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ABSTRACT

A cross-sectional survey was conducted among 355 randomly-
selected urban male residents in Arba Minch town, southwestern
Ethiopia, to investigate their knowledge, attitudes, and practices
related to HIV transmission and prevention, with emphasis on condom
use. About half (48.8%) of sexually-experienced respondents
reported one or more high-risk sexual practices. More than a fifth
(22.0%) had had sex with several partners in the previous three
months, and 42.3% had experienced sex with prostitutes, including
11.1% in the previous three months. Extramarital sex and sex with
prostitutes in the previous three months were reported by 14.5%
and 7.7% of married participants, respectively. Age (P<0.01) and
occupation (P<0.001), and age (P<0.01) and current marital status
(P<0.01), respectively, were associated with sex with prostitutes
ever and sex with prostitutes during the previous 3 months. About
one fifth(21.4%) of sexually-experienced men reported ever having
used condoms, including 9.6% reporting consistent use of condoms.
Condom use was significantly associated with age, education, and
occupation (P<0.0001 for all three). Significantly higher rates of
condom use were found in those who reported one or more risk
behaviours (P<0.001), as compared to those who reported none. Condom
use was also strongly associated with knowledge about its role in
AIDS prevention(P<0.01). Almost half(43.3%) of condom non-users
didn’t know what condoms were. A majority of respondents(93.8%) had
heard about AIDS, while 67.4% had heard about condoms. Only 57.3%
of respondents knew about the role of condoms in AIDS prevention.
A majority of respondents knew about HIV transmission through sex
(97.6%), and from prostitutes to clients (99.1%). However, wrong
beliefs were also common (10.9-23.9%). Over half(53.0%) of the
respondents perceived self-risk for HIV infection, of which 81.7%
reported having changed their sexual behaviours. The association
between perception of risk and change of ©behaviour was
statistically significant (P<0.00001).Those who reported one or more
high-risk practices were also significantly more likely to perceive
self-risk and report changes in behaviour, than those who denied
any of the risk factors.

The potential for improvement of the situation through a
carefully planned and targeted educational intervention and through
utilization of every available media, is very high.
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INTRODUCTION

It was almost a decade back, that the first case of Acquired
Immunodeficiency Syndrome (AIDS) was diagnosed in the United States
(U.S.) (1). Since then, alarming rises have been occurring both in
the number of countries which report to the World Health
Organization (WHO), and in the number of cases reported.
Simultaneously, both the number and type of research studies have
also been increasing, for the purpose of clarifying the various
virological, clinical, epidemiological and socio-cultural aspects
of the disease, as part of a worldwide effort to understand and
control the spread of the AIDS epidemic.

The human immunodeficiency virus (HIV) was identified as the
cause of AIDS in 1983 (2). HIV transmission from infected to
uninfected persons occurs through three main routes, namely, the
sexual (both homosexual and heterosexual), parenteral, and
perinatal. Various lines of evidence favour the predominance of
heterosexual transmission of HIV infection (3-5). Moreover, the 1:1
sex ratio of African cases also shows that the 1likelihood of
perinatal transmission of HIV is higher than that in western
countries, where homosexuals and intravenous (i.v.) drug abusers
are among the predominantly afflicted groups of the population.
Even though there are differences in the epidemiologic patterns of
HIV infection between countries (6), a united worldwide effort is
required to control the spread of this pandemic.

To date, no cure for AIDS or vaccine to prevent HIV infection

has been found. Moreover, the likelihood of obtaining either of
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these is extremely low in the foreseeable future. Thus, the most
important and probably the best action against the spread of the
epidemic at the moment is widespread public education to encourage
the adoption of risk-reducing behaviours. As AIDS is a social
disease, its spread and control will be largely determined by
social and cultural factors, the most critical one being the sexual
behaviour of people.

Since individual behaviour is responsible for most of the
transmission of AIDS, active participation of both infected and
uninfected persons in changing their behaviours is required in
order to break the chain of transmission. Hence, the focus of
prevention is believed to be behaviour rather than infection status
(7,8). Among the characteristics or possible determinants of risk
behaviour are socio-demographic characteristics, the individual’s
knowledge about AIDS - although not sufficient alone to bring about
behavioral change (9-13)-, attitudes towards AIDS as well as
towards the sexual behaviours related to its transmission or
prevention, and perception of self-risk.

Of greater concern for AIDS prevention in Africa is
heterosexual transmission(7,14,15), for which a few protective
practices, such as limiting the number of sexual partners and/or
using condoms both consistently and correctly with every act of
sexual intercourse, may reduce substantially the risk both of
transmitting and of acquiring HIV infection, however, incorrect use
and condom breakage alothough rarely reported, could be limitations

to its protective role. Therefore, preventive interventions should
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optimally be preceded by attempts to obtain sufficient information
concerning the sexual behaviours of individuals and groups of the
population (eg.8,14), and their knowledge, attitudes and use of
preventive practices, in particular condoms (eg.15,16).

The prevalence of high-risk sexual practices related to HIV
transmission or practices against its spread - particularly use of
condoms - is not known in Arba Minch, southwestern Ethiopia. No
information is available either concerning the population’s
knowledge of and attitudes towards AIDS. A serosurvey carried out
in 1986 by the Department of AIDS Control (DAC) of the Ministry of
Health (MOH) of Ethiopia revealed a seropositivity rate among
prostitutes working in Arba Minch of 8.2% (17). The seroprevalence
of HIV infection among the general population of the town is still
unknown. Nevertheless, in designing preventive intervention
measures, knowledge of infection status is less important than that
of the prevalent high-risk and preventive sexual behaviours. Since
AIDS prevention cannot be effective unless all sexually active
persons consistently engage in safe sexual practices, it follows
from this that efforts to intervene should take place whether the
prevailing rate of infection is known or not.

Arba Minch town is located about five hundred kilometres
southwest of Addis Ababa, the capital city of Ethiopia. This town
has undergone a rapid urbanization process since 1986, with a large
influx of people coming from different parts of the country to work
on the construction of the new textile factory. The town, in

addition to being itself a tourism area, also serves as a transit
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for tourists heading for the Mago National Park, and for a number
of heavy truck drivers and their assistants, as well as for many
daily labourers, the latter two groups going to the Omo Irrigation
Project. It seems legitimate to postulate that these factors must
have contributed to the introduction and in part to the spread of
HIV infection in Arba Minch, and are likely to continue doing so
in the future.

This study was conducted in Arba Minch town and aimed at
determining the prevalence rates of sexual practices related to the
transmission or prevention of HIV infection, describing people’s
knowledge and attitudes towards AIDS and towards those practices,
particularly condom use, and at providing information based on the
analyses of the interrelations between people’s knowledge,
attitudes, and practices for future interventions. Furthermore,
the relevance of this study 1lies in its envisaged ability to
provide baseline data against which to monitor changes resulting
from any proposed preventive intervention, to enable professionals
to design appropriate and feasible interventions against the spread
of HIV infection, such as health education and condom promotion and
distribution, and lastly, to provide a useful supplement to what
is already known about the transmission and prevention of HIV
infection at the national level.

As one of the main areas of focus of the study was on the use
of condoms,which is mainly a male method,and since little is known
worldwide regarding attitudes of men towards condoms (18,19),a

decision was made to restrict the study to males only.
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Another reason for this restriction is that since males are
allowed greater sexual freedom than are females, according to the
majority of traditional Ethiopian cultures, they are probably more
active agents for the spread of HIV infection at this time than are

females (excepting prostitutes), particularly in urban centers.
Arba Minch was selected for the study because it was the area
of assignment for the principal investigator, as the manager of the
Awraja Health Department, during the periods of his community

residency programs.



LITERATURE REVIEW

The AIDS epidemic is already a worldwide public health
problem, with increasingly large numbers of cases being reported
from many countries in each continent. Although AIDS was first
diagnosed among homosexuals (1), it is now a well-documented fact
that every sector of the world’s population has been affected and
is at varying levels of risk of infection.

It was shortly after the diagnosis of the first case of AIDS
in the U.S. that the first African cases were diagnosed in Europe
(3), indicating that the likelihood of the presence of the disease
on the African Continent was high. The initial development of the
disease in Ethiopia was first noted about two to four years
following the development of AIDS in other African countries, the
first case having been diagnosed in 1986 (20).

The cumulative number of cases which are reported to the WHO
has been growing exponentially. As of December 1989, the cumulative
number of cases reported worldwide was 203,599, and this increased
to 298,914 cases as of October 1990. The corresponding cumulative
figures for Africa were 38,248 and 75,642, and for Ethiopia 236 and
496 (21,22). These figures clearly demonstrate that the cumulative
number of AIDS cases increased by almost one half (46.8%)
worldwide, almost doubled (97.8% increment) in the case of Africa,
and more than doubled (110.2% rise) in Ethiopia, in less than one
year. Moreover, the cumulative number of African cases showed an

approximate five-fold increase within a period of about two years,
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between 1 June 1988 and 31 July 1990, from 11,530 cases to 66,798
cases. The WHO indicated that the actual situation was in fact more
serious than that cited above, by stating that as of June 1990
there were an estimated total of 650,000 cases which had already
occurred, and that a further 8 to 10 million persons had already
been infected by HIV worldwide (23). It has been estimated that
about 130,000 persons have already become infected by 1990 in
Ethiopia. Further projections based on the progress of HIV
infection between 1988 and 1989, i.e., a 60% rise in the prevalence
of HIV infection, show that by 1994, approximately 29,000 new AIDS
cases are expected in Ethiopia, and that the cumulative number of

patients will by then exceed 70,000 (20).

TRANSMISSION

Several earlier studies have confirmed that HIV transmission
occurs through three main routes of spread, namely, the sexual
(both homosexual and heterosexual), parenteral, and perinatal.
Based on the relative frequencies and social features of those
three types of transmission, and the possible date of HIV
introduction or extensive spread into different areas, three
distinct epidemiologic patterns were identified (6): pattern 1,
where homosexually and parenterally-infected cases are most
commonly encountered; pattern 2, where the predominant mode of
spread is through the heterosexual route; and pattern 3, where all
three routes were reported to occur, but each at a low prevalence.

Various studies have revealed that the predominant mode of spread
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have been identified as high-risk factors both in prostitutes and
among the general population (9). Among men, truck drivers,
soldiers, and other members of the workforce, who migrate between
urban and rural areas or from place to place, were found to be at
risk for contracting as well as transmitting HIV infection. While
married men could bring HIV infection home to infect their wives
and ultimately their children, single individuals in Africa may
also be at high risk as they are likely to encounter one or more

casual premarital sexual partners (8).

