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Abstract

This study examines self-disclosure problems among sexual partners living with
HIV/A1DS-who are hospital clients in City Government of Addis Ababa. In this
study the experiences of HIV positive status, the nature of self disclosure, the
reasons for self disclosure and-—non self disclosure, the benefits - and probable
risks of self-disclosure, types and levels of sero-positive status self-disclosure
related discussions and their association with the clients' socio-demographic
variables were studied.

The study applied quantitative research designs. Little qualitative methods were
also injected to supplement the data. A Self-Report Questionnaire was prepared
and administered for 300 participants who were clients of Black Lion and
Zewditu Memorial Hospitals, proportionally, for the quantitative interpretation
of the data. The qualitative data was also collected through Interview guides,
natural observations, visits and document analyses. The data were analyzed
through the application of both descriptive (percentage, mean, and standard
deviation) and inferential (Chi-square (x2)) statistics.

The researcher found that from all the participants more than half of them had
known their sero-positive status between 1 to 5 years period, 64.3 percent were
started using ART while 27.3 percent did not start ART for different reasons
(56.1 percent did not recommmended by doctors and the rest 43.9 percent of them
need some more counseling, time for decision and access to enough and
nutritious foods), 72.7 percent knew their HI'V positive status through medical
related testing, 64 percent of the total participants (N=192) were self-disclosed
their sero-positive status to their sexual partner(s) (43.75 percent of them
disclosed the same day since diagnosed, for example) while 36 percent of them
(N=108) did not yet to do so. Among the participants who disclosed their sero
positive status the opportunity to utilize the benefits and refrains from the risks
of self disclosure were found to be plentiful. Moreover, only a quarter of
participants revealed higher level of sero-positive status self disclosure related
discussions with their sexual partners, while about half of them have lesser level
of discussion and the rest 24.7 percent of them have no discussion on the issue.
In general, all the participants were found to be less frequently discussant of
their sero-positive status to their sexual partner(s). In line with these, marital
status has significant group difference in the levels of self disclosure related
discussions, while ethnicity has significant group difference in the types of self
disclosure related discussions. Whereas, average monthly family income. self
disclosure and time period for self disclosure have shown significant group
differences both in the types and levels of self disclosure related discussions. On
average, about 70 percent and 60 percent of the participants agreed on recasons
for self-disclosure and self-non disclosure, respectively. Thus, the reasons for
sclf=disclosure and self-non disclosure used in this specific study could serve as
recasons both in items or group levels that can be used in studying similar

rescarches.

Thus, facilitating  sclf disclosure related discussions among sexual partners
living  with HIV/AIDS shall have resonance effect and was the prior
rccommendation. It should be promoted and scaled up through professional post
test counseling  services, proper information dissemination programs and
awarcness and advocacy programs through media. This will ease self disclosure
for the better prevention of the spread of HIV infection among sexual partners
living with HIV/AIDS.




1. INTRODUCTION

1.1 Background of the Study

HIV/AIDS 1s a young disease that comes to our attention only in the early 1980's but found to be
among the highly shredded ones. This epidemic is rapidly spread to the extent that everybody i
most parts of the world could sense it easily. Thus, it became highly possible to obscerve the
scourge of HIV/AIDS in every small district as it has had a devastating effect on individuals.

families and communities everywhere the disease has spread.

HIV/AIDS has passed through three different epidemics: the epidemics of HIV, AIDS, and
Stigma, Discrimination, and Denial (SDD). The epidemic of SDD is a continuing challenge in
the current world (Piot, 2000) and is central for global AIDS challenge as the disease itself
(Mann, 1987).

HIV kills so many adults in the prime of their working and parenting lives. It destrovs o
workforce; breaks and impoverishes families; orphans millions of children. and shreds the
framework of communities. However, it is common for people who subject themselves w hige-
risk situations or behaviors to deny that they are at risk of HIV infection. They often avoid
testing, and if they are tested, they avoid following up on results, as if avoiding a clinical

diagnosis might prevent the disease (FHAPCO & FMOH, 2004).

According to WHO (2004) report when people know their HIV positive status they often avoid
disclosing their sero-positive status and discussing the issue with professionals and family
members, including their sexual partner(s). Non- disclosure of one’s sero-positive status because
of the associated SDD and probable risks of self-disclosure by itself restrict people from i

tremendous benefits of sero-positive status seltf disclosure to one's sexual partner(s)

HIV/AIDS secemed to be sex selective. The increase in the proportion of women being aftected
by the epidemic is still continues. It was estimated that about 6 out of 10 new infections are in

women. 5000 women are infected with HIV daily and 90% of them were found to be in

developing countries. For example. in Sub-Saharan Africa. there are 13 women for every 10




infected men (UNAIDS, 2006). Similarly, the problem of HIV/AIDS seemed to be higher among
females than males in Ethiopia. Consequently, younger females who are living with HIV/AIDS
outnumber males, while more males are observed in older age groups that are above 30 years

(UNA!DS, 2006; FMOH, 2006; ARC, 2000).

HIV/AIDS became more than a health problem and turn out to be a psychological, social and
economic problem of every country although the situation 1s most worrying in developing
countries like Ethiopia. The psychosocial, medical/health and economic impact would be
greatest in these countries where they already have severe problems. Moreover. the problem ol
SDD became central in global and national AIDS challenges. It affects the prevention of the

epidemic and the current issues of care and support as the disease has no cure to date.

In the fight against the scourge of this deadly disease lots of efforts have been made both in
national and international scenarios. It has got much more emphasis to the extent that it became
part of the eight Global Millennium Development Goals (MDGs) and the national millennium
agenda of Ethiopia. But, the results could not stop the prevalence of HIV infections énd are not
as such satisfactory. Thus, such efforts should include and facilitate self-disclosure of ones' sero-
positive status through informed and voluntary consent. especially for counter sexual partner(s).
Such positive acceptance of one’s HIV positive status increases the utilization of Voluntary
Counseling and Testing (VCT) services among the counter sexual partner(s) that can savce

millions of lives from HIV infections.

