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ABSTRACT 

 

There is an ongoing study on sexual behavior in Akaki factory workers and many KABP 

studies. A cross-sectional study on high risk behavior and knowledge on vaccines and their 

willingness to participate in HIV vaccine trial among randomly selected high school teachers 

was conducted from January 10 to 30, 2002 in Addis Ababa city. 

 

 Mean age at first marriage for high school teachers was 26.7 years. Of the 621 high school 

teachers (26.4%) had engaged in commercial sex and 249 (40.1%) had non-regular non-

commercial sexual contacts in the last 12 months prior to the survey. Mean age at first sexual 

intercourse was 18.7 years. Ever use of condoms by the high school teachers was 65.1%. 

Knowledge on HIV prevention was very low. However, knowledge on vaccines and their 

willingness to participate in HIV vaccine trial was very high and modestly high, respectively. 

 

Although it is recognized that the specific educational needs will vary in different contexts, 

our data support the need for incorporate vaccine trial’s education into the design and 

implementation of future HIV vaccine trials. Serial surveillance surveys are necessary to see 

the trend of change in behavior of the study population. HIV preventive messages should be 

repeatedly directed to high school teachers.  There is a need to increase HIV awareness in 

high school teachers. 
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INTRODUCTION 

 

The first cases of Acquired Immuno Deficiency Syndrome (AIDS) were recognized and 

described in 1981 in the United States. The syndrome was first described among homosexual 

men, with a pattern of unusual infection in otherwise healthy young adult such as 

pneumocystic carini pneumonia. In 1982 it was recognized in intravenous drug users and 

report came from recipients of blood or blood products. Since then what was originally 

thought to be relatively small and geographically contained epidemic has fast assumed 

pandemic proportions (1). 

 

 

In 1985 the scope of the epidemic has grown up and at least one case has been reported in 

each region of the world. Now it is almost 21 years and the disease has spread in every corner 

of the continent. Up to the end of 2001 almost 25 million people lost their lives and 3.8 

million of them were children. Nearly twice that number, 40 million, are now living with 

HIV, the virus that causes AIDS (2). The most recent UNAIDS/WHO estimates show that, in 

2001 alone 5 million people were newly infected with HIV at a rate of more than 15,000 new 

infections every day. More than 70% of the total people living with HIV/AIDS, 78% of AIDS 

cases and 68% of the new infections have occurred in Sub-Saharan Africa (2,3,4,5,6,7). 

 

 It is clearly seen that HIV/AIDS has been spreading at varying rate in different parts of the 

world, among various population sub-groups. The picture of infection has been greatly 

modified in Eastern Europe (6). Even in Sub-Saharan Africa difference in HIV/AIDS spread 
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has been documented. For instance in many large towns in central, eastern and southern 

Africa the prevalence rate among pregnant women currently exceeds 30% while in the cities 

and towns of most of West Africa, prevalence in pregnant women is fewer than 10% (8). 

 HIV transmission from infected to uninfected person occurs through three main routes, 

namely, sexual contact (both homosexual and heterosexual), parentral and perinatal. Various 

lines of evidence favor the predominance of heterosexual transmission of HIV infection 

(9,10,11). Moreover, the one-to-one sex ratio of African cases also shows that the likelihood 

of heterosexual transmission of HIV is higher than that of Western countries, where 

homosexuals and intravenous drug abusers are among the predominantly afflicted groups of 

the population. 

 

About 70-80% of the global transmission is attributed to sexual acts. Its risk has been 

increased with different factors such as the presence of STIs, having more than one sexual 

partner and practicing unprotected sex with high-risk group such as CSWs. Other modes of 

transmission are blood transfusion and unsafe injections (5,6,7,8,12,13). 

 

 It was in the early 1980s, that the Global Program on AIDS of the World Health organization 

(WHO) declared HIV as a global pandemic and tried to promote worldwide survey on 

knowledge, attitude, belief and practices (KABP) on HIV/AIDS (14).  Realities confirm that 

HIV/AIDS is largely a disease of human behavior and it will remain so in the future. Detailed 

analysis of most reliable data shows a decline in both the incidence and prevalence of the 

infection in parallel with a change in high-risk behaviors. For example social scientists from 



    
    

3 
 

 
 
 

 

Uganda presented surveys of sexual behavior from 1989 and 1995 (15). It gives an idea of 

change in current behavior in various age groups in urban setting. These changes include rise 

in age at first sex and more use of condom in the cities. Those changes have been supported 

by findings of epidemiologists with both a drop in new infection and rise in distribution and 

sales of condoms (15,16). Similar findings have been documented in Thailand and urban 

Tanzania in which the recent decline in new infection was attributed to change in high-risk 

behavior occurring some years earlier (17,18).  

 

Since individual behavior is responsible for most of the transmission of AIDS, active 

participation of both infected and uninfected persons in changing their behaviors is required in 

order to break the chain of transmission. Hence, the focus of prevention nowadays has 

focused on changing behavior  (19). Among the possible determinants of risk behavior are 

sociodemographic characteristics, the individual’s knowledge about AIDS-although not 

sufficient alone to bring about behavioral change (20,21), attitudes towards AIDS, and the 

sexual behaviors related to its transmission or prevention and perception of self-risk. 

 

Of greater concern for AIDS prevention in Africa is heterosexual transmission (20,23). 

Among the protective practices against heterosexual transmission are limiting the number of 

sexual partners and/or using condoms both consistently and correctly with every act of sexual 

intercourse. Preventive interventions should optimally be preceded by attempts to obtain 

sufficient information concerning the sexual behaviors of individuals and sub-groups of the 
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population, and their knowledge, attitudes and use of preventive practices (27). 

 

In Ethiopia the response to the epidemic has been started at national level by establishing task 

force and a department of AIDS control in the ministry (3). The MOH and NGOs have done a 

lot of work to see the pattern of distribution and magnitude of the problem. Trends in behavior 

change for HIV infection has been tried on the sub-population group of students in high 

school and college students in Addis Ababa and Gondar (26,27,28,29). However, the 

available data are not adequate to measure the level of infection in the general population. 

 

 

Another area of possible impact on high-risk behavior change is HIV counseling and testing 

(24). Prevention and early detection of infection through counseling and testing is a major part 

of HIV prevention efforts. Developed countries give early treatment to prolong life and others 

teach the people to cope up with the result and to engage in less-risky behavior. Studies in 

Uganda have demonstrated that more than 50% of new cases of HIV infection occur in 

discordant couples (12,22). An increase in condom use and lower rate of sero-conversion 

through VCT had also been seen in discordant couples in Africa (25). 

 

 

In developing countries, where most of HIV infected people reside, the vast majority of them 

cannot afford antiretroviral drug. With its burden of nearly 85% of new HIV infections and 

90% of the world’s AIDS-related deaths, Africa seems a fitting place to focus vaccine 
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development efforts. By bringing trials to Africa, scientists on this continent will not only 

help determine the product’s safety and its ability to elicit an immune response, but they will 

also ensure that the men and women of Africa are represented in the vaccine development 

process (12). There is, accordingly, a growing consensus that the development of a safe and 

effective vaccine against HIV represents the world’s most urgent public health priority.  

 

 

Safety and immunogenecity of vaccines is established in phase I human trials as a necessary 

prelude to expand study phase II and beyond. Subunit proteins, synthetic peptides, and live, 

recombinant vaccinia expressing the HIV envelope have been tested so far in uninfected 

seronegative volunteers (20-25 subjects).  Six varieties of envelope sub-units have been 

tested, in addition to the HIVAC-le vaccinia vector alone or in combination with a boost with 

insect cell gp160. All vaccines have been safe and well tolerated (30). However, in 

preparation for HIV vaccine trials, data on cohort’s knowledge about vaccine is required (31), 

and willingness to participate in an HIV vaccine efficacy trial (32) is a prerequisite. There are 

very limited studies done in Africa on knowledge and willingness to participate in HIV 

vaccine trials and none in Ethiopia. 

 

 

 The topic of vaccine trial was chosen because: - Vaccines, if developed, would be “ largely 

cost-effective” for HIV/AIDS prevention and control. Vaccine development is an area that 

will be of interest in the near future. Therefore, there is a need to assess knowledge and 
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attitude of people about vaccines. 

   

Therefore, the main objective of the present study was to assess knowledge, attitude, risk 

behavior on HIV/AIDS and their knowledge about and willingness to participate in an HIV 

vaccine trial among high school teachers in Addis Ababa. Furthermore, the study is expected 

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. 
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LITERATURE REVIEW AND STATEMENT OF THE PROBLEM 

 

Recognized as an emergency disease only in the early 1980’s AIDS rapidly established itself 

throughout the world, and is likely to persist well into the near future. A decade ago 

HIV/AIDS was regarded primarily as a serious health crisis. Today it is clear that AIDS has 

become a serious development crisis, with impacts and implications for all sectors. Its social 

and economic consequences are felt widely not only in heath but in education, industry, 

agriculture, transport, human resources and the economy in general. Since there is no cure for 

AIDS, this disease threatens the social and economic well being of the country (3). Already 

25 million people around the world have died of AIDS; 3.8 million of them are children. 

Nearly twice that number, 40 million, are now living with the virus that causes AIDS. In 2001 

alone 5 million people were newly infected with HIV, more than 70% of the total people 

living with HIV/AIDS, 78% of AIDS cases and 68% of the new infections have occurred in 

Sub-Saharan Africa (2,3). 

 

Ethiopia is facing an escalation of reported AIDS cases and it is one of the poorest countries 

heavily hit by the epidemic. The National HIV/AIDS control program at the MOH estimates 

that 88% of all infections in Ethiopia result from heterosexual transmission. Documented risk 

factors for HIV transmission include: sex with multiple partners, STIs, infected blood and 

blood products and traditional malpractices (38). HIV adult prevalence in Ethiopia is in the 

range of 6-9% and the number of people living with HIV/AIDS is estimated to be 3 million. 

The current adult prevalence in urban Ethiopia 13.4% (16.8% in Addis Ababa) is estimated to 
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be much higher than in rural areas (about 5%) (3). 

 

2.1. PREVENTION AND CONTROL 

 

As there are no known cures for AIDS, the highest worldwide priority has been given to the 

control of the epidemic. The mechanisms of transmission for HIV call attention to sexual, 

reproductive, and addictive behaviors, comparatively sensitive and problematic areas for 

intervention. These are domains often viewed as more appropriate for private decision-

making than for imposition of public policies. Also, one must obtain and take into account 

various perspectives of the epidemic from inside the communities at risk. It is now very clear 

that HIV infection is spread mainly through identifiable and voluntary behaviors of 

individuals. 

 

 Based on this reality, the GPA (Global Program on AIDS) recommended that education is the 

key to AIDS prevention, because HIV transmission can be prevented through informed and 

responsible behavior. Of greater concern for AIDS 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 sexual 

intercourse, may reduce the risk of HIV transmission (48). For this purpose, the sexual 

behaviors, knowledge, and attitudes of people in relation to their sociodemographic 

background and sexual orientation will need to be well understood (49). 
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Results from several studies exploring AIDS-related knowledge, attitudes and practices 

among various population groups are currently available. In a study in Ethiopia UNAIDS 

reported that, the proportion of people citing at least two acceptable ways of protection from 

HIV infection was 94.1% for males and 83.8% for females respectively (50). 

 

In a study among college students in Addis Ababa (n=1214), results indicated that most of the 

students (74.4%) considered being faithful to a single lover as the best preventive measure 

against HIV/AIDS. Similar to the findings of the study on Freshman’s attitudes and 

knowledge of AIDS in Gondar, the number of students who reported using condoms as a 

method of protection against infection with HIV was very low indicating lack of regional 

difference in the behavior of college students in their response to HIV/AIDS. This again is 

similar to the report of surveys on heterosexually active college students from other parts of 

the world (41). 

 

2.2. PREVALENCE OF HIGH-RISK SEXUAL BEHAVIOR 

 

In Ethiopia various studies have been done to identify factors influencing occurrence of 

HIV/AIDS. Larson et al in Jimma documented high-risk behavior as early as 1988. More than 

40 % of the respondents had sexual intercourse with prostitutes and contracted sexually 

transmitted diseases in the past (52). Satisfactory knowledge score has also been documented 

in students at different levels (26,27). In most of the studies misconception on some modes of 

transmission was common which may cancel high cognitive score (53,54). In a general 
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population survey (n=6885, 1993), among those who had been sexually active in the previous 

12 months, the over all prevalence of non-regular sexual relationships was 10.5% (men, 

18.2%; women 5.2%) with wide variations among cities, ranging from 9.7% in Awassa to 

17.2% in Addis Ababa (40). 

 

The proportion of students in Gondar reporting sex with a non–regular partner decreased from 

47% in 1990 to 9.3% in 1996. In Addis Ababa it decreased from 36.2% in 1990 to 10.3% in 

1993 (37). 

 

The prevalence of HIV infection was 11.6% and 12.2% for males and females respectively in 

a cohort of Ethiopia Fiber Factory workers. The same study also showed high-risk sexual 

behaviors, mainly for males (64% of males and 6%of females had more than five partners in 

their lifetime, 16%of males and 2%of females reported having had recent causal partners) 

(49). In a study among male Wonji factory workers (n=262, 1997) and estate workers 

(n=484), HIV prevalence was 8.8% and 3.1%, respectively. Sixteen percent of Wonji factory 

workers and 9% of estate workers were reported to have more than five sexual partners in 

their lifetime. Sex with CSWs was reported in 14% of estate workers and 47% of Wonji 

factory workers. Ever had sexual intercourse was reported by 11% of Wonji factory workers 

and none for estate workers (33). 

 

In a study among high school students, the ages of the respondents at the time of first sex 

ranged from 12-18 years. Majority (70.5%) had first sex between the ages of 14-16 years. 
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Sixty percent of the respondents have reported to have had sexual relations with 2-5 partners. 

Over a third of the boys have had sex with 8 or more partners. The majority of the 

respondents used no protection (condom) at all (56). 

 

In a recent study by Worku A. et al. (1999) at Gondar college of medical sciences, among 383 

students sexual contact with CSWs was reported by 8.1% of the students; highest in health 

officers, 60.3% and lowest in medical students, 4.3%  (57).The numerous AIDS-prevention 

activities in Uganda, therefore, appear to have made a significant impact on attitudes and 

behavior trends (39). 

 

A national survey in Tanzania revealed (n=752, 1994) that during the two years of follow-up, 

the proportion of men who had more than one partner during the month preceding the 

interview declined from 22.3% to 12.2%. During the first half of the study period, annual HIV 

incidence was 1.77 per 100 PYO (59). 

 

2.3 CONDOM USE 

 

The results of those few studies conducted in some countries indicate mostly an increase in 

condom use rate. A case study by UNAIDS in Uganda (1998) reported that between 1989 and 

1995, the proportion of sexually active people claiming to use condoms increased 

significantly. Ever use of condom rose from 15% to 55% for men, and from 6% to 39% for 

women (42). 
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In 1985 a large cohort of CSWs were recruited from a lower socioeconomic area of Nairobi 

for a study of STIs. At the start of the project 61% of these CSWs (10) were infected with 

HIV. Before the program started 10%, 9% and 7% of groups’ 1, 2 and 3 women, respectively, 

reported occasional use of condoms. By 1986, 80%, 70%, and 58% of groups 1, 2, and 3 

women, respectively, reported at least some condom use.  Twenty of 28 women who were 

non-condom users seroconverted compared to 23 of 50 women reported some use of 

condoms. 

 

In a study among college students in Addis Ababa (n=1214), prevalence of condom use was 

low among the students, 17.9% of the sexually active respondents reported that they always 

used condoms, where as the highest proportion 66% reported that they did not use condom at 

all (41). 

 

The proportion of high-school students reporting condom use in Addis Ababa increased from 

6.6% in1990 to 27.7% in 1993.Thirty four percent of college students in Addis Ababa 

reported condom use in 1993. In Gondar the proportion increased from 24.0% to 45.9% 

between 1990 and 1996. A survey done by G/Kidan K. and Bekele A. (1995) on condom use 

rate among college students in Gondar was found out to be 48% (61). Similar study 

performed by Petros B. et al. (1997) in Addis Ababa among college students revealed a 

condom use rate of 17.9% (41). 
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In a general population survey (n=6685, 1993), condom use in their most recent sexual 

intercourse with a non-regular partner was reported by 47.9% of men and 47.1% of women 

(40). 

 

In a recent study by Worku A. et al. (1999) at Gondar College of medical sciences, among 

383 students 215(56.1%) were sexually active. Among the sexually active students, 43.2% of 

the students have ever used condoms. However, consistent condom use was reported only by 

6.4% of the respondents. The condom utilization pattern is significantly higher among the 

health officer students. This could be explained by the fact that health officer students have a 

longer exposure to clinical practice before joining the college. The usual finding is that rarely 

does knowledge correlate with practice (57). 

 

In a study among male Wonji factory workers (n=262, in 1997) and estate workers (n=484), 

7% of estate workers and 31% of Wonji factory workers reported ever use of condom (33). 

In a longitudinal community-based closed cohort study in Uganda, from surveys conducted 

during 1987 (n=1990), 1992 (n=1204), and 1994(n=984), reported condom use ever increased 

from 3.9% in 1987 to 10.1 in 1992 and 27.2% in 1994. In females, reported use of condoms 

increased from 1.2% in 1987 to 18.2% in 1994, while in males it increased from 6.9% to 

35.3% over the same period (58). 

 

In India there has been a 60% increase in the incidence of HIV infection between 1993 and 

1994 alone. After an intervention in Calcutta in 1993, study results indicated an increase of 
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regular condom use from 1.1% to 47%, and percentage of people reporting that they often use 

condoms increased from 3% to 68% (44). 

 

WHO reported (51) that, in Brazil the proportion of young men using condoms the first time 

they had sex rose from 5% in 1986 to 50% in 1999; in Uganda the proportion of teenage girls 

who had ever used a condom tripled between 1994 and 1997; in Thailand, fewer young men 

are visiting sex workers and condom use has increased (51,62).  In the same report it is stated 

that in Zambia, especially in urban areas, sexual activity has decreased, condom use has 

increased, and the age at which sexual activity starts has risen. As a result, the proportion of 

pregnant women under 20 who were HIV-positive had fallen from 27% in 1993 to 17% by 

1998 (51,63). 

 

2.4. KNOWLEDGE ABOUT AIDS AND STIs 

 

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 or cannot be transmitted. 

 

According to the reports of Demographic and Health Survey of 2000 in Ethiopia, 85% of 

women and 96% of men have heard about HIV/AIDS. More than 75% of women and 90% of 

men believe, there is a way to avoid getting AIDS. In the report, 37% of women and 55% of 

men believe that healthy-looking persons can have the AIDS virus and 52% of women and 
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72% of men recognized maternal to child transmission. Knowledge on maternal to child 

transmission showed that 25% of women and 33% of men were aware of vertical transmission 

during pregnancy. It was only 2% of the participants of the survey who have been tested for 

HIV before. In the survey 37% of women and 19% of men have no knowledge of STI. More 

than 50% of men and 22% of women mentioned at least two symptoms of STI (66). 

 

In a study among college students in Addis Ababa (n=1214), results indicated that their level 

of knowledge is relatively high. The majority of students did not believe in the various 

misconceptions as risk factors for AIDS transmission. Various media were thought to be 

source of information: most of the students (68.8%) heard about HIV/AIDS over the radio, 

TV (56.2%), newspapers and magazines (45%), were also reported to be the common sources 

of information about the disease (43). Among Gondar Freshman college students more than 

half of them had had sex with CSWs and more than 23% of the general student population 

also had similar experience (41). 

 

In a study among high school students, the sources of information were radio (33.6%), 

newspapers (22.4%), medical institution or personnel (18.9%), and TV (16.4%). In general, 

the result showed the respondents’ knowledge to be somewhat modest (about 50%). A 

substantial proportion of the respondents have a common misconception that HIV is 

transmitted by a mosquito bite (79.3%) and by wearing clothes of HIV infected person 

(37.1%) and 44% of them believed that AIDS can be cured if diagnosed early. Majority of 
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them (93.1%) know that a person can catch AIDS by having sex with someone who has the 

virus, that the chances of becoming infected with HIV virus are reduced by having sex with 

only one faithful partner (86.2%) and that the risk is increased by having many sexual 

partners (87.9%)(56). 