PREVENTION AND CONTROL

As there are no known cures for AIDS or vaccines to prevent
HIV infection, the highest worldwide priority has been given to the
control of the epidemic. To this effect, the Global Programme on
AIDS (GPA) of the WHO, set a common course - the global AIDS
strategy- with three main objectives, namely, the prevention of HIV
infection, reduction of the personal and social impact of the
infection, and international efforts against AIDS (33). Preventing
HIV transmission is thought to be achievable, because HIV is
transmitted through the behaviour of individuals, and through a few
recognized health care procedures. Of the various types of specific
preventive measures available, the most cost-effective and probably
efficient means of controlling the spread of AIDS in Africa and
elsewhere, is health education of the general population and those
engaging in high - risk behaviours (19,24,29,34). It is now very

clear that HIV infection is spread mainly through identifiable and
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voluntary behaviours of individuals. Based on this reality, the
GPA recommended that education is the key to AIDS prevention,
because HIV transmission can be prevented through informed and
responsible behaviour. Thus, our focus of prevention at present
should be towards providing education to produce a change in
attitudes and ultimately, a modification or change of high-risk
behaviours. Of greater concern for AIDS prevention in Africa, is
transmission through the usual heterosexual routes, for which a few
preventive practices such as limiting the number of sexual partners
and/or using condoms both correctly and consistently in every act
of sexual intercourse, may reduce the risk of HIV transmission
(16,18,35). The fact that it is behaviour, rather than group
membership, that puts people at risk for AIDS, should make us less
concerned about the spread of HIV infection from the so-called
"high-risk groups" to the population as a whole, but rather,it
should encourage our endeavour towards enabling those at risk to
adopt risk-reducing behaviours. For this purpose, the sexual
behaviours, knowledge, and attitudes of people in relation to their
sociodemographic background and sexual orientation will need to be
well-understood (36,37). While determination of the overall
prevalence of high-risk behaviours over time is important to show
if there is a reduction or an increase of risk in specific
populations, an initial assessment in various subgroups is also
essential in determining intervention priorities. Furthermore,
understanding the possible predictors and correlates of high risk

is essential in identifying conditions under which individuals may
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or may not respond to proposed interventions (37).

Results from several studies exploring AIDS-related knowledge,
attitudes and practices among various population groups are
currently available. A few of those studies were conducted among
the general population, both males and females, while others were
restricted to specific groups, e.g. defined by gender or

occupation.

PREVALENCE OF HIGH-RISK SEXUAL BEHAVIOURS

A number of factors have been identified that place sexually-
active heterosexuals at high risk of acquiring or transmitting HIV
infection. Among these factors are having sex with multiple sexual
partners, including extramarital sex, sexual intercourse with
prostitutes, and having a past history or concurrent episodes of
STDs. In order to direct a preventive intervention toward an
appropriate target group, the prevalence and distribution of such
high-risk behaviours among the population should be well-
understood.

A study carried out in Montreal, Canada, revealed that of 240
sexually-experienced Haitian residents, 22.5% reported two or more
sexual partners during the previous year (15). In Kigali, Rwanda,
sexual intercourse with more than five partners in the past 12
months was reported by 6.3% of the participants, though the results
are of limited generalizability, as the sample was very small and
subjects were hospital visitors (38).

Apart from the general population, similar studies have also
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inquired about experiences of specific groups. A study involving
13 to 18 year-old high school students from several schools in the
U.S. showed that 27 % to 76% (median: 56%) had sexual intercourse
at least once, and 7% to 40% (median: 21%) of the students reported
ever having had four or more sexual partners, the males having
reported significantly higher number of partners than females (39).
Of 1532 male and female secondary school students studied in
Zimbabwe, 46.4% of males and 2.7% of females reported having had
sexual intercourse, and 37.8% of males as compared to 2.0% of
females having had two or more partners. Furthermore, 115(15.8%)
males reported having had sex with prostitutes (40). These results
show that even those who are very young and who seem to be
beginners, are engaged in high-risk sexual behaviours, especially
in sexual encounters with prostitutes. Moreover, promiscuous
behaviour seems to predominate in males as compared to females.

The prevalence of high-risk sexual behaviours among the male
population has also been investigated by some investigators. One-
third of 1,155 Danish men reported having had sexual behaviours
which may be associated with high risk, including sex with more
than one partner in the past 12 months, sex with prostitutes, or
sex with other men (41). In a Zimbabwe study involving 722 male
heads of households, 31.2% reported having had sex with one or more
partners, in addition to their wives, in the previous 12 months,
and 33% reported having contracted one or more episodes of STD in
the past (19). Among 494 randomly-selected male residents in Jimma

town, Ethiopia, nearly half had experienced sex with prostitutes,
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including 18% in the previous month. More than ten percent of the
respondents reported having had one or more sexual partners in the
previous month, and a past history of one or more STDs was reported
by 38.8% of the participants (11). The proportion of males
reporting sex with prostitutes was 38.5% in 2753 male students from
Zimbabwe (42), and 24.7% in 173 working-class men from Bulawayo,
Zimbabwe (43). All of the studies cited above indicate that high-
risk sexual practices are common in almost every part of the world.
Although the prevalence rate is subject to variations from one area

to another, even the lowest rate should be treated as potentially

dangerous in terms of spreading HIV infection.

CONDOM USE

Abstinence from sex or a mutually faithful monogamous sexual
relationship play a major role in the prevention of HIV infection
among those who follow these rules. A regular and correct use of
condoms with every act of sexual intercourse, may substantially
reduce the risk of HIV infection, in those who couldn’t stay with
one partner faithfully (44,45). The results of those few studies
conducted in some countries indicate mostly unsatisfactory
prevalence rates of condom use, as compared to the rates of high-
risk sexual practices. Some of the studies looked into experiences
of highly selective groups of the population, such as attendants
of STD clinics in San Francisco and prostitutes in Africa. Of the
341 men and women in the San Francisco study, almost all (97%)

reported having used condoms in the past, 82% at least once in the
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past 12 months, 60% at least once during the previous 2 months, and
25% during their last intercourse (46). Estimates of the prevalence
rates of condom use among three groups of prostitutes in Kenya
ranged from 7% to 10% (47). Both studies have indicated that even
in such high-risk groups, the prevalence rates of safe sexual
practices are not optimal. The study in prostitutes may also
indirectly indicate prevalence rates of condom use by clients equal
to or less than that of prostitutes. Data from other studies also
show somewhat similar low rates. Of the 240 Haitians, only 11.7%
reported having used condoms often or always (15), while about 36%
of the 722 Zimbabwean male residents said they had used condoms
sometime in the past and 5.3% currently (19). The study in Jimma
revealed that only 8% of the participants who had had sex with
prostitutes in the previous month reported regular condom use,
while 17% sometimes did so (11). Although of limited comparability,
each of the above studies have shown very low rates of condom use
which may not fulfil the requirement for halting the spread of HIV
infection.

What factors affect or determine the use of condoms have not
been adequately investigated by most of the studies cited above.
However, a few important factors were suggested by those who
addressed these questions. In the San Francisco study, a low rate
of condom use among males was associated with the use of alcohol
or other drugs at their most recent sexual intercourse and with
reported disagreement by their partner against its use. Among

females, condom use was lowest by those who reported that their
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partners did not want to use condoms, who believed condoms reduce
sexual pleasure, who reported having had sex with a steady partner,
or who were black. In contrast, the most frequent reason for condom
non-use by Zimbabweans was lack of knowledge about condoms,
followed by thoughts that condoms interfere with satisfactory
intercourse. While the study of prostitutes in Kenya revealed that
the rates of condom use, after educational intervention and condom
promotion, increased from 7-10% to 58-81%, and that high rate of
use was most frequently due to concern for health (47), no
association was found between condom use on the one hand, and
perceived risk for HIV infection, knowledge about HIV transmission,
and condom effectiveness, on the other (46). These inconsistent
findings indicate the need for further studies to clarify the

determinants of condom use or of non/inconsistent use.

KNOWLEDGE ABOUT AIDS AND CONDOMS

Even though, in the final stage, it is the individual who
decides to change his/her behaviour, information about AIDS should
be given to all. Moreover, health education is still the cheapest
method available for the prevention and control of the AIDS
pandemic. Almost all of the studies done in many areas of the world
and particularly in African countries revealed that still some gaps
in knowledge about AIDS exist. These gaps mostly concern the modes
by which HIV infection can and cannot be transmitted from person
to person.

Among the 286 Haitians residents studied, 81% gave correct
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answers about AIDS, but half of them also believed that HIV
transmission could occur through mosquito bites and 35.8% by
sharing foods and utensils with an infected person (15). About 93%
to 100% (median 98%) and 74% to 98% (median: 88%) of students,
respectively, in the U.S. study knew about HIV transmission by
sharing needles and through sexual intercourse without using
condom, while 33% to 78% and 15% to 56%, respectively, wrongly
believed HIV transmission could occur by mosquito bites or by
sharing toilet seats (39). A large proportion of Zimbabwean
secondary school students believed that HIV transmission could
occur by sharing drinking cups (69.3%), or by kissing (63.8%), or
by mosquito bites (55.9%) (40). False beliefs about HIV
transmission were also common in prostitutes in Bulawayo, Zimbabwe,
with 90.3% believing it could occur through sharing toilets with
infected people, 89.4% through kissing, 86.7% through breathing
air from infected people, 74.3% through shaking hands, and 42.5%
through mosquito bites (50). A large proportion (82%) of subjects
in the Jimma study believed that HIV could be transmitted through
kissing, 53.6% through drinking dirty water, and 69% by shaking
hands (11). Agreement with the protective role of condoms against
HIV infection was given by 88.3% of boys and 74.9% of girls in the
Ottawa, Canada high school (48), by 97% of men as well as 96% of
women in the San Francisco study (46), by 75.1% of high school
students in Zimbabwe (40), and by 49.6% of the respondents in the
Jimma study (11). These studies indicate a low level of awareness

about condoms in African countries, as compared to western
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countries. Concerning the relationship between knowledge about AIDS
and high-risk practices, most of the data in the above studies
revealed that despite high knowledge levels about HIV transmission,
many of the respondents reported high-risk sexual behaviours.
However, when one looks into the proportions of those with wrong
beliefs about HIV transmission,one may be uncertain about the
amount of true information that the population has gained. Thus,
still a lot seems to have remained in terms of conveying clear and
complete messages to the appropriate target groups, based on the
above findings.
ATTITUDES TOWARDS AIDS

The attitudes of people towards AIDS need to be understood,
as one of the factors that influence people’s behaviours. Apart
from attitudes towards persons with AIDS, an individual’s
perception of self-risk or vulnerability to HIV infection might
play a major role in the person’s decision to adopt safe behaviour.

