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6. Abstract:

Back ground: Effective linkages between the sexual, reproductive health and the HIV
interventions are essential to ensuring the reproductive rights of women living with HIV. The
sexual and reproductive decisions faced by women with HIV involve their desire for
pregnancy, their contraceptive practices, their choices about an unintended pregnancy, and
their prenatal and postnatal options to reduce perinatal HIV transmission.

Objective:-The aim of the study was to assess the magnitude and factors affecting child
desire of women living with HIV in the food distribution sites of four sub cities of Addis
Ababa.

Methods: - A quantitative cross sectional survey on 414 HIV-positive women at four sub
cities of Addis Ababa was conducted from February to April 2010. Data on socio-
demographic characteristics and fertility needs were collected using structured and pre-tested
interviewer administered questionnaire. This was supplemented by qualitative study (FGD).
Descriptive analysis followed by binary and multivariate logistic regression was made to
assess predictors of their desire to have future children.

Result: - Subjects had median age of 31 years and had been diagnosis with HIV for mean of
55 months. 39.9% of women in the food program have future child desire. Among those
desiring children 90.6% of them were not having children currently. Majority women living
with HIV and their partners have similar desire to have children in the future. As many as
63% of HIV positive women who desire children have a partner who does. Generally, women
living with HIV who desire children are younger, not educated, have no children, having
partner who have child desire and CD4 count >200cell/mm®. Moreover lack of health
professional’s discussion about reproductive health increases future child desire of women.
Respondents in the age group 40 years and above had less likely to desire future children
(AOR: 0.06, 95% CI: [0.01-0.58] than the other age group. Having primary and secondary
education were less likely to desire children (AOR: 0.14, 95%CI: [0.04-0.52] & AOR: 0.16,
95% CI: [0.05-0.47] respectively. Respondents having one or more children were less likely
to desire children. Respondents with partners not having future child desire were less likely to
have children in the future (AOR: 0.27,95% CI:[0.01-0.78] and those whose CD4 count is
>200cell/mm?® and not discussed about reproductive health with the health professionals were
more likely to have future child(AOR:4.48,95% CI:1.27-15.77 and AOR:6.2,95%
Cl:2.08,18.5)respectively.

vii



Conclusion: Younger age, not educated, not having currently alive children, partner’s future
child desire, having current CD4 count of >200cell/mm?® and lack of discussion about
sexuality with their counselors are factors associated with child desire of women living with
HIV.

Recommendations: Women living with HIV and who desire children have numerous service
needs in addition to future closely linked to medical care. The issues of mother with HIV

need to be emphasizes at all levels including policy, programmatic and service level.
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1. Introduction and statement of the problem

AIDS is the major health, social and political problem worldwide which has taken a distressing
toll in societies. It ranks fourth among the leading causes of death worldwide and first in sub-
Saharan Africa. Available data indicated that the percentage of women among people living with
HIV has remained stable at 50% for several years. Globally, there were an estimated 33 million
people living with HIV in 2007®. HIV/AIDS still pose a threat to achieve MDGs and successful
addressing of HIV/AIDS prevention and control program®.

Sub Saharan Africa still remains most heavily affected by HIV, accounting for 67% of all
people. HIV infections are higher among women than men®. Regardless of HIV status the
ability to express oneself sexually and the desire to experience parenthood are essential for many
people™. The intersection between HIV status and child birth becomes complicated now. On one
hand, HIV-positive men and women reported strong pressure from family members, people in
their community and health care providers to give up the idea of having children, either because
of the risk of prenatal HIV transmission or out of concern for the welfare of children raised by
parents who may die prematurely of AIDS. On the other hand, childbearing in most societies
play a central role in the social identity of both men and women, and couples are expected to
have children®. However, there is limited understanding of the reproductive healthcare needs
and the impact of infection on the fertility desires of women living with HIVV/AIDS. Therefore,
acknowledging these needs and aspirations was essential to maintain the basic human rights of
HIV-positive women®.

Currently available researches on the relationship between fertility and HIV in Ethiopia are
scanty and mainly facility based. In these studies counselors (health providers) were recruited as
dates collectors and both sexes were addressed which might be liable to sample and social
desirability biases. Therefore this research will try to focus on women living with HIV who were
in food support program in the sub cities of Addis Ababa. Through this study the need to have a
child/children and factors affecting fertility need of women living with HIV would be assessed.
This study will serve as a guide to design possible intervention for women living with HIV in
Addis Ababa city administration. Besides it would help to contribute the ongoing intervention to
strengthen informed decision making of women living with HIV on reproductive health

programs in the study area.



2. Literature review

2.1. Over view of HIV and AIDS in women of reproductive age

The impact of HIV and AIDS on the lives of women is one of the most critical reproductive
health concerns of our times. In sub-Saharan Africa, where the epidemic has spread to the
general population mainly through sexual contact, women make up 59 percent of adults living
with HIV. Young women ages 15 to 24 in the region are between two and six times as likely to
be infected as young men of the same age. Women are especially at risk of contracting HIV

because of the interplay of biological, economic and cultural factors®.

In Sub-Saharan Africa and in the Caribbean where the virus is spread predominantly through
heterosexual contact, HIV infections are higher among women than men. Swaziland has the

highest prevalence of HIV among females as compared to males followed by South Africa.

In Ethiopia, HIV prevalence indicated that females are more affected than males in the age group
of 15-24 years(3). The single point estimate report of Addis Ababa in 2007 showed 6,223 HIV
positive preghant women and 808 annual HIV positive births ),

The pandemic of HIV continues to spread worldwide despite prevention efforts and successes in
a few countries. Comprehensive approaches to improve reproductive and sexual health will
require continued commitment and investment®. Like other women of reproductive age, many
HIV-positive women desire childbearing and parenthood despite having a chronic illness.
WLHA want safe and effective contraception to prevent unintended pregnancies, prevent
acquisition of sexually transmitted infections (STIs) and prevent transmission of HIV to their

sexual partners ©.

2.2. Magnitude and factors associated with fertility desire of women living with HIV

About 2.5 million women who become pregnant each year worldwide are HIV positive. The
largest shares are from Sub-Saharan. HIV influences reproductive choices of women living with
HIV. Regardless of HIV status, the ability to express oneself sexuality and the desire to
experience parenthood are central for many people. Therefore, acknowledging these needs and
aspirations is essential to maintain the basic human rights of HIV-positive people. At the same

time, because the large majority of HIV infections worldwide occur as a result of sexual
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intercourse, global HIV prevention efforts must address the sexual and reproductive health needs
of people living with HIV to succeed .

Another study in Uganda indicated that 93% to 97% of HIV-infected women reported not
wanting more children and only 14% of these women actually reported using permanent or semi
permanent family planning methods®®.

Maternal HIV infection increases the risk of pregnancy outcome: some observational studied
showed that, the risk of spontaneous abortion, stillbirth, prenatal mortality, infant mortality, low
birth weight, growth retardation and pre term delivery were very high in those HIV positive
women when compared to HIV negative women®.

UNAIDS, recommends that HIV positive women should be able to control their fertility or
prevent HIV transmission prenatally if they decide to have children. According to
UNAIDS/WHO report moving to words universal access to HIV prevention, cure and support is
an important step in the direction of effective, sustainable HIV response, and Ethiopia is among
countries having 25% coverage for universal access"®.The national PMTCT guideline
emphasizes HIV-positive pregnant women who do not have indication for HAART should

receive ARV for Preventing Mother to child transmission (PMTCT) purposest?.

2.3. Factors influencing fertility decision of women living with HIV
HIV is an important influence on WLHA reproductive choices. Irrespective of whether the

women had a child or not, reasons cited for not wanting to bear a/another child includes,
concerns about imminent death, leaving the child orphaned and the financial implications of their
status. While those who did not change their fertility intentions indicated that having a child,
particularly a son, would give them a reason to live and ensure bonding between siblings™®.

For women living with HIV who revised or continued their initial childbearing intentions, key
distinguishing factors includes, family and husband’s support, knowledge about and availability
PMTCT and ART services®?.

A crucial factor preventing WLHA from fulfilling their desire for motherhood was the fear of
transmitting infection to the child. They were either unaware of or unconvinced about the
doctors’ advice/counseling about the possibility of bearing an HIV-negative child; indeed, these
women decided either to undergo abortion or took precautions to ensure that they did not become
pregnant. For women who decided to have a child or continue their pregnancy, service provider/

counseling on available services played a key role in the final decision about childbearing®®®.
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Husband’s support was also considered a crucial factor underlying the decision on whether or not
to have a child. It is not worthy that women living with HIV indicated that the final decision on
whether to have a child or not, was taken jointly or only after convincing or being convinced by
their husbands®?.

According to EDHS 2005, gender difference in infection level of HIV has also large impact on
positivity of women for HIV with the facts that biological factor, early initiation of sex; marry as
much younger age than men and also their husbands tend to be older than them, powerlessness
even to ovoid unsafe sex, devoid of decision by themselves to control or regulate their fertility
and pre dominant sexual violence and harmful traditional practice are some of the factors‘®®.

A study done in Addis Ababa revealed that age group 18-29 and 30-39, being female, being
married/ in relationship, having secondary education and above, having no children or 1-2
children, partner desire for fertility, improved health condition and maternal weight gain were
main factors contributed desire to have children, on the other hand disclosure of sero status to
partner/spouse was significantly associated with lower desire for children®®.

Another study in Ethiopia, SNNPR revealed that younger age 15-34yrs, family size, the more
family they have the less desire for more children, and for no desire to have a child/children or
desire less number of children, the reasons were fear of health to have more or may not offered
to bring them up, economic problem and fear of MTCT also another factor *®.Study done in
Bahir Dar reveled that women who follow their ART more than a year hove more desire to have

a child/children than those following their ART less than a year®?.

