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GLOSSARY OF OPERATIONAL DEFINITIONS  

 

Antiretroviral therapy (ART) use: defined as use of combination of Nucleotide Reverses 

Transcriptase Inhibitors( NRTIs), either efaveranze (EFV) or Neverapin (NVP) based first line 

drugs , or use of nucleotide reverse transcriptase inhibitors (NRTIs) with protease inhibitors(PIs) 

(leponavir/ritonavir(LPV/r) or atazanavir/ritonavir (ATV/r)) backbone of second line drugs.  

ART users: we considered women to be ART users if they had been receiving ART for at least 

one month and,   

ART-naïves: if they had never taken ART, prior to the data collection period. 

Casual sex partner:  means someone who is not a husband or a regular sexual partner but the 

study participant had sex with at least once in the past 6 months. 

Contraceptive use: refers to the couple’s use of any contraceptive methods for the last 6 months 

that is, the modern contraceptive method. The choices of contraceptive methods include the 

following: injectables (Depot), implants (implanon or jadelle), oral contraceptive pill (OCP), 

intra uterine contraceptive device (lUCD), male/female condom, diaphragm, permanent methods 

such as, tubal ligation and vasectomy. The categories are: ‘yes’ if the husband or the wife is 

using any contraceptive method at the time of interview, and ‘no’ if not any of them is using any 

family planning method. 

Dual contraceptive methods use was defined as use of primarily the male condom with the 

combination of hormonal or other contraceptive methods like intra utrine contraceptive devices 

(IUCD). 

Fertility Desire:  defined by the response to a question asking whether the respondent would 

like to have children in the future 

Fertility Intention: defined by a separate question asking how many children the respondent 

expected to have in the future for detailed description, see the methodology  

Lost to follow up: HIV positive women was considered as lost to follow up, when the client was 

not traced for three  months either by four calls and/or one home visit and failed to trace the 

home or found that she was relocated to inaccessible place. 

Protected sexual intercourse (consistent condom use) was described as use of condoms in all 

penile-vaginal sexual relationships with casual and/or steady partners was considered if women 
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answered questions related to it with “always”. Those who replied to these questions with 

“sometimes”, “rarely” or “never” were regarded as inconsistent condom users. 

 Regular Partner:  mean the study participant have had sex with either husband or steady 

partner regularly in the past 6 months.  

Sexually Active:  for the purposes of this study defined as penile-vaginal intercourse with a male 

partner in the past 6 months.  
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ABSTRACT 

 

Background: The advent of antiretroviral therapy (ART) has improved quality of life and 

survival for people living with HIV (PLWH) and now days HIV infection can be seen as a 

chronic manageable disease, as a result many will contemplate child bearing.  Although, ART 

has influence in improving quality of life and reduce mother to child transmission of HIV virus 

(MTCT) in developed countries, vertical transmission accounts for more than 90% of pediatric 

AIDS in prevalent areas,  as a result, reproductive assistance to HIV positive women  is 

important to have informed decision making about child bearing and child rearing.  

 

 In Ethiopia, while anti-retroviral therapy (ART) services are increasingly available, information 

about fertility intentions, contraceptive use and method preference among women living with 

HIV in relation to ART use is scarce. Moreover, change in fertility intentions 12 months after 

ART intiation and reasons in selection of those options are lacking. Those factors raise concern 

on possible exposure of many HIV positive women to the potential risk of unintended pregnancy 

and hinder them from seeking options.    

 

Objectives: the purpose of the study was to assess effect of ART on the fertility intentions and 

contraceptive use and method preference of HIV positive women in Addis Ababa, Ethiopia. 

 

Methodology: Health facility based cross sectional quantitative and qualitative studies including 

follow up studies were conducted. For the quantitative part, a total of 1855 HIV positive women 

aged 15-49 years for cross sectional survey and 360 HIV positive women participated for the 

follow up study. Focus group discussion, in depth interviews and key informant interviews were 

done for the qualitative part. Data were collected from June 2012 to December 2013 using 

validated structured questionnaires for quantitative and semi structured questionnaires for 

qualitative part. Data were double entered in to epidemiological software (Epi Info version 

3.5.1). Descriptive statistics, bivareate and multivariate statistical analysis were done using SPSS 

version 20 soft ware.   
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Results:  Overall, 44% of women reported childbearing intention and 71% women reported 

using contraception 75% (n=579) ART users and 65% (n=422) ART naïve women. Male 

condom and injectables were the most preferred contraceptive methods among both groups. The 

proportion of fertility intention 12 months after antiretroviral therapy (ART) initiation was higher 

among ART initiated 55.5% (n=106) than ART naïve 40% (n=68) women. The presence of 

ART, improvement of health condition and the influence of husband, family, community and 

associated stigma were the main reasons for childbearing intentions of women in the study area.  

In adjusted logistic regression analysis, ART users had higher fertility intention (AOR; 1.26, 

95%CI; 1.01 to 1.60) than ART naïve. Furthermore, being in a sexual relationship, young age, 

being single and having fewer or no children were found to be predictors of fertility intentions.  

Women receiving ART reported more use of contraceptives (AOR 1.60, 95% CI, 1.30- 2.12) 

than ART naïve women. In addition to this, presence of partner (AOR 2.32, 95% CI, 1.60-3.40), 

disclosure of HIV status to husband (AOR 2.23, 95 % CI,  1.21-4.12), presence of living 

children: one (AOR 1.7, 95% C I, 1.03-2.40), two (AOR 2.6, 95% CI,  1.7-4.02) and three (AOR 

3.3, 95% CI, 1.90-5.60) respectively were found to be predictors of contraceptive use among 

HIV positive women. 

 

Overall, 41.0 % (147/360) of the women reported fertility intentions at the baseline, while 48.3 

%( 174/360) reported fertility intentions 12 months after follow up. The proportion of fertility 

intention 12 months after antiretroviral therapy (ART) initiation was higher among ART initiated 

55.8% (106/190) than HAART naïve 40% (68/170) women. Furthermore, the need for more 

children 12 months after ART initiation was significantly associated with woman’s ART use 

(AOR, 2.46, 95%CI, 1.20-5.20). Single and married women (AOR, 5.32, 95%CI, 1.10-25.92) 

(AOR: 6.34, 95%CI, 1.43-27.99) respectively, were more likely to report fertility intention than 

divorced/ widowed women.  Women who had at least one child (AOR, 0.32, 95% CI, 0.13-0.85) 

were less likely to change fertility intentions compared to women with no children. 

 

Conclusions: Fertility intentions are common among HIV positive women and change in 

intention for a child starts soon after initiation of ART. About three in four HIV positive women 

use contraceptive methods mainly condoms. Dual contraceptive method use was negligible 

among the study subjects. 
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Fertility and contraceptive decisions of women are influenced by presence of ART, partner 

desire, family and community perception and   associated stigma. Many participants indicated 

that health service providers are supportive in offering information more on preventive methods 

rather than discussing fertility and contraceptive options.   

 

Recommendations: It is necessary to strengthen an integrated sexual and reproductive health 

(SRH) service and HIV prevention, ART services to address the diverse SRH needs of HIV 

positive women in the study area. Furthermore, updating health care providers with fertility and 

contraceptive knowledge is valuable to enhance family planning and preventive practice of 

women. 

 

Key words: fertility intention, contraceptive use, method preference, HIV, ART, women, Addis 

Ababa, Ethiopia. 
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1. INTRODUCTION  

 

1.1. Background of the study  

Human immune deficiency virus (HIV) continues to profoundly affect women across the world 

[1]. Sub-Saharan Africa is the Region most severely affected by HIV [2, 3]. Women of 

reproductive age account for 58% of the people living with HIV [1] and 53% of all adult deaths 

[4].   In Ethiopia, more women (1.9%) than men (1.0%) are living with HIV [2, 5].  Most women 

are particularly vulnerable to HIV due to complex burden they have including physiological, 

social vulnerability and gender inequalities [4, 6]. Since infected women are of childbearing age 

[2], they risk infecting their children and thus face difficult choices about childbearing. 

 

Despite the risks and challenges; studies elsewhere revealed that, HIV positive women continue 

to desire children, after knowing their HIV-positive status [7-9]. Even infection like HIV does 

not seem to negatively modify subsequent fertility intentions of some patients [10, 11]; also the  

majority of them intend to have more than two children [12, 13]. The desire to have children in 

the future has significant implication for the transmission of HIV to sexual partners and new-

borns [14, 15]. 

 

Furthermore, HIV positive women  risk unplanned pregnancies [16]. Worldwide, two in every 

five pregnancies are unplanned [17]. According to previous studies in 42 sub-Saharan Africa 

countries, 10-65% of women reported that their last pregnancy had been unplanned [18] . 

Similarly, 62% of women on ART from South African [19]  and 59% of HIV positive women 

from Kenya reported unplanned pregnancy [20]. Moreover, contraceptive use in sub-Saharan 

Africa remains low [21]. The percentage of married women aged 15-49 using modern 

contraceptive methods ranges from 12% in Mozambique and 14% in Ethiopia to 27% in Rwanda 

[2]. In addition, previous reports indicated that  twenty five  percent of women with HIV 

worldwide  and  one in four married women from sub-Saharan Africa  has unmet need for family 

planning [22]. 

 

The advent of antiretroviral therapy (ART) has improved quality of life and survival for people 

living with HIV(PLWH)  and now days HIV infection can be seen as a chronic manageable 
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disease, as a result many were contemplate child bearing [6, 23-25].  Although, ART has 

influence in improving quality of life and reduces  mother to child transmission of HIV virus 

(MTCT) in developed countries [26] , vertical transmission accounts for more than 90% of 

pediatric AIDS in prevalent areas [27],  as a result, reproductive assistance to HIV positive 

women [25, 28] is important to have informed decision making about child bearing and child 

rearing [23].  

 

1.2. Statement of the problem  

With access to ART and preventive care, people living with HIV are better able to consider 

parenthood [29] compared to  previous.  Earlier studies involving women on ART have revealed 

that most pregnancies among HIV positive women might be intentional [26, 30, 31]. Subsequent 

studies from south  Africa reported antiretroviral therapy access has an influence on fertility 

intentions of HIV positive women [32, 33]. 

 

Study from Africa reported that pregnancy rate of women on ART was significantly higher than 

ART naïve [34].  Study from South Africa stated that ART increased the fertility desire of 

couples overtime [7] and rates of  pregnancies among women recently initiated ART with  low 

CD4 count and viral loads is  high [19].  Furthermore, women on ART quickly became pregnant 

even before their CD4 count was improved because they wanted to fulfill their womanhood roles 

but also they wanted to prove that they are healthy [35].  

 

However, many HIV positive women are confronted with a risk of unplanned pregnancies. 

Worldwide, two in every five pregnancies are unplanned [17].  Studies from India and Africa 

reported high rates of unintended pregnancy (51 to 84%) among women living with HIV [19, 36-

39].  A study in Uganda reported that 75%  of HIV-positive women had an unmet need for 

family planning [40]. Women from Asia also lack access to family planning services and 

experience disproportionately high rates of unintended pregnancy and abortion [41]. 

 

Prevention of unintended pregnancy among HIV positive women is the second element of  

prevention of mother to child transmission of HIV (PMTCT) [42],  which is  an important means 

to address associated problems of HIV positive  women and children [43]. It is reported to be  
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cost effective [44], improves quality of life [45],  reduces maternal and child  mortality [4, 10, 

43, 46]  and  reduces number of positive infants  by keeping their mothers alive [47].  

 

Significant improvements have been demonstrated by PMTCT in low and middle income 

countries [48].  The percentage of pregnant women with HIV receiving antiretroviral therapy 

(ART)  using  PMTCT in sub Saharan Africa increased to 50%  [4].  However, PMTCT efforts 

to date gave less emphasis to non pregnant women living with HIV and their contraceptive 

options [49].  

 

Since childbearing intentions are among the predictors of subsequent fertility behaviors of 

women [50], creating responsive reproductive health services to HIV positive women in relation 

to ART, requires clear understanding of expressed childbearing intentions.  

 

Even in the context of expanded access to ART for HIV-infected pregnant women, family 

planning still needs to be strengthened to avoid unintended pregnancies [51]. HIV positive 

women have particular preference for contraception and have a right to decide their fertility.  

Indeed existing evidence in Ethiopia indicates that 34 to 45% of people living with HIV desiere 

fertility [52-55]  and reported that of those who have ever used, at least one contraceptive 

method has been used after HIV diagnosis.  Condoms, injectables and abstinence were reported 

to be the most preferred methods [53-55].  However, information on fertility, contraceptive use 

and method preference among women living with HIV in relation to ART use is scarce. 

Moreover, change in fertility intentions over time, as well as reason for selection of these 

methods in relation to ART use is also scarce.  

 

Ethiopia is the second most  populous country in Africa [56]; characterized by high fertility of  

5.4 children per childbearing age  woman [2], Cultural value is attached with having more 

children as a bless and being childless considered as social violation and stigma [57]. While the 

majority (91%) of women deliver at home without a skilled attendant [56]; identification of 

factors associated with fertility and contraceptive options among HIV positive women is useful 

for establishing intervention priorities in reproductive health. 
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Furthermore, in the light of preventive efforts on going in Ethiopia, it becomes imperative to 

assess fertility intention, contraceptive use and method preference with emphasis on HIV 

positive women who have been enrolled in care; in order to offer appropriate prevention 

measures and better integration of reproductive health services.  

 

It is anticipated that the findings generated from this study will contribute to knowledge and 

understanding of the association of ART initiation with fertility intention and contraceptive 

preference and be useful in developing evidence-based interventions that are undertaken to 

address fertility intention and contraceptive utilization among ART users in Ethiopia.  

 

Furthermore, it is critically important for health service providers to be able to protect the 

reproductive rights of HIV-infected women through creating increased access to sexual and 

reproductive health services and sex education, so that women may decide freely and responsibly 

on their fertility issues. The data generated may provide adequate information about the current 

situation of reproductive health services among HIV positive women. It will be useful also to 

policy makers, planners, stakeholders, educators and other community-based organizations to 

design appropriate intervention programs. More importantly it will help to involve HIV positive 

women themselves in prevention, care and support activities to enable them to establish 

sustainable effort to curb the HIV pandemic. 

 

1.3. Rationale of the study 

Women are particularly vulnerable to HIV due to complex burden they have including, 

physiological, social vulnerability and gender inequalities [4, 6]. Despite the risks and 

challenges; studies revealed that, HIV positive women have fertility desire; after knowing their 

HIV-positive status [7-9].  Earlier studies involving women on ART have revealed that most of 

pregnancies among positive women might be intentional [26, 30, 31]. Subsequent studies from 

sub-Saharan Africa reported that  ART  has an influence on fertility intentions of HIV positive 

women [32, 33] and many of them have strong desires for biological children. 

 

Although, ART has influence on improving quality of life and reduces mother to child 

transmission of HIV virus (MTCT) in developed countries [26],  vertical transmission accounts 
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for more than 90% of pediatric AIDS in prevalent areas [27].  As a result, reproductive assistance 

to HIV positive women [25, 58] is important to keep them acquire informed decision making 

about child bearing and child rearing [23].  

 

Even in the context of expanded access to ART for HIV-infected  women, fertility and family 

planning program still needs to be strengthened to avoid unintended pregnancies [51].  However, 

less emphasis has been given to fertility and contraceptive issues to  women living with HIV 

[49].   Women living with HIV experience high rates of unmet need for family planning and 

unintended pregnancies.  Some studies suggest that the rates of contraceptive use among HIV-

positive women exceed those of women without HIV or women in the general population [39, 

59, 60]. However, condoms are reported as the method most often used for pregnancy 

prevention;  and consistent condom use among HIV-positive women has been shown to be low 

[61]. 

 

Indeed existing evidences in Ethiopia have indicated fertility desire of people living with HIV 

[52-55]. Studies reported that of those who have ever used at least one contraceptive method 

after HIV diagnosis, condom, injections and abstinence are reported to be the most preferred 

methods [52-55]. However, information on fertility and contraceptive options, reasons for 

selection of methods and the influence of ART on fertility and contraceptive use is scarce. 

Furthermore, there are efforts undergoing in Ethiopia to address issues of HIV prevention of 

mother to child transmission [56]. It is worth to update such efforts and provide information 

about the existing situation on fertility, contraceptive options and change in fertility intentions 

over time in the study area and augment the existing care and support activities. 

 

Thus, the current study tried to use multiple approaches by involving both HIV positive women 

that are on ART and ART naïve. In addition, health care providers were taken as source of 

information on the care and support activities they provide to HIV positive women so as to gain 

a clear picture of their experience and understanding of the current fertility intentions, 

contraceptive use and preference, change in the fertility intentions after ART initiation.  
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1.4. Litriature Review 

 

1.4.1. Epidemiology of HV/AIDS 

The history of HIV/AIDS begins from a pattern of highly unusual infection in otherwise healthy 

young adults emerged in the early 1980s in the United States of America. This pattern or clusters 

of diseases that appeared in those whose immune system being attacked came to be called 

Acquired Immune Deficiency Syndrome (AIDS). Between 1983 and 1994, a new virus called 

Human Immunodeficiency Virus (HIV) was identified as a cause of AIDS [62]. 

 

Human Immunodeficiency Virus (HIV) is the virus that causes Acquired Immune Deficiency 

Syndrome (AIDS). People are said to be HIV positive when the HIV antibody is detected in their 

blood. HIV attacks and destroys certain types of white blood cells that are essential to the body’s 

immune system, the biological ability of the human body to fight infections. The infected person 

becomes susceptible to a wide range of opportunistic infections, such as tuberculosis,  

pneumocystis  pneumonia (PCP) and Kaposi sarcoma [62].  

 

The virus can be transmitted by unsafe sexual contact, unsafe blood transfusion, mother to child 

transmission and unsafe practices. But HIV cannot be transmitted in our day to day social 

interactions such as eating together, sharing common feeding material, swimming together, using 

common toilet or  sharing common linen or blanket [63]. 

 

The natural history of untreated HIV is classified in to acute retroviral syndrome(2-3 weeks), 

recovery and sero-conversion (2-4 weeks), Asymptomatic chronic HIV infection(average 8 

years), symptomatic HIV infection/AIDS(average 13 years) and death [64]. 

 

Human immunodeficiency virus (HIV) has created an enormous challenge to  humankind [65],  

as well as a social dilemma especially among women of childbearing age [8, 66]. According to 

UNAIDS; globally the number of people living with HIV/AIDS (PLWH) was estimated to be 

35.3 million [32.2 million-38.8 million] by the end of 2012. There were 2.3 million (1.9 million 

–2.7 million ) new HIV infections globally, showing a 33% decline in the  number of  new 

infections from 3.4 million  (3.1 million –3.7 million ) in 2001 [4]. Of the total number of 
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PLWH, 30.8 million are adults (15- 45 years) and 2.5 million are children under 15 years of age. 

Women account for approximately 52% of the adult population living with HIV/AIDS [27].   

Sub-Saharan Africa remains  most  severely affected, with nearly 1 in every 20 adults (4.9%) 

living with HIV and  accounting  for  69%  of people living with HIV worldwide [1]. In 2009, an 

estimated 15.7 million women above the age of 15 years were living with HIV globally, and 1.4 

million of them became pregnant. Nearly  90% of those expectant mothers were living in 22 

countries in sub-Saharan Africa and India [1]. By the end of 2011, sub-Saharan Africa which has 

only 10% of the total global population, accounted for 22.5 million [1],  69% of all people living 

with HIV (PLWH), 72%  of  AIDS deaths  and  70% of all the new infections among adults and 

91% of new infection among children worldwide [62]. 

 

Since first evidence of the HIV epidemic was detected in Ethiopia in 1984, AIDS has claimed 

the lives of millions and left behind an estimated 1 million  orphans [5]. The  national prevalence  

of HIV in the year 2011  was  estimated to be  about  1.5% (female:1.9%  and male 1.0%) [5]. 

The highest HIV prevalence occurs among 15-24 years age groups. HIV Infections occurring 

among adults between 15-49 years of age  account for  91%  of all infections [42]. A total of 

759,268 PLWH in Ethiopia of those 296,491 were male and 462,777 were female [67], similarly, 

38,523 PLWH in Addis Ababa of those 32,947 and 5,576 were male and female respectively. 

The total prevalence rate of HIV in the City of Addis Ababa is the highest (4.6%) next to 

Gambella reported to be (5.8%). Further, more women (6.1%) than men (3.2%) are living with 

HIV in Addis Ababa[67].  

 

1.4.2. Impact of HIV/AIDS on women  

Of all infectious diseases, the HIV/AIDS pandemic remains the most serious challenge to public 

health [25, 66].  HIV has an enormous impact on households, communities, businesses, services 

and national economies in the sub-Sahara African   region [27].  

 

The impact of HIV and AIDS on the lives of women is one of the most critical reproductive 

health concerns of our times [68]. Women are especially at risk of contracting HIV due to the  

complex burden they have [6],  including biological, economic, and cultural factors [4] . Physical 

differences make it more likely that a woman will contract the virus from a man than vice versa 
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[6, 68]. Perhaps more important, powerlessness, dependence and poverty tend to diminish 

women’s ability to protect themselves  from unsafe sex [4, 68]. A woman’s choices are often 

limited by her inability to negotiate when or with whom to have sex or whether to use a condom;  

by society’s acceptance of men having sex before or outside marriage and by the need for 

economic support from men [68]. 

 

Those HIV infected women face multiple difficult issues such as fear of disclosing their HIV 

status, stigmatization, societal pressures to bear children and the effect of pregnancy on their 

health. HIV infected women follow prevailing community norms, intend to have children and 

view reproduction as socially and psychologically desirable [69]. In addition, because most 

infected women are of childbearing age[2], they risk infecting their children and thus face 

difficult choices about childbearing.  As caregivers in their immediate and extended families, 

women usually care for dying family members and for children orphaned by the disease. All of 

these factors make the empowerment of women a critical component of programs aiming to curb 

the epidemic and mitigate its consequences [62]. 

 

1.4.3. HIV and fertility 

There are several distinct facts pertaining to the association between HIV/AIDS and fertility. To 

begin with the causality underlying the association can run in either direction:  HIV/AIDS can 

affect fertility desires and outcomes, and fertility can affect the risk of HIV/AIDS. The two may 

also share common causes that induce an association between HIV/AIDS and fertility. Indeed, 

the major proximate determinants of HIV infection and pregnancy are virtually the same that is 

sexual exposure  through socially recognized unions or otherwise [25, 70].  

 

Fertility may decline in the era of HIV/AIDS because of delayed onset of sexual relations and 

age at first union, reduced premarital sexual relations and remarriage and increased marital 

resolution [25]. 

 

A study conducted among HIV sero-positive women in industrialized countries has suggested 

that an HIV positive diagnosis can disrupt sexual life [66]. The proportion of HIV-infected 

women desiring a child is somewhat lower than the overall proportion of U.S. women who desire 
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a child [30].  Several studies have reported declines in fertility rates of women living with 

HIV/AIDS in SSA [71, 72].  Similarly; a study conducted in African countries showed fertility 

of HIV positive women is lower than that of HIV negative women, in all, but the youngest age 

group, and the differential increase with women's age and epidemic duration. A study done in 

Tanzania confirmed a substantial reduction in  fertility  by 29%  among HIV positive women 

compared with HIV negative women [25]. In societies with high HIV/AIDS prevalence rates, 

behavioral influences may lead HIV positive couples to limit family size due to concern about 

leaving orphans behind after an early death or transmitting infection to the child even if others 

may desire a large family to ensure survival of children [12, 73].  

 

The Malawi follow up study indicated that HIV infection is a significant predictor of fertility 

intentions over time [69]. Overall, 842 HIV uninfected and 844 HIV infected women were 

enrolled. The hazard of changing from wanting no more children at baseline to  wanting more 

children at follow-up was 61% lower among  HIV infected women compared to HIV uninfected 

women.  After adjusting for other factors, HIV infected women were 3 times more likely to 

change to wanting no more children [69]. A change from wanting no more children at baseline to 

wanting more children during follow-up was significantly associated with the woman’s HIV 

status, maternal age and number of living children after adjusting for other factors, the frequency 

of desired pregnancy was substantially higher among HIV uninfected women than in HIV 

infected women in which at baseline 58.7% of HIV uninfected women reported wanting a further 

pregnancy compared to 26.6% of HIV infected women. After 12 months of follow-up, the 

frequency of pregnancy was 55.0% among HIV uninfected women compared to 21.1% among 

HIV infected women. Non-condom contraceptive use was high and although generally stable, 

showed declining trends among HIV uninfected women from 74.4% at baseline to 70.4% a year 

later (P = 0.004) and increasing trends among HIV infected women [69]. 

 

1.4.4. Effect of ART on fertility of HIV positive women  

Antiretroviral therapy (ART) has been responsible for a dramatic decrease in AIDS mortality 

since 1996, and has changed the clinical profile of HIV infection from a sub-acute lethal to a 

chronic ambulatory disease [74]; as a result the ways in which infected individuals confront the 
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disease have changed considerably and  HIV-related morbidity and mortality have declined 

markedly [14]. 

 

The use of ART substantially reduces significantly the rate of HIV transmission not only 

between sexual partners [75],  but also the probability of prenatal transmission to below 2% [76] 

Thus, antiretroviral therapy (ART) has become an integral part of the continuum of HIV care 

[77]. On the other hand, the total number of people living with the virus in 2008 was more than 

20% higher than the number in 2000, and the prevalence was roughly three fold higher than in 

1990. The continuing rise in people living with HIV reflects the combined effects of continued 

high rates of new HIV infections and the beneficial impact of antiretroviral therapy [78] 

 

Fertility intension among HIV positive individuals is high as reported from developed and  

developing countries such as USA, France, Italy and Brazil [24, 30, 79-83]. Studies from Sub 

Saharan Africa [9, 32, 33, 84]  reported that HIV-infected women desire children. This has 

implication that HIV-uninfected individuals who seek to conceive with an HIV-infected partner 

risk acquiring HIV. Moreover, earlier studies showed that pregnancy intention is unaffected by 

HIV diagnosis and reported low contraceptive utilization [10, 11, 30].  

 

With the advent of ART and its increased uptake both in the developed and developing world 

there was bound to be an impact both on fertility and reproductive plans of HIV-positive people 

[74]. Regarding a positive impact of ART on fertility, other studies elsewhere in Africa indicated 

that fertility intention is high among women on ART [84].  A study conducted in Uganda 

showed that over 17% people living with HIV had produced a child since the HIV diagnosis was 

made, and 28.6% reported that they would like to have a child in the near future [25].  

 

Furthermore, a study conducted in Zimbabwe indicated a presence of number of a  reasons that 

couples and individuals cited as motivations behind their desire to have children [74]. The most 

common one was the importance attached to motherhood, especially among those without 

children [74]. A study conducted in Uganda revealed that marital status and death of child were 

main factors for fertility intentions of HIV positive women  [6].   
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A study conducted in Northern Nigeria indicated that about 66% of women expressed a desire to 

have more children [13]. More than 90% wanted to have two or more children. Significant 

predictors of higher fertility desires were; low parity (OR=6.03) and awareness of partner’s sero-

status (OR=2.3) [13]. 

 

Another study conducted in Nigeria, reported that  63.3% of the 147 studied participants 

expressed a desire for childbearing, even though 50.4% of them already had  two  children,  

93.8% of women who desired children intended to have more than two in the near future [23]. 

All  individuals who had no children intended to bear children in the future, and they constituted 

32.3% of those who expressed the desire for childbearing [23].  Multivariate logistic regression 

analyses of associated factors indicated that having no children and most recent CD4 count 

significantly increases  the odds of intention to have 3 children instead of 1-2  [23].  

 

Conversely, several studies reported no increase in fertility intentions as a result of ART use.  A 

study from  South Africa found a lack of association between ART use and childbearing 

intentions [33]. No association between ART use and fertility desires have been documented in 

studies in Uganda [9, 25, 85] . Furthermore,no association between fertility intentions and  young 

age,  single  and whether any of the respondents’ children had died [25].      

 

1.4.5. Situation of fertility among HIV positive women in Ethiopia 

In spite of the high population growth of over 87 million people in Ethiopia , the current total 

fertility rate of 5.4  children per reproductive aged woman  ranks among  the  highest in the 

world [2], considering fertility issue is part of comprehensive care and support activities.  

 

A study conducted in southern part of Ethiopia among HIV positives  showed that  about 34% 

HIV positives expressed their desire for children [53].  Moreover, respondents in the age group 

15-34 were more likely to desire children (AOR: 1.91, 95% CI: 1.13-3.24) than other age group. 

Being married (AOR: 1.78, 95% CI: 1.05-3.14) and those who reported no currently alive 

children (AOR: 4.41, 95% CI: 1.46-13.36) were more likely to desire children [53].  
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A study conducted in North Wollo revealed that from a total of 660 ART users, 301(45.6%) 

respondents desired to have children [55]. In addition, the study identified that clients with no 

children, married and younger age groups were more likely to desire children [55]. Another  

study from South Wollo also reported that higher family income (OR: 2.29; 95% CI: 1.23, 4.26), 

partner’s decision to have a child (OR: 36.4; 95% CI: 17.0, 77.5) and having a  partner with 

negative HIV test result (OR: 0.408; 95% CI: 0.219, 0.759), were independently associated with 

fertility decisions [57]. A study from western a part of the country showed that men had great  

desire to have a child than women (40.5% versus 30.7%), also being male (AOR: 1.7,95% CI: 

9.2-25.8), having no living children (AOR:13.1,95% CI: 5.3-32.3) or  having less than three 

living  children (AOR: 4.2, 95% CI: 2.2-8.0), having a  partner desiring a  child (AOR: 15.4, 

95% CI: 9.2-25.8), CD4 count ≥200 (AOR: 2.0, 95% CI: 1.2-3.5) were significantly   associated 

with fertility desire [86]. 

 

1.4.6. Situation of fertility among HIV positives in Addis Ababa  

A study conducted in Addis Ababa, in 2007 indicated that one hundred nine (48%) of HIV 

positive women receiving care desired to have children [54]. Generally, HIV positive individuals 

who desired children were  younger (18-29 years ) (AOR: 3.05, 95% CI: 1.5-6.4), married/in 

relationship (AOR :3.4,95% CI :2.1-5.6), had  no children (AOR: 11.5 ; 95% CI :5.3-24.9) and 

had a partner who also desired  children (AOR: 38.7, 95%CI: 16.7-89.1) [54]. Another  study 

conducted in the same area revealed that from a total of 421 respondents, 174(41.3%)  desired  to 

have children in which the desire of the husband or sexual partner have shown significant 

association with the desire for children (AOR: 33.8,95% CI: 9.3,123) P=0.0001 [52]. 

 

1.4.7. Family planning methods among HIV positive women  

One of the key contours of the post-international conference on population development (ICPD) 

era is the broadening of family planning programs to encompass reproductive health needs and 

rights [21]. In sub-Saharan Africa, such an agenda has been blurred by HIV/AIDS, the leading 

cause of death among women of reproductive ages. Family planning (FP) programs are key 

pillars to the reduction of maternal mortality and the prevention of HIV infections and unwanted 

pregnancies [21]. 
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Despite the potential contributions; FP needs have remained unmet in areas of the world where 

the prevalence of HIV is highest [87]. The percentage of married women aged 15-49 using 

modern contraceptive methods ranges from 12% in Mozambique and 14% in Ethiopia to 27% in 

Rwanda [2]. Similarly, recent literature indicates the use of FP among HIV infected women has 

remained low [9, 46, 88]. In addition, previous reports indicated that  twenty five  percent of 

women with HIV worldwide  and the significant nimber of   married women from sub-Saharan 

Africa  have  unmet need for family planning [89].  

 

Furthermore, HIV positive women are at  risk of unplanned pregnancies [16]. Worldwide, two in 

every five pregnancies are unplanned [17]. Previous studies of 42 sub- Saharan Africa countries, 

10-65% of women reported that their last pregnancy had been unplanned [18]. Similarly, 62% of 

women on ART from South Africa [19]  and 59% of HIV positive women from Kenya reported 

unplanned pregnancy [20]. Globally, almost 90 million women have an unintended pregnancy 

each year, largely due to an unmet need for FP [90]. Providing FP to women in developing 

countries who have an unmet need for modern methods would prevent 54 million unintended 

pregnancies, including 21 million unplanned births, 26 million induced abortions (of which 16 

million would be unsafe) and seven million miscarriages; this would also prevent 79,000 

maternal deaths and 1.1 million infant deaths [90].  In Sub Saharan Africa, the unintended 

pregnancy rate is estimated to be 20–40%, but only 21% of  partnered women are using modern 

contraception and an  estimated 20–35% of women have an unmet need for  contraception [18].  

 

Contraceptive use saves women’s lives and improves their health by allowing women to avoid 

unwanted and poorly timed pregnancies. Contraceptive use saves children’s lives by allowing 

parents to delay and adequately space births; when births come too early or less than two years 

apart, the health of infants and their siblings are endangered. Contraceptive use also helps to 

empower women by allowing them to decide the number and spacing of their children; this, in 

turn, provides opportunities for participation in educational, economic, and social activities. At 

the same time, measures to improve women’s status, coupled with access to family planning and 

other key reproductive health services, are likely to result in the most rapid improvements in 

health and well being [45] 
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However, unintended pregnancy is a common problem in both HIV positive and HIV negative 

women. A study conducted in Swaziland has indicated that the rate of unwanted pregnancy was 

20.7%  [91]. Other studies also indicated that the rate of unintended pregnancy is also high 

among HIV positive women [85] 

 

Methods of contraception practiced today include “modern” and “traditional “ones. The former 

refers to clinic and supply methods such as voluntary surgical sterilization, the IUD, oral 

contraceptives, implants, injectables, condoms and vaginal barrier methods. The main traditional 

or non-supply methods are periodic abstinence and withdrawal [92-94]. 

 

Modern contraceptive methods, namely, female sterilization, intrauterine device (IUD), oral 

contraceptives, condom and injectables are the most widely used methods among married 

women in developing countries [95]. 

 

People living with HIV (PLWH) do have different contraception options to use while they are on 

ART. A study conducted in Nigeria revealed that of 340  respondents, only 65(19.4%) of them 

used condoms [23] and use of hormonal contraceptives up to  70% during the first month after 

delivery was reported among Kenyan women [96]. The Uganda cohort study showed, of 711 

only 14% of women used permanent or semi-permanent family planning methods by their 

second year on ART. Younger age, not having used condoms consistently for the last 3 months 

(HR=1.79, 95% CI: 1.02–3.13) were independently associated with pregnancy [97]. A study 

from South Africa indicated that 86% of ART users and 82% of ART-naïve women reported 

using contraception. ART users were non-significantly more likely to use contraception 

compared with ART-naive women (AOR: 1.55; 95% CI: 0.84-2.88). Similar patterns held for 

specific use of barrier (primarily male condoms), permanent, and dual contraceptive methods 

[43].  However, study from Uganda reported that women receiving ART were more than twice 

as likely to use contraceptive methods (AOR: 2.64; 95% CI: 1.07-6.49) and more than 3 times as 

likely to use barrier contraceptive methods (AOR:3.62; 95% CI:1.54- 8.55) than were women not 

receiving ART [6]. 
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Previous studies from different parts of  Ethiopia reported that of those who have ever used at 

least one contraceptive method after HIV diagnosis, condom, injectables and abstinence were 

reported to be the most preferred methods [53-55]. 

 

A study done in Addis Ababa, reported that 43.3% of the respondents ever used at least one 

contraceptive method after HIV diagnosis. Among the contraceptive choices, condom and 

abstinence accounted for  65.8% and 21.1% after HIV diagnosis respe ctively [54]. Another 

study in the same area showed that, of 421 subjects, 246 (53.5%) positives were using and 85%  

want to use family planning in the future  [52]. Condom and injectable were the  most preferred 

methods of family planning after HIV diagnosis [52, 54]. There are various reasons why HIV 

positive women would decide to use family planning and which method to use. An in-depth 

interview done in Kenya among 24 HIV positive women, 20 said that they would use family 

planning  because  family planning providers selected for them [98]. On the other hand, others 

want to use family planning because they are HIV positive or marked deterioration in their health 

condition. The major reason  for not using  family planning was fear of side effects [98], 

associated with  lack of knowledge, communication gap between providers and lack of condom 

approval [99]. 

 

In general,  studies elsewhere from African countries have  revealed that in addition to ART, 

numerous behavioral and contextual factors interact in a complex way to determine intended 

reproductive outcomes among women living with HIV [6, 13, 74, 100]. Age, marital status, 

educational status and socio economic status, cultural and religious beliefs, sexual behavior as 

well as family size and loss of a child due to HIV and access to family planning services are 

documented to be predictors of pregnancy intentions. These factors may be considerably 

influenced by the traditional roles of women, the socio-cultural importance of motherhood and 

partner desire for having children and risk of mother to child transmission (MTCT) of HIV 

[100]. 

 

Based on the literature review, the following conceptual frame work (Figure 1) was developed 

which covers community level factors, individual, HIV related factors, and health related factors 
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affects on the perception and practice of HIV positive women on their fertility and contraceptive 

preferences.    

1.5. Conceptual framework of the study 

 

 

Figure 1: Conceptual framework for effects of fertility intention and contraceptive use among 

HIV positive women, Addis Ababa, Ethiopia, 2012 

(Source: partially adopted from [101] Kaidea et.al, 2006)  
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1.6.   Research Questions  

 

After in-depth review of the available litirature on fertility and contraceptive use of HIV positive 

women globally, regionally and nationally in line with the conceptual fram worke and objectives 

of the study, several key gaps were identified. Hence, the following questions were formulated.  

 

1. What is the magnitude of fertility intention among HIV positive women in the study area? 

2. Do the contraceptive use and method preference of ART users differ from ART naïve women 

in the study area? 

3. Is there any change on fertility intentions 12 months after ART initiation? 

4. How does/Are the fertility and contraceptive decision making of HIV positive women 

affected by their perception, experience or communication with providers?  

 

2.  OBJECTIVES   

 

2.1. General objective 

To assess the effect of ART on Fertility intentions and contraceptive use of HIV positive women 

in Addis Ababa, Ethiopia  

 

 2.2. Specific objectives  

1. To assess the magnitude of fertility intention of HIV positive women attending health 

institutions, Addis Ababa, Ethiopia 

2. To assess contraceptive use and method preference of HIV positive women attending health 

institutions in Addis Ababa, Ethiopia.  

3. To  assess changes in fertility intention 12 months after ART initiation of HIV positive 

women in Addis Ababa, Ethiopia 

4. To assess fertility and contraceptive decision making and their perception about the support 

given by health care providers.  
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3.  METHODS AND MATERIALS  

  

3.1. Study area and setting 

3.1.1. Description of the study area and population 

Addis Ababa is the Capital City of Ethiopia and the seat of the African Union (Figure 2). As a 

Chartered City, Addis Ababa has the status of both a City and a State. From its lowest point, 

around Bole International Airport, at 2,326 m above sea level in the southern periphery, the city 

rises to over 3,000 m in the Entoto Mountains to the north [102] 

 

Addis Ababa has a total population of 3,048,631, of whom 1,595,968 were females and 

1,452,663 males; with annual population growth rate of 2.1%  and male to female ratio  in the 

city is 0.91:1 [103], all of them are urban inhabitants. According to CSA, 2012, about 94.3 

percent of males are  literate while the proportion of literate females is  80.0 percent [5]. 

 

Languages spoken in Addis Ababa include, Amharic (71.0%), Oromiffa (10.7%), Guragna 

(8.4%), Tigrigna (3.6%), Silt'e (1.8 %) and Gamo (1.0%). In Addis Ababa,  Orthodox Christian 

is the predominant religion, 74.7%, followed by  16.2%  Muslims, 7.77%  Protestants and 0.48% 

Catholics  [104]. The City is classified in to ten sub-cities which are the second level 

administrative units, followed by weredas, the lowest level administrative units. Addis Ababa 

has 10 sub cities and 116 weredas. Each sub-city is expected to serve a total population of 

300,000 and each Wereda for  30,000 [105].  
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Source: http://en.wikipedia.org/wiki/Addis_Ababa 

N.B. 1. Addis Ketema, 2. Akaki Kality, 3. Arada, 4 .Bole, 5. Gulele, 6. Kirkos, 7. Kolfe Keraniyo, 8. Lideta, 9. Nifas Silk Lafto, 10. Yeka   

Figure 2: Map of study setting, Addis Ababa, Ethiopia, 2013 

 

3.1.2. Health services in Addis Ababa  

A total of 11 government owned  hospitals and sixty two health centers and a number of private 

health facilities are providing health services  in the City [106]. The Health facility  to population 

ratio in Addis Ababa is 1:283,818 and 1:50,355,for  hospitals and health centers respectively 

[67].    

  

Currently, a total of 58 health facilities of different categories are offering ART [67]. The total 

fertility rate (TFR) of Addis Ababa is 1.5  children per woman, much less than the urban average 

2.6 children per woman [103] and the national average  4.8 children per woman [67]. The level 

of contraceptive use  among general women in Addis Ababa was also 63%  [2].  
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3.1.3. Antiretroviral therapy service in Addis Ababa  

 

Fee based antiretroviral treatment began in 2003 and free ART was launched in 2005 [65, 107]. 

Both public and private health institutions have been offering ART services in the City. By the 

year 2010, a total of five public hospitals, twenty five health centers, one clinic and thirteen 

private hospitals were offering ART [108], but  currently, 58 health facilities  with different 

categories are offering ART [106]. A total of 144,035 positives are  enrolled, 89,031 ever started 

and 63,108, currently on ART in Addis Ababa [67]   

 

The data sources for this research were health institutions in Addis Ababa for the following 

reasons: (1) being the first to start ART service, (2) having higher number of people enrolled for 

ART than all other sites in the country, (3) having high number of transferred cases and (4) data 

records being in better condition and more retrievable than in other sites. 

3.2. Study designs 

 

Both cross sectional and follow up study designs with qualitative and quantitative research 

methods were applied depending on the specific objectives of the study.  

 

(I) To assess fertility intentions of women with HIV, an institution based cross sectional survey 

was applied, (II) to assess contraceptive use and methods preference of women, a facility based 

comparative cross sectional study was employed, (III) in order to assess change in fertility 

intentions of HIV positive women, a facility based follow up study comparing intentions  before 

initiation of ART and 12 months after ART initiation was done.  

 

For the qualitative part (FGDS, IDIs and KIIs) with thematic content analysis were employed. 

The qualitative study was used to describe and interpret the experiences of clients and their 

providers in order to understand the existing situation and their recommendation.  
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3.3. Source and study population 

3.3.1. Source population 

Women living with HIV (WLWH) and attending health institutions constituted the main source 

population of the study. The qualitative part also included health care providers directly involved 

in care and support of people living with HIV in selected public health facilities of Addis Ababa.  

 

3.3.2. Time frame of the study   

The descriptive part was conducted from June to October, 2012, the follow up study was 

conducted from June, 2012-October, 2013 and the qualitative survey was conducted in October 

and December, 2013.   

 

3.3.3. Study population 

Study population were HIV  positive women 18-49 years old who were receiving care and 

support from selected public health institutions (hospitals and health centers) during a data 

collection period  (objective 1-II). For the follow up study, newly ART initiated and ART naïve 

HIV positive women were involved (objective III). For the qualitative part, HIV positive 

women getting service from selected health institutions and providers involved in the care and 

support of positive women were the participants (objective IV).  

 

3.3.4. Inclusion and exclusion criteria  

 

3.3.4.1. Inclusion criteria 

For the quantitative part, HIV positive women with known sero status, age range between 18-49 

years, sexually active in the previous 3 months prior to the data collection, currently non 

pregnant, no history of tubal ligation or hysterectomy were eligible.  For the qualitative part, HIV 

positive women receiving care, and health workers directly involved in care and support 

activities to those women were eligible.  
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3.3.4.2. Exclusion criteria 

HIV positive women mentally unstable, seriously sick and unable to communicate, difficulty of 

hearing, and those who did not come to health institution or did not start care and support from 

health institutions and HIV positive men in general were excluded.  

 

3.3.5. Sample Size Determination  

Sample size calculation for the quantitative part was based on probability methods with certain 

assumptions. For the qualitative part, purposive sampling was employed, with consideration of 

information saturation.  

 

3.3.5.1. Sample Size (Objective I)    

Sample size was determined using the single proportion formula: 

                                                    n = (Zα/2)
2 

P (1-P)  

                                                                d
2
 

 

Where Z is the percentile of the standard normal distribution, P is expected prevalence, and d is 

the desired precision, with the assumption of fertility desire of HIV positive women being 44.7% 

[54]. With 5% level of significance, a design effect of 2 and an addition of 10% non response 

rate. With those assumptions, StatCalc application of Epi Info 3.5.1 was used for calculation. 

Ultimately, the minimum required sample size was 806. However, the total sample size 

calculated for comparison purposes was 1924. As large sample size increases the precision of the 

findings by reducing the level of sampling error [109], we took 1924 HIV positive women. 