In the Haitian study, subjects strongly favoured mandatory
HIV testing, and the majority HAD very positive attitudes and
beliefs toward the promotion of condoms (15). More than one half
of girls and 36.9% of boys in grade 7 and 8 in Canada, said they
were afraid that they might get AIDS (48). Of 211 first-year under-
graduate students, about half stated that they practice "safer sex"
as a result of their fear of AIDS, while 83% of sexually-
experienced students reported the same because of their worries
about AIDS. Overall, 60% of students expressed concern about the

possibility of contracting AIDS. However, a number of students did
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not consider themselves at risk and continued to engage in high-
risk behaviours (10). In the study of Danish men, only 41% to 59%
of those who reported one or more risk factors also perceived
themselves as being at risk, and 47% to 54% of those reported
having changed their behaviours, as compared to 22% of those who
perceived risk without reporting risk factors (41). A highly
significant association was also observed between worry and concern
about AIDS and reduction in risk behaviour in a study on
homosexuals (49). However, in both the above studies, a high level
of knowledge about AIDS was not associated with perception of risk
or worry and concern about AIDS. The results of these studies
clearly indicate that perception of self-risk for HIV infection is
a very important factor for an individual to change a previous
high-risk behaviour and adopt a risk-reducing behaviour.

Only one KAP study on AIDS has been carried out in Ethiopia
so far (11). Thus, this study was conducted in order to address

some of the questions raised in the preceding paragraphs.
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OBJECTIVES

GENERAL

The overall objective was to determine the occurrence and

distribution of sexual practices related to HIV transmission and

prevention among male residents of Arba Minch town, in relation to

their knowledge and attitudes concerning AIDS and these practices,

for future preventive and control interventions.

SPECIFIC

i.

ij.

1ii,

iV,

vi.

The study had the following specific objectives:

To determine the prevalence rates of sexual practices which
are risk factors for HIV transmission among randomly selected
male residents of Arba Minch town.

To determine the prevalence of condom use among the same study
population.

To elucidate their knowledge of and attitudes towards AIDS and
towards safe and unsafe sexual practices, with particular
emphasis on condoms and their use.

To describe the relationships of the above three groups of
factors to socio-demographic characteristics of the study
population.

To describe the relationships between subjects’ knowledge and
attitudes and their sexual practices.

Finally, based on the findings of the study, to identify and
recommend appropriate and feasible preventive interventions

against the spread of HIV infection in Arba Minch town.
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8UBJECTS AND METHODS

STUDY DESIGN

A cross-sectional survey on knowledge, attitudes, and sexual
practices related to the transmission and prevention of HIV
infection was carried out over a period of one month, among males
aged 15 to 49 years and who were randomly selected from residents
of the six kebeles (ie. Urban Dwellers Associations) in Arba Minch

town.

POPULATION

The source population consisted of all males between the ages
of 15 and 49 years inclusive and who resided in kebeles 01 through
06 of Arba Minch town. The study population was drawn from the
above source population through random selection of subjects. The
following criteria were set to enrol only the appropriate subjects
into the study:

Inclusion Criteria

Each subject was enroled into the study only after he was

found to have fulfilled the following criteria for inclﬁsion:

a. A male person aged between 15 and 49 years and who resided in
either of the six kebeles of Arba Minch town;

o A permanent resident of the town or who lived in Arba Minch
at least for the previous six months;

Ca The subject should consent to the interview.

Exclusion Criteria

The following subjects were excluded:
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a. those who did not understand and speak either Amharic,
Gamugna, or Konssigna languages, these being the languages
spoken by the majority of the town’s residents;

b. those with any acute or chronic physical or mental illness
that may hinder communication with the interviewer and
preclude completion of the questionnaire; and

s those with mental retardation.

SAMPLING PROCEDURES
The first step was the enumeration of households throughout

the six kebeles, during which the collection of data on the total
number of dwellers and eligibles was completed. Then the households
to be included in the sample (see sample size calculation below)
were randomly selected from each kebele by proportional allocation,
using a table of random numbers. Next, the randomly selected
households having one or more eligibles were re-visited and from
each of them, only one eligible was selected randomly by the
lottery method.

Enrolment Procedures

In households where more than one eligible resided, only one
was randomly selected in the presence of all or some of the
eligibles. Persons who were selected in their absence, were
initially informed of their selection by family members, and then
contacted by the interviewer. The involvement of eligibles in such
households in the selection process has enabled them to realize the
random nature of the selection and increased their confidence in

the study, which in turn has contributed to the minimization of
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non-response. In order to further minimize non-responses, each
randomly-selected subject was allowed to decide on the date, time
and place of his interview at his own convenience. An informed
consent was secured from each selected subject just after informing
him about his selection and before appointing him for the interview
(see Appendix la for the consent form in its English translation
and 1b for the Amharic version).
Sample Size

The prevalence of high-risk sexual behaviours among the male
population of the study area was unknown. Thus, in order to obtain
the largest and possibly more representative sample size, the
investigator took an estimate of 50% (0.5). The study aimed at
obtaining an estimate of prevalence rate within 5 percentage points
of the true rate and with 95% certainty (ie., type 1 error = 0.05).
By substituting these figures for the appropriate letter symbols
in the following formula, the number of households obtained from

the calculation was 384 (see calculation below).

Formula: n = _22(1 - alpha) (P) (1 - P)
12
Where n = The required size of the sample;
P = The estimated prevalence rate, here 0.5;

Z(l1-alpha)= The value of the standard normal distribution
corresponding to a significance level of alpha (here
1.96 for a two-tailed test at the 0.05 level); and

L = The margin of error, here 5% (0.05).



23

For the purpose of compensating for households without
eligibles and for non-responses, a safety margin of 20% was thought
to be adequate and was added to the figure obtained by the previous

formula, as follows:

]

n 384 + (384 x 20)
100

384 + 76 , and the sample size became 460.

Just following the enumeration of households in each kebele,
it was realized that an average of 27.5% of households, ranging
from 15.7% in kebele 06 to 51.3% in kebele 02, did not have any
eligible. Because of this major early finding which would have a
serious impact on the sample size, the safety margin was increased
to 50% and the sample size was further raised to include 576
households.

MEASUREMENT

A structured questionnaire was developed and used to determine
whether or not study participants engaged in any of the sexual
practices related to HIV transmission or prevention, to assess
their knowledge about and attitudes towards AIDS and the sexual
practices related to its transmission and prevention, and to assess
the relations of their knowledge and attitudes to their practices.
The questionnaire was initially prepared in English and then was
translated into Amharic (the official language of Ethiopia) by two
persons each twice (as a check on the accuracy of the translation).

Significant differences were not encountered between the four
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translated versions and so there were no difficulties in
reconciling those versions into one (see Appendices 2 and 3 for the
English and Amharic versions of the questionnaire, respectively).

A total of 43 questions were included in the questionnaire in
addition to the demographic items. An introductory item was added,
consisting of a series of three simple questions unrelated to the
study, which were included so as to enable interviewers to verify
the respondents’ understanding and correct application of the
explanations and instructions given. To prevent a possible
contamination of responses to questions on sexual practices, by the
awareness which would possibly be created by the knowledge and
attitude items, the questionnaire was designed in such a way that
responses of participants were obtained to practice, attitude, and
knowledge items, 1in that sequence. In order to encourage
respondents to give complete and honest answers about their sexual
experiences, they were allowed to record their answers to practice
items themselves on an anonymous basis, on an answer sheet
especially designed for this purpose (see Appendix 4)- adapted from
that used in the Jimma study (11)- and to be sealed in an envelope
after completion. In order to accommodate illiterate respondents,
questions were to be answered by circling a tick or an ‘X’ to
indicate a yes or no response, respectively, or by making a tally
for these items requiring a number response. The answer sheet to
be used by the interviewers to record responses given by

respondents for the rest of the items, was also anonymous.
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The questionnaire was pretested by administering it to 30
randomly selected male residents (not part of the study
population), for the following main purposes:

a. To check and ensure the appropriateness and understandability
of questions,

b. To ensure acceptability of questions by assessing politeness
of words and phrases, and deciding on which ones needed to be
left as such, to be modified, or omitted,

c. To determine whether there was a need to modify any question
in any way in order to improve the quality and/or quantity of
responses,

d. To obtain an estimate of the average length of time that a
complete interview would require, and

e. To evaluate the neatness, completeness, and proper recording
of responses by each interviewer, and to make the necessary
corrections in the questionnaire.

Although no major changes had to be made in the questionnaire,
the pretest revealed deficiencies in the interviewers’ preparation,
which were corrected though a retraining period (see section on
data collection below).

Variables
In order to achieve the objectives of the study, information

was obtained from each participant pertaining to the following

groups of variables.
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Outcome variables

l1.the prevalence of high-risk sexual practices, meaning those
sexual practices which may put a subject at risk of contracting or
transmitting HIV infection, when compared to subjects who don’t
engage in such practices; this group includes or more of the
following:

s sexual intercourse with more than one sexual partner,
including extramarital sex,

b. sexual intercourse with a prostitute - a female who asks and
accepts a payment (in cash) for the sexual encounter she may
have with any person as her means of living,

e anal intercourse, and

d. homosexual intercourse.

2. the prevalence of a preventive sexual practice, i.e. the
frequency of condom use during sexual intercourse, and of
consistent use.

The recall period for the high-risk sexual practices was the
previous three months, and for anal and homosexual intercourse it
was a life time experience. For condom use, both a lifetime
experience and whether it is used always or not were inquired.

Variables studied as they relate to the outcome

a. Sociodemographic variables: age, education, occupation,
marital status, ethnicity, and religion.

b. Attitude variables: Towards premarital sex, condom use,
perception of risk, and change of behaviour since hearing

about AIDS.
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Knowledge variables: about AIDS, asking a respondent if he
ever heard of AIDS, what he thinks it is, how one can get it
and how one can prevent it, its curability, and sources of
information,whether it makes a person sick,whether it
kills,whether it affects a man or a woman, plus eight
additional questions about the routes of transmission; about
health risks of sex with prostitutes and extramarital sex;
about condoms, asking if a respondent ever heard of it and the
sources of information, why it is used and how often the same
condom should be used, where one can obtain it from, and
whether it is useful in AIDS prevention.