2.4. Knowledge on MTCT and utilization of PMTCT among women living with HIV
The risk of prenatal transmission of HIV is below 2% with antiretroviral treatments, safe
delivery and safe infant-feeding, but in the absence of these critical interventions, the risk of HIV
transmission ranges from 20-45%%.

Today, the push for universal access to life-saving drugs is a major focus of attention at global
and national levels. As the prognosis for people living with HIV has improved worldwide, AIDS
activists and the global public health communities have increased their focus on quality-of-life

issues as well as length-of-life issues®?.



Despite the relatively widespread availability of short-course antiretroviral regimens to prevent
transmission of HIV from mother to child during pregnancy, labor, and delivery, it has been
estimated that only 9% of HIV-positive pregnant women received antiretroviral prophylaxis in
developing countries including Ethiopia 2006®. Even though there is high awareness of HIV in
Ethiopia only 30% and 16% of men and women respectively have comprehensive knowledge of,
how HIV transmission can be prevented®®.

Though the reasons for this low use of services are insufficiently understood, many factors were
attributed to the low uptake of the services. These include women's fear of toxic effects for
themselves or their baby, fear of drug resistance, beliefs that treatment is not necessary if women
are "healthy,” interruptions in the drug supply, stigma, discrimination, and low rates of delivery
in health care facilities. Women's use of services for the care and treatment of their own HIV
infection following a diagnosis in antenatal care also remains low, lack of prevention tools
including male and female condoms, services to support safe conception®.

Study in Ethiopia found that despite a high need for reproductive health services among women
those who tested positive for HIV is very high the quality of counseling was low and few women
were counseled on condom use or contraceptive methods and only less than half of HIV positive
women were counseled for PMTCT®?,

The main objective of PMTCT is to reduce the transmission of HIV infection from HIV infected
mother to offspring. A sentinel surveillance report of sero-status of pregnant mother from five
towns of southern Ethiopia revealed a prevalence of 7.8%. An increase incidence of HIV in
pregnant mothers would ultimately lead to increased incidence of HIV in children. The reason
for increasing MTCT of HIV might include lack of knowledge of mothers on the risk of MTCT,
lack of access to VCT and the benefit of preventive interventions, like ART, infant feeding
options, ARV prophylaxis and avoidably breast feeding are cornerstones of the strategy of
PMTCT #"29),

The study from Addis Ababa Showed, 98.9% of participants know about transmission of HIV
from mother to child. Out of these people 93.6% of them knew the availability of prevention
medication. 20% have negative attitudes toward the effectiveness of preventive medications 4.
Study in Addis Ababa showed that even though most women knows that HIV transmits from

mother to child and availability of mother to child preventive medications but most do not know



how and when mother to child transmission occurs, how much is the risk of transmission, when
to seek preventive medication, and available mother to child preventive strategies™?.

Studies done in different regions of Ethiopia including the study in Addis Ababa were facility
based and liable to sample bias in which participants were recruited at ART treatment unit and
participants those who were more adherent to ART, were more likely to enrolled which would
affect to confidently generalize the study and this would hinder the external validity of the study
findings.

In addition to this the counselors in the selected ART units were recruited as data collectors
during the study time which is likely to predispose to social desirability bias and definitely affect
the accuracy of the study findings. Considering all this, this study is a community based and will
try to address these limitations and there by enhance the generaleizablity and accuracy of the

study result.



3. Conceptual Framework

Conceptual Framework on magnitude and factors affecting fertility desire of HIV positive women .
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4. Objectives

4. 1. General objective
To determine the magnitude and factors affecting fertility desire of women living with HIV in

Addis Ababa city administration,

4. 2. Specific Objectives:
1. To assess the magnitude of fertility need among women living with HIV AIDS (WLHA) in

Addis Ababa,

2. To identify factors affecting fertility desire of women living with HIVV AIDS in Addis Ababa,
3. To assess the knowledge about MTCT of HIV, and fertility planning among WLHA in Addis
Ababa,



5. Methodology

5.1. Study area: The study was conducted in the food distribution sites of four sub cities of
Addis Ababa city administration. Addis Ababa is the capital city of Ethiopia and the seat of the
African Union and the Economic Commission for Africa.73.4% of the population is between the
ages of 15-49 years old and, 35% were between 15-24 years old. The city is reported to have a
growth rate of 2.82% most of which is attributed to high rural to urban migration. It is among the
most HIV/AIDS affected areas in Ethiopia, with prevalence rate of 7.5 in 2007. An estimated of
171,722 people in Addis Ababa were living with HIV which represents 7.9 % of the population.
It is the largest cause of death in the city. Around 6,223 HIV positive pregnant women are
present in the city with 808 annual HIV positive births in 2007,

Different HIV/AIDS interventions efforts are ongoing in the city. Among which care and support
services are provided for poor persons infected with HIV. Women and children infected with
HIV are special groups in which these services are provided.

5.2. Study design

A cross sectional quantitative study was conducted using interviewer administered questionnaire.
Besides qualitative study assessment was also used to gather comprehensive information, to
explore and understand some aspects of reproductive issues and factors affecting fertility desire
of women living with HIV/AIDS, in which details were not addressed in the quantitative study,

and the result was triangulated with the findings obtained in the quantitative assessment.

5.3. Source population and study population

5.3.1. Source population

Women aged 18-49 years old who are living with HIV/AIDS and currently on food support in
Addis Ababa city administration.

5.3.2. Study population
The eligible source population of the study was all women in the age group (18-49 years old) and

living with HIV who was registered for food support in the sub cities of Addis Ababa city

administration during the study period.



Inclusion Criteria

All women age 18-49 years living with HIV and who are registered in the sub city for food
support regardless of their ART utilization during the study period.

Exclusion criteria

Women who were diagnosed as problem with infertility, those for whom hysterectomy was done
and who were unable to hear, mentally disabled, seriously ill and those younger or older than the

age specified in the inclusion criteria were excluded from the study.

5.4. Sample size determination
Quantitative method

The sample size was determined using single population proportion determination formula as
shown below. Previous study conducted in Addis Ababa revealed the proportion of fertility
desire of women living with HIV would be 44.7%, with expected margin of error (d) 5%, 95%
confidence level (Z,)) and 10% of non-response rate.

Adding a non response rate of 10%o, the total sample was 418.

n=(Zy)2P (1-P)  =(1.96)°(0.45) (0.55) =380
d? (0.05)°
Where:
n= the required sample size
Z=Standard score corresponding to 95% confidence interval=1.96
p= Assumed proportion of HIV positive women fertility desire=0.45
d = the margin of error (precision) 5%
None response rate =10%

10



5.5. Sampling procedure
Quantitative study

The study was conducted in four sub cities. To determine the study subjects to be included into
the study, the following steps were followed. First, four out of 10 sub cities were selected by
simple random sampling. Second, the sampling frame (lists of HIV positive mothers) was
obtained from food distribution sites of the respective sub cities. Third, the number of mothers to
be included in to the study (sample) was determined proportionally in accordance with the total
number of mothers in the sampling frame of the selected sub cities. Finally the respondents were

selected by simple random sampling from the framed list (Fig.1).

Ten sub
cities
SRS
1 1 < 1 1

( Arada N ( Addis Ketama ( Kolfe N ( Lideta

N;=519 N,=482 N3=289 N,=260
(& J & J (& J & J

«—— Proportionall

( ) ( ) ( ) (

n,=140 n,=130 n3:78 Ns=70
L J J J Y,

Final sample size - n1+ Ny N3Ny =418 HIV positive women.

Figure 1.Schematic presentation of sampling procedure for quantitative method.
Qualitative study
A total of two focus group discussions were conducted in this study. These two FGD were held

from the selected sub cities. Participants were selected by their homogeneity in their educational
and economical back ground using purposive sampling method having 9 and 10 number of

women, and those who were participated in the interview were not included in the FGD.

5.6. Data collection
Quantitative study

A standardized and structured questionnaire was developed based on previously available
information, and adapted to local situation with certain modifications.

The questionnaire was prepared initially in English, and then translated to Amharic for interview
and back to English.
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Data collection in the field was conducted by 8 trained data collectors and 2 supervisors. A two
days training were provided to data collectors and supervisors on the objective of the study and
made them familiarized with the questionnaire by the principal investigator. Questionnaire was
pre-tested in two sub cities in similar settings outside the study area.

Qualitative study

Topics of discussion were developed aiming to explore and understand some aspects of
reproductive health issues and their consequences for health and life of women with HIV/AIDS
on their fertility desire. Identified topics of discussion include: the effect of HIV on fertility, the
needs of women to have a child in the future, details of discussions held with health providers
about informed decision making for future fertility, knowledge of MTCT and utilization of
PMTCT program. Topics of discussion of FGD were translated to Amharic for ease of the FGD.
The discussions were taped and notes taken at the same time. A discussion was facilitated by the

principal investigator.

5.7. Variables for the study.
The independent variables were:-

e Socio demographic characteristics,

(Age, income, marital/relationship status, education, religion, occupation, ethnicity),

e Partner’s HIV status,

e Number of children alive,

e Partners desire for children,

e Duration since HIV diagnosis,

e Long and short term family planning use before and after HIV diagnosis,

e Auvailability and utilization of HAART,

e Knowledge about MTCT and utilization of PMTCT service.
Dependent/outcome/ variable

e Fertility desire.

12



5.8. Operational definition
Desired number of children:-The no of children in the future WLHA wants to have in the

future.

Reproductive Decision: -The intention of the individual to give birth or use of contraceptives or
thinking of possibility of giving birth.

Desire for a child /children: - A wish or expression of women living with HIV to have
Child/children in the future.

Mother to child transmission: - refers to the transmission of HIV from the mother to the child
through various mechanisms like delivery, breast feeding and pregnancy.

Unintended pregnancy: - pregnancy that is mistimed or unwanted.

