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Abstract 
Background: Couples Voluntary Counseling and Testing (CVCT) is an effective 

HIV prevention strategy for couples who represent the largest risk group in 

Africa. In this region, less than 1% of couples tested for HIV. Of the estimated 

100 infections per day in many African countries 70% occurs in cohabiting 

couples. In Ethiopia, there are only few couple based VCT studies conducted. 

Narrowing the gap of knowledge in these matters will help as a baseline for other 

studies. Furthermore it helps in forming strategies and specific interventions to 

deal with drawback of CVCT program.  

Objectives: The aim of this study was to determine the magnitude of couples 

coming to VCT centers and to assess the factors associated with use and non-

use of CVCT services in Addis Ababa. 

Methods: A cross sectional study in 6 government hospital VCT sites in Addis 

Ababa city was conducted in the month of April, 2007. 

Using quota sampling method, the 875 individuals who fulfilled the criteria who 

took VCT/CVCT service were included in the study consecutively until the 

required sample was obtained. Data was collected using standard interview 

questions. For supplementing the quantitative results, 4 Focus group discussions 

among VCT users were conducted. To explain the study population in relation to 

relevant variables, frequencies and summary statistics were used. Association 

between dependant and independent variable was assessed and presented 

using odds ratio and confidence interval. Logistic regression was used to control 

possible confounders.  

Result: Out of all 771 study participants, 14.5% were couples. The HIV infection 

rate was 21%. Based on the adjusted regression, the respondents who were in 

the primary education(1-8) level were four times likely to use CVCT service than 

those respondents who never had a formal education with AOR(95%CI): 3.88 

(1.22,12.30). Adjusted for the other variable, those study participants who used 

condom occasionally, during sexual intercourse with their regular partners, were 

five times more likely to use CVCT service than those who never used condoms 

with AOR (95%CI): 4.50 (1.33-15.31. Respondents who claimed to never heard 
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about CVCT service utilization were less likely to use CVCT service compared to 

those who did with AOR (95%CI) 0.29(0.13-0.65).The participants who had no 

history of HIV testing were less likely to use CVCT service than those who had 

with AOR (95%CI) 0.44(0.27-0.71).The knowledge of participants on HIV and 

other STIs had no significant association with CVCT service utilization. The most 

common reason claimed by the respondents for not using CVCT service during 

the study was because the partner already knew the result. 

Conclusion and Recommendations: The prevalence of couples VCT service 

utilization in Addis Ababa VCT sites is low. Frequent, clear and accurate media-

based information programs using multiple languages are needed to increase 

access to information on VCT, with particular attention to the importance of VCT 

for couples. And other Specific approaches to promote CVCT service is needed 

to be developed service through appropriate researches.  
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1. INTRODUCTION 
1.1. Background 

One intervention that has demonstrated effectiveness in reducing risk behavior 

and HIV incidence is a programme of voluntary counseling and testing service 

(VCT) (1). Couples Voluntary Counseling and Testing (CVCT) is an effective HIV 

prevention strategy for couples who represent the largest risk group in Africa. In 

this region, less than 1% of couples tested for HIV (2, 3). In VCT sites more than 

70% of clients present as individuals, and most of these do not know the HIV 

status of their partners (4, 5). In Kenya, couples constitute 8-10% of all clients at 

a VCT centre at a major referral hospital (6). In Ethiopia as shown in a report on 

VCT centers in Addis Ababa (2002), 9.4% were couples (7). 

 

While CVCT reduces stigma, and helps couples to plan their future in an 

informed manner, it is an important intervention because as many as 30% of 

couples in high HIV prevalence countries are sero-discordant or have one 

partner who is infected with HIV and one who is not (8). In the impact of VCT 

among couples, data from Zambia and Rwanda cohort studies showed that 

among HIV+/- discordant couples, HIV heterosexual transmission was decreased 

by 50%. In both HIV positive couples, gonorrhea and trichomonas rate was 

decreased by more than 50% and in both HIV negative couples, new infection 

reduced by more than 70% (2). 

 

Stigma, fear of a HIV positive result, lack of treatment options and concerns 

about confidentiality are still major barriers to seeking VCT in all countries 
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studied. Motivations for seeking VCT services include planning to get married, 

perceived benefits of HIV testing, and perceptions of risk. The social meaning of 

HIV testing and what partners ascribe to these meanings are important barriers 

in the decision to undergo testing and whether to involve a partner in the testing 

experience (9). 

 

 Over 80% of adults living with HIV reside in sub-Saharan Africa, of which greater 

than 85% of adult HIV infections are due to heterosexual transmission and more 

than 80% of urban adults HIV positive are in steady cohabiting union and have 

children (10). Of the estimated 100 infections per day in many African countries, 

70% occurs in cohabiting couples (1). Most HIV prevention programs in Africa 

focus on reducing the number of casual sexual partners, using condoms during 

casual sex, and increasing faithfulness among married partners. However most 

HIV infections in sub-Saharan Africa occur during heterosexual intercourse 

between persons in couple relationships, many of whom do not realize that only 

one may be HIV infected (1,10). Women, who are infected by HIV sero-positive 

partners, have high risk of infecting their infants in turn. For persons in an HIV-

discordant relationship encouraging monogamy without safer sexual behavior will 

not decrease the risk of HIV transmission (1). 
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1.2. Rationale of the Study 
 

Experiences in sub-Saharan Africa reveal that VCT and VCT for couples in 

particular have a great deal to offer current prevention efforts but numerous 

questions remain unresolved (11). Our understanding of sexual relations and risk 

reduction with sexual partners in sub-Saharan Africa has not improved. More 

research is needed on risk behaviors and risk prevention by men and women in 

couple relationships (11, 12). Factors associated with successes and failures of 

couples with HIV prevention need to be studied and clarified. Data on risk factors 

are commonly collected but very little is known about communications within 

couples. Learning from the experiences of couples over time will be essential for 

more effective VCT and support interventions for couples in sub- Saharan Africa. 

(11). 

 

It is particularly important that social/behavioral research identify strategies that 

couples develop themselves for dealing with HIV risk and the knowledge of 

personal sero-status as well as the features that different couples share in 

common.  Information of this kind would be most useful for ensuring that external 

prevention and support interventions reinforce strategies which, because 

developed by couples themselves, are more acceptable to them. Assessment of 

strategies for disseminating VCT information to and recruitment of couples to 

VCT, Operational research is needed to assess effective methods for 

disseminating HIV prevention information targeted to couples (11). 
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In Ethiopia, the fact that there are few studies conducted on why there are few 

number of CVCT clients and no strategies being tried to alleviate the problem, 

couples being high risk group, creates a gap in reaching the goal of Millennium 

development goal (MDG)  to decrease HIV incidence. 

 

 Thus, this study tried to assess the extent of utilization of the service in Addis 

Ababa selected VCT sites and factors associated with use of VCT service as a 

couple or individual. Narrowing the gap of knowledge in these matters helps as a 

baseline for other studies. Furthermore it helps in forming strategies and specific 

intervention to deal with drawback of CVCT program.  
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2. LITERATURE REVIEW 
2.1. Background 

Despite their salience as social contexts for sexual activity and HIV infection, 

couple relationships have not been given adequate attention by social/behavioral 

research in sub-Saharan Africa. Increasingly, studies point to the value of VCT 

as HIV prevention tool (11, 13). 

 

 Over 80% of adults living with HIV reside in sub-Saharan Africa, of which greater 

than 85% of adult HIV infections are due to heterosexual transmission and more 

than 80% of urban adults HIV positive are in steady cohabiting union and have 

children. Of the estimated 100 infections per day in many African countries 70% 

occurs in cohabiting couples (1). 

 

As analyzed in the study of the secondary data, according to the records of 

clients had their blood tested following pre-test counseling, of which 25% had test 

results that turned out to be HIV positive (14). Currently, the 2005-06 data 

showed that the prevalence HIV of Addis Ababa VCT clients is 11.7 %( 15). 

HIV prevalence of VCT clients varied by marital status. Ever married clients are 

more likely to be HIV+ than never married ones. HIV prevalence for never 

married clients was estimated at 17.6% as opposed to currently married 30.9%. 

A significantly higher prevalence was found among clients whose marriages 

ended by divorce/separation (42.9%) and death of partner (61.8%) (14). 
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 Other findings reported that men, women, and couples who enrolled in the 

Voluntary Counseling and Testing efficacy study at the study site in Nairobi, 

Kenya, 21% tested at baseline were found to be infected with HIV. Among 

women, most likely to be infected were those in steady relationships enrolling as 

a couple member (40%seropositive). Those least likely to be infected were not 

married women enrolled in the study as a couple members (17%). Among men, 

those most likely to be infected were married men enrolled as a couple member 

(20% sero-positive), and those least likely to be infected were not married men 

enrolling as a couple member (0% sero-positive). Of the 258 couples who 

received VCT at baseline, 20 were sero-discordant (16). 

 

Studies in Africa frequently reported that VCT is associated with reduced risk 

behaviors and lower rates of sero-conversion among HIV sero-discordant 

couples (11,17,18 and 19). Many of these studies point out that VCT has 

considerable potential for HIV prevention among other heterosexual couples, and 

recommend that VCT for couples be practiced more widely in Africa. However, 

follow-up in the area of VCT for couples has been extremely limited. Thus, 

current understandings from social/behavioral research on how couples in sub-

Saharan Africa manage HIV risks as well as HIV prevention interventions to 

support couples’ HIV prevention efforts have remained underdeveloped. It 

appears that important opportunities are being missed for preventing HIV 

infection, be it by heterosexual transmission or mother-to-child HIV transmission 

by mothers who have been infected by their partners (11). 
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Broad-based HIV/AIDS information programs, be they referred to as Information 

Education and Communication (IEC) or Communications for Behavior Change 

(BCC), and which use the electronic and (to a lesser extent) printed media to 

promote HIV/AIDS awareness and behavior change, have been common in sub- 

Saharan Africa since the mid - 1980s (11). Typically these programs are directed 

toward an undifferentiated public or categories of individuals that are identified as 

more inclined to engage in higher-risk sexual behaviors. Messages may, for 

example, encourage men as members of a gender category to use condoms with 

non-regular sexual partners, particularly female sex workers. Media messages 

are less likely to address details of condom use with the wives or other regular 

sexual partners. Media programs that depict two heterosexual partners together 

are more often concerned with the technicalities of safe sex (proper condom use) 

than with processes of communication and negotiation that affect HIV risk and 

prevention efforts by couples. While media-based programs may occasionally 

describe voluntary counseling and testing, they infrequently provide specific 

messages for couples and are characterized by unidirectional information flow. 

While media based efforts by national AIDS programs in sub- Saharan Africa 

have contributed to increased levels of HIV/AIDS awareness and some 

improvements in knowledge about HIV/AIDS, their impact on behavior change 

outside a few high-risk categories (e.g., female sex workers) has been much 

more reserved (20). 
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2.2. Magnitude and Significance of CVCT 

In Africa, only less than 1% of couples tested for HIV (2). In Uganda, at VCT sites 

more than 70% of clients present as individuals, and most of these do not know 

the HIV status of their partners (4). In Kenya, Couples constitute 8-10% of all 

clients at a VCT centre at a major referral hospital (6). This is similar with the 

case of Ethiopia’s as shown in a report on VCT centers in Addis Ababa that 9.4% 

were couples (7). In Mozambique's largest VCT sites only 5% were couples (21). 

 

VCT is a key component in HIV prevention and care programs. The need for 

VCT is increasingly compelling as HIV infection rates continue to rise and; 

countries recognize the need for their citizens to know their sero-status as an 

important prevention and intervention tool. In the prevention aspect, VCT helps 

people to learn about how HIV is transmitted, practice safer sex, get HIV test 

and, depending on the result, take steps to avoid becoming infected or infecting 

others. With in the care and support programs, HIV test results and follow up 

counseling mean people can benefit from care and support services. It is 

emphasized that access to VCT is recognized as a critical strategy for 

responding to HIV/AIDS in low and middle-income as well as in high-income 

countries. VCT for HIV/AIDS is included as one of the strategies HIV/AIDS 

prevention approved national HIV/AIDS policy and was considered as one of the 

priority intervention areas with the general objective of serving as an entry point 

for HIV prevention by creating more personal awareness (11). 
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CVCT allows sexual partners to learn their HIV status together as a unit. It is 

offered at VCT sites but may also be offered in other settings as well, such as 

prenatal clinics. Counseling sessions focus on discussing risk issues and 

concerns, risk reduction, and linkages to care, treatment, and support. Pre- and 

post-test counseling sessions focus on recommending and offering the HIV test, 

obtaining informed consent, using the test results to make medical care decisions 

or recommendations, and providing appropriate referrals (11). 

 By comparison, the needs of married and cohabiting couples have been 

neglected despite the fact that, in generalized HIV epidemics, many infections 

occur within marital and cohabiting unions because of either prior infection by 

one partner or infidelity (22). Estimates of HIV transmission rates in African 

discordant couples who do not know their HIV results range from 20 to 25% per 

year. This fits well with a per heterosexual exposure transmission risk of 1/500 to 

1/ 1000 multiplied by a frequency of sex of two or three times per week (23).  

Recent studies have shown that VCT is a cost-effective intervention for reducing 

HIV-related risk behaviors, particularly when applied to at risk-couples (24). A 

study showed that VCT to be a very cost-effective intervention in urban East 

African settings. The cost analysis was based on client infection status, sex, and 

whether VCT was received as an individual or as a couple. VCT was estimated 

to avert 1,104 HIV-1 infections in Kenya and 895 HIV-1 infections in Tanzania 

during the year after receiving VCT. In addition targeting VCT to persons likely to 

be infected with HIV and couples significantly enhance cost effectiveness (25). 
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According to a study conducted from 1998-1999G.C in Ethiopia, on HIV 

incidence among a cohort of study participants indicated that, HIV-VCT utilization 

decreases the incidence of HIV infection (14). 

