-poor).
For women, the inequality due to need was − 0.001 and − 0.0009 for the probit and spatial probit estimators, respectively. However, the inequality due to non-need variables was 0.01 and 0.0068 for the probit and spatial probit estimators, respectively. This suggests that the inequality was reduced when the spatial lag model was applied. The horizontal inequity was almost identical (0.0103 vs 0.0102) after applying the spatial lag model. This result shows that the captured spatial effects positively contribute to the reduced pro-poor inequality (from − 0.001 to − 0.0009) in receiving an HIV test.
Additional file 1 Appendix 3 and 4 present the concentration index and inequality results by need and non-need variables for each district in Malawi, separately for women and men. For women, the inequality due to socioeconomic factors including spatial effects tended to reduce the magnitude of inequality. The inequality due to non-need factors increased the pro-poor estimate in many districts such as Kasungu, Machinga, Mangochi, Mzimba, Salima and Thyolo. For example, the inequality due to non-need factors changed to 0.0261 from 0.027 in Kasungu and to − 0.007 from − 0.002 in Machinga. Inequality due to need factors did not change the sign when the spatial model was used. For women, inequality due to need factors did not change the sign when the spatial model was used. Horizontal inequity was highest in Kasungu (0.0606 and 0.0605) and lowest in Zomba (− 0.0162 and − 0.0156).
Similarly, for men, in the majority of districts the inequality due to non-need variables became more pro-poor when spatial effects were considered. Inequality due to need factors did not change the sign. Also in Blantyre, the inequality due to non need factors did not change at all (− 0.0027) whereas it has changed the sign in Lilongwe. horizontal inequity was highest in Lilongwe (0.0173 and 0.0168) while lowest in Salima (− 0.0313 and − 0.0310).
The results show that there are no consistent patterns in receipt of the HIV test. In most districts, the horizontal inequity did not change much and it was almost identical, regardless of incorporation of spatial factors. Also, the inequality due to non-need factors showed a tendency of becoming ‘pro-poor’ in most districts after applying the spatial model. However, one important point to note is that for men, the inequality coefficient due to non-need factors changed in sign in some districts. For example, the inequality due to non-need factors in Lilongwe changed significantly from positive (0.0029) to negative (− 0.0027) when the spatial lag model was used, indicating that incorporation of spatial effects generally reduce uptake of the HIV test. Given the higher degree of change in the contribution for ‘wealth’ variable (0.0227 to 0.0183) than the change of other variables, this may show the association between the spatial effect and the wealth variable. Similarly, for women in Salima, horizontal inequity has changed the sign when the spatial model was used.
Figures 1 and 2 show the inequality due to socioeconomic variables such as education, literacy, wealth and marital status status, i.e. non-need variables, by districts. These figures show that women have a different pattern of inequality due to non-need variables when spatial regression is used. In contrast, men display an almost identical pattern of inequality, irrespective of whether or not spatial regression is used.
[image: A12939_2019_1080_Fig1_HTML.png]
Fig. 1Inequalities by non-need factors for men
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Fig. 2Inequalities by non-need factors for women