According to literatures self-disclosure is one of the eligibility criteria for receiving antiretroviral
drugs (ART) and any other further treatments. In this sense, a person who is living with
HIV/AIDS (PLWHA) must inform at least to his/her sexual partner(s) or anyone in his/her
family that he/she is HIV positive. This is so because people who disclose their sero-positive
status are more likely to be successful in terms of adherence and having a reliable support system

(FHAPCO & FMOH. 2007: FHAPCO. 2007).

To this end partner-notification programs might help PI.WHA who want to tell their partners but

do not feel comfortable doing so. Some of them might decide to not tell people with whom they

live (including their sexual-partner/s) because they fear losing their home and family support. In




most cases the reaction of a partner or other family members could be violent. At times. it may
also be possible to give alternative explanations for changed behavior (FHAPCO & FMOH.
2007; WHO, 2004; Olley & Stein, 2004; Hubley, 2002; UNAIDS, 2001; Hertz, 1992; and Ross

et al., undated). = T

However, it should be noted that self-disclosure of ones’ sero-positive status, especially to ones’
sexual partner is not a one shot agenda. It is a process that needs professional support, the
acceptance and willingness of the person in problem, and preparation to properly manage the
risks and utilize opportunities of this life threatening issue. In doing so, research activities in the
area of self-disclosure will have tremendous benefits in understanding the nature. the extent and
prevalence rates of the problem at hand; the gender-wise differentiation of the problem: the risks
and negative effects faced by different clients in previous time that discourages current and
future clients to do so; and the benefits of opening up on the issue of ones’ sero-positive status
disclosure to sexual partners that facilitates the process of self-disclosure among clients. T\h\1§\~*
could save millions of lives, stop or reduce the prevalence of the deadly disease, encourage
taking voluntary counseling and testing in part of the other sexual partner, and taking

antiretroviral drugs and other proper measures to live positively with the virus.

Accordingly, this study tried to investigate and discuss Self-Disclosure problems among Sexual

Partners living with HIV/AIDS who are clients of two different hospitals (namely Black [.ion

and Zewuditu Memorial Hospitals) in the City Government of Addis Ababa.




—— ——sexual Partners Living-

1.2 Objectives of the Study

“The general objective of this study is to investigate and discuss Self-Disclosure Problems among

WIEFHIV/AIDS who are clients of two different hospitals (namely Black

Lion Hospital and Zewditu Memorial Hospital) in the City Administration of Addis Ababa. The
specific objectives of this study are:
1. To describe the nature of sero-positive status self-disclosure problem among Sexual
Partners living with HIV/AIDS;
2. To investigate the benefits of sero-positive status self-disclosure as experienced by
Sexual Partners living with HIV/AIDS;
To explore the risks of sero-positive status self-disclosure as experienced by Sexual

Partners living with HIV/AIDS;

(U8)

4. To analyze the characteristics of sero-positive status self-disclosure related discussions
among Sexual Partners living with HIV/AIDS;

5. To evaluate the different variables that affect sero-positive status self-disclosure related
discussions among Sexual Partners living with HIV/AIDS; and

6. To appraise the reasons for Sero-positive status Self-disclosure and Self-Non Disclosure
among Sexual Partners living with HIV/AIDS.

7. To illustrate the possible recommendations that logically be made to improve self-

disclosure problems among Sexual Partners living with HIV/AIDS.




1.3 Statements of the Problem

In the fight agamst HIV/AIDS much more efforts have been made. Ihe tradltlonal efforts that

exerted to reduce-the spread of HIV have focused on people who are at risk for becoming

infected owing to their drug use or sexual behavior (gay men and commercial sex workers, for
example). Through this basic understanding people can be labeled as people who are at risk
situation vs. people who are not at risk situation; only by observing their social environment,
analyzing their economic conditions and/or studying their behavior. Though, through community
outreach messages about prevention and access to health care services, the goal has been to
empower people to protect themselves from contracting the virus. Unfortunately, in the fight
against HIV/AIDS through the traditional approach, HIV/AIDS was considered as a punishment.
crime, war, horror and/or otherness. This, in turn, breads the epidemic of SDD that exhibits clear

impact on individuals' sero-positive status self-disclosure.

The contemporary approach to the prevention of the spread of HIV focuses directly on the
potential sources of infection. Because, HIV is spread by people who are infected, so it makes
sense to consider how the epidemic can be understood and fought from that angle. Indeed,
changing the behavior of one infected person may help prevent many of that person’s sexual
partners from becoming infected. However, it should be noted that this is a sensitive question
that could be perceived as blaming the victims or discriminating against or stigmatizing a group
of people. Fortunately, a body of empirical studies has emerged in recent years that address this
topic in an unbiased and straightforward manner. Thus. the HIV epidemic can and shouid be

addressed with a concerted effort at prevention directed toward those who are infected.

In line with this, our country’s five years strategic plan that aimed at intensifying multi-sectoral
HIV/AIDS response in 2004 — 2008 (HAPCO & FMOH, 2004) has focused on the active
involvement of PLWHA from which much more positive outcomes would expect. The strategic

S

document articulated that PLWHA have to be given a central place in the prevention of the

scourge of HIV/AIDS.

I



It is also encouraging that after becoming aware that they are infected, many people substantially

reduce their risky sexual behavior-and drug use. This outcome underscores the-importance of

HIV testing so that people can learn-their status. Equally important, those in whom HIV has been

- ;ﬁagnoseémust be successfully linked to medical c&f%éfﬁ%’supportive'services. In addition, since
' rlrljving with HIV is challenging zimdiéom’e people continu;e to engage in risky behavior or relapse

periodically the need for ongoing prevention programs is clear.

However, there are people who subject themselves to high-risk situations or behaviors but deny
that they are at risk of HIV infection. They often avoid testing, and if they are tested, they avoid
following up on results, as if avoiding a clinical diagnosis might prevent the disease (FHAPCO
& FMOH, 2004). Moreover, those people who know their HIV positive status also avoid
disclosing their sero positive status and discussing the issue with professionals and family
members, including their sexual partner(s) (Hiwot, 2006; Harvard School of Public Health, 2006;
The Foundation for AIDS Research, 2005; Kebede et al., 2005; WHO, 2004; UNAIDS, 2001;
and UNAIDS, 1999). Thus, it is essential to understand the rates, benefits, risks, reasons and
processes of HIV infection self-disclosure/self-non disclosure among sexual partners living with

HIV/AIDS for the better prevention of HIV infections in the City Government of Addis Ababa.