 Eventhough individual level approach is useful; it may not adequately target or 

characterize the effects at the level of the sexually active couples. Providing HIV 

test results to couples during a joint counseling session has considerable 

benefits over individual counseling (1, 26). Of particular concern to the HIV 

epidemic in Africa, is the possibility of transmission within the context of an 

ongoing heterosexual relationship. Transmission rates in sero-discordant 

heterosexual couples can range from 2.3 to 10.7 per 100 person-years, 

depending on condom use and the direction of transmission (1). 

In a record review of data on 2001 - 2004 in Addis Ababa, Kasshanchis Health 

Center showed that sero-positivity for HIV was higher among married clients 

tested than those who were not married (14). Though an important component of 

VCT programs is encouraging clients to inform partners of their sero-status, yet 

many clients do not disclose results to partners according to a study done in 

Illubabor Zone, Southwest Ethiopia (27). Moreover, among those who tested and 

got results perceive that their partner also have the same result according to a 

study done in behavioral survey in Uganda (28). In the case of Ethiopia, it is very 

hard to know how much this problem contributes to the increment of the HIV 

prevalence and there are few studies conducted on the magnitude of the service. 
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2.3. Factors that Affect CVCT Utilization 

Among people attending VCT at Bethzatha Clinic in Addis Ababa, it was reported 

that, the majority of respondents gave reasons for testing to know their status 

while about 10% sought the services for pre-marital check ups (14).  A range of 

studies conducted in different settings indicated that sex, race, education, 

occupation and risk perception are the main determinant factors for seeking HIV 

testing (29, 30). 

 

Out of the individuals who underwent civil marriage, about 55% reported having 

had pre-marital HIV testing. The main reason given for not having HIV testing 

was that the interviewees did not feel at risk of acquiring HIV/AIDS. Individuals of 

both sexes who had frank discussion as a couple about HIV were found to be 

more likely to have pre-marital HIV testing (31). 

 

In the record review of data, at Kazanchis Health Center in Addis Ababa, socio-

demographic and behavioral profiles were assessed together with the prevalence 

of HIV and its correlates. During the specified period, for about 27 months, a total 

of 6,599 clients have received VCT services from the Health Center. On average 

there were about 244 VCT clients per month or 12 clients per day.  

 

Among the 6,599 clients, about 54% were females; about 70% were never 

married followed by currently married clients (14.4%). Among the married and 

never married clients, the number of males was found to be a little higher than 
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that of the females while among those separated, divorced and widowed, the 

proportion of female clients was higher than males, particularly among widowed 

clients (79.6%)(14). Although, the study tried to show the profile of VCT clients, it 

did not include how many utilized the service in couple. 

 

In quantitative study conducted in Kenya, set out to establish factors that 

influence decisions to take-up VCT with or without sexual partner: Individual 

clients: 25% male, 13% female tested alone to bring partner later. 19% females 

and 4% male tested alone for fear of abandonment by partner. Couples, 22% 

male, 15% female tested with partner because of lack of trust. Almost 5 times as 

many women said they took the test with partner for fear of violence if they 

declined (32). 

 

 In other qualitative study conducted in Kenya, some factors were illustrated as 

predictors to get tested for HIV. For couples, the decision to test for HIV was 

usually initiated by a single partner, who in most cases was the male. Couples 

described testing as (i) preventive health measure that they used before 

unprotected sexual intercourse, marriage, or pregnancy. (ii) means to reaffirm 

one's commitment to the relationship and as a way to try to diagnose and treat 

other reproductive health problems and, (iii) that the church required them to be 

tested before marriage (33). 
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 Perception of personal susceptibility to HIV infection seems to be the primary 

factor motivating women to overcome other barriers to HIV testing. Only a few 

men were motivated to undergo testing because they feared they were already 

infected as a result of sickness or past sexual behaviors (33). 

 

 The social meaning of HIV testing and what partners ascribe to these meanings 

are important barriers in the decision to undergo testing and whether to involve a 

partner in the testing experience. For both men and women, HIV testing implied  

lack of faith in the partnership, lack of trust in a partner's behavior, and an 

acknowledgment of their own risky sexual behaviors (32). 

 

When discussing HIV testing with a partner, participants were afraid that 

communicating their desire to be tested could threaten the relationship. Several 

women presented HIV testing as another strategy the couple could use to try to 

understand the reproductive health problems they were having (32). 

 

Another qualitative study was also done in Harare: the study revealed that, even 

though the study participants  supported the idea of couple counseling and 

testing but provided an insight into some pertinent problems as follows: (a) they 

experienced difficulties with introducing the subject to their partners due to the 

uncommunicative nature of their relationships; (b) they expressed fear of 

discordant results which could lead to divorce; (c) they feared that results would 

reveal their partners or their own past, present and future infidelity; (d) they 



 14

thought HIV counseling and testing was not a high priority compared to other 

issues in their lives. Therefore, they were reluctant to commit their time to VCT; 

(e) their wives were often unavailable to come to an urban VCT center because 

they reside in rural areas; (f) the men reported that their wives assumed that they 

would be negative if the husbands HIV test results were negative; (g) lastly, the 

men thought that there was a lack of interactive communication between 

counselors and clients during pre-test counseling. They therefore often did not 

feel compelled to confide in the counselor about their feelings about couple 

counseling (33). 

In couples VCT within prevention of mother to child transmission project in Addis 

Ababa, 2003, pregnant women were offered VCT in antenatal clinics in Addis 

Ababa, partners were willing to accept VCT offered in an antenatal setting but 

uptake was limited due to factors: women's unwillingness to disclose their results 

to their partners irrespective of their sero-status, and the men being unwilling to 

be tested even when they had been informed of their partners' results (34). 

Even though the study done in Kasshanchis Health center in Addis Ababa 

doesn’t show the motive to VCT service separately for couples and individual the 

reasons cited for seeking VCT services were diverse. The majority (23%) 

reported that they practiced risky behavior, followed by those who (8.5%) want to 

"plan for the future", 5.9% reported that they have "seen" symptoms of HIV/AIDS 

in their body, 5.2% did for visa application and 4.2% reported partner’s risky 

behavior as a reason for utilizing the service (14).  
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When asked how they heard about CVCT in the study of Kigali, most "walk-in" 

couples reported that they had heard about CVCT from a couple previously 

tested at the center (55%) or from friends (25%). Pamphlet and radio 

announcements represented 16% and 13% of respondents respectively (2). 

 

In the study of creating demand for VCT, Multivariate analysis showed that, using 

positive messages to target high-risk groups was an effective means of 

promoting VCT, and using mass-media was a key source (2,3,7 and 31). 
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3. OBJECTIVES 
3.1. General objective 

The main objective of this study is to determine the magnitude of couples 

coming to government hospital VCT centers and to assess the factors 

associated with use and non-use of CVCT services in Addis Ababa. 

 

3.2. Specific Objectives 

• To determine the magnitude of CVCT service utilization. 

•  To evaluate the sero-positivity rate among the couples and individuals. 

• To assess the factors associated with of CVCT service utilization. 
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4. METHODOLOGY 
4.1. Study Setting 

Institutional based crossectional survey of VCT service users was selected 

because little was known on CVCT service utilization. To study the magnitude of 

CVCT use, secondary data analyses would have been preferable but since it was 

difficult to get well documented data, and the other objective of the study was to 

also dig into the socio-behavioral factors related with use and non-use of CVCT, 

to use primary data was found to be compulsory. The study was conducted from 

July 2006 to July 2007. It was conducted in Addis Ababa which is the capital city 

of Ethiopia. The study was undertaken in the six referral hospital VCT sites 

(Zewidutu Memorial, Ghandi Memorial, Minilk II, Yekatit 12, St Paul and St Peter 

Hospitals). 

4.2. Population 
4.2.1. Source Population 

All VCT service users in all referral government hospital VCT sites found in Addis 

Ababa were considered source population for this study. 

4.2.2. Study Population 

The study population consisted of VCT service users of the selected 

VCT sites.  

4.2.3 Criteria for Inclusion & Exclusion of Study Subjects 

Inclusion criteria: All VCT service users, who took the service during the time of 

the study. 

Exclusion criteria: Clients aged below 18 years were excluded from the study. 
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4.2.4. Sampling 

Sample size was calculated using the formula:  (z/) 2 p (1-p) =n, with 

                        d2   

assumption of prevalence of CVCT 9.4% (7), a confidence interval of 95% and 

2% chance of error for detecting the prevalence, the calculated sample size was 

818. Adding 10% non-response rate required sample size for the study was 900.  
 

4.2.5. Sampling Procedure 

 All government hospital VCT sites were included in the study except those who 

give the service restricted to special group of people like the Military and Police 

Hospitals. Due to difficulties that were out of scope, only the six Hospitals were 

included in the study. Using quota sampling method, the individuals who fulfilled 

the criteria who were taking the VCT and CVCT service in the month of April 

were included in the study consecutively until the required sample was obtained.  
 

4.3. Data Collection 

4.3.1. Data Collection Tool 

The instrument used was standard interview questions taken from Carletonville 

Study, August 1999. The language was translated from English to Amharic and 

back to English in order to maintain consistency.   

 

It was piloted on VCT service users in Addis ketema Health center and the 

necessary modifications were incorporated. There were a total of 14 interviewers 

who were nurse counselors who worked at the selected hospital VCT sites and 



 19

two supervisors including the investigator. At the spot training was given for 

interviewers on administering the research tool and basic interviewing technique.  

4.3.2. Variables 

• Socio-demographic: Age, sex, ethnicity, education, religion, employment, 

source of income, marital status, occupation 

• Behavior: Condom use, having sexual intercourse, having more than one 

partner at a time 

• Sero-status, prior HIV testing as a couple or as individual, Where the 

partner lives, living with a partner 

• Knowledge, attitude  

• Reasons for couples to be tested for HIV 

• Source of information of VCT users 

• CVCT service utilization 

 

4.3.3. Operational Definitions 

Knowledge: Someone was considered knowledgeable if he or she answered, 

above the average number of questions of the interview in section four. 

Sexual intercourse: Intercourse which involves penetrative vaginal or anal sex.  

Partner: The person that the study participant said at the time of the study living 

with married to or committed to but may or may not be having a sexual 

relationship with. 

Condom use: Consistent and appropriate use of male condom during sexual 

Intercourse. 
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Sero-Status: The absence or presence of antibodies for HIV antigen. 

Casual Partner: The person that the study participant said who at the time of the 

study had relationship with other than the person he or she was living with 

married to or committed on casual bases. 

CVCT: Processes by which couples undergo HIV testing and counseling in 

union, to enable them make informed choice and tested voluntarily for HIV. 

CVCT Service Utilization: Couples coming to VCT service together and taking 

VCT including taking the results together. 

IVCT Service Utilization: Using of VCT service with out a partner regardless of 

partners testing status before or after the test. 

VCT:  Process by which an individual undergoes counseling to enable him make 

informed choice about being tested. 

HIV Discordant Result: When two individuals testing as a couple have a result 

of one HIV positive and one who is not. 

 

4.3.4. Data Collection Procedure 

The same instrument was used for both IVCT and CVCT users. Each member of 

the couples was interviewed separately with separate interview questions. The 

interview took place before the usual session of pre-test counseling. The trained 

nurse counselors in the VCT sites administered the questionnaire after obtaining 

an informed consent (verbally) as well as written from eligible clients. The 

interview contained 43 structured questions and approximately took about 25 to 

30 minutes for a single interview.  
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4.4. Data Quality Control 

Subsequent to training of the data collectors at the spot prior to starting 

interviewing, three times a week monitoring of the process by the supervisor 

anonymously and two times a week by the chief investigator were done. There 

were discussions on any kind of problem they faced in the process. Data was 

checked for completeness, consistency and soundness by the principal 

investigator. Data was entered, stored and analyzed into a computer using the 

SPSS version 13. For the qualitative data, every focus group discussion was 

transcribed on the day it was conducted. 

 

4.5. Data Processing and Analysis 

Data entry, data cleaning and coding was performed using the SPSS version 13 

soft ware. To explain the study population in relation to relevant variables, 

frequencies and summery statistics were used. Associations between dependent 

and independent variables was assessed and presented using odds ratios and 

confidence intervals. Logistic regression was used to control possible 

confounders. In determining the factors associated with CVCT service use, 

purposefully only those study subjects who had partners at the time of the study 

and only, one member of each couple randomly selected were included. 

 

4.6. Qualitative  

In order to supplement the data that was obtained by the interview, four focus 

group discussions were held among clients that were not included in the 

interview. Two FGDs which consisted of 8 individuals who had partners, but who 
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used VCT service as individual were held. Two FGDs, which consisted of 8 

CVCT service users in each group was conducted using a semi- structured and 

open ended questions in order to have more information on barriers to CVCT 

utilization and the factors that lead to use of CVCT. The members of each FGD 

were selected on purposive bases by the facilitators and the researcher. Focus 

group participants were individuals who were currently in relationship, individuals 

who had sexual partners, couples who were married, and couples who lived 

together and who were intending to get married. The discussion was moderated 

by the researcher with the assistance of note taker and tape recorder.  

