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SUMMARY

Background: HIV Counseling and Testing is one of the effective means for prevention of the
spread of HIV infection. Partners and family members of PLHIVs are at higher risk for HIV
infection. Thus, studying the acceptance of index case HTC and disclosure is important to
improve the service.

Objectives: This study aims to identify barriers to disclose HIV status by index clients and
factors predict the acceptance of ICHTC.

Methods: A cross-sectional study was conducted in Zewditu Memorial hospital and OSSA care
and support outlet. A facility based systematic random sampling was followed to select 452 HIV
positive individuals. Descriptive and inferential stastics wre usedto assess factors associated with
acceptance of index case HTC and disclosure of HIV sero status.

Results The level of disclosure to main sexual partner was 56%. PLHIVs who had no sexual
partner than spouse [OR: 8.15; 95% CI, 2.06-32.19] and had positive attitude to index case HTC
[OR: 2.55; 95% CI, 1.63-4.0] were more likely to disclose their status. Index clients whose
family and partner accepted HTC were 64% and 73%, respectively. Disclosure of status to
family [OR: 2.40; 95% CI, 1.54-3.74] and friends [OR: 2.06; 95% CI, 1.19-3.57], being
knowledgable [OR: 2.19; 95% CI, 1.39-3.44] and non-regular partnership [OR: 3.86; 95% CI,
1.68-8.83] were positively associated with acceptance of ICHTC. Nondisclosure to main sexual
partner was protective to acceptance HTC.

Conclusion and recommendation: Disclosure of self status, positive attitude to HTC,
initiation for testng and being knowledgeable were factors influenced acceptance of HTC. Poor
knowledge on HIV and risk assessment and negative attitude to ICHTC were barriers to
disclosure. Intervention should prioritize mutual disclosure of HIV status, make clear

understanding on HIV and its risks, benefits of ICHTC and develop positive attitude to ICHTC.



1. INTRODUCTION

1.1.Background
Ethiopia is among the Sub-Saharan countries most affected by HIV/AIDS. The adult HIV

prevalence rate was 1.5%, and an estimated 759,338 million people living with HIV. Most new
infections in sub-Saharan Africa occur via heterosexual transmission and with long term
relationship of discordant partners. In Ethiopia, HIV prevalence among cohabiting couples is

higher in urban area (10.9%), of whom about 72% of the cohabiting couples are discordant

(1,(2).

Knowing ones sero-status through HTC is an important step to adopt safer sexual behavior. It
enables HIV positive people protect their partners from acquiring HIV. Index case HTC is
promoted to enhance safer sexual behavior and to encourage disclosure to sexual partner. Also, it
is an important prevention strategy to increase the impact of treatment, therefore, improves
adherence and brings behavior change. Prevention of new HIV infection is essential in order to

avert future care and treatment costs.

The HIV/AIDS situation in Ethiopia continues to be characterized by mixed epidemic with
significant heterogeneity across geographic areas and population groups. According to the 2011
EDHS, the HIV prevalence rate in Addis Ababa is 6.0% the highest rate next to Gambela regionl
state (6.5%). HIV prevalence by residence type is 4.2% in urban vs. 0.6% in rural and prevalence

by gender is 1.9% for women vs. 1.0% for men.

1.2.Statement of the problem

The HIV sero negative partners of PLHIVs, children whose parents with HIV, and family of
index clients are at higher risk of contracting HIV. To reduce risk of HIV transmission, partners
and family of index cases would need to know their HIV sero status. Therefore, partners and
family who become HIV positive will link to care and support services and start treatment if they
qualify. Those who remain HIV negative will get appropriate counseling on risk reduction. Once
diagnosed, HIV sero positive individuals have to disclose their status to their partner and family,

so to alert them for HIV testing. Discordant HIV result is one of the main risk factors for new



HIV infection among partners/cohabited couples. Majority of couples doesn’t mutually know

their HIV status and doesn’t take measures to minimize risky sexual behaviors.

Yet, little is known about factors associated with index cases to disclose their HIV sero positive
status to initiate HTC to their partner and family in Addis Ababa. Little is known about factors
influence and barriers to index case HTC among PLHIVs to reach their partner and family with
HTC. This study assesses factors affecting the acceptance of index case HTC by PLHIVs and

disclosure of sero positive status to partners and family members.

2. LITERATURE REVIEW

In Ethiopia, linear increase was observed in the number of people living with HIV (PLHIV). In
particular, there was an increase from 580,919 to 666,147 for PLHIV ever enrolled in HIV/AIDS
care, from 333,434 to 379,190 for ever started, and from 247,805 to 274,708 for currently on
ART between 2011 and 2012 (3).

Focus to HIV infected rather than an uninfected people is an efficient, targeted prevention
approach. Only HIV positive individuals can transmit HIV infection. One HIV positive person is
involved in each case of HIV transmission. Women, children, and negative partners are most at
risk for HIV/AIDS.

Traditional prevention efforts focused to change risk behaviors of negative individuals to prevent
the transmission HIV. In order to create significant impact on slowing the spread of the
epidemic, prevention efforts must also include individuals living with HIV (4).

Study findings in East Africa showed, less than 10% of HIV sero-positive individuals know their
partners’ status and only about 20% of HIV discordant couples know that they are living in a
discordant relationship (5).

Lack of knowledge of partner HIV status poses an increased risk of HIV transmission to the
uninfected partners and may lead to unprotected sex. In a study conducted in Uganda, at baseline
7% of married adults that were in sero-discordant marriages and in half of these the men were
HIV-positive were followed for transmission of HIV. Among those with HIV-positive spouses,
the age-adjusted HIV incidence in women was twice that of men whereas, among those with
HIV-negative spouses, the incidence in women was less than half that of men (6).

Studies showed HIV disclosure to sexual partners is important step to prevent HIV. Disclosure

was associated with reduced risk of HIV transmission from 18% to 41%. Ongoing counseling to



support PLHIVs to disclose their status is crucial to prevent transmission of HIV to partners and
family (7),(8).

Study findings showed that disclosure may reduce the transmision of HIV by raising awareness
of risky behaviors. Status disclosure is an issue to be addressed for better HIV prevention and
treatment. In one study conducted in Nigeria, disclosure was higher among individuals who were
married, had anticipation of partner's support, knowledge of partner's sero-status and within
monogamous family. The disclosure rate to main sexual partner was 50.9% from the total 637
interviewed PLWHAS (9).

Another study on 293 HIV-discordant couples in Uganda, 80.9% disclosed their HIV positive
results and facilitated HIV counseling to their partner. Disclosure did not differ significantly by
sex, age, education or occupation of the HIV infected partners. Disclosure rates were
significantly higher in couples in which the male partner was HIV-positive (10).

Study conducted on 360 PLHIVs in North Ethiopia, 93.1% had disclosed to main current sexual
partner and 73.1% had disclosed to one of their families. Prior discussion, previous knowledge of
partner’s status, smooth relation with partner, regular use of condom and prior disclosure to other
family members affected disclosure positively (11).

Index case HIV testing is key strategy in preventing new HIV infections. ICHTC is when
counselors identify the index client and offer HTC to partner and family through the index client.
Index clients can be HIV positive individuals at HTC centeres and PLHIVs enrolled in treatment,
care and support services (11).