To this end, this specific study tried to find answers to the following questions.
1. What looks like the rates of sero-positive status self-disclosure to sexual partners living
with HIV/AIDS?
2. What are the benefits of sero-positive status self-disclosure as experienced by Sexual

Partners living with HIV/AIDS?

(25

. What are the risks of sero-positive status self-disclosure as experienced by Sexual Partners
living with HIV/AIDS?
4. What look like the types and levels of sero-positive status self-disclosure related
discussions among Sexual Partners living with HIV/AIDS?
5. Do the socio-demographic factors independent of the types and levels of the participants'
sero-positive status self-disclosure related discussions to their sexual partner(s)?

6. What are the reasons for sero-positive status self-disclosure and Self-Non Disclosure

among Sexual Partners living with HIV/AIDS?




1.4. Significance of the Study
Sexual partners who are living with HIV/AIDS have developed different attitude towards their
sero-positive status, based on the different experiences and teachings they have learned in the
course of their lifer with in the community they live. The awareness and understanding of sexual
partners living with HIV/AIDS, in turn, plays greater role on their attitude that determines the
necessity and effectiveness of sero-positive status self-disclosure. Thus, the attitude developed by
these group of people at different time periods for different reasons have had greater effects in
understanding the roles and effectiveness of sero-positive self-disclosure that will, in turn, affect
their choices in taking appropriate measures on the problem they faced (proper treatments;
medication; experience sharing; and open discussion with family members, for example) as it is

both the cause and effect of their attitudinal formation.

[f the perception that HIV/AIDS is a punishment, crime, war, horror, and/or otherness gives rise to
negative attitudes, it will have greater effects on the self-disclosure of one's sero-positive status to
his/her sexual partner(s). If it occurs, the problem will never be restricted to those who are infected
and affected by HIV/AIDS; but it will go beyond individuals to public or nationwide scenarios.
Thus, timely and clear understanding on the roles of individuals’ sero-positive status disclosure to
their sexual partners might be helpful in understanding the roles and effectiveness of pre- and post-
testing counseling services, enchanting appropriate measures on the problem the clients faced and
taking correct and early measures for the future positive development of the services rendered for
the non-tested counter sexual partners and many others. Thus, the following are among the most
important intended social, medical and psychological values of this study:

a. The finding will hopefully assist those infected and affected by HIV/AIDS and other
stakeholders working in the fight against HIV/AIDS to understand self-disclosure problems
and the related harms among sexual partners living with HIV/AIDS,

b. It will provide basic information to counselors, psychologists, health professionals,
rescarchers and other professionals who work directly and/or indirectly with sero-positive
status self=disclosure problems among individuals living with HIV/AIDS in general and
sexual partners living with HIV/AIDS in particular, and

¢. Finally, it will initiate and serve as a basis for extensive studies on these less touched but

highly important issues in the future.




1.5. Delimitations and Limitations of the Study

This study tried to investigate self-disclosure problems among sexual partners living with
HIV/AIDS who are clients of ART Clinicsin the Black Lion and Zewditu Memorial Hospitals in
the City Administration of Addis Ababa. The study was first designed to have more samples
through inclusion of one hundred fifty (150) additional participants who are clients of ART Clinic
in Alert Hospital. But, because of the time taking nature of the institutional ethical clearances’ and
its very long procedures, even after getting the regional health bureau’s approval and written
ethical clearances for the study, the research was limited to use only three hundred (300)
participants from the above mentioned two hospitals. In addition, the complexity and time-taking
nature of the analysis part of the study; the paucity of the time for the study coupled with financial

problems were also among other reasons for limiting the sample size of this specific study.

Moreover, the arranged Focus Group Discussions and Selected Case Studies were cancelled due to
busy and overburdened nature of VCT clinic staffs, financial and time constraints, the huge and

complex nature of the study and other unmanageable reasons that relates to the case under study.

1.6 Organization of the Thesis Research

This thesis research has been designed to have five consecutive chapters. The first chapter
discussed the ‘what all about’ of the research work. It introduces the research topic, the research
questions, the general and specific objectives, the delimitations and limitations, and the
significance of the study. As a final point, this chapter concluded by discussing the organization of

the thesis research and presenting operational definitions for selected terms and terminologies used

in this specific study.

Chapter two is focused on the literature review part of the study. This chapter tricd to sift out
previous works and findings that emphasized on the nature of sero-positive status self-
disclosure/non-disclosure: historical developments and policy issues; and the roles of sero-positve

status self-disclosure to sexual partner(s) (especially the rates, reasons, benefits, and risks of scro-

positive status disclosure to one’s sexual partner(s)).




The methodology part of the study is presented in the third chapter. The chapter discussed about
the research deSIgn participants, instruments, procedures, methods of data analy51s and the ethical
issues of 1he research-under study The analysis of the data collected through the research tools is
also bloadly dtscussed in the _fourth chapter Fmally, the summary, - conclusions and

recommendations part of the study was presented in the concluding chapter at last in chapter five.

1.7 Operational Definitions
In this specific study the following terms are used operationally and defined as follows:

e Disclosure: means telling others that you are HIV positive that could be voluntary or
involuntary; especially when this information is revealed by some else without your
approval or knowledge.

« Self-Disclosure: means voluntarily telling others that you are HIV positive.

e Sexual Partners: either member of a married couple or of an established unmarried
couple.

e Clients: a person using the services (a person who is being counseled, for example) of

VCT and ART centers/clinics of the two selected hospitals under study.




2. REVIEW OF RELATED LITERATURE

2.1 The Nature of the Problem: The Scourge of HIV/AIDS in Brief

The timely killer disease of HIV/AIDS has had a devastating effect on individuals, families and
communities; everywhere the disease has spread. Although it has many physical effects perhaps
some of its most profound effects are on the psychological, social, economic, and health of the
HIV positive person, his/her loved ones, and the community at large. It decimates or destroys to
workforce; breaks and impoverishes families; orphans millions of children, and shreds the
framework of communities. Thus, Annan has predicted and summarized this fact. in the first UN
Security Council Meeting by saying that ““... Impact of AIDS is no less destructive than thar of

warfare itself, and by some measures, far worse” (Jan. 2000).