COLLECTION

Since the study inquires about a respondent’s private 1life

experiences, which require both complete and honest responses, and

with

the assumption that people are used to being asked many

private and highly sensitive questions by health professionals, a

decision was made to use health workers as data collectors. Thus,

a total of eight health professionals were selected from within the

community based on the following criteria.

-age between 30 and 40 years inclusive,

-male gender,

-married, because married persons tend to have more social

interactions and to inspire more respect and trust than single

ones,

-able to wunderstand and speak Amharic, Gamugna and/or

Konsigna, and
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-residence, i.e. at least one data collector from each of the six
kebeles.

Moreover, two professionals (one M.D. and a pharmacist) were
hired as supervisors.

All the data collectors and supervisors were trained on all
aspects of the study and on the process of data collection in
particular, based on a training manual which was prepared for this
purpose (available on request from the author). Using this manual,
training was conducted over a ten-day period through lectures,
discussions, demonstrations, and role-plays, in which each trainee
was given the chance to play the roles of both an interviewer and
a respondent. The supervisors were also trained on how to check
each completed answer sheet before accepting it from the respective
interviewer. As there would be no chance for an interviewer to
contact any respondent following the interview(in order to keep the
anonymity of the study),all interviewers were given a re-training
and were emphatically instructed, based on the findings of the
pretest, to take the highest possible care throughout each
interview session to record the responses correctly and completely.

Each interviewer was assigned in his kebele of residence,
where people would be most familiar with him and his job, so that
he would not be seen and treated as a stranger, and to facilitate
his task in establishing a rapport and in gaining people’s
confidence and trust. Moreover, the same person was made
responsible in his given place of assignment for all tasks related

to the enumeration, enrolment, and data collection processes. This
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seemed to assist an interviewer in his effort to establish an
effective and fruitful rapport with the respondents.

Each page of an answer form was given the same code number by
the principal investigator, so that anonymity could be maintained
strictly. The two supervisors collected from the investigator those
coded answer sheets, envelopes for sealing the answer sheets on the
confidential practice items, and other necessary materials, and
distributed those to the interviewers under their supervision.
Each interviewer then completed each answer form through conducting
an in-person interview, and submitted these to his supervisor at
the end of each day’s sessions. Each interviewer was strictly
instructed to always check and ensure the completeness of each
questionnaire just before terminating the interview. At the end of
each day’s sessions or at a convenient time for interviewers (a few
of them had to conduct interviews after 6™), the supervisors
thoroughly checked the completeness, correctness, and clarity of
each answer sheet, in the presence of the respective interviewer,
and finally submitted those to the principal investigator, who
checked every paper for the final time. The investigator also
received an equal number of sealed envelopes which contained the
participants’ responses to the confidential practice items.
Neither the interviewers nor the supervisors were allowed to open
those envelopes.

These meetings between supervisors and interviewers at the end
of each data collection day were used as an opportunity to discuss

and solve any problenm, to clear any ambiguities or
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misunderstandings, and to provide an appropriate and possibly
immediate solution to any difficulty which was encountered or
anticipated by any of the research personnel. The period of data
collection took place from 31% August to 29 September, 1990,
ie., one month.

As a means of assessing the reliability of the collected data,
it was suggested at the outset that re-visits to a few randomly
selected respondents could be conducted, in order to determine
whether the interview actually took place or not. However, it was
thought that this procedure might offend respondents and might give
them the impression that their anonymity had not been respected,
and therefore might jeopardize the success of the study. Thus, no
other feasible means was found to check the reliability of the data
collected, and no attempt was made to validate the responses
obtained from the participants, due to the anonymity as well as
confidentiality required by the study.

DATA ANALYSIS

The second version of the statistical package for the social
sciences (SPSS) and the fifth version of EPI-INFO computer programs
were used to analyze the data collected in this study. Using the
data entry system of the SPSS program, the raw data were entered,
following which a frequency distribution was obtained for each
item. Then each item was appropriately recoded and reduced to
meaningful categories. The prevalence rates of all the outcome
variables were calculated for the whole study population as well

as for selected groups. The outcome variables were then cross-
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tabulated with selected socio-demographic, knowledge and attitude
variables to determine if any association existed. The Chi-square
test and Student’s t-test were used as appropriate to test the

significance and strength of associations.
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RESULTS

SAMPLING AND RESPONSE

A total of 4,492 households were enumerated within the six
kebeles of Arba Minch town, of which 72.5% (3256) included
eligibles,i.e. men between the ages of 15 and 49 years. The total
population was 23,755, of which 4,750 (20%) were eligibles. A total
of 576 households were randomly selected, but eligibles were found
only in 439 (76.2%) houses. The response rate was 81% (355 of 439).
Only 3.2% (14 individuals) refused to participate in the study.
Of the remaining 70 households, there was no one to contact after
three visits to each of 28 households, new residents were found in
42 households while their former residents could not be traced.
Only four eligibles were excluded because of their health problems,
namely, deafness (3) and psychosis (1), and in each case there were
other eligibles in their respective households from which a
participant could be selected for the study. The sampling process
is presented in Figure 1 and the socio-demographic characteristics
of those who refused to participate in the study in Table 1. Those
who participated in the study (355 men) represented 7.5% of the
total eligible population,and 92.4% of the actually desired sample
size, i.e., 384.
SOCIO-DEMOGRAPHIC CHARACTERISTICS

The socio-demographic characteristics of the study population

are shown in Table 1.
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4,492 enumerated households

Random sample of
576 households

439 households with 137 households
one or more males without males
15 - 49 years 15 - 49 years
369 households 42 households 28 households
successfully with new residents- with no one to
contacted former not traced contact after
3 wvisits

One eligible selected 4 eligibles excluded

by lottery from by exclusion criteria

each household (3- deafness 1- psychosis)
355 14 refused to

participants participate

Figure 1. Sampling process
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Table 1 . Socio-demographic characteristics of
respondents and of the 14 men who refused to
participate

Respondents Refusals
Characteristic Number (%) Number (%)
N=355 N=14
Age (years)
15 - 19 51(14.4) 1€ 7.1)
20 - 24 33( 9.3) 2(14.3)
25 - 29 66(18.6) 4(28.8)
30 - 34 68(19.1) 5(35.7)
35 - 39 66(18.6) -
40 - 44 44(12.4) -
45 - 49 27( 7.6) 2(14.3)
Education
Illiterate/No formal
education 33( 9.3) -
Grade 1 - 6 91(25.6) 3(21.4)
"7 - 12 175(49.3) 6(42.9)
"o12 4+ 56 (15.8) 5(35.7)
Occupation
Unemployed/daily labourer 64(18.0) -
Student 45(12.7) =
Government employee
Administrative 46(12.9) 1( 7.1)
Technical 99(27.9) 5(35.7)
Others 25( 7.1) -
Merchant/Trader 38(10.7) 1( 7.1)
All others 38(10.7) 7(50.0)
Marital status
Never married 117 {32.9}) 7(50.0)
Currently married 235(66.2) 7(50.0)
Divorced/Separated 3( 0.9) -
Ethnicity
Amhara 142(40.0) 3(21.4)
Gamo 115(32.4) 1( 7.1)
Wollayta 32( 9.0) 5(35.7)
Oromo 30( 8.5) 2(14.3)
Others 36(10.1) 3(21.4)
Religion
Orthodox Christians 307(86.5) 10(71.4)
Other Christians 31{ 8.7) 1{ 7+1)
Muslim 17( 4.8) 3(21.4)

the

355
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The average age of respondents was 30.95 years (SD = 8.62
years), with both a median and mode of 30 years.

A total of 33(9.3%) respondents had no formal education, out
of which 8 could neither read nor write, 3 could read only, and
22 could both read and write but had no formal education. The
majority of respondents (65.1%) reported having attended high
school.

Thirty-six kinds of occupations were reported by the
respondents, and these were classified into seven categories by
combining related occupations.

About two-thirds (66.2%) of the respondents were currently
married and 32.9% were never married at the time of the study. The
mean ages of these two groups were significantly different, 35.3
and 22.4 years, respectively (P<0.0001).

SEXUAL PRACTICES

Out of 117 never married subjects who responded, 73.5% (86
men) acknowledged having had sexual intercourse at least once in
their life, while the remainder, 26.5% (31 men) denied any sexual
intercourse. The mean age of respondents in the first and second
groups were, respectively, 23.4 years (SD = 4.5 years) and 19.6
years (SD = 3.4 years) (P <0.001). Of the 31 men who denied having
ever experienced sex, 23 were aged 15 - 19 years, 6 were 20 - 24
years, and 1 each between 25 - 29 and 30 - 34 years, respectively.
Of the 89 currently unmarried but sexually-experienced respondents,
61 (68.5%) acknowledged having had sex in the past three months,

as compared to 190(80.8%) of the 235 married men. The prevalence
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rates of the different types of high-risk sexual practices reported
by the 324 sexually-experienced respondents are shown in Table 2.

Among those aged 15-19 years, 54.9% were sexually-experienced,
of which 28.6% had engaged in sexual practice with one or more
partners in the past three months, and 10.7% had had sex with
prostitutes, including 7.1% in the previous three months.

Only three respondents - two unmarried and one currently
married - reported having had anal intercourse, each with only one
partner in their 1lifetime. None of these men nor the other
respondents reported ever having had homosexual intercourse. Five
respondents declined to answer either gquestion. Of the 324
sexually-experienced respondents, 158(48.8%) reported one or more
high-risk sexual practices, leaving 166(51.2%) who denied any of
the high-risk sexual practices on which information was
sought (which did not include sex with multiple partners or
extramarital sex prior to the previous three months).