 

3.3.5.2. Sample Size (Objective II) 

For the comparative study, the sample size was calculated using the following   two- population 

proportion formula.  
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In the formula, Z/2 correspnds to the confidence level, Z  correspnds to power of the study, r 

is the allocation ratio of ART users and non users; P1 is proportion in “ART users” and P2 is 

proportion in “ART naïve”. With the assumption that  proportion of contraceptive use among 

HIV positive women receiving ART and ART naïve being 86% and 82%, respectively  [43], the 

computation was made via StatCalc application of EPI Info version 3.5.1 with minimum 

detectable odds ratio of 2 at 5% level of significance (two-sided), a power of 90% and  a one to 

one allocation ratio of the two groups  (ART users in one group: ART naïve in another group). In 

addition to those, some 5% non-response, design effect of 2 was considered. Finally, a total 

sample of 1924 positive women was considered.   

 

3.3.5.3. Sample Size for follow up   study (Objective III) 

 

The adequate sample size for investigating change in fertility intention 12 months after ART 

initiation (follow up study) was also assessed using the aforementioned double population 

formula. Sample size was computed with the assumption of proportion of fertility intentions 

among HIV positive women who were ART naïve and 12 months after ART initiation being 

26.6% and 21.5%  respectively [69], with a minimum detectable odds ratio of 2  at 5% level of 

significance power of 80% , a one to one allocation of both groups  and addition of 20%  non 

response rate.  Stat Calc application of EPI Info version 5.3.1 was used for calculation and a total 

sample size of 407.  

 

3.3.5.4. Sample Size for Qualitative Part (Objective IV)  

 

Focus Group Discussions (FGDs) and in depth interviews (IDIs) were conducted among HIV 

positive women and  key informant interviews (KII) have  also conducted among health care 

providers at different sites to explore the contextual issues related to  fertility, contraceptive 

decision making, available  support  and experience of clients and health care providers.  

 

Purposive sampling technique was used to select total of 4 FGDs with HIV positive women: who 

were members of womens support groups, adherence supports and attendants of ART units. 

There were 14 IDIs with HIV positive women working as peer educators, mother support group 
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and 10 KIIs with health care providers. However, the maximum number of FGDs, IDIs and KIIs 

was estimated by saturation of information.  

 

3.3.6. Sampling Methods   

 

3.3. 6.1.  Descriptive cross sectional survey  

Respondents were selected principally using a multi-stage sampling technique using client 

registration books as the sampling frame.  Initially, unique identification number was given to 

each health institution. Secondly, a total of five hospitals and seven health centers were selected 

by lottery method.  Thirdly, the average number of clients who visited the ART units daily 

during data collection period was estimated based on the previous daily client flow of the units. 

The proportion allocations were carried out according to the patient load in each institution.  

Systematic random sampling was used to select the study subjects from the selected ART sites 

(Figure 3).  
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Figure 3: A schematic presentation of sampling procedure for Fertility intentions, contraceptive 

use and preference, Addis Ababa, Ethiopia, October 2013. 

 

 

 



25 

 

3.3.6.2. Follow-up design 

Participants for the follow up study were different from women enrolled in the cross sectional 

surevy (Objective I & II). Eligible women who came to the follow up and ART initiation were 

given identification numbers. Newly ART initiated women were selected sequentially, while 

every third ART naïve woman was selected using systematic random sampling.  

 

A total of 5678 (men and women) were receiving care at the selected sites, of those, 3118 were 

women of reproductive age. About 407 women were eligible of whom 360 women (including 

190 ART initiated and 170 ART naïve) participated (Figure 4).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 4: Schematic representation of women enrolment and flow chart for change in 

fertility intention study in Addis Ababa, Ethiopia, 2014 

 

 

 

 3118 HIV positive women 

 

407 HIV positive women 

360 HIV positive women 

involved 12 months ART 

initiation  

2560 HIV positive men  

 

Not eligibility by age, not willing to document 
review have been on ART  
Willingness to document review   
 

5678 PLWH came for follow up 

in selected public health facilities  

ART initiated 190 
ART naïve 170 

     3 cases discontinued ART>3 months  

    3 out of study sites, 3 sever illness, 

     6 Lost to follow-up, 2 died, 

     5 transferred out, 8 clients >49 years 

    17 other reason (e.g.7 started ART, 10 not 

volunteer) 
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3.3.6.3. Qualitative study 

The participants were selected purposively and potential participants were identified at the time 

of clinic visit. Wide ranges of sources of information were included in FGD, IDIs and KIIs. The 

participants were HIV positive women on ART and ART naïve, mother support group, peer 

educators and adherence supporters as well as health workers serving for PLWH.  The potential 

participants were invited to a private room and health workers were introduced with study 

interviewer, who provided a brief description of the study.  Interested clients received and 

completed participation information. The numbers of discussions was determined by information 

saturation.  

 

3.4. Data Collection, Processing and Analysis 

 

3.4.1. Data collection tools 

 

The data collection tool for the quantitative part was an interviewer administered structured 

questionnaire adapted from previous studies [33, 43, 69, 110].  The English version was 

translated into the local language (Amharic) by two experts who are fluent in both languages, 

then back to English by another person to ensure the consistency of the instrument. Five percent 

of the questionnaire was pre tested in another health institution having similarity to the study 

population. Then, some words were modified/ contextualized and few questions were rephrased 

(Annex 2). 

 

For the qualitative part: Semi structured interview guide  for focus group discussion, in depth 

interview and key informant interviews were  developed  in English by the  principal investigator 

and translated in to Amharic by experts’ who are fluent in both languages and back translated to 

English to check its consistency.  Important concepts and points for development of the 

questionnaire were derived from published articles [74, 111], and adapted to the local context. 

Tools were prepared by considering the culture, values and language of the study subjects. It was 

pre-tested by conducting two FGDs of 9  participants each, 3 IDIs and 2 KIIs at randomly 

selected institution out side  the actual study site, but with  similar socio-demographic 



27 

 

characteristics for validation of the instrument and found not to have major problems. The pretest 

contributed to improve clarity in wording, sentence construction and developing probing 

questions. 

3.4.2. Data collectors 

 

For the quantitative data collection, 25 female diploma nurses were recruited from the study area. 

They were selected based on their level of education, previous experience in data collection, 

knowledge of local language, culture and additional training on ART, VCT and care of PLWH. 

Adequate training was given for five consecutive days by the principal investigator focusing on 

the contents of the questionnaires, sampling methods, interview technique, quality of 

information, ethical issues and safety of the participants and confidentiality. 

 

All data collection procedures were closely supervised by two trained supervisors (nurses with 

qualification of MSc, with consideration of additional training and experience) and the principal 

investigator. 

 

For the follow up study, five female data collectors were reselected from those who participated 

in the previous data collection and were further trained for three more days.  

 

For the qualitative part two moderators (MSc. nurses, currently working at Addis Ababa 

University) together with PI and two note-takers (who had exposure to similar data collection 

activities) were selected and trained for three days. 

 

3.4.3. Data Collection Procedure   

 

3.4.3.1. Descriptive survey  

The data were collected June-October, 2012. After determining eligibility and consent, 

participants received 30-35 minutes interviewer administered questionnaires in separate rooms. 

The daily average numbers of clients who visited the ART units during data collection period 

were estimated based on the previous daily client flow of the units. This was obtained by 
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referring to client registration book (recorded for one month prior to data collection).  About 

50% of subjects who visited each site daily were interviewed. The data collection process was 

closely supervised. 

 

The questionnaire assessed socio-demographic characteristics; HIV/AIDS history, diagnosis, and 

treatment; sexual, fertility desires, intention of the women/husband /partner and number of live 

children. Medical record review was conducted to confirm ART history and obtain clinical data, 

including World Health Organization stage of disease and CD4 cell count. The medical record 

review was considered to cross check for inconsistencies between self-reported and medical 

record data.          

 

3.4.3.2. Follow-up study  

The follow up study was undertaken from June 2012 to October, 2013. The data were collected 

using interviewer administered structured questionnaire. The study was linked with the routine 

activities of each health institution. The participants in the follow up study were different from 

those involved in descriptive (Paper I-II) or qualitative part (Paper IV). The recruitment 

procedure was conducted using appointment log book and screening was conducted every day.  

 

Follow up procedure: the follow-up for both groups (women on ART and ART naïve) was 

scheduled in line with the respective institutional schedule for two times over a period of one 

year. ART initiated women were interviewed during refill (treatment collection) and ART naïve 

women were interviewed during their appointment for CD4 cell testing. The same tool was used 

both times and collected identical information to the baseline, except socio demographic factors 

and WHO stage of disease that cannot change over time. For ease of follow up, a unique 

identification mark labeled (Annex 1: Figure 7) with date of baseline survey and the schedule of 

next appointment was labeled on patient’s history book and questionnaire collected as a baseline 

data (Annex 1: Figure 8).  A study staff reminded them the next interview time when they 

collected their drug or came for other follow ups.  

 

Tracking procedure: During the baseline interview, the contact details of each participant (cell 

phone, other contact address e.g. relatives or friends cell phone, including unique ART number, 
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next appointment schedules) were recorded (Annex 1. Figure 9-11). In addition, detailed 

direction of patient’s home, place of work or other convenient places were recorded.  Every 

effort was made to minimize loss to follow-up. For example, if a woman missed her 

appointment, phone contact was done, home visiting for interview was done for those who were 

willing to be visited at home, or another convenient appointment time or place was made  

When the client was not traced for 3 months either by four calls and/or one home visit and failed 

to trace the home or found that she is relocated to an inaccessible place, then she was considered 

as lost to follow up. 

 

3.4.3.3. Data collection procedure for qualitative study   

Four FGDS, 10 IDIs and 7 KIIs were conducted. On average 9 participants were involved in 

each FGD with minimum 8 maximum 12 took part in each discussion that lasted for about 45 

minutes to 1 hour. A total of 10 IDIs were conducted among HIV positive women. A total of six 

nurses and one health officer participated in the key informant interview.  

 

The potential participants were invited to a private room and health care providers have 

introduced to the study interviewer, who provided a brief description of the study. As the 

discussion was conducted along with their clinical attendance no stipend was given to 

participants 

 

The discussions were facilitated by the principal investigator together with two moderators and 

assistants were involved to capture non verbal cues and other non recordable issues. The 

discussions were conducted in private and quiet rooms in separate offices attached within each 

ART sites where the moderator and the note taker were present. The discussions were facilitated 

by raising open ended questions then followed by probing questions. Instead of personal 

identifiers, the discussants were given identification code numbers in the order of their seats for 

note taking and confidentiality purpose. 

 

After some introductory remarks like self introduction, explaining the purposes of the focus 

group, laying down some basic ground rules to encourage everyone to participate in the 

discussion, reassuring the participants about the voluntary and confidential nature of their 
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participation and consent was obtained, the interviewers asked the participants for their opinions 

and perceptions about fertility and contraceptive preference and perception about support given 

by health workers and health workers view about such issue. All the FGDs, IDIs and KIIs were 

tape-recorded and hand-written notes were taken. The discussions were conducted in private, 

ventilated and well of room.  For privacy and safety of the information, all documents were kept 

safely in a locked drawer.  

 

3.4.4. Study variables and Measurements 

 

3.4.4.1. Dependent Variables  

For the descriptive cross sectional survey the dependent variables were fertility intentions, 

method preference and contraceptive use 

For follow up study: change in fertility intention  

For qualitative part: perception and experience of clients and providers towards the available 

support, fertility and contraceptive decision  

Explanatory variables: primary ART use, secondary HIV status of women.   

  

3.4.4.2. Independent Variables  

Socioeconomic Factors: age, education, income, religion, marital status, ethnicity  

Serostatus and ART Related Factors: disclosure of serostatus to partner, sero-discordance, 

desire of partner, duration of marital relation, health condition of the women, CD4 cell count, 

WHO clinical stage of disease.    

Facility Factors: information regarding options and fertility counseling, availability of the 

methods, integrated service in ART units. 

Relationship factors:  familyinfluence, partner influence, value for the children, social 

networking, and stigma attached with.      

 

3.4.5.2. Measurements  

The set of dependent and independent variables vary across the objectives of the thesis. 

However, variables that are theoretically and empirically related to fertility and contraceptive use 

and preference of HIV positive women were taken as independent variables. Those included age, 
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religion, marital status, education, employment, monthly income, current sexual partnership 

status, number of living children, and HIV clinical variables including, recent CD4 cell count, 

nadir/ lowest CD4 cell count, WHO clinical stage of disease and ART use status  

 

To assess fertility intentions of HIV positive women, the primary outcome variable for the 

study was self-reported fertility intentions, which was defined by answers to the question: “Are 

you currently planning to have (more) children in the future?” Women were free to respond 

“Yes”, “No”, or “Don’t know, the small proportion of women who responded “Don’t Know” 

(less than 5%) were included in the “No” category. There was little difference in the proportion 

of women reporting “Don’t know” by HIV and ART use status. Variables known to be 

associated with fertility intentions were included in the analysis to provide an adjusted estimate 

of the association.  

 

Covariates included were age, religion, marital status, education, employment, monthly 

household income, current sexual partnership status, number of living children, and HIV clinical 

variables including, recent CD4 count, nadir CD4 count, and WHO stage of disease. Medical 

record review was also conducted to confirm ART history and obtain clinical data, including 

World Health Organization stage of disease and CD4 cell count. 

 

Antiretroviral therapy (ART) use was defined as use of one of three antiretroviral medications 

either efaveranze (EFV) or Neverapin (NVP) based first line drugs [6, 43, 65] or use of non 

nucleotide reverse transcriptase inhibitors (NRTIs) with protease inhibitors (PIs) 

(leponavir/ritonavir(LPV/r) or atazanavir/ritonavir (ATV/r)) backbone of second line drugs [43].  

 

To assess contraceptive use and method preference of HIV positive women:  The primary 

outcome variable was self-reported contraceptive use during the previous six months prior to 

the data collection period. In this study,  contraceptive use was defined as  the use of any method 

including, injectables (Depot), implants (implanon  or jadelle), oral contraceptive pill (OCP), 

intra uterine contraceptive device (lUCD), male/female condom, diaphragm, permanent methods 

such as,  tubal ligation and hysterectomy. Dual contraceptive method was defined as use of 

primarily the male condom with hormonal or other contraceptive methods like IUCD.  
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Consistent condom use was defined as the use of condoms always or frequently in all vaginal 

sexual relationships with casual and/or steady partners. Women who used condoms sometimes or 

rarely were regarded as inconsistent condom users.  

In addition to reporting use of each contraceptive method individually, we collapsed the data into 

four mutually exclusive groups including, “Use of dual contraceptive methods”, “Consistent 

condom use only”, “Use of Hormonal/Permanent method only”, and “Not using any 

contraceptive method” and tested for differences by ART use status. 

 

Independent variables in this study included age, education, employment, monthly household 

income, sexual partnership status, HIV serostatus of partner/husband, number of living children, 

HIV test of children,  disclosure of HIV status to partner/husband and discussion with 

partner/husband or  health workers about contraception. Medical record review was also 

conducted to confirm ART history and obtain clinical data including World Health Organization 

stage of disease and CD4 cell count 

 

Antiretroviral therapy (ART) is treatment of people infected with human immunodeficiency 

virus (HIV) using anti HIV drugs[64]. The standard treatment consists of a combination of at 

least three drugs often called “antiretroviral therapy” (ART) that suppress HIV replication. Anti 

retroviral therapy (ART) use defined as use of one of three antiretroviral medications either 

Efaveranze (EFV) or Neverapin (NVP) based first line drugs [6, 43, 65] or use of combination 

drugs  with protease inhibitors(PIs) backbone of second line drugs [65]. We considered women 

to be ART users if they had been receiving ART for at least one month and ART-naïve, if they 

had never taken ART, prior to the data collection period. 

 

To assess change in fertility intentions of HIV positive women: the outcome of interest was 

evaluated in two visits through the following question: Do you want to have child in the future?  

Women were free to answer yes, no, or do not know. Fertility intention was determined based on 

the woman’s reports at baseline and on 12 month follow-up visits.  
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A change in fertility intentions would have occurred if a woman reported wanting no more 

children at baseline and reported wanting to have more children during the 12 months follow-up 

visit. Similarly, a change in fertility intentions would have  occurred  if a woman reported 

wanting more children at baseline and  then reported wanting no more children, undecided  or 

adopting a birth control method at follow-up  visits. Whereas, no change in fertility intentions is 

considered, if a woman reported wanting more children at the baseline and no contraceptive 

method use and same report at 12 months visit. Similarly, no intention at the baseline and 

adopting birth control, and similar response given 12 months visit. 

 

The outcome of interest was self reported fertility intentions through the following question: 

Do you want to have child in the future? Concordant response at the baseline and 12 months 

after follow up were coded as no change (0) and discordant response as change in fertility 

intentions and coded as (1). 

3.4.6. Data Management and Processing  

 

3.4.6.1. Data Management 

 

With regard to data management of quantitative part, all completed interview forms were 

reviewed by a supervisor and inspected/checked by the PI. Forms with missing data or 

inconsistencies were returned to the interviewers for correction. Dummy tables that consider the 

main research questions were drafted after designing the questions; the data were categorized 

and coded on well defined coding sheet. On top of this, the pre-coded responses were double 

entered in to Epi-Info version 3.5.1 software by trained personnel under continuous supervision 

of PI.  

 

The data were screened for missing, outlier values and data entry errors using the frequency 

distributions of the variables and observation of the entered data. Actual and suspected errors 

were validated against the raw data and the necessary corrections were made before the analysis. 

In all of the variables, actual missing values were very few and random, so they were left 

unaltered.  Later it was exported to SPSS version 20 soft ware for analysis.   

 



34 

 

 

Regarding data processing for the qualitative data, the discussion was tape recorded and the 

recorded data was transcribed in to the same language and translated to English, entered in to 

open code soft ware then discussed under main thematic areas.  

 

3.4.6.2. Data analysis  

 

The analysis was done using SPSS version 20 software. The descriptive data were presented by 

using appropriate statistical tables, graphs. Percentage, mean, median was calculated. The 

magnitude of dependent and independent variables were quantified. To determine the association 

between the explanatory and outcome variables, those that show significant association at bi-

variable analysis (P<0.05) were selected and entered one at a time in to the model for further 

multivariate regression analysis. The analytical part was calculated by controlling confounding 

factors using univariate and multivariate logistic regression analysis. The strengths and directions 

of the associated factors were explained (reported) using   adjusted odds ratios (AOR), with their 

respective  95% confidence interval(CI), and p-value of <0.05. Furthermore, the normality of the 

distribution of continuous variables (like respondents’ age was assessed using various options 

including statistical testes (Kolmogorov- Smirnov and Shapiro-Wilk tests), and visual evaluation 

of histograms.  

 

The qualitative part: transcription was made for all tape recorded FGDs, IDIs and KIIs; were 

analyzed along major themes of the research by the principal investigator. Detailed description of 

data processing for each objective is presented as follows:  

 

For the study of fertility intentions of HIV positive women: the pre coded responses were 

double entered in EPI Info version 3.5.1 software, cleaned, exported and analyzed using SPSS 

version 20 software.  Strength and direction of the association were presented using odds ratios 

relative to the reference category and 95% confidence levels.  Binary logistic regression analysis 

was done to assess the relative effect of determinants. Finally, adjustment was made for predictor 

variables that were significantly related to the outcome variable and only one adjusted result is 

presented.  
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For the study of contraceptive use and method preference of HIV positive women 

measuring contraceptive use: we computed the prevalence of contraceptive use and method 

preference among our study population, i.e. contraceptive use between the two groups (ART 

users verses ART Naïves). We used appropriate model to measure the strength of the 

association between ART use and odds of contraceptive use by controlling covariates. The 

proposed model was ART users and ART-naïve, and allowed for adjustment for HIV-associated 

clinical characteristics. 

 

Contraceptive uses, preference and reasons for selection of contraceptive methods are presented 

using descriptive statistics. Variables found to be significant at bivariate level, (P < 0.05), were 

selected and included in to multiple logistic regression models. Then, multiple logistic regression 

analyses were used to calculate Odds ratio with 95% confidence interval to estimate association 

and to control the potential confounding variables. Strength and direction of the association 

between contraceptive use and potential socio-demographic, reproductive health and clinical 

factors were presented using adjusted odds ratios relative to the reference category and 95% 

confidence levels.  

 

Change in fertility intentions 12 months after ART initiation:  

Data analysis: The pre coded responses were double entered into Epi Info version 3.5.1 and 

exported to SPSS version 20 for data checking, cleaning and analysis.  

 

We compared baseline characteristics of ART initiated and ART naïve women using McNemar’s 

test for categorical variables. The McNamara’s test result shows significant difference between 

the baseline and 12 months measurement in their fertility intentions (P-value<0.0001 and 

McNamara’s X2=17). Furthermore, the change in fertility intention was positively associated 

because change in fertility intention increased from 5% at the baseline to 20% 12 months after 

ART initiation.  Based on these, all concordant (similar responses’) were combined together and 

the discordant (different) responses combined together to form new outcome variable computed 

in this study   
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Fertility intention is presented using descriptive statistics. The strength of association between 

change in fertility intentions and potential socio-demographic, reproductive health and clinical 

factors were assessed using odds ratios with 95% confidence levels. Logistic regression analysis 

was done to assess the relative effect of independent variables and fertility intentions and 

adjusted result is presented. 

 

For fertility and contraceptive decisions and support from health care providers: all 

discussions were tape-recorded and a note taker was present in all discussions.  It was transcribed 

verbatim in to the language of discussion, Amharic. The transcribed text was given to three of 

FGD, two IDI and two KII participants to read and check wether all points were properly 

captured or not. The checked texts were translated to English and back translated to Amharic to 

see its consistency. To assure the validity of the translation, another person, proficient in both 

languages checked and commented on it so as to incorporate changes in to the report.  The initial 

step in the analysis was to read through all the transcripts several times, while making notes in 

the transcript. The notes were reviewed by multiple readers and themes identified and coded, to 

ensure that all the key themes were captured. The research assistants and investigator used an 

empirical approach to modify the pre-determined themes. After verifying and reviewing the 

coded and labeled responses, the authors identified major themes.  

 

The English version of the data entered in to  Opencode software version 3.4 for analysis and the 

codes were grouped into categories in order for themes to be identified [112]. After reading the 

transcripts, the researcher performed open coding of the texts, constantly comparing similarities 

and difrences among groups by going back to the original text. In the next step, selective coding 

was performed and relevant codes were further conceptualized leading to the development of 

categories. Several categories were taken together to form themes. During the coding process, 

relevant questions from transcripts were put in to memos and incorporated to illustrate main 

ideas during write-up. Finally, understanding of multiple forms of information collected and 

triangulation of different data sources was made to verify the finding.     

 

Then, the themes and subthemes were further identified.  This was intended to identify 

similarities as well as differences in experiences and opinions across various categories of 
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participants (women, providers, at different health institutions).  Further key questions were put 

in to memos during coding, later they were used to incorporate to illustrate the main ideas during 

the write up. Quotes and important points presented by the participants were presented along 

with the qualitative data to give emphasis of the concepts. A qualitative latent content analysis 

technique was used. The data were therefore, condensed without losing quality (Figure 5) 
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Figure 5: Schematic presentation of data processing of the study participants, Addis 

Ababa, Ethiopia, December, 2014. 

3.4.7. Data quality assurance  

 

In order to maintain quality of the data collection, various methods were employed such as the 

studies were designed to address the objectives and draw the optimum findings using both cross 

sectional and follow up study designs. Data collection tools conducted in developing countries 

were adopted and the tools were prepared by considering the culture, values and language of the 

study subjects. 

 

Consistent supervision of the data collection processes was done by the supervisors and the 

principal investigator throughout the data collection period that has further added to the quality 

of the instrument. Moreover, the quality of the instrument was assured by adequately training 

data collectors for five consecutive days.  

 

The questionnaires were prepared in the local language for better understanding of the concepts 

that ensures the quality of the instrument. It was pre-tested in randomly selected health 

institutions other than the actual study facilities, which has similar demographic characteristics 

with the study population. Based on the findings from the pre-test, adjustments were made 



38 

 

including, modifications and corrections of inconsistencies of ideas and improving languages. 

The pre-testing also helped the data collectors to be more familiar with the instrument.  

 

Data collectors, supervisors and the principal investigator had debriefing meetings every evening 

to evaluate the day’s performance, to solve any encountered problems and to plan activities for 

the following day. The questionnaires were checked for errors, incompleteness or inconsistencies 

by the research team. Questionnaires with missing data or with inconsistent information were 

returned to the respective data collectors for correction. 

 

The data collection process was strictly supervised for its completeness. Incomplete data were 

rejected; both the data collectors and supervisors signed on each covering page specified for this. 

Double data entry was implemented and backup was set aside in a daily base and the data were 

put in a secured place locked with a key by the principal investigator.  

 

After completing the entry, the data were screened for missing, out of range and outlier values. 

The assumption and fitness of statistical methods were checked following standard procedures.  

 

For the qualitative study, a field guide was prepared by the research team based on the 

conceptual framework with possible probing questions. Randomly selected transcripts and 

translates were compared with the original records by experts to verify accuracy. With the 

involvement of multidisciplinary research team, data collection tools were adopted from previous 

studies and prepared by considering the culture, values and language of the study subjects. The 

interview was conducted in private, ventilated and well of room.  

  

A good quality of tape recorder was used for recording of the information. The recording level 

and batteries were checked. The tape record was supported by field note to cross check the 

information. Verbatim transcriptions and content analytical procedures were used to make the 

study rigorous. Informative discussants were selected purposively from different categories to 

enhance triangulation. Independent coders were used and differences were solved through 

consensus and confirmability was  assured by follow-up interviews with participants and 

member checking [113]. Respondent validation was also done by giving the transcribed texts to 
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two of the FGDs, three of IDIs and two of the KIIs participants to read and check if points were 

well captured. Then the texts were translated in to English and entered to open code software.  

 

3.4.8. Ethical Considerations  

 

Ethical clearance was obtained from the Institutional Review Board (IRB) of the College of 

Health Sciences of Addis Ababa University. Written permission was obtained from the Addis 

Ababa City Government Health Bureau. Written consent was obtained from health bureaus of 

selected sub-cities, consent was obtained from chief executive officers, medical directors, case 

teams and/or matrons and head nurses. In addition, letters of support from woredas and 

organizations working on the issues were obtained. Verbal consent was also obtained from 

individual clients.  An information sheet containing the general aim of the study, method of the 

study, responsible individuals and institutions with their addresses and consent form written in 

local language was attached to the cover of the questionnaires to be read by or to be read to the 

respondents to obtain individual consent.  

 

During tha data collection process, data collectors informed each study participant about the 

purpose, duration  and anticipated benefits of the research project and the study participants were 

also informed on their full right to refuse, withdraw or completely reject part or the entire 

interview at any time. They were assured that their treatment and other benefits they gain from 

the hospital and/or other organizations would not be influenced by their participation in the 

study. Finally, they were asked for their informed consent to participate or not to participate in 

the study and for their willingness on use of their files and records for the study. Interviews were 

conducted in a private, quiet, ventilated room to respect the study participants’ anonymity and 

boost their confidence on the study. Each piece of information obtained from every responding 

subject was handled under strictly confidential care locked in separate locker handled by the 

principal investigator.  

 

The interview and the group/individual discussions were undertaken anonymously. Neither in the 

quantitative, nor in the qualitative data collection were personal identifiers like names, ID, or 

telephone numbers used. For the follow up study, means of tracking of the clients was kept 
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confidential and not indicated on the report.  For the FGDs, each participant was given an 

identification number in the order of their seats and the moderator and the note-taker used these 

numbers to identify respondents both during note taking and transcription. 

 

Adequate training was given for data collectors on respondents’ rights, privacy and 

confidentiality in HIV and related information and on how to handle and support or when 

respondents seek clarifications. Data collectors were those who have additional training on 

counseling and care for PLWH as the study was related to sensitive HIV/Sexual/ reproductive 

health issues.  

 

In addition to all the information mentioned above, informed consent was obtained in advance 

from the respective discussants, to record their responses. Notes were taken to be able to capture 

the interaction between participants. They were also told to switch-off the audiotape, if they feel 

that there are issues which should not be recorded.   At the end of each interview session, general 

information was given about fertility, contraceptives, ART and condom demonstration was done. 

 

Benefit: The research does not have a short term financial, or any other benefit to the research 

participant as an individual or as a group, but in the long run it will help the concerned 

organization and policy makers to design appropriate policy directions and strategy related to 

fertility and contraceptive need of HIV positives based on the recommendations and the findings. 

Moreover, the research work will help feedback in the field of HIV and sexual and reproductive 

health in the area.  

 

Risk: The study did not have inhumane treatment or harm on the participants physical health. 

However, since they took time to respond and were asked sensitive issues, minor social or 

psychological harms could have occured. In that regard, explanation was given, in advance, on 

the objectives of the study and their participation was only with their full will. Based on that, 

they consented to participate. In general, Table 1 showes the summry of the methods applied in 

this dissertation.  
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Table 1: Summary of study methods corresponding with study objectives, design, study 

population and samples size, Addis Ababa, 2014 

 

Objectives  Setting Design Data collection 
method 

Study 
population 

Sampl
e size  

Data  
Analysis  

Objective I. 
fertility 
intentions  

Health 
facility  

Cross 
sectional 
Descriptive  

interview 
questionnaires 
and document 
review 

HIV positive 
women  

  
 
 
 
1924 
  

Descriptive 
bivariate , 
multivariate  
analysis 

Objective II. 
Contraceptive 
use &method 
preference  

Health 
facility  

Cross 
sectional 
comparative 
study  

interview and 
document review 

HIV Positive 
women on  
ART and 
ART Naïve    

Descriptive 
bivariate  
multivariate  
analysis 

Objective III. 
Change in 
fertility intention  

Health 
facility 

Prospective 
follow up 
study   

interviews 
administered 
questionnaire  

HIV +ve 
women  
ART 
initiated& 
ART naïve  

407 Bivariat  and 
multivariate 
analysis 
 

Objective IV. 
Fertility and 
contraceptive 
decision and 
perception   

Health 
facility  

Qualitative 
explorative  

FGDS, IDIs & 
KIIs)  

HIV + 
women, and  
HCW* 

4-
FGDs 
10 IDIs  
7 KIIs  

Thematic 
content analysis 

N.B. *Health Care Workers, FGD: Focus Group Discussions, IDISs: in depth interviews, KIIs: key informant interview   
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4. RESULTS  

 

4.1. Fertility intentions of HIV positive women 

 

4.1.1. Socio-demographic characteristics of study participants 
A total of 1924HIV positive women were approached for participation. Of these, 69 (3.6%) 

questionnaires were excluded from the analysis for incompleteness and inconsistence of 

responses. Therefore, the analysis was based on 1855 HIV positive women. Those consitituted 

823(44.3%)  ART users and 1032 (55.7 %) ART naïves with response rate of 96.4%.  Five 

hundred forty six (29.4%) were in the age range of 30-34 years. The mean age of the respondents 

was 31.3 +5.6 SD years. 

 

The study participants were predominantly Amhara 1104(59.5%) and Orthodox 1461(78.8%) by 

their ethnicity and religion respectively. Concerning marital status about 50% of the participants 

were currently married and 19.5% were single. Six hundred eighty nine (37.1%) of the 

participants have completed grade 1-8, followed by those who completed grade nine to twelve 

599(32.3%). Three hundred seventy nine (27.4%) were unemployed and 509(20.5%) reported 

working in private business. Five hundred twenty two (28.1%) reported to have no monthly 

income at all and 509 (27.4%) were getting monthly income of less than 500 Ethiopian Birr 

(equivalent to 27.8 USD at the period of data collection) (Table 2).  
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Table 2: Socio-demographic characteristics of HIV positive women aged 18-49 years in 

Addis Ababa, Ethiopia, (n=1855) 

Characteristics       Frequency (%) 
Age(years) 

18-24 
25-29 
30-34 
35-39 
40-49 

 
189 (10.2) 
522 (28.1) 
546 (29.4) 
421 (22.7) 
177 (9.5) 

Ethnicity  
Amhara 
Oromo 
Gurage 
Others(Tigrea, Siltea, Gamo, welayta,yem,worji) 

 
1104 (59.5) 
420 (22.6) 
165 (8.9) 
166 (8.9) 

Religion 
Orthodox Christian  
Muslim  
Others (Protestant, catholic, Jubbah) 

 
1461 (78.8) 
197 (10.6) 
197 (10.6) 

Marital Status 
Single  
Married/cohabited 
Widowed 
Divorced 

 
361 (19.5) 
945 (50.9) 
283 (15.3) 
266 (14.3) 

Educational status  
illiterate  
Informal education   
Grade 1-8 completed  
Grade 9-12 completed 
above 12 grade 

 
243 (13.1) 
150 (8.1) 

689 (37.1) 
599 (32.3) 
174 (9.4) 

Occupation  
unemployed 
Housewife 
Daily laborer 
Merchant 
Commercial sex workers  
Government worker 
Private Business 

 
379 (20.5) 
342 (18.4) 
279 (15.0) 
100 (5.4) 
34 (1.8) 

212 (11.4) 
509 (27.4) 

Monthly income (in Birr)*  
No Income(dependent) 
Birr  below 500 
Birr 500-1000 
Birr 1001-3000 
Birr above  3000 

 
522 (28.1) 
509 (27.4) 
521 (28.1) 
258 (13.9) 

45(2.4) 

*1USD: 18 Birr (currency of Ethiopia at the time of data collection)    
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4.1.2. Fertility intentions and clinical characteristics of study participants 

 

Eight hundred fifteen (44%) women reported that they intended to have (more) children in the 

future irrespective of their ART use. One thousand sixty two (57.3%) women reported ever had 

sexual partner. Eight hundred sixty four (81%) women reported that their sexual partner/husband 

had been tested for HIV of whom 630(73%) reported that their partners were positive; while 

217(25%) reported that their partners were negative. 

 

Five hundred eighty nine (32%) and 810(33%) women have 200 to 350 recent CD4 count and 

nadir CD4 count respectively. One thousand six hundred fifty five (89.2%) women had disclosed 

their sero-status to someone else, but the remaining 200(10.8%) had not.  Of those who 

disclosed, 906 (85%) reported the disclosure of their sero-status to sexual partner/husband, but, 

140(13%) did not disclose their sero-status to their sexual partner. Six hundred and five (32.6%) 

women reported having one child followed by 408 (22.0%) two children and 558(30.1%) no 

children (Table 3).  
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Table 3: Fertility intentions and clinical characteristics of HIV positive women aged 18-49 

years in Addis Ababa, Ethiopia, 2014. (n=1855) 

Fertility intentions  and 
clinical characteristics 

Freq. (n= %) Fertility intentions  and clinical 
characteristics 

Freq. (n= 
%) 

  Recent CD4 count(n=1855)   
ART use(n=1855)       Less than 200 268(14) 
    Yes  823(44.3)     200 to <350 589(32) 
    No 1032(55.7)     350 or greater  998(54) 

Fertility Intention(n=1855)  Nadir CD4 Count (Lowest)(n=1855)  
    Yes 815(44)     Less than 200cell/mm2 785(42) 
    No 1040(56)     200 to less than 350cell/mm2 810(33) 

Have sexual 
partner(n=1855)**  

     350 and above 460(25) 

    Yes  1062(57.3) WHO Stage of Disease(n=1855)  
     No 793(42.7)     Stage I/II 1096(59) 

Partner Tested(n=1062)       Stage III/IV 759(41) 

    Yes  864(81) Disclosed HIV status to someone 
else n=1855) 

 

    No  104(10)     Yes 1655(89.2) 

    Do not know 94(9)     No 200(10.8) 

HIV  status of 
partner(n=864)    

 Disclosed HIV Status to husband 
/partner(n=1062)  

 

    Positive  630(73)     Yes  906(85) 
    Negative  217(25)     No                                                                                               140(13) 
    Do not know the status 17(2)     No response  16(2) 

Ever  lost a child by HIV 
(n=1297) 

 Number of Living Children(n=1855)  

    Yes 45(3)     0 558(30.1) 
    No  1228(95)     1 605(32.6) 
    Do not know the cause  24(2)     2  408(22.0) 
      3+  284(15.3) 

* *Sexual partner: marital and extramarital relations  

 

4.1.3. Reasons to continue childbearing   

 

There were a wide range of reasons why women intended to have additional children as shown in 

(Figure 6). Four hundred thirty seven (53%) women reported as a result of the presence of ART, 

followed by improvement of health condition 145(18%). Other reasons mentioned were  

influence of husband/partner 70(9 %),  like children as they are gift of God 41(5%), advice of 

health workers 37(5 %), to reach ideal family size 34(4%) and the like. 

 



46 

 

 

Figure 6: Reasons to have children in the future among positive women, aged 18-49 years in 

Addis Ababa (n=815) 

4.1.4. Factors associated with fertility intentions  

ART users had higher fertility intention (AOR; 1.26, 95%CI; 1.01 to 1.60) than ART naïve.  

Women in the age range of 40-49 years (AOR; 0.14, 95%CI, 0.08 to 0.24), age range 35-39 

(AOR, 0.46; 95%CI, 0.31 to 0.66) and age range 30-34 (AOR, 0.60; 95%CI, 0.42 to 0.84) were 

respectively less likely to report fertility intention in comparison to younger women in the age 

range of 18-24 years (Table 4).  

 

Marital status has also an association with fertility intention in with divorced (AOR, 0.59 95%CI, 

0.42 to 0.83) and widowed women (AOR; 0.26; 95%CI; 0.18 to 0.39), respectively having less 

fertility intention than single women. However, no significant association with fertility intention 

was found between married/cohabited and single women (AOR; 1.10, 95%CI; 0.34 to 1.41). 

Women who completed grade eight (AOR, 1.62, 95% CI; 1.15 to 2.27) and those who completed 

grade 12 and above were two times (AOR; 2.16; 95% CI; 1.32 to 3.53), respectively, more likely 

to have future children than illiterate women. 

 

Fertility intention also declines with number of children women have. The odds of fertility 

intention for women who have one child (AOR, 0.34, 95%CI, 0.26 to 0.44), women who have 

two children (AOR; 0.08, 95%CI, 0.06 to 0.11) and women with three or more children (AOR: 

0.30, 95%CI; 0.02 to 0.06) than women with no children, respectively. HIV test of the partner 

has an association with fertility intention, women who do not know whether their partner have 
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taken HIV test or not were less likely to report fertility intention (AOR, 0.44; 95%CI; 0.25 to 

0.78) than women who knew the test of their partner, while women who are living with partner 

who did not test at all were equally likely to report fertility intention. The finding also revealed 

that women currently in a sexual relationship were less likely to report fertility intention (AOR, 

0.46, 95%CI, 0.25 to 0.48) than women who did not report presence of sexual relationship with 

partners (Table 4).     

Table 4: Adjusted analysis of variables associated with fertility intentions among HIV  positive 

women aged 18-49 years in Addis Ababa; 2014  (n=1855) 

Variables   Fertility Intention Odds ratio(95%CI) 

Yes   No AOR(95%CI) 

ART Use     
    ART- naïve  339(41.6) 484(46.5) 1.00 
    Receiving ART 476(54.4) 556(53.5) 1.26(1.01-1.60)** 

Age ( years)    N (%) N (%)  
    18-24 112(13.7) 77(7.4) 1.00 
    25-29 284(34.8) 238(22.8) 0.81(0.57-1.15) 
    30-34 245(30.1) 301(28.9) 0.60(0.42-0.84)* 
    35-39 151(18.5) 270(26) 0.46(0.31-0.66) 
    40-49 23(2.8) 154(14.8) 0.14(0.08-0.24) 

Marital Status    
    Single 190(23.3) 171(16.4) 1.00 
    Married/cohabited 485(59.5 460(44.2) 1.10(0.34-1.41) 
    Widowed  47(5.8) 236(22.7) 0.26(0.18-0.39) 
    Divorced 93(11.4) 173(16.6) 0.59(0.42-0.83) 

Educational Status     
    illiterate 72(8.8) 171(16.4) 1.00 
    Informal education  57(7.0) 93(8.9.0) 1.43(0.91-2.27) 
    Grade 1-8 completed  306(37.5) 383(36.8) 1.62(1.15-2.27)* 
    Grade 9-12 completed 286(35.1) 313(36.8) 1.74(1.21-2.50) 
    Above grade 12  94(11.5) 80(7.7) 2.16(1.32-3.53) 

Number of living children    
     0 384(47.1) 174(16.7) 1.00 
     1 301(36.9) 304(29.2) 0.34(0.26-0.44)** 
     2 95(11.7) 313(30.1) 0.08(0.06-0.11) 
     3+ 35(4.3) 249(23.9) 0.30(0.02-0.06) 

Partner Tested#      
     yes 466(44) 398(37) 1.00 
     No 53(5) 51(5) 0.8(0.6-1.3) 
     I do not know  39(4) 55(5)  0.6(0.4-0.9)* 

Currently in a sexual relationship    
     Yes 558(68.5) 504(48.5) 0.46(0.25-0.84) 
     No 257(31.5) 536(51.5) 1.00 

Agested for age, income & other SES; #considers only those who have reported presence of partner =1062        * P 

value <0.05, **P value <0.001 
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4.2. Contraceptive use and preference of HIV positive women  

 

4.2.1. Socio-demographic characteristics of study participants  

 

Of the 1418 women who participated in this study, 423 (29.8%) were in the age range 30-34 

years, with mean (standard deviation) of 31.1(+5.5). The study participants were predominantly 

Orthodox Christians 1109(78.2%) and Amhara 849(59.9%) by religion and ethnicity, 

respectively. Concerning marital status, about 62% of the participants are currently 

married/cohabited and 242(17.1%) were single. Occupationally, 373 (26.3%) participants had 

their own private business and 292(20.6%) were housewives. Concerning educational status of 

the participants, 538 (37.9%) have completed grade 1-8, 466(32.9%) grade 9-12 and 133(9.4%) 

with higher education. Four hundred nineteen (29.5%) earn monthly income of less than 1000 

Ethiopian birr and 390 (27.5%) women were with no monthly income (Table 5).  
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Table 5: Socio-demographic characteristics of HIV positive women in Addis Ababa, 

Ethiopia (n=1418) 

Socio-demographic characteristics ART users (n=770) 
No (%) 

ART Naives (n=648) 
No (%) 

Total 
No (%) 

Age(in years) 
    18-24 58(7.5) 91(14.0) 149(10.5) 
    25-29 219(28.4) 203(31.3) 422(29.8) 
    30-34 245(31.8) 178(27.5) 423(29.8) 
    35-39 186(24.2) 122(18.8) 308(21.7) 
    40-49 62(8.1) 54(8.3) 116(8.2) 

Religion    

    Orthodox Christian  604(78.4) 505(78.0) 1109(78.2) 

    Muslim  84(10.9) 76(11.7) 160(11.3) 

    Others (Protestant, catholic, Jubbah) 82(10.6) 67(10.3) 149(10.5) 

Ethnicity  
    Amhara 462(60.0) 387(59.7) 849(59.9) 
    Oromo 167(21.7) 147(22.7) 314(22.1) 
    Gurage 70(9.1) 54(8.3) 124(8.7) 
    Tigrea 47(6.1) 32(4.9) 79(5.6) 
    Others(Silte,gamo,welayta,yem,Sidama) 24(46.2%)(3.1) 28(53.8%)(4.3) 52(3.7) 

Marital Status 
    Single  126(16.4) 116(17.9) 242(17.1) 
    Married/cohabited 488(63.4) 397(61.3) 885(62.4) 
    Widowed 81(10.5) 55(8.5) 136(9.6) 
    Divorced 75(9.7) 80(12.3) 155(10.9) 

Occupation  
    unemployed 131(17.0) 133(20.5) 264(18.6) 
    Housewife 166(21.6) 126(19.4) 292(20.6) 
    Daily laborer 96(12.5) 112(17.3) 208(14.7) 
    Merchant 40(5.2) 36(5.6) 76(5.4) 
    CSW** 18(2.3) 13(2.0) 31(2.2) 
    Government  worker 90(11.7) 84(30.6) 174(12.3) 
    Private  business 229(29.7) 144(22.2) 373(26.3) 

Educational Status     
    illiterate  91(11.8) 78(12.0) 169(11.9) 
    Informal education   50(6.5) 62(9.6) 112(7.9) 
    Grade 1-8 completed  273(35.5) 265(40.9) 538(37.9) 
    Grade 9-12 completed 290(37.6) 176(27.2) 466(32.9) 
    above 12 grade 66(8.6) 67(10.3) 133(9.4) 

Monthly Income  (in Birr)* 
    No Income 192(24.9) 198(30.6) 390(27.5) 
    Birr  below 500 217(28.2) 144(22.2) 361(25.5) 
    Birr 500-1000 227(29.5) 192(29.6) 419(29.5) 
    Birr 1001-3000 112(14.5) 97(15.0) 209(14.7) 
    Birr  above 300 22(2.9) 17(2.6) 39(2.8) 

* Birr = (1USD=18.80 ETB)    **CSW= Commercial sex workers  
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 4.2.2. Reproductive and clinical characteristics of study participants 

 

About 55 %( 422/769) of ART users and 45% (347/769) ART naïve women had recent CD4 

counts of 350 cell/mm3 and 42% (363/863) and 58% (500/863) ART users and ART naïve, 

respectively were in WHO stage of disease I or II. About 70.3% (997/1418) of the study 

participants reported ever had sexual partner in their life time. Of these women who had partners, 

81.8% (816/997) reported that their partners were tested for HIV, and 73.8% (602/816) are 

positive for HIV. Of the total study participants, 463(32.7%) women reported having one child, 

321(22.6%) two children and 428(30.2%) no children. About 59% (507/859) and 41% (352/859) 

ART users and ART naïve women, respectively, had disclosed HIV status to partner/husband. 

