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Abstract

The magnitude of HIV/AIDS in Ethiopia is ever increasing. It is also believed that the use of
substances is increasing in some major towns including Addis Ababa. However, data regarding

the relation of substance abuse and HIV infection is lacking.

A case-control study was carried out in Addis Ababa from December 2001 to February 2002 to
explore the association between substance abuse and HIV infection and to determine the
prevalence and the factors related to substance abuse among people visiting HIV testing and

counseling centers.

Among all visitors for HIV testing and counseling, 227 cases and 726 controls were identified.
Cases and controls were compared by socio demographic, socio economic, exposure to

substances and risky behaviors that predispose them to HIV infection.

The prevalence of “hard” drug use was found to be 1.2% with the rate being 3.2% in the cases
and 0.54% in the controls. Alcohol drinking was found to be associated with serum HIV
positivity after controlling for other confounding variables. While young age of 15 to 24 and
being single were found to be associated with serum HIV positivity, having monthly family
income was found to be protective against HIV infection. Being male and having sex with

commercial sex workers were related to both alcohol drinking and khat chewing.

From the study, we concluded high prevalence of alcohol and khat abuse among people visiting
HIV counseling and testing centers. Alcohol was found to be a significant risk factor for HIV
infection among people visiting HIV testing and counseling centers. The need of health
education to bring behavioral changes and further study to identify the prevalence and role of

substance in exposure to HIV infection in the community is recommended.



1. INTRODUCTION

AIDS is today a major threat to the world's population- to its overall social, economic, and
political wellbeing, as well as to the individual health of hundreds of millions of people. It has
became the most devastating disease humankind has ever seen. More than 60 million people

have been infected with the virus since the epidemic began (1).

The joint United Nations Program on AIDS estimated the number of people living with HIV
worldwide to be about 40 million by the end of 2001, of which 28.1 million were found in Sub-
Saharan Africa. Another 7.5 million people living with HIV are found in South-east Asia and

Latin America (1).

This most recent UNAIDS/WHO estimate shows that, in 2001 alone, 5 million people were
newly infected with HIV of which 3.4 million infections were in Africa. More than 70% of the
people living with HIV/AIDS, 78% of active AIDS cases and 68% of new infections have
occurred in Sub-Saharan Africa. More than 80% of the women worldwide and 87% of the
children infected with HIV/AIDS are in sub Saharan Africa, as are 95% of the world’s AIDS
orphans. Similarly, 2.3 million deaths due to HIVV/AIDS were in Africa from the total estimate

of 3 million deaths globally only last year (1, 2).

Ethiopia is one of the Sub-Saharan African countries where there is high rate of HIV/AIDS
infection next to South Africa and Nigeria. While for every 13 adults one is estimated to be
infected in the whole country, more than one out of every six adults is estimated to be infected
in urban areas. In the year 2000, it was estimated that there were about 2.6 million people

infected with HIV (3).



In Sub Saharan Africa, more than 85% of HIV transmission is heterosexual. Other routes
include perinatal transmission and through exposure to contaminated blood, which account for

the remaining 15% of the transmission.

It has been reported in many different studies that HIV/AIDS infection is common among
substance abusers in the western world. Drug abuse is one of the primary ways of HIV spread.
More than 5% of all HIV infections are related to injecting drug use with infected needles. In
many parts of the world, excluding Africa, injecting drug use is fast becoming one of the main

modes of HIV transmission (4).

In the Russian Federation, more than half of all reported cases of HIVV/AIDS to date have been
injecting drug users. Drug use has an intimate connection with HIV. The connection occurs
when drugs are injected using contaminated equipment. However, the risk of HIV transmission
is not limited to drugs that are injected. Drugs, that can be swallowed or inhaled, normally alter
people’s judgment, and can lead to risky sexual behaviors, such as unprotected sex (intercourse
without a condom), having multiple sexual partners, prolonged and traumatic sex, which can

also result in HIV transmission (4, 5).

Though many African countries are on drug transit routes, the extent of drug-related problems
in Africa is not clear. Drug use, especially injecting drug use, does not appear to be a major
public health problem for much of Africa. However, a number of hospital admissions for drug-
associated problems have recently increased in some cities. In Nigeria, for example, heroin and
cocaine related problems have been highlighted in a number of reports (6). International drug
traffickers are currently importing a broad range of drugs to many African countries. Of more

importance is the rapidly increasing use of alcohol in Sub-Saharan Africa and the fact that



alcohol use is associated with a loss of sexual inhibition. In a study conducted on women who
were abused by their spouses, 69% identified alcohol/drug abuse as the main cause of conflict
leading to abuse. On the other hand, sexually transmitted diseases and work related injuries
were identified to be higher among drinkers than non-drinkers in patients seen at Harare’s

Primary health clinic (6, 7, 8).

In Ethiopia, the four important transmission mechanisms for HIV are sexual contact, peri- natal
transmissions, blood transfusions, and unsafe injections (3). Even though the problem of
substance abuse (including drug abuse) is reported to be on the increase in major urban areas of
Ethiopia, the available data on the relation of substance abuse and HIV status is minimal.
Therefore, this study tends to explore the association between HIV status and substance abuse

among people visiting HIV counseling and testing (HIVCT) centers in Addis Ababa.



2. LITERATURE REVIEW

2.1 MAGNITUDE OF HIV/AIDS

According to UNAIDS/WHO estimate, 5.8 million people in 1997, 5.4 million people in 1999
and 5 million people in 2001 were newly infected with HIV. There are about 40 million people
worldwide living with HIV or AIDS - more than 90% of them in developing countries. About
14 million people have already died from the disease since the beginning of the epidemic, and
most of these deaths were from Sub Saharan Africa. At the end of 2001, UNAIDS and WHO
estimated that of the 40 million people living with HIVV/AIDS worldwide, over 70% were found
in Sub-Saharan Africa and more than 15% found in South East Asia, while the rest of the world
accounted only for 14%. About 14 000 people around the world are being newly infected with
HIV each day with 95% of the infections being in developing countries. Nearly, 12 000 of the
infections occur in persons aged 15 to 49 years and 50% of the infections occurring in the age

group of 15 to 24 years (1, 2, 3, 5).

In Ethiopia, according to the Ministry of Health report, about 3 million adults and children
were living with HIV/AIDS at the end of 1999 of which the number of adults aged 15 to 49

years living with HIV/AIDS was 2.9 million (9).

2.2 HIV AND SUBSTANCE ABUSE

In recent years, researchers have began to explore the intersection of substances abuse and
sexual ‘risk behaviors,” (activities that put people at increased risk for sexually transmitted
diseases), unintended pregnancies and sexual violence (10). Substance abuse and HIV/AIDS

infection seem to be interrelated. Many people report that substances such as alcohol and drug



often go hand-in-hand with sexual activity - a predisposing factor for HIV/AIDS. There is
currently great interest in looking at whether substance could be a specific risk factor for
HIV/AIDS. Drugs of abuse and alcohol have been suggested as possible risk factors, possibly
acting as both catalysts for high-risk sexual and injecting behaviors, as well as directly
impairing immune competence (11). Substance abuse is closely associated with prostitution and
HIV/AIDS cases have been concentrated in people that practice this high-risk activity (7). In
the Americas, substances such as cocaine, cannabis, heroin, and multiple drugs (alcohol and
psychotropic drugs) are commonly utilized (12). The abuse of alcohol, cocaine, cannabis, and
psychoactive drugs by women is reported to be growing in Bolivia in parallel with HIV/AIDS.
Studies have also indicated that HIV-infection and use of alcohol and drugs are increasing

among Brazilians, and a rise in the incidence of AIDS among injecting drug users as well (7).

The extent of drug-related problems in Africa is not clear, although it should be noted that
many African countries are on drug transit routes. To date, drug use, especially injecting drug
use, did not appear to be a major public health problem for much of Africans. However, the
number of hospital admissions for drug-associated problems is increasing in some cities where

it primarily affects more affluent segment of the community (13).

Ilicit drug use in Africa is related with cannabis and other natural psychoactive plants.
Cannabis is a widely abused drug in the world. It is the most commonly used drug by adult
smokers in rural areas in African region. Women in Cameroon often use cannabis pessaries in
the vagina to increase the sexual desire of their partners (7). This practice can contribute to

alteration of the vaginal mucosa and increase in exposure to HIV.



International drug traffickers now import a broad range of drugs, including heroin and cocaine,
to many African countries. In South Africa, these trends have been accelerated by immigration,
especially of other Africans and particularly Nigerians (14). Demand for these drugs has been
established in South Africa, including among the urban lower classes. Most people smoke
crack cocaine, a stimulant drug with pro-sexual effects. These sexual effects, together with
very strong addictive potential, have led to very high HIV seroprevalence in user populations.
Addiction often leads female users into prostitution, and prostitutes are the main conduits for

the spread of both the drugs and HIV infection (7, 14).

Alcohol abuse is increasing in Sub-Saharan African countries in recent years. The fact that
alcohol abuse is associated with a loss of sexual inhibition with a consequence of involvement
in risky sexual behaviors that predispose to HIV infection is a major issue that needs due
attention. Although few data are available on this issue, there is growing concern about alcohol

abuse and HIV infection in Africa (13).

In Ethiopia, drugs like alcohol and khat are commonly consumed in both urban and rural areas.
Unlike the developed world, the use of “hard” drugs such as heroin, cocaine and other narcotics
were not considered important (12). Studies on substance abuse in selected urban areas of
Ethiopia showed 82% of street children, commercial sex workers, and street vendors as having
used addictive drugs or substances. The study also revealed that khat, alcohol, hashish, tobacco,

and solvents were the most abused substances (15).

2.2.1 INJECTING DRUGS USE

Injecting drugs are among the substances commonly abused by people. In many parts of the

world, injecting drug use is the major mode of HIV transmission. This is the case in a number



of Asian countries including Malaysia, Viet Nam, Yunnan Province in China, and the
northeastern states of India; a number of Latin American countries; and some western

European countries such as Spain and Italy (5).

In the Russian Federation, more than half of all reported HIV cases to date have been injecting
drug users (5). Intravenous drug users (IVDUSs) have been identified as a significant risk for
HIV infection because of their practice of injecting using blood-contaminated syringes and
needles. Thirty-three percent of the AIDS cases in the United States acquired HIV by injecting
illegal drugs (17, 18). Furthermore, it is recognized that some drug use can lead to increased
sexual risk behavior either through behavioral or physiological mechanisms, which can also

result in HIV transmission (5, 19).

Of all the different ways that the virus can be passed on, directly injecting a substance
contaminated with HIV in the blood-stream is by far the most efficient- much more so, in fact,
than through sexual intercourse (5). Together, therefore, drug injecting and HIV can form an
explosive combination. In fact, in some parts of the world, injecting drug use has helped kick-
start the HIV epidemic. This was the case in Thailand, where during the first nine months of
1988, HIV prevalence rates among injecting drug users in Bangkok shot up from around zero to
almost 40%, and in ten years since, approximately a million people in Thailand have become
infected with HIV/AIDS (5). Similarly, the prevalence of HIV infection among injecting drug

users, in different cities of Indonesia, was reported to range from 15% to 53% (1, 5).

Drug injection and prostitution are associated with a number of serious health risks. Drug users
may also engage in prostitution to obtain money to buy drugs or even directly in return for

drugs. Several studies have suggested that the use of drugs may be associated with an increased



likelihood of various health risk behaviors and some have attributed this to some sort of

'disinhibitory" effect (7, 14, 19 20).

HIV transmission with non-sterilized injecting equipment of intravenous drug users has not
been documented as a major mode of HIV transmission in Africa. Unlike the developed
countries, where up to 27% to 33% of HIV-1 infected individuals are intravenous drug users or
have had sexual contact with intravenous drug users, injectable drug users are not commonly
found in Africa (17). This low incidence of drug use has been attributed to the expense of the

drugs and injecting equipment and social barriers to drug-using behavior (17, 21).

2.2.2 ALCOHOL ABUSE

Alcohol is possibly the most available and accessible drug throughout the world. It is the most
commonly used drug for all groups and alcohol abuse has long been a problem in most
countries of the world. Rapid social changes have contributed to an increase in alcohol
dependence and alcohol related problems. Alcohol is the most abused substance in Honduras
with substance abuse listed as one of the country’s top ten health priorities (7). HIV infection
has become the focus of much concern in the Bahamas due to the rapid increase in the number
of infected people and AIDS cases among alcohol abusers (7). Unsafe heterosexual practices
and intravenous drugs are the most important modes of HIV transmission among alcohol

abusers (7).

Different studies have revealed that low socio economic situations, life stresses, lack of
success, peer pressure, unemployment, lack of social support and related factors could lead to
substance abuse (7, 20, 21). Some people may drink or use drugs to gain courage, reduce sexual

inhibition, increase sociability, relief pressure, enhance sexual arousal or justify behaviors that



might otherwise feel is uncomfortable or unwise — without considering the potential
consequences (10). Substances make certain individuals feel more capable of coping with a
variety of life stresses. A study conducted in South London indicated that many prostitutes use
drugs and alcohol in order to help them cope with the most unpleasant demands of their work
(20). Another study done in Kenya has shown that a change in social attitudes is leading to
acceptability of alcohol use by women and women's alcohol abuse is especially linked to the

distilling of liquor. This is because of the low socio economic situation (7).