Defacto union: - sexual relationship of women without legal marriage.

5.9. Data quality assurance
To ensure the quality of data, training of data collectors and supervisors were undertaken and

10% of the sample size was pretested in non study area. The questionnaire was assessed for its
clarity, consistency, completeness and skip patterns. Questions which were difficult to ask were
then rephrased. In addition both principal investigator and supervisor had, undertaken daily
monitoring for completeness, correcting mistakes, checking errors. FGD was held until the point
of saturation and the discussion points were recorded to audio tape recorder and notes were taken

simultaneously.

5.10. Data analysis
Quantitative data: Data were entered; cleaned and explored using statistical software of

EPI1_INFO version 6, data’s were cross checked and corrected during data cleaning process.
Then it was exported for analysis to statistical SPSS version 11. The descriptive analysis such as
proportions, percentages, frequency distribution and measure of central tendency mean and
median were used. Logistic regression model was also employed to control confounding effect
and measure strength of association.

Qualitative data: Focus group discussion was held until point of saturation and it was taped and
noted. All the audio recorded discussion points and notes were transcribed and translated to
English. The thematic approach analysis was utilized for the qualitative data. These include

translated transcript were reviewed and examined thoroughly and categorized in to primary
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themes and then the data was reviewed and combined in to broader concepts, finally the concepts

were refined in to major themes.

5.11. Ethical consideration
Ethical approval was obtained from the institutional review board of Addis Ababa University

Faculty of Medicine and School of Public Health .A formal letter of permission was written to
Addis Ababa HAPCO, Addis Ababa Health Bureau and Addis Ababa City Administration, and a
letter of permission was written by Addis Ababa city administration and HOPCO to all sub cities
to get their permission for the study, and permission was obtained from each sub cities. Verbal
consent was asked from each informant prior to the interviews and data were collected
anonymously to ensure confidentiality. Consent form was written in Amharic and read to
participants to seek their consent. Informants were assured that data were handled exclusively by

the investigators and no one was able to recognize them in the report.

5.12 Dissemination of results:
Study results will be shared to the school of public Health, Addis Ababa University, Ethiopian

Public Health association, Addis Ababa HAPCO, Addis Ababa Health Bureau and other
concerned stakeholders and publication of the findings in journals.
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6. Results

6.1. Socio-demographic characteristics of the study population

A total of 418 women of aged 18-49 years were included from four subcities of Addis Ababa.
414 were interviewed making a response rate of 99%. One hundred forty (33.5%), 130 (31.1%),
74 (17.7%) and 70 (16.7%) of the respondents were from Arada, Addis ketama, Kolfe and
Ledata subcities respectively.

Two hundred thirty eight (57.5%) and one hundred twenty nine (31.2%) were in the age group of
25-34 and 35-44years old respectively, with median age of 3lyears. Three hundred forty one
(82.4%) of the participants were followers of Orthodox followed by Muslim and protestant with
the frequency of 9.9% and 7.7% respectively. Ethnic composition of the respondents showed
that; Amhara constitute 202(48.8%), Gurage 101(24.4%), Oromo 83 (20.0%) and others (Tigray,
Dorze and Silti) were 28 (6.8%). Out of the respondents, 119 (28.7%) had never been to school,
74 (17.9%) could read and write only and 87 (21%) had primary education and 134 (32.4%) had
secondary education. One hundred ninety one (46.1%) of the respondents were either married or
having sexual partner, while 181 (47.3%) were either divorced or widowed and 42 (10.1%) were
single. One hundred seventy one (41.3%) of the interviewed were unemployed while 95 (22.9%)
and 49 (11.8%) were daily laborer and governmental/private employees respectively. One
hundred forty (33.8%) and 192 (46.4%) of the subjects had monthly house hold income of less
than 250.00 ETB and with no income respectively. The median monthly income of respondents
was 200.00 ETB. (Table 1)
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Tablel.Socio-demographic characteristics of women living with HIV; in food distribution

sites of four sub cities of Addis Ababa city administration, Ethiopia, June 2010.

Characteristics/variables Frequency Percent
Age (years) n=414
15-24 20 4.8
25-34 238 57.5
35-44 129 31.2
45 & above 27 6.5
Meanz SD 31+(6)
Religion
Orthodox 341 82.4
Muslim 41 9.9
Protestant 32 7.7
Ethnicity
Ambhara 202 48.8
Gurage 101 24.4
Oromo 83 20.0
Others(Tigray, Dorsea and Selta) 28 6.8
Educational status
Iliterate 119 28.7
Read & write only 74 17.9
Grade 1-7 87 21.0
Grade 8-12 134 324
Marital status
Single 42 10.1
Married/Cohabitation 191 46.1
Divorced/Widowed 181 47.3
Occupation/Employment
Unemployed 171 41.3
Daily laborer 95 22.9
Governmental/private employ 49 11.8
House wife 33 8.2
Pity trade 22 5.3
Others 43 104
Estimated total monthly income(ETB)
No income 192 46.4
<250 140 33.8
251-500 39 9.4
Others 43 104
Mean +SD 200.00 +£(102)
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6.2. Fertility desire of women living with HIV
Two hundred twenty (53.2%) of the study population had 1-2 and 145 (35%) had 3-4 live births,

while 49 (11.8%) had no live birth in their life. Two hundred thirty two (56%) had 1-2 and 115
(27.8%) had > 3 children who are currently alive, where as 67 (16.2%) haven’t. One hundred
sixty five (39.9%) had desire to have children in the future but the rest don’t have future child
desire. Out of those who desired to have children, 135 (81.8%) wanted to have < 2 children,
while 26 (15.8%) desire to have >2 children and 4 (2.4%) they were not clear of it.

Eighty four (50.9%) of the study subjects who desire to have children planned to have a child
within less than two years, 34 (20.6%) of the mothers desire to have children two years later and

47 (28.5%) didn’t know the exact time when to have birth.

Of those married and in any form sexual relationship, 103 (53.9%) reported that their partners
want to have children in the future while 67 (35.1%) reported their partners don’t like to have
and 21 (11.0%) didn’t know their partner’s future child desire. (Table 2)
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Table2. Distribution of women living with HIV by fertility desire in food distribution site of
four sub cities of Addis Ababa city administration, Ethiopia 2010

Characteristics Number Valid %
Number of alive birth n=414
No birth at all /no live birth 49 11.8
1-2 live births 220 53.2
3 and above live births 145 35.0
Mean + SD 2+1.5
Number of children currently alive
Have no children 67 16.2
1-2 Children 232 56.0
3 and above children 115 27.8
Mean + SD 2+(1.5)
Future child desire
Yes 165 39.9
No 249 60.1
No of children to add/have in the future n=165
1-2 children 135 81.8
3-4 children 26 15.8
Didn’t know the exact number 4 2.4
Time plan when to bear a child n=165
<2 years 84 50.9
> 2 years 34 20.6
Don’t know the exact time 47 28.5
Husband/Partner future child desire n=191
Yes 103 53.9
No 67 35.1
Don’t know 21 11.0
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6.2.1. Reasons mentioned for not having children in the future
Two hundred forty nine (60.1%) of the respondents had no future child desire. Reasons given for

not having future child desire were, 103 (41.4%) don’t have adequate income to add more
children, 52 (20.9%) already attained the desired number of children, 47 (18.9%) believed that
their health condition were compromised due to childbearing, 39 (15.6%) reported due to fear of
MTCT of HIV and 8 (3.2%) had received advice from health workers not to bear a child. (Fig.2)

Percent

Don’t have adequate in come to add more | | 41.4

Attained desired number of children | |

- v ¥yis8.9
May compromised my health condition m Percent

Fear of MITCT of HIV 15.6

Health provider’s advise not bear a child 3.z

o 10 20 30 40 50

Fig. 2: Reasons mentioned for not having children in the future.

6.3. Family planning demand, choice and use among women living with HIV
Three hundred seventy nine (91.5%) respondents had knowledge about family planning. Out of

which, 255 (67.3%) and 165 (43.5%) of the respondents had ever used at list one type of
contraceptive method before and after HIV diagnosis respectively. Currently 129 (34%) of the
respondents had reported that they were using different methods of contraception. Reasons
spelled for the current choices were health professional advice and suitability of the methods to
their health 49.6% and 41% respectively. Two hundred fifty (66%) of the respondents were not
using contraception. Out of the 66 % not using contraceptive currently, 51 (20.4%) of them want
to use family planning in the future, while 192 (76.8%) of the respondent didn’t want to use any
method even for the future. Reasons given include; 92 (47.9%) of the respondents believed that
the methods were not suitable with the ART, 42 (21.9%) wants to be pregnant, 32 (16.7%) had
no sexual relationship and 26 (13.5%) had other reasons not to use family planning. ART units
were the preferred site of contraceptive provision for 80.6% of current users. Of those 129
current contraceptive users, 120 (93%) of the respondents disclosed their serostatues to their
contraceptive providers while 9 (7%) did not disclose their serostatues. Main reason for not

disclosing their serostatues were fear of stigma and discrimination. (Table 3)
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Table3.Contraception demands, choice and use among women living with HIV, in food

distribution site of four sub cities of Addis Ababa city administration, Ethiopia, June 2010.

