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[bookmark: _Toc524323334]Abstract
The impact of HIV/AIDS is multi-dimensional and complex. Although it is stable, HIV/AIDS remains the major developmental challenge for our country Ethiopia. The prevalence of HIV in communities is mainly determined by level of awareness and behavioral changes. The aim of this study was to assess the incidence of HIV/AIDS and ART use related knowledge, attitude and practice of HIV/AIDS patients at Kuy health center in Debay Tilat Gin Woreda. A comparative cross sectional study was conducted from September, 2017 to June, 2018 on HIV/AIDS patients. A total of 650 retrospective data and also 384 respondents were selected through systematic random sampling. Data analysis was made by SPSS version 20. In this study majority (96.9%) of respondents had good awareness about HIV/AIDS. About 93.2% of participants were prioritized unsafe sex as a main route of HIV/AIDS transmission. More than 93.2% of respondents responded that the incidence of HIV/AIDS is increasing. Most of respondents (77.6%) answered that all individuals are responsible to reduce HIV/AIDS prevalence. Around 91.4% of the respondents said that HIV/AIDS is not transmitted by insect bites like flea and mosquito. Majority (87.5%) of the respondents could not identify the person by simple observation whether one is HIV positive or not. While 12.5% were wrongly responded that could be identify the person by looking one is HIV positive or not. About 86.4% of the respondents stated that Ethiopia is grouped under MARPs or hot spot country for HIV/AIDS prevalence is due to economical underdevelopment; whereas 13.6% of respondents were mentioned climate (1.6%) and literacy (12%) as contributing factors. About 75.5% respondents responded that TB is the main opportunistic disease of HIV/AIDS. Of the respondents (86.2%) were well aware of ART and its use and 14.8% of respondents did not have good awareness about ART and its use. Among the total participants, 69% were HIV/AIDS patients and ART users. About 86.4% of HIV/AIDS patients use ART regularly; but 13.6% use ART rarely and occasionally. In conclusion, though there is generally good level of awareness about HIV and ART in the area, much more needs to be done to enhance the awareness of the population further.


Keywords: Acquired Immuno Deficiency Syndrome, Anti Retro Viral Therapy, Awareness, Human Immuno Deficiency 
i

i

[bookmark: _Toc524323335]List of Tables

Contents 
Page
Table 1: Socio-demographic categories of retrospective data…………………………… 18
Table 2: Sex of patients with in the year recorded data…………………………………...19
Table 3: Frequency of diagnosed HIV positive patients distributed among months……...20
Table 4: The socio-demographic distribution of respondents……………………………..22
Table 5: Awareness of respondents about HIV/AIDS…………………………………..24
Table 6: Knowledge of respondents about HIV/AIDS prevention………………………..25
Table 7: Attitude of respondents with HIV/AIDS………………………………………. 27











[bookmark: _Toc524323336]List of Figures

Figure	Page
Figure 1: Life cycle of HIV………………………………………………………………..10
Figure 2: Map of the study area…………………………………………………………...13
Figure 3: Sex with age groups of respondents…………………………………………….23




		





				

[bookmark: _Toc524323337]
List of Appendices
[bookmark: _Toc522024403]Appendix I: Questionnaires for respondents……………………………………………………..40
[bookmark: _Toc522024404]Appendix II: Interview questions for respondents…………………………………………….44


















[bookmark: _Toc524323338]Acronyms /Abbreviations
ABC – Abstain Be Faithful Condom use
AIDS – Acquired Immuno Deficiency Syndrome
ART – Anti Retro Viral Therapy
ARV- Anti Retro Virus
cART _ Combination Anti Retroviral Therapy
CD4 _ Cluster of Differentiation 
CIA _ Central Intelligence Agency	
 CSA _ Central Statistical Authority 
EDHS _ Ethiopian Demographic Health Survey
EPHI _ Ethiopian Public Health Institute
FHAPCO _ Federal HIV/AIDS Prevention and Control Office
FMOH _ Federal Ministry of Health
GAMET _ Global AIDS Monitoring and Evaluation Team
GAC – Ghana AIDS Commission
HAART _ Highly Active Anti Retroviral Therapy
HIV – Human Immuno Deficiency Virus
LePHIA – Lesotho Population Based HIV Impact Assessment
MARPs _ Most at Risk Populations
MDHS _ Malawi Demographic and Health Survey 
MoE _ Ministry of Education
NRTIs _ Nucleoside Reverse Transcriptase Inhibitors
PLHA _ People Living with HIV/AIDS
PMTCT _ Prevention of Mother to Child Transmission
RNA – Ribo Nucleic Acid
SARDP _ Sida Amhara Rural Development Programs
SSA – Sub-Saharan Africa
STIs – Sexual Transmitted Infections
 TB – Tuberculosis
UAC _ Uganda AIDS Commission
UNAIDS _ Joint United Nations Programs on AIDS
UNFPA _ United Nation Population Fund
UNICEF _ United Nation Children’s Fund
UNLOM – USA National Library of Medicine
VCT _ Voluntary Counseling and Testing
WHO _ World Health Organization






[bookmark: _Toc524323339]Ethical clearance
Ethical clearance was obtained from the Ethical Committee of the College of Natural Science of Addis Ababa University and given to Kuy health center and in turn permission letter was obtained from the head of the health center. The participants were informed about the aims, methods and anticipated benefits of the research and they were also assured of their right to terminate their participation at any time if they feel uncomfortable.








xi

[bookmark: _Toc524323340]1. Introduction
[bookmark: _Toc524323341]1.1. Background of the study
AIDS was born as an acronym for Acquired Immune Deficiency Syndrome, which is caused by HIV an acronym for Human Immune Deficiency Virus. HIV virus targets to breakdown the immune system, which hinders individuals vulnerable to a variety of serious opportunistic diseases, of humans (Williams &Wilkins, 1985).
HIV/AIDS have become a major health problem as worldwide. The epidemic has brought about overwhelming threats to economically poor countries, especially Sub-Saharan Africa (Shabbir et al., 2002). Among the estimated 36 million people living with HIV/AIDS (PLHA), about 95% are found in developing world, of which an overwhelming 70% are in Sub Saharan Africa (UNAIDS, 2012). Young people are at the center of HIV/AIDS epidemic. An estimated 10 million young people aged 15 - 24 years are living with HIV/AIDS and more than 6000 contract the virus every day (UNAIDS, 2004). More than half of all new HIV infections occur in 15 to 24 year – olds (UNAIDS, 2005). Even in the recent year, out of 36.7 million (34.0 million - 39.8 million) PLHA, more than 24.7 million people living with HIV/AIDS are found in Sub Saharan Africa (UNAIDS, 2014).
African youth face fast growing rates of infection with HIV and STIs. In this region most new HIV infection occurs among people aged 15 - 24 years old and sexually acquired (Lissans, 2004). At present, approximately 80% of the population in Sub Sahara Africa is not aware of their infection. More than 90% don’t know if their sexual partners are infected. Such situations promote further spread of the epidemic (Christian and Juergen, 2015 /16).
The HIV /AIDS epidemic is the most serious challenge facing Ethiopia, where the adult population between the ages of 15 - 49, which comprises the vast majority of the work force, is the worst affected (FMOH, 2011). Youth age ranges from 13 - 30 years are particularly vulnerable to HIV because of the strong influence of peer pressure and the development of their sexual and social identities which often lead to experimentation. As they are initiating for sexual behavior, counseling for safe practice is vital (FHAPCO/ MOH, 2007). In this regard, new HIV infection was highest among young people and women. More than one third of all people living with HIV /AIDS were under age of 25 years (UNICEF, 2010).
The rural youth in both sexes in the age range of 15 - 24 are less likely than urban youth to have knowledge about HIV prevention (CSA and ICF, 2016). Contrary to the expectations, small towns included in the Demographic and Health Survey (DHS), exhibited a higher prevalence of HIV compared to bigger towns (Yamane et al., 2008). Ethiopia responded to the HIV epidemic as early as in the mid of 1980s, by developing prevention policies, strategic documents and different guide lines (PMTCT, ART,VCT, ABC e.t.c.) to create conducive environment for the implementation of HIV prevention, care, support and treatment programs by considering school youths as one focusing area (FHAPCO/FMOH, 2007). The Federal HIV Prevention and Control Office identified follow groups as most at risk populations in its HIV prevention package for MARPs, and vulnerable groups. Among MARPs, youth aged 15 - 24 years are included (FHAPCO, 2011). The measures to raise awareness and compact of HIV /AIDS are incorporated in all program activities. It is vital to raise awareness among communities about HIV /AIDS, in order to bring about a change in people attitude and behavior. Community awareness increases people willingness to learn HIV status, protect them, and so reduce the prevalence of HIV (SARDP, 2010).
The term youth is considered as a period during which people explore and discover a range of life events or behaviors including early onset of sexual intercourse (Kauffman et al., 2013). Students in the secondary schools are adolescents and young adults who are engaged or ready to engage sexual activities. They may put them at risk for acquisition of HIV, unless they are properly informed. Therefore, it was necessary to evaluate the efficacy of HIV/AIDS - related education, information and other prevention strategies among the youth. The main aim of this study was to assess incidence of HIV and ART use related knowledge, attitude and good practices of HIV/AIDS patients among Kuy health center.