 

4.7. Ethical Consideration 

The research proposal was reviewed by Addis Ababa University Research Ethics 

Review Committees. Appropriate verbal as well as written consent were signed 

by the participants to enroll in the study. The interview of each study participant 

took place by the VCT counselors in the pretest room before they were given the 

pre-test counseling. Confidentiality was held, since there were no names in the 

data tool and the data collectors were the counselors that provided the VCT 

service.  

4.8. Dissemination of the Result  

The thesis will be presented to the department of community Health as partial 

fulfillment of Masters Degree in Public Health.The result of the study will be 

communicated to the Ministry of Health, Addis Ababa HIV/AIDS Prevention and 

Control Office (HAPCO) Addis Ababa Health Bureau, all government hospitals 

and other concerned bodies. The thesis will be submitted to reviewed journal. 
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5. RESULT 
5.1. Description of the Study Participants 

5.1.1. Socio-Demographic Characteristics of Study Participants 

A total of 771 subjects (875 individuals, when the couples considered as two 

individuals, response rate, 85.6%) who came for HIV counseling and testing to 

six government hospital VCT sites were enrolled in the study according to the 

inclusion criteria set.  

 

Among the 875 individual subjects enrolled in the study, 465 (53.1%) were 

females with over all average age of 26.1 years (S.D+/- 7.2), while that of the 

males is 31 years (S.D+/-9.3). About 546 (62.5 %) of all the respondents were 

single and 232 (26.6%) were married while the rest 64 (7.3%) were divorced and 

31 (3.6%) widowed.  

 

 In terms of ethnic composition, the most common group was Amhara, with 

52.2% (n=458). With regard to religion, the majority, 712 (81.4%) of the study 

participants were Orthodox Christians. The 346 clients (40%) were in the 

secondary education level and 213 (24.7%) in tertiary education level. The 320 

(38.8%) of the study subjects had no monthly income. The majority, 449 (51.3%) 

of the study participants were employed or traders. The detailed description of 

the study participants is presented in Table1. 

 
 
 
 
 
 



 24

Table 1: General socio-demographic characteristics of the study 
participants in Addis Ababa, 2007 (n=875) 
 

Characteristics Frequency(n=875) Percent 

Age(years)(n=866) 
18 - 24 
25 - 34 
35 - 44 
45 - 66 

 
345 
327 
137 
57 

 
39.8 
37.8 
15.8 

6.6 
Sex(n=875) 
Male 
Female  

 
410 
465 

 
46.9 
53.1 

Marital status(n=873) 
Married 
Single 
Divorced 
Widowed 

 
232 
546 
64 
31 

 
26.6 
62.5 

7.3 
3.6 

Religion(n=875) 
Orthodox 
Muslims 
Protestant 
Catholic 
Others 

 
712 
74 
74 
3 

12 

 
81.4 

8.5 
8.5 
0.3 
1.4 

Ethnicity(n=875) 
Gurage 
Amhara 
Oromo 
Tigre 
others 

 
86 

458 
217 
77 
37 

 
9.8 

52.3 
24.8 

8.8 
4.2 

Education(n=864) 
No formal education 
Primary(1 - 8) 
Secondary(9 -12) 
Tertiary (<12) 

 
105 
200 
346 
213 

 
12.2 
23.1 
40.0 
24.7 

Occupation(n=875) 
Jobless 
Employed/trader 
House wife 
Driver 
Student 
Others 

 
210 
449 
54 
30 
65 
67 

 
24.0 
51.3 

6.2 
3.4 
7.4 
7.7 

Income(Birr)(n=825) 
No income 
50 - 300 
301 - 600 
>601 

 
320 
181 
128 
196 

 
38.8 
21.9 
15.5 
23.8 
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5.1.2 Description of Study Participants by Health Institution 

During the specified time of the study, 659 (86%) of the clients came without partners while 

112 (14.5%) were couples. As shown in Table 2, CVCT was highest in Gandhi Memorial 

Hospital, followed by Minilik II Hospital 8 (19%) CVCT users and lowest in St. Peter 

Hospital which had only 1 (1.6%). 

 
Table 2: Distribution of study participants by health institution:  

Addis Ababa, 2007 (n=771) 
 

VCT Service Used  
Institution Name 
  Individual VCT Couple VCT 
 
Gandhi  Memorial Hospital  

 
96 (78.7%) 

 
26 (21.3%) 

  
Minilik II Hospital 

 
34 (81.0%) 

 
8 (9.0%) 

  
ST Paul Hospital 

 
70 (82.4%) 

 
15 (7.6%) 

  
St Peter Hospital 

 
60 (98.4%) 

 
1 (1.6%) 

  
Yekatit 12 Hospital 

 
36 (85.7%) 

 
6 (14.3%) 

  
Zewditu Memorial Hospital  

 
363 (86.6%) 

 
56 (13.4%) 

 
Total

 
659 (85.5%) 

 
112 (14.5%) 

  

5.1.3 Magnitude of Couples VCT Service Users by Demographic 

Characteristics 
 

As shown in Table 3, the majority, 46 (41.1%) of the CVCT service users were 

found in the age group of 25 - 34, 41 (36.6%) CVCT service users were in the 

age group of 18 - 24, while 21 (18%) were in the age group of 35 - 44 and  
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4 (3.6%) were over 45 years old. Most of the CVCT users, 76 (15.6%) were 

never married and 32 (16.8%) were currently married.  

 

The majority 84 (75.7%) of the CVCT service users were Orthodox by religion 

and Amhara (n=55, 50%) by ethnicity. Only 5 (4.5%) had no formal education. 

The 25 (22.7%) CVCT users were found in the education level of primary while 

45 (40.9%) and 35 (31.8%) had secondary and tertiary education level 

respectively. Among the CVCT service users, employed or traders were 64 

(57.1%), while 19 (17%) had no occupation. The majority 34 (32.7%) CVCT 

service users had no monthly income. While 29 (16.9%) had monthly income 

more than 601 birr (Table 3). 
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Table 3: Magnitude of Couples VCT Users by Demographic Characteristics 

in Addis Ababa, 2007. (n=771) 
 

Type of Service Used  
Variable CVCT IVCT 

Sex(771) 
Male 
Female 

 
59(16.3%) 
53(13.0%) 

 
303(83.7%) 
356(87.0%) 

Age(763) 
18 - 24 
25 - 34 
35 - 44 
> 45 

 
41(13.2%) 
46(16.2%) 
21(17.5%) 

4(8.2%) 

 
269 (86.8%) 
238(83.8%) 
99(82.5%) 
45(91.8%) 

Education(760) 
No formal education 
1 - 8 (Primary) 
9 - 12 (Secondary) 
>12 (Tertiary)  

 
5(5.2%) 
25(14.5) 

45(14.3%) 
35(19.8%) 

 
91(94.8%) 

147(85.5%) 
270(85.7%) 
142(80.2%) 

Religion(768) 
Orthodox 
Muslims 
Protestant 
Others 

 
84(13.4%) 
11(17.5%) 
16(24.6%) 

0(.0%) 

 
545(86.6%) 
52(82.5%) 
49(75.4%) 

11(100.0%) 
Ethnicity (763) 
Gurage 
Amhara 
Oromo 
Tigre  
Others 

 
12(15.0%) 
55(13.8%) 
37(19.7%) 

5(6.9%) 
1(4.0%) 

 
68(85.0%) 

343(86.2%) 
151(80.3%) 
67(93.1%) 
24(96.0%) 

Occupation(771) 
No job 
Employed/trader 
House wife 
Driver 
Student 
Others 

 
19(10.3%) 
64(16.2%) 
8(17.4%) 
6(20.7%) 
8(13.8%) 
7(11.9%) 

 
166(89.7%) 
330(83.8%) 
38(82.6%) 
23(79.3%) 
50(86.2%) 
52(88.1%) 

Monthly Income(birr)(734) 
No income 
 50 - 300 
301 - 600 
>601 

 
34(12.1%) 
21(12.6%) 
20(17.7%) 
29(16.9%) 

 
248(87.9%) 
146(87.4%) 
93(82.3%) 

143(83.1%) 
Marital Status(769) 
Married 
Single 
Divorced 
Widowed 

 
32(16.8%) 
76(15.6%) 

4(6.6%) 
0(.0%) 

 
159(83.2%) 
411(84.4%) 
57(93.4%) 

30(100.0%) 
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5.2. Magnitude of HIV 

5.2.1. Sero-Status of the Study Subjects 

 

Among the study participants who had their blood tested, 187 (21%) turned out to 

be infected with HIV, of whom 116 (62%) were females. HIV sero-positivity 

increased from 41.8% in the age group 18 - 24 to 43.6% in the age group 45 and 

above (Table 4). 

 

More than one quarter, 6 3(29.4%), of the married study subjects were sero-

positive. HIV infection rate was highest among the widowed (64.5%) and 

divorced (53.2%) and lowest among those who were never married (12.5%). 

Table 4 also showed that, among those who had never gone to a regular school, 

35 (34%) were HIV positive, 57 (29.1%) were sero-positive among elementary 

completed, 94 (17.1%) were sero-positive among the secondary and above 

education level. 

 

Similarly, Table 4 shows that government employees had higher proportion of 

sero positives followed by traders (31.7% and 29% respectively). An increase 

trend of sero-positivity was also observed with increasing income (Table 4). Of 

those who were IVCT users, 157 (24.5%) were sero-positive and 11 (10.3%) 

were sero-positive among couples. Among the couples enrolled in the study,      

7 (6.6%) were sero-discordant. 
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Table- 2: Sero-status of the study participants: Addis Ababa, 2007. (n=875) 
  Sero-Status 

 
Characteristics 

Positive 
(n=187) 

Negative 
(n=673) 

Sex(n=869) 
Male 
Female 

 
71 (17.5%) 
116 (25.5%) 

 
334 (82.5%) 
339 (74.5%) 

Marital Status(n=858) 
Married 
Single  
Living together 
Divorced  
Widowed 

 
63 (29.4%) 
67 (12.5%) 
3 (21.4%) 
33 (53.2%) 
20 (64.5%) 

 
151 (70.6%) 
470 (87.5%) 
11 (78.6%) 
29 (46.8%) 
11 (35.5%) 

Educational Status (n=849) 
No formal education 
Primary 
Secondary and above 

 
35 (34.0%) 
57 (29.1%) 
94 (17.1%) 

 
68 (66.0%) 
139 (70.9%) 
456 (82.9%) 

Age(n=851) 
18 - 24 
25 - 34 
35 - 44 
>45 

 
40 (11.8%) 
74 (23.1%) 
49 (36.3%) 
24 (43.6%) 

 
300 (88.2%) 
247 (76.9%) 
86 (63.7%) 
31 (56.4%) 

Occupation(n=860) 
Jobless 
Employed and trader 
House wife 
Driver 
Student 
Others 
  

 
66(31.6%) 
79(17.9%) 
20(38.5%) 
6(20.0%) 
2(3.2%) 
14(21.5%) 

143(68.4%) 
362(82.1%) 
32(61.5%) 
24(80.0%) 
61(96.8%) 
51(78.5%) 

Monthly income(n=833) 
No income 
50 - 300 
301 - 600 
>601 

 
74 (23.0%) 
36 (19.8%) 
37 (28.5%) 
56 (28.1%) 

 
248 (77.0%) 
146 (80.2%) 
93 (71.5%) 
143 (71.9%) 

VCT utilization(n=749) 
CVCT 
IVCT 

 
11 (10.3%) 
157 (24.5%) 

 
96 (89.7%) 
485 (75.5%) 

 
  

5.3. Factors Associated with CVCT Service Utilization 

5.3.1. Socio-Demographic Characteristics 

As presented in Table 5, socio-demographic variables were analyzed if there 

were association with utilization of CVCT service. Based on the adjusted 
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regression, the respondents who were in the primary education (1 - 8) level were 

four times likely to use CVCT service than those respondents who never had a 

formal education with AOR (95%CI): 3.88 (1.22,12.30). 

 

However, no significant associations were observed between, the variables 

occupation, monthly income and marital status with CVCT service utilization. 

 

Table 5: Association of Selected Variables with CVCT Service Utilization 
Among VCT Service Users in Addis Ababa Government Hospital 
VCT Centers, 2007.    (n=771) 

 
Service used 

 
Variables 

IVCT    CVCT 

 
Crude odds 
ratio(95%CI) 

 
Adjusted odds 

ratio(95%CI) 
Sex 
Male 
Female 

 
303 
356 

 
59 
53 

 
1.00 
0.84 (0.55 - 1.29) 

 
1.00 
(0.55 - 1.72) 

Educational Status(n= 
Never had a formal school 
1 - 8 
9 - 12 
12 = 

 
45 
73 
143 
77 

 
5 
25 
45 
35 

 
1.00 
4.09(1.50-11.19)* 
1.33 (0.73-2.43) 
1.44 (0.86-2.43) 

 
1.00 
3.88 (1.22-12.30)* 
1.43 (0.69-2.99) 
1.72 (0.92-3.21) 

Occupation(n= 
Jobless 
Employed/trader 
House wife 
Driver 
Students 
others 

 
66 
184 
31 
14 
25 
23 
 

 
19 
64 
8 
6 
8 
7 
 

1.00 
1.06 (0.39-2.84) 
0.88 (0.36-2.14) 
1.18 (0.37-3.72) 
0.71 (0.19-2.55) 
0.95 (0.29-3.04) 

1.00 
1.56 (0.33-7.44) 
1.72 (0.62-4.83) 
1.05 (0.19-5.94) 
1.34 (0.30-5.94) 
1.88 (0.34-10.57) 

Income(n= 
0 
50 - 300 
301 - 600 
>601 

119 
70 
55 
88 

34 
21 
20 
29 

1.00 
1.15 (0.65-2.03) 
1.09 (0.58-2.09) 
0.91 (0.47-1.76) 

1.00 
0.94 (0.23-3.93) 
0.85 (0.38-1.88) 
0.82 (0.39-1.69) 

Marital status(n= 
Married and cohabitants 
Single 
Divorced/widowed 

 
146 
183 
13 

 
32 
76 
4 

 
1.00 
1.40 (0.43-4.59) 
0.74 (0.23-2.35) 

 
1.00 
1.58 (0.46-5.47) 
0.86 (0.25-2.92) 

*p<0.05 

**1.00 indicates the reference group 

****All variables are adjusted for sex, age, educational status, occupation income and marital status. 
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5.3.2. Risk Behavior Associated with CVCT 

 

As presented in Table 6, risk behaviors and the living arrangements of 

respondents with their partners were assessed. Adjusted for the other variable, 

those study participants who used condom occasionally, during sexual 

intercourse with their regular partners, were five times more likely to use CVCT 

service than those who never used condoms with AOR (95%CI): 4.50 (1.33-

15.31). 