In nine studies reviewed on partner counseling and referral services (PCRS), a range of one to
eight partners were identified per index case. A mean of 67% of identified partners were found
and notified of their potential exposure to HIV, and 63% of those notified were tested. Of those
tested, 20% were HIV positive. (12).

HCT was offered to 2373 household members of 730 PLHIVs on ART in one study in Uganda.
99% accepted HTC. HIV prevalence among household members was 7.5%. The common barrier
to testing cited by household members was having no perceived risk of infection. Of the 120
spouses of HIV-positive index participants starting ART and living in the households, 99% had
never been tested for HIV and 52 (43%) were HIV-positive (13). In another study conducted in
Uganda, of 148 spouses of index clients tested, 69 were HIV negative, giving an HIV sero

discordance rate of 46.6% (14).



Among a cohort of couples in Kenya, Tanzania, and Trinidad in which one or both partners
were HIV positive, the proportion of participants reporting unprotected intercourse with their
primary partner decreased from 81% to 40% for male study participants and 92% to 30% for
female study participants after disclosure and nearly one year of follow-up (15).

Preventive interventions with HIV positive than negative individuals are likely to have a greater
impact on HIV transmission for an equivalent input of cost, time, resources. A change in the
risky behavior of an HIV positive person will on average and in almost all affected populations,
have a much bigger effect on the spread of the virus that an equivalent change in behavior of a
negative person (16).

In northern Malawi, study on sexual networks and HIV infection, the probability that partners of
HIV index clients could be traced and that they would consent to HIV testing and counseling was
high and varied by partner type. HIV prevalence ranged from 48.1% to 66.7% among the
partners who were tested (17).

In Addis Ababa, 2002-2009 data in OSSA and Zewditu model VCT centers, 2363 couples in
relationship were tested for HIV. The findings showed 36% were concordant positive, 27.1%
were male positive female negative and 36.9% were female positive male negative discordant
results. It is noted more couples in relation have discordant than concordant positive result (18).

This finding calls for intervention to prevent transmission of HIV to uninfected partner.

3. OBJECTIVES

3.1.General objective

This study aims to identify barriers to disclose HIV status by index clients and factors predict the
acceptance of ICHTC by PLHIVs.

3.2.Specific objective

e To identify barrier to disclose HIV sero status to partner and family of index clients

e To identify factors that predict the acceptance of ICHTC by PLHIVs to their partner and
family



4. METHODS

4.1.Study area

This study was conducted in Zewditu Memorial hospital and OSSA care and support outlets in
Addis Ababa. Zewditu Memorial hospital is selected as it is one of the hospitals with the
highest number of PLHIVs and the pioneer to start chronic HIV care in Ethiopia. Organization
for Social Services for AIDS (OSSA) is also home grown organization that provides care and
support program to PLHIVs in health facility and at community level in Addis Ababa since
1992.

4.2.Study design

A facility based cross-sectional study was conducted with a quantitative design. Structured
questionnaires were administered by interviewers & used to collect primary data from care and
support beneficiaries in OSSA service outlets and ART unit of Zewditu Memorial hospital in
Addis Ababa.

4.3.Source population
All PLHIVs residing in Addis Ababa constitutes the source population of the study.

4.4.Study population

All HIV positive individuals 15 years or above and getting clinical, care and support services at
Zewditu Memorial hospital and OSSA in Addis Ababa, Ethiopia.

4.5.Study participants

PLHIVs (index clients) reported having either regular sexual partner regardless of their marital
or partnership status or living together with family members selected from the study population.
Respondents were interviewed about their socio-demography, sexual history, HIV status
disclosure, initiation and acceptance of HTC by their partner and family members. For

respondents whose family and partners accepted HTC were cross checked on medicalrecords.

4.6.Inclusion and exclusion criteria
PLHIVS who reported to be coupled(partnered) and/or living together with other household

members coming for chronic HIV treatment, care and support services to Zewditu Memorial

hospital and OSSA care and support service outlets.



4.6.1. Inclusion criteria

PLHIVs that live at least with one household member and /or with partners in the range of age

from 15 to 59 years.

4.6.2. Exclusion criteria

Index clients who had psychiatric problem and PLHIVs who were less than 15 and over 59 years
of age were excluded. In the report of EDHS 2011, the trend of HIV prevalence decreases with
age. The prevalence after fifty years is lower than the national average HIV prevalence. Also,
seniors are less active sexually. However, exclusion of participants over fifty nine years might

limit this study. The number of HIV/AIDS cases among older people is growing currently.

4.7.Sample size determination

Sample size was calculated based on the rate of acceptance of index case HIV testing that is 22%
from the report of OSSA care & support program of Adama branch. Thus, the sample size for
this purpose is calculated assuming 22% of PLHIVs accept ICHCT, disclosed their status and
initiate their family for testing, with 95% confidence interval and margin of error 4%.
Considering 10% non-response rate to the calculated sample size, the total of 453 PLHIVs are
targeted for this study.

N= (Z 2»)’P (1-P) = 453

e
To select the study participants, systematic random sampling with sampling interval of 3 was
employed. The sampling technique used is mainly for calculation of magnitude. Yet, index
clients who disclosed their HIV status were compared with those who didn’t disclose status. The
sample size in each group was adequate to conduct these comparisons. Likewise, index clients

whose partners and family accepted HTC were compared with those whose family didn’t accept

HTC.

4.8.Sampling procedures
Number of PLHIVs provided with a minimum of one care service by AAOSSA was 4,477 in

2012. PLHIVs ever enrolled, ever started and currently on ART in Zewditu Memorial hospital
are 8700, 5942 and 5300 respectively.



Sampling procedure at Zewditu Memorial hospital and OSSA

Study on the Acceptance of Index Case
HCT in Zewditu and OSSA, Addis

Proportion
allocation
| |
Zewditu OSSA care
hospital and support
(n=270) unit (n=183)

Select respondents from each facility

(n=453; 270 PLHIVs at Zewditu hospital
ART unit and 183 PLHIVs at OSSA care and
support unit)

Brief description of the steps taken on selecting study participants

e At Zewditu Memorial hospital and OSSA care and support outlets, Support letters from
AAUSPH and IRB clearance of AARHB were shown to the facility head, and ART
manager for facilitation of study activity.

e PLHIVs coming for care, treatment or support were asked about whom they are living
with

e To select the study participants, systematic random sampling with sampling interval of 3
was employed among those found eligible. Their consent was oobtained and the
interview was conducted.

e Replacement technique was used until the respondent rate reached 100%.

4.9.Study variables

4.9.1. Dependent variables
e The main outcomes were disclosure of HIV status and acceptance of ICHTC by

partner and family.



4.9.2. Independent variables

e Socio demographic e Sexual behavior
characteristics of PLHIVs
e Attitude towards HIV counseling

e Sex & testing

e Knowledge e Stigma/discrimination
e Family size e Income

e Number of child e Importance of HCT

e Number of family size

4.10. Data collection instrument
The questionnaires developed in English and then translated into Amharic and translated back
into English for accuracy and consistency.

The Amharic translation was checked by a panel of experts for consistency of meaning and use
of appropriate language. The experts were health professionals from OSSA and Zewditu
Memorial hospital. The data collection instrument was pre-tested in OSSA care and support
outlet which wasn’t part of the actual survey before field work.