Table 3 shows the prevalence rates of selected high-risk
sexual practices in relation to the socio-demographic
characteristics of the respondents. Respondents aged 15-19 years
or students were significantly less likely than others to have had
sex with several partners in the previous three months (P<0.0001
for both),or to have had sex with prostitutes in their lifetime

(P<0.00001 and P<0.0001,respectively).
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Table 2. Prevalence rates of self-reported sexual practices which
are risk factors for HIV infection among sexually
experienced respondents

Total ** Number Prevalence
Practice Respondents  Reporting Rate
Practice (%)
Sex with several partners(PTM) 324 71 22.0
No. of partners 2 - 3 (39)
4 -5 (32)
Extramarital sex(PTM) 234 %%k 34 14.5
No.of extramarital partners 1 (18)
2 (11)
3 -4 ( 5)
Sex with prostitutes ever 324 137 42.3
No.of prostitutes 1 (30)
2 - 4 (63)
5 -10 (22)
20 + (2)
unspecified (20)
Sex with prostitutes (PTHM) 323 36 11:2
No. of prostitutes 1 (19)
2 + (17)
Sex with several partners plus
with prostitutes (PTM) 323 17 5.3
Extramarital sex plus sex with -
prostitutes (PTM) 233 10 4.3
Anal sex ever 319 3 0.9
Homosexual intercourse ever 319 0 0.0
One or more risk factors ever 324 158 48.8
Two or more risk factors ever 324 70 21.6

PTM - Previous three months
** - The questions on extramarital sex and sex with
prostitutes in the previous three months were each not
answered by one married respondent (different
respondents for each) and the questions on anal and
homosexual sex were each not answered by the same five
respondents.
*** - Out of 235 married respondents.



38

Table 3.Prevalence rates of self - reported high-risk practices among 324 sexually-experienced respondents in
relation to selected socio-demographic characteristic

No. (%) of  Respondents Reporting :
Total Sex with Sex with Sex With

Characteristic Respondents several Partners Prostitutes Prostitutes
PTM Ever PTM
Age
(Years) 15 - 19 28 1¢ 3.6) 3¢10.7) 2(7.1)
20 - 29 92 24(25.8) 47(51.0) 19¢20.4)
30 - 39 133 31(23.3) 60(45.1) 12¢ 9.0)
40 - 49 7 15¢21.4) 27(38.0) 3( 4.3)
Education
Illiterate/No formal
education 33 10¢30.3) 11¢33.3) 1¢ 3.0)
Grade 1 - 6 88 16(18.2) 35(39.8) 8( 9.1)
7-12 147 29(19.7) 60(40.8) 22(15.0)
12 + 56 16(28.6) 31(55.4) 5( 8.9)
Occupation
Unemployed/dai ly
Labourer 61 13¢21.3) 19¢31.1) 9(14.8)
Student 22 0¢ 0.0) 1( 4.5) 1( 4.5)
Government employees
Administrative 46 11(23.9) 18(39.1) 6(13.0)
Technical 9% 22(23.4) 48(51.1) 14(14.9)
Others 25 5(20.0) 7(28.0) 1( 4.0)
Merchant/Trader 38 12(31.6) 20(52.6) 7.9
ALl others 38 8(21.0) 24(63.2) 2( 5.3)
Current marital status
Unmarried 89 22(24.7) 4L2(47.2) 18(¢20.2)
Married 235 49(20.9) 95(460.4) 18¢ 7.7)
Ethnicity
Amhara 135 25(18.5) 63(46.7) 15¢11.1)
Gamo 101 23(22.8) 35(34.6) 11¢10.9)
Wol layta 28 6(21.4) 11¢39.3) 3¢10.7)
Oromo 26 7(26.9) 14(53.9) 2(7.7)
Others 34 10¢29.4) 14(41.2) 5¢14.7)
Religion
Orthodox Christians 287 63(22.0) 122(42.5) 34(11.9)
Other Christians 20 7(35.0) 7(35.0) 1€ 5.0)
Muslims 17 1¢.5.9) 8(47.1) 1( 5.9)

PTM - Previous three months
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genital ulcer (12.5%), and for diagnoses, gonorrhoea (76.8%) and
gonorrhoea plus chancroid occurring in the same person (12.8%).
Among 28 sexually-experienced respondents aged 15-19 years, 2(7.1%)
had had one or more episodes of STD in the past.
CONDOM USE

Since two respondents - one currently unmarried and not
sexually-experienced, and one currently married, but with no
reported high-risk sexual practice - were not willing to continue
with the interview after they went through the first part, they
were excluded from the remaining analyses.

About a fifth (21.4%) of the 323 sexually-experienced
participants reported that they had used condoms at least once in
their lifetime. Reasons for using condoms given by the 69 users
included prevention of pregnancy and STDs,each mentioned by
45(65.2%), and prevention of AIDS, mentioned by 23(33.3%). Eighteen
(26.1%) of the 69, said that they used condoms with all partners
including their wives, 20(29.0%) only with wives, and 31(44.9%)
used them with women other than their wives or with prostitutes
only. Almost half of the condom users(31) used condoms always with
the partners with whom they normally employed condoms. Only two
respondents used the same condom for more than one act of sexual
intercourse.

Table 4 shows the prevalence rate of condom use ever in

relation to socio-demographic characteristics. Differences between
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Table 4. Prevalence rates of condom use ever in relation to socio-
demographic characteristics among 323 sexually-
experienced respondents

Total Respondents reporting

Characteristic Respondents condom use ever (%)

Age

(Years) 15 - 19 28 1t 3.8)
20 - 29 92 27(29.3) P<0.0001
30 - 39 132 33(25.0)
40 - 49 71 8(11.3)
Education
Illiterate/no formal educ. 33 2( 6.1)
Grade 1 - 6 89 5( 5.6) P<0.0001
7 - 12 145 32(22.1)
12 + 56 30(53.6)
Occupation
Unemployed/daily labourer 61 4( 6.6)
Student 22 1( 4.5)
Government employee
Administrative 45 10(22.2) P<0.0001
Technical 94 42 (44.7)
Others 25 2( 8.0)
Merchant /Trader 38 6(15.8)
All others 38 4(10.5)
Current marital status
Unmarried 89 21(23.6) P>0.05
Married 234 48(20.5)
Ethnicity
Amhara 135 37(27.4)
Gamo 101 16(15.8)
Wollayta 28 3(10.7) P>0.05
Oromo 26 8(30.8)
Others 33 5(15.2)
Religion
Orthodox Christians 286 62[21:7)
Other Christians 20 2(10.0) P>0.10
Muslims 17 5(29.4)
Note: Total condom users = 69(21.4%)



42

condom users and non-users were statistically significant for age,
education, and occupation (P<0.0001 for all three), but not for
marital status(P>0.05), ethnicity(P>0.05) or religion (P>0.10).
Table 5 presents the prevalence rate of condom use in relation to
self-reported high-risk sexual practices. Significantly higher
rates of condom use were found in those who reported high-risk
sexual practices than in those who didn’t, except for extramarital
sex and sex with prostitutes in the previous three months.

Reasons given for never having used condoms or for having used
them inconsistently are shown in Table 6. Almost half (43.3%) of
those who had never used condoms stated they didn’t know what
condoms were.

More than three quarters (76.8%) of those who reported condom
use at least once, obtained them from health institutions (Arba
Minch Health Center and Schecha Clinic), while the rest mentioned

friends or pharmacies as their sources.

KNOWLEDGE
AIDS

The majority (331 or 93.8%) of the 353 participants stated
that they had heard about AIDS, while 22(6.2%) said they had never
heard of AIDS. Asked to express their understanding of what AIDS
is, 107(32.3%) of the 331 respondents who had heard about AIDS
thought it was a devastating and killing communicable disease,
92(27.8%) said it was a severe and hopeless disease, 59(17.8%) a

disease which weakens natural immunity and/or which has no
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Table 5. Prevalence rate of condom use ever in relation to self-reported high-
risk sexual practices among 323 sexually-experienced respondents

Condom Users Odds 95% Confidence
Practice (Number reporting) NO. % ratio Interval P-Value
Sex with several partners (PTM)
Yes (71) 23 (32.4) 2.15 1.20 3.90 <0.05
No (252) 46 (18.3)
Extramarital sex (PTM)
Yes (34) 10 (29.4) 1.76 0.78 4.00 >0.10
No (199) 38 (19.1)
Sex with prostitutes ever
Yes (137) 43 (31.4) 2.82 1.63 4.90 <0.001
No (186) 26 (14.0)
Sex with prostitutes (PTM)
Yes (36) 12 (33.3) 2.02 0.96 4,30 >0.05
No (286)* 57 (19.9)
One or more risk factors
Yes (158) 51 (32.3) 3.89 2.15 - 7.03 <0.001
No** (165) 18 (10.9)
Two or more risk factors
Yes (70) 24 (34.3) 4.26 2.13 8.54 <0.001
No** (165) 18 (10.9)

PTM - Previous three months

* - One sexually-experienced individual declined to answer this gquestion
** - No, denying all risk factors asked
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Table 6. Reasons for never having used condoms or for using them
inconsistently, given by 254 and 38 sexually-experienced
respondents, respectively

Reason Number Percentage
Non - Use Ever N = 254
Don’t know what condoms are 110 43.3
Have sex with only one partner 34 13.4
Feel ashamed to obtain condoms 18 7s1
Limited partners or no sex with prostitutes 15 5.9
Religious barrier 14 5.5
Reduces sexual gratification or don’t like 20 7.9
Don’t know where to obtain condoms 12 4.7
Condoms are expensive 8 k. £
Wife uses other contraceptives 6 2.4
Condoms are useless 6 2.4
Cannot get condoms easily 4 1.6
other” 7 2.8
Inconsistent Use N = 38
Don’t always have condoms at hand 7 18.4
Reduces sexual gratification 6 15.8

Use them only when uncertain of partners’

health 6 15.8
Don’t always remember to use them 5 13.2
Have sex infrequently 5 13.2
Have sex with only one partner 4 10.5
Condoms are expensive 3 7.9
Wife uses other contraceptives 2 5,3

* Others include, partner would suspect me of having STDs (3)
I have sex only with healthy persons (2)

I do not have disease (1), and

I never thought about it previously (1)
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treatment to date, 45(13.6%) said it was a devastating and killing
STD, 19(5.7%) thought it was just a disease, 5(1.5%) thought it was
a disease which comes by shaking hands, and 4(1.2%) said they
didn’t know. More than three-quarters(76.2%) of 328 respondents
believed that AIDS can make a person sick, and 97.9% of 329
respondents believed that it is fatal. A majority of 330
respondents (318 or 96.4%) believed both men and women could get
AIDS, while 7(2.1%) believed that only women could get AIDS, one
person said neither, and 4 respondents didn’t know. Nearly 95% (310
of 328 respondents) agreed that AIDS has no cure at present, while
5% believed that it could be cured if a doctor were visited earlier
or by unspecified medications.

Table 7 shows the modes of transmission and prevention of AIDS
mentioned by 328 respondents. A majority of respondents were able
to mention at least one correct mode of transmission (94.8%) and
at least one correct mode of prevention(86.0%), as compared to 5.2%
and 14.0% who couldn’t come up with any correct mode of
transmission or prevention, respectively.