 

According to the binary logistic regression, the participants who had no sexual 

intercourse during the six month prior to the study, were four times likely to use 

CVCT service than those who had sexual intercourse with OR (95%CI): 4.23 

(2.66-6.68). 

 

Those participants whose partners lived out side of town were less likely to use 

CVCT service than those who lived in the same town with OR (95%CI): 0.10 

(0.01-0.79). The number of partners the participants had during the one year 

period prior to the study had no association with CVCT service utilization. Having 

more than one sexual partner at a time and living together with the partner had 

also no association with CVCT service utilization. 
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Table 6: Risk factors associated with CVCT service utilization among VCT 
service users in Addis Ababa government hospital VCT centers, 
2007.     (n=771) 

 
Service used 

 
Variables 

IVCT CVCT 

 
 

Crude odds 
ratio(95%CI) 

 
 

Adjusted odds 
ratio(95%CI) 

Number of partners 
during the last year prior 
to Interview 
One 
More than one 

 
 
 
307 
36 

 
 
 
106 
6 

 
 
 
1.00 
0.48 (0.19 - 1.18) 

 
 
 
1.00 
0.83 (0.14 - 5.01) 

More than one sexual 
Partner at a time 
Yes 
 No  

 
 
44 
286 

 
 
8 
90 

 
 
1.00 
1.73 (0.79 - 3.81) 

 
1.00 
1.86 (0.31 - 11.07) 

Sexual intercourse 
during the last month 
Yes 
 No  

 
 
268 
71 

 
 
51 
57 

 
 
1.00 
4.23 (2.66 - 6.68)* 

 
 
1.00 
VSN 

Condom use with the 
regular partner 
Never used 
Sometimes 
Always 

 
 
154 
53 
54 

 
 
27 
10 
17 

 
 
1.00 
1.79 (0.91 - 3.55) 
1.67 (0.70 - 3.98) 

 
 
1.00 
4.50 (1.33 - 15.31)* 
1.16 (0.39 - 3.39) 

The partner lives in 
In town 
Outside of town 
Out side of the country 

 
120 
47 
21 

 
55 
3 
1 

 
1.00 
0.10 (0.014 - 0.79)* 
0.75 (0.07 - 7.59) 

 
1.00 
VSN 
VSN . 

Living with partner or 
not 
Yes 
No 

 
127 
201 

 
31 
66 

 
1.00 
1.35 (0.83 - 2.18) 

 
1.00 
VSN 

*p<0.05 

**1.00 indicates the reference group 

****All variables are adjusted for the number of partners, more than one partner at a time, sexual 

intercourse, condom use, where the partner lives and living with partner 

****VSN stands for very small number. 

 

5.3.3. Knowledge Attitude and Practice Towards CVCT 

As shown in Table 7, out of all the total respondents, 722 (82.6%) claimed to 

have heard about couples VCT. The major source of information for couples VCT 
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service mentioned was the media (n=431, 59.6%) followed by from other people 

like friends, neighbors and relatives. Only 16.7% of those who knew about CVCT 

service heard it from the health professionals.  

 

Regarding where the CVCT service is provided, 779 (89%) mentioned 

government institution followed by the private, non-government health institution 

and PLWHAS associations respectively (Table 7). About 252 (34.9%) of the 

study participants mentioned one type of health institution as a place to get 

CVCT service as Table 7 shows. The 330 (45.7%) stated two types of health 

institutions as a place to get CVCT while 131 (18.2%) point out above three types 

of institutions. 

 

As shown in Table 7 With regard to the attitude of the study participants towards 

CVCT, the great majority had positive attitude. The 851 (99.5%) of the study 

participants rated CVCT as very important for all types of couples. The 836 

(97.5%) said that CVCT is very important for those couples who are intended to 

get married or intended to start sexual intercourse. While 818 (95.7%) said it is 

also very important for those couples who already got married or started sexual 

intercourse. Among the study participants, 371 (42.6%) were first time testers. A 

total of 167 (24.9%) individuals claimed to have been tested in couples prior to 

the time of the study. Among the 678 individuals who have never tested in 

couple, 194 (28.6%) claimed that they wanted to get tested together with their 

partner but couldn’t.  
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Table 7: The Knowledge, attitude and practice towards CVCT among VCT service 
users in Addis Ababa government hospital VCT centers, 2007   (n=875) 

 Freq 
Valid 

Percent 
Heard of CVCT(n=874) 
Yes 
No 

 
722 
152 

 
82.6 
17.4 

Heard about CVCT from family(n=719) 
Yes 
No 

 
75 
644 

 
10.4 
89.6 

Heard about CVCT from friends(n=719) 
Yes 
No 

 
175 
544 

 
24.3 
75.7 

Heard about CVCT from the media(n=719) 
Yes 
No 

 
431 
288 

 
59.9 
40.1 

Heard about CVCT from health professionals(n=719) 
Yes 
No 

 
121 
598 

 
16.8 
83.2 

CVCT service is provided in government health Inst.(n=875) 
Yes 
No 

 
779 
96 

 
89.0 
11.0 

CVCT service is provided in private health institute(n=875) 
Yes 
No 

 
473 
402 

 
54.1 
45.9 

CVCT service is provided in NGO health institute(n=875) 
Yes 
No 

 
151 
724 

 
17.3 
82.7 

CVCT service is provided PLWHAS association(n=875) 
Yes 
No 

 
62 
813 

 
7.1 
92.9 

The No. of  types of CVCT service providers mentioned(n=722) 
0 
1.00 
2.00 
3.00 
4.00 

 
9 
252 
330 
76 
55 

 
1.2 
34.9 
45.7 
10.5 
7.6 

Importance of  CVCT (n=855) 
Very important 
Some what important 
Not important 

 
851 
2 
2 

 
99.5 
0.2 
0.2 

Tested for HIV before(n=871) 
Yes 
No 

 
500 
371 

 
57.4 
42.6 

Ever tested for HIV in couple(n=870) 
Yes 
No 

 
167 
703 

 
19.2 
80.8 

Wanted to test in couple but couldn’t(n=678) 
Yes 
No 

 
194 
484 

 
28.6 
71.4 
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As shown in Table 8, respondents who claimed that they never heard about 

CVCT service utilization were less likely to use CVCT service compared to those 

who did with AOR (95%CI) 0.29 (0.13-0.65).The participants who had no history 

of HIV testing were less likely to use CVCT service than those who had with AOR 

(95%CI) 0.44 (0.27-0.71).The knowledge of participants on HIV and other STIs 

had no significant association with CVCT service utilization. Use of CVCT service 

prior to the study had also no association with CVCT service utilization. 

Table 8: Knowledge, Attitude and Practice Towards CVCT Among Study 
Participants in Addis Ababa Government Hospital VCT Sites, 2007. (n=771) 

 
 
Service Used 

 

IVCT CVCT    

 
 
Crude Odds 
Ratio(95%CI) 

 
 
Adjusted Odds 
Ratio(95%CI) 

Knowledge of 
participants(771) 
 
Unsatisfactory  
Average 
Enough 

337 
305 
17 

53 
57 
2 

 
 
 
1.00 
0.75 (0.17 - 3.33) 
0.63 (0.14 - 2.79) 

 
 
 
1.00 
0.49 (0.11 - 2.23) 
0.59 (0.13 - 2.68) 

 
Ever heard of 
CVCT(770) 
Yes 
No 

520
139

 
 
103 
8 

 
 
1.00 
0.29 (0.14 - 0.61)* 

 
 
1.00 
0.29 (0.13 - 0.65)* 

Ever tested for 
HIV(767) 
Yes 
No 

352
303

 
81 
31 

 
1.00 
0.45 (0.29 - 0.69)* 

 
1.00 
0.44 (0.27 - 0.71)* 

Ever tested for 
CVCT(766) 
Yes 
No 

 
112 
543 

 
25 
86 

 
1.00 
0.71 (0.44 - 1.16) 

 
1.00 
1.21 (0.71 - 2.05) 

  
*p<0.05 

**1.00 indicates the reference group 

****All variables are adjusted for the number of partners, more than one partner at a time, sexual 

intercourse, condom use, where the partner lives and living with partner 
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5.3.4. Reasons for not Using CVCT Prior to the Study 

A total of 167 (24.9%) individuals claimed that they have been tested in couples 

prior to the time of the study. Among the 678 individuals who have never tested 

in couple, 194 (28.6%) stated that they want to get tested together with their 

partner but couldn’t. About 148 (27.7%) of those who came with out their 

partner wanted to get tested with their partner. As presented in Fig 1 the 52 

(27.7%) respondents said the reason for them not to get tested even though 

they wanted, was their partners being not able to test as a result of being busy. 

The second common reason mentioned by 37 (19.7%) respondents was the 

unwillingness of the partner to get tested. 
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Mypartner was busy

My partner was not willing

Thinking we will do it sooner or later

I was busy

I was afraid to get tested

We tested separately
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other
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Fig 1 Mentioned reasons for not using CVCT service while having the desire prior to the study

 

5.3.5. Reasons for getting Tested at the Time of the Study 

The 345 (40%) study participants’ reasons to get tested were the need to know 

their status. While 12% (n=104) of the study subjects tested for pre-marital 

purpose. The rest of the respondents gave different reasons for seeking HIV test. 

Among study participants who came as a couple, the majority, 70 (33%) were for 

pre-marital test. The second common reason was to know self (27.4%, n=58). 

The third common reason was the initiation of the idea of testing by the partner.  

In Addis Ababa, 2007
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To know self

I have a risk for HIV

To get married

I am sick

I need the resul to go out of a
country/for a job

My  partner has a risk for HIV

My partner asked me to get tested

To give birth to a baby

other

to get medication

My partner and I were far apart from
each other

recomended by a health proffecional

My partner died

My partner has never been tested

My partner and I don't trust each other

My partner tested positive for HIV

re
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Count
 

Fig 2. Mentioned reasons for getting HIV tested at the time of the study in Addis Ababa, 2007.  

5.3.6. Reasons of Respondents for not coming with their 

Partner at the Time of the Study 
 

As shown in Table 9, the reason most frequently mentioned by the respondents 

for coming without their partner was, their partners already knowing their results, 

followed by their partners being unavailable to come to the VCT center.  
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Table 9: Mentioned Reasons of Respondents for not Testing with their 
Partner at the Time of the Study, Addis Ababa 2007. (n=343) 

  Frequency Percent 
My partner was not willing 48 14.0 

My partner and I tested individually 16 4.7 

My partner tested individually before 99 28.9 

My partner was not available 70 20.4 

I prefer to know my result first 35 10.2 

I have a plant to be separated from my partner 4 1.2 

I came to tested not deliberately 34 9.9 

I had a risk for HIV 2 0.6 

I have a fear my partner would get upset if 

questions raised on testing 
2 0.6 

I prefer to know my result only 7 2.0 

I am sick 11 3.2 

I suspect my partner of infidelity 1 0.3 

I am the one who have reason to get tested 2 0.6 

I trust my partner 1 0.3 

Other 11 3.2 

Total 343 100 

 

 

 

5.3.7. Reasons for not Telling Partner the Plan to get Tested 
 

Most of the study participants, 236 (66.1%), who had partners at the time of the 

study, did not notify their partners their plan to get HIV tested. However, among 

those 121 (33.9%) who notified their partners about their plan, about 90% stated 

to have their decision supported by them. The respondents’ partners being 

unavailable at the time of the study was the most common reason mentioned for 
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not notifying the partner about the HIV testing plan. The other reason stated was 

the unintended choice made to get tested after coming to the VCT center. 

 

Table 10: Reasons study participants mentioned for not letting know the 
plan of testing for their partner Addis Ababa 2007. (n=239) 

 

Reason for not telling partner about HIV testing plan Frequency Percent

Fearing partner will tell others if tested positive  1 0.4 

Fear of partner will suspect me of having sex with others 12 5.0 

Partner is not willing to talk about testing 20 8.4 

We are now on a fight 29 12.1 

My partner is not around 67 28.0 

I came not deliberately 65 27.2 

I want to know my result first 29 12.1 

I can know my partners result using mine 3 1.3 

I am the one who got reason to get tested 9 3.8 

Fear of he or she might get upset 1 .4 

Other 3 1.3 

Total 239 100 

 

 

 

 

Among the respondents, 171 (19.8%) stated that they wouldn’t share their 

results with anyone. About 14.2% (n=80) of those who had partners at the time 

of the study who came as individual, declared that, they wouldn’t disclose their 

results to anyone. While 72.6% (410) said that they would share their results 

with their partners. 
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5.4. Summary of Results of Focus Group Discussions 

Four focus group discussions were carried out among individuals who were in 

the process of taking the VCT service at Zewditu Memorial Hospital. Individuals 

were separated into groups of eight based on their sex and on whether they 

arrived individually or as a couple. Each focus group addressed the following 

three major issues: (a) knowledge of and attitude towards HIV; (b) knowledge of 

and attitude towards CVCT; (c) strategies for improving CVCT service utilization.  