Discussion
In this study, we introduce an approach to applying spatial analysis using a spatial weight matrix within the concentration index in order to improve our understanding of neighbourhood or spatial effects on health outcomes of interest. This study estimates inequalities in HIV test uptake associated with neighbourhood or spatial effects based on the spatial lag model. Using Malawian DHS data for 2015–16, we found that spatial effects on HIV test uptake are masked by other socioeconomic factors in the standard concentration index; that is, HIV test uptake becomes more pro-poor when spatial effects are captured by the new spatial lag model.
We introduced a new method of estimating the contribution of spatial effects on inequalities in health care utilisation. This method is not limited to HIV testing and can be applied to the use of other health services as well as other health outcomes. This method is most useful when it is expected that inequalities due to non-need factors are likely to be associated with a neighbourhood (spatial) effect. For the Malawian case study, we found that inequality due to non-need factors was generally reduced after incorporating spatial effects. Pro-rich inequality due to non-need factors are partly explained by spatial effects. This suggests that if HIV test uptake is determined by socioeconomic factors alone, it is likely to be pro-poor in Malawi based on the DHS dataset.
It was also found that horizontal inequity remained unchanged by the method introduced in this study. This is mainly because the contribution of need variables remained unchanged. Horizontal inequity can be measured by subtracting the need contribution from the unstandardized concentration index that is not affected by the spatial regression. The concentration index is determined only by the relationship between the variable of HIV testing and the rank of the living standards variable. In other words, the needs of individuals were not affected by neighbourhood or spatial effects. This is plausible as it is unrealistic to expect that the health needs of testees presenting with STI symptoms are directly affected by those of their neighbours. In brief, estimation of horizontal inequity in HIV testing in Malawi using the proposed approach is not particularly sensitive to neighbourhood or spatial effects.
In this study, we focus on the spatial lag model rather than the spatial error model. A spatial error model can be used when dependence in the regression error term is anticipated [52]. This is appropriate when the potential bias owing to the use of spatial data is expected. Mainly, the spatial error model can be considered due to the issue of omitted variables. However, our main purpose was to capture spatial interaction in the uptake of HIV testing among observations rather than correcting for biases that may potentially influence the spatial autocorrelation between the residuals of geographically close areas.
In the context of HIV test uptake in sub-Saharan African countries, our choice of model appears to be appropriate. Our main assumption in this study was that the uptake of HIV testing for individuals is associated with the uptake of HIV testing in their neighbours, in particular in the context of Sub-Saharan African settings. For example, we can consider a small town in which residents know each other well. In such a town, women cannot easily take up an HIV test due to taboos. Then, positive spatial autocorrelation will be observed in the town. As another example, we can assume that a new HIV testing facility is supplied in a certain area. Then, the rate of take up of HIV tests is likely to be higher in the area than other areas where there is no testing facility, regardless of whether we consider the culture of stigmatizing women receiving an HIV test. Given this reasoning, it was appropriate to use a spatial lag model in this study.
It may be argued that spatial effects reflect poverty effects and so there is no need to measure spatial factors separately from wealth. For example, evidence from studies conducted in the United States found that residential segregation is associated with urban poverty [66, 67]. Ethnic minorities disproportionately live in economically disadvantaged neighbourhoods. This, in turn, influences how residential areas shape health and contribute to racial disparities in health [68]. This suggests that there may be a correlation between spatial and poverty effects [69] and, thus, the analysis of one may capture the impact of the other. However, the relationship between spatial and poverty effects is neither complete nor causal. This is because the analysis of spatial effects can account for barriers to service uptake that differ from those that can be accounted for in analyses that only explore socio-economic effects, indicating the need to include spatial effects in more complex analyses and where policy relevant findings are required [70–72].
Based on the findings of this analysis, policy implications can be considered. Given the gender difference in uptake of HIV test, changing perceptions of female testing will be important. This can be carried out with campaigns such as the Malawi Radio Diaries programme in order to reduce gender inequality in HIV test uptake. Furthermore, considering the fact that the neighbourhood effect tends to make inequality due to non-need pro- rich, to change the male perception on HIV testing is critical as the changed perception will be captured in the neighbourhood effects as well.
A few limitations of this work should be noted. Firstly, Moran’s I was not significantly strong (0.0023 for women and 0.0019 for men) in this study (Additional file 1 Appendix 5). Accordingly, there is a possibility that the spatial effect was inappropriately represented in the regression model. However, as mentioned in the methods section, it is generally accepted that Moran’s I larger than the expectation of I under the null hypothesis indicate positive spatial autocorrelation and this condition was satisfied by our study. In addition, P-values for Moran’s I in this study were smaller than 0.001. As a result, it can be said that spatial autocorrelation exists in the use of HIV testing despite the weak magnitude. If we use a different dataset that captures stronger spatial autocorrelation and therefore has a bigger Moran’s I coefficient than that generated using the DHS 2015–16 Malawian data, the result of using the concentration index may vary and may reveal a greater contribution of non-need factors.
Secondly, the inverse distance weight matrix (and as a result the spatial lag variable) for the spatial regression was generated at a cluster level rather than an individual level. Multiple numbers of observations are given identical geographical information. Given this fact, there is a potential risk that this would not precisely represent the spatial interaction at an individual level. However, this is an inherent limitation in the DHS dataset. In practice, the definition of neighbourhoods is decided by available data. As aforementioned in the data section, it may be preferable to estimate neighbourhood effects at the ward level although it is unrealistic to expect that neighbourhoods follow ward boundaries.
Thirdly, we used a simplified interpretation on the coefficients of the spatial lag model. As mentioned earlier, we did not distinguish between direct and indirect effects within the spatial lag model. In the spatial lag model, a change in an independent variable may have effects both in the index region and neighbouring regions; in turn, this will affect the original region. This is the indirect effect of the spatial autocorrelation. We used the total effect that includes both direct and indirect effects; this is appropriate for our purpose of estimating the overall impact in each district.
Despite these limitations, the advantage of using our approach to estimating inequalities due to socioeconomic factors is that it is possible to capture spatial effects on the health variable of interest. In many cases, simply including a ‘rural-urban’ variable may not sufficiently estimate inequalities associated with socioeconomic status in developing countries since the variable is unlikely to fully capture spatial access to health facilities. Spatial access to health facilities is not only determined by urbanity but also by numerous factors, including male-dominating cultures, stigma, distance to the facilities and financial barriers. In fact, these factors are potential drivers to alter the estimates of non-need contributions in the concentration index; as such, our approach is expected to better estimate socio-economic inequalities in resource limited settings.
In conclusion, this study introduces a new methodological approach to incorporating spatial analysis into equity analysis. By doing so, we may better understand spatial and socioeconomic inequality in health service use in a range of settings where health services are not equally distributed in a geographic space. From the empirical analysis using Malawi DHS data, it was found that when the spatial model was applied, the inequality due to non need and horizontal inequity changed the sign in some districts. This implies the potential that the two districts of Lilongwe and Salima are sensitive to the spatial effect in HIV test uptake.
Further studies are needed to understand which spatial factors most significantly affect socioeconomic inequity in health service use across areas.