[bookmark: _Toc524323342]1.2. Statement of the problem
The seriousness of the problem of HIV/AIDS for Ethiopia is not just in terms of health. It affects people in many ways economically, socially, physically, emotionally and psychologically. HIV tends to affect young and middle age adults, when they are in the most productive part of their lives (SARDP, 2010). Most of the Ethiopian higher school students’ age ranges from 15 - 24 years (CIA, 2016/17). The incidence and prevalence of HIV among youth are generally higher relative to the cases in adults (Turnbull, 2010). This is mainly due to the sexual activeness and tendency to engage unsafe sexual practice frequently (Guzman and Bosch, 2007). The age group 15 - 24 accounts about 42% of new HIV infections in people aged 15 and older (FHAPCO and MOE, 2013). Therefore, it is possible to say the Ethiopian higher school students are more vulnerable to HIV/AIDS.
Data from population based survey in low and middle income countries, on Ethiopian young adult survey (2010), showed that only 24% of young women and 36% young men responded correctly from the questions asked about transmission and prevention of HIV/AIDS. In the recent Demographic Health Survey (DHS) key indicator report also similarly, 24% of young women and 39% of men aged 15 - 24 have knowledge about HIV/AIDS prevention mechanisms (CSA and ICF, 2016). The reviews of studies done on school youths also show that the presence of information gaps towards HIV transmission and prevention with disparities among them.
The gap that exists between HIV/AIDS awareness and behavioral change is a pressing matter that needs to be studied continuously (Mariam, 2015). Kuy health center is found in DebayTilat Gin Woreda, East Gojjam Zone, Amhara National Regional State where no one has conducted a research in this case previously. The main purpose of this study was to assess the incidence of HIV/ AIDS and ART use among Kuy health center HIV/AIDS patients towards HIV/AIDS related knowledge, attitude and practice.




[bookmark: _Toc524323343]1.3. Objective of the study
[bookmark: _Toc524323344]General
The general objective of this study was to assess the incidence of HIV/AIDS and ART use at Kuy health center of DebayTilat Gin Woreda, East Gojjam, Ethiopia.
[bookmark: _Toc524323345]Specific Objectives
 The specific objectives of this study were to:
· Assess the level of HIV/AIDS incidence in Kuy town
· Assess the attitudinal perception of the population towards HIV/AIDS
· Determine misconceptions of patients practice on use of ART in the study area
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[bookmark: _Toc524323347]2.1. The Current Status of HIV/AIDS
The impact of HIV/AIDS is multi-dimensional and complex. The incidence of HIV infection, the rate at which new infections are acquired over a defined time period, is much more sensitive to the changing dynamics of disease transmission and provides a more sensitive measure of the current state of the epidemic and of the impact of programmers’ (Zenebu et al, 2015). However, estimates of HIV prevalence are widely available from sentinel surveillance or cross-sectional studies, estimates of HIV incidence are more difficult and more costly to obtain. Since the year 2000, HIV and AIDS have come to the fore front on the international health agenda (UNESCO and MoE, 2012).
[bookmark: _Toc524323348]2.1.1. HIV/AIDS in the Globe
Now, totally 36.7 million (34 million - 39.8 million) people are living with HIV/AIDS across the globe with 2.1 million (1.8 million – 2.4 million) new HIV infections and 1.1 million (940,000 – 1.3 million) AIDS related deaths in 2015 annually. More than 95% of people living with HIV/AIDS are adults in the age 15 and above (UNAIDS (c), 2016).
Prevention programs helped to reduce the annual number of people acquiring HIV from 3.4 million in 2001 to 2.1 million (1.8 – 2.4 million) in 2015. Totally, it shows 35% decline in incidence since 2000 according to UNAIDS/WHO estimates (WHO, 2016). A massive expansion of ART has reduced the global number of people dying from HIV related causes to about 1.1 million in 2015, which is fewer than the peaked in 2005 by 45% (UNAIDS(b), 2016).
Although the number of people acquiring HIV newly is still declining in several countries with large epidemics, the momentum has slowed considerably, especially among young women and girls in African region and in key populations. Additionally, the global new HIV infections, in people aged 15 and above have increased at an estimated rate of 1% in 2010 – 2015 (WHO, 2016).
Incidence has dropped from 3.4 million to 2.1 million new HIV infections from 2001 to 2015, demonstrating the success of wide access of ART particularly in sub-Saharan Africa (WHO, 2016). But the rate of new HIV infection globally is unacceptably high, which indicates the need of new HIV prevention strategies. In addition to this, ART has turned in to the most important component of prevention, but it couldn’t decline the number of new HIV infections in the near future (Christian and Juergen, 2015). Declines in new HIV infection among adults has slowed alarmingly in the recent years, with estimated annual number of new infections among adults remaining nearly static at about 1.9 million (1.7 - 2.2 million) in 2015. Currently, about 5,700 people have acquired HIV infections per day, while 66% of the people who acquired the new HIV infections are among sub – Saharan Africa (Marianne, 2014). Among the adults, age of 15 and above, the new infections of HIV is high. From 5,300 adults who acquired new HIV infections per day, 35% are youths aged 15 to 24 years (UNAIDS(c), 2016). HIV/AIDS incidence increased from year to year that was 728 (27%) increased the HIV incidence in Latin America from the 2004 to 2007 (UNAIDS, 2008).
[bookmark: _Toc524323349]2.1.2. HIV/AIDS in Africa
As UNAIDS reported, the eastern and southern region of Africa are severely affected by HIV/AIDS epidemic. The total number of people living with HIV/AIDS in those regions by the year 2015 was 19.0 million (17.7 – 20.5 million) with 960,000 (830,000 – 1.1 million) new HIV infections and 470,000 (390,000 – 560,000) AIDS related deaths. Even in other regions of Africa like western and central Africa about 6.5 million and in Middle East and North Africa about 230,000 people were living with HIV/AIDS (UNAIDS(c), 2016). The incidence of HIV/AIDS increased from year to year that was increased by 22.4% in Uganda from 2013 to 2014 (UAC, 2014).
African adolescent girls and young women accounted for 25 % of new HIV infections among adults. This is probably due to the harmful gender norms and inequalities, insufficient access to education, poverty e.t.c. are at the root of the increased HIV risk of young women and adolescent girls (UNAIDS (a), 2016). As Malawi HIV/AIDS assessment Survey conducted in 2004 the incidence was in urban (32.9%) greater than rural (13.2%), (MDHS, 2004). About 792 (3.7%) people were HIV positive in age 15 – 24 and 155 (19.7%) new HIV incidence in Uganda (UAC, 2014). The awareness of HIV/AIDS related knowledge and attitudes is low in females (98%) than males (99%) and also females are more infected than males with HIV/AIDS that is 3.6% and 2.7% were HIV positive and level of education (3.6% of HIV incidence in less educated and 2.7% of HIV incidence in more educated) respectively in Ghana (GAC, 2004).
[bookmark: _Toc524323350]2.1.2.1. HIV/AIDS in Sub – Saharan Africa and Ethiopia
Even if the countries of East Africa, the prevalence of HIV began declining by 4% (UNAIDS (d), 2016), the overall number of people living with HIV/AIDS were not decreased. Among young people living with HIV/AIDS, nearly 80% live in Sub – Saharan Africa. Infection rate of young women aged 15 – 24 twice as high as young men globally (Lissan, 2004). Young women account 22% of all new HIV infections at 31% of new infections in Sub – Saharan Africa (UNFPA, 2012). Sub – Saharan Africa accounts 66% of all new HIV infections which occurs per a day globally (UNAIDS (c), 2016).
Ethiopia is among the horn of African countries in which most severely affected by HIV/AIDS epidemic. In Ethiopia, HIV – 1 sub type C remains the predominant strain which mainly spread through unprotected hetro sexual intercourse (Sam, 2013). The total number of people living with HIV/AIDS in Ethiopia by the year 2014 was 769,602 with 15,614 new HIV infections and 35,578 AIDS related deaths (EPHI and FMOH, 2014).
Adolescents and youths aged 10 – 24 make up more than a third of Ethiopian population, out of those more than 18 million are enrolled in primary and secondary schools as well as TVETs (MoE, 2011/12). Nearly 44% of young women’s and 42% of young men’s age in Ethiopian higher schools were out of school (UNESCO, 2014).
The youths in school face a variety of much deeper and complex challenges including HIV/AIDS, gender inequalities, substance abuse etc. (FHAPCO and MoE, 2013). To compact the spreading of HIV, Ethiopia has a wide range of HIV related programs that are focused on the provision of prevention, care, support and treatment services. Those services are coordinated by FHAPCO which was established in 2002 (EPHI, 2014). For all Ethiopia show a steady increase HIV/AIDS peaking that was 80,000 new infection and 106,000 new infection HIV incidence in urban (in Addis Ababa, Diredwa) and rural Ethiopia (regional towns) respectively were estimated in 2003 (FMOH, 2005).
HIV epidemic has nearly stabilized or even declined in most of urban centers while increasing in smaller towns (Yamane et al., 2008). Small towns are becoming hot spots and potentially bridge for further spread of HIV epidemic to rural settings (FHAPCO/FMOH, 2010/11 – 2014/15). HIV/AIDS prevention program shouldn’t be based on the national level statistics, need to be more focused geographically and directed to those regions, districts and communities exhibiting higher prevalence rates (Yamane et al., 2008).
Mapping of prevention activities and documentation of behavioral outcomes remain core activities for a response most at risk populations in HIV prevention programming at regional and district levels (FHAPCO and FMOH, 2011). Rapid expansion of ART program also provided an unprecedented opportunity to scale up HIV/AIDS prevention, care and treatment services in Ethiopia. To guide this movement, the government with partners developed several guidelines and strategy documents (FHAPCO, 2007). The education sector HIV/AIDS policy was prepared with the goal of creating HIV free environment in education sectors. It was focused on the main pillars of HIV programming, prevention, mitigation, mainstreaming care and support and researches (HAPCO, 2011).As several researches have indicated, there were at least a minimum gap among secondary school students in relation with the overall awareness of HIV/AIDS in the country (Sam, 2013).
The study conducted in Enemay District of East Gojjam zone in Ethiopia on secondary school students shows that 90.5% of respondents reported avoiding of sexual intercourse as an effective prevention of AIDS. In addition to this, 85.5% of them stated that being faithful, 86.5% of them knew that using condom and about more or less an equivalent percentage of participants knew that using sterile needles and avoiding the share of needles are important to prevent HIV/AIDS. While high percentage of males (52.2%) and females (64.4%) of the respondents have had experienced multiple sexual partners (Demeke and Sandy, 2014). Similarly, the study which was conducted in Gondar, North West Ethiopia, on high school students’ respondents reported the following as means of HIV transmission: unprotected sex, about 84.6%, unsafe blood transfusion, about 64.2%, contaminated needles, about 78.8%, mother to child about, 69% and mosquito bite, about 3.6% of (Gashaw et al., 2007).
Another study which was conducted in Jimma on high school students shows that almost all respondents knew HIV/AIDS. Only 57.9% of respondents would have shown behavioral change to protect themselves from HIV/AIDS. About 21.1% of the respondents did not know that a healthy looking person may be infected with HIV (Bazzeew and Ascheneke, 2012). In the near past, the study conducted on Batu Terara preparatory students showed that 28.9% of the respondents were sexually active and 61.1% of them started sexual intercourse at the age of 15 to 19. But 66.4% of the respondents had constant sexual partners (Mohammed et al., 2015).
[bookmark: _Toc524323351]2.1.4. Antiretroviral Therapy (ART)
ART are medications that treat HIV. The drugs do not kill or cure the virus. However, when taken in combination they can prevent the growth of the virus. When the virus is slowed down, so is HIV disease. Antiretroviral drugs are referred to as ARV. Combination ARV therapy (cART) is referred to as highly active ART (HAART) (WHO, 2016).
Antiretroviral therapy (ART) is the use of HIV medicines to treat HIV infection. People on ART take a combination of HIV medicines (called an HIV regimen) every day. HIV medicines protect the immune system by blocking HIV at different stages of the HIV life cycle. HIV medicines are grouped into different drug classes according to how they fight HIV. Each class of drugs is designed to target a specific step in the HIV life cycle. Because an HIV regimen includes HIV medicines from at least two different HIV drug classes, ART is very effective at preventing HIV from multiplying. Having less HIV in the body protects the immune system and prevents HIV from advancing to AIDS. ART also reduces the risk of HIV resistance. ART can’t cure HIV, but HIV medicines help people with HIV live longer, healthier lives. HIV medicines also reduce the risk of HIV transmission (the spread of HIV to others). HIV attacks and destroys the CD4 cells of the immune system. CD4 cells are a type of white blood cell that plays a major role in protecting the body from infection. HIV uses the machinery of the CD4 cells to multiply (make copies of it) and spread throughout the body. This process, which is carried out in seven steps or stages, is called the HIV life cycle (UNLOM, 2018).
The seven stages of the HIV life cycle are: 1) binding, 2) fusion, 3) reverse transcription, 4) integration, 5) replication, 6) assembly and 7) budding. To understand each stage in the HIV life cycle, it helps to first imagine what HIV looks like. Now follow each stage in the HIV life cycle, as HIV attacks a CD4 cell and uses the machinery of the cell to multiply (UNLOM, 2018).