Characteristics/Variables Number Percent
Know about FP (n=414)
Yes 379 91.5
No 35 8.5
Ever use prior to HIV diagnosis (n=379)
Yes 255 67.3
No 124 32.7
Ever use after HIV diagnosis
Yes 165 435
No 214 56.5
Current use
Yes 129 34.0
No 250 66.0
Reason for current use? (n=129)
Health professionals advice 64 49.6
Suites with my health 53 41.1
Others 12 9.3
Future contraception need (n=250)
Yes 51 20.4
No 192 76.8
Don’t know 7 2.8
Preferred place for FP service (n=180)*
ART unit 145 80.6
Out of ART unit 35 19.4
Reason for no use FP in the future (n=192)
Want a child/children 42 21.9
Not suit with the ART drags 92 47.9
Have not sexual relation 32 16.7
Others 26 13.5
Disclosure of serostatus to FP provider (n=129)*
Yes 120 93.0
No 9 7.0
Reason for not disclose serostatus (n=9)
No trust on the health provider 1 111
Fear of stigma/Discrimination 6 66.7
Others 2 22.2

*current and future contraception user’s
*current FP method user’s
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6.3.1. Contraception use among HIV positive women by time and method;
Three hundred seventy nine of the mothers had ever used at list one type of contraceptive method

before and after HIV diagnosis. The most common methods used before HIV diagnosis were oral
contraceptive pills (57%) and injectables (51.6%). Condoms and injectables constitute the most
practiced method after HIV diagnosis, with the frequency of 47.3% and 38.7% respectively.
Among the 129 current contraception users, condom, injectable, pills and implantation constitute
76 (58%), 35 (25.5%), 13 (9.9%) and 11 (8.4%) respectively. Two hundred fifty of the mothers
were not current contraceptive users. Out of which 51(50.4%) want to use contraception for the
future and the most preferred methods were condom 48.1%, injectables 28.6%, and oral
contraceptive pill 9.9%. (Table 4)

Table4. Distribution of women living with HIV contraceptive use by method and time; at
food distribution site of four sub cities of Addis Ababa city administration, Ethiopia, 2010.

Contraceptive use/Need

Use prior to Dx*  Use after Dx* Current users* Future need*
Method choice N % N % N % N %

(n=255) (n=165) (n=129) (51)
Abstained from sex 1 0.4 1 0.6 3 2.3 1 1.3
Condoms 17 6.6 80 47.3 76 58.0 37 48.1
Pills 147 57.4 24 14.2 13 9.9 6 7.8
Injectable 132 51.6 65 38.7 35 26.5 22 28.6
IUD 7 2.7 3 1.8 4 3.1 3 3.9
Implants 3 1.2 10 6 11 8.4 4 5.2
Tubalegation/vasectomy 1 0.4 2 1.2 4 3.1 0

* Variables having multiple answers.
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6.4. Knowledge on mother to child transmission HIV
Three hundred ninety six (95%) of the respondents had ever heard about mother to child

transmission of HIV and the most common source of information about MTCT was from health
workers (91.2%) and mass media (37.4%). One hundred sixty four (41.8%) of the respondents
answered mother to child transmission occurred during pregnancy, 269 (68.1%) during labor and
294 (74.2%) during breast feeding. Three hundred fifty six (89.9%) and 304 (85.9%) of the study
subjects knew about PMTCT and had positive attitude towards PMTCT respectively.

One hundred ninety (53.7%) of the mothers had the perception of all children who were born
from affected mother would acquire the virus if the mothers were not taking PMTCT during their
pregnancy. Seventy (19.7%) of the mothers had the perception of MTCT were 50% without
PMTCT and 96 (27%) respondents didn’t know the exact figure. Forty (11.2%) of the respondent
did not believed that PMTCT prevents mother to child HIV transmission. (Table 5)
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Table5. Knowledge on MTCT and utilization of PMTCT service; among women living with
HIV in food distribution sites of four sub cities of Addis Ababa city administration, Ethiopia,
June, 2010.

Characteristics/Variables Number Percent
Heard about HIV MTCT (n=414)
Yes 396 95
No 18 5
Source of information about MTCT* (n=396)*
Mass media 148 374
Health care provider 361 91.2
Friends 24 6.1
Other 17 45
knowledge about the ways/time of MTCT*
During preghancy 165 41.8
During labor 269 68.1
Through breast feeding 294 74.2
Don’t know 26 6.6
Awareness about PMTCT
Yes 356 89.9
No 40 10.1
Extent of MTCT HIV without PMTCT service
All children born 190 53.7
About 50% of children 70 19.7
Don’t know the exact figure 96 27.0
Others 24 6.7
Attitude towards medication to PMTCT n=356
Positive 306 86.0
Negative 40 11.2
Don’t know 10 2.8

* Variables having multiple answers.
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6.5. HIV/AIDS diagnosis, treatment, care and support
Three hundred seventy eight (91.3%) of the respondents reported that they had been more than

two years since HIV diagnosis. Twenty seven (6.5%) had less than two years since diagnosis and
9 (2.2%) didn’t remember the exact time of HIV diagnosis. 373 (90.1%) of them started ART
and 41 (9.9%) have not yet started. Out of those who started ART, 282 (75.6%) had been more
than two years since ART started. Mean duration of HIV diagnosis and receiving ART was 55
and 32 months respectively. Two hundred twenty (54.8%) and 75 (14.7%) of the respondents
reported a recent CD4 count of >200 cell/mm?® and less than 200 cells/mm?® respectively, with
mean CD4 count of 350cell/mm®,

Three hundred fifty nine (96.2%) of the study subjects reported improvement after ART while 10
(2.7 %) had no shown improvement. Three hundred sixty nine (98.9%) of them received the drug
free from government ART units. Four hundred nine (98.8%) of the respondents have had socio-
economic support, while 5 (1.2%) were claimed not having support. The source of support were
mainly from NGOs 313 (75.7%) and 107 (26.0%) from FBOs. The most commonly provided
support were food 387 (93.9%) and counseling 78 (18.9%). Out of these who were on ART
333 (80.4%) want to have a discussion about reproductive health with their ART providers while
293 (88%) had the discussion. Of those having the discussion, 207 (70.6%) of the respondents
claimed that the discussion was adequate. (Table 6)
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Table-6 HIV related characteristics among women living with HIV; in food distribution

sites of four sub cities of Addis Ababa city administration, Ethiopia June, 2010.

Characteristics /Variables Number Percent

Duration since HIV diagnosis(months) n=414
< 24 moths 27 6.5
>24 moths 378 91.3
Didn’t remember 9 2.2

Mean_+SD 55+(48.2)

Did you start treatment?

Yes 373 90.1
No 41 9.9

Duration since treatment started (months) n=373
< 24 moths 83 22.3
> 24 moths 282 75.6
Didn’t remember 8 2.1

Mean_+SD 32+(18.7)

Recent CD4 count (cell/mm?) n=414
<200 75 18.1
> 200 220 53.2
Didn’t remember 119 28.7

Mean +SD 350£(173.7)

Health condition after ARV initiation n=373
Improved 359 96.2
No change 10 2.7
Deteriorated 4 1.1

Cost of the ART drug covered by

Free from Government 373 100

Support from different groups n=414
Yes 409 98.8
No 5 1.2

Kind of support obtained * n=409
Food and health care 387 93.9
Counseling 78 18.9
Home based care 36 8.7
Financial 23 5.6

Need to discuss on RH with health providers n=414
Yes 333 80.4
No 81 19.6

Discussed about RH with health providers n=333
Yes 293 88.0
No 40 12.0

Was the discussion adequate? n=293
Yes 207 70.6
No 86 29.4

* Variable with multiple responses.
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6.6. Sexual behavior and condom use

One hundred fifty two (36.7 %) of the participants were sexually active within the past six
months, of which 111 (73%) of these individuals used condom while 41 (27%) did not. Out of
those who reported condom use 85 (76.6%) used it regularly, while 26 (23.4%) reported irregular
use. Reason for condom use was advice from health professionals, having HIV negative partner,
to prevent pregnancy and others; with the frequency of 64.9%, 13.5%, 9.9% and 11.7%
respectively. Most common reasons for not using condoms were 19 (46.3%) need to have
children and 22 (53.7%) husbands did not want to use. Among married and who have any form
of sexual relationship, 180 (94.2%) have disclosed their HIV serostatus to their partner. Whereas
11 (5.8%) didn’t disclose their serostatus. 98.3% of them mentioned fear of divorce and stigma
as a main reason. One hundred fifty seven (81.3%) of the partners of positive women undergone
HIV test. However, 20 (10.4%) of the partners didn’t conduct testing. Among those who have
tested partners, 110 (70.1%) and 46 (29.3%) were concordant and discordant respectively.
(Table7)
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Table7. Sexual behavior and condoms use, among women living with HIV; in food

distribution sites of four sub cities, of Addis Ababa city administration, Ethiopia, June

2010.
Characteristics/Variables Number Percent
Sexually active in the past 6 months (n=414)
Yes 152 36.7
No 262 63.3
Currently use of condoms (n=152)
Yes 111 73
No 41 27
Frequency of condoms use (n=111)
Always 85 76.6
Some times 26 234
Reason for condoms use
Health professional’s advice 85 76.6
My partner is negative 15 135
To prevent pregnancy 11 9.9
Reason for not using condoms (n=41)
Want to have child 19 46.3
My partner don’t like it 22 53.7
Disclosures of HIV status to partner (n=191)
Yes 180 94.2
No 11 5.8
Partner tested for HIV (n=191)
Yes 157 81.3
No 20 10.4
Didn’t know 14 8.3
Partner test result (n=157)
Positive 110 70
Negative 46 29.3
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6.7. Factors associated with fertility need among women living with HIV
In this survey respondents were asked different questions to assess factors that determine their

future fertility desire based on their socio-demographic, reproductive and selected HIV/AIDs
characteristics.