Furthermore, 66.6 %( 664/997) women reported they had open discussion with partner/husband 

(Table 6).  
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Table 6: Reproductive and clinical characteristics of HIV positive women in Addis Ababa, 

Ethiopia (n=1418) 

Reproductive and clinical history   ART users (n=770) 
No (%) 

ART naïves (n=648)  
No (%) 

Total No (%) 

Nadir  CD4 Count    
    0-199 cells/mm3  466(79.2) 97(20.8) 563(39.7) 
    200-349 cells/mm3 225(45.9) 265(54.1) 490(34.6) 
    350+ cells/mm3 79(21.6) 286(78.4) 365(25.7) 
Current CD4 Count     
    0-199 cells/mm3 125(64.4) 69(35.6) 194(13.7) 
    200-349 cells/mm3 223(49) 232(51) 455(32.1) 
    350+ cells/mm3 422(55) 347(45) 769(54.2) 
WHO stage of Disease    
    Stage I/II 363(42) 500(58) 863(60.9) 
    Stage III/IV 407(73.3) 148(26.7) 555(39.1) 
Presence of partner     
    Yes 560(56.2) 437(43.8) 997(70.3) 
    No 210(50) 211(50) 421(29.7) 
Partner tested(n=997)    
    Yes 479(59) 337(41) 816(81.8) 
    No 47(48) 50(52) 97(9.7) 
    I do not know 34(40) 50(60) 84(8.4) 
Test Result of current partner  
(n=816) 

   

    Positive  347(58) 255(42) 602(73.8) 
    Negative 119(60) 73(40) 199(24.4) 
    I do not know 13(87) 2(13) 15(1.8) 
Child Tested (n=990)    
    Yes 377(58) 273(42) 650(65.6) 
    No 175(51) 165(40) 340(34.3) 
Disclose HIV status to anybody    
    Yes 722(56.3) 558(43.7) 1280(90.3) 
    No 48(34.7) 90(65.3) 138(9.7) 
Number of living children    
    0 218(51) 210(40) 428(30.2) 
    1     260(51) 203(49) 463(32.7) 
    2 180(56) 141(44) 321(22.6) 
    3+ 112(54.3) 94(45.7) 206(14.5) 
Disclosed HIV status to husband 
(n=997) 

   

    Yes 507(59) 352(41) 859(86.2) 
    No 53(38.4) 85(61.6) 138(13.8) 
Discussed with husband/Partner 
(n=997) 

   

    Yes 384(57.8) 280(42.2) 664(66.6) 
    No 176(52.8) 157(47.2) 333(33.4) 
Discussed with HCWs*    
    Yes   553(54.7) 457(45.3) 1010(71.2) 
    No 217(52.8) 191(47.2) 408(28.8) 
*HCWs: health care workers  
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4.2. 3. Use and preference of contraceptive methods  

Overall contraceptive use was 71% (75% (579/770) and 65% (422/648) among ART users and 

ART- naïve women, respectively). Four hundred five (28.8%) reported did not use contraceptive 

methods six months prior to the data collection period while contraceptive status was not known 

for 9 (0.6%) women (Table 7).  In general male condom is the most preferred contraceptive 

method 45.7% (468/1001) followed by injectables 30.5% (306/1001).    

 

Table 7: Use and preference of contraceptive methods among HIV positive women in Addis 

Ababa, Ethiopia, 2013 

Type of contraceptives   ART users 
(n=770) 
No (%) 

ART Naives 
(n=648) 
No (%) 

Total 
No (%) 

Contraceptive Use 
Yes 
No 
Not known 

 
579 (75.2) 
186 (24.2) 
5 (0.6) 

  
422(65.1) 
222(54.3) 
4(0.6) 

  
1001(70.6) 
408(28.8) 
9(0.6) 

Method Preference    
 
      Injectables(Depot) 

 
146(25.2) 

 
160(37.9) 

 
306(30.5) 

 
     Oral contraceptive pills(OCP)  

 
55(9.4) 

 
46(11) 

 
101(10.0) 

 
     Intra uterine contraceptive device(IUCD) 

 
16(2.7) 

 
12(2.8) 

 
 28(2.8) 

 
     Implant(Jaddelle or Implanon) 

 
48(8.2) 

 
45(10.5) 

 
93(9.2) 

 
     Consistent male condom use   

 
310(53.5) 

 
158(37.4) 

 
468(46.7) 

 
     Female condom 

 
4(0.7) 

 
1(0.2) 

 
5(0.5) 

 
Categories of contraceptives methods  

   

 
     Dual contraceptive methods (condom and  
      hormonal  methods)                                                                                      

 
98(14.7) 

 
114(21.6) 

 
212(18) 

 
     Barrier Methods (male or female condom) 

 
317(47.5) 

 
161(30.6) 

 
478(40) 

 
     Hormonal methods(OCPs, Implant and Depot)  

 
249(37.5) 

 
251(39.9) 

 
500(42) 

#Dual contraceptive methods: hormonal methods and consistent condom use.       N.B. a woman may have reported the use of >1 method 

value will not be added to 100%. 
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 4.2. 4. Reasons given for choosing contraceptive methods  

 

The primary reason given for contraceptive use was for protection against STIs in 28% 

(281/1001) followed by prevention of unwanted pregnancy in 21% (208/1001), among women 

using any method. Other reasons mentioned were convenient to use 18% (180/1001), easy to use 

14% (138/1001), does not interfere with sexual activity 8% (82/1001), advise of health workers 

5% (50/1001) and the like (Table 8).  

 

Table 8: Reasons given in choosing methods of prevention among HIV Positive women in Addis 

Ababa, Ethiopia, 2014 

Reasons for contraceptive use  ART users 

(n=579) 

No. (%) 

ART Naïve 

(n=422) 

No. (%) 

Total 

n=1001) 

No. (%) 

Easy to use 78(13.4) 60(14.2) 138(13.8) 

my friend is using it  18(3.1) 4(1.0) 22(2.2) 

convenient/more convenient to 

use  

109(18.8) 71(16.8) 180(18.0) 

Does not interfere with sexual 

activity 

47(8.1) 35(8.3) 82(8.2) 

Protects against STIs/ HIV 183(31.6) 98(23.2) 281(28.1) 

Prevents pregnancy 100(17.3) 108(25.6) 208(20.8) 

Few or minimal side effect 17(2.9) 19(4.5) 36(3.6) 

My husband has influenced me  1(0.2) 3(0.7) 4(0.4) 

Advise of HCWs* (Doctors/ HOs/ 

Nurses) 

26(4.5) 24(5.7) 50(5.0) 

*HCWs: health care workers (Doctors/health officers/nurses)  
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4.2.5. Factors associated with contraceptive use  

 

Using the logistic regression model, a number of socio-demographic, ART use, sexual history, 

disclosure behavior and clinical factors were identified as significant predictors of the association 

of contraceptive use (Table 9).   

 

The results showed that ART use influences on women’s decisions to use contraceptives 

compared to ART naïve women, the odds of contraceptive use among HAART users was 

significantly higher, adjusted for other potential confounders (AOR 1.60, 95% CI; 1.30 to 2.12). 

Similarly, women who had sexual partners were more likely to use contraceptives than women 

with no partners (AOR 2.32, 95%CI 1.60 to 3.40). On the other hand, married/cohabited (AOR, 

0.41, 95%CI, 0.21 to 0.80) and widowed women (AOR, 0.31, 95%CI, 0.12 to 0.84) respectively, 

were less likely to use contraceptive methods compared to single women 

 

Disclosure of HIV status, especially, with sexual partner has significant association with 

contraceptive use, women who disclosed their HIV status to partner were about two times more 

likely to use contraceptive than women who did not (AOR 2.23, 95%CI; 1.21 to 4.12). 

Furthermore, women who reported open discussion with their partner/husband were about two 

times more likely to use contraceptives than those who reported no discussion (AOR 2.0, 95%CI; 

1.60 to 2.60).  

 

Contraceptive use also increased with the number of living children women have. The odds of 

contraceptive use for women who have one child (AOR 1.7, 95% CI; 1.03 to 2.40), two children 

(AOR 2.6; 95% CI; 1.7 to 4.02) and three or more children (AOR 3.3, 95% CI; 1.90 to 5.60), 

respectively, were higher than women with no children. Similarly, the odds of contraceptive use 

was higher for women whose children are tested for HIV than women who did not (AOR, 1.6; 

95% CI; 1.01 to 2.40). 
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Table 9: Adjusted analyses of variables associated with contraceptive use among women in 

Addis Ababa, Ethiopia.2014 

Variables Contraceptive Use Adjusted Odds Ratio 
AOR(95%CI) Yes  

No. (%) 
No  
No. (%) 

ART Use    
   No 422(42.2) 226 (55.4) 1.00 

   Yes 579(57.8) 191(45.6) 1.6(1.30-2.12)** 

Presence of partner    
    No 236(26.6) 185(44.4) 1.00 

    Yes 765(76.4)) 232(55.6) 2.32(1.60-3.40)** 

Marital Status    

    Single 168(16.8) 74(17.7) 1.00 

    Married/cohabiting 673(67.2) 212(50.8) 0.41(0.21-0.80)* 

    Widowed 73(7.3) 63(15.1) 0.31(0.12-0.84)* 

    Divorced 87(8.7) 68(16.3) 0.80(0.30-2.30) 

Disclosed HIV status to 
husband 

   

   No 87(11.4) 51(22.1) 1.00 
   Yes 679(88.6) 180(77.9) 2.23(1.21-4.12)** 

Discussed with husband    

   No 240(31.3) 99(42.9) 1.00 
   Yes 526(68.7) 132(57.1) 2.0(1.60-2.60)** 

Discussed with HWs#    
    No 242(24.9) 166(39.8) 1.00 

    Yes 759(75.1) 251(60.2) 1.60(1.20-2.03)** 

Number of living Children    

    0 275(27.5) 153(36.7) 1.00 
    1 329(32.9) 134(32.1) 1.7(1.03-2.40)** 

    2 241(24.1) 80(19.2) 2.6(1.7-4.02)** 
    3+ 156(15.6) 50(12.0) 3.3(1.90-5.60)** 

Child tested for HIV    

    No 236(32.5) 104(39.3) 1.00 
    Yes 490(67.4) 160(60.6) 1.60(1.10-2.40)* 
*P value <0.05         **P-value <0.001         adjusted for age, education and other SES   # health care workers  
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4.3. Change in fertility intentions 12 months after ART initiation among HIV 

positive women  

 

At the baseline a total of 407 clients were interviewed. After 12 months 360 of the 407 were 

participated in the study. Forty seven clients (11.5%) were not included in the study due to the 

reasons depicted in Table 10.  

Table 10: Reasons for not participating in the study, Addis Ababa, Ethiopia, 2014 

Reasons for not participating  in the study  Number  

 
Lost to follow up 

 
6 

 
Died before the study finishes  

 
2 

 
ART naïve clients started ART after the study commenced 

 
7 

 
Not volunteer to participate in the study  

 
10 

 
Not from the study site 

 
3 

 
Excluded due to only one visit during monitoring period  

 
3 

 
Critically ill during data collection  

 
3 

 
Transferred out 

 
5 

 
Older than 49 years 

 
8 

 
Total  

 
47 

 

4.3.1. Socio-demographic characteristics of the study subjects  

At the baseline one hundred eight (30%) and 100(28%) were within the age range of 30-34 and 

25-29 years respectively. The mean age of women was 31(+5.5SD).  The predominant ethnic 

group and religion were Amhara (58.5%) and Orthodox Christians (85%), respectively.  One 

hundred and forty one (39%) clients  had completed grade 1-8, 202(56%) participants were 

economically  dependent or getting monthly income of less than 500 Ethiopian birr(26 US 

dollars) and 104(29%) were unemployed. About half of the participants were married/cohabiting 

(51%) and 84(23%) were single (Table 11).  
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Table 11: Socio demographic characteristics of HIV positive women in Addis Ababa, 

Ethiopia, 2014 (n=360) 

Characteristics ART users 
(n=190)   
 No. (%) 

ART Naïve (n=170) 
No. (%)  

Total   

Age    
    18-24 years  22(11.6) 16(9.4) 38(11) 
    25-29 years 51(26.8) 49(28.8) 100(28) 
    30-34 years  59(31.1) 49(28.8) 108(30) 
    35-39 years 47(24.7) 46(27.1) 93(26) 
    40-49 years 11(5.8) 10(5.9) 21(6) 
Ethnicity    
    Amhara 112(58.9) 95(55.9) 207(58) 
    Oromo 39(20.5) 52(30.6) 91(25) 
    Guragea 21(11.1) 13(7.6) 34(9) 
    Tigrea 11(5.8) 8(4.7) 19(5) 
    Others(selte,hadya,sidama) 7(3.7) 2(1.2) 9(3) 
Religion    
    Orthodox Christian 159(83.7) 144(84.7) 303(85) 
    Muslim 19(10) 14(8.2) 33(9) 
    Protestants 12(6.3) 12(7.1) 24(7) 
Education    
    Illiterate/informal  education  39(21) 39(23) 78(22%) 
    Grade 1-8completed 70(36.8) 71(41.8) 141(39) 
    Grade 9-12 completed 70(36.8) 47(27.6) 117(33) 
    Grade 12 and above  11(5.8) 13(7.6) 24(7) 
Monthly income in Birr*    
    No income(dependent)/<500 185(57.8) 17(42.5) 202(56) 
    Birr  501-1000(501-3000) 129(40.0) 19(47.5) 147(41) 
    Birr above 3000(above 3000) 7(2.20 4(10.0) 11(3) 
Occupation    
    unemployed 58(31) 46(27) 104(29) 
    Housewife 31(16) 24(14) 55(15) 
    Daily laborer 21(11) 22(13) 43(12) 
    Merchant 18(10) 8(8) 26(7) 
    Government employee 12(6) 19(11) 31(9) 
    Private businesses 50(26) 51(30) 101(28) 
Marital Status    
    Single 49(25.8) 35(20.6) 84(23) 
    Married/cohabited 92(48.4) 92(54.3) 184(51) 
    Divorced/widowed 49(25.8) 43(25.3) 83(26 

*1USD=19.20ETB 
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4.3.2. Reproductive, clinical and fertility intentions of HIV positive women (base line versus 

12 months follow up) 

 

ART naïve HIV positive women had more living children with mean of 1.4 (+1.3SD) as 

compared to ART initiated women with 1.2 (+1.2 SD) numbers of children. About, 41% 

(147/360) participants reported fertility intentions at the baseline, while 48.3% (174/360) 

reported fertility intentions at time two (12 months after follow up). At the baseline 42.1 %( 

80/190) of ART initiated women and 39.4% (67/170) of ART naïve women reported the need of 

more children. After 12 months of follow-up, the proportion of need for more children raised to 

55.8% (106/190) among ART initiated and 40% (68/170) among ART naïve women. As 

compared to baseline respondents reported the need of higher number of children after 12 

months (Table 12).  

 

Of the 147 women who reported the need of children at the baseline, 46(31.1%) said to have 

within 12 months and the majority 52(35.1 %) had not yet decided when to have children rather 

reported that depend on “God will or I do not know.” Whereas during the second visit of the 174 

women 67(38.5%) and 36(20.7%) reported that want to have children within 12 months and after 

24 months respectively. Sixty (35.1%) did not say on the time to have children. About 82.3 %( 

121/147) and 83.3 %( 145/174) reported to have two or more children in the future at the 

baseline and 12 months after follow up respectively  

 

The proportion of contraceptive use decreased from 194(53.9%) at the baseline to 174(48.3%) 12 

months after follow up. Only 6.7% (n=13) and 8.6% (n=14) reported dual contraceptive method 

use at the base line and 12 months after follow up respectively (Table 12).  
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Table 12: Reproductive, clinical and fertility intentions of HIV positive women (baseline 

versus. 12 months after follow up) in Addis Ababa, Ethiopia, 2014 (n=360) 

        Baseline             12 months 

Description  ART initiated 
(n=190) 
No. (%) 

ART 
Naïve  
(n= 170) 
No. (%) 

Total ART 
users  
(n=190) 
No. (%) 

ART 
naïve 
 (n=170) 
No. (%) 

Total 
No. (%) 

Number of living children       
    0 66(34.7) 48(28.2) 114(31.7) 66(34.7) 48(28.2) 114(31.7) 
    1 50(26.3) 52(30.6) 102(28.3) 50(26.3) 52(30.6) 102(28.3) 
    2+ 74(38.9) 70(41.2) 144(40.0) 74(38.9) 70(41.2) 144(40) 

Need  to have more 
children  

      

    Yes 80(42.1) 67(39.4) 147(41) 106(55.8) 68(40) 174(48.3) 
    No 110(57.9) 103(60.6) 213(59.7) 84(44.2) 102(60) 186(51.7) 

Time to have more children         
     Within 12 months 24(29.6) 22(32.8) 46(31.1) 41(38.7) 26(38.2) 67(38.5) 
     After 24 months 14(17.3) 26(38.8) 39(27) 13(12.3) 23(33.8) 36(20.7) 
     After 36 months 5(6.2) 5(7.5) 10(6.8) 6(5.7) 4(5.9) 11(35.1) 
     Undecided(do not know     
and God knows  

38(46.9) 14(20.9) 52(35.1) 46(43.4) 15(22.1) 60(35.1) 

Number of  children needed       
    1 13(16.2) 13(19.4) 26(17.7) 16(15.1) 13(19.1) 29(16.7) 
    2+ 67(83.7) 54(80.6) 121(82.3) 90(85.0) 55(80.8) 145(83.3) 

Contraceptive use       
    Yes 87(45.8) 107(62.9) 194(53.9) 70(36.8) 104(61.2) 174(48.3) 
    No 103(54.2) 63(37.1) 166(46.1) 120(63.2) 66(38.8) 186(51.7) 

Type of contraceptives        
    Hormonal 43(49.4) 61(57.8) 104(54.1) 33(47.1) 56(54.3) 90(51.4) 
    Condom 40(46.5) 37(34.4) 77(39.3) 32(45.7) 39(37.1) 71(40.6) 
    Dual method use  4(44.6) 9(8.3) 13(6.6) 5(7.1) 9(8.6) 14(8) 

Who influence you (n=107)       
    My family 37(68.5) 33(62.3) 70(65.4) 34(64.2) 31(60.8) 65(62.5) 
    His family  17(31.5) 20(37.70 37(34.6) 19(35.8) 20(38.5) 39(37.5) 

Husband tested(n=184)       
    Yes 62(67.4) 82(89.1) 144(78.3) 67(72.8) 82(89.1) 149(81) 
    no 30(32.6) 10(10.9) 40(21.7) 25(27.2) 10(10.9) 35(19) 

Test result(n=149)       
    Positive 45(72.6) 60(73.2) 105(72.9) 51(76.1) 60(74.5) 111(74.5) 
    negative 17(27.4) 22(26.8) 39(27.1) 16(23.9) 22(26.8) 38(25.5) 

Disclosed HIV status (184)       
    Yes 49(53.3) 57(53.8) 106(57.6) 57(62) 62(67.4) 119(64.7) 
    no 43(46.7) 35(38) 78(42.4) 35(38) 30(32.6) 65(35.3) 
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4.3.3. Reasons for fertility intentions of HIV positive women    

 

Out of 360 participants, 147(41.7) versus 174(48.3%) reported fertility intentions at the base line 

and 12 months respectively. Reasons for positive fertility intentions for a child were related to 

medical concern, socially and culturally oriented, as shown in Table 13. The most common 

reasons given for  wanting  child were related to  presence of ART  104(71%) verses 94(54% ), 

followed by improvement of health condition 10(7%) verses 48(28%), and children are 

important part of marriage11(8%) vursus 11(6%). A small percentage 7(5%) and 5(3%) thought 

that it was just due to recent marriage; by influence of husband 6(4%) versus 5(3%) respectively 

and some were concerned replace themselves.  

 

Table 13: Reasons for wanting to have children in the future (before and after) (n=174) 

Reasons to have children    Baseline 
(n=147) 
 

12 months 
after follow up  
(n=174) 

Presence of ART 104(71%) 94(54%) 

Health condition improved 10(7) 48(28%) 

Recent marriage  7(5%) 5(3%) 

Husband insisted me  6(4%) 5(3%) 

Health workers advice  2(1%) 4(2%) 

To replace myself / Original desire for 

childbearing unchanged by HIV 

5(3%) 5(3%) 

Current child needs siblings/do not want to 

leave my child  being alone  

2(1%) 2(1%) 

I like children(children are important part of 

marriage, either for present or future marriage  

11(8%) 11(6%) 
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4.3.4. Predictors of change in fertility intentions  

 

Adjusted analysis indicated that change from wanting no more children at baseline to wanting 

more children 12 months after follow up was significantly associated with woman’s ART 

initiation (AOR, 2.47, 95% CI, 1.20-5.20), marital status: single (AOR,5.32, 95%CI, 1.10-

25.92), married(AOR, 6.34 95%CI, 1.43-27.99) respectively  more likely to report fertility 

intention  than divorced/ widowed women.  The number of living children women have: one 

(AOR, 0.32, 95%CI, 0.13-0.85) two and above (AOR, 0.36, 95% CI, 0.15-0.91) respectively 

were less likely to report fertility intentions in comparison to women without children. Family 

influence (AOR, 3.7; 95%CI, 2.20-6.20), disclosure of HIV status to husband (AOR, 1.95, 

95%CI, 1.10-3.60), housewife by occupation (AOR, 3.60, 95%CI, 1.16-10.91) were predictors of 

fertility intentions. Whereas educational status, monthly income, partners’ desire to have children 

(AOR, 2.10, 95%CI, 0.83-5.01) and test result of partners (AOR, 0.64; 95% CI, 0.22-1.86) has 

no association with change in fertility intentions of women living with HIV (Table 14).   

 

 

 

 

 

 

 

 

 

 

 

 

 



62 

 

Table 14: Adjusted logistic regression analysis of  change in fertility intentions among HIV positive 

women after 12 months follow up, Addis Ababa, Ethiopia (n=360) 

Variables  Change in fertility intentions AOR 

Yes (n=41) 
No. (%) 

No(n=319) 
No. (%) 

Adjusted odds ratio 
with 95% CI 

ART use      
    ART naïve  11(26.8) 159(49.8) 1.00 
    ART initiated 30(73.2) 160(50.2) 2.47(1.20-5.20)**  
Marital status     
    Widowed/div 3(7.3) 89(27.9) 1.00 
    Single 13(31.7) 71(22.3) 5.33(1.10-25.92)* 
    Married 25(61) 159(49.8) 6.35(1.44-27.99)* 
Number of Living  children    
     O 22(53.7) 92(28.8) 1.00 
     1 9(22) 93(29.2) 0.33(0.13-0.85)* 
     2+ 10(22.4) 134(42) 0.36(0.15-0.91)* 
Family influence (n=360)    
     No 24(58.5) 232(72.7) 1.00 
     Yes 17(41.5) 87(24.3) 3.67(2.16-6.22)** 
Disclosed HIV to partner (n=184)    
     No 3(12) 62(39) 1.00 
     Yes 22(88) 97(61) 1.96(1.10-3.60)*  

Occupation     

    Dependent 6(14.6) 98(30.7) 1.00 
    Housewife 13(31.7) 42(13.2) 3.60(1.16-10.91)* 
    Daily laborer 3(7.3) 40(12.5) 1.10(0.245-4.80) 
    Merchant  6(14.6) 20(6.3) 2.40(0.52-10.81) 
    Government employee  3(7.3) 28(8.8) 1.30(0.26-6.61) 
    Private business  10(24.4) 91(28.5) 1.22(0.36-4.20) 
Educational status      
    illiterate/informal education 9(21.7) 69(21.6) 1.00 
    Primary education  1-8  
    completed 

18(43.9) 123(38.6) 0.96(0.40-2.44) 

   Secondary education 9-12  
    completed 

11(26.8) 106(33.2) 0.78(0.27-2.26) 

   Tertiary education diploma and    
    above   

3(7.3) 21(6.6) 1.10(0.22-5.10) 

Monthly income     
    No income to below 500 birr 18(43.9) 184(57.7) 1.00 
    Birr 501-3000 19(46.3) 128(40.1) 1.41(0.57-3.46) 
    Birr 3001 and above  4(9.8) 7(2.2) 3.49(0.70-17.70) 
Partner wants to have children (n=184)    
    No 8(32) 78(49.1) 1.00 
    Yes 17(68) 81(50.9) 2.1(0.83-5.01) 
Partner  tested (n=184)    
    No 7(28) 28(17.6) 1.00 
    Yes 18(72) 131(82.4) 0.55(0.21-1.44) 
Test result of partner(n=149)    
    Negative  6(33.2) 32(24.4) 1.00 
    Positive 12(66.7) 99(75.6) 0.64(0.22-1.86) 

**P value <0.001      *P value<0.05 
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4.4. Fertility and contraceptive decision making and support to HIV positive 

women  

 

4.4.1. Participants in the qualitative study  

A total of 53 participants were involved in the study, including 36 through FGDs, 10 IDIs and 7 

key informant interviews. The 36 FGD participants included women age 18-49 years, adherence 

supporters and mother support groups. On average 9 participants were involved in each FGD 

with minimum 8 maximum 12 participants. A total of 10 IDI participants were positive women.  

The health care providers interviewed include six nurses and one health officer. The number and 

category of interviews conducted are summarized in Table 15. 

 

Table 15: Socio demographic characteristic of the participants by category, Addis Ababa, 

Ethiopia, 2014 

Categories  Age FGDs* IDIs* KIIs* All 

Positive women  18-24 years 17 4 - 21 

Positive women 25-45 years  19 6 - 25 

Providers 23-35 years  - - 07 07 

Total response   36 10 07 53 

     Key:  *Focus group discussions,   *in depth interviews, *Key informant interviews  

 

The experience and perception of clients and their providers on fertility and contraceptive 

decision making and available support in ART sites from clients and providers view points, are 

presented in Table 16. Three main themes were identified and are described by categories and 

codes. Theme I deals about preferred contraceptives which are subcategorized in to type of 

contraceptives, factors affecting on the choice of contraceptives, dual contraceptive methods, 

condom use and associated challenges (fear of disclosure, resistance men versus women 

themselves). Theme II discusses fertility desire that comprises factors affecting decision to 

have children such as presence of ART, women’s desire, partner desire and family influence.  

Theme III focuses on support of health care providers and health workers voice that highlights 



64 

 

attitude of clients about existing support. It also containe health workers perception and 

experience about fertility and contraceptive options to women living with HIV.  

 

All participants across the discussions reported importance of considering fertility and 

contraceptive options along with the existing care and support activities in the study area. It is 

important to integrate family planning services in the same site, as it is important to maximize 

fertility information and contraceptive use of women living with HIV. 

 

Table 16: Fertility and contraceptive decision making and support given to HIV positive 

women by themes, sub categories and codes, Addis Ababa, Ethiopia, 2014 

Themes sub-categories codes 
Theme I: 
Preferred 
contraceptives   
 

Type of contraceptives  common condom, other methods 

Factors affecting choice of 
contraceptives 

availability, condition of women, side effects, miss 
understanding, mass media,  accept what is available 

Using dual contraceptive methods ignorance, attitude, inappropriate counseling, concordant 
result, partner resistance 

Challenge with condom use: 
factors affecting  
fear of disclosure 
Resistance: men vs. women  
.       

religious, myth, partners influence ,women’s 
misconceptions, taboo, 
Lack of available methods, 
disclosure 
Resistance(men vs. women) 
less value to women’s suggestion 
lack of confidence 
submissive, fear of unknown  
similar result, dissatisfaction, own perception 

Theme II: 
Fertility desire 
 

Factors affecting decision to have 
children: presence of ART on  
women’s desire  partner desire and 
family influence 

 presence of ART, to replace self, not to leave a child 
alone, economic problem, loss of child, community 
acceptance of men, fertility and women, interference of 
extended family, unplanned pregnancy, stigma, social 
security, fear of being sterile    

Them III: 
Support of 
health care 
providers and 
health workers 
voice  

Support of providers and attitude of 
clients(perception and experience 
about support)   

focus on condom alone, providers knowledgeable, busy , 
sero-status, , no focus on fertility decisions, no support 
for those who want to have children     

Health workers voice/perception  and 
experience  

women needs to have a child,  
CD4 and clinical improvement 
support is not comprehensive  no other contraceptives 
except condom, lack of awareness, no training  for other 
methods and  double contraceptives 
not available in ART sites   
forced to refer to other sites    
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4.4.2 Theme I:  Preferred contraceptive methods 

 

4.4.2.1. Type of contraceptives  

 The majority of participants from FGD and IDI reported that the choice of contraceptive 

methods is based on condition of women and availability ofcontraceptive methods within each 

health institution. Most of the participants reported that condom is the preferred contraceptive 

method over others. Furthermore, injection, implant, loop and pills were among methods listed 

by participants.   

 

4.4.2.1.1. Injections 

Many participants reported that injection is the most preferred method following condom, since 

there is no need to remember now and then. However, refelected their concern about its problem  

like headache, back pain, excessive weight gain, irregularity of menstruation, mood change  and 

sterility after taking it  for a long period of time.  

 “I know women who became sterile after taking injections for a long time that is the 

main problem with family planning.” (38 years old HIV positive woman) 

 

“…even I do not like to see my husband; such behavioral changes are often seen after I 

have started taking injection (34 years positive woman)  

 

“…. my neighbor has been taking injections, but she has gained considerable weight” 

(35 years positive woman)  

 

 On the other hand, those women who had living children preferred injection for its long term 

amenorrhea. 

“I had enough number of children and have been using injection every three months. I 

liked it because it stopped   menstruation and I was happy with it as it does not require 

remembering.” (37 years old woman with 2 living children) 

 

4.4.2.1.2. Loop 

 

Many participants preferred loop as it has no side effect like that of injection, no need to have 

surgery and it is possible to remove it when a woman want to have children. Participants 

reported that preference of loop was due to the current advertisement by mass media especially, 
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the Ethiopian Television. However, some had concerns of exposing their  privat part of the body 

and worry that loop can go to internal parts of the body,  deep in to the abdomen, may also go to 

the brain or can be displaced to unknown places and consequently may cause a long term 

problem.  

 

 “… it can go to the internal part of the body and shall be difficult for a woman working 

hard as it can cause back pain” (36 years old ART naïve woman). Another participant 

also reported that “for women who work hard, it is difficult to tolerate loops, but for 

women who have light work or do not have at all might be good.” (35 years old woman 

on ART)   

 

4.4.2.1.3. Implants 

Most participants reported that they  prefer to use implant and have experience of using it, since 

there is no need of remembering, like that of pills and can be used for a long period of time but 

most providers are not comfortable for  such options as it takes long procedures in comprision to 

injection. Some participants also reported that “It is difficult for women carrying heavy objects 

as it causes pain on the shoulder.” It was also reported that implants need surgery which causes 

pain.  Few of them also do not want to use implant at all, due to “concern of dying with foreign 

body (or implant inside the body).”  

“I have implant now, but the nurses promised me to remove if I die, since religiously it is 

not accepted for someone to be buried with foreign body.”(36 years old HIV positive 

woman) 

 

All participants are well aware of the presence of permanent contraceptive methods such as tubal 

ligation and vasectomy, but had concerns about their irreversibility and acceptability religiously 

or culturally.   

 

A participant enquired “after God has created us fully why we go for distraction?” she 

asked, ‘what will happen if a woman pushed by husband?’ No one will marry her again, 

so fertility is security for woman’s existence in our community” (31 years old HIV 

woman) 

 

4.4.2.1.4. Oral contraceptive pills                                  

Pills are methods rarely selected in comparision to injection, condom and implant.  It is easy to 

forget, it irritates stomach it cannot be taken without having food.   
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 “When someone takes tablet, one has to eat food if not   taking tablet for a long time may 

be harmful.” (40 years old HIV positive womanon ART); another participant reported 

that pills can be accumulated in the stomach and form some form of swelling in the 

stomach which leads to long term problem.” (32 year’s old ART naïve woman) 

 

“… I personally do not like any tablet even I used to crash the tablet in to pieces before I 

take it God knows what will happen when I start ART.” (39 years old HAART naïve 

woman) 

 

4.4.2.1.5. Dual contraceptive methods  

The majority of the participants from FGD and IDIs reported that their knowledge and practice 

of contraceptive methods were limited to condoms, rarely, implant, loop and injectables. Few 

participants reported the use of additional methods together with condom. They also said that 

they lack confidence to use additional methods mostly due to lack of knowledge on the need of 

additional methods and fear of side effects when taken with ART. Most of the participants 

addressed that they lack clear information except condom use especially from health care 

providers.  

 

“… I think the information we get about dual use of contraceptive methods is not 

complete this is due to inadequate counseling by health care providers…” (28 years old 

ART naïve woman)       

 

4.4.2.1.6. Male condom  

Participants reported that condom is the preferred method and most participants agreed that 

women should negotiate for male condom to prevent drug resistant virus and prevent other 

sexually transmitted infections.  Furthermore, condom is important for couples to prevent 

unplanned pregnancy and sexually transmitted infections and is “the method women easily get 

from ART sites, while coming for follow up.”   

 

 Factors affecting condom use  

Using condom has challenges, the most common being myths attached with such as “condom 

brings HIV itself” condom can lead person “to promiscuty” and “loss of trust between couples”. 

The other challenge is economic dependency of women, misconception of couples and resistance 
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of men, lack of decision making, taboo talking sex and sexuality, especially from a woman side. 

Women are unable to talk freely and do not try to convince their husbands to use condom. 

 

Fear of disclosure  

Most participants reported that women are the first to know their sero-status, usually screened at 

antenatal follow up or for other health problems and they are the first to face challenges in 

disclosing HIV status and dealing with condom use issue. It is not easy for dependent women to 

overcome such a problem. Most of the participants said that “When a husband became HIV 

positive the wife usually, accepts using condom, but the problem is serious when their sero-status 

becomes different.”  It is also a challenge for those women living being discordant which end up 

in lack of confidence, violence and divorce.  

 

Male resistance  

Most of the participants reported that men are not comfortable using condom and do not want to 

discuss it anymore. Men usually resist using condom because of lack of sensation, failure to have 

erecting and feel as if “eating a banana without “peeling” and wide range of misconceptions 

about it.  

“Some men want to relate condom as if it contradicts to their belief as “God do not allow 

sex with covered organ.”(32 years old HIV positive women)  

 

“If I ask my husband to use condom he may not trust me or my complain not to use, 

usually when husbands are requested to use condom the first thing they raise is “you do 

not have trust on me “you are cheating on me and that is why you request me to use 

condom’ where do you get this?’ and the likes are common reasons for their 

resistances.” (34 years old HIV positive woman on ART) 

 

“I have never used condom because when I  asked my husband to use it he was not 

willing as a result I was  forced to to use  other  pregnancy prevention methods, like pills  

” (37 years old  HIV positive woman ) 

 

“I asked my husband to use condom but rather asked me ‘what change to bring, once we 

become positive?’ ‘Why do you bother and what comes after all?’  I could not convince 

him and still we have sexual intercourse without condom. I am on ART and my husband 

is positive, but did not start ART.”  (30 years old HIV positive woman on ART with 

husband who did not start) 
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Conversely, women have unknown fears   like if  a woman resists to have sex with her husband  

without condom she feels that  he might go to other woman and  the consequence might be 

worsen, so women themselves, accepted the issue as if their responsibility is  to satisfy their  

husbands request.  

“A Woman should use condom if her husband is willing to use, if he resists, she do 

nothing because it is woman’s responsibility to satisfy her husband otherwise he will go 

to other places.” (37 years old woman with HIV positive husband)  

 

Men also resist using condom when they buy sex from commercial sex workers (CSWs) after 

they take alcohol. In case a CSW asked to use condom, then she gets less payment in comparison 

to those who are willing to do without condom. 

“…  I am ready to use condom  if  men  are willing but   most of my clients  are not 

willing to use rather they pay me  more money , I usually be  flexible and  use  without 

condom due to fear of  losing my clients.”(36 years old HIV positive CSW on ART) 

 

Most of the participants reported, that it was men who decide not to use condom without 

respecting women’s suggestions as they are bread winner and physically strong as well as 

accepted by the community.  The issue is challenging even to women who have relatively better 

awareness about condom use and working as mother support group and adherence supporters at 

different health institutions.  

 

 “I usually tell my friends to use condom, but lost my confidence since I am not using 

condom due to my husband‘s resistance.”  (30 years old woman working as mother 

support group and living with positive husband) 

 

“I could not use a condom because when I told my husband to do so, he shouts at me and 

warned me that will go to the extent of separation.” (36   years old woman working as 

peer educator) 
 

“We were married after both my husband and I became HIV positive and when asked 

him to use condom he usually says” both of us are positive why do you force me to use 

condom?  “Do you have doubt on me?” when I asked him repeatedly one day he said 

“the reason I married  a positive woman is not to lose my freedom” From that on  I 

stopped asking him due to fear of the consequence (31 years old  positive woman living 

with positive husband on ART working as peer educator) 
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Women’s resistance  

On the other hand, the problem of resistance against condom use is not only limited to men, but 

also there are women who are not willing to use condom. The majority of the participants 

reported that many HIV positive women are living with HIV negative and or ART naïve 

husband, but not using condom properly. They reported that couples are doing mistake as a result 

of ignorance, resistance and ART complacence. Moreover, many people faile to use condom as 

result of being positive, participants across the group indicated that when both partners become 

positive and stay with the infection they faile to adhere on condom use, rather want to associate 

means of trust and love.  

 

“As far as we trust each other, why do we worry about condom after being positive?”(41 

years old HIV positive woman on ART living with husband on ART)  
 

“I do not use condom because it dissatisfies me.” (38 years old HIV positive woman 

living with HIV negative husband) 

 

 “I have met a new partner quite recently but I have not discussed my sero status. I am 

not ready to tell him about my sero-status. Obviously, it is difficult for me to raise 

condom issues at this time before disclosure and I heard while he complains that 

‘condom makes me lose interest in sex’.  ” (23 years old woman on ART living with 

unknown sero-status boy friend) 

 

 “I myself not comfortable to use condom and at any cost I need it in naked condition.” 

(40 years old HIV positive woman living with negative husband) 

 

 

“I know my friend who had new partner after the death of her husband. She has been on 

ART for many years and not living with new partner,  she has adequate income and 

children from the deceased husband but she did not tell her status to the new boy friend  

and even do not know the status of her friend. When I ask her to tell the reality she 

resisted me due to fear of separation as she is in love.  In general he is looking for the 

available resource and she is looking for the satisfaction and nobody bothers the 

prevention issues at this time.”(30 years old HIV positive woman) 
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4.4.3. Theme II: Decision to have children   

 

4.4.3.1. Factors affecting fertility decisions: 

All participants indicated that many women living with HIV intended to have children. The 

decision to have or not to have children is influenced by multiple factors, including presence of 

ART, health improvement, situation about PMTCT (prevention of mother to child transmissions 

of HIV), income, desire to replace self, social security  family and partner influence.  

 

4.4.3.2. Effect of ART access on fertility intentions of women   

Availability of ART made possible an extended lifespan and cause HIV positive women to 

rethink their future children and contraceptive options. Many discussants acknowledged that 

ART has made “the impossible one possible.”  

 

“Before start of ART live alone to think fertility it was hard to imagine and live in this 

world. No one wanted to die by leaving orphaned child, but ART has changed our life.” 

(30 years old HIV positive woman) 
 

 

 “Starting ART is a must for a woman before she decided to have child,  unless we take 

precautions pregnancy might come accidentally like it did on me. “For example I am not 

yet started ART but I got pregnant by mistake and thanks to God my child is free but I will 

never do the second mistake.” (25 years old HIV positive woman)  

 
Many discussants reported that they have strong desire to have children.  A 34 years old HIV 

positive women reported that because “have seen when positive women are getting free child” 

and ‘No problem to have children as far as woman uses ART properly’; another women added 

that ‘I have plan to have children because I get improved thanks to ART and the next issue is 

income that might challenge me otherwise I have plan to have children in the future.’  

Still the desire of future children was not limited to one child as most of them reported that “not 

good to leave a child alone because a child will face problem as we have been facing stigma. If 

we get at least two they will support each other.”  

 

“…I personally had free child last year and I still want to have additional child in the 

future because I do not want to leave my child alone.” (26 years old HIV positive 

woman) 
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Many participants suggested that “at least two children are must” even participants expressed 

their concern to extent of “a person without children is Bekumu yemote new” in Amharic means 

being childless is equivalent to ‘person who is buried alive’.” 

 

“I want to have children, they are my only gifts; I trust to leave to my family and relatives 

when I die.”(31 years old HIV positive woman)  
 

 

While future fertility is more important among women who do not have children, it is less 

important among those having living children and who lost children especially as a result of 

HIV. 

 

“Currently, I have three children they are enough for me “Enrsun shih yderegelegn” in 

Amharic means “I pray to god to let them be thousands” (38 years old HIV positive 

woman who have children)  

 

Conversely, women who lost their children are less interested to have children in the future as a 

result of bad experience she had. “I have sad event due to a loss of a 5 years old child with HIV, 

currently I do not plan to have children in the future.”(34 years old HIV positive woman who 

lost her child)  

 

However, the situation is not the same across all participants as most of the discussants reported 

that “Moten mashenef yemichalew bemewlled new” means “The only means to win “the battle 

against death is by having children” 

 

4.4.3.3. Partnership influence   

Majority of the participants reported that woman should accept what her husband is saying if 

she wants to have smooth marital relation otherwise the consequence is severe. Not only the 

husband, but also woman consider a means of existence and love to her husband.   

 
“… For a man, who gave his life to his wife, he should get children as a reward and woman 

should give births, or else she cannot convince her love to him.”(32 years old HIV positive 

woman)   
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4.4.3.4. Family influence  

There is deep rooted misconception about pregnancy and women especially at early stage of 

marriage in our community and association of childbearing as the issue of women and accepted 

as a norm. Furthermore, interference of extended family and social encirclement in general 

predisposes women for unplanned pregnancy.  

 

In Ethiopian community having a child is a must for a woman in order to get her position and 

acceptance from in-laws and the community. Majority of FGD participants reported that pressure 

starts during her wedding as everyone sings a common song like “yezare amete yemamush 

ennate” meaning “by next year she should be a mother.”  This has strong message for couples to 

have child as soon as possible.  Husband’s family including, neighbors whisper to him; as 32 

years old woman rightly put “Bekllo new Feres Yegezahaw?” in Amharic   means did you buy a 

mule or a horse?  They want to represent a sterile woman to a mule and a fertile woman to as a 

horse.  

“My neighbor asked me nine months after my wedding ‘why do you stay for nothing?’ or 

‘do you have someone you are looking for?’  I got pregnant without my plan, just not to 

be blamed” (30 years old HIV positive woman living with HIV positive husband)  

 

“My neighbor asked me why I do not give birth and I asked her to pray for me. She said 

to me unless you take contraceptives how could this happen, and she suspected that I hide 

contraceptives (pills) in my bedside.” (21 years old HIV positive woman living with 

negative partner) 

 

Discussants from IDI addressed that for planned pregnancy and preventive practices couples’ 

agreement is important, but couple’s agreement is not sustainable as it can be affected by social 

norms of the community and when family and neighbors start murmur and pointing finger the 

couples planning is distorted  
 

“I married an HIV positive husband and before our marriage we agreed not to have a 

child but he has changed his promise and even asked me to get pregnant sooner than my 

expectation?” (30 years old HIV positive woman) 
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4.4.4. Theme III: Support of health workers for HIV positive women   
  

 

4.4.4.1. Women’s perception and experience about support from ART providers  

The majority of the participants across the discussants reported that health care providers 

working in ART sites are comfortable in discussing about “condom together with ART”. 

However, the fertility and contraceptive option including dual contraceptive method use is 

largely neglected. They are reluctant in advising other methods as 30 years old HIV positive 

woman rightly put “I think it is not available with them”; other participant added that “the first 

and the last counseling is condom.” (29 years old HIV positive ART naïve woman); unlike ART 

providers those who are working in family planning units are not familiar on how to handle 

PLWH and difficult to choose the best methods.  