[image: Steps of HIV replication]
Figure 1: Life cycle of HIV (UNLOM, 2018)
ARV drugs attacks HIV in a different way. The first class of anti-HIV drugs was the nucleoside reverse transcriptase inhibitors (also called NRTIs or nukes). These drugs block step 4 where the HIV genetic material is used to create DNA from RNA (UNAIDS(c), 2016). As HIV and AIDS Uganda country progress report that in 2014 there was 22.4% (34) people were taken ART (UAC, 2O14). Ghana HIV Sentinel Survey reports on 2004 about 1,615 HIV positive people were taken ART in Ghana (GAC, 2004). Population based HIV study was conducted in Lesotho was about 88.3% of people were on ART and about 18.9% were under age of 15 – 24 and 2.1% age between 0 – 14 that were 67.6% total HIV positive (70.5% were female and 63.4% were males) from year 2016 – 2017 (LePHIA, 2017).
[bookmark: _Toc524323352]2.1.5. Seasonal HIV incidence
Weather condition is the main factor for HIV incidence, temperature is essential for the life cycle of HIV. During warm weather condition HIV life cycle is fast because enzymes are more active for cellular activities. HIV incidence varies depending on season. It is high in winter (dry season) than that of summer (rainy season) and other seasons. The roughly estimate of U.S.A. population showed that 344,000 people living with HIV/AIDS in December 2001 (U.S.A. Census Bureau, 2002). The seasonal assessment of HIV incidence conducted in 2004 in Malawi showed higher in winter (30.9%) compared to the level in summer (11.8%), (MDHS, 2004).















[bookmark: _Toc524323353]3. Materials and Methods
[bookmark: _Toc397352507][bookmark: _Toc524323354]3.1 Study area and study period
The study was conducted in Kuy town. Kuy is the administrative town of DebayTilat Gin Woreda. Kuy town is located in East Gojjam with a total population of 33,410. The city is approximately 284 km far from Addis Ababa to the north-west direction. It is also 285 km far from Bahir Dar which is the capital city of Amhara National Regional State. Kuy is 60 km far from Debre Markos i.e. the administrative town of East Gojjam zone (Figure 2).
Kuy covers 565 hectares. It is characterized by a rainfall rate of 1,100 - 1,189 ml and a temperature range of 12 - 20 degree centigrade. It has also an average altitude range of 1,700 – 2,315 meter above sea level and all the community speak Amharic language. The town has governmental and private health institutions. There is one health center. There are also 2 private clinics and two private drug stores. Concerning about educational institutions, there is one TVET college, one preparatory school, one secondary school, two governmental primary schools and one private kindergarten school. Also there are one bank and two micro banks in the town (www.wikipidia/debaytilatgin).
	Kuy Health center provides many services for its clients. ART clinics of the health institutions are the service division which delivers ART service for HIV positive clients and VCT facility. The current study was conducted in ART clinic of Kuy health center.
The study would be conducted starting from September 2017 – May 2018 at Kuy health center ART clinics.
[image: C:\Users\User\Desktop\Debay.jpg]
Figure 2: Map of the study area