In response to eight questions about the transmission of AIDS,
the majority of respondents(97.6-99.4%) answered questions relating

to sexual transmission correctly (Table 8). However, a smaller
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Table 7. Modes of transmission and prevention of‘ple mentioned by
328 respondents who had heard about AIDS

* %

Mode of Transmission ReD:;;Lng Percentage
Sexual intercourse with infected person 181 55.2
Sex with prostitutes and/or several partners 130 39.6
Traditional treatment with contaminated

instruments 55 16.8
Transfusion with infected blood 33 10.1
Social kissing and shaking hands 13 4.0
From infected mother to fetus 8 2.4
Failure to use condom during sexual

intercourse 5 1.5
Don‘t know 4 1.2
Mode of Prevention
Sex only with wife or one partner 287 87.5
Abstain from sex with prostitutes 65 19.8
Use condoms during intercourse 45 13:7
Avoid traditional treatment or blood

transfusion 41 12.5
Avoid shaking hands or sharing toilet with

patients 16 4.9
Avoid any public gathering 14 4.3
Follow instructions of health professionals 13 4.0
Don‘t know 3 0.9

* Modes of transmission and prevention were given in response to open-
ended questions
** Respondents can give more than one answer, so percentages add up to

more than 100%.
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proportion(61.2-78.2%) were able to answer questions about non-
sexual transmission of AIDS correctly.

Of the 353 participants, 93.0% and 88.3%,respectively, stated
that there are health risks associated with sexual contact with
prostitutes and with extramarital sex. 1In contrast, 4.5% said no
and 2.5% didn’t know of health risks of sex with prostitutes as

compared to 7.7% and 4.0% for extramarital sex, respectively.

Condoms

A total of 238(67.4%) of the 353 participants said they had
heard of the word condom.

Among 330 respondents who had heard about AIDS, 189(57.3%)
were aware of the fact that condom use can protect against AIDS
while 33(10.0%) said that it doesn’t protect, and the remaining
108(32.7%) didn’t know(Table 8).

Table 9 shows the prevalence rates of knowledge about the role
of condoms in AIDS prevention in relation to socio-demographic
variables. There were significant differences in knowledge about
condoms by age, education, occupation (P<0.001), marital status,
and ethnicity (P<0.01), but not by religion (P>0.10).

Of the 238 respondents who had heard of condoms, 236 answered
a question about the uses of condoms. Of those, 168(71.2%)
mentioned their use in pregnancy prevention, 208(88.1%) in STD
prevention, and 120(50.8%) in AIDS prevention. Eighty six percent
were aware that the same condom should only be used once and then

disposed of, while the rest didn’t know. More than two-
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Table 8. Frequency and percentage of correct answers given to questions on
AIDS by 330 respondents who had heard of AIDS

A_N S W E R 8

Question Correct Incorrect Don‘t know
N(%) N(%) N(%)

Can AIDS be passed from male to female ? 323(97.9) 4( 1.2) 3( 0.9)
Can AIDS be passed from female to male ? 328(99.4) 1( 0.3) 1( 0.3)
Can AIDS be passed from prostitutes to

clients ? 327(99.1) 1( 0.3) 2( 0.6)
Can AIDS be passed through sexual

intercourse ? 322(97.6) 3( 0.9) 5¢ 1.5)
Can AIDS be passed through injections ? 258(78.2) 25( 7.6) 47(14.2)
Can AIDS be passed through social kissing? 202(61.2) 79(23.9) 49(14.8)
Can AIDS be passed through drinking dirty

water ? 244(73.9) 36(10.9) 50(15.2)
Can AIDS be passed through shaking hands ? 222(67.3) 65(19.7) 43(13.0)

Can AIDS be prevented by using condom ? 189(57.3) 33(10.0) 108(32.7)
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Table 9. Prevalence rates of knowledge of role of condoms in AIDS prevention
in relation to socio-demographic characteristics in 353 respondents

Total Know that condom
Characteristic Respondents protects against AIDS
Age
(Years) 15 - 19 51 32(62.7)
20 - 29 98 64(65.3) P<0.001
30 - 39 133 69(51.9)
40 - 49 71 24(33.8)
Education
Illiterate/No formal education 33 5(15.1)
Grade 1 - 6 91 17(18.7) P<0.001
7 - 12 173 115(66.5)
12 + 56 52(92.8)
Occupation
Unemployed/daily labourer 64 21(32.8)
Student 45 32(71.1)
Government employee
Administrative 45 28(62.2)
Technical 98 74(75.5) P<0.001
Others 25 9(36.0)
Merchant /Trader 38 14(36.8)
All others 38 11(29.0)
Current marital status
Unmarried 119 79(66.4)
Married 234 110(47.0) P<0.01
Ethnicity
Amhara 141 85(60.3)
Gamo 115 49(42.6)
Wollayta 32 12(37.5) P<0.01
Oromo 30 21(70.0)
Others 35 22(62.9)
Religion
Orthodox Christians 305 162(53.1)
Other Christians 31 17(54.8) P>0.10

Muslims 17 10(58.8)
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thirds(71.2%) knew that one can obtain condoms from health
institutions, and another 23.7% mentioned combinations of sources

of condom supply.

Sources of Information About AIDS and Condoms

Table 10 shows the sources of information about AIDS and about

condoms, respectively, mentioned by respondents. About two-thirds
(65.2%) of the respondents who had heard about AIDS mentioned two
or more sources of information, as did 46.6% of those who had heard
about condoms. Mass media (radio/ television/newspapers/magazines)
constituted the most important source of information about AIDS,
while health institutions were a more important source of

information about condoms.

Knowledge versus Practice

The relationship between knowledge about the role of condoms
in AIDS prevention versus actual condom use among the 300 sexually-
experienced respondents who knew about AIDS is shown in Table 11.
The association between knowledge and practice was statistically

significant.
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Table 11.Relationship between knowledge of role of condoms in AIDS
prevention and use of condoms, among 300 sexually-
experienced respondents who had heard of AIDS

Condom Use Know condom protects against AIDS Chi-Square
(Number reporting) Yes (%) No (%) Value
1. Always*(31) 28(90.3) 3( 9.7) 2.33
2. Sometimes(38) 29(76.3) 9(23.7) 16.04
3. Never (231) 121(52.4) 110(47.6) 7.94

"% With the partners with whom they normally employed condoms

Comparisons Odds Ratio 95% confidence interval P-Value
1 -2 2.90 0.71 - 11.83 P>0.10
1 -3 8.48 2.50 - 28.80 P<0.001

2 = 3 2.93 1.33 - 6.50 P<0.05
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ATTITUDES

Premarital Sex

out of 352 respondents, 40.6% were against premarital sex for
males and 66.2% were against it for females. The most frequent
reasons given for favouring premarital sex for either sex included,
"if they were mature enough", " sex is a necessity", "sex is a
natural phenomenon", and "they should get the experience". Of those
who were against premarital sex for males, 53.1% said that it
carried the risk of STDs and/or unplanned pregnancies, and 10.9%
each, respectively, said that it was forbidden by religion and/or
culture and that it led to continued promiscuity even after
marriage. The remaining 25.2% gave other reasons. The majority
(45.9%) who were against premarital sex for females, emphasized
that females should protect and maintain their wvirginity till
marriage, while 37.8% gave the prevention of unwanted pregnancy
and/or STDs as their reasons, and the remaining 16.3% gave other

reasons.
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Table 12. Self-reported high-risk sexual practices and perceived
risk for HIV infection among 300 sexually-experienced
respondents who had heard of AIDS

Risk Practice Perception of Risk
(Number reporting) Yes (%) No (%)
1.Two or more in the previous three
months or before (64) 42 (65.6) 22 (34.4)
2.0ne or more in the previous three 89 (61.8) 55 (38.2)
months or before (144)
3.None reported (156)* 75 (48.1) 81 (51.9)
95% Confidence
Comparisons Oodds Ratio interval P-Value
1 = 2 1.18 0.61 - 2.29 >0.10
1 =3 2.06 1.08 - 3.95 <0.05
2~ 3 1.75 1.07 - 2.84 <0.05

* - This category could include men who had practiced
extramarital sex or sex with multiple partners prior
to the previous three months, since these questions were
not asked.
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Table 13. Changes in sexual behaviour since hearing about AIDS and
reasons for not changing, given by 225 and 104
respondents aware of AIDS and who had or had not reported
changing, respectively.

Reported changes in sexual behaviour . N = 225 :
Stay with one sexual partner 129 5753
Reduce number of sexual partners or avoid

sex with prostitutes 53 23.6
Use condoms and/or decrease number of partners 23 10.2
Abstain from sex 20 8.9
Reasons for not changing sexual behaviour N = 104
Have only one partner 38 36.5
Have never had sex with a prostitute 25 24.0
Have never had sex 22 21.2
Do not suspect being infected 11 10.6

Don’t care about AIDS 8 7.7




58

Table 14. Self-reported changes in sexual behaviour in relation to
self-reported high-risk sexual practices among 300
sexually-experienced respondents who had heard of AIDS

Risk Practice Change in Sexual Behaviour
(Number Reporting) Yes (%) No (%) Chi square Value

1.Two or more in the previous
three months or before

(64) 50 (78.1) 14 (21.9) 0.02
2.0ne or more in the previous
three months or before(144) 112 (77.8) 32 (22.2) 2.84
3.None reported(156) * 104 (66.7) 52 (33.3) 4.59
95% confidence
Comparisons Odds Ratio interval P - Value
1 -2 1.02 0.48 - 2.21 >0.10
1 -3 1.79 0.86 - 3.74 >0.05
2 - 3 1.75 1.01 - 3.03 <0.05

* - This category could include men who had practiced
extramarital sex or sex with multiple partners prior
to the previous three months, since these questions were
not asked.
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DISCUSSION
GENERALIZABILITY

In this study, the care taken in enroling respondents and in
obtaining responses is believed to have contributed to the
relatively high response rate. A response rate of 81%, and the fact
that the refusal rate was only 3.8%, suggest that the
representativeness of the sample can be considered to be
satisfactory.

Even though validation of responses could not be attempted
because of the need to maintain the anonymity of the respondents,
careful interpretation of the data and cautious generalization to
the male population of the town and possibly also to the male
populations of other comparable urban centers of Ethiopia, could

still be made.

PRACTICES

The findings of this study revealed that high-risk sexual
practices are common among sexually-active male urban residents in
Arba Minch town.