 

In a general population survey (n=6885, 1993), 98% of men but 92% of women had heard 

about AIDS (40).A study in high school students in South Africa, the overall knowledge was 

reported to be adequate. However, there was considerable inaccuracy regarding AIDS 

transmission myths or how it can’t be transmitted. For example, 45% of Whites and 38% of 

the Black students reported that one could get HIV from donating blood and more than 30% 

Asians and 22% Black students felt that HIV infection could be spread by being bitten by 

mosquitoes. But on HIV transmission their knowledge was better. More than 90% reported 

that sexual intercourse without using condom was the main route of transmission for HIV 

infection (64). 

 

A national survey in Tanzania revealed (1994, n=752) that, 99% of urban men had heard 

about AIDS, 90% knew of ways to avoid AIDS, 89% knew that a healthy-looking person can 

have AIDS, and 63% knew a person with AIDS (59). 

 

In a study among high school teachers and students (teachers=46, students=416) results 

showed, high score of AIDS-related knowledge regarding transmission (2.9 out of 3) and 



    
    

17 
 

 
 
 

 

general knowledge (5 out of 7), among the sample. The frequency of misconceptions about 

AIDS is very high and females tend to exhibit a higher frequency of misconceptions. Students 

of both sexes, enrolled in science track, have shown a high frequency AIDS-related 

misconceptions, hence, the need for the inclusion of health education on AIDS issues in the 

curricula of schools (34). 

 

A pilot-project in Ethiopia among high school students of Addis Ababa and Debre-Berhan 

(67) revealed, a substantially greater gain in AIDS knowledge for students in pilot-project as 

compared with students from the control group. Almost all students answered “yes” to the 

question on whether they supported sexual intercourse with a single partner (96% study 

group, 93% controls); knowledge of condoms rose from 35% to 92% in the pilot-project 

students and from 39% to 59% in the control students; knowledge of the condom’s ability to 

protect against AIDS rose from 24% to 78% among pilot-project students but only from 31% 

to 45% among controls. In a general population survey (n=6885, 1993), 98% of men but 92% 

of women had heard about AIDS (40). 

 

In a study in Ethiopia UNAIDS (1998) reported that, the proportion of people citing two 

acceptable ways of protection from HIV was 94.1% for males and 83.8% for females. 

 

Using a self-administered questionnaire (n=250), Prince and others investigated level of 

knowledge in Ohio adolescents. Although between half and three-fourths of these high school 

junior and senior students knew about certain characteristics of AIDS (immune suppressive 



    
    

18 
 

 
 
 

 

syndrome, new disease, no cure), they were not able to correctly identify all risk groups, nor 

did they understand transmission. Overall, students who performed best nonetheless answered 

only 47% of the questions correctly. Sources of information used by the students 

demonstrated that those using magazines were the best informed, with TV and newspapers 

ranking second and third, respectively. Perceived vulnerability was assessed by asking 

students if they were worried about getting AIDS; only 27% indicated that this was the case 

(43). 

 

In San Fracisco, Diclemnte and others evaluated knowledge, belief regarding personal 

vulnerability, and perceived need for AIDS instruction in high schools. While 92.4% 

recognized “having sex with someone” and 81.1% identified “sharing a needle with a drug 

user” as modes of transmission, almost one-fourth believed that shaking hands with someone 

could give you AIDS. Only 60% of the students knew that using a condom during sex could 

help prevent AIDS. These students appear to be concerned about AIDS; 78.7% reported that 

they were afraid of getting AIDS. Conversely, when students were asked if they felt they were 

less likely than most people to get AIDS, 50% of the students agreed (43). 

 

Strunin and Hingson’s survey (43) in Massachusetts indicated that 96% of adolescents had 

heard of AIDS. Twenty-three percent believed that someone with AIDS should not be 

allowed to attend school because of the potential for transmission. With regard to perception 

of risk, 54% of the respondents were not at all worried that they might contract AIDS, and 

61% did not think it at all likely that they would get AIDS in their lifetime. In Scotland, FGD 
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research methods were used to assess knowledge and attitudes toward AIDS as part of the 

development of a public information leaflet (44). Participants correctly saw AIDS as STI that 

could also be transmitted through blood contact. Respondents were also able to correctly 

identify homosexual men and intravenous drug users as groups at higher-risk (43). 

 

In the Haitian study, subjects strongly favored mandatory HIV testing, and the majority had 

positive attitudes and beliefs towards the promotion of condoms. More than one half said that 

they were afraid they might get AIDS (60).   

 

2.5. ATTITUDES TOWARDS AIDS 

 

In a pilot project in Ethiopia (1994) among high school students in Addis Ababa and Debre-

Berhan (67), it was reported that the percentage of students who expressed readiness to play 

with students who were HIV-positive rose from about 29% to 40% in the control and 

experimental groups, respectively. At post-test, members of the experimental group were 

favorably changed in terms of their readiness to care for an HIV-infected friend (35% versus 

15% in the control group), to disagree that people with AIDS were “bad people” (27% 

compared with 16% in the control group), and to accept people with AIDS as their teachers 

(26% compared with 12%). 

 

The project also had a considerable effect on student attitudes to sexual behavior and it was 

reported that pilot-project students at post-test were more likely to support abstinence (24% 
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more pilot-project students, compared with 10% fewer controls); resist pressure for sex (20% 

more pilot-project students, compared with 2% fewer controls); agree that having sex with 

only one reliable partner reduces the chances of contracting AIDS (12% more pilot-project 

students, compared with 2% fewer controls). 

 

There is a growing consensus on the need to assess the trend of changes in sexual behavior 

among population subgroups to better understand the progression of HIV/AIDS epidemic. 

Serial data on the population of students who use condoms are available for Addis Ababa and 

Gondar only. As described by Kebede D. et al. in Ethiopia, the available data are not adequate 

to the level of infection in the general population especially in the rural part of Ethiopia. The 

major recommendations forwarded were to conduct a serial behavioral survey, which 

identifies high-risk behavior with its determinant factors in wide groups of population by 

standard methods (37).  

 

A pilot-project in Ethiopia among high school students of Addis Ababa and Debre-Berhan 

(67), revealed a substantially greater gain in AIDS knowledge for students in pilot-project as 

compared with students from the control group. Almost all students answered “yes” to the 

question on whether they supported sexual intercourse with a single partner (96% study 

group, 93% controls); knowledge of condoms rose from 35% to 92% in the pilot-project 

students and from 39% to 59% in the control students; knowledge of the condom’s ability to 

protect against AIDS rose from 24% to 78% among pilot-project students but only from 31% 

to 45% among controls. 
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2.6. KNOWLEDGE ON VACCINES AND WILLINGNESS TO PARTICIPATE IN 

HIV VACCINE TRIAL 

 

Behavior change in the field of human sexuality is possible, but may require intense 

intervention that may be practical or affordable in all risk settings (68). 

 

The HIV/AIDS pandemic is characterized by unique biological, social and geographical 

factors that, among other things, affect the balance of risks and benefits for individuals and 

communities who participate in HIV development activities (30). 

 

The most effective treatment for slowing HIV-related disease progression, antiretroviral 

medication, is complicated to administer, requires close medical monitoring, and is extremely 

costly, and can cause significant adverse effects. Because of this, antiretroviral medication is 

not readily available to the vast majority of people affected by HIV/AIDS. These are people 

living in developing countries and in marginalized communities in developed countries. There 

is, therefore, an ethical imperative to seek as urgently as possible, a globally effective and 

accessible vaccine to complement other prevention strategies (69). 

 

 There is, accordingly, a growing consensus that the development of a safe and effective 

vaccine against HIV represents the world’s most urgent public health priority. Unfortunately, 

it has taken much longer to develop such a vaccine than most scientists anticipated back in 

1983-84, when research on HIV began in earnest. HIV is one of the most genetically variant 
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and rapidly evolving viruses researchers have ever encountered. This phenomenon and the 

possible existence of genetic, environmental, or nutritional cofactors for infection that may 

vary from country to country require that phase III trials be conducted both in industrialized 

and developing nations. Therefore, there is no question whether phase III trials should take 

place in developing countries; rather, one has to identify the ethical behavioral, and social 

issues that surround vaccine testing in developing countries and attempt to outline procedures 

to maximize the trial’s quality, acceptability to the host nation and ethical conduct (70). The 

virus exists in two types: HIV-1 and HIV-2, the more virulent, exists in as many as ten 

subtypes. The genetic make–up of HIV-1’s sub-types differs a great deal- inter-subtype 

variation is 20 to 30% - while genetic differences within a subtype can differ up to 15%. 

 

As if these variations did not pose enough of a challenge to scientists` understanding, HIV 

differs from person to person by roughly 5% variation of the viral genetic code. This means 

that by the time the virus has replicated sufficiently to be clinically detectable in a person’s 

blood, it has created so many different versions of itself that the person’s immune system is 

facing more than one million slightly different viruses. This degree of genetic diversity has 

done little to nurture hope among researchers for a one-vaccine-fits-all solution to controlling 

HIV. However, researchers investigating the virus’s genetic code do know that many areas of 

the code are conserved or shared across subtypes (12). There are candidate vaccines designed 

and moving to a testing phase. However, as with any vaccine, their effectiveness in the 

laboratory is only the first step; they must also be effective when used in humans (12). 
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 Safety and immunogenecity of vaccines is established in phase I human trials as a necessary 

prelude to expand study phase II and beyond. Subunit proteins, synthetic peptides, and live, 

recombinant vaccinia expressing the HIV envelope have been tested so far in uninfected 

seronegative volunteers (20-25 subjects).  Six varieties of envelope sub-units have been 

tested, in addition to the HIVAC-le vaccinia vector alone or in combination with a boost with 

insect cell gp160. All vaccines have been safe and well tolerated (30). However, in 

preparation for HIV vaccine trials, data on population sub-groups’ knowledge about vaccine 

is required (31), and their willingness to participate in an HIV vaccine efficacy trial (32) is a 

prerequisite. 

 

A safe, highly effective, and affordable preventive vaccine offers the best long-term hope to 

control the pandemic, especially in less-developed countries. However, we must not expect 

that a vaccine will completely replace other HIV-1 preventive interventions, especially if the 

first generation of vaccines have only modest protective efficacy. These vaccines would need 

to be delivered as part of comprehensive HIV-1 prevention packages, including other health 

promotion and behavioral interventions. Moreover, the availability of even a modestly 

effective vaccine could reinvigorate social behavioral interventions, which may have to be 

redesigned around future vaccine delivery programs, with strong community participation 

(71,72,73). 

 

It is recognized that vaccines are among the most cost effective health intervention, 

unfortunately, few people seem to appreciate the intense research needed for the development 
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of vaccines, including multiple clinical trials. The same lack of understanding seems to exist 

among many international agencies, donors, and foundations, since they have been hesitant to 

adopt HIV-1 vaccine development as one of their priorities. Financial support is required not 

only to develop new vaccine candidates, but also to strengthen appropriate infrastructures in 

less developed countries where many vaccine trials will be carried out, and where future 

effective vaccines will have to be used as a matter of urgency. 

 

The priority for making an HIV-1 vaccine widely available in the future lies in trying to 

develop such a vaccine through preclinical research, product development, and clinical trials 

today. This research process will not be easy, nor will it be fast, and it will require intense 

international commitment, collaboration and coordination (72,73). 

 

2.6.1. The challenge 

 

The three major scientific challenges for HIV vaccine development are: 

 1. The immunological correlates of HIV/AIDS protection are not known. A major stumbling 

block for the rational development of HIV vaccines has been the lack of information on the 

immunological correlates of protection against HIV/AIDS. With most of vaccine preventable 

diseases, naturally occurring (or vaccine induced) immune responses correlate with protection 

against infection or diseases. In contrast, even though most people infected with HIV 

developed a broad range of immune responses against the virus, these responses neither 

eliminate the infection nor prevention progression to AIDS. Ongoing HIV vaccine 
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development strategies are targeted at the two major types of immune responses, humeral and 

cell-mediated immunity, and include strategies to induce both of them. 

 

2. The genetic variability of HIV. Genetic analysis of HIV strains isolated from different parts 

of the world has revealed that several HIV genes exhibit extensive sequence heterogeneity, 

particularly in the gene coding for the viral envelope proteins, gp120 and gp41 (both these 

envelope proteins are expressed at a gp160 precursor that is subsequently cleaved into gp120 

and gp41)(10,23,53). This heterogeneity has been used to classify HIV-1 group M (or 

“Major”) which in turn, is divided into at least nine genetic subtypes (A-J). These subtypes 

have distinct geographic spread. Viruses from different subtypes can also recombine among 

themselves, generating unique and circulating recombinant forms (CRFs). 

 

3. The lack of good animal models. Several experimental HIV vaccines have induced 

different degrees of protection in primate models, including chimpanzees challenged with 

HIV or monkey challenged with the analogous Simian Immuno-deficiency virus (SIV). The 

existing studies that are beginning to be generated have shown that some of the vaccines now 

seem to protect some monkeys against some strains of SIV (17). It is unclear whether the 

animal results will be predictive of vaccine-induced protection in humans such information 

will only result from human trials (72). 

 

Vaccine research is a long process that begins with basic research to identify potential 

immune correlates of protection, designs of appropriate immunogens, or vaccine concepts, 
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and obtains safety, immunogenecity, and protection data in animals. The next step is to 

translate promising vaccine concepts into candidate vaccines that are appropriate for clinical 

evaluation in human volunteers (71,73). 

 

The first-generation HIV candidate vaccines were based on the envelope proteins of HIV, 

especially gp120. These vaccines, which are designed to induce the production of neutralizing 

antibodies, may have the limitation that the gp120 protein is the most variable component of 

the virus. Second-generation candidate vaccines are being designed to induce cell-mediated 

immunity, using either live vectors (such as vaccinia, canarypox, and others) or “naked” DNA 

that codes for different HIV genes. These vector vaccines are probably the most promising 

approach we currently have (74). Third-generation vaccines, based on regulatory non-

structural proteins of HIV, such as Tat (a transactivator of HIV gene expression) and Nef (a 

multifunctional myristilated protein), are also emerging. Some immunization protocols use a 

combination of two different vaccines to induce broader and/or stronger anti-HIV immune 

responses. Many of these experimental vaccines and their combinations are being tested in 

primate models, with different degrees of success, and it is expected that several will 

eventually move to clinical trials in humans, a long process with several phases 

(31,12,51,71,72,73). 

 

Phase I trials are conducted with a small number of volunteers, usually from 20 to 50, to 

obtain initial information on the immunogenecity and safety of the candidate vaccine. 

Phase II trials usually involve several hundred volunteers and are to obtain additional 
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immunogenecity and safety data, as well as information about different populations, vaccine 

doses, etc. 

 

Phase III trials are large-scale trials to assess the efficacy of the candidate vaccine for 

preventing infection or disease. Phase III trials usually involve thousands of healthy 

volunteers at a relatively high-risk of HIV infection. For statistical reasons, the number of 

volunteers participating in a phase III trial depends largely on the frequency of HIV infections 

in the study populations: the higher the HIV incidence, the lower the number of volunteers 

required in the trial. In a typical phase III trial, a total of approximately 5000 volunteers 

would be required if the incidence of HIV infection in the population is 1.5% per year. Half of 

the volunteers would receive the experimental vaccine and the other half, a control injection 

(a placebo or unrelated vaccine).  For ethical reasons, all trial participants should receive 

counseling and other risk-reduction interventions. Hopefully, these actions will decrease the 

baseline incidence of HIV infections in the study population, an effect that should be 

considered when estimating the trial sample size. To avoid experimental bias, neither the 

volunteers nor the investigators should know who is receiving the control injection (it should 

be a “double-blind, placebo-controlled” trial). 

 

 The study population is usually followed for three years, after which the code is broken and 

the number of HIV infections in the control group is compared with that in volunteers 

receiving the vaccine, from which the vaccine efficacy can be estimated. For example, if the 

number of infections in the vaccine group is ten times less than in the control population, 
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vaccine efficacy would be 90%. Phase III trials are long and complex and in the most 

optimistic scenario it takes 6-9 years between phase I trials and the results of a phase III 

efficacy trial (12,51,73). 

 

The first phase I trial of an HIV candidate vaccine trial was conducted in the USA in 1987, 

using a gp160 candidate vaccine. Subsequently, more than 30 HIV candidate vaccines have 

been tested in 60 phase I or phase II trials, involving more than 10,000 healthy volunteers. 

Most of the trials have been conducted in the USA and Europe, although some have also been 

conducted (or are being conducted) in developing countries, including Brazil, China, Cuba, 

Haiti, Kenya, Thailand, Trinidad, and Tobago, and Uganda. Trials in developing countries are 

important for several reasons. First, most infections occur in such countries, where an 

effective vaccine would eventually be used and be most beneficial. Second, to produce valid 

and timely results, phase III efficacy trials need to be conducted in populations with high 

incidence of HIV infections. Third, the genetic and antigenic variability of HIV may 

necessitate testing candidate vaccines in different areas of the world. Finally, it may be 

necessary to evaluate how different routes and/or cofactors for HIV transmission influence 

vaccine protection (31,51,73). 

 

The first phase III trial of HIV candidate vaccine began in June 1998 in the USA (with “sites” 

in Canada and the Netherlands), using a bivalent BB (i.e. based on two different subtype B 

strains ) gp120 candidate vaccine (VaxGen, Brisbane, CA, USA). This candidate vaccine is 

being tested in 5400 human volunteers; the majority of whom are homosexually active men. 
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The second phase III trial, started in March 1999 in Thailand, is designed to assess a bivalent 

BEgp120 candidate vaccine in 2500 volunteers recruited among recovering injecting drug 

users in Bangkok. Results from these trials will be available within the next 1-2 years and 

offer the first opportunity of having an HIV vaccine. Trials have also been done in several less 

developed countries. 

 

A phase III trial is being planned by the US National Institute of Health, to be initiated in 

several countries in the Americas early in 2003. This will assess the efficacy of a prime-boost 

regime, combining a canarypox-HIV vector (Arentis Pasteur, Lyon, France) and gp120. Both 

vaccines are based on HIV subtype B, the most prevalent in the region. A similar prime-boost 

phase III trial using candidate vaccines based on the HIV subtype E of the virus is also being 

planned in Thailand. Efficacy results from these trials will be available around 2006 at the 

earliest, and would represent a second chance of identifying an effective vaccine 

(51,72,71,73) 

 

Since the early 1990s, a number of data-based studies on willingness to participate in HIV 

vaccine efficacy trials have appeared. These include assessments on: Injecting drug users 

(IDUs) in Bangkok (Thailand); Gay men and bisexual men in three US cities (San Francisco, 

Denver and Chicago); Gay men and homosexual men in New York City; IUDs in 

Philadelphia; IDUs in Baltimore; IDUs, men who make sex with men (MSM), and women at 

increased risk for HIV in the US (75) and female CSWs, men attending STI clinics, and 

military conscripts previously enrolled in longitudinal cohorts in Thailand. 
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In the assessment conducted among diverse groups in northern Thailand, 25% of participants 

were willing to participate in a vaccine efficacy trial. The assessment among diverse groups in 

the U.S. found a similar proportion (27%) of participants willing to participate and people 

who had previously participated in HIV vaccine trial feasibility studies were significantly less 

likely to be willing to participate in an actual trial. In contrast, the assessment among IDUs in 

Bangkok found 51% were willing to participate at baseline. In the three-city assessment 

among gay and bisexual men in the US 37% of participants stated they were willing to 

participate in a vaccine efficacy trial at baseline. Use of the measurement scale among gay 

and bisexual men in New York City found 68% willingness to participate. Comprehension 

(knowledge) was high at baseline and improved at one week follow up among IDUs receiving 

in-depth information in a group setting on a potential gp120 trial in Bangkok, Thailand (75). 