[bookmark: _Toc524323355]3.2. Study design and Study Population
A comparative cross-sectional study was conducted on HIV positive patients at Kuy Health center ART clinic. The study population included all HIV positive patients visiting Kuy Health center ART clinic from September 2017 to May 2018.
[bookmark: _Toc524323356]3.3. Sample Size and Sampling Technique
Since there is no any research conducted around Kuy, we considered p=0.5.
We use the formula n=p (1-p) (zα/2)2d2
n= 0.5(1-0.5) (1.85)2s
0.05x0.05
n=384
Where p= 0.05
Zα/2= 1.85 (from table)
d= 0.05
So the sample size was 384.
In the ART clinic of Kuy health center about 650 patients recorded from 2014 to 2018 as HIV positive and all 650 data were used for retrospective data that helps to compare the primary data. The data collected from February abe to May 2018. The study subjects or participants were included after they were asked for their permission and volunteer to participate in the study.
[bookmark: _Toc524323357]3.4. Inclusion and Exclusion Criteria
The retrospective data collection included all individuals who were examined in the health center ART clinic from 2014 to May 2018. For primary data collection, 384 patients were included by systematic random sampling technique. The researcher went to the health center once in a week. Those HIV/AIDS patients that were present in the day were included and allowed to fill the questionnaire and the rest that were treated in other days had been excluded from the study.

[bookmark: _Toc524323358]3.5. Study Variables
1. Dependent variables: - Incidence of HIV
2. Independent variables: - Socio-demographic variables such as age, sex, month, residence, marital status, educational status, knowledge e.t.c.
[bookmark: _Toc524323359]3.6. Data Quality Control
The collected data were checked for completeness, accuracy, clarity, and consistency. Before analysis was carried out the questionnaires were checked by reading 384 individuals were included in the study by systematic random sampling technique. The study was conducted from September 2017 to May 2018.
[bookmark: _Toc524323360]3.7. Data Collection
Both quantitative and qualitative primary data as well as secondary data were collected. The primary data was collected by questionnaire survey in Amharic language. The secondary data was obtained from document analysis. The data was gathered from the beginning of February until the end of May 2018. It was gathered from 384 respondents that were selected through systematic random sampling techniques.
[bookmark: _Toc524323361]3.7.1. Data Collection Instruments
[bookmark: _Toc524323362]3.7.1.1. Questionnaire
To collect the quantitative data, the researcher has prepared self – administered, semi - structured questionnaire in English and translated in to Amharic. The questionnaire had two parts. The first part contains five questions that asked the respondents to fill their demographic profiles (sex, age, marital status, educational status and residence). The second part contained a collection of 22 questions, which measures the level of awareness about HIV/AIDS and practice of patients towards ART use.
Before the questionnaire papers were given to the respondents, a brief introduction was given to them. They were informed to be confident to reflect their real internal feelings. Even in the ART room, the respondents were arranged with sufficient time to keep their response as secret. The respondents also are aware of avoiding any connection of their names with the data what they filled.
[bookmark: _Toc524323363]3.7.1.2. Interview
Through face to face interview, qualitative data were collected. The face to face interview was conducted with randomly selected 8 HIV/AIDS positive patients and 4 are nurses from the normal sample. During the interview, the researcher used smart phone so as to capture audio and video records. The interviewees were asked their willingness to be recorded before the interview.
[bookmark: _Toc524323364]3.8. Data Analysis and Presentation
Data was processed and analyzed using SPSS version 20 statistical software. Finally, the result of descriptive analysis presented using X2 test with tables, graphs of frequency, percent and p- value. 
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[bookmark: _Toc524323366]4.1. Socio- demographic features of retrospective data
According to Kuy health center from 2014 to May 2018 a total of 650 individuals were recorded as HIV/AIDS patients. Among these 256 (39.4%) were males and 394 (60.6%) were females. There was variation in age categories between recorded patients; thus, 378 (58.1%) were from 15 to 29, 186 (28.6%) were among 30to 44, 29 (4.5%) were from 0 to 14, 29 (4.5%) were between 45 to 59 and 28 (4.3%) were year above 60 (Table 1).
Age wise differences in HIV incidence were found to be statistically significant (p - value =0.00), the highest incidence recorded being in the age group of 15 - 29 years old; and the lowest incidence was in the age group above 60 years old.
 About 520 (80%) of patients recorded in the health center were had CD4 cell count greater than 200 and 130 (20%) of the patients had CD4 cell count lower than 200. Thus CD4 is significant for HIV incidence (p – value = 0.03). According to the health center data recorded shows HIV/AIDS patients have good practice of adherence and ART follow up, that were significant for HIV incidence (p – value < 0.05).










Table 1: age categories of retrospective data
	

	P- Value (95% confidence interval)

	Sex
	

	
	
	Male; N (%)
	Female; N (%)
	Total; N (%)

	Age
	0.00
	
	
	

	0-14
	
	11(37.9)
	18(62.1)
	29(4.5)

	15-29
	
	147(38.9)
	231(61.1)
	378(58.1)

	30-44
	
	74(39.9)
	112(60.1)
	186(28.6)

	45-59
	
	13(44.8)
	16(55.2)
	29(4.5)

	>60
	
	11(39.3)
	17(60.7)
	28(4.3)

	CD4+cell count
	0.03
	
	
	

	<200
	
	51(39.2)
	79 (60.8)
	130 (20)

	>200 
	
	205 (39.4)
	315 (60.6)
	520 (80)

	Adherence
	0.04
	
	
	

	Good
	
	205 (39.4)
	315 (60.6)
	520 (80)

	Poor
	
	51(39.2)
	79 (60.8)
	130 (20)

	Follow up(year)
	0.049
	
	
	

	<1
	
	8 (40)
	12 (60)
	20 (3.1)

	1-3
	
	2 (33)
	4 (67)
	6 (0.9)

	>3
	
	2 (50)
	2 (50)
	4 (0.6)

	Total
	
	256 (39.4)
	394 (60.6)
	650 (100)


 	
According to the data recorded at the health center females were more prone to HIV/AIDS than males. In all age categories the patient record showed that the numbers of HIV positive males were lower than that of females (Table 2).
As the health center ART clients’ document showed the incidence of HIV/AIDS has increased from year to year,29 (4.5%) in 2014, 94 (14.5%) in 2015, 106 (16.3%) in 2016, 171 (26.2%) in 2017 and 250 (38.5%) in 2018 (Table 2).
Table 2: Sex of patients with in the year recorded data
	Year
	
	Sex
	Total; N (%)
	P – Value = 0.19

	
	Male; N (%)
	Female; N (%)
	
	

	2014
	11(37.9) 
	18(62.1)
	29(4.5)
	

	2015
	37(39.4)
	57(60.6)
	94(14.5)
	

	2016
	42(39.6)
	64(60.4)
	106(16.3)
	

	2017
	67(39.2)
	104(60.8)
	171(26.2)
	

	2018
	99(39.6)
	151(60.4)
	250(38.5)
	




As the data shows in the table 2 the frequency of infected males and females varied in each year but the sex based difference was statistically insignificant (Table 2).
Most of the patients recorded (252) were during the months December to February. As the table shows the lowest (12.5%) prevalence was recorded from September to November. The frequency of patients were 200 (30.7%) from March to May and 117 (18%) were from June to August, respectively. This variation in incidence from season to season was significant (p - value= 0.01).








Table 3: Frequency of diagnosed HIV positive patients distributed among months
	

	
Sex
	Total
Frequency
	
Percent
	P – value 
(95% confidence interval)

	Months
	Male; N (%)
	Female; N (%)
	
	
	0.01

	September to November 
	32(39.5)
	49(60.5)
	81
	12.5%
	

	December to February 
	99(39.3)
	153(60.7)
	252
	38.8%
	

	March to May 
	79(39.5)
	121(60.5)
	200
	30.7%
	

	June to August 
	46(39.3)
	71(60.7)
	117
	18%
	



Approximately most (60%) of the patients recorded in all seasons were females and 40% were males, that is, 60.5% in September to November, 60.7% in December to February, 60.5% in March to May and 60.7% in June to August were female, whereas 39.5% in September to November, 39.3% in December to February, 39.5% in March to May and 39.3% in June to August were males. Overall, the incidence was highest in winter than in other seasons.






[bookmark: _Toc524323367]4.2. Socio-demographic characteristics of respondents
A total of 384 respondents participated in this study among Kuy health center patients with response rate of 96.2%. One hundred thirty three (34.6%) of the respondents were male and two hundred fifty one (65.4%) were females. Of the participants 283 (73.7%) came from urban and one hundred one (26.3%) were from rural.

