HIV/AIDS was first identified in the early 1980s. Since then, it has spread around the world.
Millions of people have been infected and millions have died. The problem of HIV/AIDS has
been described as having three 'waves'. In the first wave, people are infected with the virus. In
the second wave, people become ill. The third wave is made up of the effects of people dying of
HIV/AIDS, such as on surviving children and young people. In other words, the three phases of
HIV/AIDS epidemic are the epidemic of HIV, the epidemic of AIDS, and the epidemic of
stigma, discrimination, and denial (SDD). Many countries, particularly in Africa. are already
affected by the third wave. The third phase is “as central to the global AIDS challenge as the

disease itself” (Mawar et al.. 2005; Mann cited in Parker and Aggleton. 2002: Hubley. 2002

Despite international efforts to tackle HIV/AIDS since then, stigma, discrimination and denial
(SDD) remain among the most poorly understood aspects of the epidemic. Whereas, stigma is
understood as a “continuing challenge™ that prevents concerted action at community, national,
and international levels. It is so because people living with HIV are stigmatized leading to severe
social consequences related to their rights, health care services, freedom, self-identity and social

interactions. It is also severely hampers the treatment and diagnosis of HIV contributing to

further spread of the disecase (Mawar et al., 2005; Piot cited in Parker and Aggleton. 2002).




Moreover, on its severe problem a vicious circle is emerging: poverty and social disruption are
underlying factors in the spread of HIV; the resulting AIDS epidemic is causing further social
and economic distress at all levels of society. Amdther vicious circle 1salSoERTREhebween 160
~_shortages, malnutritio{émdeIDS. As-it is knownwtihat nutritional treatméﬁ't' is essential for

persons living with the AIDS virué, they ne:ed f;n;bugﬁ and more balanced diet ,évery day;r If they
could not get that, the problem will be shortly changed and they became AIDS patient

(UNAIDS, 2004; Hubley, 2002; Parker and Aggleton, 2002; Ross et al., undated).

There is no treatment that cures HIV/AIDS infections permanently to date. This by itself evokes

anxiety because of its association with death. Hence, the fact that HIV/AIDS is an incurable that

leads to death often requires enormous psychosocial adjustments. According to Mawar et al.

(2005), Hubley (2002), Ross et al. (undated) and Regamonti (undated). the responses follow

series of stages, but some may skip several stages. According to them the stages of reactions o

HIV positive status can be summarized as follows:

Stage 1. Shock, Denial and Anger: in most cases this is the initial stage because people who are
living with HIV/AIDS feel guilty for their infections and the anger directed to those who
they believed infected them. They do not acknowledge having the disease or deny its
likely consequences. It is so because individuals have goals, expectations, and significant
relationships that could be highly threatened by the HIV infection so that they are
reluctant to admit their diagnosis or their risk of infection.

Stage II. Withdrawals: people living with HIV/AIDS do not know how others will react to them
after infection but they are surely recognized the stigma associated with HIV/AIDS.
Thus, they will discontinue from their social interaction.

Stage III. Bargaining: When the time passes people living with HIV/AIDS will start wiking
their HIV infection to some and selected significant others carefully.

Stage IV. Look for others: Then after, in this stage, people who are living with HIV/AIDS may
look for others in the same situation to obtain peer support and discuss problems.

Stage V. Acceptance: in some cases seeing themselves as special or different mav occur.
followed by altruistic behavior or acceptance of their infected status. It is an essential
stage because in order to battle HIV successfully, people must have some level of

acceptance of the disease so that they can seek counseling, social support, and medical

care.




Professional counselors, somal workers health care workers, ministers of religion, trained
rvolunteers friends and family play crucial roles in prowdmg psychosoual support for people
rlxvmﬂ Wlth HIV/AIDS (PLWHA) It is so because one 0 ﬁ"The first steps in providing 1quleIL
assistance for peoplevw1th HIV is to make sure the helper 1S Iho?oughly awaxe ire-of and comfortable
with the facts about HIV transmission. Hence, according to Hubley (2002) and Rigamonti
(undated) it can be said that counseling and support can help people with HIV share their
feelings about secrecy and stigma and consider how these influence their emotional and physical
health. It can also- help people consider how their own behaviors can promote health and well
being, such as seeking resources for adequate nutrition, shelter, proper medical follow-up,

adequate sleep and management of stress and anxiety.

2.2 Historical Development and Policy Issues—an Overview
The history of AIDS backs to early 1980°s and the time in the pre 1980s is known as the silent
period. It is also believed that AIDS was being transmitted before it was recognized as a new

disease (ARC, 2006; Hubley, 2002; UNAIDS, 2001).

During the silent period and after wards, it may have several terminologies and known
characteristics in different parts of the world. For instance, in Uganda it was known as ‘slim
disease’. It was in 1982 that Center for Disease Control produced a case definition for AIDS in

Atlanta, United States (Backin, 2004; Hubley, 2002; and UNAIDS, 2001).

HIV/AIDS was first prevalent among patients with Sexually Transmitted Infections. It was in
1983 that the AIDS virus (HIV virus) was isolated from the blood of AIDS patients in France. It
was the first initiative that makes the development of tests. which could detect antibodics 1o the
virus in blood, possible. In this endeavor ELISA blood test was the premier. In 1980, i
international committee agreed to rename the virus as Human Immunodeficiency Virus or HIV

(Backin, 2004; and UNAIDS, 2001).