 

5.4.1. Knowledge of and Attitude on HIV 

 

Knowledge of and attitude on HIV Participants were questioned on their 

understanding of HIV infection and AIDS. Many individuals made no distinction 

between the concepts of HIV sero-positivity and active AIDS, although they noted 

that HIV infection did not necessarily curtail one’s daily activities. Notably, one 

individual, a 26-year-old female health professional who arrived with her fiancé 

for HIV testing, was able to clearly distinguish the concept an AIDS patient from 

that of an HIV positive individual showing neither signs nor symptoms. 

 

Additionally, opinions were sought on the issue of HIV discordant couples. One 

32-year-old male taxi driver who arrived for HIV testing as an individual 

acknowledged the existent of different HIV test results in married couples but 

stated that his partner was absent because she believed that knowledge of his 

result would be sufficient for both of them. Another participant, a male NGO 

worker who arrived for testing with his fiancé, shared the following story. “I know 
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two married people who live outside of Addis Ababa. The man is a medical 

doctor and the woman is a housewife. When the wife got sick and was tested for 

HIV, she was found to be positive, although her husband tested negative.” 

 

A third individual, a 26-year-old woman who said that she lived outside of 

Ethiopia said, “I am now testing with my partner because I don’t know what he 

has been doing during my stay outside of Ethiopia. However, if two people are 

having unprotected sex, their HIV result will be the same, without a doubt.” 

 

5.4.2. Knowledge of and Attitude towards CVCT 

Most FGD participants were unfamiliar with CVCT exception of couples who 

recalled other couples being tested by parents and “Simagles” for their HIV test 

results before marriage. One 40-year-old male shared, “I am going to get married 

soon. I am going to marry my fiancé in a protestant church ceremony and they 

wouldn’t let us get married unless we show them the paper that certifies that we 

have been tested for HIV.” 

 

Most FGD participants agreed on the importance of CVCT. One participant 

expressed the opinion that noone should be married without prior HIV testing. 

However, many individuals mentioned a partner’s unwillingness to be tested for 

HIV. A 22-year-old male Addis Ababa University student suggested that his 

partner’s lack of self-confidence was the cause for her unwillingness.  

The other challenge mentioned by another participant, a 28-year-old male 

mechanic, was the issue of stigma and discrimination as an outcome of a 
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positive result. He said, “If my result is positive and my partner knows about it, 

she will tell others. Therefore, I would find out my status first and if it turns out to 

be negative, it is only then I would ask her to come with me to test together.” 

 

5.4.3. Measures Suggested to be taken by Respondents to 
Improve Couples VCT Service Utilization 

 

Many of the participants mentioned the media as a very good source of 

information. They said they had heard many times about the practice of getting 

HIV tested. However, they mentioned they have never heard about the use of 

CVCT in the media. So, they suggested that the media should play role in 

promoting the CVCT and while at the same time people coming for testing HIV 

be encouraged to get tested with their partner. Radio and television dramas shall 

aim why and how couples need to get tested for HIV together. They also 

appreciated that religious organizations require partners to get tested as a 

prerequisite for marriage. 
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6. DISCUSSION 
 

CVCT is a cost-effective prevention program proven to reduce HIV transmission 

among African couples, where 70% of infections occur (1, 24). However, in 

Ethiopia, little is known about CVCT service users and the factors that are 

associated with the service utilization. Therefore, this study attempted to explore 

the present state of CVCT service utilization in Addis Ababa government hospital 

VCT sites and it also tried to point out the main factors that influenced couples to 

test jointly for HIV. During the time of the study which was carried out over the 

course of one month, 875 interviews and four focus group discussions were 

conducted. 

 

In this regard, the socio-demographic, behavior and knowledge status of the 

study subjects have been described. In determining the factors associated with 

CVCT service use, purposefully only those study subjects who had partners at 

the time of the study and only, one member of each couple randomly selected 

were included.  

 

During the study period, only 14.5% of participants were couples. This is slightly 

larger number when compared to the 9.4% report of VCT centers in Addis Ababa 

(7). It is also, greater than the 5% of couples testing in the case of VCT centers 

of Mozambique’s largest VCT centers in 2005 (21). Nevertheless, VCT for 

HIV/AIDS has been one of the strategies for national HIV/AIDS prevention for 

years and is considered one of the priority intervention method (11). It is difficult 
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to say, the determined magnitude of CVCT in this study is a satisfactory 

achievement, while studies showing, as many as 30% of couples in high HIV 

prevalence countries are sero-discordant (8). And studies in sub-Saharan Africa 

produce evidence indicating, that VCT can be effective as an HIV-prevention 

tool, particularly when members of couples participate together in the VCT 

process (2,3, 5,9,11,12). It is possible to say that important opportunities are 

being missed for preventing HIV infection, be it by heterosexual transmission or 

mother-to-child HIV transmission from mothers who have been infected by their 

partners.  

 

The prevalence of HIV infection in the study population was 21%. This is 

comparable to the analysis of the secondary data in Kasshanchis Health Center, 

according the records of clients who had their blood tested following pre-test 

counseling, of which 25% had test results that turned out to be HIV positive 

(14%). This figure is almost double the prevalence of HIV reported in VCT 

centers of Addis Ababa in 2005/06 (15).This is probably due to the fact that the 

study populations were from hospitals. 

 

In this study, the majority of sero-positive study participants were females. This is 

a similar finding when compared to other studies conducted (14, 27). The HIV 

prevalence increased as the ages of the study participants increased. This is true 

also in other study done in Uganda (27) and in Socio-demographic 

characteristics and prevalence of HIV infection in VCT clients of Addis Ababa 
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(14). The majority of the study subjects whose marriage ended either because of 

divorces or deaths of their partners were found to be HIV infected, followed by 

those who were currently married. The individuals who never married took the 

lowest number in getting infected with HIV. This is also similar with the other 

study done in Addis Ababa (14).The fact that the individuals, who were married, 

divorced and widowed being the one more infected than the never married 

individuals, may make people aware that just because someone is  married 

doesn't mean he or she is protected. A lot of the prevention messages in the 

early days would say things like, staying faithful would protect from HIV. 

However, it is no use if one of the couple members is not faithful. That's the big 

hurdle to overcome, in particular because women tend to have fewer partners 

outside of marriage than men (11). 

 

In this study, the HIV infection rate was greater among those who came as 

individuals than those who came as couples. This in some cases is due to the 

reason that those who come as couples reported to have needed to get tested 

alone before testing with their partners. Some of the participants mentioned that 

getting tested as couples would only be possible on condition of finding out the 

HIV result individually prior to testing together as a couple. As a result, the 

magnitude of discordant results of couples may be underestimated. Still, the 

prevalence of the HIV discordant result is comparable with the finding in the 

recruitment and baseline characteristics of men, women, and couples who 
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participated in the Voluntary Counseling and Testing efficacy study at the study 

site in Nairobi, Kenya. 

 

While there were no other socio-demographic characteristics associated with 

CVCT service utilization in this study, attaining primary education (1-8) level was 

associated with a greater likelihood of using the service than having no formal 

education. Eventhough, there are only few local studies that have been 

conducted emphasizing on CVCT; studies verify the role of education in 

utilization of VCT service in general (14, 27). 

 

With regard to the respondents’ sexual behavior, using condoms occasionally 

with a regular partner was significantly associated with the use of CVCT when 

compared to not using condom at all.  As, the Uganda behavioral study and this 

study showed, there were people who don’t have the awareness on the chance 

of only one partner being infected. So, they may consider prevention of HIV 

transmission to be inevitable if one of them were infected.  

 

In this study, the couples who did not live in the same town were less likely to 

use CVCT service when compared with those who lived in the same town. This 

may be expected since the distance between them might have been a challenge 

for them to use CVCT jointly. 
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The respondents who claimed to have never heard about CVCT service 

utilization were less likely to use CVCT service when compared to those who had 

heard. Unlike the FGD participants, they claimed to have heard of it from the 

media.  

 

In the study, having no sexual intercourse for 6 months prior to the time of the 

interview was significantly associated with CVCT service utilization. This is 

probably due to the fact that couples who came to test together may not begin 

sexual intercourse before getting tested for HIV. Those who had sexual 

intercourse with people other than the partners they were committed to, may not 

come to test without knowing their results first or may refuse to come at all.  

Concerning the attitude towards CVCT service utilization, almost all of the 

participants had positive attitude. This is similar to the study in Rwanda in the 

assessment of knowledge, attitude and practice towards CVCT. 

 

In the study, the most frequently stated reason among those individuals who 

wanted to get tested but couldn’t was that their partner couldn’t test as result of 

being busy. This is difficult to take as an explanation when comparing it to 

exposing oneself with HIV. This is similar to the qualitative study done in Harare, 

which stated one of the reasons for the couples not to test was that they thought 

HIV counseling and testing was not a high priority compared to other issues in 

their lives. Therefore, they were reluctant to devote their time to VCT (33). The 

most common reasons for women not to bring their partners to CVCT in the other 
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study done in Addis Ababa was the unwillingness of their partner and the 

women’s’ inability  to disclose their results.  

 

The most common reason mentioned by those individuals in the study for not 

coming as a couple was that their partners already knew their result. Even if we 

could say for sure that their partners have been tested before, they are still 

missing the opportunity of knowing their HIV status together as a unit, and 

planning ways of risk reduction with the help of a counselor.  

 

The majority of the individuals who had partners at the time of the interview didn’t 

let their partners know about their plans to get tested. This is because their 

partners were not around at the time of the decision. The second common 

reason mentioned was that the study participant came to the VCT center not 

specifically to test for HIV. Effective protective action against HIV/STD infection 

within couple relationships requires communication, agreement, and above all, 

cooperation between couple members (11). So, these factors should be given 

more attention by social/behavioral research and prevention interventions. 
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7. STRENGTHS AND LIMITATIONS OF THE STUDY 
 

Strengths  

• CVCT is more effective than IVCT in prevention of HIV transmission. 

However, CVCT has been given little attention and almost no related 

studies have been conducted. Therefore, this study can be taken as a 

baseline for other studies. 

• Pre-testing of the questionnaire and correcting accordingly and 

supervision of the data collectors through all possible means by the 

researcher and supervisors was conducted 

 

Limitations  

• Utilization of health professional data collectors (nurses) may create bias 

as they might direct the respondents during the interview. 

• The study participants may create social desirable bias during the 

interview. 

• Shortage of literature, particularly studies on similar topics, could be 

mentioned as a imitation. 

• The major VCT centers were included in the study. 
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8. CONCLUSION 
 

• The prevalence of couples VCT service utilization in Addis Ababa government 

hospital VCT sites was 14.5%. 

• In this study Age, marital status, income and occupation had no relation with 

Couples VCT service utilization. 

• Among the study participants, educational level was found significantly 

associated with CVCT service utilization. 

• In this study, condom use during sexual intercourse with regular partner was 

significantly associated with CVCT service utilization. 

•  In this study, having sexual intercourse prior to HIV testing was significantly 

associated with using CVCT service. 

• How far apart couples live from each other was significantly associated with 

CVCT service utilization, in this study. 

• There was positive attitude towards CVCT service among the study 

participants. 

• Premarital testing was the most important reason couples in the study used 

CVCT service. 

• Previous history of testing of a partner individually was the most important 

reasons mentioned by the study participants for not using the CVCT service. 

• The majority of individuals didn’t involve their partners in the decision of HIV 

testing. 
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9. RECOMMENDATIONS 

 

• Based on the research findings, the following recommendations can be 

made. 

 

1. Frequent, clear and accurate media-based information programs in 

multiple languages are needed to increase access to information on 

VCT, with particular attention to the importance of VCT for couples 

for both preventing heterosexual and mother to child HIV 

transmission. 

2. Other specific approaches to promote CVCT service use is need to 

be developed through appropriate studies. 

3. VCT clients should be provided with basic information towards 

CVCT, by training of nurse counselors. 

4. Further evaluation of factors that hinder couples not to use VCT 

service jointly should be conducted. 
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Annex - 1. Focus Group Discussion participant Description Addis Ababa, 
Zewiditu Memorial hospital VCT site, 2007 

Characteristics 

Group Sex Age Service used Duration of 
Discussion 

1 Females 21 - 35 CVCT 45min 

2 Males 24 - 40 CVCT 60min 

3 Females 20 - 48 VCT 60min 

4 Males 20 - 42 VCT 55min 
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Annex - 2. Interview Questions  
 
 Assessment of utilization of couples Voluntary counseling and testing at VCT 

centers of Addis Ababa, 2007 

 

Contents: 

• Written Consent  

Section 1. Socio-demographic factors 

Section 2. Risk behaviors of the study participants 

Section 3. Knowledge on HIV and others STIs     

Section 4.  Knowledge, attitudes and practice towards CVCT 
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Written Consent 

We are doing a research to assess the utilization of CVCT in Addis Ababa VCT 

centers. Its purpose is to identify factors that are associated with the use or non 

use of CVCT. So, I’m going to ask you some very personal questions that some 

people find difficult to answer and your result after tested will be put. Your test 

result and answers are completely confidential, your name will not be written on 

this form, and will never be used in connection with any of the information you tell 

me. You do not have to answer any questions that you do not want to answer 

and you may end this interview at any time you want to. However, your honest 

answers to these questions will help us better understand about couples VCT 

utilization in the city. We would greatly appreciate your helping. Would you be 

willing to participate? If Yes, ______ (1) Continue. No ______ (2) Stop. 