 

In a study among 262 male Wonji factory workers and estate workers 484 in 1997, the 

proportion of individuals who agreed to participate in the pilot study was higher in estate 

workers than in Wonji factory workers (83% versus 64%). However, in pilot study 

participants, the acceptability of a long-term research project on HIV/AIDS was very high for 

both groups (98% and 99% in estate and factory workers, respectively). Irrespective of their 

willingness to participate in future long-term study on HIV/AIDS, individuals were asked 

about their concerns in the study procedure. Estate workers mentioned more often than 

factory workers, the fear of blood drawing, embarrassment in answering questionnaire and 

lack of incentives to join the study as their main concerns associated with their possible 

participation in the cohort study (33). 
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In the case of HIV vaccine trials, it is important to ensure that participants do not put 

themselves at an increased risk of infection because they believe that participation in a 

vaccine study confers protection against infection. Such concerns are justified in light of 

findings from studies evaluating decisions to enroll in HIV vaccine studies among gay men in 

the United States, injecting drug users in the US, heterosexual men and women in Kenya (76) 

and in SanFracisco, male soldiers in Uganda and CSWs at STI clinics in Thailand. In each of 

these studies, a small proportion of the respondents indicated that they would either continue 

or potentially increase risky behaviors if enrolled in a vaccine study. In contrast, however, 

vaccine trials in Thailand and the US reported no increases in an actual trial demonstrating 

that it is possible to conduct trials without exposing the participants to risk (82). 

 

 

Given the potential importance of an HIV vaccine, even an unproven one, to high-risk 

persons, it is clearly crucial that understandings about trials and willingness to participate 

(WTP) be carefully evaluated before implementing vaccine trials. 

 

In a cross-sectional study of vaccine knowledge and WTP in a phase III HIV vaccine trial in 

four cohorts in Thailand, Cenletano et al. (82) report that only 25% of the participants were 

willing to 

participate, even though most indicated that an approved, effective vaccine would be 

important to them personally. The primary reasons for not wishing to participate are concerns 

about safety of the vaccines, and fears of being coerced to participate. A small proportion of 
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participants reported that they would be less likely to use condoms if enrolled in a vaccine 

study. WTP remained high throughout follow-up. At baseline 79% were WTP and 17% were 

unwilling. Of those who completed 24 months follow-up, 24% of those who initially were 

willing became unwilling and 54% of those unwilling at baseline were willing. Initially, the 

most frequently stated reason for not being willing to participate in a trial was fear of side 

effects 28% (82).  

 

It is clear that preparation for an AIDS vaccine trial must begin far in advance of the actual 

trial and must include more persons than those targeted for recruitment. It is urged that every 

vaccine trial include preliminary data collection on vaccine trials attitude and understanding 

and that trials be required to create a vaccine educational program tailored to the information 

needs of that population. 

 

In a study for Medical eligibility (1995) of IDUs in phase I/II trials, 171 of the volunteers who 

answered the attitude questions, 91% felt that successful development of an HIV vaccine was 

possible. If an effective vaccine were to become available, 81% said they would be willing to 

receive a vaccination (77).  

 

Approximately one-quarter of the interviewed PAVE (Preparedness for AIDS Vaccine 

Evaluation) participants indicated they would definitely join an AIDS vaccine trial if asked to 

do so. The principal barriers were concerns about the safety of the vaccine (61% of military 

cohorts and 32% of civilians), fear of acquiring AIDS through vaccination (21%). WTP rated 
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from 38% among female CSWs to 52% among current conscripts. The majority of 

participants (88-97%) were aware of vaccines or AIDS vaccine, although sizeable minorities 

were not knowledgeable (82).  

 

There are very limited studies done in Africa on knowledge and willingness to participate in 

HIV vaccine trials and none in Ethiopia. Identification of a site suitable for a long-term cohort 

study on HIV/AIDS trend in sexual behavior and vaccine trial is a crucial task. In as much as 

natural history study starts from sero-conversion, the target population should consist of HIV 

negative individuals; a substantial HIV epidemic should be occurring to enroll sufficient 

number of sero-converters; the population should be stable; and finally, the project must be 

acceptable to the community in the chosen site. 

 

 Therefore, the main objective of the present study was to assess knowledge, attitudes, risk 

behaviors on HIV/AIDS and knowledge about and willingness to participate in an HIV 

vaccine trial, among high school teachers in Addis Ababa. 
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1. RATIONALE OF THE STUDY 

 

In every generalized epidemic to date, the overwhelming risk factor for HIV infection has 

been unprotected sex with a partner of opposite sex. In this context, it is necessary that 

surveys concentrate their resources not only on the general population, but also on subsets of 

the general population, which may be missed in household surveys. 

 

High school teachers constitute one such group. Teachers are the key to the future course of 

the epidemic. They are an essential focus for disseminating prevention messages in every 

sexual health program. Since most infections are occurring in young people, trying to bring 

about modest changes in behavior by inculcating the correct information will have a 

significant impact on the epidemic.  

 

Ideally behaviors should be measured separately for male and female teachers. Due to very 

small number of female teachers, it will not be possible to have separate samples for each sex 

category.The study was restricted to high school teachers because this group constitutes one 

of the most active groups in the society and is an important source of health knowledge 

acquired by students. Teachers have paternal, educational and advisory role to their students 

and hence, by the virtue of their profession have very frequent contacts with students. 

 

They are leaders of HIV/AIDS clubs in all the high schools and this makes them the 

appropriate persons for the dissemination of any information regarding AIDS. They are also 
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prominent figures in the community in their residential areas and are most of the time decision 

makers. Whatever they do in the school, in the community and at their home; be it a risk 

behavior or otherwise; is reflected in the students that they teach, in the community they live 

with and in their families (34). 

 

The prevalence of high-risk sexual practices related to HIV transmission or practices against 

its spread is not known for high school teachers in Addis Ababa. No information is available 

either concerning the high school teacher’s knowledge, practice and attitudes towards HIV/ 

AIDS, nor is there any information available with regards to their knowledge and willingness 

to participate in an HIV vaccine trial. The seroprevalence of HIV infection among the general 

population of Addis Ababa city is estimated to be 16.8% (3). 

 

Addis Ababa is the capital city of Ethiopia. This city is undergoing a rapid urbanization 

process with a large influx of people coming from different parts of the country to work, and 

from abroad as tourists. The city, in addition to being by itself a tourism area, also serves as a 

transit for tourists heading for the different tourist sites located throughout the nation, and for 

a number of heavy truck drivers and their assistants. There are also quite a huge number of 

CSWs residing in the city. It seems legitimate to postulate that these factors must have 

contributed to the introduction and spread of HIV in the city, and are likely to continue doing 

so in the future. Addis Ababa was selected as the study area because it is the only city where 

one can get such a high number of high school teachers to satisfy the chosen sample size. 
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4. OBJECTIVES 

 

4.1. General objective: 

 

     To assess sexual behavior of high school teachers and their knowledge and willingness to 

participate in a possible HIV vaccine trial. 

 

4.2. Specific objectives: 

 

1. To assess knowledge, attitude and risk behavior on HIV/AIDS in high school teachers 

of Addis Ababa. 

2. To describe the extent of condom use among high school teachers. 

3. To describe the level of knowledge on HIV vaccine and willingness to participate in a 

possible vaccine trial among high school teachers in Addis Ababa. 

4. To identify the factors associated with willingness to participate in vaccine trial. 



    
    

37 
 

 
 
 

 

 

5. OPERATIONAL DEFINITIONS OF TERMS 

 

Sexual intercourse Sexual activity that refers to penetration of the penis in the 

vagina or anus. 

Regular partner This refers to a sexual partner either spouse or one who lives in 

together within the last 12 months. 

Commercial sexual partner Either male or female who had sex with any opposite sex in 

exchange for money. 

Non-regular partner Partner that the respondents are not married to and have never 

lived with and didn’t pay. 

Vaccine  Any preparation intended for active immunological   prophylaxis.             

                                                       . 

WTP                                    Willingness to participate in a vaccine trial 

                                                  

Placebo     An (inert) inactive substance or preparation 
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6. RESEARCH METHODOLOGY 

 

6.1. Study design- Cross-sectional survey 

6.2. Study area and population 

 

6.2.1. Geographic Background of Addis Ababa: The study was conducted in Addis Ababa, 

which is the capital city of Ethiopia. It is geographically located at the center of the country 

and has an area of 540 square kms. The altitude of the city ranges between 2000 and 3000 

meters above sea level. Addis Ababa is also the economic and social center of Ethiopia. A 

large proportion of the country’s large and medium scale industries, health and social services 

are found in the city. Administratively the city is divided into six Zones, 28 Woredas (Sub-

districts) and 328 Kebeles (smallest administrative units). All of the country’s ethnic groups 

are represented in Addis Ababa, the Amhara, Gurage, Oromo and Tigrai accounting for 90%. 

The population of Addis Ababa is 2,432,426 (CSA, 1990 E.C); with a population growth rate 

of near 3.79% per year (81) and the population in the age group of 15-49 years is 

1,262,059(CSA, 1990 E.C). Crude birth rate is about 15.7/1000 populations and crude death 

rate is 7.5/1000 populations. Infant mortality rate is 78/1000 live births and child mortality 

rate is 108/1000 children of less than five years. Maternal mortality ratio is 556/100000 live 

births. Life expectancy at birth is 60.3 and 56.6 years for females and for males, respectively.  

Much of the population growth in the city still stems from migration from the countryside and 

smaller urban areas.  Unemployment is high and incomes are low.  The city is characterized 

by substandard housing conditions, inadequate health services and poor sanitation. Over 87% 
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of the population has attended school by 1994.  The presence of large numbers of commercial 

sex workers aggravates the spread of HIV and other sexually transmitted diseases (81). 

 The study population is high school teachers who are government employees and teaching in 

Addis Ababa. The study was conducted from January 10 –30, 2002. 

 

6.3. Sampling and Survey Procedures 

 

6.3.1. Sample size determination 

 

The formula of the difference between proportions was used to determine the sample size. 

                 

                                  2 P (1-P)Z1-α       +        P1 (1-P1)+P2 (1-P2)Z1-β              
2 

    n= D 

                                                      ∆2 

Where: 

D= design effect; 

P1= the estimated proportion of condom use at the time of the first survey (1993); 

P2 = the proportion of condom use at the time of this survey such that the quantity (P2-P1) is 

the size of the magnitude of change that is desired to be detected; 

P= (P1+P2)/2; 

∆2= (P2-P1)2 

Z1-α= the z-score corresponding to the degree of confidence with which it is desired to be 
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certain of detecting a change of size (P2-P1) if one actually occurred. 

α= 0.05 ( Z1-α=1.65)  β=0.20  (Z1-β=0.84) 

To determine the necessary sample size since no KAP study on high school teachers has been 

performed yet in Ethiopia, we have assumed college students as being equally knowledgeable 

as high school teachers and the prevalence of condom use in college students was considered. 

This was reported to be 33% (37) in 1993 and 48% (61) in 1995 among college students in 

Gondar, and 18% (41) among college students in Addis Ababa in 1997. Taking the average, 

condom use rate became 34%. Assuming this value to increase to 50% by the year 2001, P2 

was taken to be 50%. The design effect is estimated at 2 because of the cluster design used to 

sample the target group with 95% confidence of certainty (alpha=0.05). The level of precision 

is set at 0.05. 

 

Application of the above formula yields a sample size of 322. However, allowing for the fact 

that not all high school teachers will use condoms, and recognizing that several of the 

indicators concern only the sub-sample who have used condoms in the past 12 months, the 

sample size have been doubled to 644. This is based on the estimate that 50% of the high 

school teachers have used condoms. In addition to compensate for non-response, the sample 

size has been increased to 800 under the assumption that non-response will be approximately 

25%. (Non–response includes refusal, failure to complete a questionnaire, etc.). 

 

The sampling frame for selection of high school teachers was obtained from the Regional 

Education Bureau. A list of schools and the number of teachers was used as the first level 
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sampling frame. 

 

There were a total of twenty-five registered governmental high schools with a total of 2273 

teachers working in Addis Ababa at the time of the study. All the 24 schools (except the 

school which was used for pretest) were used in this study with a total of 2234 teachers. At 

the next level we used a random sampling procedure to select thirty-four eligible teachers 

aged 15-49 years from each school and attain the required sample size. 

 

Upon arrival in the schools, the supervisors and principal investigator contacted the 

authorities to inform them of the presence of the study team and to introduce the data 

collectors. Data collectors distributed standardized and structured self-administered 

questionnaires. 

 

The following inclusion criteria were used: Teachers who are government employees, 

working in public schools and within the age group of 15-49 years. 

 

6.3.2. Data collection tools and procedures 

 

A standard questionnaire that was designed by Family Health International for Behavioral 

Surveillance Survey (BSS) was used to collect information on high-risk behavior for HIV-1 

transmission among the study participants. The Vaccine Trial Preparedness Component of the 

questionnaire was adapted from different literatures reviewed pertinent to the topic (33, 34, 
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35, 36, 37, 38, 82). The questionnaires were self- administered. The questionnaires consist of 

different variables such as socio-demographic variables, knowledge on HIV vaccine and 

vaccine trial, willingness to participate in HIV vaccine trial, condom use, sex with non-regular 

partners, coitus before the age of fifteen years…etc. The questionnaires were distributed to the 

teachers after a brief explanation on the objective and need of the study by the principal 

investigator. 

 

6.3.3. Independent and outcome variables 

 

1. Independent 

� Socio demographic variables: -sex, age, marital status, religion, occupation, income, 

educational status and ethnicity. 

 

2. Dependent 

� Willingness (for vaccine trial) 

� Prevalence of high-risk sexual behaviors (i.e. condom use, sex with non-

regular partners, coitus before the age of 15 years...etc) 

� Knowledge regarding vaccine trial 

� Attitude regarding vaccine trial 

� Perception regarding vaccine trial 
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6.3.4. Pre-testing the questionnaire 

 

 The questionnaire was pre-tested in non-randomly selected high school teachers of Tikur 

Anbassa Comprehensive Secondary School, which was not included in the main study. 

During the pre-testing, the questionnaire was assessed for its clarity, understandability, 

completeness and reliability. The sensitivity of the subject matter and pattern of response 

were also assessed. This group was not included in the study. Modifications and omissions 

were made in some of the ambiguous questions. The pre-test also helped to identify that the 

teachers need some days before they return the filled questionnaires and gave us a clue 

regarding the high non-response rate (20%). 

 

The questionnaire can be self-administered because in a pilot study done among high school 

students, there were similar findings for interviewers and self-administered questionnaires.    

 

6.3.5. Data quality assurance 

 

The survey questionnaire was translated from English to Amharic and back translated to 

English by two different individuals who have very good language ability of both the 

languages to ensure that the two languages were comparable. Training of data collectors, daily 

supervision by the principal investigator and pre-test has been performed.  
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6.3.6. Training and supervision 

 

 Three days of training was given to enumerators, before data collection. Training was given 

by the principal investigator and supervisors. A training manual was used to acquaint the 

trainees with needed information so as to assure data quality. Three supervisors daily-

supervised the survey process at field. Everyday-completed questionnaire was checked for 

clarity, consistency and completeness. Data collected was checked daily both by the 

supervisors and the principal investigator for clarity of filling of questionnaire. 

 

6.3.7. Data processing and analysis 

 

After data collection was completed, the data was categorized and coded on the prepared 

coding sheet. Data was entered in the EPI-INFO version 6 statistical packages in the 

preformed template and cleaned using the same package by a professional data clerk in 

collaboration with the principal investigator. The analysis was done using EPI-INFO and in 

addition SPSS version 10 for window was used to do cross tabulations, test of associations, 

binary and logistic regressions, respectively. Most of the independent variables, different 

types of outcome variables are dichotomized and analyzed with chi-square test and odds ratio 

with 95% confidence interval. 
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6.3.8. Ethical considerations 

 

Before the study began, ethical clearance was obtained from the Ethical Committee of Addis 

Ababa University. Then an official letter from the Department of Community Health, AAU, 

was written to Addis Ababa Administration Education Bureau officials, from which a letter of 

cooperation to each high school was written. Informed consent from each respondent was 

obtained before data collection. Anyone who was not willing to participate in the study was 

excluded. Confidentiality was maintained by avoiding the labeling of names and by ensuring 

that the filled questionnaires were collected after being put in a separate cabinet where no one 

can see the respondent. 
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7. RESULTS 

 

7.1. Socio demographic characteristics 

Out of 800 randomly selected high school teachers, a total of 621 respondents participated in 

the study (a response rate of 77.6%: For non-respondents, no systematic differences were seen 

between the respondents and the non-respondents; i.e. in terms of age and sex; in this survey). 

At the time of the survey all high schools were undergoing their first semester examination 

which adds to the load of the respondents. This has contributed to the increased non-response 

rate because after a prolonged period of time the respondents claimed to have forgotten where 

they have put the questionnaire papers. The mean delay to return the filled questionnaire was 

one week ranging from four days to two weeks.  

 

The socio-demographic characteristics are presented in (Table 1). From the 621 participants, 

122 (19.6%) were females and 499 (80.4%) were males. The mean (SD) and median age for 

the study population were found to be 37.48 (7.9) and 40 years, respectively. Regarding their 

religion, the majority 79.4% of the participants were Orthodox Christians and 5.8% were 

Muslims. Three hundred forty three (55.2%) of the high school teachers were Amharas, 142 

(22.9%) were Oromos, 58 (9.3%) were Tigerayans and 46 (7.4%) were Garages. Very few of 

the respondents 34 (5.5%) used to drink alcohol daily and 162 (26.1%) of them weekly. Two 

hundred forty (38.6%) of them used to chew “chat”. In our survey 157 (25.3%) of the 

participants have traveled into different parts of the country and stayed away from home for 
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more than 30 days in the past 12 months (See table 1). 

 
Table 1. Socio-demographic characteristics of respondent high school teachers in Addis Ababa, 
January 2002. (n=621) 
 
Variable Number Percent
Sex 
      Male 499 80.4
      Female 122 19.6
Age 
     15-24 44 7.1
     25-34 173 27.9
     35-44 259 41.7
     45+ 145 23.3
Educational level 
     12th complete 26 4.2
     Diploma holder 181 29.1
     Degree holder 414 66.7
Religion 
     Orthodox Christian 493 79.4
     Other Christian 82 13.2
     Muslim 36 5.8
     Others 10 0.6
Ethnicity 
     Amhara 343 55.2
     Oromo 142 22.9
     Tigray 58 9.3
     Gurage 46 7.4
     Others 32 5.2
Income 
     Less than 600 69 11.1
    Greater and equal to 600 552 88.9
Alcohol intake 
     Daily 34 5.5
     Weekly 162 26.1
     Less than once a week 138 22.2
     Never 287 46.2
Khat intake 
     Yes 240 38.6
     No 381 61.4
Total number of years in Addis Ababa 
     Less than five years 100 16.1
     Greater and equal to five years 521 83.1
Away from home for more than one month in past one year  
     Yes 157 25.3
     No 464 74.7
 



    
    

48 
 

 
 
 

 

 

7.2. Marriage and Sexual History 

  

Marriage and sexual history for the respondents are depicted in table 2. As low as 13 years of 

age at first marriage was documented among the respondents. The mean (SD) age at first 

marriage was 26.71(6.45) years and the range was from 13 to 40 years. Very few (1.4%) of 

the married participants were living in polygamous marriage at the time of the survey. 

 

A total of 587 (94.5%) of the respondents ever had sexual intercourse. The mean (SD) age at 

first sexual intercourse was 18.74 (3.21) years. Five hundred and fifty eight (89.9%) had 

sexual intercourse in the last 12 months i.e. 441 (71%) had with regular partner, 164 (26.4%) 

sex in exchange with money and 249 (40.1%) with their non-regular non-commercial partner. 