An interviewer administered questionnaires were used to interview index clients at the two
facilities. An informed consent was obtained from each individual participated in the study.

4.11. Data collection

Two nurse data collectors were recruited based on their previous experience in conducting
interviews and involvement in similar studies. There was one day training of the data collectors,
which included ethical and human subject’s protection, introduction of the purpose of the study,
refreshing interviewing techniques, familiarizing with the data collection instruments, and
standardization of data collectors. The data were collected from the two health facilities 15 June
to 15 July 2013.

4.12. Training of data collectors and pre-testing

Four data collectors and two supervisors were recruited and received one day training before data

collection.



4.13. Data quality control

Data collectors were trained to ensure they fully understood the procedures of the data collection
and the questionnaire. The data collection instrument was pre-tested. Lessons learned during the
pre-test were used to revise the tool and procedures. There were two supervisors. They ensured
procedures were followed strictly. Also, the principal investigator supervised the data collection.

4.14. Operational definitions
Index client: People diagnosed with HIV and attending chronic continuum of care and support
services in health facilities and at community level

Index case testing: ‘targeted testing’ refers to HIV Testing and Counseling(HTC) service
providers visiting the home of people diagnosed with HIV and offering HIV counseling and
testing to their sexual partner and other family members

Couple: individuals who are currently married or engaged or in steady relationship or those that
are widowed/separated in the past 6 months

Acceptance: when an index client welcome testing of their family (household members) and
when consent of the index client obtained

Disclosure: When one partner shares his or her HIV status with another partner or any other
person, this is referred to as disclosure.

Knowledge: The respondents in this study will be considered as knowledgeable when they score
above 50% of the questions on knowledge, section III of the questionnaire

Positive Attitude (perceived benefit): PLHIVs who heard about index case testing (ICT) and
think ICT is important to their partner and family will be considered with positive attitude
(perceived benefit)

Mutual disclosure: When two or more partners share their HIV status with one another.

Partner notification: When an authorized individual in a health facility or health system shares
a person’s HIV test result with that person’s partner, or partners, in order to protect the health of
that partner.

Confidentiality: means that, except in extreme circumstances, the identity of the client is never
revealed to any other person.

4.15. Data processing and analysis

All survey data were entered into Epi Info™?7. The investigator wnsured the data enterance was
timely. Entered data were checked for errors and corrected. Further analysis was conducted using
SPSS-16 after cleaning the data.



A descriptive and inferential statistics used. In the logistic regression models, the odds ratio, or
likelihood of an index cliets to disclose their status to their partners and family members were
estimated, and also barriers and predictors for the acceptance, initiation and utilization of ICHTC

by PLHIVs were analyzed.

4.16. Conceptual frame work

Socio-demographic

Age, education,
occupation, religion,
marital status, family size,

Socio-cultural

Stigma, discrimination,
sexual behavior, decision
making, fears

type of marriage

e HCT acceptance

N

Service delivery by health
facilities

e Disclosure

/

Importance of ICHCT,
discordance, information
source, risk perception to

Knowledge

Access, cost, quality of
service, confidentiality,

partners location

4.17. Ethical Clearance

Request for ethical clearance submitted to IRB of AAU and AARHB. Respondents were protected and no
confidential or potentially identifiable information were collected, released or published as part of this
study.

Informed consent was taken from all individuals participated in the study. They were provided
adequate information about the purpose of the study. All information obtained during the study
were kept classified. Data kept locked during the data collection process. The data analyzed as
group data and not individual person. Names weren’t recorded or linked to the results of the

survey. No one outside of the study team had access to any of the information collected and the

10



team members signed Data Confidentiality Agreement Statement. The report is finalized and all

paper notes including the list which contained the codes assigned to each person were shredded.

4.18. Potential use of study findings

Better understanding of factors influence disclosure HIV status & acceptance of ICHTC is
important for targeted testing intervention. This might increase HTC utilization by vulnerable
groups and potentially decrease HIV transmission among partners and family of PLHIVs.

The study result is intended to improve HTC service utilization by partners and family of
PLHIVs and to prioritize intervention on identified factors and barriers of disclosure and

acceptance of HTC.

4.19. Dissemination of the results

The finding of this study will be submitted to Addis Ababa University, School of Public Health.
The thesis will also be submitted to Addis Ababa City Administration Health Bureau, OSSA and
Zewditu Memorial hospital. Taking a due consideration and responsibility of maintaining the
ethical use of data and dissemination of reports the findings of this study will be published in

peer reviewed journals as needed.

5. RESULT AND DISCUSSION

5.1. BASELINE SOCIO DEMOGRAPHIC CHARACTERISTICS OF THE STUDY
POPULATION
Four hundred fifty two PLHIVS whose age >15 year, who had partner or at least live with one

household member, who came to Zewditu Memorial hospital and OSSA service outlets were
interviewed from Junel5 to July 15, 2013. The response rate was 100%; replacement was used.
The mean (+SD) age of the respondents was 39(+8.4) year, 26% and 47% were between 15-34
and 35-44, respectively. Age of sixty one (61) respondents was missing, they didn’t know their
age. Socio-demography other than age and date of marriage were used to cross check their
inclusion. Respondents who didn’t fulfill the inclusion criteria were replaced. Out of 452
PLHIVs 73% (330) were females, 36.9% (167) were married, 36.3% (164) were widowed,
14.4% (65) were never married, 6.4% (29) were partnered and 6.0% (27) were divorced.
Regarding their education, 35.2 %( 382) had no primary education, 34.5% (156) had elementary
and junior (1-8), 22.1% (100) had secondary (9-12) and 8.2% (37) had higher education, showed
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in Table 1. The mean (+SD) age at first marriage was 22.5(+6.5). The majority 45.8% were

private employees. Most respondents 49.1% didn’t know their monthly income.

Table 1: Socio-demographic characteristics of HIV positive respondents, OSSA care and
support outlets and Zewditu Memorial hospital, Addis Ababa, August 2013

Variables Number Percents
Sex
Male 122 27.0
Female 330 73.0
Total 452
Age of the respondents (391)
15-24 8 2.0
25-34 95 243
35-44 185 473
45-54 83 21.2
> 55 20 5.1
Total 391
Mean 39.1
+SD 8.4
Mean age of Males 414
Mean age of Females 38.2
Marital status
Never married 65 14.4
Married 167 36.9
Partnered 29 6.4
Widowed 164 36.3
Divorced 27 6.0
Total 452
Age when first get married (n=262)
15-24 160 61.1
25-34 88 33.6
35-44 14 53
Total 262
Mean 22.5
+SD 6.5
Religion
Orthodox 333 73.7
Muslim 70 15.5
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Protestant 47 10.4

Catholic 2 0.4
Total 452
Educational status
Illiterate 130 28.8
Read and write 29 6.4
Elementary & junior (1-8) 156 34.5
Secondary (9-12) 100 22.1
Higher education 37 8.2
Total 452
Occupational status
Jobless 83 18.4
Merchant 67 14.8
House wife 51 11.3
Government employee 44 9.7
Private employee 207 45.8
Total 452
Monthly income
<500.00 108 23.9
500-1000.00 47 10.4
>1000.00 75 16.6
Not Known 222 49.1
Total 452
Number of children (n=369)
1-2
>3 253 68.6
Total 116 31.4
369
Type of marriage (n=364)
Monogamous
Polygamous 350 96.2
Total 14 3.8

364

5.2.  ATTITUDES OF INDEX CLIENTS TOWARD S HIV COUNSELING AND
TESTING
Four hundred forty five (99%) index clients answered they think HIV counseling and testing is

important to partners and family members. Regarding the responses given to the importance of
HTC, 82.5% (373) were very important, 8.4% (38) were important, 7.5% (34) were somewhat

important, and 1.5% (7) was not important.
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Two hundred and seven (64%) of respondents replied their partner may be free from HIV
infection, one hundred and sixteen (36%) replied they don’t think their partners are free.
Regarding confidentiality, three hundred sixty two (82%) answered health workers keep
information confidential, eleven (2.5%) answered don’t keep information confidential and sixty

nine (15.6%) weren’t sure about it.