Alcohol abuse reduces personal thinking capacity and judgment. Many sexually active young
people report that alcohol or drugs have influenced their decisions about sex (22). Use of
alcohol during sexual contact is one condition under which people sometimes do not comply
with risk reduction guidelines (23). Alcohol use may affect the transmission of, susceptibility to
and effect of HIV in multiple ways. The most important, with respect to transmission, is that
acute alcohol use leads to reduction in sexual inhibition accompanied by greater risk-taking,
such as engaging in sexual behaviors associated with high risk of receiving or transmitting the
virus. These behaviors include unprotected sex, having multiple sexual partners, needle
sharing, or use of contaminated needles for injection, prolonged and traumatic sexual
intercourse (5, 12, 24). Study done in Australia has shown that current alcohol use was
significantly associated with increased needle sharing, and subjects with current alcohol
problem were significantly more likely to engage in high-risk needle sharing (needle sharing
with a prostitute or stranger) than no risk behavior (16).

A study in California has shown that regular alcohol users have more sexual partners than non-
users. Among 523 women who were sexually active, 7.5% reported that they have used alcohol

half the time or more (25).



2.2.3 COCAINE ABUSE

Cocaine is recognized as a sexual drug. Women describe the highly sexual sensations they are
able to achieve after cocaine (7). After intravenous use of central nervous stimulants such as
cocaine, both men and women tell of engaging in sexual acts, which they view in retrospect as
humiliating and guilt producing. Addicted women in particular are made to perform a wide
range of sexual acts in order to obtain cocaine (7, 20). This kind of sexual activity with
different partners has an obvious impact on the increase of sexually transmitted diseases
(STDs) including HIV/AIDS. Studies in Bahamas have shown that a high percentage of women
infected with HIV were cocaine dependent, and keeping their habit by trading sex for drugs (7).
Desperate to earn money to buy cocaine, drug-addicted female prostitutes in South Africa serve
many clients and engage in practices shunned by their non-addicted peers: such as unprotected

and anal sex (14).

In a study conducted in United States of America, an increased risk for HIV through sexual
transmission was associated with crack cocaine use, particularly among those who also injected
(26). This study also revealed that among 246 cocaine abusers, 45% had never married, 66%
were unemployed, 15% were HIV seropositives, and 26% attended college. The higher rate of
STDs among cocaine users underscores the involvement of these users in risky sexual
behaviors that predispose them to STDs and a potential threat these sex behaviors represent for

the transmission of HIV infection (26).

2.2.4 CANNABIS ABUSE

Cannabis is very widely abused drug through out the world. Although people of all ages are at
risk, two groups in particular are affected: adult smokers in rural areas of Africa, Asia, and

Middle East, and the young in urban and semi-urban areas of the Americas, Europe, and



Western Pacific (27). It is the most commonly used drug in Africa. A study on drug use among
high school students in Addis Ababa and Butajira revealed that cannabis and cigarette use were
more prominent among students in private schools as compared to students in public schools in
Ethiopia (12). Another study in Ethiopia indicated that cannabis was the most commonly used
drug by traffickers and users within the country and nearly 50% of the users were jobless (21).
The use of cannabis is on the increase owing to its low price and its growth locally. This was
evidenced by a police report that 98% of the prisoners were arrested because of cannabis use or

trafficking (21).

2.2.5 KHAT ABUSE

Khat, commonly known as “chat” in Ethiopia, has been used for prayer and during fasting
period of Ramadan among Moslems. However, its use became widespread among many parts
and populations (28). Khat, which Ethiopians do consider as an illicit drug, is a cash crop and
an important source of foreign exchange next to coffee and skin and hides (12). Even though
literatures written on the relation between HIV/AIDS and khat (Catha edulis) use are not
available, surveys on the socio economic impact of khat chewing have revealed its negative
effect. A study has identified that alcohol and khat were the two drugs commonly ever tried by

high school students in both government and private schools in Ethiopia (12).

Insomnia is a common problem after use of khat and sleep disturbance is highly prevalent
among current users and is the cause for referral to hospitals and abuse of psychotropic
substances to abolish its effect. Insomnia, caused by cerebral-stimulant action of khat chewing,
is being overcome by different activities, depending on the local situation, such as indulgence
in alcohol and abuse of sedatives and hypnotic drugs. Khat chewing in some areas occurs with

the use of other substances such as cigarette and cannabis (21, 28). Alcohol intake following



khat chewing, commonly known in Ethiopia as “chebsi”, is perceived to overcome the effect of
khat chewing. Therefore, most khat chewers are believed to drink after chewing. Some people,

however, use drugs with sedative or hypnotic effects (28).

2.3 THE IMPACT OF SUBSTANCE ABUSE

The impact or effect of substance abuse on its users and their families has been well
documented in various studies. Alcohol dependence, for example, has been observed to create
havoc with the health of users and their families (7). Alcohol makes it difficult for the
dependent user to judge what is right or wrong, what is good or bad, and what is moral or
immoral. At its worst, alcohol abuse can lead to accidents and death. Prolonged alcohol abuse
may lead to family disintegration and financial hardship. The emotional development of
children and their education may be compromised if parents abuse alcohol. Cases of theft,
fraud, assault, murder, and sexual offences due to alcohol have been found to be common. The
incidence of domestic violence, child abuse, divorce, neglect, and cruelty to a partner has been

associated with alcohol abuse (7, 12).

Substance abuse undermines judgment, reduces choice of sex partners, damages monogamous
relationships, and facilitates impulsiveness resulting in unsafe and risky sexual practices that

facilitate the transmission and spread of HIV/AIDS (29).

There is strong cross sectional relationship between high-risk sexual activities and use of drugs
during sexual intercourse and there are multiple connections between AIDS risk and substance
abuse (30). These include:

e Sexual transmission of HIV to partners of substance users



e Neonatal transmission by infected mothers who are substance users or partners of
substance users

e Increased risk due to inhibition under the influence of drugs or alcohol

e Increased risk due to immunosuppression caused by drugs or alcohol use

e Inability to utilize resources (social, financial, health) because of substance abuse

Many young people reported that drug use has influenced their sexual decision and were
involved in risky sexual behaviors because of drugs (22). A study in San Francisco revealed
that men at high risk are about 2 to 4 times more likely to have used drugs during sexual
activities than men at no risk are. The same study indicated the proportionate increase in risk
for risky sexual practices to be greater if the drug used during such activity is illegal (e.g.
Marijuana and other drugs) rather than legal and easily available (e.g. Alcohol). There was a
strong connection between the frequency and number of substance used and participation in

risky sexual activities (23, 26).

Crack has been associated with high-risk sex behaviors and with HIV-infection. High-risk sex
behaviors were reported far more frequently among smoking injectors and smokers only than
among injectors who did not smoke. Smoking injectors were more likely than the other groups
to report frequent drug use in association with high-risk sex behaviors and crack smoking
injectors were more likely to report sex with an injector, exchanging sex for drugs and/or

money, drug use before or during sex, and unprotected sexual intercourse (26).

2.3.1 SUBSTANCE ABUSE AND INCREASED SEXUAL DESIRE

Different studies have reported that substance abuse increases sexual desire of the users. It is

reported that increased alcohol consumption was found to be associated with an increased



likelihood of being involved in sexual activity (10). A national survey of Americans aged 18
to59 years showed that 35% of men, aged 18 to 30 years, had sex after consuming 5 to 8 drinks
and 45% had sex after consuming eight or more drinks compared with 17% of those who had
one or two drinks. The same survey has revealed that, among women aged 18 to 30 years, 39%
had sex while consuming 5 to 8 drinks and 57% had sex when consuming eight or more drinks,
compared with 14% of women who had one or two drinks. In another study conducted to assess
the prevalence of HIV sexual risk behaviors and substance use among 775 runaway and
homeless adolescents in San Francisco, Denver, and New York City, 75% have reported having

had sex while under the influence of alcohol or drugs (31).

2.3.2 SUBSTANCE ABUSE AND CONDOM NON-USE

It appears that substance use during sexual contact affects the sexual practices of different
people, their sexual decision and is one condition under which individuals sometimes decline to
comply with risk reduction guidelines. Many people reported that they were engaged in risky
sexual behaviors because of substance abuse (22, 23). In a national survey conducted by Kaiser
Family Foundation on Youths’ Knowledge and Attitudes on Sexual Health, 73% of young
people aged 15 to 24 years agreed that condom often don’t get used when people are drinking
or using drugs (22). In another study, alcohol use was found to be related to willingness to have
unprotected sex for money and less condom use. The same study indicated that while two-third
of the study participants agreed that they would be more likely to engage in a wider variety of
sexual practice after taking alcohol/drugs, 22% of the respondents agreed that they were less
likely to use condom after taking alcohol/drugs (20, 26). This study has shown a statistically
significant correlation between frequency of drinking and quantity of alcohol consumed and the

likelihood of having sex without using a condom after taking drugs.



2.3.3 SUBSTANCE ABUSE AND MULTIPLE SEXUAL PRACTICES

Since substance abuse impairs individuals’ thinking and judgment the chance of selecting
sexual partners will at the same time be compromised. By weakening ego controls, substances
like alcohol could elicit behavior likely to increase probability of exposure to HIV (8, 34). In a
national survey of Americans aged 18 to 59 years, there was some evidence that heavy alcohol
use was associated with multiple sexual partners, which is a primary risk factor for
transmission of STDs, including HIV (10). In a study conducted in USA, about 38% of
“regular” alcohol users reported having more than one sexual partner in the past year compared
to 12% of “light” users and 6% of nonusers (25). Among 71% of cocaine abusers who had sex
in the past 30 days, 44% reported having sex with multiple sex partners (26). Majority of
seropositive 1VDUs in USA were likely to have multiple sexual partners compared to

seronegative individuals (35).

2.3.4 SUBSTANCE ABUSE AND RISKY INJECTIONS

Substance users are usually involved in risky injections that predispose them to HIV infection.
Needle or syringe sharing and use of contaminated needles are the major risky practices among
injecting drug users. In a study done in USA to assess HIV infection and risk behaviors among
intravenous drug users, a greater percentage of seropositive subjects injected drugs on daily
basis reported a higher daily cocaine injection rate (35). These people were more likely to have
multiple sex partners, to have history of sexually transmitted diseases, to have ever shared
needles and syringes, and to use new needles less frequently as compared to seronegative
individuals (35). In a study in Australia, among 74 Heroin users that were interviewed whether

or not practicing needle or syringe sharing, 12 (16%) reported sharing needle or syringe with



strangers, 12 (16%), have shared with one or more friends, three (4%) have shared with

prostitutes and nine (12%) have shared with sexual partners (16).

2.3.5 SUBSTANCE ABUSE AND SUSCEPTIBILITY TO INFECTIONS

Clinically, chronic alcoholics have long been known to be susceptible to increased infections.
In laboratory animals, alcohol has been shown to affect the immune system adversely. It is
associated with both decrease in the numbers of lymphocytes and a defective response to
mitogen challenge. Alcohol may suppress cellular immunity and augment HIV-1 replication in
tissue cultures. Alcohol had no effect on the relative proportion of CD4+ and CD8+
lymphocytes, but decreased the ability of lymphocytes to produce interleukin-2 and the soluble
immune response activity of suppressor cells (24, 32). The known susceptibility of heroin
addicts to develop infections suggests that the responsible virus (HIV) will rapidly proliferate

within the system of the heroin users (24).

Excessive use of khat was found to be associated with marked socioeconomic problems such as
family instability, economic drain, and prolonged absence of fathers from families,
malnutrition, and poor educational performance leading to delinquency in some children.
Health and nutrition effects of khat include the presence of higher prevalence of both physical
and mental problems and lower nutritional levels among khat users than non-users (7, 28). It is
obvious that khat use has negative consequences on economic development of a country as
time and money of the most productive section of the human resources are affected by the habit
of indulging in khat. Although literatures on khat are extensive, and several authors strongly
stated the potential adverse effect of khat on socioeconomic aspects, more important is the

health of these young and productive sections of the society, which is affected either by the



direct effect of the khat or by the indirect effect of khat through exposure to different diseases
including HIVV/AIDS. The association of HIV infection and khat chewing, however, is not dealt

with in Ethiopia.

In general, substance abuse will expose one to STDs and HIV/AIDS by altering one’s judgment
and thinking capacity, which facilitate high-risk behaviors. The following conceptual

framework shows the ways by which substance abuse could expose one to HIV infection.



Conceptual framework of the study

Fig 1: Conceptual framework



3. RATIONALE OF THE STUDY

In Ethiopia, the magnitude of HIV/AIDS is ever increasing. It is also believed that substance
use (including drugs) is increasing in some of the major towns including Addis Ababa.
However, data regarding the relation of substance abuse and HIV infection is lacking. This
study, therefore, is conducted to explore the relation between substance abuse and HIV
infection among those people visiting HIVCT centers in Addis Ababa, and come up with
recommendations to enable the responsible bodies and policy makers to design appropriate
strategies and measures to control the responsible substances for the transmission and spread of

HIV/AIDS in the country.