Supplementary information
Supplementary information accompanies this paper at https://​doi.​org/​10.​1186/​s12939-019-1080-5.

Acknowledgements
Authors thanks to the DHS and the USAID for providing the data.

Authors’ contributions
SWK designed the study, carried out analysis and drafted the initial manuscript. HHB revised the manuscript critically. JSW revised the manuscript critically and participated in the study design. NB helped to draft various iterations of the manuscript. SP participated in study design and helped to draft the manuscript. All authors read and approved the final manuscript.
Author’s information
Sung Wook Kim (Corresponding author): Division of Health Sciences, Warwick Medical School, University of Warwick, Coventry, United Kingdom. email: s.​w.​kim@warwick.​ac.​uk
Postal address: Division of Health Sciences, Warwick Medical School, University of Warwick, Coventry, United Kingdom, CV4 7AL.
Hassan Haghparast-Bidgoli: Institute for Global Health, University College London, London, United Kingdom. Email: h.​haghparast-bidgoli@ucl.​ac.​uk
Jolene Skordis-Worrall: Institute for Global Health, University College London, London, United Kingdom. Email: j.​skordis@ucl.​ac.​uk
Neha Batura: Institute for Global Health, University College London, London, United Kingdom. Email: n.​batura@ucl.​ac.​uk
Stavros Petrou: Division of Health Sciences, Warwick Medical School, University of Warwick, Coventry, United Kingdom. Email: s.​petrou@warwick.​ac.​uk.


Funding
None.

Availability of data and materials
Data can be obtained from the DHS website.

Ethics approval and consent to participate
This study used open access data and no need to obtain an ethical approval.

Consent for publication
This study was carried out using the Demographic Health Survey (DHS) data and we obtained access to the dataset from the DHS.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Sovran S. Understanding culture and HIV/AIDS in sub-Saharan Africa. SAHARA J. 2013;10(1):32–41.PubMedPubMedCentral

2.
Reiss IL, Leik RK. Evaluating strategies to avoid AIDS: Number of partners vs. use of condoms. J Sex Res. 1989;26(4):411–33.

3.
Moyo N, Müller JC. The influence of cultural practices on the HIV and AIDS pandemic in Zambia. HTS Teologiese Studies/Theological Studies. 2011. 67(3):1–5.