5.3.  AWARENESS OF INDEX CLIENTS ON HIV KNOWLEDGE RELATED
ISSUES
Four hundred forty seven HIV positive clients (98.9%) replied a person can only find out if s’he

has HIV by getting tested for HIV and 1.1% (5) replied can find by simply looking.

Regard to multiple responses given on how PLHIVs can protect their partner and family from
HIV, 48.8% (337) were avoiding sharing sharps, 28.7% (198) were avoiding sex, 17.7% (122)
were using condoms and 4.9% (34) were avoiding any physical contact. Two hundred twenty
nine (50.7%) respondents are knowledgeable based on their score on questions that assess
knowledge and two hundred twenty three (49.3%) had poor knowledge.

Table 2: Multiple answers* to the questions which assess knowledge of index clients, OSSA
care and support outlets and Zewditu Memorial hospital, Addis Ababa, August 2013

HIV/AIDS related questions Number | Percent
Heard Counseling and testing service provision to partners and 351 18.1
household members of PLHIVs

Healthy looking person can be infected by HIV 407 21.0
HIV can be prevented 367 19.0

A person with HIV can’t be cured 157 8.1
Partners of index clients can have different HIV test result 331 17.1
Aware of support system available in health facilities for couples with | 324 16.7
different HIV test result

Total 1937

Multiple answer*: correct answers given by each of the interviewee to the six questions in the table
5.4. HIV STATUS DISCLOSURE
Three hundred ninety nine (88%) index clients had disclosed their HIV sero-status. Concerning
the level of disclosure, 49.1% (196) had disclosed to family members, 27 % (52) had disclosed to
partner only, 11.5% (46) had disclosed to friends, 8.3% (33) had disclosed to family and friends,
and 18.1% (72) had disclosed to partners family members and friends, as shown in Table 3

below.
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Table 3: HIV disclosure by index clients in OSSA care and support outlets and Zewditu
Memorial hospital, Addis Ababa, August 2013

HIV disclosure by index clients Number of respondents
Yes Percent
Index clients not disclosed their status to their partner 108 23.9
Index clients who disclosed their status
Partner 52 13.0
Family member 196 49.1
Friends 46 11.5
Partner and family 33 8.3
All 72 18.1
Total 399
Multiple reasons for not disclosing status to partner by index
clients
Fear stigma and discrimination 87 43.1
Fear divorce or separation 56 27.7
Partner knows her/his status 12 59
Partner not interested to discuss about testing 14 6.9
Partner has same result with me 25 12.4
No reason to disclose my status to partner 8 4.0
Total 202
Multiple reasons to benefit associated with disclosing HIV status
to partner
105 17.1
Prevent HIV transmission 248 40.3
Avoid stress 208 33.8
Improve adherence support to ART 54 8.8
Initiate household members for HTC 615
Total

Responses given as regard to benefits associated with disclosing HIV status to partner, 40.3%
(248) were avoid stress, 33.8% (208) were improve adherence support to ART, 17.1% (105)

were prevent HIV transmission, and 8.8% (54) were initiate family members for HTC (Table 3).

The rest ninety eight (44%) index clients hadn’t disclosed their status to their partner. The
reasons for not disclosing HIV status, 43% (87) were fear of stigma and discrimination, 28%
(56) were fear of divorce or separation, 12% (25) were think partner had same result, 7% (14)
were partner not interested to discuss about testing, 6% (12) were partner knows her/his status,

and 4% (8) were no reason to disclose status to partner (Table 3).
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Table 4: Steps the index clients (PLHIVs) will take if they know that their partners are negative

Steps index clients will take if they know their partners are negative Number Percent
Abstain from all sexual activity 129 39.9
Decrease frequency of sexual activity 50 15.5
Use condom consistently 144 44.6
Total 323

FACTORS ASSOCIATED WITH DISCLOSURE BY INDEX CLIENTS
Respondents who had no sexual partnership than spouse or cohabiting partner were 8 times more

likely to disclose their HIV status when compared to those who had sexual partnership in

addition to spouse or cohabiting partner (OR: 8.15; 95% CI, 2.06-32.19),Table 5.

Table 5: Factors associated with HIV status disclosure among index clients in OSSA care

and support outlets and Zewditu Memorial hospital, Addis Ababa, August 2013

Variables Disclosure of HIV status to Crude OR Adjusted OR
sexual partner [95% CI] [95% CI]
Yes (%) No (%)
Educational status
Illiterate | 102(29.7) | 28(25.9) 0.90(0.50-1.60)
Read and write | 19(5.5) 10(9.3) 0.47(0.19-1.11)
Elementary & junior (1-8) | 125(36.3) | 31(28.7) 1.00
Secondary (9-12) | 73(21.2) 27(25.0) 0.67(0.37-1.21)
Higher education | 25(7.3) 12(11.1) 0.51(0.23-1.14)
Total | 344 108
Knowledge
Yes | 184(53.5) | 45(41.7) 0.65(0.42-1.02)
No | 160(46.5) | 63(58.3)
Total | 344 108
Positive Attitude
Yes | 94(27.3) 55(50.9) 2.56(1.64-4.00)* 2.55(1.63-4.00)*
No | 250(72.7) | 53(49.1) 1.00
Total | 344 108
Partnership
Regular partner | 48(23.3) 20(34.5) 1.00
Non regular partner | 158(76.7) | 38(65.5) 0.23(0.23-2.30)
Total | 206 58
Partnership
Other sexual partnership to | 81(28.2) 26(33.8) 1.00 1.00
spouse/cohabiting partner
No sexual partnership than | 206(71.8) | 51(66.2) 22.6(3.04-168.7) 8.15(2.06-32.19)*
spouse/cohabiting partners
Total | 287 77
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Age

15-24 | 3(1.0) 5(5.2)
25-34 | 78(26.4) 18(18.8) 1.34(0.76-2.35)
35-44 | 134(45.3) | 51(53.1) 1.00
45-54 | 65(22.0) 18(18.8) 1.37(0.74-2.53)
>55 | 16(5.4) 4(4.2) 1.52(0.48-4.77)
Total | 296 96
Type of marriage
No first marriage/partnership | 206(71.8) | 48(62.3) 1.00
First marriage/partnership | 81(28.2) 29(37.7) 1.54(0.91-2.60)
Total | 287 77
Variables Non-disclosure of HIV Crude OR Adjusted OR
status to sexual partner [95% CI] [95% CI]
Yes (%) No (%)
Knowledge
Yes | 45(41.7) 184(53.5) 1.00 1.00
No | 63(58.3) 160(46.5) 1.66(1.02-2.70)* 1.62(1.01-2.62)*
Total | 108 344
Positive Attitude
Yes | 55(50.9) 250(72.7) 1.00 1.00
No | 53(49.1) 94(27.3) 2.69(1.64-4.41)* 2.84(1.76-4.58)*
Total | 108 344
*P<0.05

Respondents who had positive attitude to ICT were nearly three times more likely to disclose

their status to their main sexual partner when compared to those who didn’t have positive

attitude to index case testing (ICT) (OR: 2.55; 95% CI, 1.63-4.0),Table 5.