4. OBJECTIVE

General Objective

The general objective of this study is to assess the prevalence of substance abuse and to
explore its association with HIV infection among people visiting HIV counseling and

testing (HIVCT) centers in Addis Ababa.

Specific Objectives

To determine the association between substance abuse and HIV infection among people
visiting HIVCT centers in Addis Ababa.
To determine the prevalence of substance abuse among people visiting HIVCT centers

in Addis Ababa.

To identify the type of substances abused by people visiting HIVCT centers in Addis
Ababa

To determine factors related to substance abuse



5. METHODS AND MATERIALS

Study area
Geography

The study was conducted in Addis Ababa, the capital of Ethiopia, which is also the capital of
Region 14. Addis Ababa has a total population of 2,570,000 in 2001 with population aged
fifteen years and above being 1.4 million. Males constitute 48% of the total populations with
male to female ratio being about 1: 1.1.

Health facilities

Addis Ababa has 18 hospitals 24 health centers, 161 health stations, 340 clinics and 47 health
posts run by government, private, and non-governmental organizations (NGOs) with a potential
health service coverage of 93.4% in 2001. The clinics are sub categorized as small, medium,
higher, and special. There are 114 small (lower), 94 medium, 66 higher and 66 special clinics.
There are few clinics, which are officially licensed by Region 14 Health Bureau to carry out
HIV counseling and testing activities. These are clinics, which fulfilled the criteria set by the

regional health bureau.

Source population

All people who visited health institutions, which carry out HIV counseling and testing activities

in Addis Ababa between December 2001 to February 2002 for medical reasons.

Study population

All people aged 15 years and above who came to HIVCT centers in Addis Ababa, during the

same period, to be tested for serum HIV status.



Study design

The design of the study was a case-control study design, which compared HIV seropositves and

HIV seronegatives on their exposure status to the variables of interest.

Sampling procedures

All health institutions that are officially licensed by region 14 Health Bureau to carry out
HIVCT were listed and stratified on the basis of the ownership as private, government and
NGO owned health institutions. Three clinics were excluded from the study because of refusal
and very low caseload. Therefore, two NGO higher clinics, two government hospitals, one
government health center, and three private higher clinics were included in the study. Both
cases and controls were those people who visited these health institutions for HIV counseling
and testing purposes during the study period. The classification of cases and controls were
based on serostatus of those people tested for HIV. Those people with HIV seropositives were

designated as cases and those with HIV seronegatives were designated as controls.

Inclusion and Exclusion Criteria

Inclusion criteria

Cases: HIV seropositivity, age 15 years and above, those who came for HIVCT purpose
and who were volunteer to participate in the study

Controls: HIV seronegativity, age 15 years and above, those who came for HIVCT
purpose and who were volunteer to participate in the study

Exclusion criteria
Age below 15 years, serum HIV test result of gray zone and those who were not volunteer to

participate in the study



Source Population

All people who visited HIVCT centers in Addis Ababa for
HIVCT purpose between December 2001 and February 2002

Study Population

All people aged 15 years and above who were tested for
HIV between December 2001 and February 2002

=989
HIV Positives HIV Negatives
=248 =741
Volunteers Non-volunteers Non-volunteers Volunteers
=227 =21 =15 =726
Interviewed cases Interviewed controls

Fig.2. Selection procedures of cases and controls




Sample size

The sample size was calculated using the methods of “difference between population

proportions” with o = 0.05, B=80%, p1- p.= 12%, and r = 1:3

Probability that if the two samples differ this reflects a true difference in the two
populations (confidence level or 1-alpha) = 95%

Probability that if the two populations differ, the two samples will show a “significant”
difference (Power or 1-beta) = 80%

The ratio of case to control (case: control) = 1: 3

Expected frequency of exposure to substances in controls (HIV negatives) = 44%

Percent exposure to substances among cases (HIV positives) = 56%

[ZoV @+UD @ A-p) + ZpV pr(L-py)+ p(d-p)]?

r

(p1-p2)°

Where:
Zas2= the percentile of standard normal distribution corresponding to the level of significance

Zﬁ:
r:
pL1=
p2 =
n=

the percentile of standard normal distribution corresponding the power of the study
ratio of cases to controls
the proportion of exposure to substances among the controls

the proportion of exposure to substances among the cases

the minimum sample size required for the study

Accordingly, the sample size was calculated to be about 191 cases. By considering 25% non-

response rate, as the issue is very personal and sensitive, (191 x 25%) = 48, the total sample

size required was calculated to be 191 + 48 = 239. Thus, 239 cases and 717 (3 x 239) controls

were planned to be interviewed. In actual case, however, only 227 cases and 726 controls

completed the interview.



Data collection procedures

Data was collected during the pre test counseling and before the serostatus of the individuals
was known. The collection of data continued until the required number of cases was identified.
All HIV seronegative individuals during the same period were included as controls. Data was
collected by using structured questionnaire that was pre tested in four of the health institutions
two weeks before the actual data collection. Data collectors were counselors from respective
health institutions and were trained on the procedure for two days. The purpose of selecting

counselors was to keep individuals’ secrecy and to get maximum response.

Data quality assurance

Questionnaires were designed carefully. A designed questionnaire translated first into Amharic
and back translated to English to assure its consistency. The questionnaire was pretested in a
similar setting before its administration. The collected data was checked for completeness,
accuracy, clarity, and consistency by a supervisor and the principal investigator on daily basis.
Any error or ambiguity and incompleteness were corrected before the individual is told the test

result in his/her visit for the posttest counseling.

Study variables
Dependent

HIV serostatus (HIV positive, HIV negative)

Independent

Socio demographic variables (age, sex, residence, religion, ethnicity), socio economic variables
(income, occupation), and risky behaviors (number of sexual partners, substance use, its type,

amount, frequency and history of sexually transmitted diseases)



Data Entry and Analysis

The collected data was entered using EPI-info version 6.4 statistical package. Analysis was
carried out using EPI-info version 6.4 and SPSS version 10 software. Proportions, percentages,
and graphs were used for description as appropriate. Odds ratio with confidence intervals were
computed to assess the presence and degree of association between HIV serostatus and its
determinant. P-Value of 0.05 was set as a cut-off point for the significance of the association
between dependent and independent variables. Logistic regression was used to control for the

confounding variables.

Ethical Consideration

Ethical clearance was initially obtained from Addis Ababa University Faculty of Medicine
Ethical Committee. Official letters were written to each health institution from both
Department of Community Health and Region 14 Health Bureau for cooperation. During the
interview, each individual was told about the aim of the study and on the possible benefit of the
study and informed consent was obtained from each respondent. The result was confidential
and the secrecy of respondents was kept because of anonymity and double blind nature of data
collection. Respondents were offered health education on the negative effects of substance
abuse and were counseled on HIV/AIDS transmission and prevention methods during posttest

counseling.



Operational Definitions

1.

8.

9.

“Hard” drugs: Substances such as cocaine, heroin, etc, which are under the
international control and produced, trafficked and consumed illicitly.

HIV testing and counseling centers: Officially licensed health institution (owned by
government, private and NGO) by Region 14 Health Bureau to carry out HIV testing
and counseling services in Addis Ababa

Khat: A central nervous system stimulating substance with alkaloid active ingredient,
cathinone, and with biologic effect similar to that of amphetamine

Knowledge: facts, information, understanding, and skill that a person has acquired
through experience or education and the ability to remember them

Substance: Any non-medical drugs used by study subjects such as alcohol, khat,
cannabis, heroin, cocaine, marijuana

Substance abuse: the use of any of these substances by study subjects at any time
without medical prescription

Light drinkers: Study participants who were taking alcoholic drinks twice a week or
less

Heavy drinkers: Study participants who were taking alcoholic drinks daily

Light chewers: Study participants who were chewing khat twice a week or less

10. Heavy chewers: Study participants who were chewing khat daily or every two days



6. RESULTS

Description of study participants
Of the total population who has visited the study sites during December 2001to February 2002,

989-study participants were eligible subjects who met the set criteria for the study. From those,
953 participants have completed the interview in all study sites, making a response rate of
96.3%. Among these, 227 (22.9%) were cases and 726 (73.4%) were controls. Twenty-one out
of the total 248 cases and 15 of the total 741 controls refused to participate in the study, making
a non-response rate of 8.5% in the cases and 2.1% in the controls, respectively. Males were 336
(35.3%) and females were 617 (64.7%). Socio demographic characteristics of the study

subjects are presented in table 1.

The mean (+ SD) age of the cases was 29.5 + 7.4 years while that of the controls was 25.5 + 6.4
years. Only 44 (4.6%) of the study population was illiterate and the majority of the study
population (72.2%) have educational level of grade 9 and above. Ethnically, 518 (54.4%) of the
study participants were Amharas followed by Oromos, which were 198 (20.8%). The majority
of the study participants (79.0%) were followers of orthodox religion. Seven hundred twenty
eight (82.1%) of the study participants reside in Addis Ababa, while 171 (17.9%) were from
out side Addis Ababa and the majority of the study population (71.9%) were never married.
Nearly half of the study participants (50.2%) were jobless. Five hundred seventy five (60.3%)
of the respondents have no private income and 363 (38.1%) of the respondents did not know

their family income.



Table 1: Socio demographic characteristics of study subjects, Addis Ababa, 2002

HIV Positives HIV Negatives Total
Characteristics (n=227) (n=726) (n=953)
No. (%) No. (%) No. (%)
Sex
Male 81 (37.5) 255 (35.1) 336 (35.3)
Female 146 (64.3) 471 (64.9) 617 (64.7)
Age (inyears)
15-19 8 (3.50) 75 (10.3) 83 (8.70)
20-24 47 (20.7) 310 (42.7) 357 (37.5)
25-29 75 (33.0) 197 (27.1) 272 (28.5)
30-34 50 (22.0) 68 (9.40) 118 (12.4)
35-39 25 (11.0) 48 (6.60) 73 (7.70)
40-44 11 (4.80) 17 (2.30) 28 (2.90)
45-49 4 (1.80) 10 (1.40) 14 (1.50)
50 and above 7 (3.10) 1(0.10) 8 (0.80)
Educational Status
[literate 21 (9.30) 23 (3.20) 44 (4.60)
Read and write 7 (3.10) 6 (0.80) 13 (1.40)
Grade 1-6 31 (13.7) 56 (7.70) 87 (9.10)
Grade 7-8 31 (13.7) 89 (12.3) 120 (12.6)
Grade 9-12 109 (48.0) 428 (59.0) 537 (56.3)
Above grade 12 28 (12.3) 124 (17.1) 152 (15.9)
Religion of respondents
No religion 3 (1.30) 3 (0.40) 6 (0.60)
Orthodox 195 (85.9) 558 (76.9) 753 (79.0)
Protestant 18 (7.90) 95 (13.1) 113 (11.9)
Catholic 1 (0.40) 3(0.40) 4 (0.40)
Moslem 10 (4.40) 63 (8.70) 73 (7.70)
Others 0 (0.00) 4 (0.60) 4 (0.40)
Ethnicity
Ambhara 128 (56.4) 390 (53.7) 518 (54.4)
Oromo 53 (23.3) 145 (20.0) 198 (20.8)
Gurage 24 (10.6) 98 (13.5) 122 (12.8)
Tigre 19 (8.40) 79 (10.9) 98 (10.3)
Others 3(1.30) 14 (1.90) 17 (1.80)
Residence/ Address
Addis Ababa 192 (84.6) 590 (81.3) 728 (82.1)
Out side Addis 35 (15.4) 136 (18.7) 171 (17.9)
Marital status
Ever married 131 (57.7) 137 (18.9) 268 (28.1)
Never married 96 (42.3) 589 (81.1) 685 (71.9)




The median age at the first marriage was 20 years for HIV positives and 21 years for HIV
negatives. The median age at first sexual intercourse, however, is 18 years for cases and 19

years for controls. (Table 2)

Table 2: The mean and median age at first marriage and first sexual intercourse of people

visiting HIVCT centers in Addis Ababa, 2002

HIV Positives HIV Negatives
n=227 n=726

Description Mean(SD) Range Mean(SD) Range
Age at first marriage

Male 25.4 (4.4) 15-35 27.3 (5.7) 16-40

Female 19.5 (3.3) 12-29 19.9 (3.9) 13-30

Total 21.2 (4.6) 12-35 22.4 (5.8) 13-40
Age at first intercourse

Male 18.3(2.9) 11-25 18.9 (8.8) 11-30

Female 18.5 (2.5) 14-27 19.3 (2.8) 10-28

Total 18.4 (2.7) 11-27 19.2 (2.9) 10-30

The overall prevalence of HIV among those people visiting HIV counseling and testing centers
was found to be 25.1%. This includes all people visiting health institutions owned by
government, private, and non- governmental organizations that carry out HIV counseling and

testing during the study period (Table 3).