Table 4: The socio-demographic distribution of respondents
	Variable
	Response set
	Frequency
	Percent
	P – Value

	Sex
	Male
	133
	34.6
	0.09

	
	Female
	251
	65.4
	

	
	Total
	384
	100
	

	Age
	14 - 24
	207
	53.9
	0.02

	
	25 - 30
	114
	29.69
	

	
	>31
	63
	16.41
	

	
	Total
	384
	100
	

	Marital status
	Married
	143
	37.2
	0.01

	
	Single
	241
	62.8
	

	
	Total
	384
	100
	

	Residence
	Urban
	283
	73.7
	0.04

	
	Rural
	101
	26.3
	

	
	Total
	384
	100
	

	Educational Status
	Grade1-4
	157
	40.9
	0.03

	
	Grade 5-8
	89
	23.2
	

	
	Grade 9-12
	71
	18.5
	

	
	Above
	67
	17.4
	

	
	Total
	384
	100
	



Urban residents were highly infected than rural residents. Residence is significant for HIV incidence (p - value= 0.04).
Of the respondents, one hundred fifty seven (40.9%), from grade 1 - 4, were the majority; as the educational status increased the frequency of HIV positivity decreased; thus, education was significant for HIV incidence (p – value < 0.05). Distribution of Sex in the town is not balanced. Approximately, females are covered the larger percentages of males in table 4.
The overall percentage of respondents who had marriage was one hundred forty three (37.2%). Most of the respondents, two hundred forty one (62.8%) didn’t have marriage. As marital status of respondents indicated, marriage is nearly doubled among females (Table 4).
Single respondents were highly infected with HIV than the married one. Thus, marital status is significant for HIV incidence (p - value= 0.01).
Furthermore, about two hundred seven (53.9%) of the respondent’s age group is found between 14-24 years and one hundred seventy seven (46.1%) of the respondent age group is found above 24 years. The minimum and the maximum age of the respondents were between 14 and 50 years respectively. Age was significant (p – value= 0.02); but sex was not significant (p - value= 0.09) for HIV incidence of respondents.
[image: ]
Figure 3: Sex with age groups of respondents
[bookmark: _Toc524323368]4.2.1. Awareness of respondents about HIV/AIDS
About twelve (3.1%) of the respondents reported that they didn’t know the difference between HIV and AIDS separately. Of the respondents, 3.1% also didn’t know any person who was infected with HIV or died of AIDS. With the exception of these, others have good understanding about HIV and AIDS. Among respondents slightly lower level of awareness is observed in the town of Kuy, 96.9% have good awareness of HIV/AIDS is that HIV positives were learned after they were infected and others were by having awareness they were not caught by HIV (Table 5).
Table 5: Awareness of respondents about HIV/AIDS
	
no

	
Variables
	
Responses

	
	
	Yes N (%)
	No N (%)

	1
	HIV awareness
	372(96.9%)
	12(3.1%)

	2
	Knowledge of the disease
	AIDS
	HIV

	
	
	354(92.2%)
	30(7.8%)

	3
	Knowledge of the pathogen
	30(7.8%)
	354(92.2%)

	4
	Aware of cure from HIV/AIDS
	42(10.9%)
	342(89.1%)

	5
	Anti - drug for HIV
	354(92.2%)
	30(7.8%)

	6
	Self knowing 
	310(80.7%)
	74(19.3%)

	7
	Know using condom 
	209(54.4%)
	175(45.6%)

	8
	Identifying the person by looking 
	48(12.5%)
	336(87.5%)

	9
	Insects transmitting HIV/AIDS
	33(8.6%)
	351(91.4%)

	10
	Mode of HIV/AIDS transmission
	Unsafe sex
	Sharp materials

	
	
	358(93.2%)
	26(6.8%)

















4.2.2 Awareness of respondents about HIV/AIDS transmission
About 358 (93.2%) and 26 (6.8%) of the respondents reported that unsafesex and sharp materials were the main routes of HIV/AIDS transmission, respectively. Relating to the chance of HIV/AIDS transmission through eating with patients, greeting, e.t.c., most of the respondents indicated that the chance of HIV/AIDS transmission is low and even it has no chance.
Majority of the respondents (87.5%) were aware in that they could not identify infected people by observation and 351 (91.4%) of the respondents responded that insects like flea, mosquito could not transmit HIV/AIDS. Of respondents 12.5 % and 8.6% were wrongly aware in that they said they can identify by looking the person if he is HIV positive or not and insects like flea, mosquito could transmit HIV/AIDS, respectively (Table 5).
Table 6: Knowledge of respondents about HIV/AIDS prevention
	NO
	Variable
	Respondent set in N (%)

	1
	Current HIV/AIDS incidence
	Increase
	Decrease

	
	
	358(93.2%)
	26(6.8%)

	2
	Awareness of people currently
	50(13%)
	334(87%)

	3
	Source of HIV/AIDS knowledge 
	Teachers
	Nurses
	Patients
	Mass media

	
	
	160(41.7%)
	163(42.4%)
	42(10.9%)
	19(4.9%)

	4
	Stakeholder of HIV/AIDS 
	21(5.5%)
	13(3.4%)
	Government
	All individual

	
	
	
	
	52(13.5%)
	298(77.6%)

	5
	Method of HIV/AIDS Prevent ion
	Abstain
	Befaithful
	Use condom
	by all

	
	
	4(1%)
	38(9.9%)
	49(12.8%)
	293(76.3%)

	6
	Ethiopia grouping under MARPs 
	Economical under develop
	Literacy
	Climate

	
	
	332(86.4%)
	46(12%)
	6(1.6%)

	7
	Opportunistic disease of HIV/AIDS 
	TB
	STIs
	Pneumonia
	Typhoid

	
	
	290(75.5%)
	94(24.5%)
	0
	0



About 76.3% of the respondents reported that they apply all methods as a prevention mechanism of HIV/AIDS transmission. Whereas about 12.8% of participants reflected use of condom, 9.9% being faithful and 1% abstain. Majority of the respondents 358 (93.2%) responded that the incidence of HIV/AIDS is currently on rise and 26 (6.8%) of the respondents responded that the incidence of HIV/AIDS is currently decreasing. About 87% of respondents showed that the awareness of the people is decreasing and 13% of the respondents responded that the awareness of the society is increasing nowadays. Most of the respondents (77.6%) reported all individuals are responsible to prevent HIV/AIDS, 13.5% of the respondents said government is responsible for HIV/AIDS prevention, 5.5% responded that teachers are responsible for HIV/AIDS prevention and 3.4% responded that nurses are responsible for HIV/AIDS prevention. About 86.4% responded that Ethiopia is grouped under MARPs or hot spot country in HIV/AIDS due to the countries under development. Some lower respondents (12%) said that Ethiopia is grouped under MARPs or hot spot country in HIV/AIDS due to literacy and 1.6% of the respondents reported that Ethiopia is grouped under MARPs or hot spot country in HIV/AIDS due to climate. Most of the respondents (75.5%) reported that TB is the main opportunistic disease manifested in HIV/AIDS patients and 24.5% of the respondents reported that STIs are mainly manifested in HIV/AIDS patients (Table 6).
[bookmark: _Toc524323369]4.2.3. Attitudes of respondents about HIV/AIDS and ART
About 85.2% of the respondents reported that ART is used to breaking the life cycle of HIV/AIDS. 11.7% of the respondents believed that ART is used to avoid transmission of HIV/AIDS from one person to another person and 3.1% of the respondents believed that ART helps to cure HIV/AIDS.










Table 7: Attitude of respondents with HIV/AIDS
	No
	Variables
	Response set in N (%)

	1
	The function of ART
	For cure

	Breaking lifecycle of HIV
	Avoid transmission to  other

	
	
	12(3.1%)
	327(85. %)
	45(11.7%)

	2
	Starting ART
	As soon as I know
	After long period
	I don’t use

	
	
	205(53.4%)
	42(10.9%)
	18(4.7%)

	3
	Follow up ART
	I am not drop
	Sometimes I drop
	I drop out

	
	
	229(86.4%)
	18(6.8%)
	18(6.8%)

	4
	Degree of condom for preventing HIV/AIDS
	Higher
	Low
	Medium
	Very low

	
	
	356(92.7%)
	12(3.1%)
	10(2.6%)
	6(1.6%)

	5
	Attitude avoid stigma
	326(84.9%)
	14(3.6%)
	13(3.4%)
	31(8.1%)



From the total participants 265 (69 %) were HIV/AIDS patients and ART users. About 229 (86.4%) patients were taking ART without interruption. About 36 (13.6%) of the respondents were taking ART rarely and occasionally dropout as shown in table 7.