Index clients who had poor knowledge about HIV/AIDS were 1.62 times more likely to
nondisclose HIV status to their sexual partners (OR: 1.62; 95%CI, 1.01-2.62). Similarly, those

who had negative attitude to ICHTC were 2.84 times more likely for nondisclosure of HIV status

to their sexual partners in compared to who had positive attitude to ICHTC (OR: 2.84; 95%ClI,

1.76-4.58), Table 5.

Knowledge of partner HIV status, regular use of condom, educational status, income and type of

marriage as monogamous or polygamous had no significant relationship with disclosure of status

to main sexual partner.
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Table 6: Association of disclosure to acceptance of HT'C among index clients in OSSA care
and support outlets and Zewditu Memorial hospital, Addis Ababa, August 2013

Variables Disclosure of HIV status to Crude OR Adjusted OR
sexual partner [95% CI] [95% CI]
Yes (%) No (%)

Family member HTC acceptance
Yes 235(68.3) 44(40.7) 1.00 1.00
No 109(31.7) 64(59.3) 0.55(0.32-0.94)* 0.57(0.33-0.96)*
Total 344 108

Partner HTC acceptance
Yes 221(64.2) 41(38.0) 1.00 1.00
No 123(35.8) 67(62.0) 0.47(0.26-0.85)* 0.57(0.34-0.96)*
Total 344 108

Initiations of family members
Yes 280(81.4) 57(52.8) 1.00 1.00
No 64(16.6) 51(47.2) 0.34(0.19-0.61)* 0.40(0.23-0.67)
Total 344 108

Initiations of partners
Yes 213(61.9) 48(44.4) 1.00
No 131(38.1) 60(55.6) 1.54(0.83-2.88)
Total 344 108

*p<0.05

Positive association was seen between non-acceptance and disclosure of HIV sero-status. Non-
acceptance of HTC by partners of index clients had protective effect on disclosure of HIV status
to sexual partner by index clients (OR: 0.57; 95% CI, 0.34-0.96). Likewise, non-acceptance of
HTC by family of index clients had negative effect on disclosure of status (OR: 0.57; 95%CI,

0.33-0.96). There is no association between initiation and disclosure of HIV status (Table 6).

5.5. PREFERENCE OF INDEX CLIENTS WHERE THEIR FAMILY GET
COUNSELING AND TESTING
The preferences made by index clients where their family get HTC, 45.2% (245) were GO health

institutions, 28.4% (154) were non-GO institutions,19%(103) were private health institutions and
the rest 3.5% (19) were at home.

5.6. INITIATION AND ACCEPTANCE OF HTC BY PARTNERS AND FAMILY
MEMBERS OF INDEX CLIENTS
Family members of two hundred seventy nine (73%) PLHIVs had been ever tested for HIV,

family of seventy five (20%) had never been tested for HIV, and 28(7%) respondents didn’t

know whether their family members had been tested.
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Partners of two hundred sixty two (64.2%) PLHIVs had ever tested, partners of ninety eight
(24%) PLHIVs had never been tested and forty eight (12%) didn’t know about their partner

testing.

Two hundred sixty one (64%) PLHIVs had initiated their partner for HTC, one hundred and forty
three (35%) didn’t initiate and the rest four didn’t respond.

Three hundred and thirty seven (74.6%) index clients had ever initiated their family members for

HTC and the rest one hundred and four (23%) had never initiated family for HTC (Table 10).

Table 7: Initiation of HIV testing and counseling to partners and family members by index
clients in Zewditu Memorial hospital and OSSA Addis Ababa, 2013

ICT(Index case HIV counseling & testing) related practice Number of respondents
Yes Percent
Initiated current partner to HIV counseling and testing 261 57.7
Initiated family members to HIV counseling and testing 337 74.6
Index client whose partners ever tested for HIV 262 58.0
Index client whose family members ever tested for HIV 279 61.7
Reason to initiate ICT
Prevent transmission of HIV 119 32.0
Told by health worker 132 35.5
To know status of partner 36 9.7
To know status of family member 62 16.7
Requested by partner 11 3.0
Requested by family member 12 3.2
Preference
Total 372
Decision maker regard to partners testing
Myself 184 73.0
My partner 36 14.3
Together 32 12.7
Total 252
Frequency of index client partners testing for HIV
Every three month 122 56.7
Every six month 73 34.0
Every one year 20 93
Total 215

FACTORS THAT PREDICT THE ACCEPTANCE OF HTC BY PARTNERS OF PLHIVS
Non-disclosure of self status by index clients had protective effect on the acceptance of HTC by

their partner [OR: 0.10; 95%CI, 0.03-0.34]. Partners of index clients who had disclosed their
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HIV status to family were 2.4 times more likely to accept HTC when compared to partners of the

index clients who hadn’t disclosed their status [OR: 2.4; 95% CI, 1.54-3.74].

Partners of index clients who were knowledgeable were two times more likely to accept HTC

when compared to partners of the index clients who had poor knowledge on HIV and risk

assessment [OR: 2.19; 95% CI, 1.39-3.44]. Negative attitude on HTC by index clients had
protective effect on the acceptance of HTC [OR: 0.17; 95% CI, 0.03-0.76]. Partners of PLHIVs

in non-regular relation were more likely to accept HTC than those who were in regular

relationship [OR: 3.86; 95% CI, 1.68-8.83], Table 12.

Table 8: Factors associated with acceptance of HTC by partners of index clients in OSSA