4.
Olugbenga-Bello A, Adebimpe W, Osundina F, Abdulsalam S. Perception on prevention of mother-to-child-transmission (PMTCT) of HIV among women of reproductive age group in Osogbo, Southwestern Nigeria. Int J Womens Health. 2013;5:399.PubMedPubMedCentral

5.
Besbris M, Faber JW, Rich P, Sharkey P. Effect of neighborhood stigma on economic transactions; 2015. p. 201414139.

6.
Durlauf SN. Neighborhood effects, in Handbook of regional and urban economics. the Netherlands: Elsevier; 2004. p. 2173–242.

7.
Diez Roux, A.V. Investigating neighborhood and area effects on health. 2001. 91(11): p. 1783-1789.

8.
Crane J. The epidemic theory of ghettos and neighborhood effects on dropping out and teenage childbearing. Am J Sociol. 1991;96(5):1226–59.

9.
Arbia G, Baltagi BH. Spatial econometrics: Methods and applications. 2008: Springer Science & Business Media; 2008.

10.
Neumann K, Verburg PH, Stehfest E, Müller C. The yield gap of global grain production: A spatial analysis. Agric Syst. 2010;103(5):316–26.

11.
Geoghegan J, Wainger LA, Bockstael NE. Spatial landscape indices in a hedonic framework: an ecological economics analysis using GIS. Ecological economics. 1997;23(3):251–64.

12.
Henderson J, Dicken P, Hess M, Coe N, Yeung HW. Global production networks and the analysis of economic development. Rev Int pol Econ. 2002;9(3):436–64.

13.
Anselin L, Cohen J, Cook D, Gorr W, Tita G. Spatial analyses of crime. Crim Justice. 2000;4(2):213–62.

14.
Harcourt BE. Reflecting on the subject: A critique of the social influence conception of deterrence, the broken windows theory, and order-maintenance policing New York style. Mich L Rev. 1998;97(2):291–389.

15.
Shacham E, Lian M, Önen N, Donovan M, Overton EJ. Are neighborhood conditions associated with HIV management? HIV Med. 2013;14(10):624–32.PubMed

16.
Airhihenbuwa C, Okoror T, Shefer T, Brown D, Iwelunmor J, Smith E, Adam M, Simbayi L, Zungu N, Dlakulu R. Stigma, culture, and HIV and AIDS in the Western Cape, South Africa: An application of the PEN-3 cultural model for community-based research. J Black Psychol. 2009;35(4):407–32.PubMedPubMedCentral

17.
Kitara DL, Aloyo J. HIV/AIDS stigmatization, the reason for poor access to HIV counseling and testing (HCT) among the youths in Gulu (Uganda). Afr J Infect Dis. 2012;6(1):12–20.PubMedPubMedCentral

18.
Moïsi JC, Kabuka J, Mitingi D, Levine OS, Scott JAG. Spatial and socio-demographic predictors of time-to-immunization in a rural area in Kenya: is equity attainable? Vaccine. 2010;28(35):5725–30.PubMedPubMedCentral

19.
W.H.O. An assessment of interactions between global health initiatives and country health systems. Lancet. 2009;373(9681):2137–69.

20.
Obare F, Fleming P, Anglewicz P, Thornton R, Martinson F, Kapatuka A, Poulin M, Watkins S, Kohler H-P. Acceptance of repeat population-based voluntary counselling and testing for HIV in rural Malawi. Sex Transm Infect. 2009;85(2):139–44.PubMed

21.
Kim SW. Improving The Efficiency of HIV Care: Exploring The Role of Global Donor Strategies on Access to Prevention, Testing And Treatment, in UCL. UCL: UCL; 2016.