According to the Joint United Nations Program on HIV/AIDS (UNAIDS) and World Health
Organization (WHO) (2007) the number of people living with HIV in the year 2007 showed a

little reduction when compared to the year 2006. In 2007 it was estimated to be 33.2 million




(30.6 — 36.1 million). In most cases the change is due to advances in the methodelogy of
estimations of HIV epidemics (Angola, India, Mozambique, Zimbabwe, ‘Kenya, and Nigeria, for
example) that contrlbutes for the lion share of the changes (i.e., above 70% of the changes). In

some cases “in both Kenya and Zlmbabwe for example, there 155 mcreasmg ev1dence that a

proportion of-the-declines is due to-a reduction of the number of n new infections whxch is in paxt
due to a reduction in risky behaviors. Hence, of all HIV infections. Adults account for 30.8
million (28.2 — 33.6 million), Women account for 15.4 million (13.9 — 16.6 million) and
Children under 15 years account for 2.5 million (2.2 — 2.6 million). Sub-Saharan Africa remains

the most seriously affected region, with AIDS remaining the leading cause of death.

According to the document (UNAIDS and WHO, 2007) the major elements of methodological
improvements in 2007 included greater understanding of HIV epidemiology through population-
based surveys, extension of sentinel surveillance to more sites in relevant countries, and
adjustments to mathematical models because of better understanding of the natural history of

untreated HIV infection in low- and middle- income countries.

The vital findings of the Epidemic Update (2007) include:
»= Every day, over 6,800 persons becomes infected with HIV and over 5.700 persons dic from
AIDS, mostly because of inadequate access to HI'V prevention and treatment services.

* The HIV pandemic remains the most serious of infectious disease challenges to public health.

in Ethiopia, it was in 1984 that the HIV virus was detected. In 1986, the first two AIDS cases
were reported to the Federal Ministry of Health (FMOH). But, the HIV/AIDS policy that created
an enabling environment for HIV/AIDS prevention and control was formulated by MOH and
adopted by the Council of Ministers only in 1998. Since the beginning of HIV/AIDS surveillance
activities in 1989 the HIV epidemic appears to have steadily increased in Ethiopia. The
HIV/AIDS Prevention & Control Office (HAPCO) was established in 2002, under the Prime
Minister’s Office. The aim of HAPCO includes resource mobilization. advocacy. and the

coordination of the sectoral responses (MOH. 2006).

The 2005 Demographic and Health Survey of Ethiopia estimated national adult HIV prevalence

to be 1.4%, with infection levels highest in the Gambela (6%) and Addis Ababa (4.7%) regions




(Central Statistical Agency and ORC Macro, 2006). Ethiopia’s epidemic stabilized in urban areas

in 1996-2000, after-which HIV infection levels declined slowly, notably in Addis Ababa. In rural

Ethiopia, where tgeémajority' of the population resides, the epidemic haé = rgrrlaihed relatively

- stable since HIV-prevalence peaked in 1999-2001 (Federal Ministry of Health, 2006).

2.2.1 Legislative and Policy Framework in Ethiopia

In Ethiopia, HIV/AIDS is increasing rapidly since the first HIV infections were identified and
the first AIDS cases were reported. For this reason the Government of Ethiopia has responded by
establishing institutions in charge of coordinating the efforts to combat the epidemic. In addition.
adoption and implementation of policies, strategies and legislation that regulate the efforts has
also been made part of the response. On this, Mizanie (2007) has analyzed the legal and policy
frameworks of three African countries including Ethiopia. The analysis focused on HIV testing
from an African human rights system perspective. A little summery put under in this sub title

summarizes the policies, strategies and legislation relevant to HIV testing in our country.

2.2.1.1 The 1998 Policy on HIV/AIDS

Paragraph 3 (2) of the policy document lays down the principle by saying ‘testing and counseling
shall be voluntary and shall be encouraged along with counseling devices™. In addition. the
Policy incorporates two exceptions to voluntary nature of testing: HIV screening for job
recruitment purpose (pilots - civil aviation and air force, for example) and testing of blood
donors. It also affirms confidentiality of testing results. Moreover, PLWHA shall. nevertheless.
be encouraged through repeated counseling to accept the need for notifying his/her sero-status to
others (spouse, friends, and family). When a person refuses to notify after adequate counseling
and his/her partner is at risk of infection, based on circumstances, the endangered partner has the
right to directly access the information regarding the sero-status of the partner (Mizanie. 2007;

and MOH, 2002).

2.2.1.2 The 2007 Guidelines for HI'V Counseling and Testing in Ethiopia

One of the main aims of adopting the 2007 Guideline for HIV Counseling and Testing (HCT) in
our country is to scale up HIV testing. Scaling up of HIV testing is justified by the development
of affordable and effective medical care for people living with HIV. The Guidelines encompass

detailed provisions on the requirements or the 3C principles of consent. counseling and
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confidentiality both in Voluntary Counseling and Testing (VCT) and Providers Initiated Testing

and Counseling (PITC) (Mizanie, 2007).

The need for 1nfonned consent 1n all cases, except in mandaﬁ)ry Testmg, is capltahzed in
Paragraph 1(1) of the Guidelines. Moreover to ensure genuine consent counselors should make
sure that clients adequately understand benefits, implications and consequences of testing; and
recognize the right of clients to withdraw consent at any time, even after blood has been taken

for HIV testing (FHAPCO, 2007; and Mizanie, 2007).

The Guidelines state that 'adequate pre- and post-test counseling shall be offered 1o all clients .
In provider-initiated testing and counseling (PITC), the pre-test session consists of education or
information to individuals, couples or groups, and should be brief and focus on the benefits of
testing and services available. Unlike pre-test counseling, post-test counseling should be
provided in person. However, the form of the post-test counseling session depends on the test

result; this is often brief in provider-initiated testing (FHAPCO, 2007).

Clients’ confidentiality will be maintained at all times. Results can be shared with other persons
only at clients’ request or agreement. It is the client’s decision to learn the test results, which
should never be issued in a public area but in private, in a session alone or as a couple. HCT sites
should not provide written HIV test results to clients to ensure confidentiality and avoid misuse

of result (Mizanie, 2007).