Out of the 353 sexually active teachers in the age group of 15-19 years of age, 168 (47.5%) 

had sexual intercourse in the last 12 months. There was no statistically significant difference 

between males and females in the high school teachers in reporting sexual intercourse in the 

last 12 months (χ2 =3.5; p=0.169). Out of the total 621 respondents, 26.4% of them had sexual 

intercourse with commercial sex workers. 
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Table 2. Marriage, sexual history, number and type of partner for the respondent high school 
teachers in Addis Ababa, January 2002. (n=621) 
 
Variable Number Percent
Current marital status 
     Married 344 55.4
     Unmarried 277 44.6
Age at first marriage 
     Less than 15 years 2 0.6
     15-19 years 31 9.0
     Greater than 19 years 311 90.4
Ever had sexual intercourse 
     Yes 587 94.5
     No 34 5.5
Age at first sexual intercourse 
     Less than 15 years 15 2.6
     15-19 years 353 60.1
     Greater than 19 years 219 37.3
Had sexual intercourse in the last 12 months 
    Yes 524 89.3
    No 63 10.7
Regular partner in the last 12 months 
    None 162 29.0
    One 377 67.0
    Two and more 19 3.4
Sex in exchange for money in the last 12 months 
    None 411 73.6
    One and more 147 26.4
Non- regular non- commercial in the last 12 months 
    None 334 59.9
    One and more 
Non-regular non-commercial for more than 12 
months in last 12 months 
    None                                                            
    One  

224 
 
 

392 
156 

40.1 
 
 

                  70.2 
                  28.0

    Two and more 10 1.8
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7.3. Condom use 

 

 Among all the sexually active respondents (587), 404 (68.8%) have ever used condom in 

their lifetime. From 318 males 202 (63.7%) and from 86 females 31 (24.8%) have ever used 

condom. Ever use of condom was used as a dependent variable because it is similar to 

condom use rate.  

 

There was no statistically significant difference between males and females in ever use of 

condom with [OR = 0.66; 95% CI=0.37,1.12]. Condom use among the respondents with 

different partners is summarized in Table 3. From the 587 sexually active respondents in last 

12 months, it was 404 (68.8%) that have ever used condom. From the 437 respondents who 

had sexual intercourse with regular partners in last 12 months, 185 (45.8%) didn’t use 

condom during the last time of sexual intercourse with their regular partner. The most 

important reasons mentioned were; 49 (7.9%) did not think it was necessary, 118 (19.0%) had 

trusted their partners and 15 (2.4%) said it reduced their sexual pleasure.  

 

Out of the 164 respondents who had commercial partner in the last 12 months; 146 (89.0%) 

used condom during the last sexual episode with them. The majority (52.7%) of them used 

condom by joint decision and the rest by partner or by their own decision. Pattern of condom 
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use among respondents is summarized in table 3. 

Table 4 shows the frequency of condom use in relation to certain determinant factors. 

Participants who had non-regular non-commercial partners [OR=0.48; 95% CI=0.33,0.70] 

and visited CSWs [OR=0.41; 95% CI=0.26,0.64] were significantly less likely to use 

condoms. On the other hand participants who were Amhara by ethnicity  [OR=2.53; 95% 

CI=1.01,6.37] and ever had sexual intercourse [OR=28.93; 95 %CI=6.41,130.63] were 

significantly more likely to use condoms. 
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Table 3. Condom use and initiation among respondent high school teachers in Addis 
Ababa, Jan. 2002. (n=621) 
 
Variable           Number Percent
Ever used condom 
     Yes 404 68.8
     No 183 31.2
Condom use with regular partner last time 
     Yes 219 54.2
     No/Don’t know 185 45.8
Who initiated condom use during  
sex with regular partner 
     Either 97 44.3
     Both 122 55.7
     
Condom use with non-regular 
 non-commercial last time 
     Yes 209 51.7
     No /Don’t know 195 48.3
Who initiated condom use during sex 
    with non-regular non-commercial 
     Either 91 43.5
     Both 118 56.5
  
Condom use with CSW last time 
     Yes 146 36.1
     No /Don’t know 258 63.9
Who initiated condom use 
 during sex with CSW 
     Either 69 47.3
     Both 77 52.7
     
Condom use with non-regular non-commercial 
for more than 12 months last time 
     Yes 152 37.6
     No/Don’t know 252 62.4
Who initiated condom use during sex with 
 non-regular non-commercial for >12 months 
     Either 75 49.3
     Both 77 50.7
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Table 4. Factors associated with frequency of condom use ever among respondent high school 
teachers in Addis Ababa, January 2002.(n=621) 
 
Variable Ever use of condom (n=621) 

         Yes               No      Crude OR (95%CI)       Adjusted OR(95%CI) 
Sex 
    Male 318 181 1 1 
    Female   86   36 1.36(0.87,2.15) 1.61(0.99,2.62) 
Age 
    Greater and 
     equal to 25  

26 36 1 1 

Less than 25 (years)   378   181 0.35(0.19,0.61) 1.90(0.89,4.06) 
Marriage 
    Married 231 113 1 1 
    Unmarried 173 104 1.23(0.87,1.73) 0.75(0.50,1.12) 
Religion 
    Non-christian   27   19 1 1 
    Christian 377 198 0.75(0.39,1.46) 0.91(0.45,1.83) 
Educational level 
    Degree 121 86 1 1 
    Diploma 283   131 0.65(0.45,0.93) 0.68(0.44,1.03) 
Income 
    Less than 600 37 32 1 1 
    Greater and     equal 
to 600 

 
367

 
185

 
0.58(0.34,1.00) 

 
0.62(0.29,1.33) 

Ethnicity   
    Amhara 193  150  1.42(1.00,2.02) 2.53(1.01,6.37) 
    Non-Amhara 211 67   
    Oromo 93 49  0.98(0.64,1.47) 2.31(0.88,6.05) 
    Non-Oromo 311 168   
    Tigray 45 13  0.51(0.25,0.99) 1.15(0.38,3.50) 
     Non-Tigray 359 204   
    Gurage 13 33  2.81(1.40,5.93) 1.58(0.51,4.88) 
    Non-Gurage     302 273   
Exchanged sex for money  
in last 12 months 
    Yes 274 183 1 1 
    No 130 34 0.39(0.25,0.61) 0.41(0.26,0.64) 
Had sex with non-regular non- 
commercial in last 12 months     
    Yes 214 158 1 1 
    No 90 59 0.42(0.25,0.61) 0.48(0.33,0.70) 
Duration of residency 
    Yes 
    No  

 
75 

329

 
47 

170

 
 1   
 0.82(0.54,1.27) 
 

 
1 

0.92(0.57,1.49) 
Ever had sex 
    Yes 
    No  

 
402 

2

 
185 

32

 
1 

34.77(8.67,301.07) 

 
1 

28.93(6.41,130.63) 
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7.4. Knowledge on STIs and HIV /AIDS 

 

All of the respondents have heard about the different types of sexually transmitted diseases.  

More than half of them  (64.7%) did mention most of the important symptoms in women 

(lower abdominal pain, genital discharge, ulcer and swelling around the genitalia, itching 

around the genitalia and pain during urination). Respondents who correctly mentioned all the 

important symptoms of STIs such as ulcer, swelling in the genitalia, pain and discharge from 

the urethra in men were 79.5%. 

 

Table 5 shows the modes of transmission and prevention of AIDS mentioned by the 621 

respondents. The disease HIV/AIDS is very well known to all of the respondents. 

About 40% of the respondents had knowledge on HIV/AIDS prevention and transmission. In 

the present survey to say an individual has adequate knowledge for HIV/AIDS prevention and 

transmission; he/she must know all of the following items: persistent condom use, sexual 

abstinence and having faithful uninfected partner are ways of prevention of transmission. It 

was found that 144 (23.2%) of the respondents had some form of misconception on the 

transmission of HIV (See table 5). 

 

Very few of the respondents mentioned that they were offended by some of the 

questionnaires. 
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Table 5. Modes of transmission and prevention of AIDS mentioned by respondent high 
school teachers  in Addis Ababa,  January 2002. (n=621)  
Variable                                                 Yes___ 

                          Number                                           
Percent 

 
Mode of transmission 
 
      From infected mother to fetus 581 93.6
 
      From infected mother to child 
      by     
      breast milk feeding 

444 71.5

 
      Getting injections with needle   
      used by someone else 596 96.0
 
      Being bitten by mosquitoes 43 6.9
 
      Eating together with AIDS      
      patients 22 3.5
 
 
 
Mode of prevention 
 
     Sex only with one uninfected     
     faithful partner 588 94.7
 
     Abstinence from sex 539 86.8
 
     Using condom during sexual  
     intercourse 
 

280 45.1

 
 

 

 

 



    
    

56 
 

 
 
 

 

 



    
    

57 
 

 
 
 

 

7.5. Perceived susceptibility 

 

Participants perception of themselves as being susceptible to the virus was assessed by asking 

the question “ Do you feel at risk of acquiring HIV infection as a result of current /past high-

risk behaviors?” A total of 137 (27.1%) respondents were aware of being engaged in high-risk 

practices, which may expose them in acquiring the disease.  

 

Being female [OR= 1.71; 95% CI=1.03,2.86], being Amhara [OR=2.70; 95% CI=1.27,5.75], 

being Oromo [OR=2.75; 95% CI=1.22,6.23] and being Tigrayan [OR=2.64; 95% 

CI=1.03,6.79] made them feel more at risk in multivariate analysis but individuals who had 

positive attitude to VCT [OR=0.56; 95% CI=0.36,0.89] felt themselves at less risk in 

multivariate analysis (See table 6).  
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Table 6. Determinants of perceived susceptibility to HIV/AIDS among respondent high school 
teachers  in Addis Ababa, January 2002. (n=621)  

 
Variables  Perceived susceptibility for HIV/AIDS (n=621) 

   Yes    No         Crude OR (95%CI)     Adjusted OR (95%CI) 
Sex     
    Male 146 353 1 1 
    Female 22 100 1.88(1.12,3.26) 1.71(1.03,2.86) 
Age 
    Greater and equal to 25 146 271 1 1 
    Less than 25 22 40 0.64(0.36,1.18) 1.90(0.89,4.06) 
Marriage 
    Married 86 258 1 1 
    Unmarried 82 195 0.79(0.55,1.15) 0.75(0.50,1.12) 
Religion 
    Non-christian 7 39 1 1 
    Christian 161 414 0.46(0.17,1.07) 0.91(0.45,1.83) 
Educational level 
    Degree 110 214 1 1 
    Diploma 58 149 1.34(0.94,1.90) 0.68(0.44,1.03) 
Income 
    Less than 600 21 48 1 1 
    Greater and equal to 600 147 405 1.22(0.71,2.09) 1.62(0.75,3.49) 
Ethnicity    
   
    Amhara 

 
 91 

 
252 

 
1.06(0.73,1.54) 

 
2.70(1.27,5.75) 

    Non-Amhara   77 201   
    Oromo   34 108 1.23(0.79,1.97) 2.75(1.22,6.23) 
    Non-Oromo  134  345   
    Tigray   15   43 23.08(10.19,52.95) 2.64(1.03,6.79) 
    Non-Tigray 153  410   
    Gurage  12   34 1.05(0.52,2.30) 2.67(1.00,7.14) 
    Non-Gurage 156   419   
Exchanged sex for money  
in last 12 months 
   Yes 49 115 1 1 
    No 119 338 0.88(0.61,1.28) 2.67(1.00,7.14) 
Ever had sex  
    Yes 161 426 1 1 
    No 7 27 1.61(0.75,3.47) 0.49(0.19,1.28) 
Duration of residency 
   Yes 134 36 1 1 
    No 34 88 0.62(0.28,1.33) 0.97(0.61,1.56) 
Have correct HIV knowledge 
    Yes 146 403 1 1 
    No 22 50 0.82(0.47,1.48) 0.90(0.51,1.58) 
Reject all misconceptions  
    Yes 128 349 1 1 
    No 40 104 0.95(0.62,1.49) 1.03(0.66,1.60) 
Attitude for VCT 
   Yes 128 384 1 1 
   No 40 69 0.57(0.36,0.92) 0.56(0.36,0.89) 
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7.6. Vaccine knowledge and willingness to participate in HIV vaccine trial 

 

Knowledge of the participants regarding vaccines in general was very high with 98.6% of  

them correctly responding that a vaccine is for protection (See table 7). 

A total of 315(50.7%) of the respondents were willing to participate in a possible future HIV 

vaccine trial. The average age of those willing to participants was 37.5 years. Willingness to 

participate was examined in more detail by asking study subjects about their willingness as 

related to specific trial conditions. The most commonly stated reason for willingness was test 

of blood for HIV, 58.1% of those who were willing to participate.  

 

    

Bivariate and multivariate associations were examined between willingness to participate and 

demographic variables. Those who were previously vaccinated [OR=0.27; 95%CI=0.10,0.73] 

and those who feel that vaccine is protective [OR=0.25; 95%CI=0.09,0.73] were more likely 

to be non-willing to participate. On the other hand, those who perceive that vaccine is 

important [OR=4.05; 95% CI=1.39,11.77] and those who want a test for HIV [OR= 18.77; 

95% CI=12.03,29.29] were more likely to be willing to participate  (See table 8). 
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Table 7. Knowledge of vaccines, attitude towards HIV vaccine and willingness to 
participate (WTP) on possible HIV vaccine trial among respondent high school teachers of 
Addis Ababa, January 2002. (n=621) 
 
 
Variable                                                                                

                                                               
                              ___  Yes _____        
                         Number      Percent 

Ever been vaccinated against any disease 
 

     587   94.5         

Generally feel vaccines are important for good health 
 
 

591  95.2 

Willing to participate in possible HIV vaccine trial 
 
 

315  50.7 

Not willing to participate in possible HIV vaccine trial 
 
 

306  49.3 

Still willing to participate even if blood is tested every 
few  
months and the results are told 
 
 

246  78.1 

Still willing to participate even if there is a need to 
behave safely or protect oneself from AIDS 
 
 

298
  
       94.6 

Aware that vaccines are for preventing infection 
 
 

612  98.6 

Think that vaccines can cure disease 
 
 

63  10.1 

Aware that both children and adults can receive vaccines 
 
 

551  88.7 

Heard of a study on a vaccine to prevent HIV/AIDS 
 
 

447  72.0 

Think that AIDS vaccine is for HIV infected people 
 
 

174  28.4 

Think that AIDS vaccine is for healthy people 
 
 

306  49.3 

Assume that if one participates in AIDS vaccine study; 
she/he may be considered as having the disease  223

  
        35.9 
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Table 8. Factors associated with willingness to participate in possible HIV vaccine trial among 
respondent high school teachers in Addis Ababa, January 2002.(n=621)  

Variables Willingness (n=621) 
    Yes      No         Crude OR (95%CI)     Adjusted OR(95%CI) 

Sex   
    Male 246 253 1 1 
    Female   69   53 1.34(0.88,2.04) 1.04(0.62,1.74) 
Age 
    Greater and equal to 25 288 271 1 1 
    Less than 25   27   35 0.73(0.41,1.27) 1.34(0.59,3.07) 
Marriage 
    Married 180 164 1 1 
    Unmarried 135 142 0.87(0.62,1.20) 1.09(0.70,1.71) 
Religion 
    Non-christian   19   27 1 1 
    Christian 296 279 1.51(0.79,2.94) 0.73(0.34,1.60) 
Educational level 
    Degree 200 214 1 1 
    Diploma 115   92 1.34(0.94,1.90) 1.08(0.66,1.76) 
Income 
    Less than 600 38 31 1 1 
    Greater and equal to 600 277 275           1.22(0.71,2.09) 0.52(0.22,1.21) 
Ethnicity 
    Amhara 176 167 0.95(0.68,1.32)       0.99(0.37,2.66) 
    Non-Amhara 139 139   
    Oromo 76  66 0.86(0.58,1.28) 1.13(0.40,3.16) 
    Non-Oromo 239 240   
    Tigray 39 19 0.47(0.25,0.86) 0.57(0.18,1.82) 
    Non-Tigray 276 287   
    Gurage 13 33 2.81(1.40,5.93) 2.63(0.78,8.88) 
    Non-Gurage 302 273   
Exchanged sex for money  
in last 12 months 
   Yes 87 77 1 1 
    No 228 229 1.13(0.78,1.65) 1.05(0.66,1.66) 
Ever been vaccinated for any dis.  
    Yes 294 293 1 1 
    No 21 13 1.61(0.75,3.47) 0.27(0.10,0.73) 
Perceived importance of vaccine 

    No   21   13 1 1 
    Yes 294 293 0.62(0.28,1.33) 4.05(1.39,11.77) 
May get protection  
from HIV infection 
    No    5    4 1 1 
    Yes 310 302 0.82(0.16,3.86) 0.25(0.09,0.72) 
May get tested for HIV 
   Yes    41 219 1 1 
   No 274   87 16.8(10.95,26.01) 18.77(12.03,29.29) 
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8. DISCUSSION 

 

The most challenging nature of HIV/AIDS is that its transmission is through sexual contact, a 

behavior that is relatively difficult for modification. Nevertheless, in designing preventive 

measures through behavior modification are implemented among population at-risk. For such 

intervention specific program is very crucial. Knowledge of the prevalent high-risk and 

preventive sexual behaviors is very important. Since HIV/AIDS prevention cannot be 

effective unless all sexually active persons consistently engage in safer sexual practices, it 

follows that efforts to intervene should take place as quickly as possible.  

 

Those who are urged to modify their behavior experience the psychosocial burdens of threat, 

uncertainty, and stigmatization. Control strategies should involve modification rather than 

elimination of risk-related behaviors. Thus, “safer sex” guidelines have been developed which 

urge homosexuals and heterosexuals potentially at risk for transmission of HIV, to avoid the 

exchange of bodily fluids, particularly semen, during sexual activities. The consistent and 

careful use of well-designed condoms is recommended (43).   

 

In the context of HIV/AIDS, the ultimate aim of risk vulnerability reduction is to enable 

people exert control over their own risk by a process of individual and collective 

empowerment as well as to develop societal responses that create an environment in which 

safer and protective behavior can be practiced. Risk reduction strategies constitute the major 

approach being used in HIV/AIDS programs since their inception. Clearly, enough evidence 
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exists to show that many such efforts do work and merit strengthening. Successes in HIV 

prevention using the risk-reduction model have been documented over the past few years. 

These include programs that focus on condom use, VCT services, provision of information, 

needle and syringe exchange programs, provision of STI diagnostic and treatment services, 

and prevention of mother-to-child transmission (43). Preventing HIV is thought to be 

achievable, because HIV is transmitted through the behavior 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 behaviors (45,46,47). 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 behaviors (49). 

 

       In the present study, human behavior that predisposes people to acquire and transmit the 

virus was assessed among a sample of urban high school teachers. Knowledge on vaccines 

and willingness to participate on possible future HIV vaccine trial was also assessed among 

this population subgroup. Use of standard and structured questionnaire, training and pretesting 

the instrument make the results internally valid. Taking a large sample size from the general 

population will make the findings valid for external generalizability to the population of 

teachers in Addis Ababa city. Study in Uganda used behavioral survey as an evidence to 

prove the reduction of HIV/AIDS prevalence during the past couples of years as a result of 

change in high-risk human behaviors gained some years earlier by strong social mobilization 



    
    

64 
 

 
 
 

 

and prevention campaign (40,46). For effective prevention and handling of the epidemic, 

definitive and concrete knowledge on various ways of viral transmission and rejecting 

prevalent misconception is crucial.   

 

      It appears that knowledge about AIDS may be important but not sufficient by itself to change 

behaviors. Although it is obvious that the prevention of HIV transmission is dependent upon 

the alteration of behavior, most would agree that appropriate knowledge and attitudes are 

prerequisites for such change. Nonetheless, there is little actual evidence that an individual’s 

knowledge and attitudes towards AIDS significantly shape his or her behavior (44,64). 

Eventhuogh, in the final stage, it is the individual who decides to change his/her behavior, 

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. A study 

across a range of cultures has shown that good AIDS education among adolescents does not 

lead to increased sexual activity, but on the contrary delays the age of first sexual intercourse. 

It has also been confirmed that when the same adolescents become sexually active, they tend 

to avoid sexual risk behavior (65). 

 

      Assessment of high-risk behaviors in Ethiopia was initiated as early as 1990s (26,27,28). High 

score especially in some mode of viral transmission was documented which showed some 

successful achievement especially in raising awareness in the high school teachers (26,27,28). 

In this study, respondents were found to commence their sexual experience at early age. The 

age at which sexual intercourse was started was as low as thirteen years.  Different studies 



    
    

65 
 

 
 
 

 

that are done among different subgroups of population in different parts of the country have 

shown that there is an early start of sexual intercourse. In Addis Ababa, high school teachers 

had first sex between the ages of 14-16 years. In Gondar, 40.2% of the college students have 

been reported to have had previous sexual experience at the mean age of 17 years and other 

studies among high school students from the different parts of the country indicated mean age 

at first sexual intercourse to range from 15.3 to 16.5 years (55). A general survey done at 

Addis Ababa, Bahir Dar, Awassa and Dire Dawa revealed that the age at first sexual 

intercourse to be 17-18 years (40). Surveys from a number of African countries also 

documented that there are early sexual initiation (55). 