22.
Makwiza I, Nyirenda L, Bongololo G, Banda T, Chimzizi R, Theobald S. Who has access to counseling and testing and anti-retroviral therapy in Malawi–an equity analysis. Int J Equity Health. 2009;8(1):13.PubMedPubMedCentral

23.
Conroy AA. The influence of relationship power dynamics on HIV testing in rural Malawi. J Sex Res. 2015;52(3):347–59.PubMed

24.
Tuthill EL, Neilands TB, Johnson MO, Sauceda J, Mkandawire J, Conroy AA. A Dyadic Investigation of Relationship Dynamics and Depressive Symptoms in HIV-Affected Couples in Malawi. AIDS Behav. 2019;23(12):1–9.PubMed

25.
Beyrer C, Baral SD, Collins C, Richardson ET, Sullivan PS, Sanchez J, Trapence G, Katabira E, Kazatchkine M, Ryan OJTL. The global response to HIV in men who have sex with men. Lancet. 2016;388(10040):198–206.PubMed

26.
Jaganath D, Mulenga C, Hoffman R, Hamilton J, Boneh G. This is My Story: participatory performance for HIV and AIDS education at the University of Malawi. Health Educ Res. 2013;29(4):554–65.PubMedPubMedCentral

27.
Heise L, Lutz B, Ranganathan M, Watts C. Cash transfers for HIV prevention: considering their potential. J Int AIDS Soc. 2013;16(1):18615.PubMedPubMedCentral

28.
Van de Poel E, Hosseinpoor AR, Speybroeck N, Van Ourti T, Vega J. Socioeconomic inequality in malnutrition in developing countries. Bull World Health Organ. 2008;86(4):282–91.PubMedPubMedCentral

29.
Kim SW, Skordis-Worrall J, Haghparast-Bidgoli H, Pulkki-Brännström A-M. Socio-economic inequity in HIV testing in Malawi. Glob Health Action. 2016;9(1):31730.PubMed

30.
Chimzizi R, Harries A, Libamba E. Report of a country-wide survey of HIV/AIDS services in Malawi (for the year 2003). Lilongwe: National Tuberculosis Control Programme and HIV/AIDS Unit, Ministry of Health, and National AIDS Commission; 2004.

31.
Rosero-Bixby L. Spatial access to health care in Costa Rica and its equity: a GIS-based study. Soc Sci Med. 2004;58(7):1271–84.PubMed

32.
Jiménez-Rubio D, Smith PC, Van Doorslaer E. Equity in health and health care in a decentralised context: evidence from Canada. Health Econ. 2008;17(3):377–92.PubMed

33.
He W-J, Lai Y-S, Karmacharya BM, Dai B-F, Hao Y-T, Xu DR. Geographical heterogeneity and inequality of access to improved drinking water supply and sanitation in Nepal. Int J Equity Health. 2018;17(1):40.PubMedPubMedCentral

34.
Sambala EZ, Uthman OA, Adamu A, Ndwandwe D, Wiyeh AB, Olukade T, Bishwajit G, Yaya S, Okwo-Bele J-M, Wiysonge CS. Mind the Gap: What explains the education-related inequality in missed opportunities for vaccination in sub-Saharan Africa? Compositional and structural characteristics. Hum Vacc Immunother. 2018;(10):1–22.

35.
Wu Y, Zhang L, Liu X, Ye T, Wang Y. Geographic variation in health insurance benefits in Qianjiang District, China: a cross-sectional study. Int J Equity Health. 2018;17(1):20.PubMedPubMedCentral

36.
Goli S, Nawal D, Rammohan A, Sekher T, Singh D. DECOMPOSING THE SOCIOECONOMIC INEQUALITY IN UTILIZATION OF MATERNAL HEALTH CARE SERVICES IN SELECTED COUNTRIES OF SOUTH ASIA AND SUB-SAHARAN AFRICA. J Biosoc Sci. 2017;50:1–21.

37.
Dorjdagva J, Batbaatar E, Svensson M, Dorjsuren B, Batmunkh B, Kauhanen J. Free and universal, but unequal utilization of primary health care in the rural and urban areas of Mongolia. Int J Equity Health. 2017;16(1):73.PubMedPubMedCentral

38.
Kumar C, Singh PK, Rai RK. Under-five mortality in high focus states in India: a district level geospatial analysis. PLoS One. 2012;7(5):e37515.PubMedPubMedCentral

39.
Adams J, White M. Socio-economic deprivation is associated with increased proximity to general practices in England: an ecological analysis. J Public Health. 2005;27(1):80–1.

40.
PEPFAR. Malawi Operational Plan Report. 2010; Available from: http://​www.​pepfar.​gov/​documents/​organization/​145727.​pdf.