There are also circumstances under which confidentiality may be breached such as danger to self
and others, child abuse, etc... In situation that a PLWHA is engaging in behavior that places
others at risk of infection, the psychiatrist should seek the patient’s agreement either to cease that
behavior or to inform the individual(s). But, any breach of confidentiality should be undertaken
only after all other efforts to work with the patient have failed. The potential profound impact of
such notification and the problems it may generate should also be considered (APA, 2003).
Accordingly, the 2007 Guidelines clearly put two forms to breach confidentiality of testing
results. Firstly, in cases where testing is ordered by a court of law. results should be
communicated directly to the appropriate authority. Secondly. partnel notitication shall be

encouraged in cases where one partner receives the results alone. When a client fails to disclose
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employment mandatory testing in civil service institutions (see article 13 (1)). While the

Proclamation pr0v1des for productlon of medlcal certificate as a pre-condition for candidates

who quahfy for a ]Ob it unequwocally states that the medical certificate does not have to include

HIV test result. The Proclamatlon also prohlblts HIV testmg of cwrl 'iEI'VlC“ employces.

- Likewise, the Labor Proclamaﬂon prOhlbltS HEV testmo of emplovees that fall undcr its swpg of

application, notably workers in private business companies and profit motivated government
enterprises. Moreover, article 34 of the 1961 Criminal Procedure Code of Ethiopia is interpreted

as allowing compulsory testing of accused sexual offenders (Mizanie, 2007).

In general, having good policies and legislations does not by itself guarantee protection of human
rights in HIV testing. However, HIV testing shall be undertaken in compliance with the 3C
principles (consent, counseling and confidentiality) that have clear foundation in Global, African
regional and National human rights documents. Accordingly, it can be said that mandatory and
compulsory models of HIV testing are contrary to human rights norms that cannot be justified.
except tissue and blood donors mandatory testing. Moreover, authorizing courts to order
mandatory testing in the 2007 HCT guidelines opens a ‘Pandora’s box’ for human rights abuses.
It should also be noted that HIV screening of insurance applicants in Ethiopia is done despite
clear laws and policies prohibiting them. Thus, such prohibitions should be totally removed and
considerable efforts have to be exerted to ensure that the policies and laws are implemented

practically both in private and public spheres (ibid, 2007).

In conclusion, some of the policy and strategy documents that relates to HIV/AIDS in Ethiopia
include the following:

v" Ethiopian Strategy Plan for Intensifying Multi-Sectoral HIV/AIDS Response 2004-2008
(2004).
Guidelines for HIV Counseling and Testing in Ethiopia (2007).
Guidelines for Prevention of Mother-to-Child Transmission of HIV in Ethiopia (2007).

Policy on HIV/AIDS of the Federal Democratic Republic of Ethiopia (1998).

L N T

Strategic Framework for the National Response to HIV/AIDS in Ethiopia 2000-2004
(2000).




2.3 Counseling and Voluntary HIV Testing: A Prerequisite for Action

Voluntary HIV counseling and testing is a prerequisite or a gateway for any action related to

for reducing the incidence of HIV. Thus, at the very least, individuals can be provided with -
information about reducing their and their partner’s exposure to HIV-infection. In addition.
knowing ones HIV sero-status before and during delivery minimizes the child’s exposure to the

infection (UNAIDS, 2001).

HIV Testing and Counseling serves as a critical prevention and treatment tool in the control of
HIV epidemic. It can effectively reduce risk behavior among individuals at risk for HIV. It is
also a critical component of prevention strategy to reduce MTCT. In addition, it offers the
opportunity to identify HIV infected individuals and channel them into treatment programs. This
means that knowing that they are HIV positive has motivated many people to plan their lives
more carefully and deliberately. Thus, they are achieving much more because they have

developed a positive attitude to life (WHO, 2004; and SAT, 2000).

However, according to USAIDS (2001) there is a great deal that people need to know before
deciding whether or not to be tested for HIV. Much of it is straightforward information that can
be imparted in groups. But, reaching a decision is not an easy task. After basic information has
been given, most people will need counseling at an individual level to help them assess their
level of risk and consider the implications of a positive or negative result in their own situation,
before deciding whether or not to be tested. The document also articulated that pre-test
information and counseling emphasized on the following issues:

+ Information about the sexual transmission of HIV and how to prevent it;

+ Information about transmission of HIV from mother to child, and possible interventions:

- * Information about the HIV-testing process;
+ Assurance of confidentiality and discussion of shared confidentiality and couple counscling.
* The implications of a negative test result, including information on how to remain V-

negative, promotion of breastfeeding and family planning;

« The implications of a positive test result, including costs and benefits of potential
interventions, promotion of safe infant feeding practices and family planning, a discussion of
their own, their families and their child’s survival and the possible exposure to stigma: and

+ Counseling for risk assessment.




Furthermore, it should be noted that a negative result should never be presumed to indicate a lack
of anx1ety or of a need for further counseling. Informatwn and counseling for HIV-negative
people should concentrate on preventing future mfectlon Where couples have been tested
vtogether;an(L both_are negative, information given 1nipre,%-tes,t, counseling_about prevention of
sexual transmission of HIV should be reinforced ana the particular impoﬂaﬁce of avoiding

infection during pregnancy and breastfeeding should be stressed (UNAIDS, 2001).

In general, when a partner is infected. or when his/her serological status is not known. the
importance of prevention information and counseling is greater (UNAIDS. 2001). In addition.
HIV counseling is essential for persons living with HIV/AIDS (PLWHA) for survival. Talking
about survival skills is a vital part of HIV counseling because it helps people understand that
their life is not over for the reason that a laboratory test has found that they are infected with
HIV. It helps them to accept a positive HIV test result by reinforcing the message that this result
does not mean the end of their life as it is not an immediate death sentence. Thus, survival skills
should be discussed in all counseling sessions as early as possible, preferably during pre-test

counseling. It is also a very important subject of post-test counseling (SAT, 2000).

2.4 The Role of HIV Status Disclosure to Sexual Partner(s)

According to WHO (2004) disclosure became an important public health goal for a number ol
different reasons. Firstly, it may motivate sexual partners to seek testing. change of behavior and
ultimately decrease transmission of HIV. Secondly, it facilitates other health behaviors that may
improve the management of HIV that includes: participate in Mother to Child Transmission
(MTCT) program, receive support from families or others in the individual’s social networks, be
able to access available support services, willingness to adopt and maintain health behavior
(cessation of breastfeeding and adherence to treatment regiments, for example). Therefore, it is

important to be able to share HIV status with one’s sexual partner.