care and support outlets and Zewditu Memorial hospital, Addis Ababa, August 2013

Variables Acceptance of ICT Crude OR Adjusted OR
Yes No [95% CI] [95% CI]
Disclosed to partner
Yes | 138(42.7) 16(12.4) 1.00 1.00
No | 185(57.3) 113(87.6) | 0.19(0.10-0.35)* 0.10(0.03-0.34)*
Total | 323 129
Disclosed to family members
Yes | 233(72.1) 67(51.9) 1.00 2.40(1.54-3.74)*
No | 90(27.9) 62(48.1) 2.40(1.54-3.74)*
Total | 323 129
Disclosed to friends
Yes | 96(29.7) 22(17.1) 2.06(1.19-3.57)* 2.06(1.19-3.57)*
No | 227(70.3) 107(82.9) | 1.00 1.00
Total | 323 129
Educational status
Illiterate | 88(27.2) 42(32.6) 1.00
Read and write | 18(5.6) 11(8.5) 0.78(0.31-1.95)
Elementary & junior (1-8) | 119(36.8) 37(28.7) 1.54(0.88-2.67)
Secondary (9-12) | 73(22.6) 27(20.9) 1.29(0.70-2.39)
Higher education | 25(7.7) 12(9.3) 0.99(0.43-2.34)
Total | 323 129
Knowledge
Yes | 163(50.5) 41(31.8) 2.19(1.39-3.44)* 2.19(1.39-3.44)*
No | 160(49.5) 88(68.2) 1.00 1.00
Total | 323 129
Attitude
Yes | 318(98.5) 112(86.8) | 1.00 1.00
No | 5(1.5) 17(17.2) 0.10(0.03-0.31)* 0.17(0.03-0.76)*
Total | 323 129
Partnership
Regular partner | 172(84.7) 24(39.3) 1.00 1.00
Non regular partner | 31(15.3) 37(60.7) 8.55(4.30-17.12)* 3.86(1.68-8.83)*
Total | 203 61
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Age
15-24 | 3(1.1) 5(4.3) 0.24(0.04-1.21)
25-34 | 74(26.7) 22(19.1) 1.35(0.73-2.49)
35-44 | 132(47.7) 53(46.1) 1.00
45-54 | 55(19.9) 28(24.3) 0.79(0.44-1.43)
>55 | 13(4.7) 7(6.1) 0.75(0.26-2.20)
Total | 277 115

*p<0.05

5.7.  DISCUSSION
Nearly three fold (73%) of the study participants were females. It might be the proportion of

females enrolled for HIV care is higher than males in Addis Ababa (20, 21). Forty five (45%)
percent of the respondents are within 35-44 years of age, it might be HAART improved survival

and increase in life expectancy (22, 23).

The finding of this study, disclosure at least to one person was 88% that was comparable to the

study made in in Jimma which was 94.5% (24).

Our finding 56% of respondents disclosed HIV status to their sexual partner was comparable to
the study made in Nigeria and Addis Ababa, which were 51% and 60.5%, respectively (25). The
disclosure to partner in this study is less than what reported from Kemissie district, North
Ethiopia (93.1%) and Jimma (90.8%) (24). Participants in this study were both from clinical
setup and community HIV care outlets. Partner notification and HTC services in community

outlets are less foused. This might affected the level of HIV disclosure to partner.

The lower rate of disclosure to partner in the current study is due to lack of positive attitude, poor
knowledge about HIV and its risk assessment. Although knowledge and opinion don’t
necessarily predict behavior, poor knowledge and negative attitude were barriers for disclosure
HIV status in this study.No sexual partnership than spouse or cohabiting partner had influenced
disclosure. Index clients with no sexual partner than spouse may think they aren’t source of
infection to the household. Probably, they are more confident to disclose their status since they
have low fear of accusation of infedility.

In this study, HIV infection at an early age of 15-24 years had no association with delayed
disclosure. Clients who disclosed their status at an early age were knowledgable and had positive

attitude as they received follow up counseling by care givers. In contrary to this study, there were
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finding from Uganda, the length of time and age in HIV care and support services were

associated with disclosure (26, 27).

Our finding showed there was no association among regular or non-regular partnership and
disclosure of own status to sexual partner. This was in contrary to study made in South Africa

and other study (28, 29).

Though, they weren’t associated with disclosure, regular use of condom, income and education
are useful for disclosing status to sexual partner in our study. Respondents with regular use of
condom, secondary and high level of education were able to disclose their own status more

frequently.

Our study showed 44% nondisclosure rate to spouse/partner. The magnitude is comparable to
nondisclosure of HIV status by positive women in Dare Selam Tanzania. It showed that HIV
positive women were less likely to disclose if they were cohabiting and had low wage

employment. In contrary, income had no significant association with disclosure in our study (30).

This study found the most two common reasons for nondisclosure were stigma/discrimination
and fear of divorce/separation. Studies in Sub-Saharan Africa showed the common barriers of
disclosure were fear of abandonment, rejection, separation and discrimination (31, 32, 33& 34).
Yet, in our study, majority of index clients who disclosed their status received psychological

support from their partner, adherence supporters and voluntary care givers.

In contrary to what is reported in DHS Ethiopia 2011, in this study 64% partners and 73% family
of index clients accepted HTC. This discrepancy might be due to difference in the study
population. However, partners and family of index clients have ongoing risk of HIV. They need

more regular testing than the general population (35).

Our finding showed disclosure and positive attitude influenced acceptance of HTC.
Nondisclosure to partner and non-initiation of partner were barriers for acceptance of HTC. In
this study, education has no association with non-acceptance of testing by partners and family of
index clients. Knowledge and perception about the benefits of HTC were major predictors HIV
testing among TB patients in North West Ethiopia (36). STI patients who agreed HTC is
important were more willing to accept HTC in Addis Ababa (37).
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This study was limited by fact that it relied on self-report, and therefore it is subject to recall and
reporting bias. The effect of social desirability bias is the other limitation of this study. The
respondents of the study were HIV positive index clients who came for HIV care services to
hospital and community service outlets. Other constraint of this study was age group above 59
year wasn’t included. This study was conducted in Zweditu hospital and OSSA service outlets in

Addis Ababa, therefore, the result should be interpreted and used cautiously.

6. CONCULUSION AND RECOMMENDATION

6.1. Conclusion

Although the majority of the index clients disclosed their result at least to one person, disclosure
rate to main sexual partner was low. Lack of knowledge on HIV related issues and risk

assessment, negative attitude to ICHTC were identified barriers of HIV status disclosure.

On the other hand, having no sexual partnership other than spouse or cohabiting partner was

positively associated with disclosure of HIV status to main sexual partner.

In this study, the two most common reasons for non-disclosure of HIV status were stigma and

discrimination and fear of divorce or separation.

Disclosure of HIV status to family members and friends were factors that affected the acceptance
of HTC positively. Non-disclosure of HIV status to sexual partner was protective to acceptance
of HTC. Besides, considerable number of partners and family of index clients did not accept

HTC as this was cross-checked in the medical record and the registery book.

Negative attitude to ICHTC by index client was identified barrier for the acceptance of HTC.
Being knowledgeable on HIV and its risk assessment had positively affected index clients to

bring their partner and children for HTC.

In summary, failure to disclose self-status, lack of knowledge and negative attitude to ICHTC by
PLHIVs were the major barriers for the acceptance of ICHTC by their partners and family.

Therefore, intervention should prioritize mutual disclosure, make clear understanding on benefits

of HTC and develop positive attitude to ICHTC. Also, index clients need follow up until they
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improve their knowledge further on HIV and its risk assessment and bring partner and family for

HTC.

6.2.

Recommendation

Based on the present finding from this study, the following recommendations are made:

Intervention should prioritize mutual disclosure of HIV status, make clear understanding

on benefits of HTC and develop positive attitude to ICHTC
Promotion upon initiation of partners and family to take HTC by index client is important

Efforts should be strengthened to increase knowledge and bring attitudinal change to
benefits of ICHTC thus to increase disclosure and acceptance of HTC among index

clients

During follow up visit for chronic HIV care, health workers should work to address
major barriers for acceptance of ICT such as non-disclosure, lack of knowledge, negative

attitude and non-initiation of partners & family
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ANNEX I: INFORMATION SHEET

Hello my name is . I’'m here to collect information for a
research study that will be carried out to improve the acceptance of HIV counseling and testing
among household members and partners of PLHIVs. This study is being done by a researcher
supported by AAU, School of Public Health. Much isn’t known about barriers and factors
affecting the acceptance of HIV counseling and testing among PLHIVs to initiate testing to their
partners and household members in Addis Ababa, Ethiopia and we hope to identify and fill in the
gaps with this study. We are asking you to be in this study because you are PLHIV and you came
seeking a health service to this health facility.