41.
Onwujekwe O. Inequities in healthcare seeking in the treatment of communicable endemic diseases in Southeast Nigeria. Soc Sci Med. 2005;61(2):455–63.PubMed

42.
Gwadz M, Leonard NR, Honig S, Freeman R, Kutnick A, Ritchie AS. Doing battle with “the monster:” how high-risk heterosexuals experience and successfully manage HIV stigma as a barrier to HIV testing. Int J Equity Health. 2018;17(1):46.PubMedPubMedCentral

43.
Jones KE, Patel NG, Levy MA, Storeygard A, Balk D, Gittleman JL, Daszak P. Global trends in emerging infectious diseases. Nature. 2008;451(7181):990.PubMedPubMedCentral

44.
Mwenge L, Sande L, Mangenah C, Ahmed N, Kanema S, d’Elbée M, Sibanda E, Kalua T, Ncube G, Johnson CC. Costs of facility-based HIV testing in Malawi, Zambia and Zimbabwe. PloS one. 2017;12(10):e0185740.PubMedPubMedCentral

45.
N.S.D.C.-D.o.S. Health Facilities - Ministry of Health. 2013 [cited 2018 15 July ]; Available from: http://​www.​masdap.​mw/​layers/​geonode%3Ahealthfac.

46.
Fox MP, Mazimba A, Seidenberg P, Crooks D, Sikateyo B, Rosen S. Barriers to initiation of antiretroviral treatment in rural and urban areas of Zambia: a cross-sectional study of cost, stigma, and perceptions about ART. J Int AIDS Soc. 2010;13(1):8.PubMedPubMedCentral

47.
Assefa Y, Kiflie A, Tesfaye D, Mariam DH, Kloos H, Edwin W, Laga M, Van Damme W. Outcomes of antiretroviral treatment program in Ethiopia: retention of patients in care is a major challenge and varies across health facilities. BMC Health Serv Res. 2011;11(1):81.PubMedPubMedCentral

48.
Alves AT, Nobre FF, Waller LAJS. Exploring spatial patterns in the associations between local AIDS incidence and socioeconomic and demographic variables in the state of Rio de Janeiro, Brazil. Spat Spatiotemporal Epidemiol. 2016;17:85–93.PubMed

49.
Harling G, Castro MCJH. A spatial analysis of social and economic determinants of tuberculosis in Brazil. Health Place. 2014;25:56–67.PubMed

50.
Wagstaff A, O'Donnell O, Van Doorslaer E, Lindelow M. Analyzing health equity using household survey data: a guide to techniques and their implementation: World Bank Publications; 2007.

51.
IDRE, U. PROBIT REGRESSION. 2019 [cited 2019 Aug 1]; Available from: https://​stats.​idre.​ucla.​edu/​stata/​output/​probit-regression/​.

52.
Anselin L. Spatial econometrics. A companion to theoretical econometrics, vol. 310330; 2001.

53.
Ward MD, Gleditsch KS. Spatial regression models. Vol. 155: Sage; 2008.

54.
LeSage J, Pace RK. Introduction to spatial econometrics: Chapman and Hall/CRC; 2009.

55.
Oregon, U.O. Spatial neighbors. 2009 [cited 2019 17 Aug]; Available from: http://​geog.​uoregon.​edu/​GeogR/​topics/​spneighbors.​html.

56.
Brownwright TK, Dodson ZM, van Panhuis WG. Spatial clustering of measles vaccination coverage among children in sub-Saharan Africa. BMC Public Health. 2017;17(1):957.PubMedPubMedCentral

57.
Wilhelm S, de Matos MG. Estimating Spatial Probit Models in R. R Journal. 2013;5(1).

58.
O'donnell O, Van Doorslaer E, Wagstaff A, Lindelow M. Analyzing health equity using household survey data: a guide to techniques and their implementation: The World Bank; 2007.