 

 

“I have been with the virus for the last eight years, I have never heard while health 

workers are talking about fertility and contraceptives options, except condom. I was 

pregnant some five years back and health workers were shocked at me instead of 

supporting me, but now a lot of changes are there.” (28 years old HIV positive woman) 

 

“Health workers from ART sites  have condom at hand it was nice to have additional  

methods together with ART and it will be easy for us to communicate with them because 

they are the one who knows our status.” (21 years old HIV positive woman) 

 

“I think it will be nice if everything available in one place, no need to worry about 

disclosure to other providers and it is difficult to tell about our status to everybody.” (37 

years old HIV positive woman) 

 

“When we go to other providers, we never know might be a person who knows us and 

difficult to be sure about our confidentiality in such cases, we do not trust all providers 

can respect our confidentiality.” (38 years old HIV positive woman)  

 

“It is difficult to tell now and then about HIV to everybody and more difficult to providers 

who does not know on how to handle PLWH.” (34 years HIV positive woman) 

 

When asked whether they have asked the health care providers or not: Most of them said did not 

ask, the common reasons was they believe that providers are knowledgeable, “they have capacity 

to select the best for us.”  Many participants also reported that providers are busy and many 

clients are waiting outside. Few participants also reported that they have asked providers, but the 
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only method as usual condom and recommend going to other units or health institutions to get 

other methods  

 

“When they advise us to go to other providers we need to arrange some other time and it 

is difficult to get permissions from our work place, it would be nice if we get all services 

on the same place by the ART providers along with our follow up time.” (32 years 

positive woman)  

 

“I asked providers about other methods and they recommended me to go to other places, 

actually I did not, due to fear of disclosure and feel that other providers are not familiar 

on how to handle positive women.” (23 years old HIV positive woman on ART) 

  

However, few of the participants reported that the problem is from us. If we raise the question 

they will give us the information, but we assume that they are “busy and difficult dealing such 

issues, while many clients are waiting outside.”   

 

The point was substantiated by health care providers who undergone Key informant interviews, 

three participants conformed that the emphasis is on ART and condom provision. Whereas; the 

fertility and contraception options are highly neglected    
 

 

4.4.4.2. Health workers view about fertility and contraceptive decision of WLWH 

All health care providers reported that HIV positive women have a right to have children, plan 

family, use appropriate preventive methods and should get target oriented support. They also 

emphasized that as far as her CD4 cell count and clinical symptoms are improved they have 

chance of getting everything they want. Furthermore, they usually advise clients to stay for a 

while and inform provider about their situation before they decide to get pregnant.  

 

“We used to advise women not to get pregnant at early times of ART and always we used 

to tell about use of prevention methods especially using condom. Most of them accept as 

we tell them to do, but few women are requesting ‘condom is not enough’ but we do not 

solve such problem as we did for ART. This might be lack of awareness from our side and 

practically we know many clients become pregnant while they have been reporting 

condom use.” (HCW form hospital)  

 

Many providers promote only condom to HIV positive women because no contraceptive options 

to select and are not confident to inform the safety about existing options. Clients are not 
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empowered when they go to other health institutions for other options and commonly refrain 

from going to the recommended place.  

 

“We do not have options except condom. The family planning is not available in our facility,   

we usually advise them to go to nearby health institutions. They usually request how to 

approach other providers and worry on how to tell their sero-status. (HCW from Hospital)  

  

 

 “We recognize their concern about stigma and we usually tell them the presence of shared 

confidentiality.” But they are not confident to discuss the issue and give the chance of 

selection to the providers; this resulted from lack of awareness from clients   and 

inappropriate counseling from providers.” (HCP from hospital)  

 

Participants reported that few clients were willing to raise discussion on contraceptive options 

and fertility issues, but providers do not give chance to go further discussion about the 

advantages and disadvantages of each contraceptive method. The participants also highlighted 

that the problem resulted from lack of updated knowledge about each methods and counseling 

issues  

 

“We do not have adequate knowledge on how to handle different contraceptive methods 

to positive women and we feel as if it is time consuming to open such topic while many 

clients are waiting outside.”(HCW from hospital)  

 

Few of them also agreed that they have basic knowledge about different contraceptive methods, 

but they lack updated practices and counseling techniques. Majority of them also discussed that 

they have gap in considering the fertility and contraceptive options along with ART. This has 

contributed for clients’ misconception.  The providers also stressed that unless providers are 

updated the problem will sustain being public health issue in the study area and beyond.in 

general the summery of main findings are presented in Table 17.   
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Table 17: Summary of the main results of the dissertation, Addis Ababa, Ethiopia, 2014 

Papers  Objectives/problems                Main findings  

Paper I  Fertility intention  44% reported fertility intentions. ART use associated with fertility 
intentions (AOR; 1.26, 95%CI; 1.01 to 1.60)   
being on sexual relationship, young age, being single and having fewer 
or no children were found to be predictors of fertility intentions 

Paper II Contraceptive use and 
method preference  

Prevalence of contraceptive use 71%. ART users use contraceptives 
than ART naïve.  
Male condom& injectables  preferred contraceptive methods among 
both groups  
ART users reported the use of contraceptives (AOR 1.60, 95% CI 
1.30- 2.12) than ART naïve women 
presence of living children: one (AOR 1.7, 95%CI, 1.03-2.40), two 
(AOR 2.6, 95%CI, 1.7-4.02) and three (AOR 3.3, 95%CI, 1.90-5.60) 
respectively were found to be predictors of contraceptive use 
Low proportion of dual contraceptive method use (14.8%) was 
observed among ART users 

Paper III Change in fertility 
intentions 12 months 
after ART initiations  

Overall, 41 %( n=147/360) women reported fertility intentions at the 

baseline, while 48.3 %( n=174/360) reported fertility intentions 12 

months after follow up.  

The proportion of fertility intention 12 months after antiretroviral 

therapy (ART) initiation was higher among HAART initiated 55.5% 

(n=106) than ART naïve 40% (n=68) women. change  associated with 

woman’s ART use (AOR, 2.46, 95%CI 1.20-5.20) 

Paper IV  fertility and 
contraceptive decision 
of women and 
support: positive 
women and providers 
experience & 
perception  

Majority of participants had wide range of contraceptive preference.  
Most of the participants reported to have at least two children and 
important especially for women without living children.  
The common reason for women to have children was resulted from 
family influence, partner desire and community perception being 
childless is taboo and considered as women’s responsibility.  
Many participants indicated that providers are supportive in offering 
information but restricted to preventive methods using condom. 
Whereas not eager to discuss fertility and family planning options due 
to wide range of misconception 
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5. DISCUSSIONS 

 

5.1. Fertility intention of HIV positive women 

Our finding highlighted that the prevalence of fertility intention is 44% which is consistent with 

the previous studies in South Africa 44% & 45% respectively [32, 33]; but higher than reports 

from  northern part of the country (18.5%) [57]; Uganda(24% and  28.6%) [25, 114], Canada 

(25.8%) [26] and lower than another study from Canada (57%) [115]. The difference might be 

related to study site, time and study subject difference. The other plausible difference could be 

associated that being HIV positive did not remove childbearing intentions rather there exist 

diversity.   

 

The proportion of women who reported fertility intention also showed variation with being on 

ART; this might be an indication of women hoping the presence of ART. Furthermore, wide 

range of reasons were reported as to why women intended to have children; such as presence of 

ART, improvement of health conditions, influence of husband, like children as they are gift of 

God, advice of health workers and to attain ideal family size. This suggests the need for 

integrating target oriented and individualized counseling along with comprehensive care and 

support activities. This study has shown that ART use has an association with fertility intentions 

in which women who are on ART reported more fertility intention over those who did not. The 

finding is consistent with previous studies [12, 84], but different from other studies in Uganda 

and South Africa [25, 33].The difference might be associated with variation in terms of ART 

access and community awareness. The other plausible reason might be related to multifaceted 

nature on the predictors of childbearing intentions. 

 

The study has indicated that women being single, low parity and young age were directly 

associated with fertility intention, the finding is similar to study conducted in south Africa [33],  

but different from studies conducted in Uganda and Zimbabwe [25, 74]. The difference is related 

to study subject difference. 

 

Widowed and divorced were less likely to report childbearing intention compared to single. The 

probable reason might be related to those groups of women who had children or social instability 
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might impose fear about childbearing. However, single  women intended to have  children from 

cultural influence; in Ethiopian community having  children is highly valued [57] and considered 

as social security. 

 

The respondents with twelve grades and above had two (AOR 2.16)-fold higher in childbearing 

intention compared to illiterates, this is similar to a study conducted in South Africa [33]. This is 

related to participants who under gone formal education might hope presence of ART prevent 

transmission. Furthermore, education especially of women, contributes to decision making 

autonomy on fertility issues and knowledge of family planning. Studies have shown that 

women’s relative decision-making autonomy, independent of men authority facilitates fertility 

regulation [116, 117]. 

5.2. Contraceptive use and method preference among HIV positive women  

 

The issue of contraceptive use and method preference among women enrolled in HIV care and 

treatment programs in the study area has important implications for the health of women and 

their infants. Overall, the proportion of contraceptive use was 71% irrespective of their ART use. 

Previous studies from Uganda and South Africa reported higher than our finding 85% and 78%, 

respectively[6, 43]. On the other hand, our finding showed higher proportion than previous 

findings from other developing countries, which  reported between 28 and 53% [24, 118-120] 

and than earlier reports within the country between  43 to 54% [52, 54, 55]. The difference is 

associated with study time differences. The other plausible reason might be associated increased 

public awareness on contraceptive decisions.  

 

The result is different from contraceptive use of the general female population in Addis Ababa 

reported 63% [121]. The most probable reason might be that HIV positive women have frequent 

contact with health care providers and demand for contraceptives might be higher than the 

general population. 

 

In the logistic model, adjusted for potential confounders, we found that contraceptive use was 

significantly higher among women receiving ART than ART naïve; which was also reported by 

previous studies from Uganda and South Africa [6, 43]. This may be a reflection of the fact that 
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continual exposures to secondary prevention messages along with ART might have impact on 

contraceptive use. Even though, male condom is the most preferred method by all study 

participants, it was higher among those receiving ART compared to ART naïve women (54% vs. 

37%, respectively). 

 

In addition to this, the use of dual contraceptive methods (condom with other methods) is safe to 

prevent both  unintended pregnancy and HIV [100, 122]. In our study however, low proportion 

(14.7%) of dual contraceptive method use was observed among ART users. This may reflect that 

the study population is at risk of acquiring sexually transmitted infection including, drug resistant 

HIV virus. 

 

Our finding has also showed that women with living children have reported contraceptive use 

than those with no children; the result was consistent with studies reported from Uganda and 

South Africa [6, 43]. This suggests that the desire to have children among those with no children 

is higher for obvious reasons and consequently avoiding contraceptive use. 

 

Furthermore, women who have open discussion with partner or health care providers have better 

contraceptive usage profile than their counterparts. This suggests that disclosure of HIV status to 

a partner may be important to get support from family and discussion can clarify uncertainties 

about contraceptives and possibly to strengthen confidence of women. Besides, women who 

knew the HIV status of their children reported were contraceptive use than their counter parts; 

this could be related to women who tested their children have better exposure and more 

concerned on the prevention of unintended pregnancies. 

 

5.3. Change in fertility intentions 12 months after ART initiation among HIV 

positive women  

 

In this study, we assessed change in fertility intention on the time of ART initiation and when 

HIV positives linked to ART site) and 12 months after follow up and factors associated with 

fertility intentions.  Our finding from the two round analysis indicated change in the proportion 

of fertility intentions of HIV positive women from 41% at the base line to 48.3% after 12 months 
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follow up. The finding is similar to what other studies have found in sub-Saharan Africa [9, 69, 

84]. However, contrasts with recent cross sectional study in South Africa [33], this might have  

resulted from difference in the study design.  

 

African social and cultural values dictate that having children is a key to the identity social status 

of women and men, including for PLWH. Similarly, our finding documented that majority of 

women reported children are important part of marriage. It was also indicated that child bearing 

helps to secure marriage and linage continuity and many families often recommend that ,these 

findings are also substantiated by previous study that women on ART quickly became pregnant 

even before their CD4 counts were improved because they  not only want to fulfill their 

womanhood roles but also to prove that they were healthy [35].  

 

ART use together with other factors became significant predictor of fertility intentions among 

HIV positive women in the study area, where total fertility rate is  2.4 children per reproductive 

aged women in Addis Ababa [2]. ART users compared to ART naives were more likely to 

change fertility intentions from wanting no more children at the base line to wanting more 

children 12 months after ART initiation. The effect is statistically significant after controlling for 

potential confounders of fertility, such as number of living children women have, age, income 

and socio-demographic conditions. Furthermore, it was identified that change in fertility 

intentions associated with the number of living children women have, marital status. This is 

similar to previous reports from sub Saharan Africa [84]. 

 

In compression to the base line, the contraceptive use of women decreased 12 months after 

follow up and relatively majority of the study subjects reported hormonal contraceptive use in 

both scenarios which is effective in preventing unintended pregnancy. However, low proportion 

of dual methods use 13(6.6%) vs. 14(8%) was reported at the base line and 12 months after 

follow up respectively. The finding is similar with finding reported (15%) from sub Saharan 

Africa [19]. Our finding reinforce  another result from sub-Saharan Africa reported  low dual 

contraceptive methods use  resulted from low acceptance of condom use due to socio-cultural 

influences and insufficient information [123].  
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5.4. Fertility and contraceptive decision and support given to positive women 
 

This study shows valuable insights in to perceptions of women living with HIV and the providers 

view and experience about fertility and contraceptive decision of women living with HIV and  

assessed  prevailing situation that women living with HIV directly face while they are trying to 

have safer fertility and preventive practices.   

 

It was reported that condoms were the preferred method of contraceptive available in the ART 

sites and linked with the care and support activities specifically to positive women in the study 

area. HIV positive women are either using one contraceptive method or not using at all being on 

ART. They are suffering from secrecy, powerlessness, male dominance and economic 

dependence. In addition, men are not willing to us condom due to lack of sensation, discomfort, 

difficulty with organ erection and failure to accept women’s suggestion. 

 

Furthermore, our finding indicated that, the desire to have children and demand for contraceptive 

option among the study subjects is high, which is consistent with previous studies from sub 

Saharan Africa [32, 74].  However, the information to those who want to have children or want 

to use other options is scarce, which is challenging to positive women and had wide range of 

misunderstanding about advantages and disadvantages of each method. This might have resulted 

from lack of information as it has been reported in  previous study  from developing country [8]. 

 

Women in the study area reported that with the exceptions of male condom, getting other 

contraceptive methods is difficult, as it requires disclosure of sero-status to other providers, and 

failure to relay to those who do not know their status;  as a result, women failed to stick to what 

they want to plan. Furthermore, though contraceptives are free in public health institutions in the 

country, they have to pay when they want to get it from private institutions and if the other 

option requires extra transport and time that maximizes the cost of contraceptives in their 

locality. This is similar to previous studies reported cost of contraceptives as reason that hindered 

them from using options [124, 125]. In considering contraceptives availability contextual socio-

cultural norms, health concern and misconceptions need to be addressed.  
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Presence of ART has positively affected the desire of children and family planning option of the 

study subjects. The result is consistent to previous report from Zimbabwe  [74].   Participants 

want to have HIV free child whenever they want to have, but most of them relyed on either 

condom alone or other separate contraceptive methods, which indicates presence of information 

gap.  This  finding is consistent with a previous study conducted in the northern part of Ethiopia 

associated with  lack of knowledge, communication gap between providers and lack of condom 

approval [99]. 

 

Gender inequality places women at greater risk of being infected by HIV. Women lack power 

over their sexual lives, the prevailing social and economic inequalities increases their 

vulnerability. With increased poverty and other factors women found themselves for causal 

relationship with men for financial gain. The problem is severe among those working as 

commercial sex worker.  

 

The demand and reasons to have children among HIV positive women is similar to HIV negative 

women as previous study in the country indicated [126] and our finding reinforced that 

influenced by social acceptability, availability of methods, own perception, means to minimize 

stigma and considered as social security. However, the cumulative effects more sever among 

HIV positive women and have forced them to demand at least two children, primarly to continue 

their offspring’s, who will support each other and survive with existing stigma.   

 

In general,  there is wide range of  misconception about pregnancy and women especially at 

early stage of marriage in our community:  male acceptance,  relation of childbearing as the issue 

of women and  interference of extended family predisposes HIV positive women to  unplanned 

pregnancy, this is similar to previous studies from developing countries such as  Argentina 55% 

[127] and sub-Saharan African 10-65% [18]  HIV positive women reported unplanned 

pregnancies [18, 127]. This result indicates the importance of public health intervention that 

targets HIV positive women.  
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Clients have fertility desire and demand for variety of contraceptive methods, but providers think 

in terms of immunological response (CD4 cell count) and clinical improvement. The result is 

consistent with earlier study from South Africa [128]. Furthermore, our finding indicated that 

HIV positive women had not discussed their fertility desires with health care providers due to 

fear of anticipated negative reactions. This is consistent with previous studies from Africa [8, 24, 

32]. Those women who tried found providers were busy and not open for discussion and others 

also admitted that reluctant by assumption that providers know the best option for them. 

 

Similarly, providers evidenced misconception about options and safe methods largely resulted 

from insufficiently trained providers especially on counseling part. Moreover, providers noticed 

that they usually discuss pregnancy risk and STIs risk separately. The counseling ways did not 

help them to think comprehensively and the issue more severe when the fertility need of client is 

not considered at all. Then updating providers should be vital issue to satisfy the current need of 

women living with HIV in the study area.    

 

6. VALIDITY AND GENERALIZABILITY   

 

Validity of a study refers to the degree to which the test measures what it is supposed to measure 

or the accuracy with which the study measured its findings [129]. Validity includes internal and 

external. Evaluating the quality (validity and generalizability) of both the quantitative and 

qualitative data is mandatory when both methods are conducted.  

 

6.1. Internal validity  

In quantitative research validity (internal validity) refers the ability of measure correctly, what 

is supposed to measure (getting the truth-value). It needs the evaluation of chance, bias and 

confounding as alternative variable for research findings.  

 

Chance measures the likelihood that sampling variability (random error) accounted for the 

observed association [130]. Our study had assessed the role of chance by using adequate and 

representative samples to answer each specific objective. Appropriate statistical test was 
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performed.  Its effect was also detected by the confidence intervals. In some of the categories of 

independent variables, small sample sizes during the multivariate analysis were observed. In 

such situation, re-categorization by merging or excluding very small categories was done. Thus, 

the role of chance in explaining the observed difference was unlikely.  

 

Bias (deviation from the truth) is a systematic error in the design, conduct or analysis of the 

study that results in a mistake in estimating the effect of the exposure [131]. Various actions, 

starting from questionnaire designing to data analysis, were taken to reduce the role of bias as 

alternative explanation for the research findings.  

 

The study strictly followed scientific research methods such as random selection of participants 

with relatively large sample size. The use of questionnaire adopted from previous data collection 

tools from different settings and translated in to and administered by the local language 

(Amharic), use of experienced data collectors, moderators and note takers with additional 

training in CHCT, ART and comprehensive HIV care and recruited with cautions, presence of 

intensive training and close supervision were among the major inputs to reduce interviewers and 

other measurement biases. Furthermore, the data collectors were different from the care 

providers working in the study sites. To minimize the re call bias, relatively recent last 6 months 

(Paper II) and 12 months (Paper III) information was gathered and also tried to confirm the 

response from patient’s records.  Explanation was also given by data collectors before starting 

interview. Interviews were conducted in private, ventilated and well lighted room to assure their 

privacy.  

 

Study participants involved in follow up study (Paper III) were different from those participated 

in cross sectional survey and additional three days training was given to data collectors. In 

addition to this, use of different tracking methods, such as home visiting, use of appointment 

card, telephone call, reminder during previous follow up period and interviewing in convenient 

places were measures to reduce loss to follow up. Furthermore, interview was carried out in the 

same place and similar study subjects were involved both at the baseline and 12 months after 

ART initiation. The data were collected using similar tools.  
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Confounding (from the Latin confundere, to mix together) can be defined as a situation in which 

a measure of the effect of an exposure on risk is distorted because of the association of exposure 

with other factor(s) that influence the outcome under study [132]. Confounding can occur when 

another exposure exists in the study population and is associated both with the disease and the 

exposure being studied [133].  Confounding can over estimate, underestimate or change the 

direction of the observed association, and must always be accounted. The baseline difference 

observed in socio-demographic characteristics of women and other measured variables can act as 

confounding factors. Hence, addressing confounding was one of the major actions in this study. 

In general, advanced statistical analysis like binary and multivariate logistic regression analysis 

(Paper I-III) were applied to control potential confounding effects of some selected variables on 

the main outcome variables of the study and prediction of population parameters.  

 

In the qualitative study (Paper IV), the use of multidisciplinary research team verbatim 

transcription and pre-defined analytical procedures were used to promote the study rigor. The 

trustworthiness of the qualitative findings were assured by the use of Lincolin and Guba’s 

criteria of credibility, dependability, confirmability  and transferability [113, 134].  

 

Like internal validity in quantitative studies, credibility focuses on the confidence in truthfulness 

of findings. It can be evaluated by different activities including prolonged engagement, persistent 

observation, triangulation, member checking and peer debriefing. The principal investigator and 

data collectors were familiar with the cultural and social backgrounds of the study participants 

also have additional trainings on comprehensive HIV care and support.  

  

Informative discussants were selected purposively from different categories such as HIV positive 

women both ART users and ART naïves; mother support group, peer educators and health 

workers were interviewed to enhance triangulation. During data collection, daily discussions 

were conducted in order to understand what in formations were saying and to identify the areas 

that needed to probe for future interview. Peer debriefing was done at the end of data collection 

and during presentation of preliminary findings through which we reviewed substantial 

comments.  
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Confirmability: focuses on the extent that the research findings can be confirmed by others 

[135]. The tape-recorded and transcribed data were made ready for other researchers to do their 

own analysis. The process is “audit trial” which enables to verify the interpretation is based on 

the collected data. Independent coders were used and differences were solved through consensus 

and confirmability was assured by follow-up interviews with participants and member checking. 

Respondent validation was also done by giving the transcribed texts to two of the FGDs, three of 

IDIs and two of the KIIs participants to read and check if points were well captured. Then the 

texts were translated in to English and entered to Opencode software 

 

6.2. External validity  

 

In addition, the finding might not be generalizable to the whole country, as data were collected 

from urban area. However, the findings can be generalizable to other urban contexts with 

caution. Since the health care system organizations in general and ART units in particular are 

similar in Ethiopia; the finding may contain information that can be reasonably informative 

about fertility and contraceptive use of HIV positive women attending health facilities.     

 

7. STRENGTHS AND LIMITATIONS  

 

7.1. Strength   

One of the major strengths of this study was the use of different methods (quantitative and 

qualitative) could facilitate a comprehensive understanding from different perspectives and 

produce comprehensive picture of the reality on fertility and contraceptive preference and change 

in fertility intentions of HIV positive women  following ART initiation.  

 

The other strength of this study is focuses on HIV positive women who need specific attention 

due to increased biological susceptibility, stigma because of their sero-status, lack of support   

from husband, family, community and providers. Hence, this study attempted to assess effect of 

ART on fertility and contraceptive decisions of HIV positive women separately to show existing 

problem in to picture.   
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Important confounding variables were identified and controlled in regression analysis.  

Quality of data maintained at high level, and preliminary results were presented; as a series of 

seminars at the school of Public Health, AAU. The use of qualitative software (Open code) for 

coding the qualitative information enabled to fined themes from a couple of transcripts.  

 

7.2. Limitations 

As the data were collected from clinical setup, the response might have been affected by social 

desirability bias that might in turn have affected the validity of the result. Furthermore, as the 

information depended on self-reported response of participants, there may be reporting errors 

and recall biases. Although every effort was made to ensure that their responses would be 

confidential, the possibility remains that some may under report as contraceptive issues are 

considered taboo in Ethiopia. The fact that the design was cross-sectional might hinder the 

determination of causality of relationship.  

 

On the other hand, the information was  limited to reflection of HIV positive women aged 18-49 

years, and did not include HIV positive men this might preclude the result, also limited to urban 

residents which excludes the situation of women in the rural areas of our country.  

In follow up study a potential limitation of this study is relatively short duration of follow up (12 

months), lacks control group, limiting its rigor and assessment was limited only on two points.  

8. CONCLUSIONS 

 

The results of both the quantitative and qualitative studies have identified a number of issues 

with important policy and programmatic implications. Factors like ART use, young age, 

presence of partner and disclosure of HIV status were associated with fertility intentions of HIV 

positive women.  

  

The study identified that HIV positive women in general and women receiving ART in particular 

are more likely to use contraceptives with preference of male condom, injections and oral 

contraceptive pills. Dual contraceptive method use was negligible among the study subjects. 
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Furthermore, having one or more living children, disclosure of HIV status to sexual partner, open 

discussion with partner found to be predictors of contraceptive use in the study area. There was 

range of reasons as to why HIV positive women selected the methods such as it protects from 

HIV/STIs, convenient to use, prevents pregnancy, advice of health care workers and the like. 

 

We found evidence of change in fertility intentions among HIV positive women that starts soon 

after ART initiation. Fertility and contraceptive decisions of women are influenced by presence 

of ART, partner desire, family and community perception and   associated stigma, as being 

childless is taboo and considered as women’s responsibility. Many participants indicated that 

health workers are supportive in offering information more on preventive methods rather than 

discussing fertility and contraceptive options.   

 

9. RECOMMENDATIONS 

 

As access to ART increases in Ethiopia, issues like fertility and contraceptive need to be 

addressed in order to enhance expected outcome of comprehensive HIV care. Policies/ programs 

related to reproductive health should address not only the prevention of HIV and unplanned 

pregnancies but also should consider the fertility needs of HIV positive women.   

 

9.1. Operational recommendation  

 

Early times of ART initiation are important for women to plan and get options and the 

opportunity should not be missed due to fear of disclosure and other related problems. It is wise 

to integrate SRH issues including family planning counseling with ART services where PLWH 

can get easily. Further more, ART sites are entry points to reinforce options; women should be 

consistently counseled, and offered regularly free and comprehensive family planning services 

and wide range of options along with their regular follow up, so that women may decide freely 

and responsibly on their fertility issues. 
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The contraceptive use of women in the study area mainly dependent on male condom use; which 

is commonly available method in ART units, this indicates emphasis should be given to dual 

contraceptive methods use along with their regular follow up irrespective of their ART use.  

 

There is a need to empower women intheir negotiation skilles and able to express themselves 

while dealing safer sex.  Moreover, health care providers and others working on the area should 

think wider than the ordinary preventive messages to the consideration of fertility need and 

contraceptive options, so that women can feel accepted and valued.  

 

Health workers should stop imposing their own beliefs on clients and embrace ethics of care so 

that they assist HIV positive women to identify their reproductive options. In addition, health 

systems must be improved, to provide special sexual and reproductive health services tailored to 

PLWH, particularly those HIV positives women.  

 

In the clinical setup primarily health care providers should be familiar with updated knowledge 

and practices that solve the problem of women. Providers should follow the messages provided 

to women especially from peer educators and mother support group working in each health 

institution. Health workers should teach and empower those service providors to enhance 

communication skills and with updated information that can satisfy the needs of women living 

with HIV  

 

9.2. Policy recommendations 

 

Fertility and family planning programs tailored for PLWH are critical but also for HIV positive 

women to help reduce the rapid change of fertility intentions which puts them at risk of both HIV 

and unwanted pregnancies. Furthermore, it is critical to include PLWH in general and HIV 

positive women in particular with special fertility needs in the National Policy on Sexual and 

Reproductive Health and Rights, but also it is vital to include them to contribute to establishing 

programmes for their needs. 
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Potential use of the current structures such as urban health extension workers (UHW), model 

families, peer educators, adherence supporters and mother support group could be important 

means to promote fertility and contraceptive need of women living with HIV. For the 

effectiveness health extension workers should be trained with due emphasis of women living 

with HIV and mobilization of the community in building self confidence through awareness 

creation. Furthermore, Policies and guidelines that empower health workers with resources, 

information, skills and sensitivity training related to the specific needs of HIV-infected people 

cannot be over-emphasized. One possibility is to look at and modify the reproductive health 

counselling content to ensure that the HIV positive women counselling that stresses the 

importance of consistent fertility choices as a means of preventing both unwanted pregnancy and 

HIV transmission 

 

9.3. Future research  

 

A number of priority areas of future research on this topic, effect of ART on fertility intentions 

and contraceptive use of HIV positive women, first, conducting the study in rural setting and 

different contexts in the country will help to view from different perspectives. Furthermore,   

there is a need to conduct large observational cohort study that enrolls women at various stages 

of HIV diseases and reproductive lives. Second, important to consider longitudinal study that can 

assess the ongoing impact of ART access on fertility and contraceptive preference of HIV 

positive women. It is also important to investigate the potential influence of ART on incidence of 

pregnancy and change in preventive practices with the involvement of partner.  
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12. ANNEXES  

 

ANNEX 1. PICTURES USED   FOR FOLLOW-UP STUDY  

 

 

Figure 7: Identification mark attached on patients’ card, Addis Ababa, 2013 

 

Questionnaire and clients  folder 
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Figure 8: Clients cared and questionnaire with identification mark attached on, Addis 

Ababa, 2013 
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Follow up format for fertility study
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Figure 9: Follow up format attached on folder, Addis Ababa, 2013 

Folder with follow up sheet 
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Figure 10: Folder with follow up sheet, Addis Ababa, Ethiopia, 2013 

File folder with questionnaires and sheet attached  

19  

Figure 11: File folder for the follow up study, Addis Ababa, Ethiopia, 2013 
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ANNEX 2: SURVEY QUESTIONNAIRES  
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ANNEX 2.1. ENGLISH VERSION OF THE QUESTIONNAIRES: 

Addis Ababa University 

College of Health Science 

School of Public Health 

Effect of ART on Fertility Intention and contraceptive use among HIV 

positive women in Addis Ababa Ethiopia 

 

PART I: TOOLS FOR CLIENT SURVEY 

ENGLISH VERSION OF THE INFORMATION SHEET: 

1. Introduction 

Hello my name is _______________________________I am working with research team 

working on Effect of ART on fertility intention and contraceptive use among HIV positive 

women in Addis Ababa, Objective of the Study: The main aim of the research project was to 

assess effect of ART access on fertility Intention and contraceptive use among HIV positive 

women attending health care facilities. The information you provide will be used to improve 

fertility services to HIV positive women in Addis Ababa; the survey asks you question about 

your fertility intension, contraceptive use and prevention issues. 

2. Participation Procedure and Guideline: 

a. The information you provide will be kept completely anonymous. That is, your name will 

not be indicated on any of the forms. 

b. It will take about 60 minutes to complete the survey. Nevertheless if you do not want to 

participate in the study it is your right and has no influence on the care being provided in 

this health institution or other areas 

c. Since the questions are prepared in Amharic, the discussion will be in Amharic and the 

interviewers will ask you in the language that you are familiar with. 

3. Participation Benefits and Risk: 
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a. Risk:-Your participation in this study does not involve risks to you than those you 

experience in your daily life. You might feel some mild discomfort in responding 

question and the time you spent, but it is not different from your appointment time.  

b. Benefits: - you may experience some benefits from participating in the project. These 

benefits might be positive feelings from helping with important research project and 

your response will assist in improving health care delivery to HIV positive women in 

health institution in Addis Ababa. 

c. Incentives/Payment for Participation: No payment will be given in participating in this 

stud. 

4; Confidentiality: The information gathered from you will be confidential and will not be 

exposed to anybody. The information will be stored in secured place locked by using coded 

identification without indicating your name. 

5, Right to Refuse or withdraw: your participation is Voluntary, and there is no penalty for 

you not wanting to participate. This means that you are free to stop fully or choose not to answer 

any particular question or all questions. 

6. Right as a participant: You have a right to have any questions about this research project 

answered. Please direct any question to Ato Hussen Mekonnen, School of Public Health, 

College of Health Science; Addis Ababa University. Call phone: +251 911631634. E-maile: 

hussen_mk@yahoo.com   

Ethical clearance will be obtained from IRB of Faculty of Medicine, Addis Ababa University.  

7, Informed Consent Form: with do understanding of the aforementioned information, are you 

willing to participate in the study? 

1. If Yes_________ (continue the interview)    2. No_________ (Terminate the interview) 

     Signature of the participant _____________________________Date: _________________ 
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Part I: English Version of the Consent Form   

In signing this document, I am giving my consent to participate in the study entitled” Assessing 

effect of HAART access on fertility intention and contraceptive use among HIV positive women 

attending health institutions in Addis Ababa, Ethiopia. 

I have been informed that the purpose of this particular research project is to assess fertility 

intension and contraceptive use of HIV positive women attending health institutions in Addis 

Ababa. I understand that I am selected to participate in this study randomly from HIV positive 

women attending health institutions; I am also informed that eligible for this study.  

I have been informed that participation in the study is entirely voluntary, I can refuse from 

participating fully or partially and to terminate at any time. I have been told that my answers to 

questions will not be given to anyone else and no reports of this study will ever identify me in 

any way. I have also been informed that my participation or non participation or my refusal to 

answer questions will have no effect on me or on the service that I can get. I am told that the 

question will take 45-60 minutes to complete the survey. 

I have been informed that no monetary incentives will be given for my participation in this study. 

I understand that participation in this study does not involve risk. The study will help in 

developing appropriate fertility and prevention systems and strengthen the current HIV 

prevention, care and support activities, build safe pregnancy and avoid unintended pregnancy. 

I understand that the results of this research will be given to me if I ask for them and Hussen 

Mekonnen is the contact person if I have questions about the study or about my rights as a study 

respondent. Hussen can be reached through a call at +251 911 631634. 

 

Respondent’s signature______________________ Date ____________________ 

 

Thank You!   
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This part of the questionnaire sub classified by 8 sections, the description of each session 

indicated as follows 

 

Section 1.1: Socio-Demographics status   
Under this section contains independent variables such as age, income, educational background, 

marital status. It will be instructed as. I would like to ask you questions about you and your 

family. 

 

Section 1.2: HIV Status 

Now I’d like to ask you some questions about your HIV-status 

 

Section 1.3: ART History: 

Under this section I will ask you about your ART status and history of ART initiation  

 

Section 1.4: Fertility Desires/Intention  
Now I would like to ask you questions about your wishes to have (more) children 

 

Section 1.5: Fertility Decision: 
Now I would like to ask you some questions about your pregnancy and sexual history. Some of 

these questions may be personal. If you feel embarrassed and don’t want to continue, you can say 

so and we’ll skip to other questions. I want to remind you that all your answers are confidential. 

 

Section 1.6: Use of prevention methods (contraceptive methods)  
In this section, I would like to ask you questions about your sexual activity and use of prevention 

(contraception). 

 

Section 1.7: Sexual History: 
Now I’d like to ask you questions about your sexual partners and your sexual activity. Some of 

these questions might make you feel uncomfortable; however, it is really important that you 

answer the questions honestly. Please remember, that all your answers are confidential and no 

one will know your responses. The number of sexual partners people have varies from person to 

person. There is no right or wrong number 
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Section 1.8: MEDICAL RECORD REVIEW: 

Please extract the following information from the participant’s medical record.  

 

 

PART 1: QUESTIONNAIRE TO ASSESS EFFECT OF HAART ON FERTILITY 

INTENTION OF HIV POSITIVE WOMEN, ADDIS ABABA, ETHIOPIA, 2012  

01. Code Number of questionnaire _________________________ 

02. Name of the Interviewer____________________________ signature________  

03.  Date of interview _______________ (dd) ______________(mm) , year, 2011/12 

04. Checked by Name ______________________ signature_____________ 

05. Date of cheek  ________(dd)______________(mm),year 2011/2012 

 

2. Identification of Health facility  

2.1. Name health facility___________________________ 

2.2. Region____________2.2.   Kifle Ketema _______2.3. Woreda _______2.4.  Kebele____________ 

3. Ownership of health facility : 

3.1. Government ____________3.2.NGOs_________________ 3.3. Other (Specify) _________ 

 

4. ART code number: _______________________________________ 

5. Patient card number _______________________________________ 
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Table 1: Questionnaires used to assess socio-economic status of the study subjects, Addis Ababa, 

Ethiopia, 2012. 

No   QUESTIONS AND FILTERS Coding Category SKIP 

101 How old are you  ______________ years   

102 What is your ethnicity?  Amhara----------------1 
Oromo-----------------2 
Guragea---------------3 
Tigrie--------------------4 
Silte----------------------5 
Gamo--------------------6 
 other specify ---------89 

 

103 What is your religion? 
 

Orthodox--------------1 
Muslim-----------------2 
Protestant-------------3 
Catholic----------------4 
Others specify _____89 

 

104 What is your Educational Status? _______ grade completed 
Illiterate-----------------------1 
Can read and write--------2 
1-8 grade completed------3 
8-12 grade completed----4 
Above 12 grade-------------5 

 

105 How much is your monthly income in Birr 
 

no income ------------ 1 
Below  500-------------2 
501-1000---------------3 
1001-3000-------------4 
above 3000------------4 
other specify_____  89 

 

106 What is your Occupation?  
  

Unemployed -------------1 
Student --------------------2 
House wife ----------------3 
House maid --------------4 
Daily laborer --------------5 
Merchant -------------------6 
Commercial sex worker-----7 
Government employee -----8 
Private business --------------9 
Other specify____________89 

 

107 What is your Marital Status? 
 

Single ---------------------- 1 
Married -------------------- 2------------------------ 
Divorced ------------------ 3---------------------- 
Widowed ------------------- 4----------------------- 
Unmarried but living together  --------- 5 

 
108 
110 
111 

108 If Married, How old were you when you were 
first married? 

________________ years   

109 Are you the only wife or does your husband 
have co-wives? 

I am the only wife ------------1  
My husband has co-wives--2  
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110 If Divorced or Separated: How old were you 
when you were first married? 

._________years ------------1 
 Do not Know ------------------2 
 Refused ------------------------3 

 

111 If widowed: When did your husband die? day___ month __year  ___  

112 Please specify the cause of death ------------  

113 How many children do you have?  ______________   

 

Section 1.2: HIV STATUS 

Now I’d like to ask you some questions about your HIV- Status 
 
No Question and Filter  Answers and coding  Skip  

201 When you were first diagnosed with HIV? _______date_____month  ____ year 
I  do not remember-----1 
No answer-----------------2 
Other specify ------------89 

 

202 For what reason did you undergo HIV testing? (Tick 
only one) 

Pregnant/tested at antenatal clinic------1 
Marriage  ----------2 
Recommended by health care professional ----------------------------
-------3 
Was sick/having symptoms of HIV/AIDS -4 
Sexual partner got sick/had symptoms of HIV/AIDS------------------
--------------5 
Sexual partner asked that I get tested ----6 
Just wanted to know status ------------7 
Sexual partner has risky behavior----8 
Donated blood ----------------------------9 
Sexual contact with a known HIV-positive individual -----------------
----10 
Don’t know ------------------------------11 
Other, specify --------------------------89 

 

203  Do you currently have a sexual partner? Yes---------1 

No ---------2------------------------------------ 

 

207 

204 Do your partner/husband tested for HIV? Yes-----------------1 

No------------------2-------------------------- 

I do not know----3 

 

206 

205 If he tested what was the test result? Positive------------1 

Negative-----------2 

I do not know ----89 

 

206 Did you disclose your sero status to your 

partner? 

Yes--------------1 

No --------------2 

 

207 How many  children do you have   ____ # of alive children  -------1 

I do not have children----2 ------------- 

Other specify ---------------89 

 

209 

208 Currently How many alive children do you have? ______ # alive children -------1 

No alive children -------2 

No  answer --------------99 

Other specify -----------89 

 

 

209 Do you have chilled who died of HIV? Yes---------------------------1 

No ---------------------------2 

Unknown -----------------97 

 

210 Did you test your child (en)? Yes----------1 

No ----------2 
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DISCLOSURE OF SERO STATUS 

 Now we’re going to talk about disclosure. Different people do different things when they find 

out the result of their HIV test. Some people tell their friends, families and sexual partners, while 

other people don’t tell anyone. Please remember that I won’t tell anyone what you tell me in this 

interview.  

211. Have you ever told anyone about your HIV status? 1. Yes 2. No --------- section 3   

212.  Who have you told about your HIV status? Was the response from this person supportive, 

non-supportive or neutral? (Please tick all that apply below and indicate responses for people 

told.) 
Questions Supportive Non supportive Neutral 

1. Husband    

2. Boyfriend    

3. Sexual partner    

4. Mother    

5. Father    

6. Sister    

7. Brother    

Section 1.3: ART History: 
Under this section I will ask you about your ART status and history of ART initiation  

No  Questions and Filter   Answers and coding category  skip 

301  Are you currently on Antiretroviral to treat your HIV Infection? Yes---------------1 
No ---------------2 ------------- 303 

 

302 What is the duration after you have started ART ( in month) _______ month_________ year  
I do not remember --------------1 
No answer ------------------------89 
Other specify --------------------99 

 

303 Are you aware of medications to treat HIV/AIDS called antiretroviral 
therapy? Sometimes called HIV-drugs? 

yes ---------------1 
no ------------------2-- 
unsure/DK---------3-- 

305 

304 What type of ARV medication are you currently on? (Interviewer: 
Please  support them to list the medications that they are taking) 

-----------------  

305 What is your current CD4 cell count? _______ cells/mm3  

306 In your opinion, how do you express your health condition after 

you have started ART? 

Improved ----------------1 
No change --------------2 
Worsen ------------------3 
No answer --------------99 
Other specify -----------89 

 

307 In your opinion, how do you express your health condition before a 

year?  

Improved ----------------1 
No change --------------2 
Worsen ------------------3 
No answer --------------99 
Other specify -----------89 
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Section 1.4: Fertility Desires/Intension  
Now I would like to ask you questions about your wishes to have (more) children 

No Questions and Filter Answers and coding category skip 

401 Are you sexually active? Yes-------------------------1 
No -------------------------2 

 

402 How long have you been with your current 

partner? 

Before sero positive ----1 
After sero positive--------2 

 

403 Are you currently pregnant? Yes-----------------------------------1 
No -----------------------------------2 
I do not know----------------------3 
Other specify ---------------------89 

 

404 Do you want to have a/more child (en) in the 
future? 

Yes --------------------------------1------- 
Wanting no more --------------2-------- 

708 
709 

405 When do you want more child/en? After ___ month ____year----1 
I do not know--------------------2 
Other specify -------------------89 

 

406 How many children do you want to have? ________ # children   

407 How many more children do you want to have in the 
future? 

_____ # children   

408 Why do you want more children? Presence of ART ---------------------1 
My health condition improved---2 
Recent marriage ---------------------3 
My husband insisted me -----------4 
Health workers advice --------------5 
Other specify -------------------------89  

 

409 Why you do not want to have more children? I have enough number of children---1 
Fear of viral transmission --------------2 
No enough income ----------------------3 
By the advice of health workers –----4 
Fear of the pregnancy related health 
problem-------------------------------------5  
Other specify -----------------------------89 

 

410 Do your partner  would like to have  child(en)  Yes-----------------------1 
No -----------------------2 
I do not Know ---------3 
I had no partner-------4  
Other specify -----------5 

 

411 Is there any member of the family who influences  you 

to have children  

Yes------------------------1 
No ------------------------2 

 

412 Who influences you? My family---------------------------------1 
My husband’s family ------------------2 
Other specify ------------------------ --89 
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Section 1.5: Fertility Decision  

Now I would like to ask you some questions about your pregnancy and sexual history. Some of 

these questions may be personal. If you feel embarrassed and don’t want to continue, you can say 

so and we’ll skip to other questions. I want to remind you that all your answers are confidential 

No  Questions and Filters  Answers and coding category  Skip  

501 When do you want to have fertility? ______month--------Year   

402 Who decides when to have fertility? My self  ------------- 1 

My husband --------2 

Bothe of us --------- 3 

Other specify -------89 

 

503 Have you ever discussed with your husband 

about fertility issues?  

Yes----------------------1 

No ----------------------2 
 

504 Have you ever discussed about fertility issues 

with health workers?  

Yes-----------------------1 

No -----------------------2 
 

505 How is the influence of your family? Always ---------------1 

Not at all -------------2 

Sometimes-------------3 

 

506 Have you ever get counseling services on 

fertility? 