Univariate results showed significant association between ages, religion, educational status,
number of alive children, partner’s future child desire. When we come to see the specifics,
respondents with age 30-39 and >40 years have significantly lower desire to have children in the
future than those of younger age 18-29 years). (COR: 0.37, 95% CI = [0.24, 0.58] for age 30-39
years and COR: 0.034, 95% CI = [0.01, 0.13] were for age > 40 years). Similarly, respondent
with elementary and secondary school were less likely to desire for children than those who were
illiterate and able to read and write (Elementary education; COR: 0.33, 95% CI = [0.19, 0.56]
and (Secondary education; COR: 0.17, 95% CI= [0.13,0.32].Characteristics being having one
and above currently alive children;(COR:0.06 95% CI= [0.03,0.15] for those having 1-2 children
and COR:0.02,95% CI=0.01,0.06 for those having three and more children),having partner who
would not like to have children; (COR:0.16,95% CI=[0.84,0.34]and lack of respondents
knowledge about their husband’s future child desire (COR:0.26, 95% CI=[0.11,0.68] were less
likely to desire children in the future. But characteristic like marital status, knowledge and
utilization of family planning methods and intention to use family planning method for the future
had showed no association with the future child desire of women living with HIVV/AIDs (Table
8).
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Table8: The relationship between selected socio-demographic and reproductive characteristic and
women fertility desire among HIV positive women in the food distribution site of four sub cites of Addis
Ababa city administration, Ethiopia, June 2010.

Variables Yes No COR (95% ClI)
Freq (%) Freq (%)
Age(years)
30-39 71(34.6) 134(65.4) 0.37(0.24,0.58)*
40 & above 7(11.5) 54(88.5) 0.034(0.01,0.13)*
18-29 87(58.8) 61(41.2) 1
Religion
Muslim 18(43.9) 23(56.1) 1.30(0.68,2.51)
Protestant 19(59.4) 13(40.6) 2.43(1.16,5.11)*
Orthodox 128(37.5) 213(62.5) 1
Educational status
Elementary school 27(31) 60(69) 0.33(0.19,0.56)*
Secondary school 26(19.4) 108(80.6) 0.17(0.13,0.32)*
Iliterate/able to read &write only 112(58) 81(42) 1
Marital status
Married /cohabitation 89(46.6) 102(53.4) 1.57(0.79,3.14)
Divorced/widowed 61(33.7) 120(66.3) 0.92(0.45,1.85)
Single married 15(37.7) 27(64.3) 1
Number of children currently alive
1-2 children 85(37.6) 141(62.4) 0.06(0.03,0.15)*
3 and above children 22(17.7) 102(82.3) 0.02(0.01,0.06)*
None 58(90.6) 6(9.4) 1
Partners future child desire
No 15(22.4) 52(77.6) 0.16(0.84,0.34)*
Don’t know 7(30.4) 16(69.6) 0.26(0.11,0.68)*
Yes 65(63.1) 38(36.9) 1
Knowing about family planning
No 11(31.4) 24(68.4) (0.32,1.41)
Yes 154(40.6) 225(59.4) 1
Current contraceptive users
Yes 101(40.9) 146(59.1) 1.02(0.66,1.57)
No 53(40.5) 78(59.5) 1
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In univariate analysis of HIV/AIDs related characteristics, respondent’s knowledge on mother to
child transmission rate of HIVV without medical intervention, current CD4 count, and discussion
about RH issue with counselors, having adequate discussion and women who were sexually
active in the last six months showed significant association with future child desire.

Hence, respondents who believed that mother-to-child HIV transmission is about 50% without
PMTCT, (COR: 2.01, 95% Cl= [1.16, 3.5]1respondents with current CD4 count >200mm? with
(COR: 4.07, 95% CI=[2.3, 7.2] and participants not having discussion about reproductive health
issue with their health providers/counselors with (COR: 2.6, 95% ClI= [1.7, 3.94] have positive
and significant association with future child desire. Besides, respondents not having sex in the
last six months were less likely to desire for children in the future with (COR: 0.49, 95% ClI=
[0.33, 0.74]. Variables like respondent’s current knowledge of MTCT, attitude towards PMTCT
service, duration since HIV diagnosis and duration since treatment started were not associated

with future child desire.
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Table9. The relationship between selected HIV/AIDS related characteristics and fertility
desire among HIV positive women in food distribution sites of four sub cities of Addis
Ababa city administration, Ethiopia, June 2010.

Variables

Know about MTCT of HIV
No
Yes
know about PMTCT
No
Yes

Degree of MTCT without PMTCT
50%
Don’t know the exact figure
100%

Attitude towards PMTCT
Negative
Positive

Duration since HIV Diagnosis
> 24 months
Didn’t remember
< 24 months

Started ART
No
Yes

Duration since treatment started
> 24 months
Didn’t remember the exact time
< 24 months

Health condition after treatment
Not changed
Deteriorated
Improved

Current CD4 count
>200cell/mm?®
Didn’t remember
< 200cell/mm?®

Discussed RH issue with counselors
No
Yes

Adequate discussion
No
Yes

Sexually activities within 6 moths
No
Yes

Fertility Desire

Yes

3(16.7)
162(40.9)

17(42.5)
145(40.7)

37(52.9)
40(41.7)
68(35.8)

16(32.0)
129(42.9)

149(39.4)
4(44.4)
12(44.4)

19(46.3)
146(39.1)

111(39.4)
1(12.5)
34(41)

3(30.0)
2(50.0)
141(39.3)

120(56.3)
25(21.2)
20(24.1)

88(53.7)
77(30.8)

44(51.2)
78(37.7)

88(33.6)
77(50.7)

No

15(83.3)
234(59.1)

23(57.5)
211(59.3)

33(47.1)
56(58.3)
122(64.2)

34(68.0)
177(57.8)

229(60.6)
5(55.6)
15(55.6)

22(53.7)
227(60.9)

172(60.6)
7(87.5)
49(59)

7(70.0)
2(50.0)
218(60.7)

93(43.7)
93(78.8)
63(75.9)

76(46.3)
173(69.2)

42(48.8)
129(62.3)

174(66.4)
75(49.3)

COR:95% ClI

0.29(0.08,1.01)
1

1.08(0.56,2.08)
1

2.012(1.16,3.51)*
1.28(0.78,2.12)
1

0.65(0.34,1.22)
1

0.81(0.37,1.79)
1.00(0.22,4.56)
1

1.34(0.68,2.57)
1

0.94(0.57,1.54)
0.21(0.24,1.75)
1

0.66(0.17,2.58)
1.55(0.22,11.12)

1
4.07(2.3,7.20)*
0.85(0.43,1.65)

1
2.6(1.7,3.94)*

1
1.733(1.04,2.88)*
1
0.49(0.33,0.74)*
1

In multivariate analysis variables which were having significant association in univariate

analysis were fitted to the multivariate model to determine independent predictors of the future



child desire. Accordingly; age, education, having alive children, partner’s future child desire,
current CD4 count and having discussion with counselors about reproductive issues were found
to be independent predictors of future child desire. Respondents aged >40years were less likely
to desire children for the future (AOR: 0.064, 95% CI =[0.007, 0.58].The study subjects who
were elementary and secondary school education were less likely to desire children in the future
than those who were illiterate/informal education.

(AOR: 0.14, 95% CI: [0.04, 0.52] and AOR: 0.16, 95% CI: [0.05, 0.47]. As the number of
current alive children increases, future desire of women to have more children decrease
significantly and therefore, women having 1 or 2 children and for those women having three and
more children showed(AOR: 0.27, 95% CI: [0.09, 0.78] and AOR: 0.04, 95% CI: [0.005, 0.324]
respectively. Respondents whose partner don’t want to have children were less likely to desire
children in the future (AOR: 0.27, 95% CI: [0.09, 0.78]. Respondents with current CD4 count
>200mm? were more likely to desired children in the future (AOR: 4.48, 95% Cl: [1.27, 15.77].
Furthermore, participants who had not discussed reproductive health issues with their counselors
were more likely to desire children in the future (AOR: 6.2, 95%, CI: [2.08, 18.5]. (Table 10)
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Tablel10: Multivariate analysis of future child desire among women living with HIV in food
distribution sites of four sub cities of Addis Ababa city administration, Ethiopia 2010.

Characteristics

Age(years)
18-29
30-39
>40
Religion
Orthodox
Muslim
Protestant
Educational status
Illiterate/read &write only
Elementary school
Secondary school

Currently alive children
None
1-2 children
>3

Partner’s need to have children
Yes
No
Don’t know

Degree of MTCT without Rx
100% the child was infected
50% the child was infected
Didn’t know the exact %

Current CD4 count(cell/mm?®
<200
>200
Didn’t remember the exact number

Discussion with counselor
Yes
No

Having sex in the past 6 months
Yes
No

Frequency/percent
Yes No
58.5 41.2
34.6 65.4
11.5 88.5
375 62.5
43.9 56.1
59.4 40.6
58.0 42.0
31.0 69.0
19.4 80.6
90.6 9.4
37.6 62.4
17.7 82.3
63.1 36.9
22.4 77.6
30.4 69.6
35.8 64.2
52.9 47.1
41.7 58.3
24.1 75.9
56.3 43.7
21.2 78.8
30.8 69.2
53.7 46.3
50.7 49.3
33.6 66.0

Adjusted OR
95% ClI

1
0.41(0.15,1.13)
0.064(0.01,0.58)*

1
1.7(0.36,8.10)
3.67(0.58,23.12)

1
0.14(0.04,0.52)*
0.16(0.05,0.47)*

1
0.09(0.012,0.62)*
0.04(0.01,0.32)*

1
0.27(0.09,0.78)*
0.27(0.06,1.14)

1
3.34(0.98,11.57)
2.36(0.76,7.37)

1
4.48(1.27,15.77)*
1.69(0.37,7.63)

1
6.2(2.08,18.5)*

1
10.386(0.11,1.424)
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6.8. Qualitative study result
A total of two sessions were conducted in the two areas of the study with ten and nine

participants from Arada and kolfa sub city respectively, with a total number of 19 participants.
The respondent’s age ranges from 22-40 years old. Out of all the respondents 7 had no child at
all, 8 were having 1-2 children and 4 respondents had three and more children. Out of those

respondents with children three had HIV positive children.