The results of different researches revealed that women may be at high risk of HIV infection
even soon after child birth. A research in Malawi. for example. revealed the same and found tha
this may be because their husbands or partners have sex with other partners during a woman ~
pregnancy or the abstinence that often follows it. becoming infected at that time and passing on

the new infection as soon as sexual relations with the new mother resume. This represents a
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double danger if the mother is still breastfeeding, since there is a very high likelihood of
transmitting infection to the infant when the mother carries the high viral load associated with

new HIV infections (WHO, 20647

as been made that can be in;érpretéa from the
different angles of intervention mechanisms. It should be addressed with a concerted effort at
prevention directed toward those who are infected. Because HIV is spread by people who are
infected, so it makes sense to consider how the epidemic can be understood and fought from that
angle. It is encouraging that after becoming aware that they are infected, many people
substantially reduce their risky sexual behavior and drug use. Indeed, changing the behavior of
one infected person may help prevent many of that person’s sexual partners from becoming
infected. But it should be understood in unbiased and straightforward manner that by no means
perceived as blaming the victim or discriminating against or stigmatizing a group of people

(Marks, 2005).

In Ethiopia, the five years strategic plan that aimed at the intensifying multi-sectoral HIV/AIDS
response in 2004 to 2008 (HAPCO & FMOH, 2004) has focused on the active involvement of
people living with HIV/AIDS (PLWHA) from which much more positive outcomes would
expect. It articulated that PLWHA has to be given a central place in the fight against the scourge
of the deadly disease of HIV/AIDS.

Accordingly, it would seem ethical for PLWHA to notify their sexual partner of their scro-status.
[t is so because it helps in promoting safe sex, reducing the transmission of or re-infection with
HIV. If not, failure to disclose their HIV sero-status can place their sexual partners at risk.
However, the results of series of researches both in developing and developed countries are
found to be in contrary with this fact. Olley et al. (2004) revealed that 78% had not disclosed
their HIV sero-status to their sexual partners and 46% had no knowledge of their sexual partner’s
sero-status. It also showed that being in a married relationship, being male, having more than two

multiple partners and non-use of condom at last sex were significantly associated with non-

disclosure of HIV sero-status.




Simbayi et al. (2006) also showed that the HIV cphlcmic continues to amplify in southern Africa
and there is a growmg need for HIV prevention interventions among p€0p1€ who have tested TV
posmve It is concluded ‘that HIV-related stigmat and dlscrlmmatlon are associated with not

dlsclosmg HIV status to sex partners and non- d1sclosure is closely assoc1ated thh HIV

transmission rlsk behav1ors So mterventlons are needed in South=Africa to reduce the AIDS
stigma and discrimination and to assist people with HIV to make effective decisions on

disclosure.

In general, it is essential to understand the rates, benefits, risks, and processes of HIV infection
self-disclosure to sexual partners living with HIV/AIDS. Hence, the United Nations (2004)
document that was the result of series of researches in the area, both in the developing and
developed nations and other series of researches (Hiwot, 2006; Harvard School of Public Health.
2006; The Foundation for AIDS Research, 2005; Kebede et al., 2005: UNAIDS. 2001: and

UNAIDS, 1999; for example) disclosed these issues as summarized below:

2.4.1. Rates of HIV Status Self-Disclosure or Nondisclosure among Sexual Partner/s

It is difficult to make long-term changes in sexual behavior without being able to share HIV test
results with a sexual partner or partners. Disclosure to a sexual partner or partners can be viewed
as an important indicator of understanding and acceptance of HIV status. There are, however,
societal factors that have a strong influence on rates of disclosure, particularly for women. Here
it is believed that the views of counselors may influence disclosure rates. Moreover. it is also
noted that often counseling clients about disclosure is just an instruction or suggestion to disclose
and clients are not engaged in practical strategies of how to do this (i.e. problem-solving or rolc-
playing, for example) that may be a mitigating factor in the lower effectiveness of counscling

interventions (WHO, 2004; and UNAIDS, 2001).

It is found that disclosure of one’s HIV status increases both practical and emotional support for
those who test sero-positive. It is also believed that sharing HIV status is not only important in
enabling people to receive emotional support from family and friends and help in future

decision-making, it also reflects people’s ability to understand and accept their HIV status.

However, rates of disclosure to partners and family/friends vary considerably. but in many




studies (particularly from developing countries) people have found it easier to discuss their HIV

~ status with a close friend or family member than wi;h their partner (UNAIDS, 2001).

= jLLshould bqﬁrregr}grr}ggggg;}@gt:the rates of disclqédié@ng__Vstudigs'_,_‘”_frgfrp; zft’h:é:,ﬁd_c;vslgping world

-were notably lower than ratés reported from the developed world. In the eleven rescarches
conducted in sub Saharan Africa the rates ranged from 16.7% to 86%. Among the studies that
reported disclosure rates to current and/or steady partners the average rate of disclosure was
49%, considerably less than the average rate reported from studies conducted in the developed
world (79%) (WHO, 2004). The different researchers analyzed by WHO (2001) also revealed
the same. In the United Republic of Tanzania HIV positive people shared their HIV test results
with a “significant other” of the same sex. Those who were married or cohabiting did not choose
their partner (Lie and Biswalo cited in WHO, 2004). In Uganda the majority of people (90.4%)
were able to reveal their HIV sero status to close relatives. 85.3% of them reported revealing
their HIV status to relatives other than household members and 67% revealed their status to
household members. Only 36% revealed their status to spouses or regular sexual partners. [his

suggests that emotional support is sought over a broader family and community network.

Similar findings were apparent from Zambia. In early times people found it difficult to share
results, especially immediately following testing (Kelly et al. cited in UNAIDS, 2001) while a
later evaluation from the same site showed that most people were able to share their HIV status
with someone (Baggaley et al. cited in UNAIDS, 2001). However, women in particular said it
was shameful to have HIV and, if they were known to be sero-positive, they worried they would
be discriminated against, and were particularly reluctant to tell their partner. In Uganda also. 22
families with 1 or more adult members with HIV were interviewed about their responses o HIV
and stigma (McGrath et al. cited in WHO, 2004). Approximately half of the PLWIHA
interviewed said that they had not informed any of their family. They said that they feared then
family would worry or would not understand. Some said that they feared rejection if their
families knew of their positive status. Family members who were informed said that they were

shocked or feared the loss of their relative with HIV.