High-risk factors associated with heterosexual transmission
of HIV infection are sex with multiple partners, sex with
prostitutes, and history of or concurrent sexually transmitted
diseases. Of the 324 sexually-experienced participants, 22.0% had
engaged in sex with several partners in the three months preceding
the study and 42.3% had experienced sex with prostitutes, including

11.1% in the previous three months. Extramarital sex is relevant
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to the AIDS epidemic because of the importance of multiple partners
in predicting level of risk, and the potential danger of infection
it may carry to a monogamous partner. Among currently married men
in this study, 14.5% had had sex with one or more extramarital
partners in the past three months, including 7.7% who had had sex
with prostitutes, which indicates a high likelihood for the spread
of HIV infection within the general population of the town.
Moreover, 38.6% of the sexually-experienced respondents had had at
least one episode of STD sometime in the past.

These findings indicate high prevalence rates of unsafe sexual
practices, comparable to those of other studies conducted elsewhere
in Africa. For example, in a study of 722 male heads of households
in Zimbabwe, 31.2% of men reported one or more extramarital sexual
partners in the previous year, and 33.0% reported having contracted
one or more STDs during the previous five years (19). In the study
conducted in Jimma, Ethiopia, more than ten percent of 489 men had
one or more sexual partners in the previous month, and 47.2% of the
respondents reported sex with one or more prostitutes, including
18% in the past month. Furthermore, 33.1% of the respondents
reported having contracted one or more STDs in the past (11).
Similar results were found in a study of high school students in
Zimbabwe (40). In another study of 2753 male teacher-trainees in
the same country, 38.5% participants reported having had sex with
prostitutes (42), while 24.7% of 173 working-class men from
Bulawayo, Zimbabwe (43) did the same.

Anal sex and homosexual intercourse are high-risk activities
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for HIV transmission, but are reportedly rare in many parts of
Africa (11,29). The findings of this study are consistent with
this, as less than one percent of the respondents reported having
experienced anal sex, and none acknowledged homosexual contact.

Geographical separation between married men and their wives
may play an important role as a determinant of high-risk sexual
practices, though it was not investigated in this study.

The correct and consistent use of condoms during sexual
intercourse 1is a relatively cheap and effective method of
protecting oneself from HIV infection. The findings of this study
indicate that the prevalence of condom use is low, with 21.4% of
sexually-experienced participants reporting having used condoms at
least once, and 9.6% having used them always with the partners with
whom they normally employed condoms.Although 28 (54.9%) of those
aged between 15 and 19 years were sexually-experienced, including
3 (5.9%) with prostitutes, only one (2.0%) reported ever having
used condoms.

A review of studies conducted elsewhere in Africa revealed
that in most places the reported prevalence rate of condom use for
contraceptive purposes was very low, usually less than 1% among
married couples (18). The study among male residents of Jimma town,
Ethiopia, revealed rates of 8% consistent use and 17% occasional
condom use among those who reported having had sex with prostitutes
in the past month (11). Of the 722 Zimbabwean male heads of
household, 35.7% had used condoms previously and 5.3% said they

were currently using condoms (19). In a study conducted in Haitian
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residents of Montreal, only 11.7% of 240 sexually-experienced males
used condoms either often or always (15).

Significantly higher rates of condom use were reported by
those who reported one or more high-risk sexual practices than
those who didn’t, as shown in Table 5. This suggests that there is
already a certain level of awareness in the study population about
AIDS and/or STDs, and about the need for protective measures.
However, among the currently married respondents in this study,
condom use was not significantly different between those who
reported and those who denied extramarital sex in the previous
three months. This might be explained by the possibility that some
of those who denied extramarital sex in the previous three months
had experienced it prior to that, thus resulting in a dilution of

the association.

KNOWLEDGE

Knowledge of the role of condoms in AIDS prevention was low
in this study population, with only 53.5% being aware that condoms
could protect against HIV infection. This is comparable to the
findings in the Jimma study of 49.6% of male residents being aware
of the protective role of condoms (11). High school students in
Zimbabwe were better informed, with 75.1% of them knowing about the
protective role of condoms (40). In this study, although 189
respondents knew about the protective role of condoms when asked
specifically about it, only 45 came on their own with condom use

as a preventive measure in response to an open-ended question,
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indicating that even if they knew about the use of condoms in AIDS
prevention, that knowledge was not at the forefront of their minds.
Almost half (43.5%) of sexually-experienced respondents who had
never used condoms didn’t know what condoms were. This suggests
that making information about condoms more widely available may
lead to an increase in their use. In contrast, a significantly
lower proportion of non-users among Zimbabwean male heads of
household (25.2%) didn’t know what condoms were (19).

Based on the findings of various studies, it has been
emphasized that the objectives of an educational intervention
should mainly focus on changing individuals’ attitudes and
ultimately behaviours, rather than only imparting knowledge(13).
Knowledge about AIDS in general is important and is a very cheap
method available worldwide for the prevention of HIV infection.
However, several studies have revealed that knowledge alone was not
sufficient to lead to a change of behaviour(11,12). In the Jimma
study, high knowledge about AIDS was significantly associated with
higher risk scores (11). In this study, 97.6% to 99.1% of those who
had heard about AIDS knew about the sexual transmission of AIDS
from person to person and from prostitutes to their clients,
respectively, and yet a large proportion of them engaged in sex
with multiple partners, including prostitutes. However, a strong
and significant association was found between condom use and
knowledge about the role of condoms in AIDS prevention (Table 11).
These results indicate that knowledge is still a very essential

requirement in its contribution to the adoption of safer behaviour
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although the effect of possible confounders should be taken into
account.

In this study, from 10.9% to 23.9% of respondents wrongly
believed that HIV could be transmitted through shaking hands,
drinking dirty water,or social kissing, indicating that their
knowledge about AIDS was incomplete. Still, these findings indicate
a lower prevalence of false beliefs than elsewhere in Africa. For
example, in Zimbabwe, 63.8% of the participants in the high school
study believed that HIV could be transmitted through kissing (40).
In the Jimma study, 82% agreed with the statement that HIV
transmission occurs through kissing, 69% by shaking hands, and
54.1% through drinking dirty water (11). The difference between
this study and the Jimma study, which was conducted two years
prior, could reflect progress in the national AIDS education
efforts, or differences in socio-demographic characteristics,
although those differences were not striking.

Table 10 shows that the mass media (radio /TV/ newspapers/
magazines) play a predominant role in conveying information about
AIDS, but are relatively less successful in doing so about condoms.
This 1is also indicated by the larger proportion of study
participants who have heard about AIDS than about condoms (93.8%
versus 67.4%, respectively). Although 12.7% of all study
participants were students, only 5.9% reported having heard about
condoms in the classroom, and none had heard there about AIDS.
This suggests that educational institutions are under-utilized as

a means of conveying information about AIDS and condoms.
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ATTITUDES

A person’s attitude towards a specific behaviour has its own
influence on whether this person adopts the behaviour or, if he has
already adopted it, whether he is 1likely or not to modify or
completely change it. The majority of the participants were against
premarital sex for females, although only 37.8% of them related
their opposition to health reasons. On the other hand, the majority
of the respondents were in favour of premarital sex for males. This
finding may be interpreted as an indirect indicator of the
respondents’ positive attitudes towards having sex with multiple
partners, which may probably include married women and/or
prostitutes, even though the vast majority of respondents did
acknowledge health risks in having sex with prostitutes and
extramarital sex.

One of the factors which can lead to a change in peoples’
behaviour is thought to be the level at which they consider
themselves at risk for HIV infection (13). A study carried out
among Danish men showed that a significantly higher proportion of
men who reported risk factors perceived self-risk for HIV infection
and changed their sexual practices than those who did not report
risk factors (41). However, in real terms, it was only less than
half of those who perceived self-risk who also reported to have
changed their behaviour. In contrast, in this study, 53.0% of
respondents overall perceived themselves at risk and of these more

than 80.0% reported having changed their behaviour. As in the
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Danish study, a significant difference in perception of self-risk
as well as in change of behaviour was observed between those who
reported and those who did not report high-risk sexual practices.
Only 5.0% of sexually-experienced respondents said they had
considered or started to use condoms, a finding which is consistent
with that of the Zimbabwe study, in which 5.3% of respondents had
done so (19). In contrast, 33% of those who reported change in the
Danish study said they often used condoms, as compared to 7.1% in

this study.

PROSPECTS FOR INTERVENTION

The current prevalence of HIV infection among the male
population of Arba Minch is not known, and the only indication of
the existence of the infection in the town is the 8.2%
seropositivity among prostitutes in 1989 (17). However, the fact
that 38.6%% of the participants reported having had sex with
prostitutes and that few of them have used condoms, indicates that
HIV infection is probably spreading fast among the general
population.

The findings of this study indicate that there is good
potential for improvement in condom use. Almost half of condom non-
users did not know what condoms were, indicating that education may
be helpful. Only a low proportion of sexually-experienced non-users
(5.5%) mentioned religious obstacles as their reason for not using
condoms, which is comparable to the Zimbabwe study, for which the

corresponding figure was 2.2% of condom non-users (19). Cultural
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obstacles to condom use also appear to be low in this study, as
only 7.1% of condom non-users mentioned feeling ashamed to obtain
condoms. This suggests that barriers are related more to inadequate
information or lack of knowledge than to religious or cultural
factors, which are more difficult to combat. Higher use rates were
found among those who practiced risk behaviours. Finally, condom
use was strongly associated with knowledge about the role of
condoms in AIDS prevention. It has been suggested, however, that
a major increase in the use of condoms requires not only a greater
awareness about condoms and their importance in preventing disease
transmission, but also increased motivation to use them, and an
adequate distribution system to get them to the individuals at risk
of transmitting or acquiring HIV infection.

These findings, in addition to those from other studies that
revealed the possibilities of inducing considerable changes in risk
behaviours in those at high risk (13), reveal that there is still
a considerable place for educational interventions against the
spread of HIV in the population. Nevertheless, the availability and
accessibility of the necessary supplies required for the new
behaviour, in this case the use of condoms, is equally essential
if people are expected to adopt new behaviours through educational
campaigns. Condoms are supplied free of charge to those who request
them at the three health institutions in Arba Minch town, although
shortages are not uncommon. Therefore, efforts should be made to
increase both the availability of condoms in stock, and the number

of distribution/sale outlets (e.g. pharmacies, shops, bars, hotels)
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The mass media appear to have been less effective in imparting
information about the role of condoms in AIDS prevention than
educating about AIDS. This must be corrected.
Although progress appears to have been made on this line,
educational messages about AIDS should be monitored to ensure
they also provide information on ways which are not routes for
HIV transmission.
Since self-perception of risk appears to be important in
changing one’s behaviour, ways of promoting awareness of
self-risk should be explored and incorporated into
educational interventions.
Although not directly emerging from the findings of this
study, the following would also appear to be important:
To diversify and strengthen the various channels ofinformation
such as health institutions, government and mass
organizations, and religious organizations.
To ensure and increase the availability of condoms in each of
the established supply sites, and to increase the number of
distribution/sale outlets.
To monitor and evaluate the effects of the proposed
educational interventions and assess the effectiveness of the

contributions of all of the above.
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Appendix 1a
CONSENT FORM (English translation)

Thank you for allowing us to share your precious time for a
brief discussion about a study to be conducted in Arba Minch town.