Future child desire
Most of those without children and few of those with children have future child desire.
The reasons for their child desire were varied among the respondents. Among those the most
described reasons were improvement of their health condition and availability of PMTCT which
encouraged them to have children and help them to build their confidence to have healthy child.
Other reasons stated for child desire were to build up bonding among partners relationship, to get
care and support from their child at the end, to fulfill their partner’s need and having child gave
them satisfaction.
A 26 years old woman who had one child and desire to have more children, from Arada sub city
expressed,

“l want to have a child to be a brother or sister of my kid, if I make a follow-up

by my doctor; it will be possible to have HIV free child ™.

Another woman from Kolfe sub city aged 22 years with no child and having child for the future,
said,

“I had a great need to have a child to replace myself in this world, even though

I had no sexual partner .Currently | don’t have sexual partner, for the

future I planned to have two children with different sex .””.
A woman, with age 31years old and having three children from Arada sub city expressed her
child desire to full fill her husband’s need and said,

“My first partner was died and my new husband had no child in his life, and he wants to be
a biological child, and married me to get a child so that, | should have to bear a child.....

A twenty five years old woman having one child from Arada sub city expressed her child desire
to get satisfaction by saying,

“l am human being; | want to have three children in my life .Having HIV virus in my
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blood means nothing, it was the matter of CD4 count which measures my health
condition. If my CD4 count is good and I follow my health condition during my
pregnancy and respected the advice given from my doctor, | can have a healthy
child....”.
The idea also captured in the following citation from woman age 22 and having one child.
“Now day’s my health condition is getting improved and my CD4count
is above 400cell/mm®and I con have the capacity to be pregnant and
to care for my kid”.
Most of respondents who desired children reported, use of PMTCT medication as vertical
transmission risk reduction strategy and having trust on the medication. Besides using PMTCT
same respondent explain that exclusive breast feeding for six months and avoiding breast feeding
after six months, hospital delivery and taking ART strictly.
Reasons for those who did not want to have children includes economic problem, fear of
becoming orphans to their children, fear of MTCT and they thought that they had enough
number of children based on their income.
Some woman believed that HIV infection will shorten their own life and they are concerned that
if their health failed their child would grow up without a mother and warned about leaving
orphans. A thirty five years old woman from Arada sub city expressed,
“l am afraid of being sick, dying early and living my child to suffer
for life alone and becoming orphans. No! | don’t want to let it happen
to my child and | decided not to have a child”.
Some discussants mentioned non HIV/AIDS related reasons for their decision not to have
children. These were poor economic status/income and having desire family size. A woman from
Kolfe sub city with age 28 years old having two children expressed.
“l am satisfied with the number of children | have; | have no adequate income to
add more children and it is not only HIV/AIDS affect the health of a child; poor
nutrition also another problem, if I can’t feed my child properly.”
Another woman from Kolfe sub city with age 30 years and having two children, expressed her
future child desires,
“My families don’t encourage me to bear a child. They think that it will worsen
my health status and it leads me to death. They said to me that they don’t
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like to miss me due to labor and pregnancy and due to this reason I don’t
like to have birth™.
Another woman from Kolfe sub city with age 35 years and having three children who desire to
have future child bearing expressed.
“My counselor told me that not to bear a child, even | myself didn’t want to
bear a child, even though mother to child transmission is low and many
children’s were born HIV free, I still have fear of my child may be HIV
positive; so that; I don’t want to have HIV positive child.”
Respondents who did not desire children also have strong negative opinion for HIV positive
women who desire to have children. A 35 years old woman with 3 children cited.
“Bearing a child may further complicated own health condition so,
let alone to bear a child for myself, my advice is not to bear a child

to those HIV positive women™.

Family planning use and need
Most agreed that family planning is necessary for HIV positive individuals like anybody else and
not only related to their HIV status. Irrespective of their child desire both groups agreed on the
importance of FP to prevent unintended pregnancy to space and limit the number of children.
The majority had experiencing at list one method of family planning before HIV diagnosis. The
most commonly used family planning methods was Injectable and oral contraceptive pills.
Most of the respondents are using and planned to use family planning method in the future
regardless of their fertility need expressed brood need for family planning and the most used and
preferred method of FP was condom because of its role in re infection prevention and as a
contraception. In addition it is also the commonest method recommended by health providers.
One of the respondents with age 30 years old and having sexual partner who needs to use
condom expressed,
“l am using condom because my counselor told me that it has multiple effects, to prevent
pregnancy, prevent from the virus as well as it prevents other sexually transmitted disease”.
One of the respondents from kolfe sub city with age 29 who need to use contraceptive expressed,
“I like to use both condom and Injectable because of its suitability with

my health condition, safe to prevent pregnancy and convenient to use
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and | also discussed with the health professionals for my choices’.
Some of the respondents were not using family planning due to various reasons same
discontinued use of contraceptives due to fear of FP and ART medication interaction, some did
not use because their husband did not like to use ,so condom may not be the possible option a
woman explained,
“I was using Injectable contraceptive but discontinued it when | started
receiving ART | worried the two drugs may interact and harm to my health”.
Other women with age 30 years who never use contraceptive from Arada sub city expressed,
“I want to use contraceptive but my husband deprived me not to use any type of
contraceptive method and he refused to use condom because he want to have child”.
Others who were not using modern contraception method during the interview period did not
want to use FP in the future too and preferred to abstain; they have varied explanation for their
choice. These were partner’s death and health condition .A woman said,
“My husband is dead sometimes ago, | don’t want to start new relationship
with other man | need to take care of myself and | don’t want to use any
family planning methods.., | abstained from sex™.
Knowledge about MTCT and use of PMTCT
Almost all of the respondents know that HIV transmitted from mother to child and availability of
mother to child prevention medication. Most of the respondents were heard this information from
media and form health professionals. Two of the respondents know that HIV was transmitted
from mother to child but, they did not know how it is transmitted while one of the respondents
did not know even HIV was transmitted from mother to child. A30 year’s old women expressed.
“1 didn’t believe that PMTCT really prevents MTCT because, | know mothers
who were taking drugs to prevent mother to child transmission but give birth

to an HIV positive child™.
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Counseling on fertility issues
Most felt that discussion on sexuality ,family planning and child bearing that it will enable them
to know the available reproductive options and to deiced the right decision on the their
reproductive health needs. However the only issue health care providers tried to address were
HIV positive women should not be pregnant and she must use condom during sexual contact.
A 32 years old woman from Kolfe sub city having two children expressed,
“Health care provider strictly advised me not to bear a child,

to use condoms in a regular base™.

A twenty six years old women not having a child and planned to have two children explained,
“Once time my counselor told me that bearing a child might affect my health
and she gave me many condoms, after advising me to use it regularly. But,
since | had a plan to have a child, I didn’t use the condoms and after that

I didn’t discuss about my future plan with her”.
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7. Discussion

The study population, women living with HIV in the food support program areas, of Addis
Ababa, appears to have reproductive history and plans similar to HIV-negative mothers. This
study found that among the study subjects, (39.9%) expressed a desire to have children in the
future. This will have a considerable potential risk for mother-to-child transmission of HIV.

Factors associated with child desire in the future were: younger age, not educated, not having
currently alive children, partner’s future child desire, having current CD4 count of >200cell/mm?®
and lack of discussion about sexuality with their counselors. These factors reflect cultural, social
and personal as well as HIV specific issues for women considering when planning future

pregnancy %%

The findings of these factors is similar to studies done in other areas, like studies
done in Ethiopia, Lesotho, Nigeria, Brazil and U.S®*!238373) The proportion of respondents
who had future desire to have child (39.9%) is similar to the findings of Lesotho (38.7%) and
Brazil (40%) “*3"- However, this study is lower than those reported in Northern Nigeria (64.4%),
Addis Ababa (44.7%) and SNNPR (43.5%) ! but it was higher than the proportion of women
living with HIV that were desired of future child in Bair Dar (18.2%) and USA (29%) ?*?%. The
lower proportion in the present study compared with the Addis Ababa, SNNPR and Nigeria
studies might be attributed to increased awareness of women due to the massive and robust
comprehensive HIV/AIDS interventions going on in the country in the last Syears and behavioral
change through time ©®* besides, cultural differences with Nigeria.

The higher proportion of child desire in the present studies compared to USA can be explained
by their socioeconomic differences but with finding of Bahir Dar, the present study was done in
an organization with setting providing only food support missing other HIV/AIDS interventions.

In the present study among the socio-demographic variables, age and educational status of
respondents are important factors significantly associated with child desire. As age increases the
desire to have children in the future declines. This is similar to studies done in Addis Ababa,
SNNPR, Bahir Dar and USA 152229 This might be attributed to the expected norms of most
mothers that they would prefer and finish child births at earlier ages of their reproductive time or
respondents might already have attained their family size at their older age.

Educational status was also significantly affecting future child desire of HIV positive women.

Women with primary and secondary levels of education were less likely to have child desire in
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the future than mothers who were illiterate and with no formal education. This result is in line
with EDHS; education influences positively the health seeking behavior of women due to an
increased awareness which contributes and empower women decision capacity for their health -
Surprisingly, marital status of HIV positive women did not significantly affect their child desire;
this is in line with other studies done in Nigeria. But this variable is a very detrimental factor of
fertility in EDHS and other studies in Ethiopia, Lesotho and USA @1415123) |y the present
study 47.3% of respondents were divorced/widowed this may be due to death of their partners or
divorced as a reason of their HIV infection which leads them for long time widowhood, as it has
its own problem to remarry another man because of many reasons. This has an implication these
women needs special attention in their sexuality and other reproductive health issues.