You are free to join in this research study or not and you and you can withdraw at any time. If
you do not join, you will not lose any health care services that you expect to get apart from this
study. As part of the study we will ask you a number of questions which will take about 20
minutes. During the interview some of the questions ask about your past and current sexual life
and HIV associated issues. We remind you that you can choose not to answer any of them that
you wish — for any reason.

You will get no direct benefit from being a part of this study. But helping to carry out this
research has a chance to tell us a lot about the circumstances of index case HV counseling and
testing and help to identify factors influencing & barriers associated with the service. In addition,
all what we have talked about today will be kept confidential. To keep the information
confidential, no personal information that could be used to identify you, will be written and a
code will be used instead of your name. Once the data collection time is over this list will be
destroyed and there will be no means to relate the code to your name.

If you need any further information about the study or if there is anything that is not clear, please

contact the peer investigator, Mr. Haileyesus Abraham in Addis Ababa University School of
Public Health at Mob Tel. 0911 385246.
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ANNEX Il: CONSENT FORM

Consent form

I have been informed about the study and clearly understood the objective of the study.
Therefore, I here approve my consent with my signature to take part in the study.

1. Yes . Go to the next page after signature of the participant or witness.

2. No .Acknowledge and stop.

Name and signature of participant or witness

Signature Date
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ANNEX I11: QUESTIONNAIRES IN ENGLISH VERSION

Identification: Region

Part I — Socio demographic characteristics

Sub city

Kebele

No

Variables

Response

Skip

100

Sex of the respondent

Male 1
Female 2

101

How old were you at your last birthday?
(record age in completed years)

[ [ ] years

Do not know 99

Rural 2

102

How long have you been living
continuously in the current residence?

[ I ] years
Always (since birth) 95

103

What is your religion?

Orthodox Christian 1
Muslim
Protestant
Catholic

Other 5

EENNVS I ]

103.1

If other, please specify

104

Currently, with whom do you live?

Alone 1

Partner 2

Children 3

Relative 4

Partner and children 5
Children & relative 6
Partner, children & relative 7

105

How many children do you have?

One 1
Two
Three
>3

106

Can you read and write?

No
Yes

107

What is your educational status?

Illiterate
Read and write

5-8
9-10
11-12
>12

108

Can your spouse/partner read and write?

2

3

4

1

2

1

2
1-4 3
4

5

6

7
No 1
2

109

What is the educational status of your
spouse/partner?

Illiterate

Read and write
1-6

7-8

9-12 5

12'-12"% 6

>12"27

AW —
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No Variables Response Skip
110 Current occupation Jobless 1
Merchant 2
House wife 3
Government employ 4
Private business 5
111 On average how much is your monthly <500.00 1
income? 500-1000.00 2
>1000.00 3
I don’t know 4
112 Does your household have the following No=1 | Yes=2
equipments? Radio 1 2
Television 1 2
Mobile telephone 1 2
Land line telephone 1 2

Part II- Marital Status, sexual history and condom use

No Variables Response
200 What is your current marital status? Never married 1 | If 1 go to 300
Married 2 | If 3 go 201
Partnered 3 | If 4-6, go to 202
Widowed 4
Divorced 5
Separated 6
201 How old were you when you first get married | | |Year
or start living with a man (woman)?
Not Sure 98
202 How do you describe the type of your current Polygamous 1
marriage: monogamous or polygamous? Monogamous 2
203 Is this your first marriage or partnership? No 1
Yes 2
204 Are you the first spouse/partner for your No 1
spouse/partner? Yes 2
205 How long ago did you marry or start living [ 11 ] months
with your current spouse/partner? [ 10 ] Years
206 Have you been separated because of No 1 | If1, skip Q 209
disagreements with your partner since you got Yes 2
married?
207 Currently, do you have other spouse/ sexual No
partner other than the one you are living with? Yes
208 How old is your recent partner? Ten or more years older than you

Ten or more years younger than me
Less than ten years younger

1
2
1
Less than ten years older than you 2
3
4
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209 When was the last time you had sex? Daysago [ ]1
Weeksago[ ]2
Monthsago[ 13
Never had 4
210 With what kind of sexual partner did you have Regular partner 1
sex? Non regular partner
210.1 | Have you ever discussed condom use with your No 1
partner? Yes 2
211 Have you ever used condom during sexual No 1
intercourse with your partner/s? Yes 2
212 Did you use condom while having sex in the No 1
last 12 months? Yes 2
213 With whom did you use condom during sexual 1-No | 2-
intercourse; (Multiple answer allowed) yes
Spouse/cohabiting 1 2
partners
Other Regular partners | 1 2
Commercial sex 1 2
worker
Casual partner 1 2
214 How regularly did you use condom during Never 1 | If3, gotoQn218
sexual intercourse with spouse/cohabiting Sometimes 2
partners? Always 3
215 How regularly did you use condom during Never 1
sexual intercourse with NON- Sometimes 2
spouse/cohabiting partners? Always 3
216 What is the main reason you used condom To avoid pregnancy 1
during sexual intercourse with To Prevent HIV transmission 2
spouse/cohabiting partners? To avoid other STIs 3
Pressure from Partner 4
217 What is the main reason you used condom To avoid pregnancy 1
during sexual intercourse with NON- To Prevent HIV transmission 2
spouse/cohabiting partners?? To avoid other STIs 3
Pressure from Partner 4
218 If never or not using always, what was the Not available 1
main reason for not using condom with Too expensive 2
spouse/cohabiting partner? Partner refused 3
Do not like it 4
Trust partner 5
Ashamed to buy condoms 6

Using another form of contraceptive

7
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Part I1I- knowledge about HIV/AIDS and risk assessment (risk perception)

No Variables Response Skip
300 Do you think a healthy looking person can No 1
be infected with HIV? Yes 2
301 Can HIV be prevented? No 1
Yes 2
302 Can a person with HIV be cured? No 1
Yes 2
303 How can a person find out if he/she has Simply by looking 1
HIV/AIDS? Getting tested for HIV 2
Others 3
303.1 | If other, please specify
304 How can PLHIVs can protect their partner Avoiding sex 1
and family from getting HIV/AIDS Avoiding sharing sharps 2
Using sterile needle 3
Using condom 4
Avoiding any physical contact 5
Others 6
304.1 | If others, please specify
305 Do you think partner of index client can No 1
have different HIV test result? Yes 2
I do not know 99

Part IV-KAP towards HIV counseling and testing and disclosure to partners and household

of PLHIVs
No | Variables Response Skip
400 Have you heard about HIV testing and No 1
counseling service provision to partners and Yes 2 | If1,skipQ
family members PLHIVs? 402
401 Do you think testing is important to partners Yes 1
and family members of PLHIVs? No 2
402 Where did you get information about HTC Family 1
service provision to partners and family of Friends 2
PLHIVs? Mass media 3
Health workers 4
Other 5
402.1 | If others, please specify
403 How important is HIV testing and counseling Very important 1
to partners PLHIVs? Important 2
Somewhat important 3
Not important 4
404 Have you ever initiated your current partner No 1
for HIV testing & counseling? Yes 2 | If 1, skip 408
405 Have you ever initiated your family members No
for HIV testing & counseling? Yes If 1, skip 408
406 What was the reason to initiate HIV testing to Prevent transmission of HIV

your current partner or other family?