[bookmark: _Toc524323370]4.3. Awareness of Interviewed Participants
The interviewees forwarded that they are well informed about HIV/AIDS. Most of them could mention for each more than two transmission and prevention ways of HIV/AIDS. Even if almost all of them indicated that AIDS could be prevented through different healthy practices like abstain, be faithful, use condom (ABC), blood test (VCT), ART, e.t.c., unexpectedly, most of them did have blood test.
Although they had good information about HIV/AIDS which is comparable with questionnaire scores, some of them forwarded a negative attitude towards them by the society due to they were PLHA and affected with stigmatism. Most of the participants were have knowledge about current status of HIV/AIDS that is increasing with in high rate. All the participants said that the awareness of the society is decreasing as well as misconceptions about ART using both patients and others that its risk is high. The interviewees assessed that most the patients those visited the health center were HIV/AIDS positive that is approximately 1,000 patients were visited the health center per month and around 200 were HIV/AIDS positive.










[bookmark: _Toc524323371]5. Discussion
The study represents an initial attempt to assess HIV/AIDS incidence and ART use in Kuy towards HIV/AIDS related knowledge and attitude on the HIV/AIDS patients. The study showed that majority of the patients and the society today has more suffer to HIV/AIDS that the incidence is increasing from year to year as recorded in the health center. The age group between15 - 24 is mostly infected with HIV/AIDS both in retrospective data and primary data that is 54.2% and 53.9% respectively that is greater than another study of 35% in the world (UNAIDS, 2016) and study was conducted in Uganda 3.7% were HIV positive between age group of 15 to 24 (UAC, 2014). Also females are infected more than males similarly in retrospective and primary data as showed in frequency of 60.6% in recorded data and 65.4% of primary data that is higher than 64% females by Demeke (Demeke and Sandy, 2014); Mazengia and Worku, 2009). Another study shown that females are less aware than males because of this they are more affected than a male that is the data survey was 39% of males and 24% of females aware of HIV/AIDS (CSA, and ICF, 2016) and the research conducted in Ghana about awareness of HIV/AIDS related knowledge is that females were 98% aware and males were 99% aware (GAC, 2004).
 Most of the respondents (73.7%) were living in urban and 26.3% were living in rural that are people living in town more infected than rural residents that is much greater compare with other study was conducted in Malawi that is 32.9% were in urban and 13.2% were in rural residence was infected by HIV/AIDS in 2004 (MDHS, 2004). Also it was much smaller as compare with another study investigated in Ethiopia about 80,000 new infection in urban and 106, 000 new infections in rural Ethiopia towns respectively (FMOH, 2005). In smaller towns HIV incidence is higher than that of larger towns relatively similar with the study done by CSA and ICF (CSA and ICF, 2016).
The incidence of HIV/AIDS has increased from year to year. In this study HIV incidence is 34% that is 4.5% in 2014 and it has increased to 38.5% in 2018 it is greater than similar study conducted in Latin America has increased by 27% from 2004 to 2007 (UNAIDS, 2008) and also conducted study on assessment of HIV incidence in Uganda has increased by 22.4% from 2013 to 2014 (UAC, 2014).
Marital status is significant for HIV incidence that was about 62.8% of respondents were single and 37.2% were married. Single marital status was more affected with HIV/AIDS than the married adults. That is non – married were sexually more active than married individuals. When it was compared with other study it is greater than the result of 28.2% (Mohamed et al., 2015), 14.9% (Gashaw et al., 2007) and 58.7 %( Demeke and Sandy, 2014; Mazengia and Worku, 2009).
HIV incidence is varying within months, in this study the incidence was 26.3% that is about 38.8% of patients was infected in winter (dry season) and 12.5% was in autumn that is nearly similar to the study conducted about HIV prevalence in Malawi was 30.9% in dry season (winter) and 18.4% in rainy season (summer); (MDHS, 2004). The difference was due to climatic variation at the study area.. So similar study shows in U.S.A. roughly 344,000 people were infected in December in 2001 (U.S.A. Census Bureau, 2002).
HIV incidence is higher in less educated than in more educated that was about 157 (40.9%) were infected and 67 (17.4%) were infected by HIV/AIDS respectively. That was much higher as compared with another finding done in Ghana 3.6% less educated and 2.7% more educated were infected with HIV/AIDS (GAC, 2004).
Even if all the respondents were not aware as reported in another study (Zenebu et al., 2015), the percentage response of respondent (96.9 %) in the present study suggested a considerable awareness was already present among them. This is comparable to similar study done in Gonder secondary school students in northern part of Ethiopia (Yitayal et al., 2011). As expected, the decreasing level of awareness was found to be closely associated with their knowledge of HIV/AIDS of the society. About 87% respondents were responded that the awareness of population in Kuy town about HIV/AIDS is decreasing whereas about 89.1% of respondents were responded that any patient was not cured from HIV/AIDS. Contrary to expectations 10.9% of respondents also were having slightly lower knowledge in some cases of curity of HIV/AIDS. Also 7.8% of respondents had low level of ART awareness but 92.2% were having greater awareness about ART. About 85.2% of respondents know the objective or function of ART that used for breaking the life cycle of HIV and the rest of respondents were have misconception about ART drugs.
Majority of HIV/AIDS patients (86.4%) from respondents were taking ART frequently and regularly but 13.6% HIV/AIDS patients were taking ART occasionally. It is comparable with 87.3% of respondents as reported in another study conducted in Bale Zone (Mohamed et al., 2015); but greater than 45% that studied as worldwide (UNAIDS, 2016). Though 93.2% of the respondents gave the first rank to unsafesex as a main route of HIV/AIDS transmission currently, small portion of respondents (6.8%) stated that sharp materials are the main mode of HIV/AIDS transmission. It is important to note that 8.6% of participants incorrectly forwarded that HIV spreads through insects like flea, mosquito as it feeds human’s blood even if it was slightly higher than the results of the study (2.5%) which was conducted among students of secondary school in Gonder (Gashaw et al., 2007).
Other studies have done elsewhere reported unsafesex as a basic route of transmission of HIV/AIDS (Mohamed et al., 2015); Marianne, 2014). In this study about 93.2% of respondents have given priority to unsafesex over the others like greeting (0%), eating with patients (0%) and sharing of sharp materials (6.8%) as main route of HIV transmission currently.
In this finding majority (87.5%) of participants were aware that by looking person one could not identify whether one is infected with HIV/AIDS or not. This is much higher than the study conducted in Metu in which 69.5% of the respondents mentioned that they know that a person who has the virus but looks healthy can transmit the virus. The difference may be due to differences in sample size as well as differences in socio-cultural conditions. But, more similar results are reported on prevention mechanisms particularly relating to abstain, be faithful and condom use (Zenebu et al., 2015). Majority (84.9%) of the respondents suggested positive attitude to avoid stigma in HIV/AIDS infected individuals. This is nearly comparable result with the finding (60.9%)conducted in Metu secondary school that reported HIV/AIDS can be transmitted while eating meals cooked by infected person (Zenebu et al., 2015). This explains still the difference that exists between the need to reduce stigma and practicing a positive attitude towards PLHA in one’s daily life. Despite the good level of positive attitude of the town communitywide infected neighbors and reasonably good level of awareness regarding to the transmission of HIV/AIDS, they also reflected certain misconceptions and negative attitudes about transmission of HIV/AIDS and PLHA.
It is interesting, even only for about 84.9% of respondents reported condom as moderately and highly effective preventive tools, about 54.4% of respondents suggested that they could use condom. The overall percentage response of respondents in this case reported a better awareness than similar study done elsewhere (Gashaw et al., 2007).
About 77.6% of the respondents did forward that all individuals are stakeholders to prevent and control as well as decrease the incidence of HIV/AIDS while other respondents 13.5% were responded that government is the main responsible to prevent HIV/AIDS, 5.5% responded that teachers are the main responsible to prevent HIV/AIDS and 3.4% responded that nurses are the main responsible to prevent HIV/AIDS respectively.
Most of the respondents (86.4%) stated that Ethiopia is grouped under MARPs or hot spot in HIV/AIDS prevalence due to in case of economically poorness. That is lower than another study done in HIV/AIDS prevalence in Sub-Saharan 95% (Shabbir et al, 2002). This could lead to rise of commercial sex workers; but others (12%) were misinformed in that Ethiopia is grouped under MARPs due to literacy and 6% were reported due to climate. On the other hand, it is much greater than the results of other studies conducted elsewhere in which 58.7% of respondents had engaged sexual intercourse with two or more partners for income (Demeke and Sandy, 2014; Mazengia and Worku, 2009).
Besides their good level of awareness about HIV/AIDS transmission, they also admitted certain misconceptions. Unexpectedly, the figure of respondents (42.4%) who learn about HIV/AIDS for the first time from nurses, and 41.7%who learn from teachers was much smaller when compared to another study 71.9% done in elsewhere (Mohamed et al., 2015).
[bookmark: _GoBack]Almost all of the interviewees forwarded that the incidence of HIV/AIDS is increasing now today because of decreasing of the understanding or awareness level of the society. Almost all were having knowledge of using ART. Generally 20% of the patients those visited Kuy health center infected with HIV/AIDS. The study is an encouraging finding which should be strengthened by establishing additional HIV/AIDS voluntary association to the community in the study area.