Absence of child/children in women living with HIV was significantly associated to have future
child desire. EDHS also revealed that 72% of these women not having children have strong
desire to have children. The qualitative result of this study supports this idea “Y. Other studies
also supports this evidence 41522223 Thijs shows that being HIV positive did not remove their
reproductive desires and diversities. Reasons attributed may be strong desire to experience
parenthood mediated by prevailing social and cultural norms besides raising a child was
considered as a way to give purpose to life and to regain their sense of womanhood and
sexuality. In spite of these findings, the present study indicated that of these mothers with one or
more children, 55.3% of them desired to have more children for the future. This finding is
supported by the qualitative results and is also in line with study done in Northern Nigeria ©2.
This is due to the fact that mothers want to enhance sisterhood or brotherhood of their child and
having more children is considered as a big asset in a family.

Women with partners showing the interest to have future child are also associated with desire to
have children in the future. Among women who were married or had a heterosexual partner and
having future child desire, 63.1% of respondents also had partner who desire children in the
future. This result is higher than the study done in U.S where 46 % of women have partner who
desire children in the future and this is in agreement with the result of qualitative study, women
having future child desire were to satisfy their partner’s need, to become a biological father.
®UThis may be due to lack of decision power and decreased power of women to challenge their
partner in Ethiopian setup. However it needs further exploration whether women living with HIV

influenced by their partners to bear a child or not.
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Another variable identified to predict future child desire was number of current CD4 count. 53%
of the respondents whose CD4 count > than 200cell/mm?® were more likely to have future child
desire than those CD4 count < 200cell/mm?. This is similar to a study done in USA (57.9%) @9,
Having a higher CD4 count will indicate improved health status of the HIV positive women.
These would contribute to plan future pregnancy. HIV positive women who had improved their
health condition feel more comfortable to consider their physical and emotional challenges of
pregnancy and new motherhood. Moreover those with higher CD4 count might have good state
of emotional health so that their sexual and social demand might be enhanced. Hence they would
have a plan to have a future child. This idea was supported by the qualitative study.

However, this study revealed no association between future child desire and HIV diagnosis as
well as period of ART follow-up. This has similar findings with that in USA ®9.

Respondents who had no discussion about reproductive health with their counselors are having
strong association to desire a child in the future than those who had a discussion with their

(1429 It is obvious that

counselors. This was in line with the findings of Addis Ababa and USA
those who got proper counseling guide informed decision making in their life with the disease.
The study also showed that 67.3% of the study population had ever used at least one method of
family planning before HIV diagnosis and 44.1% after HIV diagnosis. This decrease in
proportion could be due to the reaction and behavioral change of the mothers to their sero
positive result and lead to decrease uptake of family planning services.

The study indicated that 66% of the participants were not using family planning currently. Out of
which 79.5 % have reported they will not be using family planning even for the future.
Individuals in such situation are less likely to take the necessary care to protect their partners or
themselves from HIV infection and re-infection, or to prevent vertical transmission of HIV as
well as to prevent unintended pregnancy. Surprisingly, 20.6% of women who show a desire to
have children, explained want to have two years later. This indicates that they want to space their
births. The most commonly preferred method of family planning before HIV diagnosis was
condoms, pills and Injectable constitute 6.6%, 57.4% and 51.6 % respectively. After diagnosis,
condom utilization has dramatically increased to 47.3%. This may be related to the promotion of
condoms by different actors such as religious leaders and behavioral change on condom
utilization as a dual method to protect from unwanted pregnancy and HIV/STI transmission. This

was in line with other studies in Ethiopia and Nigeria **®.
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Among these who exercise sex during the last six months, 44% of respondents mentioned
condom were not ever used or used it irregularly. In this case according to WHO
recommendation, condom protective value is higher if it is used 100% regularly ©?. Reasons
mentioned include, desire to have children (46.6%) and their partners didn’t like it (53.7%).

With respect to mother to child transmission of HIV, 52.9% of respondents had the belief of
MTCT of HIV was 50% without medical treatment and had a desire to have a child. The result is
in agreement with the qualitative study result. This could be due to lack of HIV positive
women’s universal knowledge regarding mother to child HIV transmission.

Concerning counseling, 53.7% had never conducted a discussion on reproductive health matters
like fertility desire, family planning and sexuality with their care provider/counselor and they had
more desire to have children in the future. However, 49.6% have reported as their reason for
current family planning method choice and 64.9% of condom use due to health professional’s
advice which shows contradictory result. This might be the advice given by the counselors was
biased and did not address the feelings of woman living with HIV which may discourage them to
have free and open discussion. The qualitative result was also in line with this result.

This research has shown these women having future desire 63% of their partner also like to have
However, it couldn’t indicate whether this is due to mutual understanding or due to the influence

by their partners. Therefore, this needs further exploration.
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8. Strength and limitation of the study

8.1. Strength
Utilization of both quantitative and qualitative methods aiming to supplement the result with

missing ideas and to explore more issues that were not addressed by quantitative survey is one of
the strengths of the study. Besides the study tried to address most vulnerable groups (women)
reproductive health need which may help to give insight for further studies done on the gender

specific reproductive health issues of people living with HIV.

8.2. Limitation
The nature of the study is cross sectional which don’t allow making definite conclusion.

Secondly, the study subjects did not include mothers who didn’t come to the food distribution
which might contribute to selection bias. Thirdly their might be also recall bias because subjects
were asked to remember past events. Moreover data collectors were selected from the
distribution site for data collection and this might contribute to social desirability bias. All these

factors are possible limitations of the study.
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9. Conclusion and recommendation

9.1. Conclusion
The result of this study revealed important finding with regard to sexual and reproductive health

need of women living with HIVV/AIDS. The most important factors affecting future child desire
of women includes age, education, having children, partner’s future child desire, current CD4
count of >200cell/mm® and discussion about sexuality with their counselors. This reflects that
reproductive decisions of HIV positive women are not only affected by their HIV status but also
by cultural, social and personal factors considering when planning future pregnancy.

Quite a large portion of HIV positive individuals had shown a desire to have children. Moreover,
there are a large proportions who don’t use contraception and who don’t want to use even for the
future, which indicates unmet need for reproductive health and family planning. Besides as
compared to EDHS, the study indicated that HIV positive women behave similarly in many
respect to uninfected women in their child bearing decisions. They have similar desire for
motherhood at similar point in their lives .But the family life choice made by these women is
influenced by their serostatus. Balancing these competing interests for mother hood with desire
to protect vertical HIV transmission and protect children from suffering is complicated and
emotionally taxing process.

9.2. Recommendations
The following recommendations are provided to address reproductive health issues of women

living with HIV by level:
Policy level
e Though there are documented polices which favor these vulnerable groups (women
affected by HIV/AIDS), they lack proper monitoring of their implementation. Hence
there is a need to monitor the implementation of the developed policies.
e Empowering women and enabling them to negotiate to demand reproductive health is
very essential element in reaching informed decisions.
Programme level
e Creating linkage between reproductive health service with HIV/AIDS intervention
programmes,

e There is a need to develop comprehensive and integrated reproductive health services,
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Training of counselors how to approach HIV women who need a child.

Service level

Reproductive counseling by care providers and counselors need to be sensitive to all the
issues and concerns of HIV positive women. A client-centered approach may be most
useful in counseling regarding reproductive decision making,

Reproductive services at the ART units need to fulfill the needs and demands of women
living HIV,

Councilors should give accurate information to women living with HIV who wants
childbearing on the risks of mother to child HIV transmission and insure informed
decision to conceive than risk taking,

The counseling service should emphasize on couples counseling to promote family
planning use and responsible reproductive decision among partners,

The family planning counseling should promote on consistent and proper utilization of
condom and for dual protection method. Besides other contraceptive methods should
also come in to discussion to provide varied options for women living with HIV,
Appropriate information, education and communication materials and effective family
planning counseling and services should be provided for women living with HIV at the

clinics and other areas were HIV services are under taken like food distribution sites.

Furthermore, additional studies should be conducted in the city and in other parts of the country

including from different community group’s perspectives to come up with more representative

findings.
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11.ANNEXSES

Annex1: Addis Ababa University Faculty of Medicine Department of Community Health,
individual information sheet for the study of magnitude and factors affecting fertility desire of
women living with HIV in Addis Ababa City Administration.

INFORMATION SHEET

Good morning/afternoon, my name is and | am health
professional working in . I am also a part of a team carrying out study on
magnitude and factors affecting fertility desire of women living with HIV among women
registered for food support in the sub cities of Addis Ababa city administration. The purpose of
this study is to identify the magnitude and possible factors contributing to fertility need of
women living with HIV and who are low socioeconomic status. We believe that the study
findings will help in order to improve health care service and fulfill reproductive health need of
women living with HIV and low socioeconomic status in Addis Ababa city administration.
If you participate in the study, it will not take us more than 15 minutes. Your name will not be
written on this form, thus the information you provide will not be known to others. There is no
risk involved in participating in the study. Your participation is purely voluntary, and you can
withdraw any time after you get involved in the study without compromising the services you
ought to get from any place you want to get it. However, we hope that you will participate in this
study since your views are important.
Do you have any questions?
If you have any question you can contact the principal investigator at any time convenient for
you using the following address:
Name of Principal Investigator- Almaz Hadgu Debesay
Address- Addis Ababa, Ethiopia
Cell phone: 09-13-33-20-56
E-mail:almazhit@yahoo.co

For you need more information pleases contact: Addis Ababa University Foculity of
Medicine Instutitional Review Baord.(FOM IRB)

ADDRESS _ Tel 0115538734, POBOX 9086, E.mail aaumfirb@yahoo.com
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Annex 2: Addis Ababa University Faculty of Medicine Department of Community Health,
Individual consent form for the study of magnitude and factors affecting fertility desire of
women living with HIV in Addis Ababa city Administration.

Informed Consent Form

You have been already briefly informed about the study and clearly understand the objective.
Now please tell me if you agree to participate in the interview.