Table 3: Prevalence of HIV in different health institutions that carry out HIV counseling and

testing in Addis Ababa, 2002

Ownership of Total No. of people  Total No. of No. of interviewed
Health institutions  tested for HIV HIV Positives HIV Positives
(n=8) (n=989) (n=248) (n=227)
Government 404 84 (20.8) 76 (18.8)

Private 246 49 (19.9) 36 (14.6)

NGO 339 115 (33.9) 115 (33.9)

Total 989 248 (25.1) 227 (22.9)

Of the total respondents 381 (40%) were from government, 233 (24.4%) were from private, and
339 (35.6%) were from non-governmental organizations. While no study participant refused to
respond in health institutions owned by NGOs, the non-response rates in government and

private HIVCT centers were 23 (5.7%) and 13 (5.3%), respectively.

Figure 3: Distribution of respondents by study sites ownership,
Addis Ababa, 2002
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The majority of the cases were from Mary Joy clinic (33.1%), Kazanchis Health Center

(14.9%), St. Marry laboratory (13.3%), and Tikur Anbesa Hospital (12.5%).

Table 4: Distribution of study population by study sites, Addis Ababa, 2002

HIV positives HIV negatives Total

Health Institutions n= 248 n=741 n=989

Tikur Anbesa Hospital 31 (12.5) 139 (18.8) 170 (17.2)
Yekatit 12 Hospital 17 (6.80) 39 (5.30) 56 (5.70)
Beth Zatha Higher Clinic 18 (7.30) 183 (24.7) 201 (20.3)
Tirat Higher Clinic 7 (2.80) 6 (0.80) 13 (1.30)
Arsho AIDS Laboratory 23 (9.30) 9 (1.20) 32 (3.20)
Kazanchis Health Center 37 (14.9) 141 (19.0) 178 (18.0)
Marry Joy Clinic 82 (33.1) 152 (20.5) 234 (23.7)
St. Marry Laboratory 33 (13.3) 72 (9.70) 105 (10.6)

The prevalence of substance abuse among the study participants varies depending on the
substance being abused. However, the overall prevalence of illicit drugs use among the study
participants was found to be 1.2%. The prevalence of substance abuse among HIV positive
individuals (3.2%), however, is greater than the prevalence of drug abuse among the HIV

negative individuals (0.54%).

The majority of the cases 125 (55.1%) drank alcohol in the past one year and the overall
prevalence of alcohol use among people visiting HIV testing and counseling centers in Addis

Ababa was found to be 429 (45.0%). The prevalence of khat use is more than twice as high



among the cases as in the controls, 72 (31.7%) versus 104 (14.3%). Among the “hard drugs”

cannabis is the drug most tried by the cases in the past one year 6 (2.6%) (Table 5).

Table 5: Types of substances abused by people visiting HIV testing and counseling centers in
Addis Ababa, 2002

HIV positives HIV negatives Total
Types of substances abused n= 227 (%) n=726 (%) n=953 (%0)
Alcohol 125 (55.1) 304 (41.9) 429 (45.0)
Khat 72 (31.7) 104 (14.3) 176 (18.5)
Cannabis 6 (2.60) 1(0.14) 7 (0.73)
Marijuana 1(0.44) 1(0.14) 2(0.21)
Cocaine 0 (0.00) 1(0.14) 1(0.10)

Majority of the cases 71 (56.8%) has drank “tela” a locally available form of drink followed by

beer and draught 68 (54.4%) and 41 (32.8%), respectively.

Study participants were assessed on their knowledge about the use of condoms, types of
sexually transmitted diseases (STDs), and HIV transmission and prevention methods.
Respondents were designated as knowledgeable in that specific situation if he/she mentioned
three uses of condoms correctly, four types of STDs included in the questionnaire correctly,

five methods of HIV transmission and three methods of HIV prevention correctly.

Seven-hundred twenty-seven (76.3%) of the respondents have correctly answered the three uses
of condoms (20.1% of the cases Vs 56.2% of the controls). One hundred seventy-four (76.7%)
of the cases and 482 (66.4%) of the controls have correctly answered four types of sexually
transmitted diseases that were included in the questionnaire. Only 94 (41.4%) of the cases and

279 (38.4%) of the controls knew all five methods of HIV transmission included in the



questionnaire. However, 178 (78.4%) of the cases and 552 (76%) of the controls knew the three

methods of HIV prevention included in the questionnaire (Table 6).

Table 6: Knowledge assessment of study participants on use of condom, types of STDs, HIV

transmission and prevention methods and its association with HIV seropositivity, Addis Ababa,

2002
Cases Controls
Have knowledge on n= 227 (%) n=726 (%) OR (95% CI)
Use of Condom
Yes 191 (84.1) 536 (73.8) 1.88 (1.25, 2.84)
No 36 (15.9) 190 (26.2) 1.00
Types of STDs
Yes 174 (76.7) 482 (66.4) 1.66 (1.16, 2.38)
No 53 (23.3) 244 (33.7) 1.00
HIV transmission
Yes 94 (41.4) 279 (38.4) 1.13(0.83,1.55)
No 133 (58.9) 447 (61.6) 1.00
HIV prevention
Yes 178 (78.4) 552 (76.0) 1.15 (0.79, 1.67)
No 49 (21.6) 174 (24.0) 1.00

While 51 (22.5%) and 41 (18.1%) of the cases had reported having genital discharge and
genital ulcer in the past one year, respectively, only 57 (7.9%) and 26 (3.6%) of the controls

have reported having respective problems in the past one year.

Respondents were asked the reasons for their requirement of the HIV test. Majority of the
respondents 626 (65.7%) had visited the centers to know their serum status followed by visa
application 268 (28.1%). While 46 (20.3%) of the cases gave “being sick” as the main reason
for visiting HIVCT centers, only 20 (2.8%) of the controls had mentioned *being sick” as the

main reason for their visit (Table 7).



Respondents were also asked on whether alcohol drinking could increase their sexual desire or

not. Ninety three of the total 125 (74.4%) of HIV seropositive individuals who drank alcohol

acknowledged that alcohol intake increases their sex desire as compared to only 42.8% (133

out of 304) of HIV seronegative drinkers.

Table 7: Distribution of respondents by reasons for seeking HIV testing and counseling, Addis

Ababa, 2002
HIV positives HIV negatives Total
Reasons n=227(%) n=726 (%) n=953 (%)
Know own status 124 (54.6) 502 (69.1) 626 (65.7)
Suspect oneself 57 (25.1) 83 (11.4) 140 (14.7)
Not trust partner 16 (7. 0) 43 (5.9) 59 (6.2)
Sick 46 (20.3) 20 (2.8) 66 (6.9)
Premarital test 14 (6.2) 92 (12.7) 106 (11.1)
For visa application 26 (11.5) 242 (33.3) 268 (28.1)
Referred 3(1.3) 4 (0.6) 7(0.7)
Confirm previous result 17 (7.5) 6 (0.8) 23 (2.4)
Test before pregnancy 0 (0.0 4 (0.6) 4 (0.4)
Pregnant 4 (1.8) 0(0.0) 4 (0.4)
Partner death 13 (5.7) 7 (1.0) 20 (2.1)
Job exposure to disease 3(1.3) 6 (0.8) 9(0.9)
Raped 1(0.4) 4 (0.6) 5(0.5)
Job seeking 4 (1.8) 64 (8.8) 68 (7.1)

The odds of serum HIV positivity among “heavy” drinkers and “light” drinkers were 4.83 and

1.57 times as high as the odds of non-drinkers, respectively. Similarly, the odds of serum HIV

positivity among “heavy” chewers and “light” chewers were 7.02 and 2.22 times as high as the

odds of non-chewers (Table 8).



Table 8: Distribution of respondents by intensity of alcohol drinking and khat chewing in

Addis Ababa, 2002

HIV Serostatus
HIV positives HIV negatives

n (%) n (%) OR (95% CI)

Alcohol drinking

Non drinkers 102 (44.9) 422 (58.1) 1.00

Light drinkers 111 (48.9) 292 (40.2) 1.57 (1.14, 2.16)*

Heavy drinkers 14 (6.2) 12 (1.7) 4.83 (2.03, 11.53)*
Khat chewing

Non-chewers 155 (68.3) 622 (85.7) 1.00

Light chewers 51 (22.5) 92 (12.7) 2.22 (1.49, 3.33)*

Heavy chewers 21 (9.2) 12 (1.6) 7.02 (3.22, 15.53)*
* Significant

The unmatched case-control analysis was done on 227 cases and 726 controls that completed
the interview. Cases and controls were compared by age, sex, educational level, marital status,
monthly income and occupation, substance abuse (alcohol drinking, khat chewing, use of
“hard” drugs), and ever use of condom. Age of 25 years and above, ever use of “hard” drugs,
ever drinking alcohol and khat chewing were positively and significantly associated with HIV
seropositivity in bivariate analysis. On the other hand, age of 15-24 years, educational level of
grade seven and above, being single, having monthly income and ever use of condom were
negatively and significantly associated with serum HIV positivity in bivariate analysis. Sex of
the respondents, having private monthly income, having occupation and illiteracy and primary
education or less, however, were not significantly associated with HIV positive serostatus in

the bivariate analysis (Table 9).



Table 9: Variables evaluated, for possible association, with HIV serostatus among people
visiting HIVCT centers in Addis Ababa, 2002

HIV Serostatus

HIV +ves HIV -ves Crude Adjusted
Variables (= 227) (n=726) OR(95% ClI) OR (95%CiI)
Sex
Male 81 225 1.02 (0.74,1.42)  1.06(0.69, 1.63)
Female 146 471 1.00
Age
15-24 55 385 0.28 (0.20, 0.40)  2.07 (1.35, 3.16)°
>25 172 341 1.00
Education
Illiterate 21 23 1.00
Read and write 7 6 1.28 (0.32,5.23)  1.27(0.33, 4.92)
Primary Education 31 56 0.61 (0.27,1.35)  1.63 (0.65, 3.68)%
Sec. Education 140 517 0.30(0.15,0.58)  1.83(0.90, 3.95)*
Above grade 12 28 124 0.25(0.11,0.54)  2.26 (1.05, 5.81)*
Marital status
Never married 96 589 0.17 (0.12,0.24)  2.97 (2.00, 4.41)*
Ever married 131 137 1.00
Have monthly private
income
Yes 87 261 1.11(0.80,1.52) 1.03(0.60, 1.76)*
No 140 465 1.00
Have monthly family
income
Yes 106 397 0.73(0.53,0.99)  0.54(0.29, 0.99)*
No 121 329 1.00
Have occupation
Yes 107 368 0.85(0.62,1.16) 1.57 (0.91, 2.71)%
No 120 350 1.00
Ever used “hard” drugs
Yes 8 4 6.59 (1.78, 26.26)  1.26 (0.20 7.93)°
No 219 722 1.00
Ever drink Alcohol
Yes 125 304 1.70 (1.25,2.32)  2.48 (1.65, 3.72)"
No 102 422 1.00
Khat chewing
Yes 72 104 2.78 (1.93,3.99)  1.27(0.88, 1.83)"
No 155 622 1.00
Ever used condom
Yes 77 247 0.60 (0.43,0.84)  1.26 (0.86 1.83)"
No 144 276 1.00

& Adjusted for socio demographic variables

® Adjusted for variables of substance abuse and condom use



In order to know the independent effect of specific variable on the out come, logistic regression
was done using SPSS statistical package. After controlling for possible confounding variables
in multivariate logistic regression, age 15-24 years, educational level above grade 12, being
single, alcohol drinking and having no family income were found to be significantly associated

with HIV serum positivity.

There was no statistically significant difference between cases and controls on the knowledge
about HIV transmission and prevention methods (p = 0.21 and p=0.23, respectively).
Knowledge of the cases and controls on the use of condom and types of STDs, however, has

shown a statistically significant difference (p=0.0013 and p=0.0018, respectively).

Khat chewing was positively and significantly associated with male sex, having monthly
private income, having job, ever drinking alcohol, ever use of condom and having sex with
commercial sex workers in bivariate analysis. However, only male sex, being single and having
sex with commercial sex workers were positively associated with khat chewing in logistic
regression after controlling for possible confounding variables. Table 10 shows both crude and

adjusted Odds ratios of the association of khat chewing and different exposure variables.