 

The attitudes of people towards AIDS need to be understood, as one of the factors that 

influence people’s behaviors. 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 behavior. 

 

The correct and consistent use of condoms during sexual intercourse is a relatively cheap and 

effective measure to protect oneself from HIV infection. The findings of this study indicate 

that the prevalence of condom use is high, with 69.9% of the sexually experienced 

participants reporting having ever used condoms. 

 

Condom use ever in relation to certain determinant factors showed the following results. 

Participants who were visitors of CSWs and had non-regular non-commercial partners were 
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significantly less likely to use condoms. On the other hand participants who were Amhara by 

ethnicity and those who had ever had sexual intercourse were more likely to use condoms. 

 

     The study at Gondar college students also reported high condom use rate especially among the 

health officer group (57). The results of the present study compare with that of Uganda, 

Zimbabwe and Nairobi; which were 55%, 78% and 80%, respectively (10,12,22). 

 

       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 CSWs, and having a past 

history or concurrent episodes of STIs. In order to direct a preventive intervention toward an 

appropriate target group, the prevalence and distribution of such high–risk behaviors among 

the population should be well understood. 

 

Abstinence from sex or a mutually faithful monogamous sexual relationship plays 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 could not stay with one partner faithfully (56). 

     The findings of the present study revealed that high-risk sexual practices associated with 

heterosexual transmission of HIV infection (sex with multiple sexual partners, sex with 

CSWs, etc.) are common among high school teachers in Addis Ababa city. Of the 587 
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sexually experienced participants, 75.1% had experienced sex with regular partners, 26.4% 

had engaged with CSWs and 40.1% had sex with non-regular and non-commercial partners in 

the last one year. The same high rates of sexual intercourse with high-risk groups were 

reported in a recent study of Gondar college students especially among the health officers 

group and in study done at Jimma (52,57).   

 

      Adequate knowledge on viral transmission and prevention is believed to be the key factor in 

fighting the epidemic. In our survey teachers’ awareness in the use of condom as a protective 

measure for HIV transmission was low and misconception such as mosquito bite as a vehicle 

for viral transmission was common. These findings are consistent with similar studies done in 

Ethiopia; at Dire Dawa, Awassa, and Bahir Dar and Addis Ababa  (39,43). 

 

      Perceived susceptibility is another most important factor for effective intervention. This is 

because; people who perceive themselves as susceptible for the disease might change their 

behavior earlier. A study carried out among Danish men showed that a significantly higher 

proportion of men who perceived themselves at risk for HIV infection changed their sexual 

practices than those who did not report risk factors (45). In a study among Ohio high school 

students, perceived vulnerability was as low as that of this study (27%). In this study, 27.1% 

of the respondents overall perceived themselves being at risk. Being female, being Amhara, 

Oromo or Tigrayan made them feel more at risk however, individuals who had positive 

attitude to VCT felt at a lesser risk.  
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Perhaps the most attractive strategy for a successful vaccine trial would be to enroll a 

community based population of sexually active persons who have similar incidence rates to 

the high-risk populations (78). If those at lower-risk are to be targeted for efficacy trials, 

community-based studies could be designed so that it would be helpful for planning 

intervention studies to allow targeting specific groups at high-risk for HIV-1 infection, such 

as STI clinic attendees (79). 

 

Our data agree with those of a previous study (32, 82), which showed a high knowledge about  

vaccines. Similarly, comprehension on vaccines was also high in the studies reported from  

Uganda, Thailand, and USA (31,32,75,82).  

 

 

      Baseline data for commencement of clinical HIV vaccine trials is mandatory. Overall, the 

findings of this study demonstrate that awareness of vaccine (88.7%-98.6%) and AIDS 

vaccine development efforts were common and complement behavior change. Approximately 

50.7% of subjects were willing to join a possible trial if they were asked. This result is 

consistent with the studies done in New York City, Uganda, Thailand and the United States of 

America (31,32,75,82). It is obvious that a number of preparatory steps must be taken prior to 

initiating such trials in Ethiopia (32,33,34). Most studies have demonstrated that subjects 

become willing because they believed that participation might protect them if the vaccine 

works.  In other words, it may be that they are motivated by the desire to be protected even if 
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they know that protection is not guaranteed (32,82).  

 

     Those who were previously vaccinated and those who feel that vaccine is protective have 

negative attitude towards willingness to participate. On the other hand, those who perceive 

that vaccine is important and those who want a test for HIV had positive attitude for 

willingness to participate. The findings of HIV test acting as an incentive for willingness to 

participate and had been ever vaccinated as a barrier were in congruence with other HIV 

vaccine trials like those of Uganda, Thailand and the United States of America 

(32,34,35,75,82).            

 

 

 

 

 

 

 

 

9. Strength of the study 

 

� The study assessed behavioral determinants/risk factors for HIV infection using a 

standardized and structured questionnaire that can be used for trend analysis in the 
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future. 

� The vaccine preparedness component of the study can serve as a baseline data. 

� To tackle confounders logistic regression was used in analyzing the data. 

 

 10.  Limitations of the study 

 

� Measuring issues of sexual behavior is very difficult because of social desirability 

bias. 

� The study is not representative because it was not done in the general population.  

� Qualitative methods were not used. 

� Some of the questionnaires were offending to a very few of the respondents.  
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11. Conclusion and Recommendations 

In order to reduce the sexual transmission of HIV, consistent and correct use of condoms along 

with a relationship with only one faithful partner is a necessity. This was concluded because of  

the low condom use rate found on this study (68.8%). However, the best option is the availability  

of cheap, effective and safe HIV vaccines. 

The present behavioral survey showed that there is a high-risk behavior among the respondents as 

manifested by having high number of non-regular non-commercial partners and commercial 

partners. Perceived susceptibility rate was found to be low. Although knowledge on vaccines was 

relatively high, willingness to participate in a possible future vaccine trial was not high enough. 

All these findings, coupled with the lower knowledge score of HIV/AIDS, signify a potentially 

high-risk situation for the spread of the disease. 

 

Based on the findings of the study the following recommendations are made: 

1) It appears that educational institutions are underutilized as a means of dissemination of 

information concerning AIDS. Therefore, strengthening the involvement of teachers in the    

       AIDS prevention activities are an urgent task.    

2) Behavioral cross-sectional surveys in the general population for tracking changes in sexual 

behavior should be periodically done.  

3) Developing countries should establish their own national AIDS vaccine plans and initiatives. 

4) Possible vaccine trials should include a vaccine educational program tailored to the 

information needs of that population.  
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FAMILY HEALTH INTERNATIONAL (FHI) 

HIV/AIDS/STD BEHAVIORAL SURVEILLANCE SURVEYS (BSS)  
FOR USE WITH ADULT TARGET GROUPS AGED 15-49 HIGH SCHOOL TEACHERS 

 
001  QUESTIONNAIRE IDENTIFICATION NUMBER   |___|___|___| 
 
002  CITY        Addis Ababa  
 
003  REGION   Addis Ababa 
004  SITE__       Addis Ababa  
Introduction:  “I’m working for the Department of Community health, AAU. We’re 
interviewing people here in [name of the school] in order to find out about people's 
HIV/AIDS and STD related knowledge, attitude, risk behavior and practice and also their 
knowledge on HIV vaccine and willingness to participate in HIV vaccine trial. The purpose of 
the study is to generate information necessary for the planning of appropriate interventions 
and to track on behaviors that are associated with HIV. Therefore; your honest and genuine 
participation by responding to the questions prepared is highly appreciated and credited in the 
national campaigns to the control of HIV/AIDS.  Have you been interviewed in the past few 
weeks [or other appropriate time period] for this study? IF THE RESPONDENT HAS 
BEEN INTERVIEWED DURING THIS ROUND OF BSS, DO NOT INTERVIEW 
THIS PERSON AGAIN.  Tell them you cannot interview them a second time, thank them, 
and end the interview.  If they have not been interviewed before, continue: 
 
Confidentiality and consent:  “I’m going to ask you some very personal questions that some 
people find difficult to answer.  Your answers are completely confidential.  Your name will 
not be written on this form, and will never be used in connection with any of the information 
you tell me.  You do not have to answer any questions that you do not want to answer, and 
you may end this interview at any time you want to.  However, your honest answers to these 
questions will help us better understand what people think, say and do about certain kinds of 
behaviors.  We would greatly appreciate your help in responding to this survey.  The survey 
will take about XX minutes to ask the questions.  Would you be willing to participate?” 
  1. Yes 
  2.  No          

___________________________________________________________ 
(Signature of interviewer certifying that informed consent has been given verbally by respondent) 

Interviewer visit 

 Visit 1 Visit 2 Visit 3 
Date    
Interviewer    
Result    
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Result codes: Completed 1; Respondent not available 2; Refused 3; Partially completed 4; 
Other 5. 
 
 
005  INTERVIEWER:  Code [____|____]    Name__________________________ 
 
006 DATE OF INTERVIEW:  __\ ____ \ _____ 
 
CHECKED BY SUPERVISOR:   Signature ____________________  Date  ___________ 
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      Section 1: Background characteristics 
 
No. Questions and filters Coding categories Skip to 

Q10
1 

RECORD SEX OF THE 
RESPONDENT 

MALE    1
FEMALE    2

 

 
Q10
2 

 
How old were you at your last 
birthday? 
 
 

AGE IN COMPLETED YEARS  
[__|__]

DON’T KNOW     88
NO RESPONSE     99 

 

 

 
Q10
3 

 
What is your religion? 
 
CIRCLE ONE 

ORTHODOX    1 
CATHOLIC   2 

PROTESTANT   3
MUSLIM    4

NO RELIGION   5
OTHERS 

(SPECIFY)_______________  
NO RESPONSE   99

 

Q10
4 

To which ethnic group do you 
belong? 
 

AMHARA 1
OROMO 2
TIGREAN 3
GURAGE 4
OTHERS 5
NO RESPONSE 99

 

Q10
5 

What is the highest level of school 
you completed? 

12th COMPLETE                                    
1 
DIPLOMA HOLDER                             
2 
DEGREE HOLDER                                
3 
OTHERS                                                 
4 

 

Q10
6 

How long have you lived here in 
Addis Ababa? 
(NAMEOFCOMMUNITY/TOW
N 
NEIGHBOURHOOD/VILLAGE) 

                        NUMBER OF YEARS  
[__|__] 
          RECORD 00 IF LESS THAN 1 
YEAR 
                                          DON`T 
KNOW  88  
                                          NO 
RESPONSE 99 

 

Q10
7 

How long have you worked in this 
school? 

                     # OF YEARS 
WORKED[__|__] 
                                         NO 
RESPONSE  99 
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Q108 

How much is your total family 
monthly income?  

Birr [...........]
DON’T KNOW   88

NO RESPONSE    99

 

 
Q10
9 

 
In the last 12 months have you 
been away from your home for 
more than one month altogether? 

YES    1
NO    2

DON’T KNOW   88
NO RESPONSE    99

 

 
Q110 

During the last 4 weeks have you 
drank alcohol?  
If yes, how often have you had 
drinks containing alcohol? 
(Alcohol includes like Tella, Tej, 
Arake, Beer)  Would you say 
…...READ OUT 
CIRCLE ONE 
 

Every day    1
At least once a week    2

Less than once a week   3
Never    4

DON’T KNOW   88
NO RESPONSE    99

 

 
Q111 

 
Some people have tried a range of 
different types of drugs. Which of 
the following, if any, have you 
tried?  
READ LIST  
 

 
KHAT  
SHISHA/GAYA 
HASHISH 
BENZENE 
MANDRAX 
COCAINE 
CRACK 

YES   NO   DK    NR 
   1       2       88      99 
   1       2       88      99 
   1       2       88      99 
   1       2       88      99 
   1       2       88      99 
   1       2       88      99 
   1       2       88      99 

 

Q112 Some people have tried injecting 
drugs using a syringe. Have you 
injected drugs in the last 12 
months? 
DRUGS INJECTED FOR 
MEDICAL PURPOSES OR 
TREATMENT OF AN 
ILLNESS DO NOT COUNT 
 

YES   1
NO    2

DON’T KNOW      88 
       NO RESPONSE   
99 

 

 
 

Section 2: Marriage and live-in partnerships 
 
 
No. Questions and filters Coding categories 

Q20
1 

 
Have you ever been married?

YES    1
NO    2

NO RESPONSE   99

 
→Q203 
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Q20
2 

 
How old were you when you 
first married? 

Age in years [__|__]
DON’T KNOW    88
NO RESPONSE    99

 
Q20
3 

 
Are you currently married or 
living with a man/woman 
with whom you have a 
sexual relationship? 

 
Currently married, living with 
spouse    

 
Currently married, living with 
other sexual partner    

 
Currently married, not living with 
spouse or any other sexual partner  
 
Not married, living with sexual 
partner  

 
Not married, not living with 
sexual partner 

  
NO RESPONSE 

 
1 
 
 
2 
 
 
3 
 
4 
 
 
5 
 

99  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Q204  
IF MARRIED: 
MEN: Do you have more 
than one wife? 
 
 

 
YES    1
 NO     2

NO RESPONSE    99

 

 
 

 Section 3: Sexual history: numbers and types of partners 
 

Now I would like to ask you some questions that may be difficult and too personal to answer. However, like 

I said in the beginning your answers to these questions are confidential and will not be linked to you in 

anyway. The questions that will follow will all be about your sexual activity and partners. 

No. Questions and filters Coding categories Skip to 
Q301 Some speak, as there are different types of 

sexual intercourse. What type of sexual 
intercourse do you know? 
 
CIRCLE 1 IF MENTIONED,  2 IF 
NOT MENTIONED 
 

Y     N
      1. Vaginal    1      2

2. Anal    1      2
3. Oral    1      2
DON’T KNOW 88 

NO RESPONSE    99
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Q302 Have you ever had sexual intercourse? 
[For the purpose of this survey,” sexual 
intercourse,” is defined as vaginal or 
anal sex]. 

                                            YES     1 
  NO    2 
                         NO RESPONSE    99  

 

Q303 At what age did you first have sexual 
intercourse? 
PROBE 

                     AGE IN YEARS 
[__|__] 
                             DON’T 
KNOW 88 
                            NO 
RESPONSE 99 

 

Q304 Have you had sexual intercourse in the last 12 
months? 

                                               
YES    1 

NO    2
                          NO 
RESPONSE    99 

 
 
 

Q305 For WOMEN: 
Think about the male sexual partners 
you’ve had in the last 12 months.   
 
For MEN: 
Think about the female sexual partners 
you’ve had in the last 12 months.   
 
How many were: 
 
- Your spouse(s) or live-in sexual 

partners (“regular” partners) 
 
-  Partners whom you paid to have sex 

with “Commercial” 
 
- Sexual partners that you are not 

married to and have never lived with 
and did not pay (“non-regular” 
partners) –DO NOT INCLUDE 
CURRENT SPOUSE(S) OR LIVE-IN 
SEXUAL PARTNERS) 

 
-  Sexual partner with whom you have 

had a relation for more than 12 
months, but is not your spouse or live-
in partner 

 

If the respondent have no 
regular, commercial, non-

regular sexual partners write 
‘00’

REGULAR  [__|__]
DON’T KNOW    88
NO RESPONSE    99

COMMERCIAL   [__|__]
DON’T KNOW    88
NO RESPONSE    99

NON-REGULAR  [__|__]
DON’T KNOW    88

                          NO 
RESPONSE    99 
 

 
 OTHER PARTNER  [__|__]

DON’T KNOW    88
                          NO 
RESPONSE    99 
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Section 4:  Male and female condoms 
 

No. Questions and Filters Coding categories  Skip to 
 

Q401 
 
Have you and a sexual partner ever 
used a condom? 
 
(The respondent may not have used a 
condom with partners in sections 4-6, 
but may have used a condom at some 
other time in the past.) 

 
YES 
NO 

DON’T KNOW 
NO RESPONSE 

 
1 
2 
88 
99 

 
   
 
 

 
Q402 

Do you know any place or person  
where you can obtain condoms? 

 
YES 
NO 

DON’T KNOW 
NO RESPONSE 

 
1 
2 
88 
99 

 

 
Q403 

 
Which places or persons do you 
know where you can obtain 
condoms? 
 
PROBE Any others? 
 
CIRCLE 1 IF MENTIONED, 2 IF 
NOT MENTIONED 
 

 
1. Shop 
2. Pharmacy 
3. Market 
4. Private clinic 
5. Health 
center/Hospital 
6. Family planning 
center 
7. Youth centers /clubs 
8. Bar/guest 
house/hotel 
9. Peer educator 
10. School 
11. Friend 
12. Family 
13. Street venders 
14. DKT 
15. Sex worker 
16.OTHER_________

____ 
99. NO RESPONSE 

Yes   
No 
  1     2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 

  1      2 
  1      2 
1 2 

  1      2 
  1      2 
  1      2 
  
 

 

  
FILTER: ASK Q404 FOR THOSE WHO SAY YES FOR Q302 
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Q404 
 
 
 
 

 

During the past 12 months, did you 
ever have sexual intercourse without 
using a condom with any commercial 
sexual partner or any other sexual 
partner who you have never lived 
with and are not married to? 

 
YES 
NO 

DON’T KNOW 
NO RESPONSE 

 
1 
2 
88 
99 

 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
Section 5: Vaccine Trial preparedness for participation 
 
I would like to ask you a few questions about vaccines so that we may understand what you 
know about how they work          
Vaccine knowledge and attitudes 
 
 

No. Questions and filters    Coding categories Skip to 
Q501 What do you think a vaccination 

(immunization) is? 
 
A. Protects from disease: 
 

 
 
      B.  Cures from disease: 

  
 
                   YES           1 
                   NO             2 
DON’T KNOW          88 
NO RESPONSE         99 
                   YES           1 
                     NO           2 
DON’T KNOW          88      
NO RESPONSE         99  
                                             

 



    
    

88 
 

 
 
 

 

Q 502 Please tell me whether you think the 
following statements are correct about 
vaccines in general 

a. Vaccines are important for good 
health 

b. Vaccines can cure disease 
c. Vaccines can prevent disease 
d. Vaccines help the body’s defense 

system 
e. Vaccines can cause reactions such as 

fever, soreness, or itching that can last 
for a few days 

f. Both children and adults can receive 
vaccines 

           
    Yes    No     DN     
NR                   
     1        2          8       
9   
     1        2          8       
9 
     1        2          8       
9   
     1        2          8       
9 
     
     1        2          8       
9  
     1        2          8       
9 

 

Q503 Have you ever been vaccinated?                     YES         1 
                     NO          2 
DON’T KNOW         88 
NO RESPONSE        
99  

 

Q504 Have you ever heard of a study that will test a 
vaccine to prevent AIDS? 
 
  

                   YES         1 
                    NO          2 
DON’T KNOW         88 
NO RESPONSE        99 

 

Q505 Do you think that an AIDS vaccine study 
would be for people who are HIV infected? 

                       YES     
1 
                        NO      
2 
     DON’T KNOW    
88 
    NO RESPONSE    
99 
 

 

Q506 Do you think that an AIDS vaccine study 
would be for people who are HIV uninfected? 

                       YES      
1 
                        NO       
2 
      DON’T KNOW    
88 
     NO RESPONSE    
99 

 



    
    

89 
 

 
 
 

 

Q507 If you were asked today to participate in a 
study to find out if a new test vaccine can 
prevent AIDS would you agree?  

                        YES      
1 
                         NO       
2 
   

 

Q508 If you participated in a test of a vaccine you 
would have your blood tested for HIV every 
few months and you would be told your 
results. Would you be willing to that? 

                       YES       
1 
                        NO        
2 
    DON’T KNOW       
88 
     NO RESPONSE     
99 

 

Q509 The vaccine injections you receive in the 
study might sometimes cause reactions such 
as fever, vomiting, etc . Would you be still 
willing to participate if the injections might 
cause any of the above reactions? 

 

                       YES        
1 
                        NO         
2 
    DON’T KNOW        
88 
     NO RESPONSE      
99 

 

Q510 Would you participate in a study of an AIDS 
vaccine if it means that you still needed to 
behave safely to protect yourself from getting 
AIDS? 