59.
Waller LA, Gotway CA. Applied spatial statistics for public health data. Vol. 368: Wiley; 2004.

60.
Kanaroglou P, Delmelle E. Spatial analysis in health geography. Abingdon: Routledge; 2016.

61.
Gunaratna N, Liu Y, Park J. Spatial Correlation. 2013. Available from: www.​stat.​purdue.​edu/​~bacraig/​SCS/​Spatial%20​Correlation%20​new.​doc. [cited 2018 April 25]

62.
Program, T.D.a.H.S.D. The DHS program. 2018 [cited 2018 1 Jan ]; Available from: https://​dhsprogram.​com/​.

63.
Flowerdew R, Manley DJ, Sabel CE. Neighbourhood effects on health: does it matter where you draw the boundaries? Soc Sci Med. 2008;66(6):1241–55.PubMed

64.
Burgert-Brucker CR, Dontamsetti T, Marshall A, Gething PW. Guidance for use of the DHS program modeled map surfaces; 2016.

65.
Hidayat B, Thabrany H, Dong H, Sauerborn R. The effects of mandatory health insurance on equity in access to outpatient care in Indonesia. Health Policy Plan. 2004;19(5):322–35.PubMed

66.
Wilson WJ. The truly disadvantaged: The inner city, the underclass, and public policy: University of Chicago Press; 2012.

67.
Massey DS, Eggers ML. The ecology of inequality: minorities and the concentration of poverty, 1970-1980. Am J Sociol. 1990;95(5):1153–88.

68.
Zenk SN, Schulz AJ, Israel BA, James SA, Bao S, Wilson ML. Neighborhood racial composition, neighborhood poverty, and the spatial accessibility of supermarkets in metropolitan Detroit. Am J Public Health. 2005;95(4):660–7.PubMedPubMedCentral

69.
Galster G, Santiago A, Lucero J, Cutsinger J. Adolescent neighborhood context and young adult economic outcomes for low-income African Americans and Latinos. J Econ Geogr. 2015;16(2):471–503.

70.
Diez Roux AV. Estimating the neighborhood health effects: the challenges of casual inference in a complex world; 2004.

71.
Chan Y. Location, transport and land-use: modelling spatial-temporal information: Springer Science & Business Media; 2005.

72.
Perret JK. Knowledge as a driver of regional growth in the Russian Federation: Springer; 2014.

73.
Kondo K. Introduction to spatial econometric analysis: creating spatially lagged variables in Stata. RIETI. 2016.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/A12939_2019_1080_Article_Equ2.gif
y=G(ar Y B+ ) g+ e





OEBPS/cc-by.png
() _®





OEBPS/A12939_2019_1080_Article_Equ5.gif
L= pW)' X+ (1, = pW) e






OEBPS/A12939_2019_1080_Article_Equ9.gif
J
Inequality due to socioeconomic status (S ES) Z
y=






OEBPS/A12939_2019_1080_Article_Equ7.gif
w, =L
VD)





OEBPS/A12939_2019_1080_Article_Equ11.gif
L
Inequality due to spatial ef fect = Z
=





OEBPS/contact.gif





OEBPS/A12939_2019_1080_Article_Equ4.gif
(In—pW)y=+XB + ¢





OEBPS/A12939_2019_1080_Fig1_HTML.png
Inaguality due to nonnsed Inaguality due 1o nonnesd
e T
(~0024,0137]

[-.0093.-.0024]

Probit(Men) Spatial probit(Men)





OEBPS/A12939_2019_1080_Article_IEq1.gif





OEBPS/A12939_2019_1080_Fig2_HTML.png
In2qualty duz 1o nannz=d In2gquaity due to nonnasd
0137,.0282) (0035, 0301]

(-0024,.0137] (00&8..0083]

|-.0083,~0024]

(002,.0089]
[-0142,002]

Probit(Women) Spatial probit(Women)





OEBPS/A12939_2019_1080_Article_IEq3.gif





OEBPS/A12939_2019_1080_Article_Equ1.gif
_ 2Cov (hi. Ri)
"

Ci





OEBPS/A12939_2019_1080_Article_Equ8.gif
y=oWy+ Y B+ ) i3






OEBPS/A12939_2019_1080_Article_Equ10.gif
Inequality due to S ES and spatial ef fect = Z
=






OEBPS/A12939_2019_1080_Article_Equ12.gif





OEBPS/A12939_2019_1080_Article_Equ6.gif
y=

»
y2
¥3

Wy =

Wi
PN

PR

W3

i

P





OEBPS/A12939_2019_1080_Article_Equ3.gif
y=pWy+XB+e





OEBPS/A12939_2019_1080_Article_IEq2.gif