Table 10: Association of different variables with Khat chewing among people visiting HIVCT

centers in Addis Ababa, 2002

Khat chewed Crude Adjusted
Variables Yes No OR (95% CI) OR (95% CI)
Sex
Male 90 246 2.26 (1.60,3.19) 2.35(1.56, 3.53)
Female 86 531
Age (years)
15-24 69 371 0.71 (0.50, 1.00)  1.02 (0.68, 1.52)
>25 107 406
Educational Status
Iliterate 3 41 1.00
Read and write 5 8 8.54 (1.37,59.1)  0.13(0.02, 0.65)
Primary Education 21 66 4.35(1.13,19.6) 0.28 (0.08, 0.99)
Sec. Education 117 540 2.96 (0.86,12.2)  0.34(0.10, 1.14)
Above grade 12 30 122 3.36 (0.91,14.6) 0.36 (0.10, 1.29)
Marital Status
Never married 113 572 0.64 (0.45,0.92)  1.58 (1.05, 2.38)
Ever married 63 205
Have monthly private
income
Yes 78 270 1.49 (1.06,2.11)  0.96 (0.59, 1.58)
No 98 507
Have monthly family
income
Yes 153 690 0.84 (0.50,1.41) 1.27(0.76, 2.13)
No 23 87
Has occupation
Yes 104 371 1.58(1.12,2.23) 1.03(0.62,1.72)
No 72 406
Ever drunk Alcohol
Yes 123 306 3.57 (2.47,5.16) 1.62 (0.81, 3.26)
No 53 471
Ever used condoms
Yes 88 236 1.61(1.12,2.31) 0.76 (0.41, 1.40)
No 79 341
Sex with CSW
Yes 24 20 3.34 (1.65,7.20)  2.95(1.45,5.99)
No 46 132




Ever drinking alcohol was significantly and positively associated with male sex, having
occupation, ever use of condom, having sex intercourse with commercial sex workers and khat
chewing in bivariate analysis. However, after controlling for confounding variables in the
logistic regression, male sex, having no monthly private income and having sex with
commercial sex workers were found to be significantly and positively associated with ever
drinking alcohol. Table 11 shows both crude and adjusted Odds ratios of the association of

alcohol drinking and different exposure variables.



Table 11: Association of different variables with ever drinking alcohol among people visiting

HIVCT centers in Addis Ababa, 2002

Alcohol Drunk

Crude

Adjusted

Variables Yes No OR (95% CI) OR (95% CI)

Sex
Male 210 126 3.03(2.28,4.03)  2.77 (1.99, 3.84)
Female 219 398

Age
15-24 173 267 0.65 (0.50,0.85)  1.05(0.78, 1.43)
>25 256 257

Educational Status
Illiterate 21 23 1.00
Read and write 8 5 1.75(0.42,7.46) 0.58 (0.16, 2.12)
Primary Education 39 48 0.89 (0.40,1.96) 1.44(0.68, 3.06)
Sec. Education 278 379 0.80(0.42,1.54) 1.38(0.73, 2.62)
Above grade 12 83 69 1.32 (0.64,,2.72) 1.16 (0.57, 2.38)

Marital status
Never married 295 390 0.76 (0.56, 1.01)  1.29(0.92, 1.80)
Ever married 134 134

Have monthly private

income
Yes 16 14 1.41 (0.65,3.10) 0.71(0.47,0.96)
No 413 510

Have monthly family

income
Yes 384 459 1.21(0.79,1.85)  0.98 (0.64 1.50)
No 45 65

Had occupation
Yes 254 221 1.99 (1.52,2.60) 1.05(0.70, 1.58)
No 175 303

Khat chewed
Yes 123 53 3.57 (2.47,5.16)  1.62 (0.80, 3.25)
No 306 471

Ever used condoms
Yes 197 127 1.88(1.38,2.55) 0.68 (0.37, 1.24)
No 190 230

Sex with CSW
Yes 38 6 3.06 (1.15,8.57)  2.40(1.03, 6.21)
No 120 58




7. DISCUSSIONS

HIV/AIDS is the major problem and a big challenge to the world today. It is an obstacle to both
the health and development of people in the world. Its combination with substance abuse
including drugs and alcohols — a devastating combination, had further aggravated the situation

and facilitated its transmission (1, 4).

The estimated adult HIV prevalence in Ethiopia varies between 5% in the rural and 13.4% in
other urban areas of Ethiopia. Addis Ababa has a prevalence of 16.8 (3). The current study has
revealed that the overall prevalence of HIV among individuals aged 15 years and above visiting
HIVCT centers is 25.1%, which is higher than the prevalence in the general population in
Addis Ababa. The high prevalence of HIV among these people cannot be a surprise either
because majority of these people came to the testing centers to know their status or because
they suspected themselves, 626 (65.7%) and 140 (15.7%), respectively. Thus, these are self
selected people, probably who were involved in some form of risky activities that had exposed

them to HIV infection.

Similar to other African countries (36), majority of the people visiting HIVCT centers in this
study were shown to be young people aged 20 to 29 years old which accounted for about two-
third of the total study populations. This high number of young people visiting the testing
centers indicates that this group might have suspected themselves that they acquire the
infection and wanted to know their serum status. This group also needs to work abroad as they

have no job in the country in which case they need to be tested.

In countries where HIV prevalence is high and where there are numerous deaths attributed to

AIDS, it is common for many to develop feelings of hopelessness and a misconception that



behavioral change is futile. In these settings, the power of positive behavioral change messages
may be reinforced by effective HIVCT services (36). The high rate 626 (65.7%) of respondents
visiting HIVCT centers to know their own status might indicate the increased need for

voluntary counseling and testing (VCT) in Ethiopia.

As high as 268 (28.1%) of the respondents reported that visa application was their primary
reason to visit HIVCT centers. The purpose of visa application is to find job abroad. This is
also consistent with our finding because most of our respondents were jobless or did not have
monthly income of their own, 478 (50.2%) Vs 575 (60.3%), which could be their main reason

for seeking job abroad.

In many societies, age at first marriage marks the point in a woman’s life when childbearing
becomes socially acceptable. Age at first marriage is used as a proxy for the onset of
individual’s exposure to first sexual intercourse, in the absence of premarital intercourse, and
risk of STDs including HIV/AIDS (33). The earlier one gets married or started intercourse, the
higher the chance of being exposed to different sexually transmitted diseases, including
HIV/AIDS. Even though it is not statistically significant, our study has shown that the median
age at first marriage among HIV positive males and females to be 1.5 years and 1 year earlier
than the median age of HIV negative males and females, respectively. There was no difference
in the median age of first sexual intercourse between male cases and controls; however, female

cases had sexual intercourse 1 year earlier than female controls.

HIV transmission by non-sterilized injecting equipment and intravenous drug use has not been
documented as a major mode of HIV transmission in Africa. Unlike the developed countries

where up to 30% of HIV infected individuals are 1VDUs or have had sexual contact with



IVDUs, injectable drugs are not commonly used in Africa (17). The present study also supports

this in that no case of HIV seropositive has reported use of injectable drugs.

Drug abuse has been incriminated as a potential exposure factor to HIV/AIDS by causing loss
of inhibition and involvement in risky sexual behaviors, such as unprotected sex, multiple
sexual partners, prolonged and traumatic sex, and risky injections (4, 5, 7, 19). More than 74%
of HIV seropositives in this study have acknowledged that alcohol drinking increases their sex
desire, which might be responsible for their exposure to HIV infection. This finding is similar
to studies done in USA where many people have reported being involved in sexual act after

consuming alcohol (10, 31).

High prevalence of alcohol and khat use among the cases in our study also supports the
assumption that these substances could be risk factors in acquiring HIV infection. In this study,
the use of substances such as khat, alcohol and other “hard” drugs were found to be
significantly associated with serum HIV positivity in bivariate analysis. However, after
controlling for confounding variables, the association of ever use of “hard” drugs with serum
HIV positivity was found to be insignificant. This might be due to few numbers of respondents
who acknowledged the use of “hard” drugs in our study populations. The possible explanation
for this could be under-reporting of the use of these substances by the cases because of cultural

and legal issues or could be due to recall bias.

Khat chewing in some areas occurs together with the use of other substances such as alcohol
and indulging in alcohol is common among people with sleep disturbances following khat
chewing (12, 28). A significant association of khat chewing with HIV seropositivity in the

bivariate analysis, which disappears when controlled for other variables, in the present study



might be due to confounding by alcohol intake that usually occurs following khat chewing. On
the other hand, the prevalence of male impotence among Somali and Djiboutian khat chewers
was reported to be as high as 60% (28). Similarly, a study in Ethiopia has shown a significant
association of sexual dysfunction with intensity of khat chewing with the risk being higher
among daily users (28). Thus, the lack of significant association of khat chewing and serum
HIV positivity, when controlled for alcohol intake, in the present study supports these earlier
findings of less desire for sex among khat chewers. This implies that khat chewing alone may
not predispose to risky sexual behaviors and hence to HIV infection unless alcohol is indulged

in following khat chewing.

Our study revealed that khat chewing was positively associated with alcohol drinking in
bivariate analysis. This is similar to an earlier finding where current khat chewing was
positively associated with alcohol drinking (28). Concomitant use of khat and alcohol could
probably be one of the risk factors for exposure to STDs including HIV infection. This study
indicated that people who were both drinkers and chewers were 6 times more likely to be HIV

seropositives compared to both non-drinkers and non-chewers.

Alcohol and drug use by young people may lead to earlier sexual initiation, unprotected sexual
intercourse and multiple partners as well as putting young people at risk for sexually
transmitted diseases (STDs) including HIV/AIDS, unintended pregnancy, and sexual violence
(10, 22). The most frequent users of illicit drugs are jobless youths and street children (21). The
higher rate of serum HIV positivity in young people aged 15 to 24 years in our study raises our
suspicion of the use of such drugs by the cases and the involvement of these groups in some

high-risk activity, which predisposed them to HIV infection.



The most unusual characteristic of AIDS among Africans are the equal distribution of cases
between men and women and the high frequency of cases being among commercial sex
workers and their clients. In contrast to the industrialized world where the epidemic is reported
to be entrenched among homosexual men and injecting drug users, there was little or no
evidence for this pattern in Africa (37). The present study is consistent with this fact in that
there was no significant sex difference in serum HIV status and no injecting drug was

associated with serum HIV positivity.

An earlier study in Ethiopia (1991) has indicated that HIV infection was associated with STDs
in both men and women; seropositivity rates in those presenting with genital ulcer disease and
urethral discharge were 16% and 7%, respectively (38). In addition to the effect of STDs on
HIV-1 transmission dynamics, there is increasing evidence that HIV-1 has important
repercussion on the transmission of other STDs (39).While 51 (22.5%) of the cases reported
having had genital discharge in the past one year, only 57 (7.9%) of the controls reported
having had genital discharge in the past one year. Similarly, 41 (18.1%) of the cases had genital
ulcer in the past one year as compared to only 26 (3.6%) of the controls. Higher rate of STDs
among cocaine users underscores high probability of involvement of the users in unprotected
sexual behaviors and the potential threat these sex behaviors represent for the transmission of
HIV infection (26). The present study revealed higher rate of STDs in HIV seropositive
individuals. These high rates of sexually transmitted diseases among the cases could have
resulted from unprotected sex and unselected sexual partners, under the influence of such
substances like khat and alcohol, which might have been the risk factors for HIV infection

among the cases.



One of the prime slogans of the anti HIVV/AIDS activists to prevent HIV infection and spread in
a population is being one-to-one primarily through marriage. Therefore, marriage is known to

be protective factor against HIV infection. The present study also supported this reality.

Surprisingly, a statistically significant number of people with educational level of above grade
12 were found to be HIV seropositives. This is against the fact that people that are more
knowledgeable could take care of HIV infection, as they easily understood both the
transmission and prevention methods. However, knowledge alone, as seen in this study, may

not be protective unless behavioral change is attained.

The present study showed that being male, having job, khat chewing, ever use of condom and
having sex with commercial sex workers were related to ever intake of alcohol. After
controlling for possible confounders, only male sex, having no private income and having sex
with commercial sex workers were found to be significantly associated with ever intake of
alcohol. Similarly, being male, single and having sex with commercial sex workers were
factors significantly related to khat chewing after controlling for other confounding variables.
Unlike earlier findings (7, 21) the present study could not identify being young and joblessness
as a factor related to substance abuse. This might be due to underreporting by the users or

because of recall bias.



8. STRENGTHS AND LIMITATIONS OF THE STUDY

Strengths

This study is the first of its type in Ethiopia, which tried to explore the association between
substance abuse and HIV infection. The design of the study is one of its strengths in that it tried
to minimize bias by being a sort of double blind control type, as both the interviewers and the
respondents did not know the cases and the controls prior to the interview. use of structured
questionnaire, which was pre tested for data collection, strict and daily supervision of data
collectors by supervisors and unscheduled supervision by principal investigator with prompt
correction of identified problems were some of the strength of this study. Logistic regression

was used to control confounding variables.

Limitations

Because of low caseloads and because of refusal, few HIV testing and counseling centers in
Addis Ababa were not included in the study. This might be a source of bias if this HIVCT
centers are significantly different from other HIVCT centers. The findings of this study cannot
represent the general population, as only self-selected people visited the HIVCT centers. Use of
professional data collectors could also be one of the limitations of this study, as professionals
tried to redirect respondents in their own way. Lack of a statistically significant association of
illicit drug use could have resulted from either recall bias where respondents forget whether
they have used other illicit drugs or not in the past one year or due to social desirability bias in
which case respondents do not want to mention illicit drug use. Misclassification is another bias
since only antibody detecting test was used instead of antigen detecting test for HIV infection.
Lack of similar literature in the country to compare findings with is also another limitation of

this study.



9. CONCLUSIONS
The present study revealed that younger and productive age groups are more affected by HIV
infection, which implies a negative consequence on the socio economic status of the country

and the future generation.