(Signature of interviewer certifying that informed consent has been given verbally 

by respondent) 

______________ 

(Signature of the respondent agreeing to the interview.) _______________ 

Introduction: My name is _______________________. I’m working for 

_____________________. We are interviewing people here in 

___________________ (name of the site) about couples Voluntary HIV 

Counseling and testing service utilization. 

Interviewer Name ____________ Signature __________________________ 

Date of interview ______________________ 

Date_________________ 



 61

N0 Questions Answers Skip 
1 Type of service 1 IVCT 

2 CVCT 
 

2 Result code __________  
3 Sero-status 1positive 

2negative 
 

4 Couples code ___________  
 
Socio-Demographic Characteristics  
Circle the choice of the respondent answered or write the answer in 
the blank space 

 

No. Questions and filters Coding categories Skip to 

1 Sex of the respondent 1. Male 
2. Female 

 

2 Age of the respondent ______years 
  

 

3 Level of education completed 
 

  

4 What religion are you? 1. Orthodox  
2. Muslim 
3. Protestant  
4. Catholic 
5. other 

 

5 To which ethnic group do you 
belong? 
 

1. Gurage  
2. Amhara  
3. Oromo  
4. Tigre  
5. Others 

 

6 What is your current 
occupation? 
 

1. Job less  
2. Merchant  
3. Government employee  
4. House wife  
5. Driver  
6. Others (specify) 

 

7 What is your monthly 
income? 

• Birr per month____ 
• No income   

 

8 Marital status 1. Married 
2. Committed but not 

living together  
3. Single  
4. Separated/divorced  
5. Widowed 
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Section 2. Risk Behaviors of the Study Participant 

No. Questions and filters Coding categories Skip to 

9 How many partners did you 
have in the last 12 months? 

1. None 
2. One 
3. Two 
4. Three 
5. Four and above 

 
Q 16 

10 Have you ever had more 
than one partner at a time? 

1. Yes 
2. No 

 

11 In the last 12 months, what 
kind of partner/s did you 
have? 
 
 

1. Regular partner 
2. Mistresses,  
3. Sex workers  
4. Casual partners 
5. Others 

 

12 For how long did you have 
the relationship with your 
recent partner? 

1.   

13  How old is your recent 
partner? 

  

14 Do you usually live together 
in the same 
House/compound? 

1. Yes 
2. No Q16 

15 [IF NO]Where does he/she 
usually live: 
  

1. Same place  
2. Another place   
3. Abroad 

16 Did you have sex in the last 
six months? 

1. Yes 
2. No 

 
 Q 21 

17 If yes, With what kind of 
sexual partner did you have 
penetrative sex with? 

1. Regular partner 
2. Mistresses,  
3. Sex workers  
4. casual partners 
5. Others 

18 Do you use condoms with 
this regular partner? 
 

1. Never  
2. Sometimes  
3. Always  

    Q20 

19 IF ALWAYS OR 
SOMETIMES] 
Why do you use condoms? 
 

1. To avoid pregnancy  
2. To avoid HIV 

transmissions 
3. To avoid other STIs  
4. Pressure from 

partner  
5. Other 

 

 
 
 

Q21 
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20 
 

[IF NEVER OR 
SOMETIMES] What was the 
main reason that you never 
or do not always use a 
condom with this regular 
partner?  
 

1. Not available  
2. Too expensive  
3. Partner objected  
4. Don’t like them  
5. Made a decision 

not to  
6. Using another form 

of contraception  
7. Other. 

 

 

Section 3.  Knowledge STDs and HIV 
 

21 As far as you know can a 
person get a disease or 
infection through sexual 
intercourse? 

1. Yes  
2. No  

 
 

    Q. 23 

22 From what you’ve heard or 
read, what are some 
common signs and 
symptoms of such diseases?  

1. Vaginal discharge 
2. Abnormal vaginal 

bleeding 
3. Vaginal itching 
4. Warts/lesions/sores 
5. Pelvic pain 
6. Pain during 

intercourse 
7. Painful urination 
8. Discharge from penis 
9. Other 

 
 
Mentioned,  Not  
 

 

23 How long can a person 
infected with HIV remain with 
out showing and sign and 
symptoms? 

  

24  What would be the result of a 
partner of one who already 
knows his or her HIV status? 

1. The same  
2. Different 
3. May or may 

not be the 
same 

4. Don’t know 
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Section 4.  Knowledge, Attitudes and Practice towards CVCT 
 

No. Questions and filters Coding categories Skip to 

25 Have you heard of 
couples Voluntary 
HIV Counseling and 
Testing? 

1. Yes 
2. No 

 
Q. 27 

26 If yes where did you 
get this information?  
 

1. Family  
2. Friends   
3. Neighbors  
4. Mass media  
5. Health workers 
6. (Institutions)  
7. Other 
8. (Specify) 

 

27 What kind of places is 
CVCT services 
provided? 

1. Government health institutes 
2. Non-government health 

institutes 
3. Private health institute 
4. PLWHAS association 
5. Don’t know 
6. Other 

 

28 How important do you 
think CVCT is? 
 

1. Very important  
2. Important 
3. Somewhat important  
4. Not important 

 

29 How important do you 
think CVCT is for 
married couples and 
for couples who are 
started sexual 
intercourse? 

1. Very important  
2. Important 
3. Somewhat important  
4. Not important 

 

30 How important do you 
think CVCT is for non-
married couples and 
for couples who have 
no sexual intercourse? 

1. Very important  
2. Important 
3. Somewhat important  
4. Not important 

 

31 Have you ever tested 
for HIV? 

1. Yes 
2. No 

 

32 Have you ever tested 
with a partner(any 
kind) 

1. Yes 
2. No 

 
Q. 35 

33 With whom did you 
receive the results? 
 

1. Together 
2. Alone 
3. other 
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34 If yes to Q 32 what 
was the reason for 
having CVCT? 
 

1. Ordered by health worker  
2. Requirement for marriage  
3. Voluntary to know self  
4. Other purpose (visa, 

marriage, 
5. employment etc)  
6. Asked by partner  
7. Other (specify)  

 
 

Q. 37 

35 Did you ever have the 
desire to take CVCT 
service? 

1. Yes 
2. No  

 
Q 37 

36 If yes, what was the 
reason for not taking 
the service? 

1. He or she was not willing 
2. We tested separately 
3. He or she tested before 
4. thinking we would get tested 

sooner or later 
5. he or she couldn’t make it 

because of his or her 
occupation 

6. Because I couldn’t make it 
because of my work 

7. Because I was afraid to get 
tested 

8. because he or she was afraid 
to get tested 

9. other 

 

37 What is the main 
reason for you to get 
tested now? 

1. Your own past sexual 
behaviors 

2. Your partner’s past sexual 
behaviors. 

3. Your primary partner told you 
to come in and get tested. 

4. Your partner (former or 
current) is sick or died. 

5. Your exposure to HIV at work 
6. You had a blood transfusion 
7. You are taking care of people 

with HIV/AIDS. 
8. You just wanted to know your 

serostatus. 
9. You are sick. 
10. Your workplace requires 

testing, so you came here 
first. 

11. You are planning to get 
married 
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12. Premarital testing required by 
the church. 

13. You are planning on having 
children. 

14. You are planning for the 
future 

15. You fear you may have been 
injected/ injected yourself or 
cut with a contaminated 
instrument (needles, blades, 
shaving instruments). 

16. You fear you may have been 
bewitched.   

17. Other, specify: 
38 (If the client came as 

individual while having 
a partner) what was 
the reason for him or 
her to come with out 
his her partner? 

1. He or she was not willing 
2. We tested separately  
3. He or she tested before 
4. other 

 
Q 41 

39 (If the client came with 
his /her partner) Which 
way do you prefer to 
obtain the result? 

1. Together 
2. Alone  
3. other 

 
Q.44 

40 If you are going to 
receive the result 
individually, what is 
the reason? 

  

 
41 

 
Does you partner 
know you have decide 
to test?  

 
1. Yes 
2. no 

 
 
Q.43 

42 If yes How did your 
partner feel about your 
decision to come for 
HIV testing?  (check 
all that apply) 

1. He was supportive of my 
decision 

2. He was unsupportive of my 
decision 

3. He did not care if I came for 
HIV testing 

4. He did not tell me how he felt 
about my decision 

5. He is the one who told 
me/asked 

6. Me to come for testing 
7. Other, specify:  
8. Declined 
9. Don’t know 

 
 
 

Q.44 
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43 If not why not? 1. Fearing he or she may tell 
others if my result turn out to 
be positive 

2. In order not suspect me with 
infidelity 

3. He or she is not willing to 
have a conversation on HIV 
testing 

4. We are on a fight for the time 
being 

5. He or she is not around 
6. I came to the VCT center not 

deliberately 
7. I want to know mine prior to 

telling him or her 
8. My result will show his or 

hers 
9. I am the one who  have got 

reason to test 
10. Other 

 

44 If you were infected 
with HIV who would 
you disclose to? 
 

1. Tell no one 
2. I will tell to my regular partner 
3. Relatives 
4. Others 
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Annex 3 - Structured Amharic Interview Questions Version 

¾ðnÅ˜’ƒ T[ÒÑÝ pê 

 

Ö?“ ÃYØM˜! �’@ ›„/¨a/¨]ƒ/c=` -------------- �vLKG<:: 

 

u›G<’< c›ƒ Ø”Ê‹ uÒ^ ¾T>ÁÅ`Ñ<ƒ” uðnÅ˜’ƒ LÃ }Se`„ ¾T>Å[Ó ¾›?‹ ›Ã  

y= ¾U¡` �“ ¾U`S^ ›ÑMÓKAƒ LÃ ›Ç=e ›uv ¿”y`c=+ Ø“ƒ �ÁÅ[Ñ ÃÑ—M:: 

¾Ø“~ ª“ ›LT Ø”Ê‹ uÒ^ ¾T>ÁÅ`Ñ<ƒ” uðnÅ˜’ƒ LÃ }Se`„ ¾T>Å[Ó ¾›?‹ 

›Ã y= ¾U¡` �“ ¾U`S^ ›ÑMÓKAƒ LKS¨<cÇ†¬ ¨ÃU KS¬cÇ†¬ }ê• 

K=ÁÅ`Ñ< ¾T>‹K< U¡”Á„‹ KT¨p �“ SõƒH@−‹” KSÖqU ’¬:: 

 

eK²=I Ÿ›e^ ›Ueƒ �eŸ HÁ Åmn ÁIM ¾T>¨eÆ ØÁo−‹ �ÖÃq�KG<&& 

¬Ö?„”U ŸÅ[c˜ u%EL uSÖÃp Ñè LÃ ›cõ[ªKG<:: ’Ñ` Ó” ÃI c=J” eVƒU J’ 

T”’„ K=ÑKê uTÃ‹Muƒ uSJ’< T>c=Ø^©’~ �”Å}Öuk ’¬:: SSKe ðnÅ— 

ÁMJ’<ƒ T”—¬U ØÁo ›MSMeU TKƒ Ã‹LK<:: uT”—¬U c›ƒ ¾ØÁo �“ 

SMc<” H>Åƒ Ts[Ø Ã‹LK<:: ’Ñ` Ó” KT>Ö¾lƒ ØÁo ¾T>cÖ<” �¬’}— ¾J’ 

ULi u›Ç=e ›vv ÁK¬” ¾Ø”Ê‹ uÒ^ ¾T>ÁÅ`Ñ<ƒ” uðnÅ˜’ƒ LÃ }Se`„ 

¾T>Å[Ó ¾›?‹ ›Ã y= ¾U¡` �“ ¾U`S^ ›ÑMÓKAƒ ›ÖnkU LÃ ¾uKÖ S[Çƒ” 

ÃcÖ“M:: 

u²=I Ø“ƒ LÃ Sd}õ ðnÅ— ’−ƒ; 

ULg< ›− ŸJ’ -------------- (1) SkÖM Ã‹LK< 

ULg< ðnÅ— ›ÃÅKG<U ŸJ’  --------------- (2) ØÁo¬” ÁlS< 

 

SKg< ØÁo−‹” KSSKe ðnÅ— SJ’<”  unM SÓKè” ¾¾T>Á[ÒÓØ ¾ÖÁm¬ 

ò`T --------------- 

 

SKg< ØÁo−‹” KSSKe ðnÅ— SJ’<” SÓKè” ¾¾T>Á[ÒÓØ ¾}ÖÁm¬ ò`T --

-------------- 
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¾Ö?“ }sS< eU 

SÖÃl ¾}VLuƒ k” ---------------------------- 

SÖÃl ¾}VLuƒ c›ƒ--------------------------- 

 

¡õM 1. 
 