Always -----------------1 

Not at all ---------------2 

Sometimes -------------3 

 

507 Where do you get the counseling service? Health workers --------1 

Mass media-------------2 

Friends-------------------3 

Other specify-----------89 

 

508 Have you ever been told by a health care 

worker that you should not become pregnant 

because of your HIV status? 

yes -----------------------------1 
no -------------------------------2 
unsure--------------------------3 
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Section 1.6: Use of prevention methods (contraceptive methods) and preference:  
In this section, I would like to ask you questions about your sexual activity and use of prevention 

(contraception) and your preference 
No  Questions and filters  Coding category  skip 

601 Have you had vaginal sex in the last 6 months? Yes---------------------1 
No ---------------------2 

 

602 Have you ever had an operation to avoid having any 
more children? 

Yes  --------------------------1 
No  ----------------------------2 

 

603 In the last 6 months, have you used anything to 
prevent becoming pregnant, such as, condoms, 
pills, injectables, loop, hysterectomy (removal of the 
uterus), vasectomy (man has his tubes tied), or 
other methods?..................... 
(Interviewer: Probe for condoms) 

Yes---------------1 
 
No-----------------2--------------- 

 
 
905 

604 What type of prevention methods have you 
used in the last 6 months? Please select all 
that apply. 
(Interviewer: If hysterectomy or sterilization, 
please note what month + year) 

Pill (Oral contraceptive)------1 
Injectables/Injection----------2 
Loop/IUD-----------------------3 
Implant-------------------------4 
Diaphragm--------------------5 
Condom (Male)-------------6 
Female Condom-----------7 
(Depo-Provera or Nuristerate)----8 
Hysterectomy---------9----  
Female sterilization---10-- 
Male Sterilization -----11--- 
Other, specify__________89 

 
 
 
 
 
Date  

605 In the last 6 months, how frequently did 
you use a condom when having sex? 
Tick only one. 
(Interviewer: Read options) 

Never, none of the time---1 
Rarely, once in a while-----2 
Sometimes, about half of the time-3 
Frequently, more than half of the time---4 
Always, every time-------5 
Refused to answer------97 

 

606 What is the main reason you 
chose the method of 
prevention you use most 
consistently?______________ 
                      Specify methods  

It is easy to use----------1 
It is convenient/more convenient-2 
It does not interfere with sexual activity-3 
It protects against transmission of sexual--4 
transmitted diseases and HIV/AIDS-5 
It is good at preventing pregnancy-6 
My partner won’t find out I’m using prevention---7 
I can use it only when needed  
It is cheap--------------------8 
It has few or no side effects----9 
A doctor or nurse recommended it---10 
My friends use it------------------11 
My partner wants me to use this type of prevention-----
------------------12 
My partner won’t use birth control himself-13 
 I can decide when to use it and when not to--14 
Other, specify ___89 
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607  Why haven’t you used any 
prevention methods in the last 6 
months? 

I am pregnant,-------------1 
I am trying to become pregnant--2 
I can get an abortion if I become pregnant-----------3 
I don’t think I will become pregnant------4 
I am not having sex--------5 
I don’t mind becoming pregnant-6 
I don’t believe in using prevention--7 
I don’t know why/No reason-8 
I cannot become pregnant (I am infertile)----------9 
My partner will not use and/or will not let me use 
prevention--10 
I just had a baby--------11 
Health related side effects of prevention methods (e.g. 
weight gain, abnormal periods, headaches, other health 
effects)---------12 
Other (specify) __________89 

 

 

Section 1.7: Sexual History: 
Now I’d like to ask you questions about your sexual partners and your sexual activity. Some of 

these questions might make you feel uncomfortable; however, it is really important that you 

answer the questions honestly. Please remember, that all your answers are confidential and no 

one will know your responses. The number of sexual partners people have varies from person to 

person. There is no right or wrong number 

 

 

 

 

701. In your lifetime, with how many different men have you had vaginal sex? Again, by vaginal 

sex, I mean when a man puts his penis in a women’s vagina. Please include your husband, 

regular partner and casual partners’ ________________________  

 

1. _____ # of men if zero skip to question 703 other wise continue to 702             

2. Don’t know  

 

702. In the past 6 months, with how many different men have you had vaginal sex? Please 

include your husband, regular partner and casual partners.... 

 

1.____________ # men, if zero skip to 704 if not continue            

 

2. Do not know 

 

703. Why haven’t you had sex?______________________________________ go to section 7 

  

704.  I’d like to ask you some questions about your male sexual partner(s). You mentioned that 

you had ________ male sexual partners in the past six months. Please answer the following 
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questions starting with your most recent partner. (Interviewer: The following questions only 

apply to women who have had sex in the past 6 months). 
 

Questions and Filter Part 1 Part 2 Part 3 Part 4 

1) What relationship do you have with 
this sexual partner? (Please refer to  
code list  below) 

    

2) Can you tell me the number of times 
you’ve had sex with this partner in the 
last 30 days? 

____ # times  
or  
Do not know  

____ # times  
or  
Do not know 

____ # times  
or  
Do not know 

____ # times  
or  
Do not know 

3) How many times have you used a 
condom with this partner in the last 30 
days? 

____ # times  
or  
Do not know 

____ # times  
or  
Do not know 

____ # times  
or  
Do not know 

____ # times  
or  
Do not know 

4) Do you know the HIV status of your 
partner? 

Yes  go to 5   
No   6 
DK--6 

Yes go to 5  
No6 
DK6 

Yesgo to 5 
No6 
DK6 

Yesgo to 5 
No-6 
DK-6 

5) What is your partner’s HIV status? Positive 6 
Negative 7 

Positive 6 
Negative 7 

Positive 6 
Negative 7 

Positive 6 
Negative 7 

6) Is your partner currently taking ARVs?  Yes 
No 
DK 

Yes 
No 
DK 

Yes 
No 
DK 

Yes 
No 
DK 

7Does your partner knows Your HIV 
status? 

Yes 
No 

Yes 
No 

Yes 
No 

Yes 
No 

Codes: 1 = Husband, 2 = Regular sex partner, 3 = Casual sex partner, 4 = Commercial sex partner, 
5 = One time encounter, 6 = Other 

 

 

That was the final question. Thank you for participating in this study and for answering these questions. 

 

Interview stop time:       HH _______MM________ (24 Hours Clock) 

 

 

SECTION 1.8: MEDICAL RECORD REVIEW (secondary Data) 

Please extract the following information from the participant’s medical record. HIV-negative 

women do not need to undergo medical record review. 

1. Date of Record Review ______________ day__________ month_____________ year  

2. Name of reviewer:__________________________________________________ 

3. Name of health institution? ____________________________________________ 

4. Date of first HIV diagnosis ______day ________ month _____ year   2. not available  

5. Most recent CD4 count _______ (cells absolute count) 2. Unavailable  to question 6  

     5.1 Date drawn.....................................      
6. Lowest (nadir) CD4 count___________ (cells absolute count) 2. Unavailable  go to question 7 

6.1 Date drawn........................................... 

7. Most recent viral load measure ______________ (Cells absolute count) 2. Unavailable to 8 

7.1 Date drawn................................... 

8.  WHO Staging  circle the number  

1. Stage I     Stage II    Stage III     Stage IV    

2. Not enough information_____________________ write  Reason 
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ANNEX: 2.1.2:  PART II: TOOLS FOR FOLLOW UP STUDY  

ENGLISH VERSION OF THE INFORMATION SHEET: 

1. Introduction 

Hello my name is _______________________________I am working with research team 

working on Effect of HAART access on fertility intension and contraceptive use among HIV 

positive women in Addis Ababa, the purpose of the study is to assess change in fertility 

Intention along the duration of HAART and the information that you offer will be beneficial to 

improve services for HIV positive women in Addis Ababa.  

2. Participation Procedure and Guideline: 

a. The information you provide will be kept completely anonymous. That is, your name will 

not be on any of the forms. 

b. It will take about 30 minutes to complete the survey. Nevertheless if you do not want to 

participate in the study it is your right and has no influence on the care being provided in 

this health institution or other areas. The information will be collected two times in six 

months interval. 

c. Since the questions are prepared in Amharic, the discussion will be in Amharic and the 

interviewers will ask you in the language that you are familiar with. 

d. Information will be collected for two times in six month intervals and the appointment will 

be in line with your follow up time and the information will be collected when you come 

for your appointment.  

3. Participation Benefits and Risk: 

 Risk: Your participation in this study does not involve risks to you than those you 

experience in your daily life. You might feel some mild discomfort in responding 

question and the 30-35 minutes time you spent, but it is not different from your 

appointment time.  

 Benefits: you may experience some benefits from participating in the project. These 

benefits might be positive feelings from helping with important research project and your 
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response will assist in improving health care delivery to HIV positive women in health 

institution in Addis Ababa. 

 Incentives/Payment for Participation: No payment will be given in participating in this 

study. 

4. Confidentiality: The information gathered from you will be confidential and will not be 

exposed to anybody. The information will be stored in secured place locked by using coded 

identification without indicating your name. 

5. Right to Refuse or withdraw: your participation is Voluntary, and there is no penalty for 

you not wanting to participate. This means that you are free to stop fully or choose not to 

answer any particular question or all questions. 

6. Right as a participant: You have a right to have any questions about this research project 

answered. Please direct any question to Ato Hussen Mekonnen, School of Public Health, 

College of Health Science Addis Ababa University. Call phone: +251 911631634,.e-maile: 

hussen_mk@yahoo.com   

Ethical clearance will be obtained from IRB of Faculty of Medicine, Addis Ababa University.  

7. Informed Consent Form: with do understanding of the aforementioned information, are you 

willing to participate in the study? 

1. If Yes_________ (continue the interview)      2. No_________ (Terminate the interview) 

 

     Signature of the participant _____________________________Date: _________________ 
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Part II: ENGLISH VERSION OF THE CONSENT FORM   

In signing this document, I am giving my consent to participate in the study entitled” Assessing 

effect of HAART access on fertility intention and contraceptive use among HIV positive women 

attending health institutions in Addis Ababa, Ethiopia. 

I have been informed that the purpose of this particular research project is to assess change in 

fertility intension as the duration of ART increases among HIV positive women attending health 

institutions in Addis Ababa. I understand that I am selected to participate in this study randomly 

from HIV positive women attending health institutions; I am also informed that eligible for this 

study.  

I have been informed that participation in the study is entirely voluntary, I can refuse from 

participating fully or partially and to terminate at any time. I have been told that my answers to 

questions will not be given to anyone else and no reports of this study will ever identify me in 

any way. I have also been informed that my participation or non participation or my refusal to 

answer questions will have no effect on me or on the service that I can get. I am told that the 

question will take 30-35 minutes to complete the survey. 

I have been informed that no monetary incentives will be given for my participation in this study. 

I understand that participation in this study does not involve risk. The study will help in 

developing appropriate fertility and prevention systems and strengthen the current HIV 

prevention, care and support activities, build safe pregnancy and avoid unintended pregnancy. 

I understand that the results of this research will be given to me if I ask for them and Ato Hussen 

Mekonnen is the contact person if I have questions about the study or about my rights as a study 

respondent. Hussen can be reached through a call at +251 911 631634. 

Respondent’s signature______________________ Date ____________________ 

Thank You! 
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In this follow up study there are three sections that will assess socio-demographic status, fertility 

intension and record review on key indicators  

Section 2.1.Socio-demographic situation  

Under this section I will ask about you and your family   

Section 2.2: Change in Fertility intension 

In this part I will ask you about your fertility intension at each subsequent contact, it will also ask 

influencing factors 

Section 2.3: formats about key issues related to ART use  

Under this lists there are points filed after asking patients and others could be recorded from the 

patient document   

 

Instructions for the data collectors: 

STEP I:  identify HIV a positive woman’s who came for the ART and pre ART follow up. 

STEP II:  Get consent for inclusion in the follow-up.  

Read the consent form, and then get her willingness to participate. 

STEP III. Record background information with accurate address and appoint her for the next 

interview. 

STEP IV. Continue asking the main questionnaire.  

STEP V:  Conduct the second interview with the same questionnaires except SES and WHO 

staging after 12 months of the first interview and then finish the study 

. 
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QUESTIONNAIRES  

         Code Number of questionnaire _____________________ 

01-Name of the interviewer _________________Signature________ date____ (mm)___year__ 

02-Checked and edited by Name ____________________ signature__________ Date____ (mm)___ year____ 

3. Name/type of health facility___________________________ 

4. Location  of Health facility   

1. Region____________4.2.   Kifle Ketema _______4.3. Woreda _______4.4.  Kebele____________ 

     

4. Address of Participant 
1. City :__________________________________  

2. Kifle Ketema _________________________________.   

3. Kebele ______________________________________ 

4. Hose Number_______________________________ 

5. Telephone: Home_____________  Mobile  _______________office:_____________________ 

6. Other directions( like name of specific area) :__________________________________ 

7. Home based care giver if any________________________________________ 

8. Peer educator if any____________________________________ 

9. ART code No if started ____________________________ 

10. Patient card number ___________________________ 
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2.1: SOCIOECONOMIC STATUS OF THE PARTICIPANTS, ADDIS ABABA, 2012 

 

Under this section I will ask about you and your family   

No   QUESTIONS AND FILTERS Coding Category SKIP 

331 How old are you  ______________ years   

332 What is your ethnicity?  Amhara----------------1 
Oromo-----------------2 
Guragea---------------3 
Tigrie--------------------4 
Silte----------------------5 
Gamo--------------------6 
 other specify ----------89 

 

333 What is your religion? 
 

Orthodox--------------1 
Muslim-----------------2 
Protestant-------------3 
Catholic----------------4 
Others specify _____89 

 

334 What is your educational status? ____________ grade completed 
Illiterate-----------------------1 
Can read and write--------2 
1-8 grade completed------3 
8-12 grade completed----4 
Above 12 grade-------------5 

 

335 How much is your monthly income in 
Birr 
 

Dependent--------------1 
Below  500-------------2 
500-1000---------------3 
1001-3000-------------4 
above 3000------------5 
other specify______89 

 

336 What is your Occupation?  
  

Unemployed -------------1 
Student --------------------2 
House wife ----------------3 
House maid --------------4 
Daily laborer ---------------5 
Merchant --------------------6 
Commercial sex worker------7 
Government employee -------8 
Private business----------------9 
Other specify__________89 

 

337 What is your marital status? 
 

Single ………………….1 
Married/cohabited ………………..2 
Widowed ……………..3 
Divorced ………………4 
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SECTION 2.2: CHANGE IN FERTILITY INTENTION 

In this part I will ask you about your fertility intension at each subsequent contact, it will also ask 

influencing factors 

Instruction to data collectors: This is prepared for follow up study at each visit the patients will 

be asked and the responses cod number will be filled at each visit provided below. 

No Questions and Filter Answers and coding category skip 

031 Are you sexually active? Yes-----------------1 

No -----------------2 

 

032 Currently do you have a child(en) Yes-------------------1 
No --------------------2---------------------- 

034 

033 How many children do you have? ________ # children   

034 Do you want to have a/more child (en) in the 
future? 

1. Yes ----------------------------------- 
2. Wanting no more  

708 

709 

035 When do you want more child/en? After ___ month____ year----1 

I do not know--------------------2 

Other specify -------------------89 

 

036 How many more children do you want to have in the future? _____ # children  

037 Why do you want more children? Presence of ART ---------------------1 

My health condition improved---2 

Recent marriage ---------------------3 

My husband insisted me -----------4 

Health workers advice --------------5 

Other specify -------------------------89  

 

038 Why you do not want to have more children? I have enough number of children---1 

Fear of viral transmission --------------2 

No enough income ----------------------3 

By the advice of health workers –----4 

Fear of the pregnancy related health 

problem-------------------------------------5  

 

039 Currently do you use contraceptives  Yes ---------------------1 

No ---------------------2 

 

040 What type of contraceptives do use?(list) ______________  

041 Do your partner  would like to have  child(en)  Yes-----------------------1 

No -----------------------2 

I do not Know ---------3 

I had no partner---4  

Other specify ----5 
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042 Is there any member of the family who influences  

you to have children  

Yes---------1 

No ---------2 

 

043 Who influences you? My family--------------------1 

My husband’s family -----2 

Other specify ------------ --89 

 

044 Did health workers ever counsel you about 

pregnancy and contraceptive issues?  

Yes------------------------1 

No-------------------------2 

 

045 Have you ever asked them? Yes-------------------------1 

No -------------------------2 

 

 

 

Section 2.3: Formats about key issues related to ART use  

Under this lists there are points filed after asking patients and others could be recorded from the 

patient document 

Instruction for data collectors: Using the following table please ask the patient and counter cheek 

the patients chart at each visit and put the result you get on the space provided, few questions 

may continuation of the previous    

No Questions and checklists Visiting periods 

  1st contact  2nd contact 

001 What is the current CD4 count?   

002 How long after you have started ART?   

003 What is the current weight?   

004 What is your partner’s sero status?    

005 Have you disclosed your sero status to your partner?   

006 Do You take your drugs correctly?   

007 Is there any side effect while taking a drug    

008 How do you explain your health condition?   

This is the end of our follow up, if you have any additional idea that you want to add? 

Thank you very much for your participation 

We have finished our follow up 
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ANNEX 2.1.3: QUALITATIVE PART OF THE QUESTIONNAIRE   

To assess fertility and contraceptive decision-making and support for women 

living with HIV in Addis Ababa: positive women and providers experiences 

and perceptions 

 

3:1.   ENGLISH VERSION OF THE INFORMATION SHEET.  

1. Introduction  

Hello, my name is ____________________________________________ I am a member of 

research team conducting research entitled assessing effect of HAART access on fertility 

intention and contraceptive use among HIV positive women. The purpose of this study is to 

assess fertility and contraceptive decision-making and support for women living with HIV in 

Addis Ababa: positive women and providers experiences and perceptions. Your participation in 

this survey will be important to improve the services provide to HIV positive women in health 

institutions of Addis Ababa.  

2. Participation procedure and guideline: 

a. The information you provide will be kept completely anonymous. That is, your name will 

not be on any of the forms. 

b. It will take about 60 minutes to complete the survey. Nevertheless if you do not want to 

participate in the study it is your right and has no influence on the care being provided in 

this health institution or other areas’ 

c. Since the questions are prepared in Amharic, the discussion will be in Amharic and the 

interviewers will ask you in the language that you are familiar with. 

d. The data will be collected through discussion and for ease of discussion it will be tape 

recorded and your name will not be called throughout the discussion and recorded 

document will be deleted after important concepts translated. Since no name was indicted 

we used coded name that could be important for discussion. 

3. Participation Benefits and Risk: 

a. Risk: - Your participation in this study does not involve risks to you than those you 

experience in your daily life. You might feel some mild discomfort in responding 

question and the 45 minutes time you spent 
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b. Benefits: - you may experience some benefits from participating in the project. These 

benefits might be positive feelings from helping with important research project and your 

response will assist in improving health care delivery to HIV positive women in health 

institution in Addis Ababa. 

c. Incentives/Payment for Participation: No payment will be given in participating in this 

stud. 

4. Confidentiality: The information gathered from you will be confidential and will not be 

exposed to anybody. The information will be stored in secured place locked by using coded 

identification without indicating your name. 

5. Right to Refuse or withdraw: your participation is Voluntary, and there is no penalty for 

you not wanting to participate. This means that you are free to stop fully or choose not to 

answer any particular question or all questions. 

6. Right as a participant: You have a right to have any questions about this research project 

answered. Please direct any question to Hussen Mekonnen, School of Public Health, College 

of Health Science, Addis Ababa University. Call phone: +251 911631634.e-mail: 

hussen_mk@yahoo.com   

Ethical clearance will be obtained from IRB of Faculty of Medicine, Addis Ababa University.  

7. Informed Consent Form: with do understanding of the aforementioned information, are you 

willing to participate in the study? 

1. If Yes_________(continue the interview)    2. No_________ (Terminate the interview) 

     Signature of the participant _____________________________Date: _________________ 
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PART III: ENGLISH VERSION OF THE CONSENT FORM   

In signing this document, I am giving my consent to participate in the study entitled” Assessing 

effect of HAART access on fertility intention and contraceptive use among HIV positive women 

attending health institutions in Addis Ababa, Ethiopia. 

I have been informed that the purpose of this study is to assess perception of HIV positive 

women on use of barrier contraceptive methods (condom) and associated factors. Your 

participation in this survey will be important to improve the services provide to HIV positive 

women in health institutions of Addis Ababa. I understand that I am selected to participate in this 

study randomly from HIV positive women attending health institutions; I am also informed that 

eligible for this study.  

I have been informed that participation in the study is entirely voluntary, I can refuse from 

participating fully or partially and to terminate at any time. I have been told that my answers to 

questions will not be given to anyone else and no reports of this study will ever identify me in 

any way. I have also been informed that my participation or non participation or my refusal to 

answer questions will have no effect on me or on the service that I can get. I am told that the 

question will take 45 minutes to complete the survey. 

I have been informed that no monetary incentives will be given for my participation in this study. 

I understand that participation in this study does not involve risk. The study will help in 

developing appropriate fertility and prevention systems and strengthen the current HIV 

prevention, care and support activities, build safe pregnancy and avoid unintended pregnancy. 

I understand that the results of this research will be given to me if I ask for them and Hussen 

Mekonnen is the contact person if I have questions about the study or about my rights as a study 

respondent. Hussen can be reached through a call at +251 911 631634. 

 

Respondent’s signature______________________ Date ____________________ 

 

Thank You! 
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INSTRUCTIONS: 

In-depth interview (IDI) 

The in-depth interview will be conducted with women with HIV and health care workers 

involved in care and support activities in the setting as well as the care givers  

Section 3.1: in-depth interview with clients:  

Under this I will ask you your perception about barrier methods and factors affecting from using 

them among HIV positive women 

Section 3.2:  Focus Group Discussion with HIV Positive Women:  

In this session we will have discussions on indicated agenda, during our discussion we should 

not indicate the name of participants and there will be codes to use as a name and all idea that 

will be raised along our discussion should be respected. Our discussion will be tape recorded and 

there will be note taker. 

Section 3.3.Indepth interview with Health care providers 

Under this section we will discuss issues related to fertility and condom use among clients you 

are providing and the discussion will be recorded with respect ion of confidentiality.    

Section 3.1: in-depth interview with clients:  

Under this I will ask you your perception about barrier methods and factors affecting from using 

them among HIV positive women 

Identification: 

Name of Health institution______________________________________ 

Ownership_________________________________________________ 

Facility level_________________________________________________ 

Date of data collection _____________________ Time_________________ 

Or indicate setup where the interview conducted______________________ 
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SOCIO-ECONOMIC PROFILE OF PARTICIPANTS  

 

Age_____    number of living children________    

Occupation____   number of children intended in the future_____   

Monthly income in birr______  Start ART: 1 Yes  2: no  

Educational status________  partner tested 1. Yes 2. No 3. Unknown   

Marital status___________               HIV status of partner: 1. positive, 2. Negative 3. Unknown   

 

IN-DEPTH INTERVIEW (IDI) GUIDE 

1. Tell me everything you think about what a perfect prevention/contraceptive method should 

be like. 

Probe! 

2. Tell me your preferred contraceptive methods for you? Why?   

Probe for advantage and disadvanatage of each method and dual contraceptive method use  

3. Which birth control methods have you used and stopped, and why?  

Probe!  

4. What are the challenges currently you have in getting fertility services and contraceptive 

options?  

5. Have you ever used condom  

6. What factors affects you from using condom? Probe for detail information   

7. How do you express your decision to have /not to have children  

8. What are the influencing factors in your fertility decision?  

9. Who decides fertility? Probe for husband, extended family  

10. How do you understand condom as contraceptive method?  

11. How HIV status affects fertility desire and contraceptive use 

12. Does HAART use affect your fertility and the contraceptive use? 
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13. Whom do you trust in getting information regarding the fertility and contraception? 

14. Do you get support from providers? Are they supportive? What was the response? 

15. How do you express the information and support given by providers on fertility and 

contraceptive options? 

16. Do you have good communication with your health care provider?  

17. What do you think if two HIV positive couples did sex without condom as far as they have 

started ART 

18. What do you suggest if two couples have different sero-status? How about concordant? 

19. With whom do you want to discuss if you want to have a child? How frequent?  

20. How do you understand when we say discussion with health workers about your fertility 

issues? 

21. Do you accept that married couples should use condom as far as they are on ART and 

faithful to each other? 

22. Do convince your sexual partner to use condom/ yourself? Why and how? 

23. What do you do if your partner not willing to use condom? 

24. Who is influencing you to get pregnant from your family? What about in preventing 

unintended pregnancy?  

25. Do you feel confident in preventing unintended pregnancy? What about use of condom? 

Any additional information you want to add?  

Section 3.2:  Focus group discussion with HIV positive women:  

In this session we will have discussions on indicated agenda, during our discussion we should 

not indicate the name of participants and there will be codes to use as a name and all idea that 

will be raised along our discussion should be respected. Our discussion will be tape recorded and 

there will be note taker. 

FOCUS GROUP DISCUSSION (FGD) GUIDE 

Participants will be women who disclosed themselves, Mother support group, peer educators and 

others who can join the discussion) 

1. What contraceptive methods have you used? What did you like/dislike about them? 

2. Reason for selecting such methods.  
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Probe on advantage and disadvantage of each 

Factors affecting on the choice of each methods  

3. What birth control methods are most effective at preventing pregnancy? 

4. What birth control methods are most effective in preventing infections including HIV? 

5. What would an ideal contraceptive method be like?  

6. What are the preferred contraceptive methods in your area? 

Tell me in detail 

7. Do you think women in your community would use a contraceptive method such as       

condom?   Why or why not? 

8. How do you express the communities’ response if a women uses condom? 

9. What are the common problems for using condom?  

10. Do you want to have children  

11. What is your intension to have children?  

12. What about your partners intension 

13. What about the intension of your family and your partners family  

14. What is your view about the presence of ART in relation to fertility?  

15. What about the support of health care workers?  

16. Do you get support from providers? Are they supportive?  

17. Have you ever asked them? What was their response? 

18. How do you explain the service available in health facility and the communication of health 

care providers? 

19. What are the common problem you faced in getting fertility and contraceptive information? 

Any additional information you want to add 

 

 

SECTION 3.3. Key informant INTERVIEW WITH HEALTH CARE PROVIDERS 

Under this section we will discuss issues related to fertility and condom use among clients you 

are providing and the discussion will be recorded with respect ion of confidentiality. 

CONSENT:  read the consent to the interviewee  
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Identification 

1. Name of Health institution______________________________________ 

2. Ownership_________________________________________________ 

3. Facility level_________________________________________________ 

4. Date of data collection _____________________ Time_________________ 

5. Educational level of interviewee  with qualification ____________________ 

6. Year of experience of the interviewee _______________________________ 

Contents of the Interviews  

1. Tell me the contraceptive methods you have at hand along with ART 

2. What do you feel in providing fertility and preventive messages to your clients along with 

provision of ART? Whose responsibility? 

3. What messages do you address regarding fertility and contraception use in your facility?  

4. Do you allow HIV positive women to get pregnant?  

5. Have you ever discussed about fertility and contraceptive options? 

6. What challenges do you face in availing fertility and contraceptive services to your clients  

7. How often the clients request fertility advice?  What about your feelings?  

8. Have you ever encountered difficulty in addressing fertility and preventive messages to 

PLWH? 

9. Do you have options?  

Did you get training regarding Prevention with Positives?   

How about contraceptives to prevent unintended pregnancy  

10. Is there source to provide male condom for your clients? How about female condom? 

11. Have you ever encountered shortage in providing contraceptive options?  

12. Have you ever encountered client who was allergic to male condom? 

Are there any other points that I did not cover that you want to add? 

Thank you very much indeed: Time_____________ date_____________ year______________ 
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ANNEX 2. 2. AMHARIC VERSION OF THE QUESTIONNAIRE 

 

u›Ç=e ›uv ¿’>y`c=+ 

 ¾Iw[}cw Ö?“ ›Övup ƒ/u?ƒ 

 

Ÿ›?‹ ›Ãy=  zÃ[c  Ò` ¾T>•\ c?„‹ LÃ ¾ì[-›?‹ ›Ãy= SÉG’>ƒ S•` ¾S¨<KÉ 

õLÔq†¨<  ˆ“ ¾›`Ó´“ SŸLŸÁ ›ÖnkT†¨< LÃ ÁK¨<” }êˆ• KTØ“ƒ 

¾}²ÒË SÖÃp :: 

¾S[Í “ ¾eUU’ƒ pê:: 

¾S[Í pê 

1. SÓu=Á: 

Ö?“ ÃeØM˜ eT@ ________________________________ÃvLM ¾²=I ¾ì[›?‹ ›Ã y= 
SÇ=H’>ƒ S•` ›?‹ ›Ã y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ ¾¨K=É õLÔƒ“ ¾u?}cw 
U×’@ ›ÖnkU” KTØ“ƒ u}²ÒË¨< Ø“ƒ u<É” ›vM ’˜:: ¾Ø“~ ¯LT ¾ì[›?‹ 
›Ã y= SÉG’>ƒ S•` ŸzÃ[c< Ò` uT>•\ c?„‹ ¾S¨<KÉ õLÔƒ LÃ ÁK¨<” }î›• 

KT¨p ’¨<:: ¾ˆ`e− u²=I Ø“ƒ SX}õ uÖ?“ }sTƒ ¨<eØ ŸzÃ[c< Ò` KT>•\ 

c?„‹ ¾T>Å[Ñ¨<” ÉÒõ“ ˆ”¡w"u? KThhM ÖkT@q¨< ¾ÔL ’¨<:: 

      

1. ¾}dƒö SS]Á“ H>Åƒ/›}Ñvu` 

ÃI”” ýaË¡ƒ KSŸ¨” ˆ`c− uõnÅ˜’ƒ ˆ”Ç=d}ñ ¾}Òu²< c=J” õnÅ— ŸJ’< u 
›T`— u}²ÒË¨< SÖÃp LÃ K=SMc<M” Ã‹LK<::   

G) ¾T>cÖ<ƒ S[Í T>eØ[©’~ ¾}Öuk ’¨<: eU−U J’ K?L S[Í uõì<U KT”U 
†Ã’Ñ`U:: 

K) ÃI”” SÖÃp KSd}õ  u=u³ Ÿ45-60 Åmn ÃðÍK<: J•U  LKSX}õ ŸðKÑ< 
Ø“~” ŸËS\U u|L J’ uòƒ Tk[Ø Swƒ− ’¨<::  

N) SÖÃl u†T[— eK}²ÒË ¨<ÃÃ~ ¾T>Å[Ñ¨< uT>Á¨<lƒ s”s ’¨<:: 

5) Ÿ}Xƒö ¾T>Ñ˜ ØpU/†ÅÒ 

G) ØpU:- u²=I Ø“ƒ uSd}õ− ŸzÃ[c< Ò` KT>•\ c?„‹ ¾Ö?“ ›ÑMÓKAƒ 
›p[xƒ e`›ƒ ›”Ç=hhM uTÉ[Ó ˆ^c−”&u?}cw−”“ Iw[}cu<” }ÖnT> 
ÁÅ`ÒM::  
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K) ›ÅÒ/›KSS†ƒ:-u²=I Ø“ƒ LÃ uSX}õ− Ñ>²?−” ŸScªƒ− ¨<ß U”U 
¾T>ÁS×¨< Ñ<Çƒ ¾KU:: ’Ñ`Ó” ¾ˆ`c− }dƒö u¨K=É Ñ<ÇÃ LÃ }ÁÁ» S[Í 
KTS”Úƒ ÖnT> ’¨<:: 

N) ¾}dö ¡õÁ:- u²=I Ø“ƒ uSd}õ− ¾T>cØ U”U ¯Ã’ƒ ¡õÁ ›Ã•`U:: 

6. T>eØ^©’ƒ: - Ÿˆ`c− ¾}Ñ–¨< S[Í KT”U vKSÑMî T>eÖ=^©’~ ÃÖunM:: 

uS[Í¨< eU− dÃÖke SKÁ lØ` uSÖkU uT>eØ` ¾T>qKõ xq ÃkS×M:: 

7. uØ“~ ÁKSd}õ ¨ÃU ¾Ts[Ø Swƒ 

u²=I Ø“ƒ ÁKSd}õ Swƒ− ¾}Öuk ŸSJ’<U vhÑ` ŸËS\U uG|L J’ uòƒ 
SkÖM "MðKÑ< uS<K< ¨ÃU uŸòM  Ts[Ø Ã‹LK<:: ÃI”” uTÉ[Ó− uÖ?“ 
›ÑMÓKAƒU J’ uK?L ›ÑMÓKAƒ LÃ U”U ›Ã’ƒ }êˆ• ›ÃÅ`eu−ƒU:: 

8. ¾}Xqò¨< S[Í ¾TÓ–ƒ Swƒ:- eK²=I U`U` K=ÖÃl ¾T>ðMÑ<ƒ” S[Í  

G<K< ¾TÓ–ƒ Swƒ †K−ƒ: T”—¨<”U SÖ¾p ¾T>ðMÑ<ƒ” ØÁo K†„ G<c?” 
S¢”” ueM¡ lØ` 0911631634 Å¨<K¨< SÖ¾p Ã‹LK<:: 

ÃI Ø“ƒ u›Ç=e ›uv ¿’>y`c=+ ¾U`U`“ e’UÓv` x`É qÃ„ ìÉkM::  

¾Ø“ƒ }dƒö õnÉ SÖ¾pÁ pê:: 

ŸLÃ ¾}ÑKì<ƒ” S[Í−‹ uSÑ”²w uØ“~ KSX}õ õnÅ— ’−ƒ;  

1. †− ------------------------------------------------ ¨Å nKSÖÃl ÃKñ 
 

2. Sd}õ ›MðMÓU ----------------------------- nKSÖÃl” ÁlS< 
 
 

¾}dqò ò`T-------------------------------------------- k”-----------------------------   

 

†SWÓ“KG<:: 
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¾YUU’ƒ pê:: 

u²=I ¾ì[›?‹ ›Ã y= SÇ=H’>ƒ S•` ¾›?‹ ›Ã y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ 
¾¨K=É õLÔƒ“ ¾u?}cw U×’@ ›ÖnkU” KTØ“ƒ u}²ÒË¨< SÖÃp KSX}õ 

õnÅ˜’{”  eÑMî ¾T>K<ƒ” uƒ¡¡M uSÑ”²w ’¨<:: 

cKØ“~ ¯LT uƒ¡¡M }Ñ”´u?ÁKG<:: Ø“~ ¾ì[›?‹ ›Ã y= SÇ=H’>ƒ S•` ›?‹ ›Ã 
y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ ¾¨K=É õLÔƒ KT¨p ˆ“ K²=G< †ÑMÓKAƒ 

¾T>Å[Ñ¨<” ÉÒõ“ ˆ”¡w"u? KThhM ˆ”ÅT>ÖpU }Ñ”´u?ÁKG<:: 

KØ“~U ¾}S[ØŸ<ƒ vÒ×T> uJ’<” ›¨<oÁKG<: KØ“~U wl SJ’@”U }[É‰KG<:: 

uØ“~ SX}õ u’@ õnÈ˜’ƒ SJ’<” †¨<oÁKG< ˆ”Ç=G<U Ø“~” uS<K<U J’ 

uŸòM ¾Ts[Ø Swƒ ˆ”ÇK˜ uƒƒ¡¡M }’Óa—M ˆ’@U ›U–@uqKG<:: uØ“~ ¨pƒ 

¾UcÖ¨< SMe T>eØ^©’~ ¾}Öuk ŸSJ’<U uLÃ KT”U ¾TÃÑKî ˆ”ÅJ’ 

}Ñ”´u?ÁKG<: uØ“~ ¨<eØ Hdu? ˆ”Í= cT@ ¾TÃÑKî SJ’<” }’Óa—M::  

uØ“~ KSX}õ c=vM U”U †Ã’ƒ ¡õÁ ˆ”ÅTÃŸðK˜ }’Ña—M: Ø“~ u’@U J’ 

uK?KA‹ LÃ U”U †ÅÒ †ÁS×U: uØ“~ Ÿ45-60 Åmn ˆ”ÅT>¨cÉ }’Óa—M: 

¾²=I” Ø“ƒ ¨<Öîƒ wÖÃp ¾TÓ–ƒ Swƒ ˆ”ÇK˜ }’Óa—M: ˆ”Ç=G<U eKØ“~  

}ÚT] S[Í KSÖ¾p ŸðKŸ< †„ G<c?” S¢””” ueM¡ lØ` 0911631634 T’ÒÑ`  

ˆ”ÅU‹M }’Ña—M:: ŸLÃ ¾}ÑKèƒ” Gdx‹ uS<K< }[É‰KG<& K²=IU uT>Ÿ}K¨< 

ò`TÂ †[ÒÓ×KG<:: 

 

¾}dqò¨< ò`T: ------------------------------------------------k”: ----------------------- 

 

†ScÓ“KG< 
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u²=I SÖÃp eU”ƒ ª“ ª“ ¡õKA‹ c=•\ƒ  ¡õKA‹U  ŸSS]Á†¨< Ò`  
ˆ”ÅT>Ÿ}K¨< k`uªM:: 
  
¡õM 1.1.TIu^© “ ›=¢•T>Á© G<’@q:: 
 
uT>Ÿ}KG<ƒ ØÁo−‹: cK`c−“ eKu?}cw− G<’@q ˆÖÃk−}KG< 
 
¡õM 1.2 ¾›?‹ ›Ã y= G<’@q:: 
 
u²=I SÖÃp cK`c−“ ¾ƒÇ`/¾ïq ›Ò`− ¾›?‹ ›Ã y= G<’@q ˆÖÃk−qKG< 
 
¡õM 1.3: eK ì[›?‹ ›Ã y= SÉH’>„‹ G<’@q” KT−p  
 
eK ì[›?‹ ›Ã y= SÉH’>„ G<’@q: ˆÖÃk−qG<   
 
¡õM 1:4: cK MÏ S¨<KÉ õLÔƒ:  
 
u²=I `ˆe e` }ÚT] MÏ ¾S¨<KÉ õLÔ}r−”  ˆÖÃk−qKG<::  
. 

¡õM 1.5: ¾ˆ`Ó´“ ¨<d’@: 
 
u²=I eKˆ`Ó´“ ¨<d’@“ eK Ów[YÒ Ó”–<’ƒ G<’@q− ˆÖÃk−qKG<: uØÁo¨< 
¾TÃS‹−ƒ "K TKõ Ã‹LK< J•U G<K<U SMf†‹ ÖnT> “†¨<: 
 

¡õM 1.6:¾ˆ`Ó´“ SŸLŸÁ ²È−‹: 
 
eK ˆ`Ó´“ SŸLŸÁ ²È“ U`Ý− ˆÖÃk−qKG<:: 
 

¡õM 1.7: ¾Ów[ eÒ Ó”–<’ƒ G<’@q S[Í::  

u²=I SÖÃp eK^e−“ ¾ïq ›Ò`−: ¾Ów[YÒ Ó”–<’ƒ q]¡ ˆÖÃqqKG<: 

uUÖÃp−ƒ ØÁo ¾TÃeTT−ƒ "K ¨ÅT>kØK¨< TKõ Ã‹LK<: J•U ˆ`c− 

up”’ƒ ¾T>cÖ<ƒ SMe u×U ›eðLÑ> ’¨<:: 

  
¡õM 1:8: ¾ui}—¨<” TIÅ` uSÑUÑU S[Í S¨<cÍ pê::  

uT>>Ÿ}K<ƒ SÖÃq‹ SW[ƒ uÓKcu< TIÅ` S[Í ¨<cÉ/Í=: KT>Ÿ}K<ƒ SÖÃq‹ 
¾ui}—¨<” "`É w‰ SSMŸƒ ÃunM:: 
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¾SÖÃl ˆ“ ¾xq¨< SKÁ  

01 ¾SÖ¾l SKÁ lØ` ____________________ 

02. ¾ÖÁm¨< eU _____________________ò`T ______ k” _____ ¨` __ ¯.U______ 
2. SÖÃl” Á[ÒÑÖ¨< c¨< eU______________ ò`T  _______k” ____¨` __¯.U 
3. ¾Ö?“ }sS< SKÁ: 

3.1. ¾Ö?“ }sS< eU  _______________________ 
3.2. ¡MM _____ ¡/Ÿ _________________ ¨[Ç __________ kuK?_____  
3.3. ¾Ö?“ }sS< vKu?ƒ: 3.1.S”Óeƒ ______ 3.2  ÓKcw  _______  

    3.3 S”Óe}© ÁMJ’< É`Ï„‹ ___________3.4.K?L ÃØkc< ____________ 

4. ¾›? ›` + SKÁ lØ`:---------------------  5. ¾ui}—¨< Ÿ`É lØ`:----------------- 
 
1.1. ¾}Xqò¨<  TIu^© ˆ“ ›=¢•T>Á©  ’<a G<’@q S[Í: ›Ç=e ›uv: 2004. 
}.l SÖÃp  SMc“  SKÁ ¨Å--ˆKõ 

101  °ÉT@− e”ƒ ’¨<; _______¯Sƒ(uS<K< ¯Sƒ ÃÖke  

102 wN?`− U”É’¨<; 

 

›T^ --------------------1      

*aV --------------------2 

Ñ<^Ñ@ ---------------------3 

ƒÓ_ ---------------------4 

c=K=Ö?---------------------5 

ÒV------------------------6 

K?L ŸJ’ ÃÖke--------89  

 

103 NÃT•ƒ− U”É’¨<; *`„Ê¡e--------------1 

S<eK=U -------------2 

ýa+eq”ƒ----------3  

"„K=¡------------------4 

K?L ŸJ’ ÃÑKê-----89  
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104 }U[¨< ÁÖ“klƒ Ÿõ}—¨< ¾ƒ/ƒ Å[Í  __________¡õM ÁÖ“kl 

T”uw“ Séõ ¾TÃ‹M------1 

T”uw“ Séõ ¾T>‹M--------2 

Ÿ 1-8— ¡õM ÁÖ“kl ---------3 

Ÿ 9-12— ¡õM ÁÖ“kl---------4 

Ÿ 12—  uLÃ----------------------5 

 

 
 
 
 
 
 
1.1. ¾}Xqò¨<  TIu^© ˆ“ ›=¢•T>Á©  ’<a G<’@q S[Í: ›Ç=e ›uv: 2004. 
}.l SÖÃp SMe“ SKÁ SeÝ  ˆKõ 

105 

 

ÖpLL ¾¨` Ñu=−  e”ƒ ’¨< ; (uw`) 

 

_________ ›=ƒ. w` 

Ñu= ¾K˜U ---------------1 

Ÿw` 500 uq‹ ---------2 

Ÿ500 - 1000 --------------3 

Ÿ1001 - 3000 -------------4 

Ÿ3000 uLÃ ----------------5 

K?L "K ÃÑKê--------------89 

 

106 u›G<’< ¨pƒ ÁK<uƒ ¾Y^ ¯Ã’ƒ 
U”É’¨<; 

e^ ¾K˜U --------------1 

}T] ----------------------2 

¾u?ƒ ˆSu?ƒ -------------3 

¾u?ƒ W^}— -------------4 

¾k” W^}— ---------------5 
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’ÒÈ --------------------------6 

¾u<“ u?ƒ W^}— ---------7 

¾S”ÓYƒ W^}— -------8 

¾ÓM W^}— -----------------9 

K?L "K ÃÑKê-----------------89 

107 u›G<’< ¨pƒ ¾Òw‰ G<’@q ˆ”Èƒ ’¨< ; ÁLÑu< --------------------------1 

ÁÑu< ----------------------------2 

vM ¾V}v†¨< --------------3 

¾}ó~ --------------------------4------ 

ÁM}Òu Ø”Ê‹/¾ïq ÕÅ— ÁL†¨<---5  

 

 

 

110 

108 ÁÑu< ŸJ’ SËS]Á c=ÁÑu< ›ÉT@− e”ƒ 
’u`; 

-------------------------------  

109 vKu?ƒ− K?L T>eƒ ›L†¨< ¨Ãe ˆ`e− w‰ 
’−ƒ; 

›’@ w‰ ’˜ ----------------1 

K?L T>eƒ ›K¨< ---------2 

 

110 ¾}ó~&¾}KÁ¿ ¨ÃU uVƒ Ÿ}K¿ SËS]Á 
c=Òu< ˆÉT@− e”ƒ ’u`;  

________¯Sƒ------------------1 

›L¨<pU ------------------------2 

ðnÅ— ›ÃÅKG<U-------------- 3 

 

111 vKu?ƒ− uVƒ Ÿ}K¿: SŠ ’¨< ¾V~ƒ k” _____¨`______¯Sƒ_____  

112 ¾V~uƒ U¡”Áƒ U”É” ’¨<; --------------------------  
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¡õM 1.2 ¾›?‹ ›Ã y= G<’@q : ¾}SKŸ} S[Í:: 
 
u²=I SÖÃp eK^e−“ ¾ƒÇ`/¾ïq ›Ò`− ¾›?‹ ›Ã y= G<’@q  ˆÖÃk−qKG<: 

}.l SÖÃp SMe“ SKÁ ˆKõ 

201 

 

¾›?‹ ›Ã. y=. zÃ[e  ˆ”ÇKw− 

}S`U[¨< "¨l U” ÁIM Ñ>²? J”−ƒ; 

...... ¨` ...... ›Sƒ ------1 

›Leq¨<eU -----------------2 

SMe ¾KU --------------- 99 

K?L "K ÃÑKê ------------ 89 

 

202 ›?‹ ›Ãy= ¾}S[S\ƒ KU” ’u`; 

 

Kˆ`Ó´“ U`S^ ----------1 

uÖ?“ VÁ}™‹ U¡` U¡”Áƒ --2 

¾›?Ée UM¡„‹ qÃ}¨<“ qUT@ -3  

vKu?‚qV (¾›?Ée UM¡ƒqÃ„uƒ -----4 

¾ƒÇ` ÕÅ—Â ˆ”ÉS[S` ÖÃq˜- 5 

¾›?‹ ›Ãy= G<’@qÂ” KT¾ƒ -----6 

¾ïq ÕÅ—Â }ÒLß’ƒ S•`---7  

ÅU KSKÑe ------------------------8 

›?‹ ›Ãy= uÅS< ¨<eØ ŸT>Ñ˜   
c¨< Ò` Ó”–<’ƒ uTÉ[Ñ@ -----9 

›L¨<pU --------------------------99 

K?L "K ÃÑKê _________        89 

 