The prevalence of “hard” drugs use was found to be very low in the study population. This

finding rather seems underreporting and may not represent the true prevalence.

Our study indicated that only alcohol abuse was associated with serum HIV positivity. The
significant association of khat chewing with serum HIV positivity however, is due to the fact

that alcohol intake by khat chewers has confounded the effect of khat.

Alcohol and khat were the most abused substances by both the HIV seropositive and HIV
seronegative individuals However, HIV seropositives were more exposed to such substances

more significantly.

From the present study, one can also conclude that the prevalence of substance abuse among
HIV seropositive individuals to be higher than the prevalence among HIV seronegative
individuals. Form the study it is possible to conclude that alcohol was responsible for exposure

to HIV infection.

There was also no significant difference between the cases and controls regarding knowledge

about HIV transmission and prevention methods.

Being male and having sex with commercial sex workers were related to abuse of substances

such as alcohol and khat.



10. RECOMMENDATIONS

1. Government and other responsible bodies should design a strategy to control the use of
substances like alcohol, which were found to be responsible for the spread of HIV
infection.

2. Emphasis should be on behavioral change to prevent HIV infection, as knowledge alone
does not help to combat the epidemic.

3. There should be strong commitment from government and other responsible bodies to
discourage the flourishing advertisement of alcoholic drinks in the mass Medias.

4. Community based study needs to be carried out to identify true prevalence of substance
abuse in Ethiopia.

5. Wide range prospective study needs to be conducted to explore into the association of

substance abuse and HIV infection in the community in Ethiopia.
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Annex I1: English Questionnaire
Questionnaire for the survey of the association between substance abuse and HIV infection
among people visiting HIV- counseling and testing centers in Addis Ababa, Ethiopia, 2002

001. Questionnaire identification number----------------
002. Testing Center

01. Tikur Anbesa Hospital 05.  Arsho AIDS Laboratory
02.  Yekatit 12 Hospital 06.  Kazanchis Health Center
03. Beth Zatha Higher Clinic 07. Marry Joy Clinic

04.  Tirat Higher Clinic 08.  St. Marry Laboratory

003. Testing center ownership

01. Government 02. Private 03. NGO

Introduction: We are interviewing people here in Addis Ababa in different health
institutions for study. The purpose of this study is to identify the association between
HIV infection and substance abuse and to help policy makers to plan and take measures

regarding health and health related problems.

Confidentiality and consent: “I am going to ask you some very personal questions that
some people find difficult to answer. Your answers are completely confidential. Your
name will not be written on this form, and will never be used in connection with any of
the information you tell me. You do not have to answer any question that you do not want
to answer, and you may end this interview at any time you want to. However, your honest
answers to these questions will help us better understand the association between HIV
infection and substance abuse. We would greatly appreciate your help in responding to
this survey. The survey will take about 20 minutes to ask the questions. Would you be
willing to participate?”

01. Yes 02. No
004. Test result
01. Positive 02. Negative

If you are willing to participate, please continue to respond to the interview.

Thank you very much for your cooperation



Section 1-Background characteristics

No. | Questions and filters Coding categories Skipto | code
Q101 | Record sex of the respondent Male
Female
Q102 | How old were you at your last
birthday? Age in completed years [---/---]
Q103 | What is the highest level of school No education 0
you completed: primary, secondary Read and write 1
or higher? Grade 1to 6 2
Grade 7to 8 2
Grade 9to 12 4
Above grade 12 5
Q104 | Where is your place of residence? Addis Ababa 1
Other 2
Q105 | What is your religion? No religion 0
Orthodox 1
Protestant 2
Catholic 3
Moslem 4
(0] 1]
Q106 | To which ethnic group do you Ambhara
belong? Oromo
Gurage
Tigray
(01— —
Q107 | What is your current occupation? Have no job
Civil servant
Merchant
Driver
Mechanic
Daily laborer
Other-------------------
Q108 | What is your monthly personal No income 0
income in Birr? Less than 100 1
From 100 to 299 2
From 300 to 499 3
500 and above 4
Don’t know 88
Q109 | What is your total monthly No income 0
household income in Birr? Less than 100 1
From 100 to 299 2
From 300 to 499 3
500 and above 4
Don’t know 88
Section 1-Background characteristics
No. | Questions and filters Coding categories Skipto | code
Q101 | Record sex of the respondent Male

Female




Q102

How old were you at your last
birthday?

Age in completed years [---/---]

Q103

What is the highest level of school
you completed: primary, secondary
or higher?

No education
Read and write
Grade 1to 6
Grade 7t0 8
Grade 9to 12
Above grade 12

Q104

Where is your place of residence?

Addis Ababa
Other

Q105

What is your religion?

No religion
Orthodox
Protestant

Catholic
Moslem

AP ONRPFPONRFRPORRNMNNDEO

Q106

To which ethnic group do you
belong?

Amhara
Oromo
Gurage
Tigray

Q107

What is your current occupation?

Have no job
Civil servant
Merchant
Driver
Mechanic
Daily laborer

Q108

What is your monthly personal
income in Birr?

No income

Less than 100
From 100 to 299
From 300 to 499
500 and above
Don’t know

Q109

What is your total monthly
household income in Birr?

No income

Less than 100
From 100 to 299
From 300 to 499
500 and above
Don’t know

(o]
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(0]




Q110

What is your primary reason to
seek HIV testing?

Know self status 1
Suspect self 1

Not trust partner 1
[1l/symptoms 1
Premarital 1

Visa applicant 1
Referred 1

Confirm positive result 1
Test before pregnant 1
Pregnant, must know 1
Death/illness of partners 1
Occupational exposure 1
Sexual assault 1

For job 1

Z
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Section 2: Substance use

No.

Questions and filters

Coding categories

Skip to

code

Q201

During the last 12 months, how

Every day 1




often have you had drinks Twice aweek 2
containing alcohol? At least once a week 3
Less than once a week 4
Never 5 —» Q204
Q202 What was the type of drink you Whisky 1
usually had? Beer 2
Draft 3
Areke/Gin 4
“Tela” 5
“Tej” 6
8 1 e ———
Q203 What is the usual amount that 1-5 1
you take (use local measurement 6-10 2
unit)? More than 10 3
Q204 Some people have tried a range Yes 1
of illegal/non-medical/addictive No 2 —» Q207
drugs. Have you tried one? Don’tknow 88 —» Q207
No response 99 % Q207
Q205 Which of the following, if any, Yes No DK NR
have you tried? Cocaine 1 2 83 99
Heroin 1 2 88 99
Cannabis 1 2 88 99
Circle all answers! Marijuana 1 2 88 99
Q206 How long have you been using
these illegal/non- Number of months ~ [---/---]
medical/addictive drugs?
Q207 Some people have tried injecting Yes 1
drugs using syringe. Have you No 2 —» Q215
injected drugs in the last 12 Don’tknow 88 | 3 Q215
months? No response 99 —» Q215
Q208 How long have you been
injecting drugs? Number of months  [---/---]
Q209 How old were you when you Age in completed years [---/---]
first injected illegal/non-medical
drugs?
Q210 Do these drinks and drugs Yes 1
increase your sexual desire and No 2
risky behaviors? Don’t know 88
No response 99
Q211 During the past 12 months how Only once 1
often would you say you injected 2-3 times 2
drugs? About once a week 3
2-3 times a week 4
4-6 times a week 5
About once a day 6
2-3 times a day 7
4 or more times a day 8
Don’t know 88
No response 99




Q212 Think about the last time you Yes 1
injected drugs. Did you use a No 2 —» Q215
needle or syringe that had Don’t know 88 —» Q215
previously been used by No response 99 —» Q215
someone else?
Q213 In the past 12 months, when you Every time 1
injected with needles or syringes Almost every time 2
that had previously been used, Sometimes 3
how often did you clean them Never 4 —» Q215
first? Don’t know 5 > Q215
No response 6 —» Q215
Q214 If cleaned: Cold water 1
How did you usually clean Hot water 2
them? Boiling 3
Bleach 4
Alcohol 5
Other--------------omceeeeee
No response 99
Q215 Have you tried khat chewing in Yes 1
the last 12 months? No 2 Q301
No response 99
Q216 What are the types of khat you Aweday 1
chew? Mismar 2
Circle all answers! Wondo/Belchu 3
Gurage 4
Other--------------—----
Q217 How often did you chew khat in Every day 1
the last 12 months? Every two days 2
Twice a week 3
Once a week 4
Once a month 5
Occasionally 6
Q218 Do you feel sleeplessness after Yes 1
you chewed khat? No 2 —» Q301
Don’t know 88 —» Q301
No response 99 Q301
Q219 If so, what do you do to Drink alcohol 1
overcome this effect? Take hypnotics orally 2
Inject hypnotics 3
Do nothing 4
Other-----------=----mmmemm -
No Response 99
Section 3: marriage and live-in partnerships
No. Questions and filters Coding categories Skipto | code
Q301 | Have you ever been married? Yes 1
No 2 r—» Q303




No response 99
Q302 | How old were you when you first Age inyears [---/---]
married?
Q303 | What is your current marital Married and living
status? with spouse 1
Divorced and living with
other sexual partner 2
Divorced and not living
with spouse or any other
sexual partner 3
Not married, living with
sexual partner 4 —» Q401
Not married, not living with
sexual partner 5 —» Q401
Spouse died and living alone 6
No Response 99
Q304 | If married: Yes 1
Men: do you have more than one No 2
wife? Don’t know 88
Woman: does your husband have No response 99
other wives?
Q305 | Woman: Yes 1
Do you have any extra marital No 2
sexual relationship? No response 99
Section 4: sexual history: numbers and types of partners
No. Questions and filters Coding categories Skipto | code
Q401 | For unmarried: Yes 1
Have you ever had sexual intercourse? No 2 —» Q803
No response 99
Q402 | At what age did you first have sexual Age inyears [---/---]
intercourse?
Q403 | Have you had sexual intercourse in the last 12 Yes 1
months? No 2
No response 99
Section 5: sexual history: regular partners
| No. | Questions and filters | Coding categories | Skipto | code |




Q501 | Did you have sex with regular Yes 1
partner during past 12 months? No 2 —» Q601
Don’t remember 88
Q502 | The last time you had sex with Yes 1
this regular partner, did you and No 2 - Q504
your partner use a condom? Don’tknow 88 [ Q505
No response 99
Q503 | Who suggested condom use that Myself 1 3 Q505
time? My partner 2 —» Q505
Joint decision 3 —» Q505
Don’tknow 88 [® Q505
No response 99 Q505
Q504 | Why didn’t you and your partner Yes No
use a condom that time? Not available 1 2
Too expensive 1 2
Partner objected 1 2
Don’t like them 1 2
Used other contraceptive 1 2
Didn’t think it is necessary 1 2
Didn’t think of it 1 2
Don’t know 88
No response 99
Q505 | With what frequency did you Every time 1
and all of your regular partner(s) Almost every time 2
use a condom during the past 12 Sometimes 3
months? Never 4
Don’tknow 88
No response 99
Section 6: Sexual history: commercial partners /only for males/
No. Questions and filters Coding categories Skipto | code
Q601 | Did you have sexual Yes 1
intercourse with a commercial No 2 T » Q701
partner in the last 12 months? No response 99 —» Q701
Q602 | The last time you had sex with Yes 1
this commercial partner, did No 2 :t Q604
you and your partner use a Don’t know 88 Q605
condom? No response 99
Q603 | Who suggested condom use Myself 1 —» Q605
that time? My partner 2 Q605
Joint decision 3 —» Q605
Don’t know 88 —» Q605
No response 99 —» Q605
Q604 | Why didn’t you and your Yes No
partner use a condom that Not available 1 2
time? Too expensive 1 2
Partner objected 1 2
Don’t like them 1 2
Used other contraceptive 1 2




Didn’t think it is necessary 1 2
Didn’t think of it 1 2

Other ----------m-mmemm oo
Don’t know 88
No response 99

Q605 | With what frequency did you Every time 1
and all of your commercial Almost every time 2
partner(s) use a condom during Sometimes 3
the past 12 months? Never 4

Don’tknow 88
No response 99

Section 7: Sexual history: non-regular, non-commercial partners

No. Questions and filters Coding categories Skipto | code

Q701 | Did you have sex with non- Yes 1
regular, non-commercial sex No 2 —» Q801
partner during the last 12 No response 99 —» Q801
months?