[bookmark: _Toc524323372]6. Conclusion and Recommendations’
Conclusion
The study has some of important issues about the assessment of HIV incidence and ART use in Kuy. Even though there are some misconceptions of the knowledge of the societies on the basic concept of HIV/AIDS transmission and prevention is high. In this cross sectional study, some of the major misconceptions towards HIV/AIDS were relating to PLHA, healthy looking persons, usage of ART and its effectiveness. Therefore, a continued awareness creation programs are required to bring the desired behavioral change and correct misconceptions. The study concluded that HIV incidence is increasing from year to year as well as it is time or season dependent.
Recommendations
According to the finding of this study, additional efforts should be desired to scale up the assessment of HIV incidence and to correct misconceptions among people on HIV/AIDS preventive measures by the concerned bodies.
►Expectations from Woreda health center principals
The Woreda health center principals should be given attention to better implementation of ART using at the existing programs to reduce HIV reproduction, misconceptions, and to develop positive attitude towards PLHA.
They have to aware the town community on the importance of condom as a preventive tool to HIV/AIDS and practiced them to develop the skill to use it correctly.
They have to establish and strengthened different voluntary associations like youth life skill clubs, recreation places (stadium for sport practicing) are create awareness messages to the society about HIV/AIDS transmission and prevention mechanisms.
They should work to reduce peer pressures among school youths.
►Expectations from the Government
Since some misconceptions on the way of HIV transmission and prevention and negative attitudes, all the concerned stakeholders should be integrated to modify these situations.
Along with new action strategies, attention should be given to better coordination and follow up the implementation of HIV/AIDS related services at the community level.
Produce and distribute materials like condom sufficiently and avoid cultural believes like early marriage, addiction on drinking especially local beer (katicall) in the study area.
►Expectation from Researchers
Further researches are needed to explore HIV /AIDS and other determinant factors. This is because of the dynamic nature of HIV infection as it could be changed as a function of time.
To test the result of preventive measures and efficacy of the existing policies more similar studies targeted community based training as well as life skill training are required at regular time.
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Addis Ababa University
School of Post Graduate Studies
General Instruction: Dear respondents; this questionnaire has been designed for you to gather reliable information on your awareness level ofHIV/AIDS related knowledge, attitude and practice in your town most of the questionnaire are too personal which requires your willingness to write honest information your genuine responses will have great value on the outcome of  this research. Most of the questionnaires are designed in multiple choice forms. So, you are kindly requested to give your information by putting (X) symbol on the box of your choice. Additionally you are invited to write additional information on the space provided if necessary. As much as possible, the researcher would like to ask you to attempt all the 22 items. Finally, I would like to express my heartfelt thanks for your contribution.
I. Demographic profile of the study population
1. Sex: Male           Female
2. Age: 14-25      26-30       >31
3. Marital Status: Married       Single
4. Residence:    Urban         Rural
5. Educational status: Grade 1-4       5-8         9-12        above    
II. Questions which measure the awareness level of HIV/AIDS related knowledge, attitude and practice among patients in Kuy health center
1. Do you know the difference between HIV and AIDS correctly? Yes       No
2. Which one is the disease?  AIDS       HIV
3. Which one is the pathogen?  AIDS      HIV
4. Currently what is the incidence of the disease? Increasing      Decreasing
5. In Q4 if your answer is increasing what is the reason? awareness of the society increase         awareness of the society decrease
6. Is it possible cure from AIDS?  Yes         No
7. Is there antidrug for HIV? Yes         No
8. What is the objective of the anti - HIV drug? For cure        Breaking the life cycle of HIV       Prevent transmission
9. Would you know if there is the disease in your blood stream? Yes      No
10.  In Q9 if your answer is yes when you start the anti - HIV drug /ART?  As soon as I know      I do not use      After long period
11. Have you dropping ART after starting use?  Yes       No
12. Who teach you about HIV/AIDS at the 1st time? Teachers      Nurses          Patients      Mass media 
13. What is the main mode of AIDS transmission? Unsafesex       Sharp materials         Eating with patients        Greeting
14. How we can control AIDS prevalence? abstain      Being faithful     Condomise      Using all
15.  Who is the main responsible to decrease HIV/AIDS? Government     Teachers      Nurses      All the society
16. Why Ethiopia group under hot spot country in HIV/AIDS? Due to economical under develop          Due to litracety        Due to climate
17.  Do you know using condom?  Yes      No   
18. How much degree is accurate using condom to prevent HIV/AIDS? Very low      Medium       High
19.  How you work to avoid HIV/AIDS patients not discriminate? Highly        Medium       I do not work
20.  Are insects like flea, mosquito can transmitting HIV/AIDS? Yes         No
21.  Is it possible to identifying simply by looking people whether HIV positive or not? Yes        No
22.  Which opportunistic disease is the main one that manifests in HIV/AIDS? TB     Pneumonia           Typhoid         STIs          cholera       
THANK YOU VERY MUCH!!!