203 ›G<” ¾ƒÇ`/¾ïq ›Ò` ›K−ƒ; ›K˜ -----------------------1   

¾K˜U ---------------------2 -------- 

 

207 

204 ¾}n^’> ïq›Ò`−/vKu?ƒ−  

}S`U[ªM; 

›−” -------------------1 

›M}S[S\U------2------------- 

›L¨<pU---------------3 

 

207 
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205 Ÿ}S[S\ ¾U`S^ ¨<Ö?~ U” 
’u`; 

þ²+{ (ŸzÃ[c< Ò` Ã•^M)----1 

ŸzÃ[c< ’í ’¨< ----------------------2 

›L¨<pU -------------------------------3 

 

206 ¾U`S^ ¨<Ö?ƒ−” 

K}n^’> ïq ›Ò`− ÑMìªM;  

›−”-----------------------------1 

›M}“Ñ`Ÿ<U ----------------2 

 

207 U” ÁIM MÐ‹  ¨MÅªM; 

 

uIÃ¨ƒ ¾}¨KÆ MÐ‹ lØ`____ 

U”U MÏ ›M¨KÉŸ<U ------------1 

U”U uIÃ¨ƒ ÁK MÏ ›M¨KÉŸ<U-----2  

K?L "K ÃÓKè ----------------------89 

 

208 u›G<’< Ñ>²? U” ÁIM  

MÐ‹ uIÃ¨ƒ ›K<−ƒ; 

 

uIÃ¨ƒ ÁK< MÐ‹ lØ` _______ 

U”U uIÃ¨ƒ ÁK MÏ ¾K˜U----1 

SMe ¾KU ------------------------99 

K?L "K ÃÑKê ---------------------89 

 

209 

209 u›?‹ ›Ã y=  U¡”Áƒ ¾V} MÏ ›K−ƒ; ›− ----------------------------------1 

¾K˜U -------------------------------2 

›Ãq¨pU-------------------------97 

 

210 MÐ‹−” ›cS`U[ªM; ›−” --1  ›LeS[S`Ÿ<U---- 2  
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¾›?‹ ›Ã y= G<’@q−” (¾ÅU U`S^ ¨<Ö?ƒ−”) KK?KA‹ S“Ñ` 

 

SS]Á: U`S^ ¨<Ö?ƒ KK?KA‹ S“Ñ` ¾}KÁ¾ SMe K=•` Ã‹LM u²=I SÖÃp 

ˆ`c− ¾ÅU ¨<Ö?ƒ−” c=’Ó[†¨< ¾’u^†¨< SMe U” ˆ”Å’u[ ˆÖÃk−}KG<:: 

 

211. ¾ÅU U`S^ ¨<Ö?ƒ−” KK?KA‹ ’Ó[ªM; ›−”-----1  ›M}“Ñ`Ÿ<U-----2 SMc< 

›M}“Ñ`Ÿ<U ŸJ’ ¨Å ¡õM 1.3 °Kõ/ò 

 

212. ¾U`S^ ¨<Ö?ƒ−” KK?KA‹ c=’Ó\ ¾}’Ñ^†¨< c−‹ ULi U” ’u`; 

 

}l ØÁo ›u[q‹ ’u` ›u[q‹ ›ÃÅKU K¨<Ø ¾KU 

1. ¾ƒÇ` ›Ò`−/vKu?ƒ−    

2. ¾ïq ›Ò`−    

3. ›“ƒ−    

4. ›vƒ−    

5. ›Iƒ−    

6. ¨”ÉU−    

7. ›¡eƒ−/›Ôƒ−/    

8. ÕÅ—−    

9. MÏ−    

10. Ô[u?ƒ−    

11. K?L "K ÃÑKê    
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¡õM 1.3:  ì[ ›?‹ ›Ãy= SÉH’>ƒ” ¾}SKŸ} S[Í:: 

eK ^e−“ ¾ïq ›Ò`− ¾ì[›?‹ ›Ã y= SÉH’>„‹ G<’@q”: ˆÖÃk−}G<::   
}.l SÖÃp SMe“ SKÁ lØ` ˆKõ 

301 

 

u›G<’< ¨pƒ ì[ ›?‹ ›Ãy= SÉG’>ƒ 

SÖkU ËU[ªM;  

›−” -------------------1 

›MËS`Ÿ<U----------2------ 

 

303 

302 SÉH’>~” ŸËS\ U” ÁIM Ñ>²? J’−ƒ; 

 

Ÿ ...... ¨^ƒ/ ...... ›Sƒ uòƒ 

›Leq¨<eU ...... 1 

ˆ`ÓÖ— ›ÃÅKG<U ---2 

K?L "K ÃÑKê ...... 89 

 

303 ¾T>¨eÇ†¨<” ¾ì[ ›?‹ ›Ãy= SÉH’>„ ueU 
Á¨<k†ªM; 

›−” --------------------1 

›L¨<pU-----------------2---------- 

ˆ`ÓÖ— ›ÃÅKG<U-----3 

 

305 

304 U” ›Ã’ƒ ì[ ›?‹ ›Ã y= SÉG’>ƒ 
Á¨<nK<; ueU ˆ”Ç=Ö\ “ ´`´\” íõ/ò 

---------------------------------  

305 ¾p`w Ñ>²? c=Ç= ö` ¨<Ö?ƒ− e”ƒ ’¨<; ...... ulØ` ÃÑKê 

›L¨<pU ...... 1 

ˆ`ÓÖ— ›ÃÅKG<U--------2 

K?L "K ÃÑKê ...... 89 

 

306 u›`e− ›SK"ŸŸƒ/ U²“ ¾ì[ ›?‹. ›Ã. y= 

›?Ée SÉH’>ƒ SÖkU ŸËS\ ËUa 

 u›ÖnLÃ ¾Ö?“− G<’@q ˆ”Èƒ ’¨< 

u×U }hiKAªM .........1 

U”U K¨<Ø ¾K¨<U...... 2 

ˆ¾}vvc ’¨< ........3 

×U }vwdDM ........4 

K?L "K ÃÑKê .......89 

 



150 

 

307 uˆ`e− ›SK"ŸŸƒ/U²“ ›G<” ÁK−ƒ” 

¾Ö?”’ƒ G<’@q Ÿ¯Sƒ uòƒ Ÿ’u\uƒ 

G<’@q  c=Á¨ÇÉ\ƒ ˆ”Èƒ ÃÑMèqM; 

 

u×U Ÿõ…M---------1  

Ÿõ…M----2 

}SddÃ ’¨< -------3 

}hiLDM----------------4 

u×U }hiLDM ------5 

 

¡õM 1.4: ¾›`Ó´“ ˆ“ MÏ S¨<KÉ õLÔƒ ¾}SKŸ} S[Í:: 

u²=I e` ¾ˆ`c−”“ ¾ïq ›Ò`−” ¾Ów[YÒ Ó”–<’ƒ  G<’@q“ }ÚT] MÏ 
¾S¨<KÉ õLÔƒ−”  ˆÖÃk−qKG<::  
401 u›G<’< ¨pƒ ¾Ów[eÒ Ó”–<’ƒ G<’@q− 

›”Èƒ ’¨<; 

Ó”–<’ƒ ›Å`ÒKG< ----1 

Ó”–<’ƒ ›LÅ`ÓU-------2 

 

402 Ÿ›G<’< ¾ƒÇ` ›Òa Ò` KU”ÁIM Ñ>²? ›w[¨< 

•[ªM; 

þ²+{ ŸSJ’@ uòƒ ---1 

þ²+{ ŸJ”Ÿ< u|L-------2 

 

403 u›G<’< ¨pƒ ’wcÖ<` ’−ƒ/ç”cªM; ›−” ..........1                        

›ÃÅKU ...... 2 

›L¨<pU ...... 3 

K?L "K ÃÑKê ......89 

 

404 }ÚT] MÏ S¨<KÉ ÃðMÒK<; ›−”---------------------------1 

›MðMÓU-------------------2 

 

409 

405 }ÚT] MÏ S¨<KÉ ŸðKÑ< 

SŠ ’¨< S¨<KÉ ¾T>ðMÑ<ƒ; 

Ÿ____¨^ƒ/¨ÃU___¯Sƒ 

u%EL-1  

›L¨<pU-------------------------2 

K?L "K ÃÑKê------------------3 

 

406 e”ƒ MÐ‹ ˆ”Ç=•`−ƒ ÃðMÒK<; ______¾MÐ‹ lØ`--------1 

›L¨<pU---------------------2 

SMe ¾KU----------------99 

 



151 

 

407 K¨Åò~ U” ÁIM MÐ‹ ˆ”Ç=•`−ƒ 

ÃðMÒK<; 

---------------- MË‹  

408 SMc< ›−” ŸJ’ KU” w²< MÐ‹ 
›”Ç=•[−ƒ  ðKÑ<; 

ŸzÃ[c< S¡LŸÁ SÉG’>ƒ 

cLK ------1 

¾Ö?”’‚ G<’@q uShhK< --2 

›Ç=e eLÑvG< -------3 

vKu?‚eKðKÑ -----4 

uÖ?“ VÁ}™‹ U¡`----5 

K?L "K ÃÓKè--------89 

 

409 SMc< ›MðMÓU ŸJ’ KU” }ÚT] MÏ 
S¨<KÉ ›ÃðMÑ<U;  

 

¾UðMÑ¨<” ÁIM MÏ 

eLK˜-1  

zÃ[c< Ÿ“ƒ ¨ÅMÏ  

S}LKñ” ð`Š-------2 

ÁK˜ ¾Ñu= U”ß }ÚT] 

MÏ KTXÅÓ eKTÃun˜--3 

uÖ?“ VÁ}™‹ U¡`----4  

S¨<KÉ Ö?“Â” ÃÔÇM wÂ 

eKUð^--------5 

K?L "K ÃÓKè---------89 

 

410 ¾ƒÇ`/¾}n^’> ïq ›Ò[− MÏ ˆ”Ç=•`−ƒ 
ÃðMÒM; 

›−” -----------------1 

›ÃðMÓU---------2 

›L¨<pU ----------3 

¾ƒÇ` ÕÅ— ¾K˜U----4 

K?L "K ÃÑMê----------89 
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¡õM 1.5: ˆ`Ó´“” eKS¨c”:: 

 
u²=I eKˆ`Ó´“ ¨<d’@“ eK Ów[YÒ Ó”–<’ƒ G<’@q− ˆÖÃk−qKG<: uØÁo¨< 
¾TÃS‹−ƒ "K TKõ Ã‹LK< J•U G<K<U SMf‹ ÖnT> “†¨<: 
}.l SÖÃp SMe“ SKÁ ˆKõ 

501 SŠ  Sç’e ÃðMÒK<; ----------------------  

502 

 

SŠ Sç’e ˆ”ÇKw−ƒ ¨X–< T” ’¨<; 

 

›’@¨<  ^c?-----1 

vKu?‚ ’¨< ----2 

G<Kq‹”U ’” ---3 

K?L "K  ÃÑKê --89 

 

503 eK ¨K=É“ ˆ`Ó´“ SŸLŸÁ  ŸvKu?ƒ− 
Ò` }¨ÁÃ}¨< Á¨<nK<; 

 

›−”-----1  ›M}¨Á¾G<U-----2 

K?L "K ÃÑKê---89 

 

504 eK ¨K=É“ ˆ`Ó´“ SŸLŸÁ ŸÖ?“ VÁ}™‹ 
Ò` }¨ÁÃ}¨< Á¨<nK<; 

›¨” ----1  ›L¨<pU ---2  

505 ¾u?}cx‰‹G< }ê°• U” ÁIM ’¨<; G<M Ñ>²? -----------1 

›Mö ›Mö -------2 

uõèU ¾KU -----3 

 

506 eK ¨K=É“ ˆ`Ó´“ SŸLŸÁ ¾U¡` 
›ÑMÓKAƒ ›Ó˜}¨< Á¨<nK<; 

›−” ---1  uõèU-----2 

›Mö ›Mö------3 

 

507 ¾U¡` ›ÑMÓKAƒ "Ñ–< Ÿ¾ƒ ’¨<; ŸÖ?“ VÁ}™‹--------1.  

ŸSÑ“— w²<H”---------2 

ŸÕÅ—----------------------3 

K?L "K ÃÑKê---------89 

 

508 ¾Ö?“ vKS<Á−‹ ›?‹ ›Ã y= zÃ[e eLKw−ƒ 
ˆ”ÇÃ¨MÆ }ê°• ›É`Ñ¨<u¨ƒ Á¨<nK<; 

›− -----1.  ›Á¨<lU ---------2  
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¡õM 1.6: ¾ˆ`Ó´“ SŸLŸÁ ²È−‹: ›ÖnkU“ U`Ý:: 
 
u²=I SÖÃp eK ˆ`Ó´“ SŸLŸÁ ²È“ U`Ý−” ˆÖÃk−qKG<:: 
 
¡õM 1.6:¾ˆ[Ó´“ Sq×Ö]Á (¾SŸLŸÁ) ›ÖnkU S[Í:: ›Ç=e ›uv: ›=ƒÄåÁ:2004 

}k SÖÃp SMe“ SKÁ ˆKõ 

601 vKñ} 6 ¨^ƒ Ó”–<’ƒ ›É`Ñ¨< 

’u`;  

›−” --------1   

 ›LÅ[Ÿ<U-----2 

 

602 sT> ˆ`Ó´“ SŸLŸÁ ›É`ÑªM; 
(KUdK? kÊØÑ“) 

›−” ----------------------1 

›LÅ[Ÿ<U--------------2 

 

603 LKñƒ 6 ¨^ƒ ˆ`Ó´“” KSŸLŸM 
c=vM SŸLŸÁ }ÖpªM;  

 (¢”ÊU” ÚUa) 

›−”-----------------------1 

›M}ÖkUŸ<U-----------2 

 

605 

604 U” ›Ã’ƒ ¾SŸLŸÁ ²È ’u` 
¾}ÖkS<ƒ;   

 

(¾TIì” TesÖ` ¨ÃU 

TIì” ¾¨× ŸJ’ ¨\”“ 

¯S~” íõ/ò)________ 

¾T>ªØ Ÿ=’>”(°”¡wM)-------1 

uS`ô ¾T>cØ----------------2 

uTIì” u` ¾T>kSØ(K<ý)---3 

uTIì” ›õ ¾T>kSØ 
(Ç=Áõ^U)-----------------------4 

¾¨”É ¢”ÅU-------------------5 

¾c?ƒ ¢”ÅU---------------------6 

u¡”É ¾T>ku`------------------7 

¾c?ƒ TIì” T¨<×ƒ--------8--- 

¾c?ƒ TIì” TesÖ`--------9--- 

¾¨”É ²` õ_ TesÖ`----10-- 

¾¨` ›uv k” ›q×Ö` ²È 
uSÖkU -----------11 

Ö<ƒ uTØvƒ---------12 

 

 

 

 

 

 

Ñ>²?¨<” 

íõ/ò  



154 

 

K?L "K ÃØkc---------89 

605 vKñƒ 6 ¨^ƒ Ó”–<’ƒ c=ÁÅ`Ñ< 
¢”ÊU KU” ÁIM Ñ>²? }ÖpSªM; 
(›”Æ” U`Ý w‰ ÃØkc<) 

 

›”Å¨<U ›M}ÖkUŸ<U----1 

›Mö ›Mö ---------------------2 

u›w³—¨< }ÖpT@›KG<˜-----3 

G<M Ñ>²? ˆÖkTKG<˜ ---------4 

KSSKe õnÅ— ›ÃÅKG<U--5 

 

606 ˆ`c− ¾T>ÖkS<ƒ” ¾ˆ`Ó´“ 
Sq×Ö]Á (SŸLŸÁ) ²È” 
¾S[Ö<uƒ U¡”Áƒ U”É’¨<; 

 

K›ÖnkU kLM ’¨< ------1 

K›ÖnkU U‡’¨< ----------2 

Ó”–<’ƒ LÃ }î°• ¾K¨<U --3 

¾›vL²` ui}−‹” eKT>ŸK¡M' ›?‹ 
›Ã y=”U ßU` ---------4 

ˆ`Ó´“” eKT>ŸLŸM-----5  

vKu?‚ SÖkT@” eKTÃðMÓ --6  

ˆ`"i eKJ’ -------------------7 

}ÕÇ˜ (¾Ô”Âi ‹Ó`) eKK?K¨<-8 

uÖ?“ VÁ}™‹ U¡` ---9 

ÕÅ—Â eKUƒÖkS¨< ---------10 

vKu?‚ Sq×Ö]Á eKT>ÖkU-11 

K?L "K ÃÖke __________89 
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}k. SÖÃp SMe“ SKÁ ˆKõ 

607 ¾ˆ`Ó´“ Sq×Ö]Á ²È ¾TÃÖkS<uƒ 

U¡”Áƒ; 

’wcÖ<` eKJ”Ÿ< -----1 

KT`Ñ´ eMUðMÓ ----2 

KTe¨[É eKU‹M -----3 

›[Ó³KG< wÂ eKTLew--4 

v[Ó´U ÓÉ ¾K˜U -------5 

SŸLŸÁ uSÖkU eKTLU”--6 

U¡”Á~” ›L¨<pU ----7 

T`Ñ´ eKTM‹M(TH” 
eKJ”Ÿ<)----------------------8 

vKu?‚ ›ÃðpÉM˜U ----9 

¾T>Öv MÏ eLK˜ ---10 

›‹ ›Ã y= eLKw˜----11 

K?L ¾Ö?“ ‹Ó` eLKw˜ 
(UdK?: ¡wÅƒ SÚS` 
¾¨` ›uv S³vƒ ¨²}) --12 

K?L "K ÃÑKî ___________89 

 

 

¡õM 1.7: ¾Ów[eÒ Ó”–<’ƒ G<’@q S[Í::  

u²=I SÖÃp eKˆ^e−“ ¾ïq ›Ò`− ¾Ów[YÒ Ó”–<’ƒ q]¡ ˆÖÃk¨qKG<:: 

uUÖÃk−ƒ ØÁo ¾TÃeTT−ƒ "K ¨ÅT>kØK¨< TKõ Ã‹LK<: J•U G<K<U 

ÖnT> “†¨<:ˆ`c− up”’ƒ ¾T>cÖ<ƒ SMe u×U ›eðLÑ> ’¨<:: 

 

701. uIÃ¨ƒ− Ÿe”ƒ ¨”Ê‹ Ò` ¾Ów[eÒ Ó”–<’ƒ ðêSªM ; 

1.  Ÿ ________  ¨”Ê‹ Ò`: 

      2.  U”U ›LÅ[Ÿ<U:  SMc< U”U ŸJ’ ¨Å ØÁo lØ` 702 °Kõ/ò      

      3. ›L¨<pU 



156 

 

 

702. vKñƒ 6 ¨^ƒ Ÿe”ƒ ¨”Ê‹ Ò` ¾Ów[YÒ Ó”–<’ƒ ›É`ÑªM;  

         1. ___________# ¨”Ê‹ Ò`: Ÿ²=I uq‹ÁK¨<” W”Ö[» S<L/Ã 

         2.   U”U ›LÅ[Ÿ<U: SMc< U”U ŸJ’ ¨Å ØÁo lØ` 703 ˆKõ/ò 

         3. ›L¨<pU 

703. KU” Ó”–<’ƒ ›LÅ[Ñ<U_________SMc<” ŸÑKì< u%EL ¨Å ØÁo lØ` 7 ˆKõ/ò 

704. ¾T>Ÿ}K<ƒ ØÁo−‹ vKñƒ 6 ¨^ƒ Ó”–<’ƒ LÅ[Ñ< c?„‹ w‰ ÃSKŸ}M::  

}.l    SÖÃq‹ ¡õM 1 ¡õM 2 ¡õM 3 ¡õM 4 

1 ÁK−ƒ Ó”–<’ƒ ˆ”Èƒ ’¨<     

2 LKñƒ 30 k“ƒ KU” ÁIM Ñ>²? 
¾Ów[ YÒ Ó”–<’ƒ ›É`ÑªM; 

K----- Ñ>²? 

›L¨<pU 

K----- Ñ>²? 

›L¨<pU 

K----- Ñ>²? 

›L¨<pU 

K----- Ñ>²? 

›L¨<pU 

3 LKñƒ 30 k“ƒ uÓ”–<’ƒ Ñ>²? 
¢”ÊU KU” ÁIM Ñ>²? 
}ÖpSªM 

K----- Ñ>²? 

›Ãq¨pU 

K----- Ñ>²? 

›Ãq¨pU 

K----- Ñ>²? 

›Ãq¨pU 

K----- Ñ>²? 

›Ãq¨pU 

4 ¾ïq ›Ò`−” ›?‹ ›Ãy= G<’@q 

Á¨<nK< 

1.›−”   5 

2.›L¨<pU(6) 

1.›−”  5 
2.›L¨<pU(6 

1.›−”  5 

2.›L¨<pU(6 

1.›−”  5 

2.›L¨<pU(6 

5 ¾ïq ›Ò`− ›?‹›Ãy= U`S^ 
¨<Ö?ƒ U”É” ’¨<;  

1.þ²+{(6) 

2.’Ñ@+{(7) 

1.þ²+{(6 

2.’Ñ@+{(7) 

1.þ²+{(6 

2.’Ñ@+{(7) 

1.þ²+{(6 

2.’Ñ@+{(7) 

6 vKu?ƒ− ì[›?‹ ›Ã y=SÉG’>ƒ 
Ã¨eÇK<; 

1.›− 

2.›Ã¨eÉU 

3.›L¨<pU 

1.›− 

2.›Ã¨eÉU 

3.›L¨<pU 

1.›− 

2.›Ã¨eÉU 

3.›L¨<pU 

1.›− 

2.›Ã¨eÉU 

3.›L¨<pU 

7 vKu?ƒ− ¾`e−” ›?‹ ›Ãy= 
G<’@q Á¨<nK<; 

1. ›−” 

2.›Á¨<pU 

1. ›−” 

2.›Á¨<pU 

1. ›−” 

2.›Á¨<pU 

1. ›−” 

2.›Á¨<pU 

SKÁ:1. ¾ƒÇ` ÕÅ— 2. sT> ¾ïq ›Ò` 3. É”Ñ}— ¾ïq ›Ò` 4. u›Ò×T> ¾}Å[Ñ 5. K?L "K ÃÑKê ____ 

ˆ’²=I” lØa‹ uSËS]Á¨< dØ” ¨<eØ S<L/Ã:: 
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uSÖÃl uSd}õ− u×U ›ScÓ“G< 

SÖÃl ÁKkuƒ c¯ƒ__________ Åmn ________ k”----------- ¯.U----------------- 

 

¡õM 1:8: ¾ui}—¨<” TIÅ` uSÑUÑU S[Í S¨<cÍ pê::  

uT>>Ÿ}K<ƒ SÖÃq‹ SW[ƒ uÓKcu< TIÅ` S[Í ¨<cÉ/Í=: KT>Ÿ}K<ƒ SÖÃq‹ 
¾ui}—¨<” TIÅ` w‰ SSMŸƒ ÃunM:: 

1. TIÅ\ ¾}Áuƒ k” _______ ¨`________ ¯.U______ 
2. ¾ÖÁm¨< eU __________________________________________ò`T_________ 

3. ¾Ö?“ }sS< YU _________________________________________________ 
4. KSËS]Á  Ñ>²? ›?‹ ›Ã y= ¾}Ñ–uƒ1.k”______ ¨` _________¯.U_________ 

                                  2. ›M}Ñ–U ___________ 

5. ¾p`w Ñ>²? c=Ç= ö` ¨<Ö?ƒ 1. _________2. ›M}Ñ–U 6 lØ` ˆKõ/ò 

  5.1 “S<“ ¾}¨cÅuƒ k” ___________ ¨` _________¯.U 

6. ´p}— ¾c=Ç= ö` lØ` 1.___________2. ¾KU----------  ¨Å 7 lØ`  

   6.1 “S<“ ¾}¨cÅuƒ  k” ________ ¨` ______ ¯.U _______ 

7. ¾¯KU Ö?“ É`Ïƒ ›?‹ ›Ã y= Å[Í−‹: 

 1. Å[Í:1     2. Å[Í:2      3. Å[Í:3   4. Å[Í:4 

 5 um S[Í ¾KU (U¡”Á~” éõ/ò)  ___________________  
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ANNEX: 3.2.2. AMHARIC VERSION OF THE INFORMATION FORM:   

SÖÃp ¡õM 2: ¾¡ƒƒM S[Í Scwcu=Á& 

¾S[Í pê 

1. SÓu=Á: 

Ö?“ ÃeØM˜ eT@ ________________________________ÃvLM ¾²=I ¾ì[›?‹ ›Ã y= 
SÇ=H’>ƒ S•` ›?‹ ›Ã y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ ¾¨K=É õLÔƒ“ ¾u?}cw 
U×’@ ›ÖnkU” KTØ“ƒ u}²ÒË¨< Ø“ƒ u<É” ›vM ’˜:: ¾Ø“~ ¯LT ¾ì[  
›?‹›Ãy= SÉH’>„‹ Ÿ}ËS\ u|L  uMÏ õLÔƒ LÃ ÁL†¨<” }î°• KT−p ’¨<:: 

¾ˆ`e− u²=I Ø“ƒ SX}õ uÖ?“ }sTƒ ¨<eØ ŸzÃ[c< Ò` KT>•\ c?„‹ 

¾T>Å[Ñ¨<” ÉÒõ“ ˆ”¡w"u? KThhM ÖkT@q¨< ¾ÔL ’¨<:: 

2. ¾}dƒö SS[Á“ H>Åƒ/›}Ñvu` 

ÃI Ø“ƒ Ÿ³_ Ò` ukÖa uT>SÖ<uƒ ¨pƒ KG<Kƒ }ŸqqÃ Ñ>²?Áƒ ¾T>Å[Ó ’¨<:: 

ÃI”” ýaË¡ƒ KSŸ¨” ˆ`c− uõnÅ˜’ƒ ›”Ç=d}ñ ¾}Òu²< c=J” õnÅ— ŸJ’< u 
›T`— u}²ÒË¨< SÖÃp LÃ K=SMc<M” Ã‹LK<::   

G) ¾T>cÖ<ƒ S[Í T>eØ[©’~ ¾}Öuk ’¨<: cS−U J’ K?L S[Í uõì<U KT”U 
†ÃÑKêU:: 

K) ÃI”” SÖÃp KSd}õ  u=u³ 30 Åmn ÃðÍK<: J•U  LKSX}õ ŸðKÑ< Ø“~” 
ŸËS\ u|LU J’ uòƒ Tk[Ø Swƒ− ’¨<::  

N) SÖÃl u†T[— eK}²ÒË ¨<ÃÃ~ ¾T>Å[Ñ¨< uT>Á¨<lƒ s”s ’¨<:: 

3) Ÿ}X}ö ¾T>Ñ˜ ØpU/†ÅÒ 

G) ØpU: - u²=I Ø“ƒ uSd}õ− ŸzÃ[c< Ò` KT>•\ c?„‹ ¾Ö?“ ›ÑMÓKAƒ 
›p[xƒ e`›ƒ ˆ”Ç=hhM uTÉ[Ó ˆ^c−”&u?}cw−”“ Iw[}cu<” }ÖnT> 
ÁÅ`ÒM::  

K) ›ÅÒ/›KSS†ƒ:-u²=I Ø“ƒ LÃ uSX}õ− Ñ>²?−” ŸScªƒ− ¨<ß U”U 
¾T>ÁS×¨< Ñ<Çƒ ¾KU:: ’Ñ`Ó” ¾ˆ`c− }dƒö u¨K=É Ñ<ÇÃ LÃ }ÁÁ» S[Í 
KTS”Úƒ ÖnT> ’¨<:: 

N) ¾}dö ¡õÁ:- u²=I Ø“ƒ uSd}õ− ¾T>cØ U”U ¯Ã’ƒ ¡õÁ ›Ã•`U:: 

4. T>eØ^©’ƒ: - Ÿˆ`c− ¾}Ñ–¨< S[Í KT”U vKSÑMî T>eÖ=^©’~ ÃÖunM:: 

uS[Í¨< eU− dÃÖke SKÁ lØ` uSÖkU uT>eØ` ¾T>qKõ xq ÃkS×M:: 
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5. uØ“~ ÁKSd}õ ¨ÃU ¾Ts[Ø Swƒ 

u²=I Ø“ƒ ÁKSd}õ Swƒ− ¾}Öuk ŸSJ’<U vhÑ` ŸËS\ uG|LU J’ uòƒ 
SkÖM "MðKÑ< uS<K< ¨ÃU uŸòM  Ts[Ø Ã‹LK<:: ÃI”” uTÉ[Ó− uÖ?“ 
›ÑMÓKAƒU J’ uK?L ›ÑMÓKAƒ LÃ U”U ›Ã’ƒ }êˆ• ›ÃÅ`eu−ƒU:: 

6. ¾}Xqò Swƒ:- eK²=I U`U` K=ÖÃl ¾T>ðMÑ<ƒ” S[Í  G<K< ¾TÓ–ƒ Swƒ 

†K−ƒ: T”—¨<”U SÖ¾p ¾T>ðMÑ<ƒ” ØÁo K›„ G<c?” S¢”” ueM¡ lØ` 
0911631634 Å¨<K¨< SÖ¾p Ã‹LK<:: 

ÃI Ø“ƒ u›Ç=e ›uv ¿’>y`c=+ ¾U`U`“ e’UÓv` x`É qÃ„ ìÉkM::  

7. ¾Ø“ƒ }dƒö õnÉ SÖ¾pÁ pê 

ŸLÃ ¾}ÑKì<ƒ” S[Í−‹ uSÑ”²w uØ“~ KSX}õ õnÅ— ’−ƒ;  

1. †− ------------------------------------------------ †SeÓ’¨<  nKSÖÃl” ÃkØK<:: 
 

2. KSd}õ ›MðMÓU ----------------------------- †SeÓ’¨< nKSÖÃl” ÁlS<:: 
 

¾}dqò ò`T-------------------------------------------- k”-----------------------------   

 

†SWÓ“KG<:: 
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¾ì[  ›?‹›Ãy= SÉH’>„‹ Ÿ}ËS\ u|L  uMÏ õLÔƒ LÃ ¾T>¾eŸƒK¨<” }î°• 
KT−p ¾}²ÒË pê:: 

¾YUU’ƒ pê:: 

u²=I ¾ì[ ›?‹ ›Ã y= SÇ=H’>ƒ S•` ›?‹ ›Ã y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ 
¾¨K=É õLÔƒ“ ¾u?}cw U×’@ ›ÖnkU” KTØ“ƒ u}²ÒË¨< SÖÃp KSX}õ 

õnÅ˜’{”  eÑMî ¾T>Ÿ}K<ƒ” uƒ¡¡M uSÑ”²w ’¨<:: 

cKØ“~ ¯LT uƒ¡¡M }Ñ”´u?ÁKG<:: Ø“~ ¾ì[›?‹ ›Ã y= SÇ=H’>ƒ S•` ›?‹ ›Ã 
y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ ¾¨K=É õLÔƒ“ ¾u?}cw U×’@ ›ÖnkU” KT¨p 
ˆ“ K²=G< †ÑMÓKAƒ ¾T>Å[Ñ¨<” ÉÒõ“ ˆ”¡w"u? KThhM ˆ”ÅT>ÖpU 
}Ñ”´u?›KG<:: 

KØ“~U ¾}S[ØŸ<ƒ vÒ×T> SJ’<” ›¨<oÁKG<: KØ“~U wl SJ’@”U  
}[É‰KG<::Ø“~ ¾†G<’<” ÚUa KG<Kƒ }ŸqqÃ Ñ>²?Áƒ ˆ”ÅT>Å[Ó }[É‰KG<:: 

uØ“~ SX}õ u’@ õnÈ˜’ƒ SJ’<” †¨<oÁKG< ˆ”Ç=G<U Ø“~” uS<K<U J’ 

uŸòM ¾Ts[Ø Swƒ ˆ”ÇK˜ uƒƒ¡¡M }’Óa—M ˆ’@U ›U–@uqKG<:: uØ“~ ¨pƒ 

¾UcÖ¨< SMe T>eØ^©’~ ¾}Öuk ŸSJ’<U uLÃ KT”U ¾TÃÑKî ˆ”ÅJ’ 

}Ñ”´u?ÁKG<: uØ“~ ¨<eØ Hdu? ˆ”Í= eT@ ¾TÃÑKê SJ’< }’Óa—M::  

uØ“~ KSX}õ c=vM U”U †Ã’ƒ ¡õÁ ˆ”ÅTÃŸðK˜ }’Ña—M: Ø“~ u’@U J’ 

uK?KA‹ LÃ U”U †ÅÒ †ÁS×U: uØ“~ 30 Åmn ˆ”ÅT>¨eÉU }ÑMïM—M:: 

¾²=I” Ø“ƒ ¨<Öîƒ wÖÃp ¾TÓ–ƒ Swƒ ˆ”ÇK˜ }’Óa—M: ˆ”ÉG<U eKØ“~  

}ÚT] S[Í KSÖ¾p ŸðKŸ< †„ G<c?” S¢””” ueM¡ lØ` 0911631634 T’ÒÑ`  

ˆ”ÅU‹M }ÑMïM—M:: ŸLÃ ¾}ÑKì<ƒ” Gdx‹ uS<K< }[É‰KG<& SeTT‚”U 

uT>Ÿ}K¨< ò`TÂ †[ÒÓ×KG<:: 

 

¾}dqò¨< ò`T: ------------------------------------------------k”: ----------------------- 

 

†ScÓ“KG<::  
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KS[Í cwcdu=−‹ SS]Á:: 

¡õM 2.1: TIu^© †“ ›=¢•T>Á© G<’@q  

u²=I ¡õM ¾ˆ`c−”“ ¾u?}cw−” G<’@q ˆÖÃk−qKG<:: 

¡õM 2.2: eKS¨<KÉ õLÔƒ:: 

u²=I ¾ˆ`c−”“  ¾ƒÇ` ›Ò`− eKS¨<KÉ“ U”ÁIM MÐ‹ †”Ç=•[−ƒ ˆ”ÅT>ðMÑ< 

ˆÖÃk−qKG<::    

¡õM 2.3: ì[ ›?‹ ›Ã y= SÇ=H’>„‹” KSŸq}M ¾T>ÖpS< S[Í−‹: 

Ÿ²=I uq‹ u}SKŸ}¨< SÖÃp SW[ƒ S[Í−‡” S<L:¨ÃU c”Ö[ÿ ¾ui}—¨<” 

TIÅ` uT¾ƒ ˆ”ÉG<U uSÖ¾p ¾T>VL ’¨<:: 

 ÃI SÖÃp KG<Kƒ }ŸqqÃ kÖa ¨p„‹ ÃVLM: 

1—. Kì[ ›?‹ ›Ã y= I¡U“ ¾S×‹” c?ƒ KÃ„ T¨p 

2—. uSkÖM uØ“~ KSd}õ õnÅ— SJ“E” SÖ¾p 

3—. ¾SËS]Á SW[}© S[Í−‹” ÖÃp' kÖa eØ  

4—. G<K}— Ñ>²? ¾T>Å[Ñ¨<” SÖÃp ¨p~ c=Å`e ÖÃp kÖa¨< TKl” S”Ñ`::  

 
 
¾}ÖÁm¨< ›É^h 
1. ¡õK Ÿ}T&----------------------- 2. kuK? ----------------------------- 

1. ¾u?ƒ lØ`------------------------------ 

2. eM¡ lØ`&  ¾u?ƒ--------------------  VvÃM&------------------------ 

3. K?L S[Í "K& ------------------------ 

4. ¾u?ƒ Ku?ƒ }”Ÿv"u= "K&-------------------  

5. ¾›‰ K›‰ ›e}T] "K&--------------------- 

6. ›? ›` + SKÁ lØ`:--------------------- 

7. ¾"`É lØ`:-------------------------------- 
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¡õM 2.1: ¾}dqò¨<  TIu^© ›“ ›=¢•T>Á©  ’<a G<’@q S[Í  

u²=I ¡õM ¾ˆ`c−”“ ¾u?}cw−” G<’@q ˆÖÃk−qKG< 

}.l SÖÃp SMe“ SKÁ SeÝ  †Kõ 

221 

 

ÖpLL ¾¨` Ñu=− e”ƒ ’¨< ; (uw`) 

 

_________ ›=ƒ. w` 

1. Ñu= ¾K˜U 

2. Ÿw` 500 u}‹ 

3. Ÿ500 - 1000 

4. Ÿ1001 - 3000 

5. Ÿ3000 uLÃ 

 89. K?L "K ÃÑKê---------------- 

 

222 u›G<’< ¨pƒ ÁK<uƒ ¾Y^ ¯Ã’ƒ 
U”É’¨<; 

1. e^ ¾K˜U 

2. }T] 

3. ¾u?ƒ †Su?ƒ 

4. ¾u?ƒ W^}— 

5. ¾k” W^}— 

6. ’ÒÈ 

7. ¾u<“ u?ƒ W^}— 

8. ¾S”ÓYƒ W^}— 

9. ¾ÓM W^}— 

89. K?L "K ÃÑKê------------ 

 

223 u›G<’< ¨pƒ ¾Òw‰  G<’@q ˆ”Èƒ 
’¨<; 

 

1. ÁLÑu< -------------------------- 

2. ÁÑu< 

3. vM ¾V}v†¨< 
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4. ¾}ó~ ---------------- 

5.ÁM}Òu< Ø”Ê‹/¾ïqÕÅ—ÁL†¨<  

224 ÁÑu< ŸJ’ SËS]Á c=ÁÑu< ›ÉT@− 
e”ƒ ’u`; 

----------------------------------  

225 vKu?ƒ− K?L T>eƒ ›L†¨< ¨Ãe 
ˆ`e− w‰ ’−ƒ; 

1. ›’@ w‰ ’˜ 

2. ›L¨<pU  

89 SMe ¾KU 

 

226 ¾}ó~ ¨ÃU ¾}KÁ¿ ŸJ’ c=Òu<  
›ÉT@− e”ƒ ’u[;  

1.________¯Sƒ 

2. ›L¨<pU 

3. ðnÅ— ›ÃÅKG<U:: 

 

227 vKu?ƒ− uVƒ Ÿ}K¿−: SŠ ’¨< 
¾V~ƒ; 

k” ____¨`______¯Sƒ_____  
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¡õM 2.2:  ¾ˆ`Ó´“ ˆ“ MÏ ¾S¨<KÉ õLÔƒ−” KT¨p ¾}²ÒË SÖÃp:: 

u²=I ¾`c−”“ ¾ƒÇ` ›Ò`−” eKS¨<KÉ“ U”ÁIM MÐ‹ †”Ç=•[−ƒ †”ÅT>ðMÑ< 

ˆÖÃk−qKG<::    

 l SÖÃp SMe“ SKÁ ¾SÖÃl ¨kƒ 

   1 2 

031 u›G<’< ¨pƒ ¾Ów[eÒ Ó”–<’ƒ 
G<’@q− ›”Èƒ ’¨<; 

Ó”–<’ƒ ›Å`ÒKG<- ----1 

Ó”–<’ƒ ›LÅ`ÓU -----2 

  

032 u›G<’< ¨pƒ MÏ ›K−ƒ; ›K˜ ----------1 
¾K˜U --------2 

  

033 e”ƒ MÐ‹  ›K −ƒ<; ______¾MÐ‹ lØ` ----1 

›L¨<pU --------------2 

SMe ¾KU ---------99 

  

034 }ÚT] MÏ S¨<KÉ ÃðMÒK<; ›−”-------- 1-  

›MðMÓU---2  

  

035 }ÚT] MÏ S¨<KÉ ŸðKÑ< 

SŠ ’¨< S¨<KÉ ¾T>ðMÑ<ƒ; 

Ÿ____¨^ƒ/¨ÃU___¯Sƒ u%EL  

›L¨<pU ------ 1 

K?L "K ÃÑKê ----2 

  

036 SMc< ›−” ŸJ’ KU” w²< MÐ‹ 
ˆ”Ç=•[−ƒ ðKÑ<; 

ŸzÃ[c< S¡LŸÁ SÉG’>ƒ cLK-1 

¾Ö?”’‚ G<’@q uShhK< ----2 

›Ç=e eLÑvG< ------------------3 

vKu?‚ eKðKÑ-----------------4 

uÖ?“ VÁ}™‹ U¡` -----5 

K?L "K ÃÓKè--------------89 

  

037 SMc< ›MðMÓU ŸJ’ 
KU” }ÚT] MÏ 
S¨<KÉ ›ÃðMÑ<U;  
 

¾UðMÑ¨<” ÁIM MÏ eLK˜---1 zÃ[c< Ÿ“ƒ ¨ÅMÏ  

S}LKñ” ð`Š---------------------2 

ÁK˜ ¾Ñu= U”ß }ÚT] MÏ KTXÅÓ eKTÃun˜ 

--------3 

uÖ?“ VÁ}™‹ U¡` ---------4  

S¨<KÉ Ö?“Â” ÃÔÇM wÂ eKUð^------------ 

5 SMe ¾KU ------- 99 

K?L "K ÃÑKî------ 89 

  

038 u›G<’< ¨kƒ ¾ˆ`Ó²“ SŸLŸÁ 
ÃÖkTK<; 

›¨” ----------------1 

›MÖkUU --------2 

  

039 U” ›Ã’ƒ ¾ˆ`Ó´“ SŸLŸÁ ’¨< 
¾T>ÖkS<ƒ;(¯’~ Ãíõ) 

---------------------   
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}.l SÖÃp SMe“ SKÁ lØ`   

040 ¾ƒÇ`/¾}n^’> ëq ›Ò[− MÏ  

ˆ”Ç=•`−ƒ ÃðMÒM; 

›−” -----------1 

›ÃðMÓU --2 

  

041 Ÿu?}cx‰‹G< MÏ ˆ”Ç=¨MÆ 
}î›• ¾T>ÁÅ`Ñ< ›K<;  

›− ---------1  ¾KU ------2   

042 }ê°• ›É^Ñ>¨< T’¨<; 

 

¾’@ u?}cx‹ --------1 

¾vKu?}@ u?}cx‹----2 

K?L  "K ÃÑKê------89 

  

043 ¾Ö?“ vKS<Á−‹ SŠ S¨<KÉ 
ˆ”ÇKw−ƒe ›T¡aƒ Á¨<nK<; 

›¨” -----1  ›Á¨<lU ----2   

044 ˆ`e−e ÖÃk¨< Á¨<nK<; ›¨” ------1 ›L¨<pU ----2   

¡õM 2.3: ì[ ›?‹ ›Ã y= SÇ=H’>„‹” KSŸqM ¾T>ÖpS< S[Í−‹:: 

Ÿ²=I uq‹ u}SKŸ}¨< SÖÃp SW[ƒ S[Ë−‡” S<L::¨ÃU c”Ö[ÿ” ¾ui}—

¨<” TIÅ` uT¾ƒ ˆ”ÉG<U uSÖ¾p ¾T>VL ’¨<:: 

}.l S[Í ¾SËS]Á G<K}— 

001 c=Ç= ö` c?M SÖ”   

002 ¾SÉH’>ƒ ŸÎS\ e”ƒÑ>²? J’−ƒ;    

003 ¡wÅƒ   

004 ¾vKu?ƒ− U`S^ ¨<Ö?ƒ   

005 ¾ÅU ¨<Ö?ƒ−” KvKu?ƒ− ’Ó[ªM;   

006 SÉH’>~” c=ÖkS< ¾}WT−ƒ ›K;   

007 ¾Ö?”’ƒ−” G<’@q †”Èƒ ÃÑMì<qM;   

 

SÖÃl” Ú`W“M 

K’u[” qÃq ŸMw ›ScÓ“KG< 
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¡õM 3.  KnK SÖÃp ¾}²ÒË 

ANNEX: 3.2.2. AMHARIC VERSION OF THE INFORMATION FORM:   

  

ŸzÃ[c< Ò` ¾T>•\  c?„‹ ¾S¨<KÉ õLÔq†¨<”“ eKu?}cuw U×’@ ›ÖnkU 

ÁL†¨<” ›SKŸŸƒ KSÑUÑU ¾}²ÒË SÖÃp:  

¾S[Í pê 

1. SÓu=Á 

Ö?“ ÃeØM˜ eT@ ___________________________ÃvLM ŸzÃ[c< Ò` ¾T>•\ c?„‹ 

¾ì[ ›?‹ ›Ãy= uS•\ U¡”Áƒ ¾S¨<KÉ õLÔq†¨<”“ ¾u?}cuw U×’@ 

›ÖnkT†¨<” KT¾ƒ u}²ÒË¨< Ø“ƒ ›vM ’˜:: ¾Ø“~ ¯LT ŸzÃ[c< Ò` ¾T>•\ 

c?„‹ ¾S¨<KÉ õLÔq†¨<”“ ¾u?}cuw U×’@ ›ÖnkU ÁL†¨<” ›SKŸŸƒ 

KSÑUÑU ’¬: ¾ˆ`c− }Xƒö  ŸzÃ[c< Ò` KT>•\ c?„‹ ¾T>Å[Ñ¨<” ÉÒõ“ 

ˆ”¡w"u? KThhM ƒMp ÖkT@q ›K¨<:: 