Q702 | The last time you had sex with Yes 1
non-regular, non-commercial No 2 Q704
partner; did you and your Don’t know 88 —» Q705
partner use a condom? No response 99

Q703 | Who suggested condom use Myself 1 —» Q705
that time? My partner 2% Q705

Joint decision 3 —» Q705
Don’t know 88 —» Q705
No response 99 [ Q705

Q704 | Why did not you and your Yes No
partner use a condom that Not available 1 2
time? Too expensive 1 2

Partner objected 1 2
Don’t like them 1 2
Used other contraceptive 1 2
Didn’t think it is necessary 1 2
Didn’t think of it 1 2

Other --------=mmmemm oo
Don’t know 88




No response 99
Q705 | With what frequency did you Every time 1
and all of your non-regular, Almost every time 2
non-commercial partner(s) use Sometimes 3
a condom during the past 12 Never 4
months? Don’t know 8
No response 9
Section 8: condom use
No. Questions and filters Coding categories Skipto | code
Q801 | What is the use of condom? Yes No
To prevent pregnancy 1 2
To prevent STDs 1 2
Circle all answers! To prevent HIV/AIDS 1 2
Don’t know 88
No response 99
Q802 | Have you and a sexual partner Yes 1
ever used a condom? No 2
Don’t know 88
No response 99
Q803 | Do you know of any place or Yes 1
person from which you can No 2
obtain condoms? No response 99
Q804 | Which place or persons do you Yes No DK
know where you can obtain Shop 1 2 3
condoms? Pharmacy 1 2 3
Market 1 2 3
Clinic/Hospital 1 2 3
Family planning center 1 2 3
Bar/hotel 1 2 3
Other--------mmm oo
No response 99
Section 9: Sexually transmitted diseases
No. Questions and filters Coding categories Skipto | code
Q901 | Have you ever heard of diseases that can Yes 1




be transmitted through sexual No 2

intercourse? No response 99

Q902 | Can you tell me those diseases that can Yes No DK

be transmitted through sexual Syphilis 1 2 3

intercourse? Gonorrhea 1 2 3

Cancroids 1 2 3

Circle all answers! HIVIAIDS 1 2 3

Q903 | Have you had a genital discharge during Yes 1

the past 12 months? No 2

Don’tknow 88

No response 99

Q904 | Have you had a genital ulcer /sore Yes 1

during the past 12 months? No 2

Don’tknow 88

No response 99

Section 10: knowledge, options, and attitudes

No. Questions and filters Coding categories Skipto | code

Q1001 | Have you ever heard of the disease Yes 1

called AIDS? No 2

No response 99

Q1002 | Do you know any one who is infected Yes 1

with HIV or who has died of AIDS? No 2

No response 99

Q1003 | Do you have a close relative or close Yes, a close relative 1

friend who is infected with HIV or has Yes, a close friend 2

died of AIDS? No 3

No response 99

Q1004 | Can a person get HIV by sharing a Yes 1

meal with someone who is infected? No 2

Don’tknow 88

No response 99

Q1005 | Can a person get HIV from mosquito Yes 1

bites? No 2

Don’tknow 88

No response 99

Q1006 | Can a person get HIV by getting Yes 1

injections with a needle that was No 2

already used by someone else? Don’tknow 88

No response 99

Q1007 | Can a pregnant woman infected with Yes 1

HIV or AIDS transmit the virus to her No 2

unborn child? Don’tknow 88

No response 99

Q1008 | Can a woman with HIV or AIDS Yes 1

transmit the virus to her newborn child No 2

through breastfeeding? Don’tknow 88

No response 99




Q1009 | Do you think drinks with alcoholic Yes 1

content leads to promiscuity? No 2

Don’t know 88

No response 99

Q1010 | Do you think that a healthy-looking Yes 1

person can be infected with HIV, the No 2

virus that causes AIDS? Don’t know 88

No response 99

Q1011 | Can people protect themselves from Yes 1

HIV virus that causes AIDS by using a No 2

condom correctly every time they Don’tknow 88

have sex? No response 99

Q1012 | Can people protect themselves from Yes 1

HIV by having one uninfected faithful No 2

sex partner? Don’tknow 88

No response 99

Q1013 | Can people protect themselves from Yes 1

HIV by abstaining from sexual No 2

intercourse? Don’t know 88

No response 99

Q1014 | I do not want to know the result, but Yes 1
have you ever had an HIV test? No 2 —» 1018

No response 99

Q1015 | Please do not tell me the result, but did Yes 1

you find out the result of your test? No 2

No response 99

Q1016 | When did you have your most recent Within the past year 1

HIV test? Between 1-2 years 2

Between 2-4 years 3

More than 4 years ago 4

Don’tknow 88

No response 99

Q1017 | Did you voluntarily undergo the HIV Voluntary 1

test, or were you required to have the Required 2

test? Don’tknow 88

No response 99

Q1018 | Now did you come voluntarily to Voluntary 1

undergo the HIV test, or are you Required 2

required to have the test? No response 99

Q1019 | If required: Public health institution 1

Who asked you to undergo HIV test? | Private health institution 2

Military institution 3

Government institution 4

Friend/relative 5

NGO 6

School 7

Religious institution 8

Embassy 9




The interview is completed. Thank you very much for your cooperation.

Annex I11: Amharic Questionnaire

MAT.AL.TM AT (TALE PALT QUL avhndh PA®T 7T A“10F A8.N
AN 09275 PAT AL M. 9°NC ovhsmG avanCavs e “9dhATt (199.00m- AP
AL P99.L.L9 PA oomLd

(O[O N L\ WA T W LT (o —

002. PI°Camé- “10hA

1. P&C A700 POTTA 5. ACT ang-té
2. Pt 12 PRTLAA 6. MFEN mS MmA, e
3. Hug 0§ hah 7. “L6EL hALh
4. i WS hALh 8. P/71409° ANC-A-6

003. PI°Cams. “Iphn LRI

1 Paopovt 2 2 P : 3 av TP PAVY LCO0T

7270.¢

Ntemang v NaAT NALNTS UNLIAT AAT AL 0, 9°Cong.
polaom-tr ALT PHY CTGE (L7 L1294 PA: PTG 9491 (AT .AL.10,
AS NHALE PALT Ovée T ovhhA LAOT 75T A10PS ANLALO: MG
M APLS ACIE (17°AN, AOGRPT A78.00L A“1FF1 o 1 (aoyPhg®
AT LD aopO PACOL P75 7% +HaT6 WeHE AdFPOA LTLPA ::

TNTEPIT A5 NI°I°571/4..PLF57-

NN NP ATSTIE TLERPTT AMLPPITAV-  PANDP G0-9° “LNTL-P O
N9°P (Y ECI° AL ALIFI° MLI° ALIPA9° :: hAA hoLy45 avdeB IC9°
ALLPNI° i avavply POICANNTT TPE PAL avavpn PANLT9°G ovtar
LFaa. :: 1oPr9° LV7Tr PA meP (14410 T L A LHIv SFAA.  TIC
7 ATPLELO ACAL P72.0m7 P75 ThhAT o2A0 APT QA ATSTE POOD-
el T LAT®F N A7L74L5% AMP° LaParGA @ ATLERO A’LOAM-7
ap ALGEITT AM9° he: fA 10 2 pegm 20 L¢P PUA LONSA ::
NAHY O PLEM AGPNLG LPLE 19712

1. A? 2. hELAVI”

004. POm.7 T he :
1. 7 akn
2. notA.



AT eLE® AGPA-G L. PLE WPy AP T7 OL PLRIEGT aONANIFD /17390

ALLAANT TNANC AMI° av7P F AV :



NEA 1 : a0l P avlEP

+. & | omeP Paop P e LAT
101 | pamaii. £ %L 1
0 2
102 | QPCAN ALTPF
0.ehN4 0L£:722 NF T X A A (7L A—
ne?
103 | P19°UCT LLEDP ANT?ICHY° 0
A8 T 10? 0NG 9794 1
1 a0h 6 heA 2
0 7 anh 8 h&A 3
N9 anh 12 heA 4
h 125 heA Nae 5
104 | Por@CPe WL (AP P AL%.0 ANN 1
ya-? A A 2140 2
105 | 7821919 9°71L50? PAT9° 0
ACE-L00 1
TEENI T 2
Qtan 3
ANAICS 4
A hA L1100
106 | he g o- N0 h%¢- 1
Y92 ACT 2
AN 3
T4 4
A A L1400
107 | NP 9°3L7% Ha-? Né AT 0
pav Nt (et E 1
108, 2
0'4.C 3
ao 4
i 6 2 P2 5
AA A L1400
108 | P24 PoC 10,2 ONC 0, PATY° 0
Nt LUSAa? 0 100 £10 1
nh 100 anh 299 2
h 300 anh 499 3
500 A% hH.P AL 4
hAm-Ppg° 88




109

mPaa e0-HANP POC
10, anc Nt
LUGTA?

0, PATI°

0 100 £

h 100 anh 299

h 300 anh 499
500 A% hn.f ae
hAOD-p9°

0B~ W~ O

o0

110

LU ¢ AT AL 0.
goCovs. LA
ANe 9N e

g7 LNm-?

h?

Phé0L7 U A%10P
Hhén7 NATmé-mch-
ALTRT NA°TA9°7
NAJ-ao9°ny
AP Lav H(F 9°Cav(.
AnH A“79oADT
FHIE/NGE LA TPhN
PP L Omt7 AT
APLad KRCING 9°Cav(.
ACTH 7159 Wé0T A%l
AL qo-/pamyge

Wne- 9°n7.e andso: Qoo am,
(LI WA
aANé PrC

L1040

S

?D—‘r—‘»—‘b—*»—‘)—*»—‘r—‘b—‘b—‘)—‘r—‘b—*»—‘
DR NN

->
-




heA 2 : 0 ANCTHT T1CTF7 Naemd I

+.d | nmed pavp P he: LAG | he
201 0A4T 12 0T AADAYT ([ 1
LATFOF avqm@FLmm nag°7t vat +7 2
40C? - OPOF T LR .70 0A9°7 T A%L, 3
emm- 10C? NA9° 7t a8 03T 4
s el AAmM-9° 5 %204
202 | 907 %27t e Y0C A.m @-nh, 1
m- PINL0-? 0.¢- 2
[P 3
heBI87 4
mA 5
me: 6
[ M T N A Y —
203 | NIH-®-% LH 9°% PUA L£m h1 anh 5 1
MA-? (197Ah.e/ WNCA/ h 6 anh 10 2
NNCEE ®LI° AmEovN h 10 nag 3
204 | AFSL AT (vhees AP 1
eaFunl 00 PO eNH- AATPhCh9® 2 9207
an @y 4% LONSA AanJ-a-ng° 88 9207
SACN®  ATIVT Phlor apn PAI® 99 207
L0 P2
205 | A7 P he°hs- AP  PAY° KA avpage
n“Lhtact ey nher 1 2 88 99
PREPA? veer 1 2 88 99
hbden 1 2 88 99
PamAGT7 (oA A0 | “16PF 1 2 88 99
206 | ATLVT? V9T
PLATHI/OO P97 N0H- POLA RPC e
av @14 117 A9°T PUA
LH. TmPIOPA?
207 | A28 APT Navce, AP 1
Pol.m) av @y em AATOIP-9° 2 215
990 ACOPN A0S 12 AanJ-@-ng° 88 »215
Ol RYLYUT LYy AT apO LAY 99 —»215
+o)to e Pp.?
(vho°s ¢°73-HH-T
”".Q'Zi 'f‘i} hgﬂﬂﬁhig‘:
208 | A7 PUA LH T OPTHPA? [ OVZ% W - | oe——
209 | AYLY7 ao @'y 1
AEavse  IH MOS8 Y AN G2 T R —
0L:7%9 0yt WC?
210 | AYLY a AS AP 1
an @Yy AF POOA | ALPAPOI®/ A LI GI® 2
CAVTPT LPOAPAN- DLYC AA@-Ppg° 88
L6902 ap0 PAY” 99




211 0A%T 12 @i 9°F PUA h78L, NF 1
L ATV oo AT h 2 anh 3 L 2
TOPFEAD. LAN? N9° 7T A7L PUA 3
nag°7 h 2 anh 3 L 4
Nag°7+ h 4 Anh 6 LI 5
N7 A78 6
N+7 h 2 a0h 3 1L 7
W+7 40L9° hi, e NAL 8
AAnJ-@-ng° 88
ap0 PAY” 99
212 | Al NAL@ L1 QAo hP 1
a7y ea:: A A0 AN Tm+I°h9° 2 —»215
AP L0 e1mear(17 AAN @09 88 —»215
aniig, OLI° (.67 8 tm aop\() PAY® 99 —»215
Povw- 07
213 NaA%T 12 os a® (-+m U-A LI, 1
$bao()}  aveS NEHE n9a 1A v-A LI 2
N0 AP L av®- 9°77 PYA A7578L, 3
L POS-TA? AAE WAL s et 4 215
Oen U-n? hA@-pge 88 »215
a0 PAY° 99 —»215
214 9705 hvr: N+HIy @y 1
ANGO7 LH P97, 05T Qav-p @Y 2
A8 C? Nogdn ®Le9° 17641 3
anens 4
NAADA 5
A A Lo00
ap0 PAY° 99
215 | AA%T 12 it em hP 1
P P PN? AnPI°h9° 2 301
a0 PAY” 99
216 | Po9.Pav-13  sm G085 ADS L, o8- 1
0. 7245 90 B 2
PHamAN®-7 V- AN 072 /NA6Re = 3
A T 4
A hA L1100
217 | AA%T 12 oo aen - NPy 1
LILP H0C Poldav-? nev-a-t ¢ 2
nag°7t+ v-ak 3
NA9° 7 A28, 4
NOC A8, 5
NA2MY, 6
218 | hPav- (154 PATPAG hP 1
Amt FOAC POTIPIAN? hPIPavige 2 —»301
AAnJ-@-ng° 88 F»301
ap0 PAY° 99 —»301