1

2

1
Told by health worker 2
To know status of partner 3
4

To know status of family members
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No | Variables Response Skip
Requested by partner 5
Requested by family members 6
407 Have your partner ever tested for HIV? No 1 |Ifl,gotto
Yes 2| Q411
Not know 3
408 Where do you prefer your partners or family Government health institution 1
get HIV tested and counseled? Non —governmental institution 2
Private health institution 3
PLWHA association 4
Home 5
409 Who made the decision to have the test for Myself 1
your partner? My partner 2
Together 3
410 How frequently your partner gets testing for Every month 1
HIV? Every three month 2
Every 6 month 3
Every Year 4
Never had test 5
411 Have your family members ever tested for No 1] Ifl,gotoQ
HIV? Yes 2 | 414
Not know 3
412 How frequently your family members get Every month 1
testing for HIV? Every three month 2
Every 6 month 3
Every Year 4
Never had test 5
413 If you knew that your partner is HIV negative No 1
would you disclose your status to your Yes 2
partner? Amnotsure 3
414 If you knew that your partner is HIV negative, Abstain from all sexual activity 1
what steps would you take to prevent your Decrease frequency of sexual activity 2
partner from becoming HIV positive? Use condom consistently 3
415 Did you disclose your HIV ' status to your No 1
partner? Yes 2 | If 1, skip Q416
416 Whom did you disclose your HIV' status? Partner 1
Family members 2
Friends 3
partner & family 4
all 5
417 Would you disclose your HIV status to your No 1
household members? Yes 2
Not sure 3
418 What was the reason for not disclose status to Fear of stigma & discrimination 1

the partner?

Fear of divorce and separation 2

My partner knows her status

3

My partner not want discuss about testing

4

34




No | Variables Response Skip
My partner has same result with me 5
I have no reason to disclose my status to
partner 6
419 What benefit do you think disclosure have to Prevent HIV transmission 1
partners and family members Avoid stress 2
Improve adherence support to ART 3
Help household know their individual sero
status 4
420 Are you aware of any support system that is No 1
available in health facilities or elsewhere for Yes 2
partners/couple’s with different HIV results? I’mnotsure 3

Part V-Factors associated with service delivery

Variables Response skip
500 Would you be willing to take your No 1
spouse/partner or family for testing & Yes 2
counseling to the nearby facility? Notsure 3
501 Do you trust health workers keep the No 1
information that you gave them confidential? Yes 2
Not sure 3
502 Do you think that your partner might not have No 1
HIV infection? Yes 2
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ANNEX ($70) IV: poozZ #9

MmS S PAT! 99 LOAA:: He hHY PHTTU~t Q@l0 NLIVFm-
OAT APTT wPTF LTS AT8SC AICFFO- ATLAT Phi A0, (HIV) 9°CavsS 29°hnC Al1Atet 4P
ATL.LLA TG avl 8 AaPANAN 1@-:: U TG ATNEL PAD- I A%.0 AN RLACAAL N9PY0LAN MG LT
O/ NEA L6 AG TGET APNGSOT 0917 +a0L94 ATINTrT 10+

NhAATT A%0 AN NI 071647 AASRL G840 (1LTPFD- @0 AN wPTF LHANG ATEC AICTFTFO-
AATLAT PhT.AL.0. (HIV) 9°CarsS 09°hnG ATAINTE Q840 NLTPFD- @-0 QA wPT HIL: APANAD-
TR APLUI° (HY PIPCave- ARTTE AL +&F aPe&mC A LT U3 3P T it AL FOPI°:: (VI TGt
AT RILYT &G MG PPRLEPT APAPTS e PET AL ATPPLE KILTLFA hGIPGAT:: PHY TG
TAFe AU meP7P OLHY Pm.S LCET PUNIPS AT A0+ 2200PM- WG hHE.0-9° G840 N8I°P
o7 P (PP 10+

(Y PI°CI°C TGT APATeE MRII® AAPATe PACAP @-A% (LPT N9TED-9° (%t +ATePT avott
AN LY P 024 ATPT? T9TF PTLLATFO. Gk OC PATELH Pm.S AIANINRTT P15
Y T6F OC FEPH AmPAL @8 20 L4 A.DNG PTLTN AR AR TPEPTT ATMEBFAT:: NPA aPmPE
Ot UFONTT TEEPT PPANLDG AU-T PAND- PEL-20/DAND AP WH.U-9° kT AL 0L(HIV) 2C
ALOH AATLTFA QVELTS U3 PTT PTlmed LIPS TIGF@I9° avav\d PTIRLATPFOT TEEPT
AAaPa\Q WL (v RUIP (1CO 498 AL PTaPAlT aPP'rT ATINGON ATD/AT::

OHY TG (AP 90T P F PPI° ALTCIC:: T1C 17 ACHP OHY T TATE 71847 Q240
NLTPF@- @0 AN wPTF (LHANG ATEC AICTFTFO- 2PATAT T AL AL(HIV) 9°CaPs. AmPAL U5
ATIOPGTATLU-9° NAININE IC (HHPPH avih: 0T ALTE 20T F e HCHC -3 P T AavlSt POTFAA::
(I Fep189° (HED+ AAE PIPTOLPD- U~ (191.ATC P10 SPSA:: TLATCTE CTM0P AT4.PT AT1L4
TP T ANt PILLOT A TITFOIIC a0l IR TI:: (Teno14I° 1°9°P PR b eI ImPIP
LUPSA:: PHY TGF a8 eoLANANNTF LH A740P LV PR 071018 SIPTA:: PAMTP he hag®P IC
PILHaP (1T JOTI° G0 rE av 1L AQTCI::

ALY TST TIOP 98N T T6n916 avl B NALAIP DLT° 10 LA INT 128 A N A%.0 ANO
RLACAL P990ZAN MG PRI ATTTrE PS 0PGET G0HN0S (AR 2LAPAA ANLYIPT) T11.01C LFAA::
°Ah ePeFo-9° 0911385246 1m-::
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ANNEX (70 V: 0T+ AmATE 009,84 /IO 914IRS LSATYA PR

NGk ATOATG 099229 PIPI0rT 9920185 PP ATPYA av(1oB), g

ALY PT AATT (E 10R FAPGTA: APRUI° 0GR AATT AR PTATA:: AAHLVI (LY TG ATPAHE
PO YA TR (Y P& AL (FaPANTD PLCTT 2264 AR 19P8.LI° PIPATE: aPPET ALIIMAU-:

1. &2 n2h-aomLe Aat$dAU- 1 HAFO- 44T NU-PADL, MG 1K Y5
2. 0FPA-omLE ANAT&IP 11 A0P NI+ g, Gl
A FL.m 0R79° PIPANG .G

&CM 7
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