2. ¾}dƒö SS[Á“ H>Åƒ/›}Ñvu` 

ÃI”” ýaË¡ƒ KSŸ¨” ˆ`c− uõnÅ˜’ƒ ˆ”Ç=d}ñ ¾}Òu²< c=J” õnÅ— ŸJ’< u 
›T`— u}²ÒË¨< SÖÃp LÃ K=SMc<M” Ã‹LK<:: ÃI S[Í ¾T>cucu¨< unK 
SÖÃp ’¨<:: K¨<ÃÃƒ ˆ”ÇS‹ ¾U“Å`Ñ¨<” ¨<ÃÃƒ uSp[Ý ÉUî ÃkÇM ÃIU 

¾T>Å[Ñ¨< ’Øx‡” LKS²”Òƒ c=J” S[Í¨< uƒ¡¡M Ÿ}¨cÅ u|L ÃÅScdM:: 

¨<ÃÃ~ c=Å[Ó eU uõì<U †ÃÖkeU uUƒŸ< SKÁ ˆ”ÖkTK” ÃIU ¨<ÃÃ~ ˆ 

eŸT>ÁMp ˆ”ÖkUuqK”     

G) ¾T>cÖ<ƒ S[Í T>eØ[©’~ ¾}Öuk ’¨<: cS−U J’ K?L S[Í uõì<U KT”U 
†Ã’Ñ`U:: 

K) ÃI”” SÖÃp KSd}õ  u=u³ Ÿ45-60 Åmn ÃðÍK<: J•U  LKSX}õ ŸðKÑ< 
Ø“~” ŸËS\U u|LU J’ uòƒ Tk[Ø Sw}− ’¨<::  

N) SÖÃl u†T[— eK}²ÒË ¨<ÃÃ~ ¾T>Å[Ñ¨< uT>Á¨<lƒ s”s ’¨<:: 

3. Ÿ}X}ö ¾T>Ñ˜ ØpU/†ÅÒ 

G) ØpU:- u²=I Ø“ƒ uSd}õ− ŸzÃ[c< Ò` KT>•\ c?„‹ ¾Ö?“ ›ÑMÓKAƒ 
›p[xƒ e`›ƒ ›”Ç=hhM uT[ÉÓ ˆ^c−”&u?}cw−”“ Iw[}cu<” }ÖnT> 
ÁÅ`ÒM::  
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K) ›ÅÒ/›KSS†ƒ:-u²=I Ø“ƒ LÃ uSX}õ− Ñ>²?−” ŸScªƒ− ¨<ß U”U 
¾T>ÁS×¨< Ñ<Çƒ ¾KU:: ’Ñ`Ó” ¾ˆ`c− }dƒö u¨K=É Ñ<ÇÃ LÃ }ÁÁ» S[Í 
KTS”Úƒ ÖnT> ’¨<:: 

N) ¾}dö ¡õÁ:- u²=I Ø“ƒ uSd}õ− ¾T>cØ U”U ¯Ã’ƒ ¡õÁ ›Ã•`U:: 

4. T>eØ^©’ƒ:- Ÿˆ`c− ¾}Ñ–¨< S[Í KT”U vKSÑMî T>eÖ=^©’~ ÃÖunM:: 

uS[Í¨< eU− dÃÖke SKÁ lØ` uSÖkU uT>eØ` ¾T>qKõ xq ÃkS×M:: 

5. uØ“~ ÁKSd}õ ¨ÃU ¾Ts[Ø Swƒ 

u²=I Ø“ƒ ÁKSd}õ Swƒ− ¾}Öuk ŸSJ’<U vhÑ` ŸËS\U uG|L J’ uòƒ 
SkÖM "MðKÑ< uS<K< ¨ÃU uŸòM  Ts[Ø Ã‹LK<:: ÃI”” uTÉ[Ó− uÖ?“ 
›ÑMÓKAƒU J’ uK?L ›ÑMÓKAƒ LÃ U”U ›Ã’ƒ }êˆ• ›ÃÅ`eu−ƒU:: 

6. ¾}Xqò Swƒ:- eK²=I Ø“ƒ K=ÖÃl ¾T>ðMÑ<ƒ” S[Í  G<K< ¾TÓ–ƒ Swƒ 

†K−ƒ: T”—¨<”U SÖ¾p ¾T>ðMÑ<ƒ” ØÁo K›„ G<c?” S¢”” ueM¡ lØ` 
0911631634 Å¨<K¨< SÖ¾p Ã‹LK<:: 

ÃI Ø“ƒ u›Ç=e ›uv ¿’>y`c=+ ¾U`U`“ e’UÓv` x`É qÃ„ ìÉkM::  

7. ¾Ø“ƒ }dƒö õnÉ SÖ¾pÁ pê 

ŸLÃ ¾}ÑKì<ƒ” S[Í−‹ uSÑ”²w uØ“~ KSX}õ õnÅ— ’−ƒ;  

1. †− ------------------------------------------------ ›SeÓ’¨< ¨Å nKSÖÃl ÃKñ:: 
 

2. Sd}õ ›MðMÓU ----------------------------- ›SeÓ’k¨< nKSÖÃl” ÁlS<:: 
 

¾}dqò ò`T-------------------------------------------- k”-----------------------------   

†SWÓ“KG<:: 

 

 

 

 

 

 

 



168 

 

PART II: AMHARIC VERSION OF THE CONSENT FORM 

¡õM 3.  KnK SÖÃp ¾}²ÒË   

ŸzÃ[c< Ò` ¾T>•\ c?„‹ ¾¨K=É õLÔƒ“ ¾u?}cw U×’@ ›ÖnkU ÁL†¨<” 

›SK"Ÿƒ KSÑUÑU ¾}²ÒË SÖÃp  

 ¾YUU’ƒ pê 
u²=I ¾ì[›?‹ ›Ã y= SÇ=H’>ƒ S•` ›?‹ ›Ã y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ 
¾¨K=É õLÔƒ“ ¾u?}cw U×’@ ›ÖnkU” KTØ“ƒ u}²ÒË¨< SÖÃp KSX}õ 

õnÅ˜’{”  eÑMî ¾T>Ÿ}K<ƒ” uƒ¡¡M uSÑ”²w ’¨<:: 

cKØ“~ ¯LT uƒ¡¡M }Ñ”´u?ÁKG<:: Ø“~ ¾ì[›?‹ ›Ã y= SÇ=H’>ƒ S•` ›?‹ ›Ã 
y= zÃ[e uÅT†¨< uT>Ñ˜ c?„‹ ¾¨K=É õLÔƒ“  ¾u?}cw U×’@ ›ÖnkU” KT¨p 
ˆ“ K²=G< †ÑMÓKAƒ ¾T>Å[Ñ¨<” ÉÒõ“ ˆ”¡w"u? KThhM ˆ”ÅT>ÖpU 
}Ñ”´u?ÁKG<:: 

KØ“~U ¾}S[ØŸ<ƒ vÒ×T> uJ’<” ›¨<oÁKG<: KØ“~U wl SJ’@”U  

}[É‰KG<::K¨<ÃÃƒ ÁS‹ ²”É ÉUí‹” uSp[ì ÉUî ˆ”ÅTkÇ }[É‰KG<:: 

uØ“~ SX}õ u’@ õnÈ˜’ƒ ’¨<:: ˆ”Ç=G<U Ø“~” uS<K<U J’ uŸòM ¾Ts[Ø 

Swƒ ˆ”ÇK˜ uƒƒ¡¡M }’Óa—M ˆ’@U ›U–@uqKG<:: uØ“~ ¨pƒ ¾UcÖ¨< SMe 

T>eØ^©’~ ¾}Öuk ŸSJ’<U uLÃ KT”U ¾TÃÑKî ˆ”ÅJ’ }Ñ”´u?ÁKG<: uØ“~ 

¨<eØ Hdu? ˆ”Í= cT@ ¾TÃÑKî SJ’<”U }’Óa—M::  

uØ“~ KSX}õ c=vM U”U †Ã’ƒ ¡õÁ ˆ”ÅTÃŸðK˜ }’Ña—M: Ø“~ u’@U J’ 

uK?KA‹ LÃ U”U †ÅÒ †ÁS×U: uØ“~ Ÿ45-60 Åmn ˆ”ÅT>¨cÉ }ÑMëM—M:: 

¾²=I” Ø“ƒ ¨<Öîƒ wÖÃp ¾TÓ–ƒ Swƒ ˆ”ÇK˜ }’Óa—M: ˆ”ÉG<U eKØ“~  

}ÚT] S[Í KSÖ¾p ŸðKŸ< †„ G<c?” S¢””” ueM¡ lØ` 0911631634 T’ÒÑ`  

ˆ”ÅU‹M }’Ña—M:: ŸLÃ ¾}ÑKì<ƒ” uS<K< }[É‰KG<& K²=IU u}KSÅ¨< ò`TÂ 

†[ÒÓ×KG<:: 

 

¾}dqò¨< ò`T: ------------------------------------------------k”: ----------------------- 

 

†ScÓ“KG< 
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u¡õM 3 ¾T>Ÿ}K<ƒ” ˆ“ÁK”::  

¡õM 3.1:›?‹ ›Ã y= uÅT†¨< ¨<eØ uT>Ñ˜ c?„‹ Ò` uÓM KT>Å[Ó  ¨<ÃÃƒ 
¾}²ÒÎ SÖÃp:  

¡õM 3.2: ›?‹ ›Ã y= uÅT†¨< ¨<eØ uT>Ñ˜ c?„‹ Ò` ¾u<É” ¨<ÃÃƒ:  

¡õM 3.3: ŸÖ?“ VÁ}™‹ Ò` KT>Å[Ó  ¾ÓM ¨<ÃÃƒ: ¾}²ÒË SÖÃp: 

¡õM 3.1:›?‹ ›Ã y= uÅT†¨< ¨<eØ uT>Ñ˜ c?„‹ Ò` uÓM KT>Å[Ó  ¨<ÃÃƒ 
¾}²ÒÎ SÖÃp:  

u²=I SÖÃp †`c−“ K?KA‹ ŸzÃ[c< Ò` ¾T>•\ c?„‹ eK ¾S¨<KÉ õLÔƒ “ 

¾¨K=É SŸLŸÁ ›ÖnkU  ˆÖÃk−qKG<: u²=I ¨<ÃÃƒ ¨pƒ ¾T>’c< Ñ<ÇÄ‹ G<K< 
T>eØ^©’}†¨< ¾}Öuk SJ’<” uÉÒT@ ›[ÒÓ×KG<:: 

¾ÓM nK SÖÃp ›Ë”Ç:: 

1. K`e− ƒ¡¡K— SŸLŸÁ ¾T>K<ƒ ¾~” ’¨< ˆeŸ= u´`´` Ã”Ñ\˜;  

         KU” S[Ö<ƒ ´`´` G<’@q¨<” ÖÃp; 

2. U” ›Ã’ƒ ¾ˆ`Ó´“ Sq×Ö]Á }ÖpS¨< Á¨<nK<;  

         KU” S[Ö<ƒ          

   ›lS¨<e Á¨<nK<; "qS<e KU”; 

u²=I ÁK−ƒ ›SK"Ÿƒ ˆ”Èƒ ’¨< 

3. ¾ˆ`Ó´“ Sq×Ö]Á TKƒ U” TKƒ ’¨<; 

4. ¢”ÊU Sq×Ö]Á K=J” Ã‹LM; ˆ”Èƒ;  

5. ¢”ÊU” ŸKLSŸLŸÁ Ò` }ÖpS¨< Á¨<nK< u´`´` Áe[Æ˜; 

6. ¾ˆ`Ó´“ Sq×Ö]Á KSÖkU ÁKu−ƒ ‹Ó` ŸK u´`´` Ác[Æ˜; 

7. eK`Ó´“U J’ MÏ eKS¨<KÉ ¨d–< T”’¨<;  

8. ›?‹ ›Ãy= zÃ[e uc¨<’q‹” S•\ ¾U”ÖkS¨<” Sq×Ö]Á ›Ã’ƒ Ã¨e’ªM 

wK¨< ÁU“K<;  MÏ KS¬KÉe; 

›”Èƒ; 

9. ì[ ›?‹ ›Ãy= SÉH’>ƒ S•\e; 

10. eK ¨K=É G<’@q“ SŸLŸÁ¨< ŸT” Ò` }¨ÁÃ}¨< Á¨<nK<; T”” TTŸ` 

ÃðMÒK<; 

11. ŸÖ?“ VÁ}™‹ Ò` ÁK−ƒ Ó”–<’ƒ U” ÃSeLM; 
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12. eK ˆ`Ó´“ Sq×Ö]Á“ ¨K=É G<’@q ¾Ö?“ VÁ}™‹” ›’ÒÓ[¨< Á¨<nK<; ŸJ’e 

KU” ÁIM Ñ>²?; 

13. G<Kƒ zÃ[c< uÅT†¨< ¨<eØ ÁK< ¨Ñ•‹ ì[ ›?‹ ›Ã y=  ›eŸËS\ É[e 

ÁK¢”ÊU u=ÖkS< U” Ñ<Çƒ ›K¨<;  Áw^\M˜; 

   vM“ T>e„‡ ¾ÅU ¨<Ö?}†¨< "M}SdcKe ¢”ÊU  ›”Ç=ÖkS< ÃS¡^K<;  

14. G<Kƒ Ø”Ê‹ ˆeŸ}TS’< É[e ¢”ÊU SÖkU ›Kv†¨< wK¨< ÁU“K<; þ²+{ 

¾J’< Ø”Ê‹ ¢”ÊU SÖkU ÁKv†¨< S† ’¨<:: 

15. ¾ƒÇ` ÕÅ—−” ¢”ÅU ˆ”Ç=ÖkU S¡[¨< Á¨<nK<; ›`e−e; KU”“  †”Èƒ 

16. vKu?ƒ− ¢”ÊU ›MÖkUU u=K−ƒ U” ÁÅ`ÒK<; 

17. ÁM}ðKÑ ˆ`Ó´“” KSŸMŸM u^e S}TS’< ›K−ƒ; ¢”ÊU eKSÖkUe; 

¨<ÃÃ}‹” ›MsM K?L ÁL’dG<ƒ ›K SÚS` ›Kuƒ ¾T>K<ƒ "K;  

›ScÓ“KG< 

 SÖÃl ÁKkuƒ c¯ƒ _____________ k” ---------------- ¯.U -------------------- 

 

¡õM 3.2:  ¾u<É” ¨<ÃÃƒ:  

u²=I SÖÃp ¾T>d}ñƒ zÃ[c< uÅT†¨< ¨<eØ •a ˆ`e u`d†¨< ÓMî  Á¨Ö<ƒ” 
ÃSKŸ}M 

u²=I SÖÃp ¾Ò^ ¨<ÃÃƒ Ã•[“M: ˆ`c− u²=I ¨<ÃÃƒ ¾T>Á’c<ƒ G<K< T>eØ^© 
’¨<:: ›eðLÑ> Ñ<ÇÄ‹” KSÁ´ ÁS‹ ²”É u‚ý ÃkÇM:: uÓM ¾T””U eU 
›”ÖkUU K¨<ÃÃƒ ÁS†ƒ ²”É K?L SKÁ °”ÖkTK”:: ¾U“Å`Ñ¨<” ¨<ÃÃƒ 
ª“ª“ ’Øx‹ ¾T>Ã´M” Ã•^M::            

¾u<É”  ¨<ÃÃƒ  ›Ë”Ç  

1. U” ›Ã’ƒ ¾¨K=É Sq×Ö]Á }ÖpS¨< Á¨<nK<;  

¾~” Ã¨ÇK<; ¾T>ÖK<ƒe; 

KU” S[Ö<ƒ u´`´` Áe[Æ˜ 

2. ¾ƒ™‡ Sq×Ö]Á−‹ “†¨< ˆ`Ó´“” ¾T>ŸLŸK<ƒ; ›?‹ ›Ãy=”e; 

3. u×U Ø\ Sq×Ö]Á ¾T>K<ƒc U” SJ” ›Kuƒ;u´`´[ Áe[Æ˜ 

4. uTIu[cv‹” c?ƒ MÏ ¾¨K=É Sq×Ö]Á SÖkU ›Kvƒ; ¢”ÊUe; ˆ”Èƒ“ KU”; 

5. ¢”ÊU KSÖkU ‹Óa‹ “†¨< ¾T>L†¨<” u´`´ Áe[Æ˜; 
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6. K¨Åòƒ MÏ ˆ”Ç=•`−ƒ ÃðMÒK<; KU”  

7. MÏ eKS¨<KÉ ¨d–< T” ’¨<; 

8. ¾vKu?ƒ−e õLÔƒ; 

9. ¾u?}cw }ê°•e ›K; 

10. eK ¨K=É G<’@q“ SŸLŸÁ¨< ŸT” Ò` }¨ÁÃ}¨< Á¨<nK<; T”” TTŸ` 

ÃðMÒK<; 

11. ŸÖ?“ VÁ}™‹ Ò` ÁK−ƒ Ó”–<’ƒ U” ÃSeLM; 

12. eK ˆ`Ó´“ Sq×Ö]Á“ ¨K=É G<’@q ŸÖ?“ VÁ}™‹ ›’ÒÓ[¨< Á¨<nK<; ŸJ’e 

KU” ÁIM Ñ>²?; 

13. u²=I Ñ<ÇÃ ¾Ö?“ VÁ}™‹ ›e}ªê* ¾~” ÁIM ’¨<; 

14. ŸT>ÖkS<uƒ ¾Ö?“ }kU ¨<eØ ÁK¨<” ÑMÓKAƒ ˆ”Èƒ ÃÑMì<}M; 

¨<ÃÃq‹” ›MsM K?L ÁL’dG<ƒ ›K SÚS` ›Kuƒ ¾T>K<ƒ "K;  

›ScÓ“KG< 

 SÖÃl ÁKkuƒ c¯ƒ _____________ k” 

 

¡õM 3.3: ŸÖ?“ VÁ}™‹ Ò` KT>Å[Ó  ¾ÓM ¨<ÃÃƒ: ¾}²ÒË SÖÃp: 

1. ¾Ö?“ }sS< eU ___________________________ 
2. ¾Ö?“ }sS< Å[Í __________________________ 

3. S[Í ¾}WÖuƒ k” _________________ ¨` ______¯.U________ 

4. ¾}ÖÁm¨< ¾ƒ/ƒ Å[Í______________ S<Á¨< _________ 

5. ¾}ÖÁm¨< ¾Y^ MUÉ ŸÑ<Ç¿ Ò` u}³SÅ G<’@q _______________ 

¾eUU’ƒ pê Ã’uw! 

› Ë ” Ç 

1. ŸT>cÖ<ƒ ì[ ›?‹ ›Ãy= SÉH’>ƒ u}ÕÇ˜ ¨K=É“ eKSŸLŸM Ÿui}™‹ Ò` 

Ã¨ÁÁK<; ÃIU ¾T” HLò’ƒ ’¨< wK¨< ÁU“K<; 

2. eK S¨<KÉ “ Sq×Ö]Á ›eSM¡„ U” ›Ã’ƒ SM°¡ƒ ’¨< ¾T>Áe}LMñƒ ;  

3. zÃ[c< uÅT†¨< KT>Ñ˜ ¨Ñ•‹ eKSŸLŸM SM°¡ƒ c=Áe}LMñ ‹Ó` ›ÓØVƒ 

Á¨<nM; 

4. ›?‹ ›Ãy= zÃ[e Ò` ¾T>•\ c?„‹  T`Ñ´ Ã‹LK< wK¨< ÁU“K< ; 

5. eK¨K=É“ SŸLŸÁ ›ÑMÓKAƒ KSeÖƒ ‹Ó` ›Kw−ƒ;   
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6. ›?‹ ›Ãy= zÃ[e Ò` ¾T>•\ƒ ^d†¨<” ›”Ç=Öwl ¾T>[Ç& eMÖ“ ¨eÅªM; 

7. ¾T>ÁÑKÓK<›†¨< c?„‹ ¾¨K=É Sq×Ö[Á Ÿ¾ƒ ’¨< ¾T>ÁÑ–<ƒ ÃI”” c=ÁÅ`Ñ< 

ÁÒÖS−ƒ ‹Ó` "K; 

8. ›?‹ ›Ãy= zÃ[e uÅT†¨< ÁK c?„‹ MÏ S¨<KÉ ›Kv†¨< wKA TIu[cu< 

ÁU“M; u´`´` Áe[Æ˜; 

9. ›?‹ ›Ãy= zÃ[e uÅT†¨< ÁK c?„‹ SŸLŸÁ u=ÖÃl ›S^ß ›K−ƒ  

¨<ÃÃ}‹” ›MsM K?L ÁL’dG<ƒ ›K:  SÚS` ›Kuƒ ¾T>K<ƒ "K;  

u×U ›ScÓ“KG<:: 

SÖÃl ÁKkuƒ c¯ƒ _____________ k” ---------------- ¯.U -------------------- 
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ANNEX 3. PAPER I-IV 
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PAPER III 

Change in fertility intentions 12 months after antiretroviral 

therapy initiation among HIV positive women in Addis 

Ababa, Ethiopia: A prospective follow up study  

Hussen Mekonnen Asfaw* 1; Fikre Enquselassie 1 

 

1 Department of preventive medicine, School of Public Health, Addis Ababa University, Ethiopia 

 

Email: Hussen Mekonnen*:- hussen_mk@yahoo.com; Fikre Enquselassie: fikreens@yahoo.com 

*Corresponding author  

 

ABSTRACT 

Background: With access to highly active antiretroviral therapy (HAART) and preventive care 

people living with HIV are better able to consider childbearing as compared to previous   days. 

HAART has not only transformed their physical state but also desire to have children. The study 

aimed to assess change in fertility intentions 12 months after ART initiation among HIV positive 

women in Addis Ababa, Ethiopia. 

 

Methods: Institution based follow up study was conducted, among 360 HIV positive women in 

Addis Ababa; from June 2012 to October 2013. Logistic regression model was used to assess the 

influence socio-demographic, reproductive health and clinical characteristics on the change in 

fertility intention of women.    

Result: Overall, 41.0 %( 147/360) of the women reported fertility intentions at the baseline, 

while 48.3 %( 174/360) reported fertility intentions 12 months after follow up. The proportion of 

fertility intention 12 months after antiretroviral therapy (ART) initiation was higher among 

HAART initiated 55.8% (106/190) than HAART naïve 40% (68/170) women. The adjusted 

analysis indicated that change from the need of no more children at the baseline to the need more 

children 12 months after ART initiation was significantly associated with woman’s HAART use 

(AOR, 2.46, 95%CI, 1.20-5.20), marital status: single (AOR, 5.32, 95%CI, 1.10-25.92), married 

(AOR, 6.34 95%CI, 1.43-27.99), respectively more likely to report fertility intention than 

divorced/ widowed women.   
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Conclusions: HAART use is significant predictor of change from the need of no more children 

at the base line to the need of more children 12 months after ART initiation suggests that 

additional effort is necessary to avail integrated family planning and HIV services to address safe 

fertility goal of women living with HIV in the study area.    

 

Key words: Fertility intention, follow up study, HIV positive women, HAART use, Ethiopia. 

 

Introduction 

Sub-Saharan Africa is  the region most severely affected by HIV(1). Women of reproductive age 

account for 58% of the people living with HIV(2)  and 53% of all adult deaths(3).  In Ethiopia, 

more women (2.9%) than men (1.9%) are living with HIV(4).  Most of these women are 

particularly vulnerable to HIV due to complex burden they have including physiological, social 

vulnerability and gender inequalities (3, 5) . Since infected women are of childbearing age(4), 

they risk infecting their children and thus face difficult choices about childbearing. 

 

Despite the risks and challenges; studies from sub-Saharan Africa  revealed that, HIV positive 

women continue to desire children, after knowing their HIV-positive status (6-8). Studies 

reported that HIV does not seem to negatively modify subsequent childbearing intentions (9, 10); 

also majority of them intended to have more than two children (11, 12). The desire of having 

children in the future has significant implication for the transmission of HIV to sexual partner 

and new-born (13, 14). With access to HAART and preventive care however, people living with 

HIV are better able to consider childbearing(15) as compared to  previous   days.  Earlier studies 

involving women on ART have revealed that most of pregnancies among positive women might 

be intentional (16-18). Subsequent studies from sub-Saharan Africa reported highly active 

antiretroviral therapy (HAART) access has an influence on fertility intentions of HIV positive 

women (10, 19, 20).  

 

Study from different parts of Africa reported  that pregnancy rate of women on HAART was 

significantly higher than HAART naïve(21).  study from South Africa stated that HAART 

increased the fertility desire of couples overtime(6) and rates of  pregnancies among women 

recently initiated ART with  low CD4 count and high viral loads is  high (22).  Furthermore, 
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women on ART quickly became pregnant even before their CD4 count was improved  because 

they wanted to fulfill their womanhood roles but also they wanted to prove that they were 

healthy(23) 

 

These all indicated that HAART has not only transformed their physical state but it has also 

transformed mostly what had been desire into intention(24). Since childbearing intentions are 

among predictors of subsequent fertility behaviors of women(25), hence creating responsive 

reproductive health services to HIV positive women in relation to HAART, requires clear 

understanding of expressed childbearing intentions. However, it may be difficult to sustain the 

fertility intentions over time as it is affected by changing life situations of women as a result 

difficult to capture such issues by cross sectional studies conducted earlier on in the area. 

Furthermore, there are efforts undergoing in Ethiopia to address issues of prevention of mother 

to child transmission of HIV(PMTCT) (26, 27) . It is worth to update such efforts and provide 

information about existed situation and change in fertility intentions over time.  Thus, the 

purpose of this study was to assess change in fertility intention of HIV positive women 12 

months after ART initiation in Addis Ababa.  

 

METHODS 

Study area 

The study was conducted in health facilities of Addis Ababa, Ethiopia. In the country, fee based 

antiretroviral treatment began in 2003 and free ART was launched in  2005(28). Since then, a 

total of five public hospitals and twenty five health centers have been  offering ART(29). About 

124,983 people living with HIV were enrolled of whom 76,035 have started and 54,667 are 

currently on ART in the city (4).The fertility rate is  2.4 children per reproductive aged women in 

Addis Ababa(4).   
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Study design and sampling procedures 

 

A follow up study was carried out at selected public health facilities (3 hospitals and two health 

centers) of Addis Ababa were selected by lottery methods between June, 2012 and October, 

2013. A total of 360 HIV positive women including 190 newly initiated and 170 HAART naïves 

were included for the study (Figure 1).    

Sample size was computed using two-proportion formula with the assumption of proportion of 

fertility intentions among HIV positive women who were  HAART naïve and 12 months after 

HAART initiation  being 26.6% and 21.5% respectively(30),  with a minimum detectable odds 

ratio of 2  at 5% level of significance power of 80% and addition of 20% non response rate a 

total sample size of 407. 

 

 Sampling procedures  

Women were eligible if at enrolment they were between 18-49 years, sexually active in the past 

3 months, had not undergone tubal ligation, hysterectomy, not diagnosed permanently infertile. 

Non pregnant, willing to conduct document review; being newly initiated ART and HAART 

naïves were involved.  

 

A total of 5678 (men and women) were receiving care at the selected sites, of those, 3118 were 

women at reproductive age. Of those, a total of 360 women (including 190 HAART initiated and 

170 HAART naïve) were involved in the study (Figure 1 and Table 1).  
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Figure 1: Schematic representation of women enrolment and flow chart for change in 

fertility intension study Addis Ababa, Ethiopia, 2014 
 

The study was linked with the routine activities of each health institutions. The recruitment 

procedure was conducted using appointment log book and screening was conducted every day. 

Women who came for follow up and for ART initiation were identified separately and screened 

for their eligibility such as age, HAART initiation, HAART naïve, WHO staging and other 

eligibilities for inclusion. Identification number was given for the eligible women to help us as a 

sampling frame for the selection the study participants using systematic random sampling.  

Patients were enrolled only after they gave informed consent. No financial remuneration was 

offered to participants. Once enrolled, a baseline questionnaire was administered in a private 

room, while the participants waiting to see ART clinic staff.  

 

 

 3118 HIV positive women 

 

407 HIV positive women 

360 HIV positive women 

involved 12 months ART 

initiation  

2560 HIV positive men  

 

Not eligibility by age, not willing to document 
review have been on ART  
Willingness to document review   
 

5678 PLWH came for follow up 

in selected public health facilities  

ART initiated 190 
ART naïve 170 

     3 cases discontinued ART>3 months  

    3 out of study sites, 3 sever illness, 

     6 Lost to follow-up, 2 died, 

     5 transferred out, 8 clients >49 years 

    17 other reason (e.g.7 started ART, 10 not 

volunteer) 
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The follow-up for both groups (women on ART and HAART naïve) was scheduled in line with 

the respective institutional schedule for two times over a period of one year. ART initiated 

women were interviewed during refill (treatment collection) and HAART naïve women were 

interviewed during their appointment for CD4 cell testing. For ease of follow up unique 

identification mark labeled with date of base line survey and the schedule of next appointment 

was labeled on patient’s history book and questionnaire collected as a baseline data.  A study 

staff reminded them the next interview time when they collect their drug or came for other 

follow up.  

 

During the baseline interview, the contact details of each participant (cell phone, other contact 

address e.g. relatives or friends cell phone, including unique ART number, next appointment 

schedules) were recorded. In addition, detailed direction of patients home, place of work or other 

convenient places was recorded.  Every effort was made to minimize loss to follow-up. For 

example, if a woman missed her appointment, phone contact was done, home visiting for 

interview was done for those who were willing to be visited at home, or another convenient 

appointment time or place was made  

When the client was not traced for 3 months either by four calls and/or one home visit and failed 

to trace the home or found that she is relocated to an inaccessible place, and then she was 

considered as lost to follow up.  

 

Data collection procedure 

Data were collected using interviewer administered structured questionnaires. The questionnaire 

was translated in to the local language (Amharic) by experts in both languages and back 

translated to English by another person to ensure consistency and accuracy. Data collectors were 

all female nurses recruited based on their previous experience such as those who had previous 

training on ART and HIV counseling and fluency of the local language. Moreover, training was 

given for five consecutive days on interview techniques, sampling and ethical issues, 

emphasizing the importance of safety of participants and interviewers, minimization of under 

reporting and maintaining confidentiality.  A pre-test of the questionnaire was conducted in 

selected ART units which were not included in the main study. The data collection process was 

closely supervised by the principal investigator and a supervisor. 
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The baseline questionnaire included information on socio-demographic characteristics (age, sex, 

marital status, monthly income, emplacement, religion); HIV testing history and disclosure of 

HIV status; fertility intentions; current use of contraception and number of living children. The 

follow-up questionnaires included similar questions to that of the baseline.   

  

Measurement/Operational definition of variables 

A change in fertility intentions would have occurred if a woman reported wanting no more 

children at baseline and reported wanting to have more children during the 12 months follow-up 

visit. Similarly, a change in fertility intentions would have  occurred  if a woman reported 

wanting more children at baseline and  then reported wanting no more children, undecided  or 

adopting a birth control method at follow-up  visits. Whereas, no change in fertility intentions if 

a woman reported wanting more children at the base line and no contraceptive method use and 

same report at 12 months visit. Whereas, no intension at the baseline and adopting birth control 

and similar response at the 12 months visit. 

 

The outcome of interest was self reported fertility intentions through the following question: 

Do you want to have child in the future? Concordant response at the baseline and 12 months 

after follow up were coded as no change (0) and discordant response as change in fertility 

intentions and coded as (1) 

 

Analysis 

 

The pre coded responses were double entered into Epi Info version 3.5.2 and exported to SPSS 

version 20 for data checking, cleaning and analysis.  

We compared baseline characteristics of HAART initiated and HAART naïve women using 

McNamara’s test for categorical variables. The McNamara’s test result shows significant 

difference between the baseline and 12 months measurement in their fertility intentions (P-

value<0.0001). Based on these all concordant (similar responses’) combined together and the 

discordant (different) responses combined together and form another new outcome variable and 

computed in this study    
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Fertility intention is presented using descriptive statistics. The strength of association between 

change in fertility intentions and potential socio-demographic, reproductive health and clinical 

factors were assessed using odds ratios with 95% confidence levels. Logistic regression analysis 

was done to assess the relative effect of independent variables and fertility intentions and 

adjusted result is presented. 

 

Ethical considerations 

 

The research was approved for scientific and ethical integrity by the Institutional Review Board 

(IRB) of College of Health Sciences, Addis Ababa University. Written permission was obtained 

from health bureau of the Addis Ababa city government. Consent was obtained from medical 

directors and respective unit heads at each health institutions. Verbal consent was also obtained 

from individual clients. In order to make informed decision sufficient information was given to 

each participant. Confidentiality was strictly maintained for each piece of information and the 

interview was conducted in strict private place. At the end of the interview general information, 

referral and follow up linkages were made for those who need. 

 

Results 

At the baseline a total of 407 clients were interviewed. After 12 months 360 of the 407 were 

participated in the study. Forty seven clients were not included in the study due to the reasons 

depicted in (Table 1)  
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Table 1: Reasons for not to participate in the study, Addis Ababa, Ethiopia, 2014  

Reasons for not participated in the study  Number  

Lost to follow up 6 

Died before the study finishes  2 

HAART naïve clients started ART after the study commenced 7 

Not volunteer to participate in the study  10 

Not from the study site 3 

Excluded due to only one visit during monitoring period  3 

critically ill during data collection  3 

Transferred out 5 

Older than 49 years 8 

Total  47 

 

 

Socio-demographic characteristics of the study subjects  

 

At the baseline one hundred eight (30%) and 100(28%) were within the age range of 30-34 and 

25-29 years respectively. The mean age of women was 31(+5.5SD). HAART naïve women had 

more living children with mean of 1.4 (+1.3SD) as compared to HAART initiated women with 

1.2 (+1.2 SD) numbers of children.  

 

The predominant ethnic group and religion were Amhara (58.5%) and Orthodox Christians 

(85%), respectively.  One hundred and forty one (39%) clients  had completed grade 1-8, 

202(56%) participants were economically  dependent or getting monthly income of less than 500 

Ethiopian birr(26 US dollars) and 104(29%) were unemployed. About half of the participants 

were married/cohabited (51%) and 84(23%) were single (Table 2).  
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Table 2: Socio demographic characteristics of HIV positive women in Addis Ababa, 

Ethiopia (n=360)  

Characteristics HAART users (n=190)   
 No. (%) 

HAART Naïve (n=170) 
No. (%)  

Total   

Age    

18-24 years  22(11.6) 16(9.4) 38(11) 

25-29 years 51(26.8) 49(28.8) 100(28) 

30-34 years  59(31.1) 49(28.8) 108(30) 

35-39 years 47(24.7) 46(27.1) 93(26) 

40-49 years 11(5.8) 10(5.9) 21(6) 

Mean age(+SD)  31(+5.6SD)  31.2(+5.47SD)  31.1(+5.54)  

Ethnicity    

Amhara 112(58.9) 95(55.9) 207(58) 

Oromo 39(20.5) 52(30.6) 91(25) 

Guragea 21(11.1) 13(7.6) 34(9) 

Tigrea 11(5.8) 8(4.7) 19(5) 

Others(selte,hadya,sidama) 7(3.7) 2(1.2) 9(3) 

Religion    

Orthodox Christian 159(83.7) 144(84.7) 303(85) 

Muslim 19(10) 14(8.2) 33(9) 

Protestants 12(6.3) 12(7.1) 24(7) 

Education    

Illiterate/informal  education  39(21) 39(23) 78(22%) 

Grade 1-8completed 70(36.8) 71(41.8) 141(39) 

Grade 9-12 completed 70(36.8) 47(27.6) 117(33) 

Grade 12 and above  11(5.8) 13(7.6) 24(7) 

Monthly income in Birr*    

No income(dependent)/<500 185(57.8) 17(42.5) 202(56) 

Birr  501-1000(501-3000) 129(40.0) 19(47.5) 147(41) 

Birr above 3000(above 3000) 7(2.20 4(10.0) 11(3) 
Occupation    
Unemployed 58(31) 46(27) 104(29) 

Housewife 31(16) 24(14) 55(15) 

Daily laborer 21(11) 22(13) 43(12) 

Merchant 18(10) 8(8) 26(7) 

Government employee 12(6) 19(11) 31(9) 

private businesses 50(26) 51(30) 101(28) 

Marital Status    
Single 49(25.8) 35(20.6) 84(23) 

Married/cohabited 92(48.4) 92(54.3) 184(51) 

Divorced/widowed 49(25.8) 43(25.3) 83(26 
*1USD=19.20ETB 
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Reproductive, clinical and fertility intensions of HIV positive women (base 

line versus 12 months follow up) 

 

About, 41% (147/360) participants reported fertility intentions at the baseline, while 48.3% 

(174/360) reported fertility intentions at time two (12 months after follow up). At the baseline 

42.1 %( 80/190) of HAART initiated women and 39.4% (67/170) of HAART naïve women 

reported the need of more children. After 12 months of follow-up, the proportion of need for 

more children raised to (55.8%, n=106/190) among HAART initiated and (40%, n=68/170) 

among HAART naïve women. As compared to baseline respondents reported the need of higher 

number of children after 12 months (Table 3).  

 

Of the 147 women who reported the need of children at the baseline, 46(31.1%) said to have 

within 12 months and majority 52(35.1 %) did not yet decided the time when to have children 

rather reported that depend on “God will or I do not know.” Whereas during the second visit of 

the 174 women 67(38.5%) and 36(20.7% reported that want to have children within 12 months 

and after 24 months respectively. Sixty (35.1%) did not say on the time to have children. About 

82.3 %( 121/147) and 83.3 %( 145(174) reported to have two or more children in the future at 

the baseline and 12 months after follow up, respectively.  

 

The proportion of contraceptive use was decreased from 194(53.9%) at the baseline to 

174(48.3%) 12 months after follow up. Only 6.7% (n=13) and (8.6% (n=14) reported dual 

contraceptive use at the base line and 12 months after follow up, respectively (Table 3).  
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Table 3:  Reproductive, clinical and fertility intentions of HIV positive women (baseline versus 

12 months after follow up) in Addis Ababa, Ethiopia (n=360) 

 Baseline  12 months 
Description  HAART 

imitated 
(n=190) 
No. (%) 

HHART 
naïve  
(n= 170) 
No. (%) 

Total HAART 
users  
(n=190) 
No. (%) 

HHART naïve 
 (n=170) 
No. (%) 

Total 
No. (%) 

Number of living children       

0 66(34.7) 48(28.2) 114(31.7) 66(34.7) 48(28.2) 114(31.7) 

1 50(26.3) 52(30.6) 102(28.3) 50(26.3) 52(30.6) 102(28.3) 

2+ 74(38.9) 70(41.2) 144(40.0) 74(38.9) 70(41.2) 144(40) 

Need  to have more children        

Yes 80(42.1)/52 67(39.4) 147(41) 106(55.8) 68(40) 174(48) 

No 110(57.9) 103(60.6) 213(59.7) 84(44.2) 102(60) 186(51.7) 

number of  children needed   147   174 

1 13(16.2) 13(19.4) 26(17.7) 16(15.1) 13(19.1) 29(16.7) 

2 50(62.5) 45(67.2) 95(64.6) 68(64.2) 46(67.6) 114(65.5) 

3+ 17(21.2) 9(13.4) 26(17.7) 22(20.8) 9(13.2) 31(17.6) 

Time to have more children        174 

Within 12 months 24(29.6) 22(32.8) 46(31.1) 41(38.7) 26(38.2) 67(38.5) 

 After 24 months 14(17.3) 26(38.8) 39(27) 13(12.3) 23(33.8) 36(20.7) 

After 36 months 5(6.2) 5(7.5) 10(6.8) 6(5.7) 4(5.9) 11(35.1) 

Undecided(do not know and 
God knows  

38(46.9) 14(20.9) 52(35.1) 46(43.4) 15(22.1) 60(35.1) 

Contraceptive use       

Yes 87(45.8) 107(62.9) 194(53.9) 70(36.8) 104(61.2) 174(48.3) 

No 103(54.2) 63(37.1) 166(46.1) 120(63.2) 66(38.8) 186(51.7) 

Type of contraceptives        

Hormonal 43(49.4) 61(57.8) 104(54.1) 33(47.1) 56(54.3) 90(51.4) 

Condom 40(46.5) 37(34.4) 77(39.3) 32(45.7) 39(37.1) 71(40.6) 

Dual protect 4(44.6) 9(8.3) 13(6.6) 5(7.1) 9(8.6) 14(8) 

Who influence you (n=107)       

My family 37(68.5) 33(62.3) 70(65.4) 34(64.2) 31(60.8) 65(62.5) 

His family  17(31.5) 20(37.70 37(34.6) 19(35.8) 20(38.5) 39(37.5) 

Husband tested(n=184)       

Yes 62(67.4) 82(89.1) 144(78.3) 67(72.8) 82(89.1) 149(81) 

no 30(32.6) 10(10.9) 40(21.7) 25(27.2) 10(10.9) 35(19) 

Test result(n=149)       

Positive 45(72.6) 60(73.2) 105(72.9) 51(76.1) 60(74.5) 111(74.5) 

negative 17(27.4) 22(26.8) 39(27.1) 16(23.9) 22(26.8) 38(25.5) 

Disclosed HIV status (184)       

Yes 49(53.3) 57(53.8) 106(57.6) 57(62) 62(67.4) 119(64.7) 

no 43(46.7) 35(38) 78(42.4) 35(38) 30(32.6) 65(35.3) 
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Predictors of change in fertility intentions  

 

Adjusted analysis indicated that change from wanting no more children at baseline to wanting 

more children 12 months after follow up was significantly associated with woman’s HAART 

initiation (AOR, 2.46, 95% CI 1.20-5.20), marital status: single (AOR,5.32, 95%CI, 1.10-25.92), 

married(AOR, 6.34 95%CI 1.43-27.99) respectively  more likely to report fertility intention  than 

divorced/ widowed women.  The number of living children women have: one (AOR, 0.32, 

95%CI, 0.13-0.85) two and above (AOR, 0.36, 95% CI 0.15-0.91) respectively were less likely 

to report change in fertility intentions in comparison to women without children. Family 

influence (AOR, 3.7; 95%CI, (2.20-6.20), disclosure of HIV status to husband (AOR, 1.95 

95%CI 1.10-3.60), housewife by occupation (AOR, 3.60, 95%CI, 1.16-10.91) were predictors of 

change in fertility intentions. Whereas educational status, monthly income, partners’ desire to 

have children (AOR, 2.10, 95%CI, 0.83-5.01) and test result of partners (AOR, 0.64; 95% CI, 

0.22-1.86) has no association with change in fertility intentions of women living with HIV 

(Table 4).   
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Table 4: Adjusted logistic regression analysis of  change in fertility intentions among HIV 

positive women after 12 months follow up, Addis Ababa, Ethiopia (n=360)  

Variables  Change in fertility intentions AOR 

Yes (n=41) 
Number (%) 

No(n=319) 
Number (%) 

Adjusted odds ratio with 
95% CI 

HAART use      

HAART naïve  11(26.8) 159(49.8) 1.00 

HAART initiated 30(73.2) 160(50.2) 2.47(1.20-5.20)**  

Marital status     

Widowed/div 3(7.3) 89(27.9) 1.00 

Single 13(31.7) 71(22.3) 5.33(1.10-25.92)* 

Married 25(61) 159(49.8) 6.35(1.44-27.99)* 

occupation     

dependent 6(14.6) 98(30.7) 1.00 

housewife 13(31.7) 42(13.2) 3.60(1.16-10.91)* 

daily laborer 3(7.3) 40(12.5) 1.10(0.245-4.80) 

merchant  6(14.6) 20(6.3) 2.40(0.52-10.81) 

government employee  3(7.3) 28(8.8) 1.30(0.26-6.61) 

private business  10(24.4) 91(28.5) 1.22(0.36-4.20) 

Monthly income     

no income to below 500 birr 18(43.9) 184(57.7) 1.00 

birr 501-3000 19(46.3) 128(40.1) 1.41(0.57-3.46) 

birr 3001 and above  4(9.8) 7(2.2) 3.49(0.70-17.70) 

Educational status      

illiterate/informal education 9(21.7) 69(21.6) 1.00 

primary education  1-8 completed 18(43.9) 123(38.6) 0.96(0.40-2.44) 

Secondary education 9-12 completed 11(26.8) 106(33.2) 0.78(0.27-2.26) 

Tertiary education diploma and above   3(7.3) 21(6.6) 1.10(0.22-5.10) 

Number of Living  children    

O 22(53.7) 92(28.8) 1.00 

1 9(22) 93(29.2) 0.33(0.13-0.85)* 

2+ 10(22.4) 134(42) 0.36(0.15-0.91)* 

Family influence (n=360)    

no 24(58.5) 232(72.7) 1.00 

Yes 17(41.5) 87(24.3) 3.67(2.16-6.22)** 

Disclosed HIV to partner (n=184)    

no 3(12) 62(39) 1.00 

Yes 22(88) 97(61) 1.96(1.10-3.60)*  

Partner wants to have children (n=184)    

no 8(32) 78(49.1) 1.00 

Yes 17(68) 81(50.9) 2.1(0.83-5.01) 

Partner  tested (n=184)    

No 7(28) 28(17.6) 1.00 

Yes 18(72) 131(82.4) 0.55(0.21-1.44) 

Test result of partner(n=149)    

Negative  6(33.2) 32(24.4) 1.00 

Positive 12(66.7) 99(75.6) 0.64(0.22-1.86) 

**P value <0.001      *P value<0.05 
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Reasons for fertility intentions of HIV positive women    

 

Out of 360 participants, (41.7, n=147) versus (48.3%, n=174) reported fertility intentions at the 

base line and 12 months respectively. Reasons for positive fertility intentions for a child were 

related to medical concern, socially and culturally oriented, as shown in (Table 5). The most 

common reasons given for  wanting  child at baseline and at 12 months follow-up, respectively, 

were related to  presence of ART  (71%,n=104) versus 94(54%,n=94 ), followed by 

improvement of health condition (7%) versus (28%,n=48), and children are important part of 

marriage(8%,n=11)  versus (6%.n=11). A small percentage (5%; n= 7 at baseline and 3.0%, n= 5 

at 12 month of follow-up) thought that it was just due to recent marriage; by influence of 

husband (4%, n=6) versus (3%, n=5) respectively and some were concerned replace themselves.  