                       YES        
1 
                       NO         
2 
   DON’T KNOW         
88 
    NO RESPONSE       
99 

 

Q511 Do you think that if you participated in an 
AIDS vaccine study people will think that you 
have AIDS? 

                       YES        
1 
                         NO        
2 
    DON’T KNOW        
88 
   NO RESPONSE        
99 

 

 
 
   Section 6: Sexual history: regular partners 
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No. Questions and Filters Coding categories  Skip to 
 

Q601 
 
FILTER:   GO TO Q 305 
IF RESPONDENT HAD SEX 
WITH REGULAR PARTNER 
DURING PAST 12 MONTHS 
WITH REGULAR PARTNER 
CONTINUE TO Q 602 
                                                          ↓ 

IF RESPONDENT DID NOT 
HAVE SEX WITH REGULAR 
PARTNER DURING PAST 12 

MONTHS SKIP TO Q701  
 

 

 
 
 

[__]
→ 

 
 
 
ÆQ701 

Q602 Think about your most recent 
regular sexual partner.  How many 
days did you have sexual intercourse 
with this person over the last 30 
days? 
[REGULAR PARTNER 
INCLUDES SPOUSE OR LIVE-
IN SEXUAL PARTNER] 
*See definition for sexual 
intercourse  
                                   

                    Number of days 
[__|__] 
                   DON’T KNOW      
88 
                   NO RESPONSE     
99 

 
 

  

 
Q603 

The last time you had sex with a 
regular partner, did you and your 
partner use a condom? 
 
*See definition for regular partner 

                                         YES          
1 

                                           NO          
2 

                                   DON’T 
REMEMBER 88 

                                           NO 
RESPONSE  99 

 

 
ÆQ605 
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Section 7: Sexual history: commercial partners 
 
 

No. Questions and Filters Coding categories  Skip to 

Q604 Who suggested condom use that 
time? 
 
CIRCLE ONE 
 

Myself 
My partner 

Joint decision 
DON’T KNOW 
NO RESPONSE

1 
2 
3 
8 
9 

 
 

Q605  
Why didn’t you and your partner 
use a condom that time? 
 
 
 
CIRCLE 1 IF MENTIONED, 2 
IF NOT MENTIONED  

 
                               1.  Not 
available 

                             2. Too 
expensive 

           3. Not comfortable 
initiating 

                           4. Partner 
objected 

5. In a hurry 
6. Embarrassed to buy or ask 

for 
7. Used other contraceptive 

8. Didn’t think it was 
necessary 

9. Didn’t think of it 
10. Allergy/ Itching 

11. I don’t like it 
12. I trust my partner 

13. I was drank 
14. Don’t trust condom ass 

they transmit HIV 
15.  Due to lack of knowledge 

of applying condom 
16. Due to frequent breakage 

of condom 
17. It reduces my sexual 

pleasure 
18. Desire to conceive 

19. 
Other___________________ 

88. DON’T KNOW 
99. NO RESPONSE

Y     
N 
1      2 
1      2 
1      2 
1      2 
1      2 
1      2 
1      2 
1      2 
1  2 
1      2 
1      2 
1      2 
1      2 
 
1      2 
 
1      2 
 
1      2 
1      2 
1      2 
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Q701 

FILTER: GO TO Q305 
 
IF RESPONDENT HAD SEXUAL 
INTERCOURSE WITH A 
COMMERCIAL PARTNER IN LAST 
2 MONTHS CONTINUE TO Q 702↓     
             

 
 

IF RESPONDENT DID 
NOT HAVE SEXUAL 
INTERCOURSE WITH A 
COMMERCIAL PARTNER 
IN LAST 12 MONTHS GO 
TO Q801  

 
 
 

[__]
→ 

 
 
 
ÆQ801 

 
Q702 

 
The last time you had sex with a 
commercial partner, did you and your 
partner use a condom? 

 
YES 
NO 

  DON’T KNOW 
NO RESPONSE 

 
1 
2 
88 
99 

 
 
ÆQ704 

 
Q703 

 
Who suggested condom use that 
time? 
 
CIRCLE ONE 

 
Myself 

My partner 
Joint decision 

DON’T KNOW 
NO RESPONSE 

 
1 
2 
3 
88 
99 
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Q704 

 
Why didn’t you and your partner 
use a condom that time? 
 
 
 
CIRCLE 1 IF MENTIONED, 2 
IF NOT MENTIONED  

 
                               1.  Not 
available 

                             2. Too 
expensive 

           3. Not comfortable 
initiating 

                           4. Partner 
objected 

5. In a hurry 
6. Embarrassed to buy or ask 

for 
7. Used other contraceptive 

8. Didn’t think it was 
necessary 

9. Didn’t think of it 
10. Allergy/ Itching 

11. I don’t like it 
12. I trust my partner 

13. I was drank 
14. Don’t trust condom ass 

they transmit HIV 
15.  Due to lack of knowledge 

of applying condom 
16. Due to frequent breakage 

of condom 
17. It reduces my sexual 

pleasure 
18. Desire to conceive 

19. 
Other___________________ 

88. DON’T KNOW 
99. NO RESPONSE 

Y     
N 
1      
2 
1      2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
2  2 
1      
2 
1      
2 
1      
2 
1      2 
 
1      
2 
 
1      
2 
 
1      
2 
 
1      
2 
1      
2 
1      
2 
1      
2  
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Section 8: Sexual history: non-regular non-paying sexual partners 
 
 
 

 Questions and Filters Coding categories  Skip to 

 
Q801 

 
FILTER: GO TO Q305 
 
IF RESPONDENT HAD NON-
REGULAR NON-COMMERCIAL 
SEX PARTNER DURING LAST 
12 MONTHS CONTINUE TO 
Q802  
                                                             
↓ 

 
 
 

                               
 

 
 
 
 

 
 
 
 

Q802 Think about your most recent non-
regular, non-commercial sexual 
partner.  How many days did you 
have sexual intercourse with this 
person over the last 30 days? 

                Number of days        
|__|__| 
                 DON’T KNOW         
88 

               NO RESPONSE       
99                         

  

 
Q803 

 
The last time you had sex with non-
regular, non-commercial partner, did 
you and your partner use a condom? 

 
YES 
NO 

DON’T KNOW 
NO RESPONSE

 
1 
2 
88 
99 

 
 
ÆQ8
05 
 

 
Q804 

 
Who suggested condom use that 
time? 
 
CIRCLE ONE 
 

Myself 
My partner 

Joint decision 
DON’T KNOW 
NO RESPONSE

1 
2 
3 
88 
99 
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Q805 

 
Why didn’t you and your partner use 
a condom that time? 
 
 
CIRCLE 1 IF MENTIONED, 2 IF 
NOT MENTIONED 

 
                               1.  Not 
available 

                             2. Too 
expensive 

           3. Not comfortable 
initiating 

                           4. Partner 
objected 

5. In a hurry 
6. Embarrassed to buy or ask 

for 
7. Used other contraceptive 

8. Didn’t think it was 
necessary 

9. Didn’t think of it 
10. Allergy/ Itching 

11. I don’t like it 
12. I trust my partner 

13. I was drank 
14. Don’t trust condom ass 

they transmit HIV 
15.  Due to lack of knowledge 

of applying condom 
16. Due to frequent breakage 

of condom 
17. It reduces my sexual 

pleasure 
18. Desire to conceive 

19. 
Other___________________ 

88. DON’T KNOW 
99. NO RESPONSE

Y     
N 
1      
2 
1      2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      
2 
1      2 
 
1      
2 
 
1      
2 
 
1      
2 
 
1      
2 
1      
2 
1      
2 
1      
2 
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Section 9: Sexual history: Sexual partners with whom you have had a relation for more than 12 months, 
but is not your spouse or live-in partner  

  
No. Questions and Filters Coding categories  

 
Q901 

 
FILTER: GO TO Q305 
 
IF RESPONDENT HAD NON-
REGULAR NON-COMMERCIAL 
SEX PARTNER DURING LAST 
12 MONTHS CONTINUE TO 
Q902 ↓ 
                                                             

 
 

IF RESPONDENT DID NOT HAVE 
NON-REGULAR NON- COMMERCIAL 
SEX PARTNER DURING LAST 12 
MONTHS SKIP TO Q1001                            

 

 
 
 

→ 
Q907 

 
Q902 

 
Think about your most recent non-
regular, non-commercial sexual 
partner.  How many days did you 
have sexual intercourse with this 
person over the last 30 days? 

 
                    Number of days      

[__|__]       
 DON’T KNOW   88 
NO RESPONSE   99

 
 
 

 
Q903 

 
The last time you had sex with non-
regular, non-commercial partner, did 
you and your partner use a condom? 

 
YES   1 
NO   2 

DON’T KNOW   88 
NO RESPONSE   99

 
 

→ 
Q905 

→ 
Q907 

 
Q904 

 
Who suggested condom use that 
time? 
 
CIRCLE ONE 

 
Myself   1 

My partner   2 
Joint decision   3 
DON’T KNOW   88 

NO RESPONSE   99

 
→ 

Q906 
→Q90

6→ 
Q906 

→ 
Q906 

→ 
Q906 
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Q905  
Why didn’t you and your partner use 
a condom that time? 
 
CIRCLE 1 IF MENTIONED, 2 IF 
NOT MENTIONED 
 
 

                
1. Not available 

2. Too expensive 
3. Not comfortable initiating 

4. Partner objected 
5. Do not enjoy 

6. In a hurry 
7. Embarrassed to buy or ask 

for 
8. Used other contraceptive 

9. Didn’t think it was 
necessary 

10. Didn’t think of it 
11. Allergy/ Itching 

12. I don’t like it 
13. I trust my partner 

14. I was drunk 
15. Don’t trust condoms as they 

transmit HIV 
16. Due to lack of 

knowledge of applying 
condom  

17.  Due to frequent 
breakage of condom  

18. It reduces my sexual 
pleasure 

19. 
Other__________________

_ 
88. DON’T KNOW 
99. NO RESPONSE 

Y     N 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2 
1     2  
 
1     2 
 
1     2 
 
1     2 
1     2 
1     2 
1     2 
1     2 

Q906  
With what frequency did you and all 
of your non-regular, non-commercial 
partner(s) use a condom during the 
past 12 months? 
 
 

 
EVERY TIME 

ALMOST EVERY TIME 
SOMETIMES 

NEVER 
DON’T KNOW 
NO RESPONSE 

 
1 
2 
3 
4 
88 
99 
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Q907  (Ask of men):  
− We’ve just talked about your 

female sexual partners.  Have you 
ever had any male sexual 
partners? 

 
− Have you had sexual intercourse 

with any of your male partners in 
the past 12 months?  (Sexual 
intercourse defined as penetrative 
anal sex) 

 
− How many male partners have 

you had anal intercourse with in 
the last 12 months? 

 

YES    1
NO    2

NO RESPONSE    99

YES    1
NO    2

NO RESPONSE    99 

Male partners [__|__]
DON’T KNOW    88
NO RESPONSE    99

 
 
 
 
 

 
 
 
Section 10: STDs 
 
No. Questions and filters Coding categories Skip to 

 
Q100
1 

Have you ever heard of diseases 
that can be transmitted through 
sexual intercourse? 

YES     1
NO     2

NO RESPONSE     99

 
 



    
    

99 
 

 
 
 

 

 
Q100
2 

 
Can you describe any symptoms 
of STDs in women? …..       Any 
others? 
 
DO NOT READ OUT THE 
SYMPTOMS 
 
CIRCLE 1 FOR ALL 
MENTIONED. 
 
CIRCLE 2 FOR ALL NOT 
MENTIONED. 
 MORE THAN ONE ANSWER 
IS POSSIBLE. 
   

Yes   No

1. ABDOMINAL PAIN   1      2 

2. GENITAL DISCHARGE   1      2

3. FOUL SMELLING DISCHARGE 1  

2

4. BURNING PAIN ON URINATION 

1      2

5. GENITAL ULCERS/SORES 1      2

6. SWELLINGS IN GROIN AREA 1  

2

                                            7. 

ITCHING 1      2 

    8. OTHER 

______________________ 

   99 NO RESPONSE  

 

 
Q100
3 

Can you describe any symptoms 
of STDs in men? …..  Any 
others? 
  
DO NOT READ OUT THE 
SYMPTOMS 
 
CIRCLE 1 FOR ALL 
MENTIONED. 
 
CIRCLE 2 FOR ALL NOT 
MENTIONED.  
MORE THAN ONE ANSWER 
IS POSSIBLE 

Yes   No

1. GENITAL DISCHARGE   1      2

2. BURNING PAIN ON URINATION 

1      2

3. GENITAL ULCERS/SORES 1      2

4. SWELLINGS IN GROIN AREA 1  

2

   5. OTHER ____________________  

                   99. NO RESPONSE  

 

 
 
 
Section11:  Knowledge, opinions, and attitudes  
 

No. Questions and filters Coding categories Skip to 
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Q1101 

 
Have you ever heard of HIV or 
the disease called AIDS? 

 
YES     1
NO     2

NO RESPONSE   99

 
 
→ 
Q1201 

Q1102  
Can people protect themselves 
from HIV, the virus that causes 
AIDS, by using a condom 
correctly every time they have 
sex? 
 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Q1103 
 
 
 

 
Can a person get the HIV from  
Mosquito bites? 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Q1104 

 
Can a person get the HIV from 
eating raw meat prepared by a 
person infected by HIV? 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Q1105 

 
Can a person get the HIV by 
getting  
injections with a needle that was 
already used by someone else? 
 

YES     1
NO     2

DON’T KNOW     88
NO RESPONSE     99

 

Q1106 Can people protect themselves 
from the HIV by having one 
uninfected faithful sex partner? 
(Excluding other transmission 
routes i.e. blood transfusion, 
contaminated sharp 
instruments) 
 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

Q1107 Can people protect themselves 
from the HIV by abstaining from 
sexual intercourse? (Excluding 
other transmission routes i.e. 
blood transfusion, 
contaminated sharp 
instruments) 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Stigma and Discrimination 
 



    
    

101 
 

 
 
 

 

NO. Questions and filters Coding categories                  
Skip to 

 

 
Q110
8 

 
If a  relative of yours became ill  
with HIV, the virus that causes 
AIDS, would you be willing to 
care for him/her in your 
household? 
 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Q110
9 

 
If a worker in this school has HIV 
but is not sick, should he or she be 
allowed to continue working in the 
school? 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99

 

 
Personal Risk Perception 
  
Q1110 What are your chances of getting 

infected with HIV? 
                                No 
chance      1 
                                Low          
2 
                                 
Moderate       3 
                                High         
4 
                        DON’T 
KNOW   88 
                      NO 
RESPONSE    99 

→Q1111 
→Q1111 
→Q1112 
→Q1112 
 

Q1111 If your response is NO or low, why? 
 
 
PROBE 
MORE THAN ONE ANSWER IS 
POSSIBLE 
CIRCLE 1IF MENTIONED, 2 IF 
NOT MENTIONED 

 
1. I never had sexual contact

2. Abstained from sexual 
intercourse

3. I trust my sexual partner
4. No injection with unsterile 

needles 
5. I always use condom 

6. Healthy; no contact with 
HIV infected person(s)
7. OTHER__________  

                   DON’T KNOW    
88  
                  NO RESPONSE     
99 

Yes       
No 
   1         
2 
   
   1        2 
   1        2 
   
   1        2 
   1        2 
             
   1        2 
   1        2 
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Q1112 If your answer is MODERATE or 
HIGH, why?  
 
CIRCLE 1 IF MENTIONED, 2 IF 
NOT MENTIONED 

 
 1. I had sexual contact with 

HIV positive partner
2. I had sexual contact with out 

condom 
3. I had sex with multiple 

sexual partners
4. I had sex with commercial 

partner
5. Condom breakage 

6. OTHER_______________ 
                         DON’T 
KNOW  88   
                    NO RESPONSE  

99

Yes       
No 
 
  1         2 
 
  1         2 
 
  1         2 
           
  1         2 
  1         2 
  
  
              

 
 
 
Section 11:  Knowledge, opinions, and attitudes (continued) 
 
Q1113  

Can a pregnant woman infected 
with HIV or AIDS transmit the 
virus to her unborn child? 
 

YES   1
NO     2

DON’T KNOW     88
NO RESPONSE    99

 
 
 

Q1114 Can a woman with HIV or AIDS 
transmit the virus to her newborn 
child through breastfeeding? 

 

YES   1
NO     2

DON’T KNOW     88
NO RESPONSE    99

 

 
Section 12: Exposure to interventions 
 
[A section on exposure to interventions can be added here if the target group has already 
received some kind of HIV/AIDS/STD prevention interventions.  Specific questions designed 
to assess exposure would need to be developed locally.] 
 
No. Questions and filters Coding categories Skip to

Q120
1 

Have you heard any messages about 
HIV/AIDS on radio in the last 12 months? 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99 

 
→Q12
02 
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Q120
2 

Have you seen any messages about 
HIV/AIDS on television in the last 12 
months? 

YES     1
NO     2

DON’T KNOW      88
NO RESPONSE     99 

 

Q120
3 

Have you seen or read any articles 
about HIV/AIDS in the print press 
(news papers/ magazines, etc.) in the 
last 12 months? 

                            
YES     1 

NO     2
DON’T KNOW      88
NO RESPONSE     99

 
 

  
 
CARE AND SUPPORT 

Q120
4 

If you have a member of your family 
sick for a long time or an AIDS 
patient, how would you take care in 
handling body fluids like diarrhea, 
vomit, sputum and blood? 
 READ OUT 
 MORE THAN ONE ANSWER IS 
POSSIBLE 
CIRCLE 1IF MENTIONED, 2 IF 
NOT MENTIONED 

Yes   No  
No special care       1       2

Wash hands after care     1       2
Use plastic gloves        1       2

Ask someone else to help   1  
2 

OTHERS________
NO RESPONSE         99

 

Q120
5 

If a VCT (voluntary counseling and 
testing) service is available to you will 
you be willing to use it?  
 