The Participant:
1. Agreed

2. Did not agree —» End the interview

Signature of interviewer which indicates that the respondent has consented to participate in the
study:-

Interviewer Name: -Signature 2010.
Supervisor Name: Signature 2010
Name of Principal Investigator- Almaz Hadgu Debesay

Address- Addis Ababa, Ethiopia

Cell phone: 09-13-33-20-56
E-mail:almazhit@yahoo.co
If you need more information pleases contact: Addis Ababa University Foculity of
Medicine Instutitional Review Baord.(FOM IRB)
ADDRESS _ Tel 0115538734, POBOX 9086, E.mail aaumfirb@yahoo.com
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Annex 3: Addis Ababa University Faculty of Medicine Department of Community

Health.

Structured questionnaire on magnitude and factors affecting fertility desire of women living with

HIV in Addis Ababa City Administration,

PART | — Socio -Demographic characteristics,

NO Questions Categories
101 | How old are you? Years (age in completed years)
102 | What is your religion? Orthodox___ Catholic___ Muslim___
Protestant__ Others (specify)
104 | What is the highest Educational level you __Grade completed, Able to read and write___,
completed? Unable to read & write __ , Noresponse_____
Other specify
105 | What Ethnic group do you belong to? Oromo_ Amhara _ Tigray _ Gurage
Other (Specify)
106 | What is your Current Marital / relation ship Married Single Widowed___ Divorced__
status? Separated___ Noresponse____
107 | What is your total Monthly in come? Eth.Birr Noincome__ Don’tknow___
Noresponse Other (specify)
108 | What is your current occupation? Unemployed
Student
House wife

House servant
Daily laborer
Pity thread

Sex worker

Government employ

Private employ
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PART ll-Information on child desire,

109 How many live births have you had in your life? Live births.  1did not give birthatall .
I do not have any live birth___ No response____
Other (specify)
110 How many alive children do you have now? No of alive children_ 1 do not have childrenatall
I do not have alive children____ Noresponse__
Other (specify)
111 | Would you like to have children in the future? Yes ~ No___ Don’tknow___ Noresponse
Other (specify)
112 If the answer for Q 111 yes, when do you prefer | _months/__years Don’t know__ Noresponse
to have a child? Other (specify)
113 If the answer for Q 111 yes, How many (more) Number of children desired
children would you like to have in the future? Don’t Know
No response
Other (specify)
114 | (If the answer for question 111 no) why do you have desired number of children__ Fear of mother to child
not want to have children in the future? HIV transmission risk
don’t have adequate income to add another child____
Health care providers advise not to have a child___
Child bearing may further compromise my/my partner health
No response ,Other (specify)
115 Does your husband /wife/ partner want to have a | Yes | No |
child in the future?
Don’tknow | Don’t have partner____

No response : Other specify_
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PART Il —-Information on contraceptive use, demand and choice

116 | Hove you ever use family planning method Yes No Don’t remember
Don’t know No response
Other(specify)

117 | If yes for Q 116 specify the method you/ Abstained from sex

Your husband used Condoms

More than one answer con be used Pills(OCP)
Inject able
IUD
Implant
Tubal ligation(Vasectomy)
No response
Others(specify)

118 | Have you (your partner) ever used family planning Yes No Don’t remember
method after HIV diagnosis? Don’t know No response

Other (specify)

119 | If yes for Q 118 specify the method you /your Abstained fromsex_ Condom___
husband used? (More than one answer can be Pill(Ocp) Injectable IUD
possible) Implants Tubalegation /Vasectomy

No response Other (specify)

120 | Are you/your husband/ using Family planning method | Yes No I don’t know
currently (during the study period)? No response

121 | If yes for question 120, specify the method you are | Abstained from sex Condom____ Pill(Ocp)

using? (More than one answer can be possible) Injectable 1UD Implants Tubalegation
Ivasectomy No response
Other (specify)
122 | Why do you choose the current family planning Health professionals advise Because it suites with my
method? health From my friends experience /advise
Other (specify)

123 | (If the answer for Q120 No) would you like to use | Yes No Don’t know
family planning method in the future? No response Other (specify)

124 | If yes for question 123, specify the method you intend | Abstained from sex Condom
to use? (More than one answer can be possible) Pill(Ocp) Injectable IUD___

Implants Tuballegation /vasectomy Other
(specify)

125 | Where do you want to get the service? At ARV treatment units In government health
facility (FP unit) In private clinics___ In
counseling units Other (specify)

126 | If the answers for question 123no, why don’t you wan | want to have a child fear that family planning drugs

to use family planning? may create complication with ARV treatment |
abstained from sex
No response Other specify

127 | If you are using family planning methods did you | Yes No No response
disclose your serostatus to your family planning | Other (specify)
provider?

128 | If the answer for question 127 no, why don’t you | I don’t trust the providers | feared stigma and

disclose your serostatus to your family planning | discrimination No response
providers Other (specify)
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PART IV- Information on Knowledge and Utilization on MTCT and PMTCT,

129 | Dose HIV transmit from mother to child? Yes No Don’t know No response
Other (specify)

130 | IF yes when dose HIV transmissions occur from | During  preghancy During labor___ Through

mother to child? breastfeeding | don’t know No response
Other (specify)

131 | Is there any medication, which may help to | Yes No Don’t know No response
prevent mother to child HIV transmission? Other (specify)

132 | How much do you think the risk of HIV [ All children borne to infected mother acquire the
transmission from mother to child, if the | infection About 50% children acquire the
mothers do not use any preventive medication? | infection___. | don’t now I don’t know the exact

figure . No response . Other specify

133 | From where did you get the information about | Mass media . Health care provider . From
mother to child HIV transmission? friends .Home based care givers .No response

__ . Other (specify)

134 | Do you think medication provided to reduce | Yes . No . Don’t know . No response

mother to child HIV transmission actually .Other (specify) .

reduce the transmission?
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PART V-Information on HIV /AIDS and treatment conditions,

135 | How many years / months since HIV diagnosis? _____Monthsor ____ years Don’t remember_____
No response_____ Other (specify)
136 | Did you start Receiving ARV treatment? Yes_ No___ Noresponse___ Other (specify)
137 | If the answer Q136 is yes when did you start receiving | Before_ month or____ years Don’t remember___
ARV treatment? Noresponse_
138 | Who cover the cost of the Drugs? My self  Free access from the Government
Covered by care and support NGO’s___~
My parents/ Relatives__ No Response__
Other (specify)
139 | How is your over all health condition after you starts | Improved___ No change Deteriorated_
receiving ARVT? No Response___ Other (specify)
140 | Do you know your CD4 count? Yes No No response
141 | If answer Q 140 is yes, How much is your recent
CD4,count
142 | How long did you attend in this ARV treatment unit? _____Monthsan___ -years Don’tremember__
No response___ Other specify
143 | Did you get support from different community groups? | Yes_  No___ No Response_
Other specify
144 | From where did you get the support? Relatives/neighbors and friends_~ NGO’s
FBO’s other(specify
145 | If yes for question 142, What kind of support did you Money _ , HBC (Home Based Care)
get? Counseling , Food/ Health care
No Response Other (specify)
146 | Did Your counselor /ART provider discuss about Yes No No response
sexuality, child bearing and family planning?
157 | Would you like to discuss with your counselor/ART Yes No Don’tknow
provider about sexuality, child bearing and FP? No response_
148 | If yes for question 145, did your counselor/ART Yes No Don’t know No
provider adequately cover issues like child bearing, response Other specify

sexuality and family planning
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PART VI - Information on reproductive characteristics,

149 | Have you had sexual Intercourse In the past six | Yes No No response_____
months? Other (specify)__
150 | (If yes for Q 148) Have you used condom? Yes No I don’t remember____
No response Other (specify)
151 | If yes for Q149 how often? Always Some times No response
Other (specify)
152 | If the answer for question 149 yes, why do you | To prevent preghancy Because my partner HIV
used condom? status is negative_ _ Health care providers advised
me to use condom__  Noresponse__
Other (specify)___
153 | If the answer for question 149 no, why didn’t you | | want to have children My partner did not like
used condom? it No response Other (specify)
154 | Did you disclose your serostatus (positivity for | Yes_ No No partner No response
HIV) to Your partner? Other (specify)
155 | Dose your partner had HIV test? Yes No No partner I don’t
know No response Other (specify)
156 | What was his/her test result? Positive Negative | don’t now
No response Other (specify)

Thank you!
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Annex 4: Focus group discussion
Topics for discussion:

Part | - Socio demographic information
-How old are you (age in completed years)

-What is you marital status?

-What is your current occupation?

-What is your Ethnicity?

-What is your Religion?

-What is your total Monthly in come? --------------- Eth. Birr.
-What is the highest educational level you completed? ------------

Part I1: Information on child desire and in reproductive characteristics
-Let us discuss how many children did you have currently?

-Their age ----------
-Their sex --------
-Their HIV/status----------
-Let us again discuss how do we see/appreciate the important of having a child or having
more? Why?
-How your partner will be feeling towards to have or not to have (more) children?
-What effect, if any, does HIV have on your desire to have or not to have (More)
children?
-How many more children would you like to have? Why?
-How important are children in your community?

Part 111: Knowledge about family planning, MTCT and utilization of PMTCT

-Have you discussed about fertility, sexuality and family planning with your counselor or ART
provider? If yes:

-What lessons have you captured from the discussion that you held with your counselor about
fertility, sexuality and family planning?
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Part IV: Information on family planning choice
-Would you explain the importance of family planning on your behalf and your partner? Why?

-What method of family planning do you want to use /are using?

-How and why do you choose the method you want to use/you are using?

-Have you ever discussed about your serostatus to your family planning provider? Why?

-Have you ever discuses about your serostatus to your partner /your family?

-Do you want to discuss about fertility, sexuality and family planning with your counselor and ART
provider? Why?

NOTE:-For all questions probe as needed for more information.

Thank you!
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