219 PATPAG AMT FAC 9m AADA AmMAY- 1
P LUT FAC APqIT PATPAG oLy A@-MAY- 2
9°7 PLCIA? PATPAG a2y T A® DA 3
I°79° RALCI 4
A ha 2140
aph PAY® 99
heA 3 @ 2NFEST ANE 9°9CT (tHoraht
4.4 | oomed | pavpe ng: LAT | he
301 | H8C SHO: Po-PA2? AP 1
AA £1ihg° 2 —»303
a0 PAY” 99
302 | @oBavse 0010 HLTLY X AN L2 T L —
Nz 10C?
303 | QAU 0T PONFEP AVE haant oC ¥y 1
U W78 T 10?2 4B haa L5 % IC 75 2
(L PA ALY ATV 3
AVIMWY° 77 DAL IC ¥ 4 TP401
ANINV9° NALT R ICI°  AATCI® 5 —P401
AL PH/PI NFET ATEAV- 6
apn PAY° 99
304 | hna- hP 1
AOZL : hAZL POAM PATTI°/PATF @-9° 2
I0T AAPA? AA@-pgv 88
aAdT : 9A0T2 AA ap\n LAY 99
N AATFo-?
305 | A@7L AT AGT hP 1
nnan-t+2 aa 29PC PAT9° 2
ALT hAPT? g LAY 99
NEA 4 : P 0D ALE 98T €TCT Otoraht
401 | 4210 NF : hP 1
PN N V7T ALC10: PO PA2? hALlhge 2 L 5803
a0 PAY” 99
402 | pavBavgs ey PPN ND FIEYE | 09 G0t
ALLCTL 0£°%2 N7 10C?
403 | AAdT 12 oot PN 0D TR h? 1
AL CIPA? hagohge 2

aopnn LA 99




hea 5 @ 2T P90 0D ALE 7 Q1eovaht
501 | AAdF 12 @it hemgaF h? 1
LGP an og9e ‘LNt IC hALcLh9e 2 601
PN ND V7T AECIPA? AANJ-@NY 88
502 | Qevgp.lam- PC N h? 1
V7P LH ACONPG 0T ANTmPI°79° 2 =504
PN 0D ALETP 7L9°T tm AANS @09 88 505
P27 0- 10C? aop\( PAY° 99
503 | L@ P3L9°F Panmd e YAl AL Al 1 505
pavam@- oy HOC? 3L5 0 2 9505
Pl DAY, 3 —»505
AAnJ-@-ng° 88 —»505
aop( LAY 99 505
504 | ACOPS ALTP nILI°T AIC7 h? he
ANTmP o7 TU9°? ANTTT9® 1 2
nmgy® g o | 2
3L % (oo Poav-/7) | 2
AADEL9° | 2
A aohahe na°me9 1 2
ANLAL NAATPONATY ] 2
Aannhatee 1 2
hA@-pge 88
ar O PAY° 99
505 |AA%T 12 et RCNPS U<A LI 1
aP (15 PPN 0D ALETP 9°7 nqra 12 v-A L1 2
PUA  LH  D729°7  Tmdov- 7978, 3
0C? Nsg e 4
AANT@-N9° 88
ap( LAY 99
NEA 6 : TS A8e PN 0D A5 (Hovant A@7L AF/
601 | AA%-T12 @ htE  ASe h? 1
ALEP oG PMNL 0D VTV AAL.LIg° 2 %701
AL CIPA? AANJ-@-Og° 88 701
602 | Novep.la@- oL N AP 1
V7P LH ACOPS PO ANTm+I°79° 2 604
h%¢ ALE® LI tm hA@-pge 88 —»605
P70 10C? aop\(\ PAY° 99
603 | L@ 7297 Parmd9® YA AL Al 1 F»605
pava@- 1% HOC? Y AL 2 —»605
Pl A, 3 605
hAm-Ppg° 88 —¥»605
aop( LAY 99 605




604 | ACNPST ALTP n7LI°T A9°7 h?
ANTmP o7 TU9°? ANTTTI® 1
amy°® £ o |1
L5 % (oo Pmav-j7y |
AADEL I |
1

1

1

S

AA vhAne (A mP 9
ANLAL NAATPOAT
Aannh0tge
hAD-PI®

av O PAY°

O o0

605 | AAd-T 12 @i ACONPS AT U-A Lh
A% P0G N ALTP 9o nqra 12A v-A L1
PUA  LH  D729°7  Tmdov- A7978,
MNc? s ¢

hAm@-Ppg°
avphN PAY°

OO0 H WO 00NN

Neliie ol

neEA 7 0 0F PAVIT AT ATE RSE LAUTT PN 0D ALTTF (tevaht
IA®7 L AVFE/

701 | Ad$T 12 @it 205G WHF hP 1
ASC QAVTT ALTP IC PN haLcohye 2 7801
N V7IT ALCIPA? hAOZ@-ng® 8 7801
702 | Novgn. L qm- P N h® 1
V7P L ACANPS P0G 90 ANTMPI°79° 2 =704
TS A8L9°  PAVTT ALE P AAN @09 88 m»705
n729°% +aP - 10C? apn LAY 99
703 | (L@ nFLI°T Parmdb9d® YA AL Al 1 ®705
pava@- «9y C? Y XA 2 7705
Poe WY, 3 705
AA@-Pg° 88 M»705
apN PAY® 99 [”705
704 | ACOPG ALEFP hILIT A7 hP he
ANTmP T TU-9°? ANTTI® 1 2
amy° a-¢ jo- | 2
3L5 0% o Pwoov-joy | 2
AADL 9" | 2
AA PhAle DA P9 1 2
ANLAT NAAAAT | 2
Aanh0tee 1 2
ha@-Ppg° 88
apnh PAT° 99
705 | AAdT 12 @¢et ACNPS U-<A ‘LH 1
P15 LAV ALV 0T nea LA v-A LI 2
ASCPAVY L 0D ALEYP R1578, 3
(lov-p- 9°% PUA LH D329°% e et 4
Fmdov- H0C? AA@-Pg° 88
AN PAY° 99




h&a 8 : h2R9° Nno°m+I°

801 | 229" A9°7 LmPTIA? h? he
ACTHS7 AorhahA 1 2
PANAHC Q027 aoehanan 1 2
AT AL 0, AL07 APhahA | 2
hA@-py° 88
apN PAY” 99
802 | ACNLS Pl 0D ALETP hP 1
n7L9°7 +mP*PF0U- AATmPICT9° 2
Fa- P2 hA@-pg® 88
apn PAY° 99
803 | h229°7 hel- wey® hey7 hP 1
A7 P P2 hA@-pg° 2
apN PAY” 99
804 | hezhta-t het5Fo- ng- AL KL RAPYP°
oeye he 5o ao - e 1 2 3
n729°7 APTT P7LT 012 hd-comn, 1 2 3
e 1 2 3
nhaLn/ arattra 1 2 3
IoCmPET AT NNATFo- nAN 9eME 2900A 1 2 3
PHampAN®F V-A- NaohNA s o vEa 1 2 3
havant A hALI0D
ap0 PAY” 99
neA 9 @ nA ANAHC NdD-
901 |2 N2 7T AAANS- hP 1
NA’2T A Mad2T  a9eto- AANTTV-9° 2
L0 a2 a0 PAY° 99
902 | NN N2 27irT Atand AL KL hAPIP®
POLT AT VAT PT A1 +ry 1 2 3
L7 an.? LT 1 2 3
hchc 1 2 3
I°CHPET A NINAT o AT Ae O/AL0 1 2 3
PHampAN®F V-A- NaohNA A.A hA L1100
hAaaht
903 | NA%T 12 @4 L OO h? 1
AT At o 10C? o Vad 2
AANJ-@-N9° 88
apN PAY° 99
904 | NA%T 12 oot L0, OO h? 1
MNATL AL ¢3¢ ¢nA 1NC? PAI 2
AAnJ-@-ng° 88
ap0 PAY” 99




NEA 10 : A0P R4 2G5 herpdhn-T7 (toeaht

1001 | A£0 NA°20A QdJ (9> to- hP 1

Lo Pp? AAONTV-9° 2

apn LAY 99

1002 | QAN MdF ¢+PH ®eYy° hP 1

e A0 ea P2 AA@-P9° 2

apn PAY° 99

1003 | AT AL 0, ¢1efH ogy AP PPCA Hovg: 1

NWALN P+ PPCAN Hovg: AP PPCA ALE 2

DeI° ALE hALT? PATTI 3

apN LAY 99

1004 | A7 G0 AF Ae 4. heHO h® 1

A0 IC 9°N oAl AT ALTAP» 2

AL 0, A LHOD: LTAN? AA@-Pg° 88

apn LAY 99

1005 | A7£&7 a0 Qo0 P AP 1

A°Mer T AT AL 0. A LHO- ALTAP® 2

LTan? hA@-pge 88

arpn PAY° 99

1006 | A7& A® AA@- @ PLq AP 1

Woo01F oL, (0D kT ALTAP 2

AL 0, A LHO CFAN? AA@-Pg° 88

apn LAY 99

1007 | QAT AL 0, ®LI° (A LN hP 1

e+ eHT 190amC AT A8LOT ATFAP 2

oL 070 10 THANE T TANT? hA@-Pg® 88

aph LAY 99

1008 | QAT AL 0. ®LI° (ALN hP 1

eHeHT 0T ASN OL ATFAP 2

+oaLo AL 9407 OmeT AA@-Pg® 88

G LT AT AJOTAAG ap\( PAY° 99
TTANT?

1009 | AADAYTT  PAT®  aoqm7 h? 1

ana) - AP oL Pr P ALTAP» 2

02 17 A1494 LFAN? AA@-Ppg° 88

apO LAY 99

1010 | Mm% @A  OALPT  hL07 AP 1

neg eaomm- G840  Ctmd AanNy® 2

AV LTAA NA®: £ONA? hA@-py° 88

apn PAY° 99

1011 | a2F Q20 0D 27 r AP 1

OP T n729°7 (FThhdh oom ALTA9° 2

$g° ACNVTFO7 ALN hAm-py° 88

negeovma-  RF AL Q. ani\\ PAI° 99

q9e0 aohanA LTAA?




1012 | ALT OAT AL 0. hateH A9 1
A7L O ALE oC (evyy HhLTO-9° 2
ACNTOF avhahh L7FAA-? AA@-P9° 88

apN PAY° 99

1013 | ALF  hne. 02 27rr hP 1
M@ 3Pl Al-ANTOF NAT AL AL Th-9° 2
0. ovhaha L7 AA2 AAD-Pg° 88

ap0 PAY” 99

1014 | @ mk7 “90F ANLATII® 17 hP 1
Oy Wt ¢ AT AL 0, hagohy 2191018
I°Cavs- hECIPA? apN PAY” 99

1015 | A00P7 Omk7 ALY 17 AP 1
PICCav (-7 o-m, T+ AATTV-9° 2
AT TPA? apn PAY° 99

1016 | QPCN £LLIT ¢ AT AL . AL+ Gavst 1
goCang. av C? NAL® 1 Anh 2 o ot 2

0AL.0 2 Anh 4 Yoo o 3
h AcT 9o 04T 4
AANJ-@-N9° 88

apN PAY” 99

1017 |PAT  AHE 0, 9°Covi.m7 AN &.2L 10C 1
LT (NP &2 1C +med o- 2
0eN Ar9.PLCYE  Tmebar AAnJ-@-ng° 88
y-? apN PAY° 99

1018 | AUZN  9°CavimF A LLLC NAalN &P LHm- 1
paomt (16N 4P - +med o 2
OeN A78.PLCYE  tTmedo- anp\n PAY° 99
y-?

1019 | htmf¢ PoNLANN MG HR9° 1
Py JOCaVLDF 778 CLC P20 mG L9 2
eme P P12 03L.LP R 3

pav ot +L9° 4
3L5 [Hov & 5
a NI P POV LCET 6
T9°vCt (L 7
YL Ry 8
A9°00, 9
A A LIM0-
apN PAY” 99

PA oML ET MCANVT 2 ALLEAT TAAANC AMNI° ATPAI5AV- ::




ALCOHOL

Conceptual framework

—_3{ Inso > Risky Injections
mnia

4

'

Needle Use
Sharing contamina
$ ted needle
Sexual
inhibition HIV
and Infection
judgment Unprotec Multiple
ted sex sex
partners
Traumatic
sex
Risky sexual behavior |
S

18



DECLARATION

I, the undersigned, declare that this thesis is my original work, has not been presented for
a degree in this or another university and that all sources of materials used for this thesis

have been fully acknowledged.

Name: Assefa Seme, MD

Signature:




Place: Addis Ababa

Date of Submission:

This thesis work has been submitted for examination with my approval as university
advisor.

Dr. Damen Hailemariam (MD, MPH, PhD)
Advisor's name Signature