YES     1
NO     2

DON’T KNOW    88
NO RESPONSE    99

 

 

 
 
That is the end of our questionnaire.  Thank you very much for taking time to answer these 
questions.  We appreciate your help. 
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Í¸lþ ÿLZ xþNtRÂ>ÂL  
lx¤C xY vþ x¤DS XÂ ltlÃ† yxÆ§zR b>¬ãC oRuT bMKNÃTnT y¸«QsùTN ytlÃ† ÆH¶ÃT l¥_ÂT yqrb 

m«YQ 
:D»Ãcý 15-49 ›mT §lù lkFt¾ T/b¤T xSt¥¶ãC ytzUj 

 
 
yFÝdŸnT ¥rUgÅ QI 
  
001 ym«YqÜ mlÃ qÜ_R [------- /-------/--------] 
 
002 kt¥ xÄþS  xbÆE     
 
003 KLL xÄþS xbÆ 
 
004 mr© y¸sbsBbT L† ï¬    xÄþS xbÆE 
 
  mGbþÃ    yM¿‰ý bx.x. †nþvRsþtE yÞBrtsB «¤Â TMHRT KFL oR ný”” XzþH yMN«Yqý 
(yT/b¤tÜN SM «Qî) Sl x¤C xYvþ/x¤DSÂ yxÆlzR b>¬ãC SRuT ÞZbù ÃlýN :ýqT# xmlµkT# 
xdU §Y lþÃdRsù y¸ClùTN ÆH¶ÃTNÂ L¥ìCN l¥_ÂT ný””  
kzþH bðT kt«yqÜ XNdgÂ xY«yqÜM SlzþH kMSUÂ UR xsÂB¬lhù”” µLtútû GN y¸qRBLãTN _Ãq½ 
b_äÂ hùlùNM XNBbW XNÄþmLsùLŸ bTHTÂ X«YÝlhù”” (XÆ÷TN lhùlùM _Ãq½ãC mLS bmS«T 
YtÆb„N) ””  
 yzþH _ÂT êÂ ›§¥ bx¤C xYvþ/x¤DS oRuT MKNÃT l¸«qsù ytlÃ† yÞBrtsB ÆH¶ÃT 
mr© lmsBsBÂ Sl x¤V xY vþ KTÆT Ã§cWN GN²b¤Â bx¤C xY vþ KTÆT _ÂT §Y lmµfL Ã§cW 
F§¯T k¬wq bº§ lwdðT tgbþ XQD bmNdF mk§kL XNd¸ÒL ný”” 
 SlzþH bXýnTÂ bQNnT b¸s«ùN mLS ÃdrgùT töR�¶nT l_ÂtÜ wúŸ kmçnùM b§Y B¼¤‰êE 
yx¤C xYvþ/x¤DS qÜ__RÂ mk§kL zmÒ lCG„ mFT¼¤ lmflG XÂ lwdðT tgbþ XQD bmNdF 
mk§kL XNÄþÒL ný””   
  
xhùN yGL ÆH¶ãN ytmlkt _Ãq½ãCN xqRBLã¬lhù”” bm«YqÜ §Y SMã wYM yXRîN ¥NnT y¸gLI ¥N¾ýM xYnT ngR 

xY«qSM wYM xYÃÃZM”” bm«YqÜ wQT mmlS y¥YfLgùTN ¥N¾ýNM xYnT _Ãq½ mtý wYM b¥N¾ýM sxT 

¥�r_ YC§lù”” çñM GN y¸s«ùN mr© wdðT Slb>¬ý l¸drgý ¥N¾ýM xYnT KTTL «q»¬ý y¯§ Slçn bQD¸Ã 

l¸ÃdRgùLN TBBR MSUÂCN kLB ymn= ný”” m«YqÜ k30 XSk 45 dqEÝ lþwSD YC§L bzþH _ÂT lY mútF 

YfLUlù?  

mLsù xã kçn% wd¸q_lý gI XlF 

ylM% kçn xmsGnH m«YqÜN x�R_ 
 
FÝdŸntÜN ÃrUg«ý mr© sBúbþ ðR¥ ------------------------------------------ 
 
ymr© sBúbþý ygùBŸT sl¤Ä 
 

 gùBŸT 1 gùBŸT 2 gùBŸT 3 
qN    
mr© sBúbþ    
ý«¤T    
 
ý«¤T”” yt«Âqq 1 --     t«ÃqEý xLtgßM 2 --     ytÝwm 3 --    bkðL ytmls   4 --    l¤§ -
---------5 
 
005 ymr© sBúbþý mlÃ qÜ_R[------/-------] oM------------------- 
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006 m«YqÜ ytµÿdbT qN--------/--------/-------- 
 
ytöÈÈ¶ý ðR¥--------------- oM----------------------------- qN------------------ 
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KFL xND --- x«Ý§Y yGlsbù mr© 
 

t.qÜ m«YQ mLS YlF 
101 yt«ÃqEý ò¬  wND  

s¤T  
1
2 

 

102 :D»ã SNT nW? 
 

tq‰‰bþ :D» gMtH Ñ§ 
:D» bÑlù ›mT 

x§ýQM 
mLS ylM  

         
   [-----/-----]

88 
99 

 

103 ¼Y¥ñTã MNDný? 
 
(MRÅãcÜ Ynbbù)  
xND mLS BÒ YkbB  
 

åRèìKS KRStEÃN  
µèlþK  

Pét½S¬NT  
XSLMÂ 

¦Y¥ñT ylŸM 
l¤§ YglA------------  

mLS ylM  

1
2
3
4
5
6
99 

 

104  
BÿrsBã MNDný? 

                     x¥‰ 
                     åéä 
                     TG‰Y 
                     gù‰g¤ 
               l¤§ YglA----------  

                    mLS ylM   

         1 
         2 
         3 
         4 
         5 
        99 

 

105 Ã«ÂqqÜT kFt¾ yTMHRT dr© XSk 
SNt¾ KFL ný?  
xNÇN Mr_ 

                12¾ KFL Ã«Âqq 
                  ÄþPlÖ¥ ÃlW 
                  ÄþG¶ ÃlW  
                l¤§ YglA------------- 

          1 
          2 
          3 
          4 

 

106 XzþH xÄþS xbÆE SNT ›mT ñrêL? 
 
 

xm¬T bqÜ_R  
kxND ›mT b¬C kçn  

x§ýQM  
mLS ylM  

[-----/-----]
00
88
99 

 

107 XzþH T/b¤T SNT ›mT sRtêL? 
 
 

xm¬T bqÜ_R  
x§ýQM  

mLS ylM  

[-----/-----]
88
99 

 

108 x«Ý§Y yGL ywR gbþã MN ÃHL ný? m«N bBR  
x§ýQM  

mLS ylM  

[--------/------]
88
99 

 

109 Ælfý 12 w‰T b«Q§§ý kxND wR  
b§Y kb¤Tã ýÀ Rqý öYtý ÃýÝlù? 

xãN  
ylM  

x§ýQM  
mLS ylM  

1
2
88
99 

 

110 ÆlûT 4 úMN¬T yxL÷L m«_ «_tý 
ÃýÝlù?xãN µlù  xwúsDã XNÁT 
nbR? 
(«§# «J# bþ‰NÂ ymúslùTNM 
Y=M‰L) 
ZRZ„ YnbB§cý xNÇN BÒ Mr_”” 

byqnù  
búMNT xNÁ   

búMNT kxND gþz¤ Ãns   

MNM /bu‰>  
x§ýQM 

mLS ylM  

1
2
3
4
88
99 

 

111 xNÄND sãC ytlÃy XI YwSÄlù XRSã 
kzþH bðT kt«qÑ yT¾ýN xYnT XI 
wSdý ÃýÝlù? 
  
ZRZ„ YnbB§cý 
  

 ÅT 
¹þš/UÃ     
h¹þ>       
b¤NzþN    

¥NDKS  
÷k¤YN    

 K‰K  

 xãN 
1 
1 
1 
1 
1 
1 
1 

 

ylM 
2 
2 
2 
2 
2 
2 
2 

x§WQM  
  88 
  88 
  88 
  88 
  88 
  88 
  88 

m ylM 
  99 
  99 
  99 
  99 
  99 
  99 
  99 
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112 xNÄND sãC bmRØ xdN²i XI 
YwSÄlù ÆlûT 12 w‰T XRSã bzþH 
t«Qmý ÃýÝlù? 
(lHKMÂ bmRØ y¸s_ mDhnþTN 
xY=MRM) 

xãN  
ylM 

x§ýQM 
mLS ylM  

1
2
88  
99 

 

         
       KFL hùlT## yUBÒÂ xBrý Sl¸ñ„T ∧d¾ yqrb m«YQ 
 
t.qÜ m«YQ mLS YlF 
201 kzþH bðT TÄR Yzý ÃýÝlù? xãN  

x§gÆhùM  
mLS ylM  

1
2
99 

 
→203 

202 bmjm¶Ã TÄR sþYzù XD»ã SNT nbR? :D» b›mT 
x§ýQM 

mLS ylM  

[-----/-----]
88
99 

 

203 xhùN bTÄR wYM kGBr SU ∧d¾ã UR  
Xyñ„ ný? 

xhùN bTÄR §Y nŸ xBrN XNñ‰lN  
xhùN bTÄR §Y nŸ GN Ælb¤t½ µLçn sý UR 

Xñ‰lhù  
xhùN TÄR xlŸ GN lBÒü Xñ‰lhù  

TÄR ylŸM GN kGBrSU ∧d¾ UR Xñ‰lhù  
TÄR ylŸM lBÒü ný yMñrý  

mLS ylM  

1

    2 
3

   4
5
99  

 
 
 
 
 
 
 

204 ÆlTÄR kçnù  

 kxND b§Y ¸ST xlãT? 
 

xãN  
ylM   

               mLS ylM   

       1
2
99  

 

 
 
      KFL 3## yGBr SU GNßùnT ¬¶K” yGBr SU GNßùnT ∧d¾ xYnTÂ B²T 
 
xhùN bÈM yGL yçn _Ãq½ X«YQã¬lhù”” MNxLÆT lmmlS YkBD YçÂL ngR GN qdM Bü XNdngRkùãT 
bF{ùM bMS«þR YÃ²L”” 
y¸q_lùTN _Ãq½ãC SlXRSã yGBr SU GNßùnT ÆH¶Â bzþH GNßùnT ýS_ S§lùãT ∧d®C YçÂL””  
 
t.qÜ m«YQ mLS YlF 
301 sãC ytlÃy yGBrSU GNßùnT XNÄl YÂg‰lù”” 

XRSã SNT xYnT yGBrSU GNßùnT  XNÄl SMtWù 
ÃýÝlù?  
 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKBB”” 

 
  

bs¤T BLT y¸f{M  
        bGBr sìM 

bxF y¸f{M 
          x§ýQM  

mLS ylM  

   xãN     ylM 
 

1      2 
1      2 
1      2 
1      2 
1      2 

 
 
 
 
 
 

302  
yGBr SU GNßùnT xDRgý ÃýÝlù? 
 
lzþH _ÂT sþÆL yGBr SU GNßùnT ¥lT bs¤T 
BLT bkùL wYM bGBr sìM y¸f{M GNßùnT 
mçnù Y¬wQ”” 

 

xãN                           1                 ylM   

2   

mLS ylM                    99  

 
 
 

303 lmjm¶Ã gþz¤ yGBr SU GNßùnT bSNT ›mTã 
jm„? 
dUGmH x_BqH «YQ 
 

:D» b›mT            [-----/-----]  
x§ýQM                       88  
mLS ylŸM                   99  

 
 
 
 

304 ÆlûT 12 w‰T yGBr SU GNßùnT xDRgý nbRN? xãN                          1  
x§drkùM                       2  

        mLS ylM                    99  

 
→402 
→402 
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305 ÆlûT 12 w‰T ýS_  SlnbRãT ys¤T yGBrSU 

GNßùnT ∧d¾/∧d®C   xSbù””   
 

• yTÄR wYM xBrý yñ�cý yGBrSU 
GNßùnT ∧d¾ B²T SNT ný? 

(mdb¾ yGBr SU GNßùnT ∧d¾) 
 
 

• bgNzB KFÃ yf{ÑT yGBr SU GNßùnT 
∧d¾ B²T  SNT ný?  

 
 
 

• kmdb¾ / kUBÒ wYM kgNzB KFÃ 
ýu yf{ÑT yGBr SU GNßùnT ∧d¾ 
B²T SNT ný? 

  (yTÄR ∧d¾N  wYM  xBrý y¸ñ�TN s¤TN XÂ  
2 w‰T b§Y yöy GNßùnTN xY=MRM)  
 
 

• l¤§ k12 w‰T b§Y xBrý yö†xT/ 
yö†xcý s¤T yGBr SU ∧d¾/∧d¾C 
B²T SNT ný?  

 (Ælb¤TãN wYM xBrý yñ„TN yGBr SU 
GNßùnT ∧d¾N xY=MRM)  
 

MNM ylŸM µlù 00 Yä§ 

         mdb¾ bqÜ_R           [-----/-----] 
x§ýQM                       88

         mLS ylŸM                   99

bgNzBKFÃ bqÜ_R       [-----/-----]
x§ýQM                      88
mLS ylM                    99

kmdb¾ wYM kgNzB               
KFÃ ýÀ bqÜ_R         [-----/----]

x§ýQM                 88
mLS ylM               99

 
 
 
k12 w‰T b§Y yö†(kUBÒÂ kgNzB KFÃ 
ýÀ) bqÜ_R        [-----/-----] 
x§ýQM                      88 
mLS ylM                    99 

 
 

 

 
       KFL 4”” ywNDÂ ys¤T  ÷NìMN btmlkt 
 
t.qÜ m«YQ mLS YlF 
401 kzþH bðT b¥ÂcýM wQT ÷NìM t«Qmý 

ÃýÝlù? 
  
(tú¬ð kmdb¾ yGBr SU GNßùnT ∧d®Òcý 
UR ÷NìM §Y«qÑ YC§lù ngR GN kzþH bðT 
knb‰cý GNßùnT ýS_ ÷NìM t«Qmý lþçN 
YC§L) 

                     xãN              1 
                     ylM              2 
                     x§WQM          88 
                     mLS ylM        99 

 

402 ÷NìM y¸gŸbTN ï¬ wYM k¥N XNd¸Ãgßù ÃýÝlù?    xãN                    1
ylM                    2
mLS ylŸM            99 
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403 ÷NìM y¸gŸbTN ï¬ wYM GLsB Y_qsù? 

 

 

bdNB «YqH l¥È‰T äKR 

 

 kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKbB 

 
1-sùQ              
2-ÍR¥sþ           
3-gbÃ ï¬          
4-yGLKlþnþK        
5-«¤Â ÈbþÃ/çSpE¬L         
6-y«¤Â ÆlÑÃ      
7- yb¤tsB MÈn¤ xgLGlÖT   
8-bùÂ/b¤T/çt½L/ yXNGÄ 
mqbÃ     
9-kMKR sÀãC 
10-kT/b¤T 
11-∧d¾ 
12-kb¤tsB 
13-k¹qÈ ¹q_ x²*¶ãC 
14- kÄþ k¤ tE   
15-bgNzB KFÃ yG/S 
y¸fIÑ s¤èC  
16-l¤§ YglI-------------   
99-mLS ylM               

xãN   ylM 
  1      2 
  1      2 
  1      2 
  1      2 
  1      2 
  1      2 
  1      2 
   
  1      2 
  1      2 
  1      2 
  1      2 
  1      2 
  1      2   
  1      2 
  
  1      2 
  1      2 
  1      2 
 
       

 
 
 

  

¥È¶Ã”Ü _Ãq½ 302N xãN Blý lmlsù BÒ «YQ  
 

  

404  

ÆlûT 12 w‰T bgNzB KFÃ yGBr SU GNßùnT 

k¸fIÑT wYM µ§gÆ*TÂ xB‰ãT k¥TñR s¤T UR 

yGBr SU GNßùnT Ãl ÷NìM fImêL? 

                     xãN           1 
                     ylM           2 
                   x§WQM          8 
                   mLS ylM        9  

  

 

         KFL 5## KTÆT lmWsD QDm ZGJT 

 
 

    xhùN SlKTÆT mD¦nþT _qET _Ãq½ãC X«YQãTÂ SlKTÆT ÃlãTN GN²b¤ YgL™ùL¾L## 
 
_ qÜ   m«YQ                              mLS YlF 
501 KTÆT MNDnW BlW ÃSÆlù? 

h. kb>¬ y¸k§kL∃ 
 
 
 
 
l. b>¬N y¸ÃDN∃ 
 
 
 

                     
                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  
 
                     xãN       1 
                     ylM       2 
                     x§WQM   88 
                     mLS ylM 99 
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502 XÆKãTN y¸ktlùT ›rFt ngéC Sl KTÆT 
mD¦nþT TKKl¾ ¦úïc mçÂcWN YNg„N% 
h. KTÆT l«¤Â «Ý¸ nW 
l. KTÆT b>¬N ÃDÂL 
¼ KTÆT b>¬N Yk§k§L 
m. KTÆT ysWnT ymk§kL xQMN          
Ã¯lB¬L 
¿. yKTÆT mD¦nþT ktwsd bº§ l_qET qÂT 
y¸öY ysWnT KFL möÈTN lþÃmÈ YC§L 
lMúl¤ XNd TkùúT qÜSlTÂ y¥úkK S»T 
r. yKTÆT mD¦n¤T xêqEãCM ÞÉÂTM 
mWsD YC§lù 
  

 
   xãN  ylM  x§WQM  m ylM 
     1    2       8        9 
     1    2       8        9 
     1    2       8        9 
 
     1    2       8        9 
  
 
     1    2       8        9 
 
     1    2       8        9 
 
 

 

 
 
503 
  

 
 
yKTÆT mD¦nþT tkTbW ÃWÝlùN? 

                      
                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  

 

504  yx¤DSN b>¬ lmk§kL ytdrg yKTÆT _ÂT 
XNÄl sMtW ÃWÝlùN? 
 
 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  

 

505 bRSã xStúsB yx¤DS KTÆT _ÂT mäkR 
ÃlbT yx¤DS b>¬ Æ§cW sãC §Y nW? 
 
 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  

 

506  
bRSã xStúsB yx¤DS KTÆT _ÂT mäkR 
ÃlbT yx¤DS b>¬ bl¤§cW sãC §Y nW? 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  

 
 
 

507 yÑk‰ KTÆtÜ ymWsD xUÈ¸ BñR lmútF 
fÝd¾ nãT? 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  
                       

 

508 bx¤DS KTÆT Ñk‰ tú¬ð bþçnù dMã lx¤DS 
MRm‰ byw‰tÜ XytqÄ YwsDÂ W«¤tÜ 
YngRã¬L YHN ymsl ydM MRm‰ l¥SdrG 
fÝd¾ nãT? 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                    mLS ylM 99           

 

 

509 y¸wgùT yKTÆT mRØ xLæ xLæ ysWnT 
möÈT(¥úkK ∃TkùúT∃ ¥S¬wK∃ wzt) 
lþÃSkTL YC§L##ytwgùT mRØ Y<N hùn¤¬ 
bþÃmÈBãTM b_ÂtÜ lmµfL fÝd¾ nãT? 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                    mLS ylM 99           

 

 

510 bx¤DS KTÆT _ÂT §Y lmµfL fÝd¾ kçnù 
km_æ hùn¤¬ãCÂ x¤DSN lþÃSYzù k¸Clù 
DRgþèC mö«B bþñRBãTM fÝd¾ nãT? 

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99         
 

 

511 bx¤DS KTÆT _ÂT §Y tú¬ð bþçnù sãC 
x¤DS XNÄlBãT  
xDRgW y¸ÃSbù YmSlÖ¬L?  

                     xãN       1 
                     ylM       2 
                     x§WQM   88  
                     mLS ylM 99  
          

 



    
    

111 
 

 
 
 

 

       
      KFL 6 ## TÄRN wYM XNdÆL XÂ ¸ST xBrý y¸ñ„T ∧d¾ btmlkt 
 
t.qÜ m«YQ mLS YlF 
 
601 

l¥È‰T%305N tmLkT””  
Ælfý 12 w‰T ýS_ kmdb¾ ∧d¾  

UR yGBr SU GNßùnT nbrãT?                            xLnbrM → 

         xãN 
          ↓ 
                           

 
 
→701 

602 bQRbù kmdb¾ yGBr SU ∧d¾ã UR ÃdrgùTN 
yGBr SU GnùŸnT ÃSbù kXŸH s¤T UR ÆlûT 30 
qÂT SNT gþz¤ GNßùnT f™Ñ? 

  
                      gþz¤ bqÜ_R[-----/---] 
                          x§ýQM   88 
                          mLS ylM 99 

 

603 bm=rš gþz¤ kmdb¾ yGBr SU ∧d¾ UR GNßùnT 
sþfIÑ ÷NìM t«QmêL? 
mdb¾ yGBr SU Ùd¾ ¥lT Ælb¤TãN wYM 
xBrý yñ„TN yGBr SU GNßùnT ∧d¾ ¥lT nW  
(yGBr SU GNßùnT TRgùMN tmLkT)  

xãN  
ylM 

x§ýQM 
mLS ylM  

1
2
88
99 

 
→605 
 

604 ÷NìM lm«qM húbùN ÃmÈý ¥N ný? 
 
(xND mLS §Y BÒ xKBB) 

Xn¤  
XRú*  

hùl¬CNM
x§ýQM  

mLS ylM  

 1
2
3
88
99 

 

605 ÷NìM µLt«q¥Chù MKNÃtÜ MND ný? 
 