}.l ØÁo SMe Ã�Kõ 
1 ¾}ÖÁm¬ ›S×Ø  

1.u’ÖL 

2.uØ”É 

 

2 ¾}ÖÁm¬ ¾¬Ö?ƒ ¢É 
 

-------------------------  
 

3 ¾}ÖÁm¬ ¬Ö?ƒ 1 þ²?+{ 
2 ’@Ñ@+{ 

 

4 ¾Ø”Ê‹ ¢É --------------------------  
 
 

¡õM 2.  ›ÖnLÃ ¾ÓKcu< S[Í 

SMc<” Ÿ}cÖ¬ U`Ý Á¡wu< ¨Ã”U Ÿ}cÖ¬ ¡õƒ x� Ãéñ 

 

}.l ØÁo SMe Ã�Kõ 

1 ï�          1. ¨”É 
2. c?ƒ 

 

 
2 

 
�ÉT@ 
 

 
1. u›Sƒ ÃÑKê --------------- 
2. uƒ¡¡M SÓKê "M‰K< uÓUƒ--- 

 

3 SÅu— ƒUI`ƒ Ÿ}T\ 
ÁÖ“klƒ ¾¡õM Å[Í  

 
1. -------------------------- 

 

4 ¾U”  �U’ƒ }Ÿ�Ã •−ƒ; 
          
 

1. *`„Ê¡e 
2. S<eK=U 
3. ýa‚e�”ƒ 
4. "„K=¡ 
5. K?L ›Ã’ƒ ŸJ’ ÃÑKê----------------

 

5 ¾U” wH@[cw }¨LÏ •−ƒ; 
                      
 

1. ¾Ñ<^Ñ@ 
2. ›T^ 
3. *aV 
4. ƒÓ_ 
5. K?L ›Ã’ƒ ŸJ’ ÃÑKê-------------- 

 

6 SÅu— e^− U”É” ’¬ 
             
 

1. Y^ ¾K˜U 
2. ’ÒÈ 
3. ¾S”Óeƒ c^}— 
4. ¾ÓM }k×] 
5. ¾u?ƒ �Su?ƒ 
6. g<ô` 
7. ¨³Å` 
8. K?L ›Ã’ƒ ŸJ’ ÃÑKê----------------
 

 

7 
 

›T"˜ ¨`G© Ñu=−ƒ e”ƒ 
’¨<;   

1 u¨` w` ---------------- 
 

 

8 u›G<’< c›ƒ ÁK¬ ¾Òw‰ 
G<’@� 

1. ÁÑv 
2. ÁLÑv 
3. ÕÅ— ÁK¨</ÁLƒ ÁKIÒ© ƒee`  

›w[¨< ¾T>•\ 
4. ¾ð�/‹ 
5. ¾V}uƒ/¾V}vƒ 
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¡õM 3.  K›?‹ ›Ã y= K=ÁÒMÖ< ¾T>‹K< vI]−‹  

}.l ØÁo SMe Te�¨h 

9 u›Kñƒ 12 ¨^ƒ Y”ƒ õp[—/¾¨c=w ÕÅ— 
’u[−ƒ; 
                               

1. U”U 
2.  ›”É 
3. G<Kƒ 
4. feƒ 
5. ›^ƒ �“ Ÿ³ uLÃ 

 ¨Å ØÁo l 16 

10 u›Kñƒ 12 ¨^ƒ Ÿ›”É uLÃ ¾¨c=w ÕÅ— 
/õp[— u}SddÃ Ó²? •aƒ Á¬nM; 

1. ›− 
2. ›Á¨<pU 

 

11 u›Kñƒ 12 ¨^ƒ U” ›Ã’ƒ ¾¨c=w ÕÅ— 
’uaƒ; 
(G<K<”U U`Ý Á”wu<L†¨<) 

1. uƒÇ` ¾}dc\ƒ/sT> ÕÅ— ›−---
›ÃÅKU-- 

2. ¬iT ›− --- ›ÃÅKU---  
3. c?}— ›Ç] ›−----   ›ÃÅKU   
4. Ñ>²?Á© ÕÅ— ›−----  ›ÃÅKU ----    
5. K?L "K ÃÑKê ----------        

 

12 Ÿ›G<’</ª ¨ÃU ¾SÚ[h Ÿ’uaƒ 
¾¨c=w/¾ƒÇ` ÕÅ— Ò` U” ÁIM Ó²? 
uƒÇ`/ÕÅ˜’ƒ qÃ�‹%EM; 

1 -------------------  
 
 

13 ¾›G<’</ª ¨ÃU ¾SÚ[h ¾’uaƒ ¾ƒÇ` 
›Ò`−/¨c=w ÕÅ—−  �ÉT@ e”ƒ ’¨<; 

1 u›Sƒ------------------ 
 

 
 

14 u›G<’< c›ƒ ŸƒÇ` ›Ò`−/¨c=w ÕÅ—−  

›”É u?ƒ ¨<eØ Ã•^K<; 

1. ›− 

2. ›ÃÅKU  

¨Å ØÁo l 16. 

15 ›w[¬ ¾TÃ•\ ŸJ’ u›G<’< c›ƒ ¾ƒÇ` 

›Ò`−/¨c=w> ÕÅ—−  ¾T>•\ƒ ¾ƒ ’¨<; 

        

1. ›”É Ÿ}T ¨<eØ 

2. K?L ¡õKGÑ` 

3. Ÿ›Ñ` ¨<ß 

 

 

16 vKð¨< eÉeƒ ¨^ƒ Ów[eÒ Ó”–<’ƒ 

ðêSªM; 

1. ›− 

2. ›MðçUŸ<U  

 

¨Å ØÁo l 21 

17 ¾Ów[eÒ Ó’–<’~” ŸðçS< ŸU” ›Ã’ƒ 

¾¨c=w ÕÅ— Ò` ’¬ ¾ðçS<ƒ; 

(G<K<”U U`Ý Áwu<L†¨<) 

1. uƒÇ` ¾}dc\ƒ/sT> ÕÅ— 

›ÃÅKU-- ›−--- 

2. ¬iT ›ÃÅKU---›− ---   

3. c?}— ›Ç]   ›ÃÅKU--›−----       

4. Ñ>²?Á© ÕÅ—   ›ÃÅKU ---- ›−--- 

5. K?L "K ÃÑKê ----------        

 

 

 

18 ŸƒÇ` ¾}dc\ƒ/sT> ÕÅ— Ò` �eŸ³_ 

u’u[¬ Ów[eÒ Ó”–<’ƒ  ¢”ÊU }ÖpS¬ 

Á¨<nK<<; 

1. }ÖpS” ›“¨<pU 

2. ›Mö ›Mö 

3. G<MÓ²? 

ŸJ’ ¨Å ØÁo  

l. 20 

19 �eŸ³_ u’u[¬ Ów[eÒ Ó”–<’ƒ ŸƒÇ` 

¾}dc\ƒ/sT> ÕÅ— Ò` ¢”ÊU }ÖpS¬ 

ŸJ’ U¡”Á~ ÃÑKê; 

             

 

1. �`Ó´“ KSŸLŸM 

2. ›?‹.›Ã.y= KSŸLŸM 

3. K?KA‹ ÁvL²` ui�−‹” KSŸLŸM 

4. �c</�dD eKUƒðMÓ 

5. K?L U¡”Áƒ 

 

ŸJ’ ¨Å ØÁo l 

21 

20 �eŸ³_ u’u[¬ Ów[eÒ Ó”–<’ƒ ŸƒÇ` 

¾}dc\ƒ/sT> ÕÅ— Ò` ¢”ÊU }ÖpS¬ 

¾TÁ¬l ŸJ’ U¡”Á~ ÃÑKê; 

      (Ÿ›”É uLÃ SMe SeÖƒ Ã‰LM)    

 

1. TÓ–ƒ ›e†Ò] eKJ’ 

2. ¨<É eKJ’ 

3. �c</�dD ›ƒðMÓU 

4. ¢”ÊU” ›”S`Ö¨<U 

5. �”Ç”ÖkU  eK¨c”” 

6. K?L ¾¨K=É SŸLŸÁ eKU”ÖkU 

7. eKU”}TS” 

8. K?KA‹ 
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¡õM 4 ¾SLi u›?‹ ›?Ã y= �“ uK?KA‹ u›vL²` ui�−‹ LÃ ÁL†¬ Ó”³u? 

}.l ØÁo SMe Ã�Kõ 

21 uÓw[eÒ Ó”–<’ƒ ¾T>}LKõ 

¾T>Á¬lƒ ui� ›K; 

1. ›− 

2. ›L¬pU  

 

ŸJ’ ¨Å ØÁo l 23 

22 uÓw[eÒ Ó”–<’ƒ ¾T>}LKõ 

¾T>Á¬lƒ ui� "K U” ›Ã’ƒ 

¾²=I ui� UM¡„‹ Á¬nK<; 

 

( KULg< Ó²? ÃeÖ<: ¾}cÖ<ƒ” 

ULj‹ Ÿ}cÖ<” U`Ý Ò` "K 

UM¡ƒ Á`Ñ<uƒ) 

1. U”U ›L¬pU 

2. ÁM}KSÅ ¾wMƒ ðdi 

3. wMƒ TdŸ¡ 

4. leM 

5. Ÿ�”w`ƒ u�‹ ISU 

6. uÓw[eÒ Ó”–<’ƒ Ó²? ISU 

7. uSi“ƒ Ó²? ISU 

8. ¾wMƒ ðdi (¾¨”É) 

9. K?KA‹ 

 

23 ŸzÃ[c< Ò` ¾T>•` c¨< K›?‹ 

›Ã y= Ÿ}ÒKÖuƒ Ó²? ËUa 

u›TŸ˜ KU” ÁIM Ó²? ¾ISU 

UM¡ƒ dÁdÃ K=qÃ Ã‹LM wK¬ 

ÁevK<;  

1. ----------------------  

24 ›”É c¨< ›?‹ ›Ã y= U`S^ 

›É`Ô ¬Ö?~ u=�¨p ¾¨c=w ÕÅ—

/T>eƒ/vM ¨<Ö?ƒ U” K=J” 

Ã‹LM; 

 

1. }SddÃ ¬Ö?ƒ Ã•^†ªM 

2. ¾}KÁ¾ ¬Ö?ƒ Ã•^†ªM 

3. }SddÃ ¬Ö?ƒ ¨ÃU ¾}KÁ¾ 

¬Ö?ƒ Ã•^†ªM 

4. K?L ----------------------- 

 

 

¡õM 5 - ¾SLi uØ”Ê‹ uðnÅ˜Kƒ LÃ }Se`„ ¾T>Å[Ó ¾ ›?‹ ›?Ã y= 

¾U¡` �“ U`S^ ›ÑMÓKAƒ LÃ ÁK¬ Ó”³u? ›SK"Ÿƒ �“ }Óv` 

}.l ØÁo SMe  

25 eK Ø”Ê‹ uðnÅ˜’ƒ LÃ }Se`„ 

¾T>Å[Ó ¾›?‹.›Ã.y= U`S^ �“ U¡` 

›ÑMÓKAƒ cU}¬ Á¬nK<; 

1. ›− 

2. ›L¬pU  

 

›L¬pU ŸJ’ ¨Å 

ØÁo 27 

26 Ÿ¾ƒ ’¨< ÃI” S[Í ¾cS<ƒ; 

 

1. u?}cw 

2. ÕÅ— 
3. Ô[u?ƒ 

4. SÑ“— w²<H” 

5. Ö?“ vKS<Á (Ö?“ }sU) 

6. K?KA‹ ----------------------------- 

 

 

27 ¾Ø”Ê‹ uðnÅ˜’ƒ LÃ }Se`„ 

¾T>Å[Ó ¾›?‹.›Ã.y= U`S^ �“ U¡` 

›ÑMÓKAƒ uU” ›Ã’ƒ x�−‹ 

Ãc×M; 

1. ¾S”Óeƒ Ö?“ }sTƒ 

2. ¾ÓM Ö?“ }sTƒ 

3. S”Óe�© ÁMJ’< Ö?“ }sTƒ 

4. Ÿ¾›?‹.›Ã.y= Ò` ¾T>•\ c−‹ 

u›ssS<ƒ TIu^ƒ 

5. ›L¨<k¨<U 
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6. K?L------------------------- 
28 uØ”É ¾›?‹.›Ã.y U`S^ TÉ[Ó 

U” ÁIM ›eðLÑ> ’¨< wK¬ ÁevK<; 

 

1. �ÏÓ u×U ›eðLÑ> ’¨< 

2. u×U ›eðLÑ> ’¨< 

3. uSÖ’< ›eðLÑ> ’¨< 

4. ›eðLÑ> ›ÃÅKU 

 

 

29 Ów[eÒ Ó”–<’ƒ KËS\ ¨ÃU ƒÇ` 

KSc[~ Ø”Ê‹ ¾›?‹.›Ã.y= U`S^ 

uØ”É TÉ[Ó U” ÁIM ›eðLÑ> ’¨< 

wK¬ ÁevK<; 

1. �ÏÓ u×U ›eðLÑ> ’¨< 

2. u×U ›eðLÑ> ’¨< 

3. uSÖ’< ›eðLÑ> ’¨< 

4. ›eðLÑ> ›ÃÅKU 

 

30 Ów[eÒ Ó”–<’ƒ LMËS\ ¨ÃU ƒÇ` 

LMSc[~ Ø”Ê‹ ¾›?‹.›Ã.y= U`S^ 

uØ”É TÉ[Ó U” ÁIM ›eðLÑ> ’¨< 

wK¬ ÁevK<; 

1. �ÏÓ u×U ›eðLÑ> ’¨< 

2. u×U ›eðLÑ> ’¨< 

3. uSÖ’< ›eðLÑ> ’¨< 

4. ›eðLÑ> ›ÃÅKU 

 

31 Ÿ²=I uòƒ uðnÅ˜’ƒ LÃ }Se`„ 

¾T>Å[Ñ¬” ¾›?‹ ›Ã y= U`S^ �“ 

U¡` ›ÑMÓKAƒ ¨eÅ¬ Á¨<nK<; 

1. ›− 

2. ¨eÎ ›L¨<pU 

 

32 Ÿ²=I uòƒ uØ”É uðnÅ˜’ƒ LÃ 

}Se`„ ¾TÅ[Ñ¨<”  U`S^ �“ 

U¡` ›ÑMÓKAƒ ¨eÅ¬ Á¨<nK<; 