አዲስአበባዩኒቨርስቲ
ድህረ - ምረቃ ት/ቤት
አዲስ አበባ
መግቢያ፡ይህመጠይቅየተዘጋጀበትዋነኛምክንያትበቁይጤናጣቢያያለዉንየኤችአይቪኤድስስርጭትናኤርቲአጠቃቀምላይማለትምበእውቀት፣በአመለካከትእናበተግባራዊልምድዙሪያለማጥናትእንዲያስችልመረጃለመሰብሰብነው፡፡በመጠይቁውስጥብዙግላዊየሆኑእናበግልጽለመመለስየሚያስቸግሩጥያቄዎችየተካተቱስለሆነእርስዎየሚሰጡትእውነተኛእናሀቀኛየሆነምላሽለጥናቱመሳካትከፍተኛዋጋአለው፡፡የሚሰጧቸውግላዊየሆኑምላሾችሚሲጥራዊነታቸውሙሉበሙሉየተጠበቀእንደሚሆንጥርጣሬአይግባዎት፡፡በተጨማሪምስምዎንመጻፍየለብዎትም፡፡ከማንኛውምመረጃጋርስምዎተያይዞአይቀርብም፡፡አብዛኞቹመጠይቆችበምርጫመልኩየተዘጋጁስለሆኑበሚስማሙበትመልስስርካለውሳጥንላይ // ምልክትያስቀምጡ፡፡ተጨማሪምላሽለሚጠይቁመጠይቆችበተሰጠውባዶቦታላይመልሱንይፃፉ፡፡የተከበራችሁየዚህመጠይቅተሳታፊዎችለምትሰጡትእውነተኛእናሀቀኛምላሽከልብየመነጨምስጋናአለኝ፡፡
I. አጠቃላይየግለሰብመረጃ
1. ፆታ፡    ወንድ               ሴት
2. እድሜ፡ ---------------      
3. [image: ][image: ]የጋብቻ ሁኔታ፡      ያገባ          ያላገባ
4. [image: ]የሚኖርበት ቦታ፡ ከተማ           ገጠር
5. [image: ][image: ]የትም/ትደረጃ፡       1 -4ኛክፍል          5-8    ሰ       9-12           በላይ    
II. ስለኤችአይቪኤድስየሚኖራችሁንየእውቀት፣የአመለካከትናተግባራዊልምድጋርያለውንአጠቃላይግንዛቤበተመለከተ
1. [image: ]ኤድስእናኤችአይቪንበትክክልለይተውያውቃሉ?  አዎ             አላውቅም
2. በሽታውማንነው?    ኤድስ          ኤችአይቪ
3. በሽታውንየሚያመጣውተህዋስማንነው?   ኤድስ        ኤችአይቪ
4. የበሽታውስርጭትበአሁኑወቅት;  እየጨመረነው       እየቀነሰነው
5. በተራቁጥላይእየጨመረነውከሆነመልስዎምክንያቱምንድንነው? የህብረተሰቡግንዛቤስለጨመረ   ስለበሽታውየህብረተሰቡግንዛቤስለቀነሰ
6. ከኤችአይቪኤድስበሽታመዳንይቻላል?   አዎ          አይቻልም
7. የጸረ- ኤችአይቪኤድስመድሀኒትአለው;       አዎ          የለውም
8. የጸረኤችአይቪኤድስመድሀኒትአላማው: በሽታውንሙሉበሙሉለመፈወስ   የተህዋስዩንየአረባብሂደትመቀነስ  ወደሌላሰውእንዳይተላለፍማድረግ
9. በሽታውበደምህ /ሽውስጥእንዳለታውቃለህ /ሽ?አዎ       አላውቅም
10. በተራቁጥር 9 አዎከሆነመልስዎመደህኒቱንመቼጀመርክ /ሽ?  ወዲያውኑ        በጣምዘግይቸ          አልጠቀምም
11. ጸረ - ኤችአይቪኤድስመድሀኒትከጀመርክ /ሽበኋላ፡አላቋርጥም         አቋርጣለሁ        አልፎአልፎአቋርጣለሁ
12. ስለኤችአይቪኤድስለመጀመሪያጊዜከማንተማርክ/ሽ?  ከመምኅር  ከጤናባለሙያ በሽታውበደማቸውውስጥካለባቸዉ         ከመገናኛብዙሃን          ከበራሪፅሁፎች
13. የኤችአይቪኤድስዋነኛመተላለፊያመንገድምንድንነው?ልቅየሆነግብረስጋግንኙነት        ስለታማነገሮች  አብሮመብላት        መሳሳም
14. የኤችአይቪኤድስስርጭትንበምንእንቆጣጠረዋለን?   አንድየወሲብጓደኛብቻበመያዝ    በመታመን ኮንዶምበመጠቀም          በሁሉም
15. የኤችአይቪኤድስንስርጭትለመቀነስበዋነኛሃላፊነቱለማንነው? ለመንግስት                                    መ/ራን            ለጤና ባለሙያዎች              ለሁሉም
16. አገራችንኢትዮጵያበምንምክንያትኤችአይቪኤድስከሚያጠቃቸውሃገራትተርታትሰለፋለች?በኢኮኖሚደሀስለሆን ህዝቡየተማረስለሆነ                 አየርንብረቱበጣምቀዝቃዛስለሆነ
17. ኮንዶም ተጠቅመህ/ሽ ታውቃለህ/ሽ?    አዎ                   የለም
18. ኮንዶምለኤችአይቪኤድስመተላለፊያወይምለመከላከልምንያህልአስተማማኝነው? በጣምዝቅተኛ    ዝቅተኛ  መካከለኛ         ከፍተኛ
19. በኤችአይቪኤድስየተያዙሰዎችንእንዳይገለሉበማድረግበኩልምንያህልትሰራለህ/ሽ? በከፍተኛ ሁኔታ       መካከለኛ አልሰራም       አልፎ አልፎ
20. በትናንሽ ነፍሳት /ተባዮችምሳሌቁንጫየወባትንኛኤችአይቪኤድስንሊያስተላልፉይችላሉ?    አዎ        አይችልም አላውቅም
21. ኤችአይቪኤድስበደማቸውውስጥመኖርአለመኖሩንሰዎችንአይተንመለየትእንችላለን?       አዎ      አንችልም አላውቅም
22. ከኤችአይቪኤድስጋርተያይዘውከሚመጡበሽታዎችመካከልከፍተረኛውንቦታየሚይዘውማንነው?   ትቢ       ኒሞኒያ ታይፎይድ       ኮሌራ            የአባላዘርበሽታዎች

ስለትብብርዎእናመነሰግናለን !!!
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Appendix II
Addis Ababa University
School of Post Graduate Studies
Dear interviewees: This interview has been prepared for you to gather reliable information on your awareness level of HIV/AIDS –related knowledge, attitude and practice in your living area. Most of the interviews are too personal which requires your willingness to express your honest information. Your genuine responses will have   a great value on the outcome of this research. So, you are kindly requested to give your information with full confidence. Finally, I would like to express my heartfelt thanks for your contribution.
Guiding Questions:	
Sex ---------------- 
Marital status --------------
Age ----------------
Grade level -----------------
1. Do you know what HIV/AIDS is? How do you explain?
 2. Currently what about HIV/AIDS incidence?
3. Do you know ART and its function?
 4. Would you take ART and apply it regularly
5. Why our country Ethiopia grouped under MARPs or hot spot to HIV/AIDS prevalence? 
6. From whom you have learned about HIV/AIDS before? 
7. What are the main causes for HIV/AIDS prevalence? 
8. Is it possible identifying the person by looking whether he is HIV positive or not? 
9. Which age group is more suffer to HIV/AIDS? 
10. Why not cure from HIV/AIDS? 
11. What is your attitude towards condom as a prevention mechanism and avoiding stigma? Could you use it perfectly? 
12. What we have done to reduce HIV/AIDS prevalence for the future and who is responsible?	

		THANK YOU!!!

















አዲስአበባዩኒቨርስቲ
ድህረ-ምረቃ ት/ቤት
አዲስ አበባ
መግቢያ፡ ይህ ቃለ- መጠይቅ የተዘጋጀበት ዋነኛ ምክንያት በቁይ ጤና ጣቢያ ያለዉን የኤች አይ ቪ ኤድስ  ስርጭት ዳሰሳ ለማድረግ  እና የኤርቲ አጠቃቀም ላይ ስለ ኤች አይ ኤድስ ያላችሁን አጠቃላይ ግንዛቤ ማለትም  በእውቀት፣ በአመለካከት እና በተግባራዊ ልምድ ዙሪያ ለማጥናት እንዲያስችል መረጃ ለመሰብሰብ ነው፡፡ በቃለ-መጠይቁ ዉስጥ ብዙ ግላዊ የሆኑ እና በግልፅ ለመመለስ የሚያስቸግሩ ጥያቄዎች የተካተቱ  ስለሆነ እርስዎ የሚሰጡት እዉነተኛና ሀቀኛ የሆነ ምላሽ  ለጥናቱ መሳካት ከፍተኛ ዋጋ አለዉ፡፡ የሚሰጧቸዉ ግላዊ የሆኑ ምላሾች ሚስጥርነታቸዉ ሙሉ በሙሉ የተጠበቀ እንደሚሆን ጥርጣሬ አይግባዎት፡፡የተከበራችሁ የዚህ ቃለ- መጠይቅ ተሳታፊዎች ለምትሰጡት እዉነተኛና ሀቀኛ ማብራሪያ ከልብ አመሰግናለሁ፡፡
1. ኤች አይ ቪ/ ኤድስ ምንድን ነው?
2. በአሁኑ ወቅት ያለው የኤች አይ ቪ ኤድስ ስርጭት ምን ይመስላል?
3. ኤርቲ ምንድን ነው? ጥቅሙስ?
4. ኤርቲ ትጠቀማለህ/ ሽ? በተከታታይ ሳታቓርጥ/ጭ?
5. ኢትዮጵያ ለምን በኤች አይ ቪ ኤድስ በጣም ከሚጠቁሀገራት መካከል ተመደበች? 
6. ለመጀመሪያ ጊዜ ስለኤች አይ ቪ ኤድስ ከማን ተማርክ/ሽ?  
7. ሰውን በማየት ብቻ በ ኤች አይ ቪ ኤድስ መያዝ አለመያዙን መለየት ይቻላል?
8. ኤች አይ ቪ ኤድስ የሚሰራጭባቸው ዋና ዋና መንገዶች ምን ምን ናቸው? 
9. በኤች አይ ቪ ኤድስ በጣም ተጎጂ የሆኑት በየትኛው እድሜ ላይ ይገኛሉ? 
10. ለምንድን ነው ከኤች አይ ቪ ኤድስ መዳን የማይቻለው?



11. ኮንዶም ኤች አይ ቪ ኤድስን ለመከላከል ስላለው ጠቀሜታ እና የኤች አይ ቪ ኤድስ ህሙማን እንዳይገለሉ ምን አይነት አመለካከት አለህ/ሽ? በትክክል ትሰራለህ/ሽ?
12. የኤች አይ ቪ ኤድስን ስርጭት ለመቀነስ ምን መሰራት አለበት? ሃላፊነቱ የማን ነው?
ስለ ትብብርዎ እናመሰግናለን!!
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