 
 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKBB”” 

                    
1.Sl¥YgŸ/S§Lnbr               
2. ýD Slçn                     
3. XN«qM 
¥lTS§úfrŸ/S§LdfRkù           
4. ∧d¾ü SltÝwmC             
5. bC÷§/SltÈdFN XrStN 
6- lmG²T/lm«yQ S§fRkù        
7. l¤§ ywlþD möÈ«¶Ã 
Slt«qMN                       
8. xSf§gþ mSlÖ S§L¬yŸ         
9. x§sBkùbTM nbR               
10. xlR©þ/¥úkK Sl¸ÃmÈBŸ  
11-Sl¥LwD                      
12. ∧d¾üN Sl¥MÂT             
13.xL÷L «_c½ SlnbR             
14. ÷NìM x¤C xY vþ ÃSt§LÍL 
Bü Sl¥MN 
15. ÷NìM x«ÝqM Sl¥§Q       
16. ÷NìM bygþz¤ Xytqdd 
S§ScgrŸ                        
17. XRµ¬ Sl¸qNSBN  
18. LJ mýlD SlflGN          
19. l¤§ YglI----------               
88. x§ýQM                    
99. mLS ylM                 

xãN   ylM
1     2
1     2

 
1     2
1     2

 1     2
 1     2

 
1     2

 1     2
1     2
1     2
1     2

    1     2
1     2

 
 1     2
1     2

1     2
1     2
1     2
1     2

   1      2 
   1      2  

 

       
               KFL 7 ##  bgNzB KFÃ Sl¸f™M yGBr SU GNßùnT btmlkt 
 
t.qÜ m«YQ mLS YlF 
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701 l¥È‰T _Ãq½ 305N tmLkT 
ÆlûT 12 w‰T bgNzB KFÃ yGBr SU GNßùnT                         x§drkùM→          
        xãN   
         ↓        
           

 
→801 

702 bm=rš gþz¤ bgNzB KFÃ ÆdrgùT yGBr 
SU GNßùnT wQT ÷NìM t«QmêL? 
 

xãN  
xlt«qMNM  

x§ýQM/x§S¬ýSM  
mLS ylM  

1
2
88
99 

 
→704 
 

703 ÷NìM lm«qM húbùN ÃmÈý ¥N ný? 
 
 
(xND mLS §Y BÒ xKBB) 

Xn¤  
 XRú*  

hùl¬CNM  
x§ýQM  

mLS ylM  

1
2
3
88
99 

 

704 ÷NìM µLt«q¥Chù MKNÃtÜ MND ný? 
 
 
 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N 
xKBB”” 

       
1.Sl¥YgŸ/S§Lnbr               
2. ýD Slçn                       
3. XN«qM ¥lT S§úfrŸ/S§LdfRkù  
4. ∧d¾ü SltÝwmC               
5. bC÷§/SltÈdFN XrStN 
6- lmG²T/lm«yQ S§fRkù          
7. l¤§ ywlþD möÈ«¶Ã Slt«qMN  
8. xSf§gþ mSlÖ S§L¬yŸ           
9. x§sBkùbTM nbR                 
10. xlR©þ/¥úkK Sl¸ÃmÈBŸ  
11-Sl¥LwD                        
12. ∧d¾üN Sl¥MÂT               
13.xL÷L «_c½ SlnbR               
14. ÷NìM x¤C xY vþ ÃSt§LÍL 
Bü Sl¥MN 
15. ÷NìM x«ÝqM Sl¥§Q         
16. ÷NìM bygþz¤ Xytqdd S§ScgrŸ  
17. XRµ¬ Sl¸qNSBN  
18. LJ mýlD SlflGN            
19. l¤§ YglI                       
88. x§ýQM                    
99. mLS ylM                 

xãN ylM
1     2
1     2

 1     2
1     2
1     2

 1     2
 1     2
 1     2
1     2

 1     2
1     2
1     2
1     2

1     2
 1     2
 1     2
1     2
1     2
1     2
1     2
1     2 

 

 
      KFL 8 ”# kmdb¾ wYM bgNzB KFÃ ýÀ ytf™m yGBr SU GNßùnTN btmlkt 
 
t.qÜ m«YQ mLS YlF 
801  ¥È¶Ã 304 tmLkT””  

 
kmdb¾ wYM bgNzB KFÃ ýÀ ytdrg                                   ylM→ nbrãT? 
        xãN 
          ↓ 

 
→901 

802 bQRbù kmdb¾ wYM kgNzB KFÃ ýÀ 
Slf{ÑT yGBr SU GNßùnT ∧d¾ãN ÃSbù 
kXŸH s¤T UR ÆlûT 30 qÂT SNT gþz¤ 
GNßùnT f™Ñ? 

gþz¤ bqÜ_R      [-----/---]
x§ýQM              88
mLS ylM            99 

 

803 kXßþH s¤T UR lm=rš gþz¤ ÆdrgùT 
yGBr SU GNßùnT wQT ÷NìM 
t«QmêL? 

xãN                   1
ylM                   2 
x§ýQM               88  
mLS ylM            99 

 
→805 
 



    
    

113 
 

 
 
 

 

804 ÷NìM lm«qM ¦úbùN ÃmÈý ¥N ný? 
 
xNÇN xKBB 

Xn¤                    1
XRú*                   2
hùl¬CNM              3
x§ýQM               88
mLS ylM            99 

 

805 ÷NìM µLt«q¥Chù MKNÃtÜ MND ný?  
 
 
 
hùlùM _Ãq½ ktmls mLsùN xKbB 

  
1.Sl¥YgŸ/S§Lnbr               
2. ýD Slçn                       
3. XN«qM ¥lT S§úfrŸ/S§LdfRkù  
4. ∧d¾ü SltÝwmC               
5. bC÷§/SltÈdFN XrStN 
6- lmG²T/lm«yQ S§fRkù          
7. l¤§ ywlþD möÈ«¶Ã Slt«qMN  
8. xSf§gþ mSlÖ S§L¬yŸ           
9. x§sBkùbTM nbR                 
10. xlR©þ/¥úkK Sl¸ÃmÈBŸ  
11-Sl¥LwD                        
12. ∧d¾üN Sl¥MÂT               
13.xL÷L «_c½ SlnbR               
14. ÷NìM x¤C xY vþ ÃSt§LÍL 
Bü Sl¥MN 
15. ÷NìM x«ÝqM Sl¥§Q         
16. ÷NìM bygþz¤ Xytqdd S§ScgrŸ  
17. XRµ¬ Sl¸qNSBN  
18. LJ mýlD SlflGN            
19. l¤§ YglI                       
88. x§ýQM                    
99. mLS ylM                 

xãN ylM
1     2
1     2

 1     2
1     2
1     2

 1     2
 1     2
 1     2
1     2

 1     2
1     2
1     2
1     2

1     2
 1     2
 1     2
1     2
1     2
1     2
1     2
1     2 

 

 
     KFL 9 ”# k12 w‰T b§Y yöy kmdb¾ yGBr SU GNßùnTÂ kgNzB KFÃ ýÀ yçn  yGBr SU GNßùnT ¬¶KN btmlkt 
 
t.qÜ m«YQ mLS YlF 
901  l¥È¶T304 tmLkT””  

 k12 w‰T b§Y yöy kTÄRÂ kgNzB KFÃ ýÀ yçn                     xLnbrŸM → 
yGBr SU GNßùnT nbrãT? 
        xãN 
          ↓ 

 
→907 

902 bQRbù bzþH GNßùnT ýS_ SlnbRãT yGBr 
SU GNßùnT ÃSbù ÆlûT 30 qÂT kXŸH 
s¤T UR SNT gþz¤ GNßùnT f{Ñ? 

gþz¤ bqÜ_R         [-----/---]
x§ýQM                88
mLS ylM              99 

 

903 bm=rš gþz¤ kXŸH s¤T UR ÆdrgùT 
yGBr SU GNßùnT wQT ÷NìM 
t«QmêL? 

xãN                      1
ylM                      2 
x§ýQM                  88  
mLS ylŸM              99 

 
→905 
→907 

904 ÷NìM lm«qM ¦úbùN ÃmÈý ¥N ný? 
 
xNÇN xKBB 

Xn¤                       1
             XRú*                       2

hùl¬CNM                 3
x§ýQM                  88
mLS ylŸM              99 

→906 
→906 
→906 
→906 



    
    

114 
 

 
 
 

 

905 ÷NìM µLt«q¥Chù MKNÃtÜ MND ný?  
 
 
 
hùlùM _Ãq½ ktmls mLsùN xKbB 

  
1.Sl¥YgŸ/S§Lnbr               
2. ýD Slçn                       
3. XN«qM ¥lT S§úfrŸ/S§LdfRkù  
4. ∧d¾ü SltÝwmC               
5. bC÷§/SltÈdFN XrStN 
6- lmG²T/lm«yQ S§fRkù          
7. l¤§ ywlþD möÈ«¶Ã Slt«qMN  
8. xSf§gþ mSlÖ S§L¬yŸ           
9. x§sBkùbTM nbR                 
10. xlR©þ/¥úkK Sl¸ÃmÈBŸ  
11-Sl¥LwD                        
12. ∧d¾üN Sl¥MÂT               
13.xL÷L «_c½ SlnbR               
14. ÷NìM x¤C xY vþ ÃSt§LÍL 
Bü Sl¥MN 
15. ÷NìM x«ÝqM Sl¥§Q         
16. ÷NìM bygþz¤ Xytqdd S§ScgrŸ  
17. XRµ¬ Sl¸qNSBN  
18. LJ mýlD SlflGN            
19. l¤§ YglI                       
88. x§ýQM                    
99. mLS ylM                 

xãN ylM
1     2
1     2

 1     2
1     2
1     2

 1     2
 1     2
 1     2
1     2

 1     2
1     2
1     2
1     2

1     2
 1     2
 1     2
1     2
1     2
1     2
1     2
1     2 

 

906 
 
 

ÆlûT 12 w‰T ýS_ bzþH GNßùnT ýS_ 
÷NìM x«ÝqMã XNÁT nbR? 

HùL gþz¤                                   1 
xB²¾ýN gþz¤                              2 
xNÄND gþz¤                                3 
MNM gþz¤ xLt«qMNM (bu‰>)             4 
x§ýQM                                   88 
mLS ylŸM                               99 

 

907 XSµhùN Sl s¤T ∧d®Cã SNwÃY öYtÂL 
 

• ywND yGBr SU GNßùnT ∧d¾ 
ñéãT ÃýÝL? 

 
• ÆlûT 12 w‰T kwND ∧d¾ãT 

UR yGBr SU GNßùnT fImêL?  
(yGBR SU GNßùnT SNL bðN«ùÈ 
y¸f{mýN ný)”” 

 
• ÆlûT 12 w‰T kSNT ywND 

∧d¾ãT UR bðN«þÈ  yGBR SU 
GNßùnT fImêL?  

xãN                         1
ylM                         2
mLS ylM                  99

xãN                         1
ylM                         2
mLS ylM                  99

ywND ∧d¾ B²T     [-----/---]
x§ýQM                88
mLS ylM              99 

 
 
 
 

       
      KFL 10 ## bGBrsU GNßùnT Sl¸t§lû yxÆlzR b>¬ãC btmlkt 
 
t.qÜ m«YQ mLS YlF 
1001 bGBrSU y¸t§lû b>¬ãC mñ‰cýN 

sMtý ÃýÝlù? 
xãN                    1
ylM                    2
mLS ylM              99 
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1002  bGBr SU GNßùnT y¸t§lû yxÆlzR 
b>¬ãC bs¤èC §Y y¸Ãú†TN MLKèC 
Y_qsù? 
 
 
ZRZ„N x¬NBB%  

kt«qs qÜ_R 1 µLt«qs qÜ_R 2N KbB 

 
kXMBRT b¬C yçD HmM  

yBLT fú>  
m_æ >¬ Ãlý yBLT fú>  

>NT sþ¹ßù y¥Ý«L S»T 
yBLT qÜSL/m§_  
yB>>T XB«T  

yBLT ¥úkK  
l¤§ YglI-------  

mLS ylM  

xãN  ylM    
1       2 
1       2 
1       2 
1       2 
1       2 
1       2 
1       2 
 
       99 

 

1003 bGBr SU GNßùnT y¸t§lû yxÆlzR 
b>¬ãC bwNìC §Y y¸Ãú†TN MLKèC 
Y_qsù? 
 
ZRZ„N x¬NBB%  

kt«qs qÜ_R 1 µLt«qs qÜ_R 2N KbB 

 
yBLT fs>  

 >NT sþ¹nù y¥Ý«L S»T 
yBLT qÜSL/m§_  
yB>>T XB«T 

l¤§ YglA------------ 
mLS ylM  

xãN  ylM 
1       2 
1       2 
1       2 
1       2 
 
       99 

 

 
      KFL 11## Sl x¤DS b>¬ XýqT/xStÃyT XÂ xmlµkTN btmlkt 
 
t.qÜ m«YQ mLS YlF 
1101 x¤DS ytÆl b>¬ wYM x¤C xYvþ XNÄl 

¿MtêL? 
xãN  

xLs¥hùM  
mLS ylM  

1
2
99 

 
→1201 

1102 ¿ãC bGBr SU GNßùnT wQT ÷NìM hùL 
gþz¤Â bxGÆbù bm«qM ‰úcýN kx¤DS 
xMÀý ÞêS mk§kL YC§lù?  

xãN 
xãN çñM 100% b¬C 

xYClùM 
x§ýQM 

mLS ylM 

1
2
3
88
99 

 

1103 ¿ãC bwÆ TNŸ NKš x¤C xYvþ lþY²cý 
YC§L? 

xãN  
xYCLM  
x§ýQM  

mLS ylM  

1
2  
88

       99 

 

1104 ¿ãC bx¤DS ŠYrS ktÃz sý UR MGB 
bþmgbù b>¬ý lþY²cý YC§L? 

xãN  
xYCLM  
x§ýQM  

mLS ylM  

1
2  
88

       99 

 

1105 l¤§ sý btwUbT mRØ bm«qM xND 
sý bŠYrsù YÃ²LN? 

xãN  
xYÃZM  
x§ýQM  

mLS ylM  

1
2  
88

       99 

 

1106 ¿ãC bxND ¬¥ŸÂ «¤n¾ yGBr SU 
GNßùnT ∧d¾ bmwsN ‰úcýN kx¤C xYvþ 
mk§kL YC§lù? 

xãN  
          xYClùM  

x§ýQM  
mLS ylM  

1
2  
88

       99 

 

1107 sãC kGBr SU GNßùnT txQï b¥DrG 
bx¤C xYvþ kmÃZ Yk§k§lù? 
(l¤lÖC ÞêsùN lþÃSt§Lû y¸Clù hùn¤¬ãC 
bdM ms«T SlT Ælý mú¶Ã kl¤lÖC UR 
m«qMN úY=MR ) 

xãN  
xYk§klùM  

x§ýQM  
mLS ylM  

1
2  
88

       99 

 

 
       bx¤C xYvþ ytÃzù sãCN mlyTÂ / ¥GlLN btmlkt 
 
1108  zmDã bx¤DS xMÀý ŠYrS bþ¬mM 

bb¤T wS_ lþNkÆkbùT YfQÄlù? 
xãN  

xLfQDM  
x§ýQM  

mLS ylM  

1
2  
88

       99 
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1109 bx¤C xYvþ ytÃz ngR GN ÃL¬mm xND 
yS‰ ÆLdrÆãT S‰êN/S‰WN 
XNDTq_L/XNÄþq_L mfqD xlbT? 

xãN  
ylM  

x§ýQM  
mLS ylM  

1
2  
88

       99 

 

 
           lxdUý ymUl_ G§êE Xúb¤ 
 
1110 bx¤C xYvþ ymÃZ XDLã MN ÃHL nW 

Y§lù? 
 
(MRÅWN xNBB) 

ymÃZ :Dlù ylM
          ZQt¾  

mµkl¾  
kFt¾  

x§ýQM  
mLS ylM  

1
2
3
4
88
99 

 

1111 mLSã ymÃZ XDLã/xUÈ¸ ylM wYM 
ZQt¾ kçn lMN?  
 
 
(t=¥¶ m«YQ) 
kxND b§Y mLS YÒ§L 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKBB”” 

 
1-yGBr SU GNßùnT 

fA»  x§ýQM  
2-kGBr SU GNßùnT 

Sl¬qBkù  
3-∧d¾üN xMÂTxlhù  
4-l¤§ sý btwUbT 

mRØ twGc½ x§ýQM  
5-hùL gþz¤ ÷NìM 

SlM«qM  
6-«¤n¾ SlçNkùÂ bx¤C 

xYvþ ktÃz sý UR 
GNßùnT Sll¤lŸ 
 7-l¤§-----------  

88-x§ýQM  
99-mLSylM  

                xãN   ylM 

          1       2

                  1       2 
                  1       2 

1        2

1        2

1        2
 

 

1112 mLSã ymÃZ XDLã/xUÈ¸  mµkl¾ 
wYM kFt¾ ný y¸L kçn lMN? 
 (t=¥¶ mY«Q) 
kxND b§Y mLS YÒ§L 
 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKBB”” 

 
1-bx¤C xY vþ  ktÃzC   s¤T 

∧d¾ü UR yGBr SU GNßùnT 
Slxdrkù  

2-Ãl ÷NìM yGBr SU GNßùnT 
Slf™Mkù  

3-kxND b§Y yGBr SU 
GNßùnT S§lŸ  

4-bgNzB KFÃ yGBr SU 
GNßùnT kMTfIM s¤T UR 

GNßùnT Slf{Mkù  
5-÷NìM Sltbú/ Sltqdd  

6-l¤§---------------  
88-x§ýQM  

99-mLS ylM  

xã  ylM

  1       2 

1       2

1      2  

1       2 
1       2 
1       2 
1       2 
1       2 

 

 

  
   Sl x¤DS b>¬ XýqT/xStÃyT XÂ xmlµkTN btmlkt 
 

 

1113 XRgùZ yçnC s¤T yx¤C xY vþN HêS wd 
INsù L¬St§LF TC§lC? 

xãN  
xTCLM  
x§ýQM 

mLS ylM  

1
2
88
99 

 
 

1114 bŠYrsù ytÃzC s¤T «ùT b¥_ÆT 
wdtwldý HÉN HêsùN ¥St§lF TC§lC? 

xãN  
xTCLM  
x§ýQM 

mLS ylM  

1
2
88
99 
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       KFL 12”” ytlÃ† yx¤DS mk§kÃ TMHRèC GN²b¤ 

 
t.qÜ m«YQ mLS  YlF 
    l¥È‰T” _yq½ 1001N tmLkT”” 

 xãN µlù wd _Ãq½ 1104 £D mLsù ylM kçn _Ãq½ýN XzþH UR xBÝ”” 
 

1201 ÆlûT 12 w‰T ýS_ Sl x¤C xYvþ/ x¤DS 
bÊÄþã y¸t§lF mLXKT sMtý ÃýÝlù? 

xãN  
ylM  

mLS ylM  

1
2
99 

 
 

1202 ÆlûT 12 w‰T ýS_ Sl x¤C xYvþ/ x¤DS 
bt½l¤vþiN y¸t§lF mLXKèC xYtêL? 

xãN  
ylM  

mLS ylM  

1
2
99 

 
 

1203 ÆlûT 12 w‰T ýS_ Sl x¤C xY vþ x¤DS 
yt§lû IhùæCN (bUz¤È#bmA¼¤T) xGŸtý 
xNBbêL? 

xãN  
ylM  

x§ýQM  
mLS ylM  

1
2
88
99 

 
 
 

  
 
 
         mNkÆkBÂ mdgF  
 

 

1204 bx¤DS b>¬ lrJM gþz¤ y¬mm yb¤tsB xÆL 
bþñRã qÜSlÖcÜN#dÑN#mGlùN#tQ¥«ùN# 
TýktÜN # ymúslùTN b¸Ã™ÇbT wQT MN 
xYnT _NÝq½ ÃdRUlù? 
 
(kxND b§Y mLS lþs_ YC§L) 
kt«qs qÜ_R 1 µLt«qs qÜ_R 2N xKBB”” 

 
1-MNM ytly _NÝq½ x§dRGM  

2-µ{ÄhùlT b�§ Xíc½N X¬«Ælhù  
3-yP§StEK ∧NT X«q¥lhù 
4-l¤§ sý XNÄþrÄŸ X«YÝlhù 

5-l¤§---------  
88-x§ýQM 

99-mLS ylM  

xãN ylM
 1      2 

1      2 

1      2 

1      2 

1      2 

1      2 

1      2 

 

1205 bfÝdŸnT y¸drG yx¤C xY vþ MRm‰Â 
yMKR xglGlÖT bþñR t«Ý¸ lmçN F§¯T 
xlãT wY?  

xãN  
ylM  

x§ýQM  
mLS ylM  

1
2
88
99 

 

 
 
 
 
 
 
YH ym«YqÜ ¥«ÝlÃ ný”” gþz¤ãN mSêXT xDRgý SlmlsùLŸ xmsGÂlhù”” §drgùLŸ TBBR ú§dNöT 
x§LFM”” 
 
 
 
 