1. ›− 

2. ›L¬pU   

 

¨Å ØÁo l.35 

33 uØ”É uðnÅ˜’ƒ LÃ }Se`„ 

¾TÅ[Ñ¨<”  U`S^ "Å[Ñ< 

¾›?‹.›Ã.y= ¨<Ö?~” ŸT” Ò` ’u[ 

¾}kuK<ƒ; 

1. uÒ^ 

2. uÓM 

3. K?L "K ÃÑKê ------------------- 

 

34 uØ”É ¾›?‹.›Ã.y= U`S^ 

KTÉ[Ò‹G< U¡”Á~ ÃÑKê 

 

 

1. uÖ?“ vKS<Á }’Óa” 

2. KSÒvƒ eKU”ðMÓ 

3. �^d‹”” KT¨p 

4. K?L U¡”Áƒ (Ky=³& e^ 

KSkÖ` 

5. K??KA‹ 

 

¨Å ØÁo l 37 

 

 

 

 

35 KØ”Ê‹ ¾T>cÖ¬ ›?‹.›Ã.y=  

¾U`S^ ›ÑMÓKAƒ Ÿ²=I uòƒ 

S¬cÉ ðMÑ¬ Á¬nK< ; 

1. ›− 

2. ›L¬pU 

 

¨Å ØÁo l.37 

36 õLÔ~ Ÿ’u[ U`S^ ÁLÅ[Ò‹G<uƒ 

U¡”Áƒ U”É” ’u[; 

1. �c</�dD ðnÅ— ›M’u[U/‹U 

2. K¾w‰ }S`U[” ’u[ 

3. �c</�dD Ÿ²=I uòƒ U`S^ 

›É`Ò/Ô ’u[ 

4. ³_ ’Ñ e”M 

5. ue^ U¡”Áƒ �c</�dD 

eLM}S‰ƒ 

6. ue^ U¡”Áƒ �’@ eLM}S†˜ 

7. �’@ SS`S` eKð^G< 

8. �c</�dD eKð^/‹ 

9. K?L U¡”Áƒ "K ÃÑKê ---------- 

 

37 u›G<’< c›ƒ KU`S^ ¾SÖ<uƒ 1. Ÿ²=I uòƒ K›?‹.›Ã.y=        
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U¡”Áƒ U”É” ’¬; K=ÁÒMÖ˜ ¾T>‹M ›Ò×T> 

eK’u[ ’¬ 

2. Ÿ²=I uòƒ  ¾ƒÇ` ›Ò_/¾¨c=w 

ÕÅ—Â K›?‹.›Ã.y=           

K=ÁÒMÖ¬ ¾T>‹M ›Ò×T> 

YK’u[ ’¬ 

3. ¾ƒÇ` ›Ò_/¾¨c=w ÕÅ—Â 

›?‹.›Ã.y= �”É”S[S` Hdw 

eLS×/† ’¬ 

4. ue^ LÃ  K=ÁÒMÖ˜ ¾T>‹M 

›Ò×T> eK’u[ ’¬ 

5. Ÿ²=I uòƒ ÅU }KÓg? 

eKT¨<p ’¬ 

6. Ÿ›?‹.›Ã.y Ò` ¾T>•` e¬” 

}”Ÿv¡u? eKT¨<p ’¬ 

7. ¾›?‹.›Ã.y= ¬Ö?‚” KT¨p 

8. ISU eK}cT˜ ’¬ 

9. ¾›?‹.›Ã.y= U`S^ 

Ke^/K¨<Ü Ñ<ÇÃ eLeðKÑ˜ 

’¬ 

10. ƒÇ` KSUe[ƒ ¾›?‹.›Ã.y= 

U`S^ eLeðKÑ˜ ’¬ 

11. ƒÇ` KSUe[ƒ uu?}¡`eƒÁ”/ 

g`Á õ`É u?ƒ eKÖ¾k ’¬ 

12. MÏ KS¬KÉ °pÉ eLK˜ ’¨< 

13. K?L U¡”Áƒ "K ÃÑKê        

38 (u›G<’< c›ƒ SLg< ¾ƒÇ` 

›Ò`/}n^’> ë� ÕÅ— �ÁK¬ ŸJ’ 

u’ÖL  ¾S×¬)U¡”Á~ ÃÑKê 

 
 

1. �c</�dD ðnÅ— ›M’u[U/‹U 

2. K¾w‰ }S`U[” ’u[ 

3. �c</�dD Ÿ²=I uòƒ U`S^ 

›É`Ò/Ô ’u[ 

4. K?L U¡”Áƒ "K ÃÑKê  

 

 

 

¨Å ØÁo l 41 

39 u›G<’< c›ƒ SLg< ŸƒÇ` ›Ò`/}n^’> 

ë� ÕÅ— Ò` 

ŸJ’ ¾S×¬) 

¬Ö?~” ŸT” Ò` ’¬ ¾T>kuK<ƒ; 

1. uÒ^ 

2. uÓM 

3. K?L "K ÃÑKê ------------------- 

 

¨Å ØÁo l 44 

40 ¾›?‹.›Ã.y= ¨<Ö?~” u¾ÓM ¾UƒkuK< 

ŸJ’ U¡”Á~ ÃÑKê 

1. �c</�dD ðnÅ— ›M’u[U/‹U 

2. �’@ ðnÅ— ›ÃÅKG<U 

3. ¾›?‹.›Ã.y ¬Ö?~” ŸcT” u%EL 

KS’ÒÑ` eK}eTT” ’¬ 

4. K?L U¡”Áƒ "K ÃÑKê--------- 

 

41 ¾ƒÇ` ›Ò`−/¾}n^’> ë� ÕÅ—− 

¾¾›?‹.›Ã.y= U`S^ ›”ÅT>ÁÅ`Ñ< 

Á¬nK<; 

1. ›− 

2. ›Á¨<pU/›�¨<pU  

 

 

¨Å ØÁo l 43 

42 ›− ŸJ’ ULg< ¾›?‹.›Ã.y U`S^ 1. ¾¾›?‹.›Ã.y= U`S^ ¾TÉ[Ñ@”  
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TÉ[Ô ¾ƒÇ` ›Ò`−/¾}n^’ ë� 

ÕÅ—− U” }cT†¬; 

¬d’@ ÅÓöM—M/K‹ 

2. ¾¾›?‹.›Ã.y= U`S^ ¾TÉ[Ñ@” 

¬d’@ ›MÅÑð¬U/‹¨<U 

3. ¾¾›?‹.›Ã.y= U`S^ ¾TÉ[Ñ@” 

¬d’@ LÃ U”U ›e}Á¾ƒ 

›M’u[¬U/ƒU 

4. ¾¾›?‹.›Ã.y= U`S^ ¾TÉ[Ñ@” 

¬d’@ LÃ }n¬VU ¨ÃU 

ÉÒõ ›M’u[¬U 

5. ¾U`S^ Hdu<” Ák[u¬/‹¬ 

¾ƒÇ` ›Ò_/}n^’> ë� ÕÅ—Â 

’¬/’‹ 

6. K=L "K ÃÑKê 

 

 

¨Å ØÁo l 44 

43 KƒÇ` ›Ò`−/¾}n^’> ë� ÕÅ—− 

¾¾›?‹.›Ã.y= U`S^ ›”ÅT>ÁÅ`Ñ< 

"M}“Ñ\ U¡”Á~ ÃÑKê 

 

1. �c</�dD ¨<Ö?‚” KK?L c¨< 

�”ÇÃ’Ó`/ƒ’Ó` 

2. Ÿ�c</�dD ¬Ü Ów[eÒ 

Ó’<˜’ƒ ›É`ÑHM/hM wKA/L 

�”ÇÃÖ[Ø` 

3. uU`S^ Ñ<ÇÃ LÃ S’ÒÑ` 

ðnÅ— ›ÃÅKU/‹U 

4. KÑ>²?¨< uçw LÃ eKJ”” 

5. Ÿ�c</�dD u›p^u=Á eKK?K/‹ 

6. u›ÒÑ×T> eKS×G< 

7. SËS]Á ¾^c?” T¨p eKðKŸ< 

8. ¾’@ SS`S` ¾c<”U ¨<Ö?ƒ 

eKT>ÑMê 

9. ¾SS`S` U¡”Áƒ ÁK˜ �’@ 

eKJ”Ÿ< 

10. K?L "K------------------------------ 

 

44 ›?‹.›Ã.y= uÅU−ƒ u=Ñ˜ KT” 

Ã“Ñ^K<; 

1. KT”U ›M“Ñ`U 

2. KvKu?‚/õp[—Â/¨c=w ÕÅ—Â 

3. K²SÈ/u?}cw 

4. K?L ŸK ÃÑKê 

 

           

 ØÁo−‹” cÃcK‡ uSSKe eK}vu\” �ÏÓ u×U �“ScÓ“K”:: 

ÖÁm eU------------------------ 

ò`T------------------------------  
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Annex  – 4 

Focus Group discussion Protocol 

Tentative Program Topic Guide 

Focus Group Discussion Protocol 

Good morning (afternoon), Thank you for your coming here 

• My name is ______________________________ 

• My colleague besides me is called _________________________ 

• We came from AAUMF 

This will be read for them 

• We will conduct brief introduction and will talk about several different issues. 

We will ask you some questions about your general experience with the current 

disease HIV/AIDS in your locality and issues of couples Voluntary HIV 

Counseling and Testing (VCT). 

We will end the session by asking you for your suggestions on how couples VCT 

program can be improved and strengthened in your community in the future. 

• Potential use of Data 

The information we are going to gather in relation to couples VCT program will be 

utilized to improve the program in a better way. 

 
• Issues of Confidentiality 

Please be certain that any information collected here is completely confidential. 

The research team or other participant will not directly share the gathered 

information in away that would reveal an individual’s personal identify. 
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Consent for participation and Tape – recording 

It is necessary that we obtain your comment for to conduct the session. Please 

understand that this is more for your protection than any thing else. 

Read Consent form loud to the group 

• Your remaining in this session indicates that you are volunteer and agreed to 

participate for the discussion you have the right to refuse to answer any 

questions and end the discussion if you find it necessary to do so. For the sake 

of accuracy and efficiency, we will tape-record the sessions, unless there is 

objection. 

• Responsibility of Note taker/Moderator. 

The moderator will facilitate the discussion. The moderator will keep truck of the 

discussion along the main issues. The moderator will not give any indication 

(Verbal/physical) that encourages certain types of comments or discourage other 

types of comments. Generally, the moderator will guide the session if necessary, 

but taking care not to lead the discussion. Our role will be facilitation and your 

role will be telling us what you think. 

 

The note Taker will be responsible to capture the session as accurately as 

possible. This will includes not only participants’ responses, but also nonverbal 

actions, physical environment, atmosphere of the session as well as other 

important peculiar manifestations of that particular session. 
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Importance of Total Group/Responses 

In this group and session every body should feel free and talk freely. Each and 

every option/idea/ is important and wanted. It is vital that all the group 

participants get a chance to express their idea (opinion). 

In this session there are no wrong or right answer. Everybody can express the 

opinion or attitude pertinent to him/her. When you express your opinion idea, you 

are encouraged to be honest in your view of HIV/AIDS prevention and VCT 

service program. We want you to focus your comments on the program and not 

toward each other or member of the group. 

Focus Group Discussion: - Topic Guide 

Parts I: - Introduction 

At this moment, we would like you to introduce yourself to the rest of the group. 

Let’s start with the research team. 

• Name 

• Age 

• Education 

• Work experience…etc (in short) 
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Part II: - Ice breaking Question/Warming up/ 

To show concern about people, start by asking them how they cope with life, 

their jobs, health, etc. 

Next we would like to hear a little about your experience or knowledge about 

HIV/AIDS. 

 
1. What do you think the result of sexual partner of somebody who is HIV 

infected will be, if tested? 

2. We would like you to tell us the difference between HIV and AIDS? 

Probes: 

1. Would you explain further? 

2. Would you give me an example? 

3. Has anyone else had similar experience? 

4. Is there any thing else? 

 

Part III. Voluntary HIV Counseling and testing program 

Now we would like to ask you about voluntary HIV counseling and testing (VCT) 

service. 

1. Have you heard of couples Voluntary Counseling and Testing? 

2.  What do you think about testing and counseling for HIV/AIDS as a couple? 

• Is it good or bad? 

• Pleasant or unpleasant? 

• Easy or difficult? 
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3. What are the usual reasons people go for CVCT in this area? Where do 

people go for CVCT service? 

4. What are the benefit and harms of CVCT? 

5. To whom do you think people comply to accept HIV testing and counseling as 

a couple? 

6. You have the intention to ask your partner for VCT? 

• Why? 

• Why not? 

7. Is there any cultural and religious practice in the area that could 

promote/prevent CVCT service utilization? Example? Is it acceptable? Why? 

8. Is there any service delivery related problem that could prevent VCT service 

utilization? 

Recommendation /Suggestion/ 

Up to now we have talked about one of the preventive programs of HIV/AIDS;  

CVCT. We would like to ask you what other things could be done to make this 

program (CVCT service) better acceptable in the community? 

Thinking about the issues we have discussed, what 

recommendations/suggestions would you make on VCT program? 

Probes: - 

1. What do the rest of you think? 

2. Would you explain further? 

3. Would you give me an example? 

4. Is there any thing else, remained? 
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We thank each of you for your time and cooperation and we do appreciate all 

your suggestions and ideas. At this point is there any thing we forgot to ask or 

any thing you would like to mention before we close the session? 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