 

Table 5:  Reasons for wanting to have children in the future (before and after) (n=174) 

 

Reasons for wanting to have children    Baseline 

(n=147) 

Number (%) 

12 months after follow 

up  (n=174) 

Number (%) 

Presence of ART 104(7%) 94(54%) 

Health condition improved 10(7) 48(28%) 

Recent marriage  7(5%) 5(3%) 

Husband insisted me  6(4%) 5(3%) 

Health workers advice  2(1%) 4(2%) 

To replace myself / Original desire for 

childbearing unchanged by HIV 

5(3%) 5(3%) 

Current child needs siblings/do not want to leave 

my child  being alone  

2(1%) 2(1%) 

I like children( children are important part of 

marriage, either for present or future marriage  

11(8%) 11(6%) 

 



207 

 

DISCUSSION 

 

In this study we assessed change in fertility intention on the time of HAART initiation and when 

HIV positives linked to ART site and 12 months after follow up and factors associated with 

fertility intentions.  Our finding from the two round analysis indicated change in the proportion 

of fertility intentions of HIV positive women from 41% at the base line to 48.3% after 12 months 

follow up. The finding is similar to what other studies have found in sub-Saharan Africa (8, 30, 

31). However, they contrast with recent cross sectional study  in South Africa(20) which may be 

resulted from  difference  in the study design . 

 

There is no argument that childbearing is as important to PLWH as non infected counter 

parts(32). African social and cultural values dictate that having children is a key to the identity 

social status of women and men, including for PLWH. Similarly our finding documented that 

majority of women reported children are important part of marriage. It was also indicated that 

child bearing helps to secure marriage and linage continuity and many families often 

recommended that. These findings are also substantiated by previous study that women on ART 

quickly became pregnant even before their CD4 counts were improved because they  do not only 

want to fulfill their womanhood roles but also to prove that they were healthy (23). 

 

HAART use together with other factors became significant predictors of fertility intentions 

among HIV positive women in the study area, where total fertility rate is  2.4 children per 

reproductive aged women in Addis Ababa (4). HAART users compared to HAART naives were 

more likely to change fertility intentions from wanting no more children at the base line to 

wanting more children 12 months after ART initiation. The effect is statistically significant after 

controlling potential confounders of fertility such as number of living children women have, age, 

income and socio-demographic conditions. Furthermore, it was identified that change in fertility 

intentions associated with the number of living children women have, marital status. This is 

similar to previous reports from sub Saharan Africa (31).  

 

In compression to the base line the contraceptive use of women has decreased 12 months after 

follow up and relatively majority of the study subjects reported hormonal contraceptive use in 
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both scenarios which is effective in preventing unintended pregnancy. However, low proportion 

of dual methods use (6.6%; n= 13) versus 8%; n=14) was reported at the base line and 12 months 

after follow up, respectively. The finding is similar with finding reported (15%) from sub 

Saharan Africa (22).  While the use of dual contraceptive methods (condom with other methods) 

is safe to prevent unintended pregnancy and HIV (33, 34).  Our findings reinforce results from 

other studies; low use of dual contraceptive method resulted from this indicates the presence of 

low acceptance of condom use in sub-Saharan Africa due to socio-cultural influences and 

insufficient information (35). The study population might be at risk of acquiring sexually 

transmitted infection including drug resistant HIV virus.  

 

It was identified that change from no more children at the base line to wanting more children is 

more likely to occur soon after ART initiation among HIV positive women. Thus family 

planning should be an immediate priority for providers and discussed regardless of HAART 

initiation and satisfy safe fertility and contraceptive preference of women living with HIV in the 

area. 

 

STRENGTH AND LIMITATIONS  

 

As strength the study tracking a cohort of both HAART users and HAART naïve women for 

over a year and indicated that fertility intentions were not static.  A potential limitation of this 

study is relatively short duration of follow up (12 months), we did not follow a cohort of HIV 

negative women, our interview was limited only on two points and limited only public health 

facilities. It is also potentially subjected social desirability bias as the study outcome is self-

reported fertility intentions. Women may have become more aware by second round after 12 

months fertility intentions increase is expected and there for, they may have over reported it. To 

minimize these interviewers were not the same people who provide ART and other care and 

support service. Moreover, adequate training was given to data collectors and supervisors. It was 

also strictly supervised amid to reduce bias.  
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HAART use is significant predictor of change in fertility intentions and suggests that additional 

effort is necessary to avail integrated family planning, fertility and HIV services to address safe 

fertility goal of women living with HIV in the study area.    

 

In conclusion, we found evidence of change in fertility intentions among HIV positive women 12 

months after ART initiation. HAART use is significant predictor of change in fertility intentions 

of women. Furthermore, considerable proportion of women still does not consistently use dual 

contraceptive and remain a cause for concern.  

 

Overall, finding from this study calls to design target oriented interventions to promote safer 

fertility practices for those who wants to have future children and establish family planning 

counseling along with HIV services. Finally, Future research should investigate the potential 

influence of HAART on incidence of pregnancy and change in preventive practices with the 

involvement of partner.   
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ABSTRACT  

Background: in the light of antiretroviral therapy (ART) people living with HIV want to have 

children as well as prevent unwanted pregnancies, these heralds on the needs to consider safe 

fertility and preventive services to positive women along with existed comprehensive care. This 

study aimed to assess fertility and contraceptive decision-making and support for women living 

with HIV from the experience and perceptions of clients and providers at different public health 

hospitals and health centers in Addis Ababa, Ethiopia.  

 

Methods: We conducted focus group discussion and in-depth interviews with sexually active 

HIV positive women and key informants interview with health care providers. Overall, 53  

individuals were involved; including 36 clients through focus group discussions, 10  in-depth 

interviewees  and 7 key informant interviewees  from providers. Qualitative thematic content 

analysis was used. The discussion was guided by key study questions.  Open code software was 

used to group into themes then categories and codes were identified. 

Result: Majority of participants had wide range of contraceptive preference; while few 

participants indicated that they did not like to use.  Perceived stigma, accompanied side effects; 

men resistance to cooperate on the use of condom and family influence on women were the main 

reasons for not to use. The common reason for women to have children was resulted from family 

influence, partner desire and community perception being childless is taboo and considered as 

women’s responsibility. Many participants indicated that providers are supportive in offering 
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information but restricted to preventive methods using condom. Whereas not eager to discuss 

fertility and family planning options due to wide range of misconception.   

Conclusions: the finding indicated the need to integrate safer fertility counseling and 

contraceptive options to women living with HIV along with routine HIV care and support in the 

study area and beyond.  

 

Key words: fertility desire, contraceptive decision making, women, qualitative methods, Addis 

Ababa.  

 

Introduction  

Sub-Saharan Africa is  the region most severely affected by HIV[1]. Women of reproductive age 

account for 58% of the people living with HIV [2]  and 53% of all adult deaths [3].  In Ethiopia, 

more women (2.9%) than men (1.9%) are living with HIV [4]. Most of these women are 

particularly vulnerable to HIV due to complex burden they have including physiological, social 

vulnerability and gender inequalities [3, 5]. Since infected women are of childbearing age [4], 

they risk infecting their children and thus face difficult choices about childbearing. 

 

However, with access to highly active antiretroviral therapy (HAART) and preventive care 

people living with HIV are better able to consider  childbearing and parenthood [6] as compared 

to  early  days.  Earlier studies involving women on ART have revealed that most of pregnancies 

among positive women might be intentional [7-9].  Subsequent studies from sub-Saharan Africa 

reported highly active antiretroviral therapy (HAART) access has an influence on fertility of 

HIV positive women [10-12] and many PLWH have strong desires for biological children [8, 

13], also  majority of them intended to have more than two children [8,13], which entail 

unprotected-sexual intercourse. The desire of having children in the future has significant 

implication for the transmission of HIV to sexual partner and new-born [12]. 

 

Furthermore, qualitative studies from South Africa and Zimbabwe noted that the availability of 

ART and prevention of perinatal HIV transmission have also positively affected childbearing 

desires [13, 14]. Prevention of unintended pregnancy among HIV positive women through 
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family planning is the second element in a comprehensive prevention of mother to child 

transmission of HIV  (PMTCT) [15], endorsed by Global health leaders [16] and  has been ever 

going for the last  decades [17]. However, largely centered on the prevention of unintended 

pregnancies and has not comprehensively addressed their fertility and  contraceptive decisions 

making [18].  

 

Previous evidences also suggested that PLWH in developing countries often do not have sufficient 

information about contraception and parenting options [13]. It is difficult for PLWH who attempt to 

have children without adequate information and support as it can increase risk of HIV 

transmission and unintended pregnancies. Furthermore, health workers are comprehensive care 

providers who are expected to satisfy the need of women who wants to have children and wish  

to prevent pregnancies[19],  but the existed situation does not go with the current need of women  

due to  various reasons such as  widespread misconception about safety of contraceptives, 

providers attitude, stigma, family and community perception towards childbearing [10, 20].  

 

Ethiopia has been striving to avail ART to women living with HIV, there is a need to augment 

the existed care and support activities undergoing in Ethiopia boosted with contextual findings. 

Thus, this study attempts to explore contextual factors that explain the situations and 

circumstances in which women make decisions about their fertility and contraceptive preference 

and the support available as well as perception and experience of providers in choosing the 

fertility and contraceptive preference of women living with HIV in Addis Ababa.  

 

Methodology  

Study setting 

The study was conducted in health facilities of Addis Ababa, Ethiopia. Fee based, antiretroviral 

treatment began in 2003 and free ART was launched in  2005 [21]. Since then, a total of five 

public hospitals and twenty five health centers have been  offering ART [22]. About 124,983 

people living with HIV were enrolled of whom 76,035 have  ever started and 54,667 are 

currently on ART in the city [4]. The Addis Ababa community has fertility rate of 2.4 per 

reproductive aged women  [4] 

Design and sampling procedures 



217 

 

The qualitative data collection methods such as focus group discussion, in-depth interview and 

key informant interview was conducted between Octobers and December, 2013.   

 

Study population 

The study population was selected purposively. All HIV positive women receiving care at the 

ART sites aged 18-49 years, reported having sexual relationship 12 months prior to the data 

collection, and women living with HIV serving as mother support group and adherence 

supporters were participated. Health care providers were physicians, health officers and nurses 

directly involved in care and support activities for women living HIV at each hospital and health 

centers. 

 

Data collection 

Focus group discussions (FGDs) were conducted to obtain broader views and experience and 

perceptions of women concerning fertility, contraceptive preference. Then with the mirror of big 

picture from FGDs; in-depth interviews (IDIs) were conducted with HIV positive women to 

explore individual’s life experiences and perception about fertility, contraceptive. The sample 

size was determined on the basis of theoretical saturation (the point in data collection when new 

data no longer bring additional insights to the research questions).  

 

The participants were selected purposively and potential participants were identified at the time 

of clinic visit. by using screening tool to assess for eligibility for age (18-49 years), sexually 

active, enrolled in the care and support activities of the site).The potential participants were 

invited to a private room and clinic providers were introduced with the study interviewer, who 

provides a brief description of the study. Interested clients were received and completed 

participation information. The discussions were facilitated by the two expreienced moderators( 

Msc Nurses) together with principal investigator.Aassistants were involved to capture non verbal 

cues and other non recordable issues. The participants’ line was not affected during the 

discussion   
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Data collection tools 

Semi structured interview guide for focus group discussion, in depth interview and key informant 

interview was developed in English and translated in to Amharic by experts’ who are fluent in 

both languages and back translated to Amharic to cheek its consistency.  Important concepts and 

points for development of the questionnaire was derived from published articles [14, 23] and 

adapted to the local context tools were prepared by considering the culture, values and language 

of the study subjects.  

 

Data processing and analysis 

All discussions were tape-recorded and a note taker was present in all discussions.  It was 

transcribed verbatim in to the language of discussion, Amharic. The transcribed text was given to 

three of FGD, two IDI and two KII participants to read and check weather all points were 

properly captured or not. The checked texts were translated to English and back translated to 

Amharic to see its consistency. The initial step in the analysis was to read through all the 

transcripts several times while making notes in the transcript. The notes were reviewed by 

multiple readers and themes identified and coded, to ensure that all the key themes were 

captured. The research assistants and investigators used an empirical approach to modify the pre-

determined themes. After verifying and reviewing the coded and labeled responses, the authors 

identified major themes 

 

The English version of the data entered in to an open code software version 3.4 for analysis and 

the codes were grouped into categories in order for themes to be identified [24]  Codes were 

grouped into categories. Then the themes and subthemes further identified.  This was intended to 

indentify similarities as well as differences in experiences and opinions across various categories 

of participants (women, providers, at different health institutions).  Further key questions were 

put in to memos during coding, letter they used to incorporate to illustrate the main ideas during 

the write up. Quotes and important points presented by the participants were presented along 

with the qualitative data to give emphasis of the concepts. Qualitative latent content analysis 

technique was used. The data were therefore condensed without losing quality (Figure 1)  
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Figure 1: Schematic presentation of data processing of the study, Addis 

Ababa, Ethiopia. 

 

Ethical considerations 

 

Ethical clearance was obtained from Institution review board (IRB) of college of Health 

Sciences; Addis Ababa University. Written permission was obtained from Addis Ababa city 

administration health bureau. Consent was obtained from chief executive officers, medical 

directors, case teams and/or matrons and head nurses. Verbal consent was obtained from 

individual clients.  Interviews were conducted in a private, quiet, ventilated, lighted room to 

respect the study participants’ anonymity and boost their confidence on the study. Each piece of 

information that was obtained from every responding subject was handled under strictly 

confidential care, locked in separate locker handled by the principal investigator. During 

discussion the name of participants was not indicated, rather codes were given for each 

discussant’s and the cod was employed for transcription. 
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At the end of each interview session study participants were provided with general information 

on the means of improving their contraceptives and condom demonstration was done if the need 

arises. The study did not cause harm neither to the data collectors nor study subjects. As it was 

arranged with their usual follow up period no compensation was given to all participants. 

 

Data quality assurance mechanism 

 

A randomly selected transcripts and translates were compared with the original records by 

experts to verify the accuracy. Involvement of multidisciplinary research team, the data 

collection tools were prepared by considering the culture, values and language of the study 

subjects. Ethical clearance was optioned throughout the process. Verbatim transcriptions and 

content analytical procedures were used to make the study rigorous. The tape record was 

supported by field note to cross check the information. Transferability was enhanced by using 

purposive sampling in selecting the discussants. Independent coders were used to ensure the 

conformability of the information and differences were solved through consensus. Detailed 

literature search was used to support the description of findings and controlled. Credibility was 

assured by follow-up interviews with participants and member checking [25]  

 

RESULTS  

 

A total of 53 participants were involved in the study, including 36 through FGDs, 10 IDI and 7 

key informant interviews. The 36 FGDs participant included women age 18-49, adherence 

supporters and mother support groups. On average 9 participants were involved in each FGD 

with minimum 8 maximum 12 participants. A total of 10 IDI participants were positive women.  

The health care providers interviewed include (6 nurses and 1 health officer). The number and 

category of interviews conducted are summarized in (Table 1)   
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Table 1: Socio demographic characteristic of the participants by category, 

Addis Ababa, 2013 
Categories  Age FGDs* IDIs# KIIs** All 

Positive women  18-24 years 17 4 - 21 

Positive women 25-45 years  19 6 - 25 

Providers  - - 07 07 

Total response   36 10 07 53 

   Key:  *Focus group discussions,   #in depth interviews, **Key informant interviews 
 
 

The experience and perception of clients and their providers on fertility and contraceptive 

decision making and available support in ART sites from clients and providers view points, are 

presented, (Table 2). Three main themes were identified and are described by categories and 

codes. Theme I deals about preferred contraceptives which are subcategorized in to type of 

contraceptives, factors affecting on the choice of contraceptives, dual contraceptive methods, 

condom use and associated challenges (fear of disclosure, resistance men vs. women 

themselves). Theme II discusses on fertility desire that comprises factors affecting decision to 

have children such as presence of ART, women’s desire, partner desire and family influence.  

Theme III focuses on support of health care providers and health workers voice that highlights 

attitude of clients about existing support and health workers perception and experience about 

fertility and contraceptive options to women living with HIV.  

 

All participants across discussions reported importance of considering fertility and contraceptive 

options along with the existing care and support activities in the study area. It is important to 

better integrate family planning services in the same site as it is important in maximize fertility 

information and contraceptive use of women living with HIV. 
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Table 2: Fertility and contraceptive decision-making and support for HIV 

positive women: by themes, sub-categories and codes, Addis Ababa, Ethiopia, 

2013.  

Themes sub-categories codes 
Theme I: 
Preferred 
contraceptives   
 

Type of contraceptives  common condom, other methods 

Factors affecting choice of contraceptives availability, condition of women, side effects, miss 
understanding, mass media,  accept what is available 

Using dual contraceptive methods ignorance, attitude, inappropriate counseling, concordant 
result, partner resistance 

Challenge with condom use: 
factors affecting  
fear of disclosure 
Resistance: men vs. women  
.       

religious, myth, partners influence ,women’s misconceptions, 
taboo, 
Lack of available methods, 
disclosure 
Resistance(men vs. women) 
less value to women’s suggestion 
lack of confidence 
submissive, fear of unknown  
similar result, dissatisfaction, own perception 

Theme II: Fertility 
desire 
 

Factors affecting decision to have 
children: presence of ART on  women’s 
desire  partner desire and family 
influence 

 presence of ART, to replace self, not to leave a child alone, 
economic problem, loss of child, community acceptance of 
men, fertility and women, interference of extended family, 
unplanned pregnancy, stigma, social security, fear of being 
sterile    

Them III: Support 
of health care 
providers and 
health workers 
voice  

Support of providers and attitude of 
clients(perception and experience about 
support)   

focus on condom alone, providers knowledgeable, busy , sero-
status, , no focus on fertility decisions, no support for those 
who want to have children     

Health workers voice/perception  and 
experience  

women needs to have a child,  
CD4 and clinical improvement 
support is not comprehensive  no other contraceptives except 
condom, lack of awareness, no training  for other methods and  
double contraceptives 
not available in ART sites   
forced to refer to other sites    

 

 

Theme I:  preferred contraceptive methods 

1.1 Type of contraceptives  

 Majority of participants from FGD and IDI reported that the choice of contraceptive methods is 

based on condition of women and availability of methods within each health institution. Most of 

the participants reported that condom is the preferred contraceptive method over others. 

Furthermore, injection, implant, loop and pills were among methods listed by the participants.   
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1.1.1. Injections 

 

Many participants reported that injection is the most preferred method following condom, since 

there is no need to remember now and then. However, refelected their concern about its problem  

like headache, back pain, excessive weight gain, irregularity of menstruation, mood change  and 

sterility after taking it  for a long period of time.  

 

 “I know women who became sterile after taking injections for a long time that is the 

main problem with family planning.” (38 years old HIV positive woman) 

 

“…even I do not like to see my husband; such behavioral changes are often seen after I 

have started taking injection (34 years positive woman)  

 

“…. my neighbor has been taking injections, but she has gained considerable weight” 

(35 years positive woman)  

 

 

 On the other hand, those women who had living children preferred injection for its long term 

amenorrhea. 

 

“I had enough number of children and have been using injection every three months. I 

liked it because it stopped   menstruation and I was happy with it as it does not require 

remembering.” (37 years old woman with 2 living children) 

 

1.1.2. Loop 

 

Many participants preferred loop as it has no side effect like that of injection, no need to have 

surgery and it is possible to remove it when a woman want to have children. Participants 

reported that preference of loop was due to the current advertisement by mass media especially, 

the Ethiopian Television. However, some had concerns of exposing their  privet part of the body 

and worry that loop can go to internal parts of the body,  deep in to the abdomen, may also go to 

the brain or can be displaced to unknown places and consequently may cause a long term 

problem.  

 

 “… it can go to the internal part of the body and shall be difficult for a woman working 

hard as it can cause back pain” (36 years old ART naïve woman). Another participant 

also reported that “for women who work hard, it is difficult to tolerate loops, but for 
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women who have light work or do not have at all might be good.” (35 years old woman 

on ART)   

 

1.1.3. Implants 

 

Most participants reported that they  prefer to use implant and have experience of using it, since 

there is no need of remembering, like that of pills and can be used for a long period of time but 

most providers are not comfortable for  such options as it takes long procedures in comprision to 

injection. Some participants also reported that “It is difficult for women carrying heavy objects 

as it causes pain on the shoulder.” It was also reported that implants need surgery which causes 

pain.  Few of them also do not want to use implant at all, due to “concern of dying with foreign 

body (or implant inside the body).”  

 

“I have implant now, but the nurses promised me to remove if I die, since religiously it is 

not accepted for someone to be buried with foreign body.”(36 years old HIV positive 

woman) 

 

All participants are well aware of the presence of permanent contraceptive methods such as tubal 

ligation and vasectomy, but had concerns about their irreversibility and acceptability religiously 

or culturally.   

 

A participant enquired “after God has created us fully why we go for distraction?” she 

asked, ‘what will happen if a woman pushed by husband?’ No one will marry her again, 

so fertility is security for woman’s existence in our community” (31 years old HIV 

woman) 

 

1.1.4. Oral Contraceptive Pills  

 

Pills are methods rarely selected in compraision to injection, condom and implant.  It is easy to 

forget, it irritates stomach it cannot be taken without having food.   

 

 “When someone takes tablet, one has to eat food if not   taking tablet for a long time may 

be harmful.” (40 years old HIV positive womanon ART); another participant reported 

that pills can be accumulated in the stomach and form some form of swelling in the 

stomach which leads to long term problem.” (32 year’s old ART naïve woman) 
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“… I personally do not like any tablet even I used to crash the tablet in to pieces before I 

take it God knows what will happen when I start ART.” (39 years old HAART naïve 

woman) 

 

1.2. Dual contraceptive methods  

 

Majority of the participants from FGD and IDIs reported that their knowledge and practice of 

contraceptive methods were limited to condom, rarely, implant, loop and injectables. Few 

participants reported the use of additional methods together with condom. They also said that 

they lack confidence to use additional methods mostly due to lack of knowledge on the need of 

additional methods and fear of side effects when taken with ART. Most of the participants 

addressed that they lack clear information except condom use especially from health care 

providers.  

 

“… I think the information we get about dual use of contraceptive methods is not 

complete this is due to inadequate counseling by health care providers…” (28 years old 

ART naïve woman)       

 

1.3. Male condom  

 

Participants reported that condom is the preferred method and most participants agreed that 

women should negotiate for male condom to prevent drug resistant virus and prevent other 

sexually transmitted infections.  Furthermore, condom is important for couples to prevent 

unplanned pregnancy and sexually transmitted infections and is “the method women easily get 

from ART sites, while coming for follow up.”   

 

1.3.1. Factors affecting condom use  

 

Using condom has challenges, the most common being myths attached with such as “condom 

brings HIV itself” condom can lead person “to promiscuous” and “loss of trust between couples”. 

The other challenge is economic dependency of women, misconception of couples and resistance 
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of men, lack of decision making, taboo talking sex and sexuality, especially from a woman side. 

Women are unable to talk freely and do not try to convince their husbands to use condom. 

 

1.3.2. Fear of disclosure  

 

Most participants reported that women are the first to know their sero-status, usually screened at 

antenatal follow up or for other health problems and they are the first to face challenges in 

disclosing HIV status and dealing with condom use issue. It is not easy for dependent women to 

overcome such a problem. Most of the participants said that “When a husband became HIV 

positive the wife usually, accepts using condom, but the problem is serious when their sero-status 

becomes different.”  It is also a challenge for those women living being discordant which end up 

in lack of confidence, violence and divorce.  

 

1.3.3. Men resistance  

 

Most of the participants reported that men are not comfortable using condom and do not want to 

discuss it anymore. Men usually resist using condom because of lack of sensation, failure to have 

erecting and feel as if “eating a banana without “peeling” and wide range of misconceptions 

about it.  

“Some men want to relate condom as if it contradicts to their belief as “God do not allow 

sex with covered organ.”(32 years old HIV positive women)  

 

“If I ask my husband to use condom he may not trust me or my complain not to use, 

usually when husbands are requested to use condom the first thing they raise is “you do 

not have trust on me “you are cheating on me and that is why you request me to use 

condom’ where do you get this?’ and the likes are common reasons for their 

resistances.” (34 years old HIV positive woman on ART) 

 

“I have never used condom because when I  asked my husband to use it he was not 

willing as a result I was  forced to to use  other  pregnancy prevention methods, like pills  

” (37 years old  HIV positive woman ) 

 

“I asked my husband to use condom but rather asked me ‘what change to bring, once we 

become positive?’ ‘Why do you bother and what comes after all?’  I could not convince 

him and still we have sexual intercourse without condom. I am on ART and my husband 
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is positive, but did not start ART.”  (30 years old HIV positive woman on ART with 

husband who did not start) 

 

Conversely, women have unknown fears   like if  a woman resists to have sex with her husband  

without condom she feels that  he might go to other woman and  the consequence might be 

worsen, so women themselves, accepted the issue as if their responsibility is  to satisfy their  

husbands request.  

 

“A Woman should use condom if her husband is willing to use, if he resists, she do 

nothing because it is woman’s responsibility to satisfy her husband otherwise he will go 

to other places.” (37 years old woman with HIV positive husband)  

 

Men also resist using condom when they buy sex from commercial sex workers (CSWs) after 

they take alcohol. In case a CSW asked to use condom, then she gets less payment in comparison 

to those who are willing to do without condom. 

“…  I am ready to use condom  if  men  are willing but   most of my clients  are not 

willing to use rather they pay me  more money , I usually be  flexible and  use  without 

condom due to fear of  losing my clients.”(36 years old HIV positive CSW on ART) 

 

Most of the participants reported, that it was men who decide not to use condom without 

respecting women’s suggestions as they are bread winner and physically strong as well as 

accepted by the community.  The issue is challenging even to women who have relatively better 

awareness about condom use and working as mother support group and adherence supporters at 

different health institutions.  

 

 “I usually tell my friends to use condom, but lost my confidence since I am not using 

condom due to my husband‘s resistance.”  (30 years old woman working as mother 

support group and living with positive husband) 

 

“I could not use a condom because when I told my husband to do so, he shouts at me and 

warned me that will go to the extent of separation.” (36   years old woman working as 

peer educator) 
 

“We were married after both my husband and I became HIV positive and when asked 

him to use condom he usually says” both of us are positive why do you force me to use 

condom?  “Do you have doubt on me?” when I asked him repeatedly one day he said 

“the reason I married  a positive woman is not to lose my freedom” From that on  I 
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stopped asking him due to fear of the consequence (31 years old  positive woman living 

with positive husband on ART working as peer educator) 

 

1.3.4. Women’s resistance  

On the other hand, the problem of resistance against condom use is not only limited to men but 

also there are women who are not willing to use condom. . Majority of the participants reported 

that many HIV positive women are living with HIV negative and or HAART naïve husband but 

not using condom properly. They reported that couples are doing mistake as a result of 

ignorance, resistance and ART complacence. Moreover, many people are failed to use condom 

as result of being positive, participants across the group indicted that when both partners become 

positive and stay with the infection they failed to adhere on condom use, rather want to associate 

means of trust and love.  

 

“As far as we trust each other, why we worry about condom after being positive?”(41 

years old HIV positive woman on ART living with husband on ART)  
 

“I do not use condom because it dissatisfies me.” (38 years old positive woman living 

with HIV negative husband) 

 

 “I have met a new partner quite recently but I have not discussed my ser status. I am not 

ready to tell him about my sero-status. Obviously, it is difficult for me to raise condom 

issues at this time before disclosure and I heard while he complains that ‘condom makes 

me lose interest in sex’.  ” (23 years old woman on ART living with unknown sero-status 

boy friend) 

 

Some women are secret to tell their status because of their own reasons. As women keep secret 

it is difficult for them to stop or plan child bearing.  

 

“I myself not comfortable to use condom and at any cost I need it in naked condition.” 

(40 years old HIV positive woman living with negative husband) 

 

“I know my friend who had new partner after the death of her husband. She has been on 

ART for many years and not living with new partner,  she has adequate income and 

children from the deceased husband but she did not tell her status to the new boy friend  

and even do not know the status of her friend. When I ask her to tell the reality she 

resisted me due to fear of separation as she is in love.  In general he is looking for the 
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available resource and she is looking for the satisfaction and nobody bothers the 

prevention issues at this time.”(30 years old HIV positive woman) 

Theme II: Decision to have children   

A. Factors affecting fertility decisions: 

All participants indicated that many women living with HIV intend to have children. The 

decision to have or not to have children is influenced by multiple factors, including presence of 

ART, health improvement, existed situation about PMTCT (prevention of mother to child 

transmissions of HIV), income, desire to replace self, social security  family and partner 

influence.  

B. Effect of ART access  on fertility intentions of women   

 
Availability of ART made possible an extended lifespan and cause HIV positive women to 

rethink their future children and contraceptive options. Many discussants acknowledged that 

ART has made “the impossible one possible.”  

 

“Before start of ART live alone to think fertility it was hard to imagine and live in this 

world. No one wanted to die by leaving orphaned child, but ART has changed our life.” 

(30 years old HIV positive woman) 
 

 

 “Starting ART is a must for a woman before she decided to have child,  unless we take 

precautions pregnancy might come accidentally like it did on me. “For example I am not 

yet started ART but I got pregnant by mistake and thanks to God my child is free but I will 

never do the second mistake.” (25 years old HIV positive woman)  

 
Many discussants reported thatthey have strong desire to have children.  A 34 years old HIV 

positive women reported that because “have seen when positive women are getting free child” 

and ‘No problem to have children as far as woman uses ART properly’; another women added 

that ‘I have plan to have children because I get improved thanks to ART and the next issue is 

income that might challenge me otherwise I have plan to have children in the future.’  
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Still the desire of future children was not limited to one child as most of them reported that “not 

good to leave a child alone because a child will face problem as we have been facing stigma. If 

we get at least two they will support each other.”  

 

“…I personally had free child last year and I still want to have additional child in the 

future because I do not want to leave my child alone.” (26 years old HIV positive 

woman) 

 

Many participants suggested that “at least two children are must” even participants expressed 

their concern to extent of “a person without children is Bekumu yemote new” in Amharic means 

being childless is equivalent to ‘person who is buried alive’.” 

 

“I want to have children, they are my only gifts; I trust to leave to my family and relatives 

when I die.”(31 years old HIV positive woman)  
 

 

While future fertility is more important among women who do not have children, it is less 

important among those having living children and who lost children especially as a result of 

HIV. 

 

“Currently, I have three children they are enough for me “Enrsun shih yderegelegn” in 

Amharic means “I pray to god to let them be thousands” (38 years old HIV positive 

woman who have children)  

 

Conversely, women who lost their children are less interested to have children in the future as a 

result of bad experience she had. “I have sad event due to a loss of a 5 years old child with HIV, 

currently I do not plan to have children in the future.”(34 years old HIV positive woman who 

lost her child)  

 

However, the situation is not the same across all participants as most of the discussants reported 

that “Moten mashenef yemichalew bemewlled new” means “The only means to win “the battle 

against death is by having children” 

 

C. Partnership influence   
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Majority of the participants reported that woman should accept what her husband is saying if 

she wants to have smooth marital relation otherwise the consequence is severe. Not only the 

husband but also women consider a means of existence and love to her husband  

  

“… For a man, who gave his life to his wife, he should get children as a reward and woman 

should give births, or else she cannot convince her love to him.”(32 years old HIV positive 

woman)   

 

D. Family influence  

 

There is deep routed misconception about pregnancy and women especially at early stage of 

marriage in our community and association of childbearing as the issue of women and accepted 

as a norm. Furthermore, interference of extended family and social encirclement in general 

predisposes women for unplanned pregnancy.  

 

In Ethiopian community having a child is a must for a woman in order to get her position and 

acceptance from in-laws and the community. Majority of FGD participants reported that pressure 

starts during her wedding as everyone sings a common song like “yezare amete yemamush 

ennate” meaning “by next year she should be a mother.”  This has strong message for couples to 

have child as soon as possible.  Husband’s family including, neighbors whisper to him; as 32 

years old woman rightly put “Bekllo new Feres Yegezahaw?” in Amharic   means did you buy a 

mule or a horse?  They want to represent a sterile woman to a mule and a fertile woman to as a 

horse.  

“My neighbor asked me nine months after my wedding ‘why do you stay for nothing?’ or 

‘do you have someone you are looking for?’  I got pregnant without my plan, just not to 

be blamed” (30 years old HIV positive woman living with HIV positive husband)  

 

“My neighbor asked me why I do not give birth and I asked her to pray for me. She said 

to me unless you take contraceptives how could this happen, and she suspected that I hide 

contraceptives (pills) in my bedside.” (21 years old HIV positive woman living with 

negative partner) 
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Discussants from IDI addressed that for planned pregnancy and preventive practices couples’ 

agreement is important, but couple’s agreement is not sustainable as it can be affected by social 

norms of the community and when family and neighbors start murmur and pointing finger the 

couples planning is distorted  

 
 

“I married an HIV positive husband and before our marriage we agreed not to have a 

child but he has changed his promise and even asked me to get pregnant sooner than my 

expectation?” (30 years old HIV positive woman) 

 

Theme III: Support of health workers for HIV positive women  

  
  

A.  Women’s perception and experience about support from  ART providers  

Majority of the participants across the discussants reported that health care providers working in 

ART sites are comfortable in discussing about “condom together with ART”. However, the 

fertility and contraceptive option including dual contraceptive method use is largely neglected. 

They are reluctant in advising other methods as 30 years old HIV positive woman rightly put “I 

think it is not available with them”; other participant added that “the first and the last counseling 

is condom.” (29 years old HIV positive ART naïve woman); unlike ART providers those who are 

working in family planning units are not familiar on how to handle PLWH and difficult to 

choose the best methods.  

 

“I have been with the virus for the last eight years, I have never heard while health 

workers are talking about fertility and contraceptives options, except condom. I was 

pregnant some five years back and health workers were shocked at me instead of 

supporting me, but now a lot of changes are there.” (28 years old HIV positive woman) 

 

“Health workers from ART sites  have condom at hand it was nice to have additional  

methods together with ART and it will be easy for us to communicate with them because 

they are the one who knows our status.” (21 years old HIV positive woman) 

 

“I think it will be nice if everything available in one place, no need to worry about 

disclosure to other providers and it is difficult to tell about our status to everybody.” (37 

years old HIV positive woman) 
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“When we go to other providers, we never know might be a person who knows us and 

difficult to be sure about our confidentiality in such cases, we do not trust all providers 

can respect our confidentiality.” (38 years old HIV positive woman)  

 

“It is difficult to tell now and then about HIV to everybody and more difficult to providers 

who does not know on how to handle PLWH.” (34 years HIV positive woman) 

 

When asked whether they have asked the health care providers or not: Most of them said did not 

ask, the common reasons was they believe that providers are knowledgeable, “they have capacity 

to select the best for us.”  Many participants also reported that providers are busy and many 

clients are waiting outside. Few participants also reported that they have asked providers, but the 

only method as usual condom and recommend going to other units or health institutions to get 

other methods  

 

“When they advise us to go to other providers we need to arrange some other time and it 

is difficult to get permissions from our work place, it would be nice if we get all services 

on the same place by the ART providers along with our follow up time.” (32 years 

positive woman)  

 

“I asked providers about other methods and they recommended me to go to other places, 

actually I did not, due to fear of disclosure and feel that other providers are not familiar 

on how to handle positive women.” (23 years old HIV positive woman on ART) 

  

However, few of the participants reported that the problem is from us. If we raise the question 

they will give us the information, but we assume that they are “busy and difficult dealing such 

issues, while many clients are waiting outside.”   

 

The point was substantiated by health care providers who undergone Key informant interviews, 

three participants conformed that the emphasis is on ART and condom provision. Whereas; the 

fertility and contraception options are highly neglected 

   
 

B. Health workers view about fertility and contraceptive decision of women living with HIV 

 

All participants from health care providers reported that HIV positive women have a right to 

have children, plan family, use appropriate preventive methods and should get target oriented 

support. They also emphasized that as far as her CD4 cell count and clinical symptoms are 
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improved they have chance of getting everything they want. Furthermore, they usually advise 

clients to stay for a while and inform provider about their situation before they decide to get 

pregnant.  

 

“We used to advise women not to get pregnant at early times of ART and always we used 

to tell about use of prevention methods especially using condom. Most of them accept as 

we tell them to do, but few women are requesting ‘condom is not enough’ but we do not 

solve such problem as we did for ART. This might be lack of awareness from our side and 

practically we know many clients become pregnant while they have been reporting 

condom use.” (HCW form hospital)  

 

Many providers promote only condom to HIV positive women because no contraceptive options 

to select and are not confident to inform the safety about existing options. Clients are not 

empowered when they go to other health institutions for other options and commonly refrain 

from going to the recommended place.  

 

“We do not have options except condom. The family planning is not available in our facility,   

we usually advise them to go to nearby health institutions. They usually request how to 

approach other providers and worry on how to tell their sero-status. (HCW from Hospital)  

  

 

 “We recognize their concern about stigma and we usually tell them the presence of shared 

confidentiality.” But they are not confident to discuss the issue and give the chance of 

selection to the providers; this resulted from lack of awareness from clients   and 

inappropriate counseling from providers.” (HCP from hospital)  

 

Participants reported that few clients willing to raise discussion on contraceptive options and 

fertility issues, but providers do not give chance to go further discussion about the advantages 

and disadvantages of each contraceptive method. The participants also highlighted that the 

problem resulted from lack of updated knowledge about each methods and counseling issues  

 

“We do not have adequate knowledge on how to handle different contraceptive methods 

to positive women and we feel as if it is time consuming to open such topic while many 

clients are waiting outside.”(HCW from hospital)  

 

Few of them also agreed that they have basic knowledge about different contraceptive methods, 

but they lack updated practices and counseling techniques. Majority of them also discussed that 

they have gap in considering the fertility and contraceptive options along with ART. This has 
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contributed for clients’ misconception.  The providers also stressed that unless providers are 

updated the problem will sustain being public health issue in the study area and beyond. 

 

DISCUSSION  

 

This study shows valuable insights in to perceptions of women living with HIV and the providers 

view and experience about fertility and contraceptive decision of women living with HIV and  

assessed  prevailing situation that women living with HIV directly face while they are trying to 

have safer fertility and preventive practices.   

 

It was reported that condom is the preferred method of contraceptive available in the ART sites 

and linked with the care and support activities specifically to positive women in the study area; 

which is consistent with previous report in study area.  Many women are either using one 

contraceptive method or not using at all being on ART. Women are suffering from secrecy, 

powerlessness, male dominance and economic dependence. Males are not willing to us condom 

due to lack of sensation, discomfort, difficulty with organ erection, not important to use and 

failure to accept women’s suggestion. 

 

Furthermore, our finding indicated that while, the desire to have children and demand for 

contraceptive option among the study subjects is high, which is consistent with previous studies 

from Sub Saharan Africa [10, 14]. The information to those who want to have children or want 

to use other options is scarce, which is challenging to positive women and had wide range of 

misunderstanding about advantages and disadvantages of each method. This might have resulted 

from lack of information as it has been reported from previous studies from developing countries 

[13]    

 

Women in the study area reported that with the exceptions of male condom, getting other 

contraceptive methods is difficult as it enquires disclosure of sero-status to other providers, time 

wastage and failure to relay to those who do not know their status; as a result, women failed to 

stick to what they want to plan. Furthermore though, contraceptives are free in public health 

institutions in the country, they have to pay when they want to get it from private institutions and 
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if the other option requires extra transport and time that maximizes the cost of contraceptives in 

their locality. This is similar to previous studies reported cost of contraceptives as reason that 

hindered them from using options [26, 27]. In considering contraceptives availability contextual 

socio-cultural norms, health concern and misconceptions need to be addressed.  

 

Participants aware on importance of preventing unplanned pregnancy and sexually transmitted 

infections including drug resistant HIV virus and wants to have HIV free child whenever they 

want to have but most of them relayed on either condom alone or other separate contraceptive 

methods and use of dual contraceptive method (condom with other contraceptive methods) was 

not taken into consideration which indicates presence of information gap. The finding is 

consistent with previous study conducted in the northern part of Ethiopia associated with  lack of 

knowledge, communication gap between providers and lack of condom approval [28].  

 

The main challenges for using male condom were fears of being blamed like having multiple 

sexual partner, religious issues, fear of disclosure of HIV status to partner or others, resistance of 

husband in using condom and lack of awareness about the importance of using condom along 

with other contraceptive methods and lack of negotiation skills to convince husband, being 

abandoned as a result of economic problem which leads to social isolation and pressure from the 

community. Conversely women have fear of unknown like if women resist their husband sex 

without condom he might go to other women or the consequence might be worsen and causes 

violence and divorce. This in accordance with misconception of women themselves has 

contributed for poor adherence to condom use. 

 

Gender inequality places women at greater risk of being infected by HIV. Women lack power 

over their sexual lives, the prevailing social and economic inequalities increases their 

vulnerability. With increased poverty and other factors women found themselves for causal 

relationship with men for financial gain. The problem is severe among those working as 

commercial sex workers.  

 

Presence of ART has positively affected the desire of children and family planning option of the 

study subjects. The result is consistent to previous report from sub Saharan Africa[14, 29]. In 
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addition to this,  the demand and reasons to have children among positive women is similar to 

HIV negative women as previous study in the country indicated [30] and our finding identified 

that influenced by social acceptability, availability of methods, own perception, considered as  

means to minimize stigma and  social security. However, the cumulative effect has forced 

women to demand at least two children,  the reason was to continue their offspring’s   who will 

support each other and leave with existed stigma.   

 

In general, there is deep routed misconception about pregnancy and women especially at early 

stage of marriage in our community , male acceptance,  relation of child bearing as the issue of 

women,  interference of extended family and social encirclement in general predisposes women 

to  unplanned pregnancy as different studies from developing countries such as  Argentina 55% 

[31] and sub-Saharan African 10-65% [32] of  HIV positive women reported unplanned 

pregnancies [31, 32].  This result indicates importance of public health intervention that targets 

HIV positive women. 

 
 

Clients have fertility desire and demand for verity of contraceptive methods. However, 

providers think in terms immunological (CD4 count) and clinical improvement. The result is 

consistent with earlier study from South Africa [33]. Further more,  HIV positive women had 

not discussed their fertility desires with health care providers due to fear of anticipated negative 

reactions; this is consistent with previous studies from Africa [10, 13, 34] . Those women who 

tried found that providers were busy and not open for discussion and others also admitted that 

reluctant by assumption that providers know the best option for them. 

  

Similarly, providers evidenced wide spread misconception about options and safe methods 

largely resulted from insufficiently trained providers especially on counseling part. More over, 

providors noticed that they usually discuss pregnancy risk and STIs risk separately. The 

counseling ways did not help them to think comprehensively and the issue more severe when the 

fertility need of clients not considered at all. Then updating providers should be vital issue to 

satisfy the current need of women living with HIV in the study area.    

 



238 

 

In conclusion, the finding indicated existed progress in integration of contraceptive and HIV 

services in the study area. However, study identified numerous gaps on information related to 

contraceptive options among HIV positive women and wide range of misconception about 

fertility need of women living with HIV. The study also emphasize the need to augment 

knowledge on safer contraceptive options to clients and their providers and improve target 

oriented support to women who wish to have children in the study area. 

 

LIMITATIONS OF THE STUDY  

 

This study has the following limitations; limited to the reflection of positive women and their 

providers. It failed to include the view of male and HIV negative women. More over the findings 

are confined to urban area where care and support activities are well organized in comparison to 

the rural set up. It is recommended to conduct the study in rural setting and different contexts in 

the country so that will help to view from different perspectives.  
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