This study will be conducted in a total of 576 randomly
selected households from all six kebeles found in the town. Only
one person who fulfils the criteria for inclusion into the study
has been selected randomly (by chance) from each household to
participate in the study. Based on this, you were selected from
this household to participate in the study. You were selected for
the study strictly by chance (as you have seen it yourself), and
by no other means.

This study will be conducted through interviews. The interview
shall take place on the date and at the time and place you choose,
at your own convenience. The study will involve various intimate
and private life questions. These questions need a private setting
in which only you and an interviewer will carry out the interview.
We would like to assure you that this privacy, shall strictly be
secured throughout the process of the interview, that the results
of the interview and the study shall be kept strictly confidential,
and that your name shall never be mentioned in relation to the
study, either now or in the future. You have a full right to
participate throughout, to discontinue at any time you feel like
doing so, or never to participate in the study.

Are you willing to participate in the study? Yes

No
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Appendix 2
Questionnaire
Date Respondent’s ID
Kebele Household ID

Age Years

Education (Circle one)
0 Can’t read or write
1 Read only
2 Read and write but no formal education
3 Last grade completed

Occupation (Circle one)

Unemployed

Daily labourer

Student

Government employee (Specify position)
Merchant (Specify type)
Bus or truck driver
Others (Specify)

AW O

Marital Status (Circle one)
0 Never married
1 Married
2 Divorced or separated
3 Widowed

Ethnicity (Circle one)
0 Gamo
1 Wollayta
2 Amhara
3 Konso
4 Others (Specify)

Religion (Circle one)
0 Ethiopian Orthodox Christian
1 Oother Christian (Specify)
2 Muslim
3 Others (Specify)

Note: - Read instructions to the respondent and give him the
answer sheet; check whether the respondent has marked his
answers as he was told after asking him the first three
guestions and instruct him again if he has not done it
correctly.
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Instructions

First of all we thank you very much for your having come to
this interview as a volunteer to participate in this study. We hope
that your cooperation will continue during the interview.

Now we are ready to start our interview. Most of the questions
are about your personal life and are not usually told to others.
Some of the guestions are about yourself while others are not. The
result of this study is based on the completeness and truthfulness
of the answers given by you and other participants like you. Since
they have a great contribution to the study we hope that your
answers will be complete and true. To encourage your honesty we
will allow you to record your answers by your own on an answer
sheet where your name will not be written, and to return it sealed
in an envelope which will be provided to you.

This study is fully confidential and many persons like you
will participate in it. The name of a participant is not at all
needed for the study either now or in the future, and will not be
mentioned anywhere. In order to keep the confidentiality and to
encourage your honesty, you are given this answer sheet and
envelope on which your name should not be written.

I (the interviewer) will read the questions one by one and you
will record your answers in the correct place on the answer sheet
without telling them to me. Please ask me to re-read any question
that you have not understood. When you finish recording your
answers completely, seal the answer sheet within the envelope
without showing it to me, and finally give it back to me.

For a question you are asked circle the "\/ " sign which is
found on the left side of the answer sheet if your answer is a
"Yes" answer. If your answer is a "No" answer circle the "X" sign
which is on the right side of the answer sheet. A question which
reads "With how many persons?" will be read following questions
number 2,3,4, and 5. If you say yes to these questions, record your
answers by writing a "1" as many as the number of persons (show him
using an example).

In order to make sure that you have correctly understood how
to record your answers, I will ask you the following three
questions and then check the answers you have recorded. Have you
understood every thing that I told you till now? If the response
is a "Yes" one, read these three questions to the respondent one
by one slowly.

a. Did you sleep enough last night ?

b. Did you have your breakfast this morning ?

c. Are you feeling comfortable now ?

Note: - Read the instructions carefully and slowly to the
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respondent before proceeding with the next questions.

Instructions

The following eight (8) questions are completely concerned
about your personal life. Some of the questions may make you angry
or may disappoint you. But since they are very important for the
study we ask your excuse for asking you such questions. For the
success of this study we ask you to give us true answers.
You have a full right to give or not to give answers to these
questions.

Are you willing to give your answers to these questions
honestly ?

If the answer is "Yes" continue with the interview; If no,
stop the interview.

N.B.:- If the respondent is never married begin with question
1 and omit question 3. If the respondent is married,
widowed, divorced, or separated, begin with question 2.

1. Have you ever experienced sexual intercourse? 0 No 1 Yes
2. Have you had sex in the past three months? 0 No 1 Yes
With how many individuals?
3. Have you had sex with women other than your wife in the past
three months?
0 No 1 Yes With how many women?
4. Have you ever had sex with prostitutes?
0 No 1 yes With how many of them ?
L Have you had sex with prostitutes in the past three months?
0 No 1 Yes With how many of them ?
6. Have you ever had the following ?
Discharge from your genital ? No Yes
Warts on your genital organ ? No Yes
Ulcer on your genital organ ? No Yes

7 Have you ever had the following ?
Gonorrhoea No Yes
Syphilis No Yes
Chancroid No Yes
LGV No Yes
8. Do you now have any of those 1listed under question 6 or

question 7 ?
No Yes
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Instructions
Now seal your answer sheet within the envelope without showing

it to me and give it to me when you finish.

answers on an answer sheet which is found with me.

understood a question, please ask me anytime to repeat the

For all of the following questions I am going to ask you, you
will give me your answers by speaking loudly and I will record the

question.

10.
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May I continue with the questions now?
If yes continue, if no, stop the interview.

Have you ever used condom ?

0 No go to question 16

1 Yes go to guestion 10

2 Don’t know what condom is go to question 17 and omit
questions 21,22,and 23

For what purpose have you used it ?
To prevent pregnancy

To prevent STDs

To prevent AIDS

No reason

With whom have you used condom ?

With your wife only

With others (but not prostitutes)
With prostitutes only

With all others except your wife

With everyone including your wife

Do you use condom always with the person identified
guestion 11?

No go to question 13

Yes to question 14

Why don’t you use condom always?

Don’t have it with me always

Very expensive

Don’t remember it always

Use it only when requested by female

It creates inconvenience during application
It reduces satisfaction

It breaks easily
Others (Specify)

If you haven’t

in

Have you used the same condom for more than one intercourse?

No 1l Yes
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Where did you get those condoms from ?
Friends

Ordinary shops

Pharmacies

Arba Minch Hospital

Arba Minch Health Center or Schecha Clinic
Others (Specify)

(If No to question 9) Why have you not used condom ?
Don’t know where to get it from

Not easily available

Expensive

It is useless

Decreases satisfaction for male

Decreases satisfaction for female

I felt ashamed to obtain it

Prohibited by my religion

Didn’t experience sexual intercourse

Others (Specify)

Is it necessary for a male to have sex before marriage?
No why?
Yes Why?

Is it necessary for a female to have sex before marriage?
No Why?
Yes Why?

Are there any health risks to have sex with a prostitute ?
No
Yes What are they?

Are there any health risks to have extramarital sex?
No
Yes What are they?

If you had the choice would you like to use a condom during
intercourse ?

No Why?
Yes Why?
Don’t know what condom 1s go to question 24

Would you advise other people to use condoms ?
No Why? go to question 24
Yes go to question 23

With whom do you advise a person to use condoms ?
With wife only

With prostitutes only

With all others except wife

With everyone including wife

Others (Specify)
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Have you ever heard of the term AIDS ?

No go to question 34 and omit questions 39, 40, and 41

Yes go to question 25

What do you think it is? Answer

Don’t know go to question 26 then to question 34

Where did you hear about AIDS from ?
Health institutions

Radio and/ or TV
Friends
Classroom
Newspapers
Others (Specify)

Does AIDS make you sick ? 0 No 1 Yes
Does AIDS kill a patient 7?0 No 1 Yes
Can a man get AIDS ? 0 No 1 Yes
Can a woman get AIDS ? 0 No 1 Yes

How can a person get AIDS ?

2 Don’t know
2 Don’t know
2 Don’t know

2 Don’t know

How can a person prevent AIDS ?

Can AIDS be cured ? 0 No 1 Yes
If yes how ?

Have you ever heard the term condom ?
No go to question 39
Yes

Where did you hear about it ?
Health institutions

Friends

School (Classroom)

Radio and/or TV
Others (specify)

What is it used for ?
To prevent pregnancy
To prevent STDs
To prevent AIDS
Others (Specify)
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37. How many times can the same condom be used ?
Only once

Twice or more
Others (Specify)

wN =

38. Where can a person get condoms from ?

1 Health institutions
2 Shops
3 Pharmacies
4 Others (Specify)
0 1 2
39. Can AIDS be passed from male to female? No Yes Don’tknow
L » " L L female to male? No Yes Don’tknow
" " " N - prostitutes to
clients ? No Yes Don’tknow
" " " "through sexual intercourse? No Yes Don’tknow
" i " i social kissing? No Yes Don’tknow
" " " " "  drinking dirty water? No Yes Don’tknow
Can AIDS " O shaking hands ? No Yes Don’tknow
Can AIDS be prevented by using condom ? No Yes Don’tknow

Can AIDS can be passed with injections ? No Yes Don’tknow

40. Do you think that you could get AIDS ?
0 No Why ?
1 Yes
41. Have you changed your sexual practice since you have heard
about AIDS ?
1 No why ?
2 Yes In what way ?

Instructions

We thank you very much for all the answers you gave us up to
now.

The last two questions which will follow now may disappoint
you. We would like you to realize that the reason why we ask you
these questions is not to disappoint you intentionally. We again
ask your excuse for asking you these questions. You have a full
right to respond or not to respond to these questions.

Are you willing to answer these questions ?

If yes continue; If no stop right there.

42. Have you ever had anal intercourse ?
1 No
2 Yes With how many individuals ?

43. Have you ever had sex with a male ?
1 No
2 Yes with how many of them ?
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