In Ethiopia, however, there are no practical research findings in the area of HIV status disclosure

to sexual partner/s. As far as the researcher’s effort to collect such research works, there are only
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two research activities in the area. The one is a published article that focuses on disclosure to
sexual partners in South Western part of Ethiopia (Kebede et al., 2005). The other is unpublished

thesis research that focused on pﬁbflc disclosure in Addis Ababa (Hiwot, 2006). Both researches

— 7 Jwere SEX. orlented and focused orily on women The later research revealed that rate-of disclosure
-~ to famlly members is hlgher than to extended famliy members Among the family- member@ more
sero positive status disclosure was seen for husbands (68%) and sisters (59%). However. about a

quarter (23%) of all the participants did not disclose their sero-positive status to anyone. both in

the family and/or extended family members.

On the other hand, the disclosure rates to sexual partner in developed countries were quite high,
ranging from 42% to 100%, depending in large part on the type of sexual partner to whom the
person disclosed. Among the fifteen studies that reports disclosure rates to current and/or steadily
sexual partners the average rate of disclosure was 79%. The lowest rates of disclosure were
reported among past partners or current casual partners. In general, women disclosed the
multiple categories of people (WHO, 2004). Similarly a study from London also revealed that
people were more likely to share their test result when they had symptomatic HIV discasc or
needed treatment and that disclosure enabled people to obtain additional support (Miller ct al

cited in UNAIDS, 2001).

As a whole, a document that synthesizes the current information available on HIV status
disclosure (WHO, 2004) revealed that rates of disclosure to sexual partners are higher among
women in the developed world (Average 71%, Range: 42% - 100%) compared to women in the
developing world (Average 52%, Range: 16% - 86%). In addition, the document summarizes the
following points:

- Disclosure rates to sexual partners increase over time;

- There are cultural factors that influence the patterns of self disclosure to sexual partners

and other social network members;
- Women often disclose to multiple categories of people:
- There is a core group of people who choose not to disclose HIV test results to anvonce

(3-10% in USA and 10-78% 1in developing countries); and

- There is a disparity between intention to disclose and actual disclosure.




In conclusion, it is likely that the barriers that individuals face when deciding to share their
results with their partner Wlll o dependmg on the circumstances under which they were tested

(WHO 2004) For this reason 1t should be noted that the rate of disclosure differs in d1fferent ,

VCT for example) both in developmg and developed ‘ations. The d1scu551on follows -

2.4.1.1 Disclosure following VCT

Most studies show that the majority of people share their HIV results with someone and
disclosure rates increase over time as people adjust to their test result. Levels of disclosure to
spouse/sexual partner/s are, however, usually lower. In studies done in developing countries
disclosure rates range from 24-79%. Partner testing is lower (<1-75%). Studies from

industrialized countries also show that not all women are able to tell their partners that they have

been tested (UNAIDS, 2001).

Different studies conducted in developing countries revealed similar results. In Lusaka less than
50% of people with positive results were able to tell their sexual partners (Baggaley et al. cited in
USAIDS, 2001). A very small percentage (<5%) of partners subsequently came for counseling
and testing. Inability to discuss HIV test results with a sexual partner makes adopting safer sex
practices more difficult. .In Rwanda, after testing 75% of sero-positive women said that they did
not expect a supportive response from their partners when they told them about their status.
However, when they were re-interviewed three years later, acceptance, understanding and
sympathy were the most common reactions of their partner after disclosure. Nevertheless, 21%
had still not been able to tell their partner. Of the men, 48% had tested for HIV following their

partner’s disclosure of her sero-positive status (Keogh et al. cited in UNAIDS, 2001).

In Zimbabwe, informing marital partners was found to be a major problem for most people with
HIV (Meursing et al. cited in USAIDS, 2001). However, with “enhanced counseling” 75% were
able to disclose to their partner/spouse. In another study, out of 3,381 men who were enrolled in
a factory, worker cohort 56% returned for their HIV test result (Dube et al. cited in USATDS.

2001). Although all men were encouraged to bring their sexual partners for VC'T. only 7" did

so. In Burkina-Faso, only 24% of people who were sero-positive and living in a stable




relationship were able to tell their partner about their result. The authors acknowledge that it is a

_major obstacle to HIV prevention (Badini et al. cited in USAIDS, 2001).

The same is_ true 1n developed countrles A study from London revealed dxffermg patterns of ———

= E Although most people were able to- shareihelr HIV status w1th ‘someone it was often
difficult for sero-positive people to share their HIV status with their sexual partner, especially if

the partner was a casual or non-primary sexual partner (Miller et al. cited in USAIDS, 2001).

2.4.1.2 Disclosure following VCT in Antenatal Settings

There is increasing emphasis on offering VCT to women attending antenatal clinics to cnable
them to take interventions to prevent mother to child transmission (MTCT). Thus. many studics
are looking at disclosure to male partners in this context. Disclosure rates — and subsequent
testing rates of sexual partners — vary considerably. It is often difficult for women in developing
countries to share their HIV status with their partners/spouses and testing women alone (rather
than as a couple) does not facilitate disclosure. Innovative ways of involving men in antenatal
testing should be sought so that women are not blamed or isolated if they are found to be sero-
positive. If men can be offered VCT they can take an informed and active role in decisions

around the future, family planning and coping with MTCT interventions (UNAIDS, 2001).

In antenatal settings women are usually tested alone, yet important decisions relating to their
status should ideally be shared with their partner. In South Africa less than 50% of sero-positine
women were able to disclose their HIV status to anyone and only a minority of these discussed 1t
with their partner (Sigxaxhe cited in USAIDS, 2001). In Botswana disclosure to partners is also
reported as being low and very few men are either tested together with their partners/ wives or
agree to test at a later date (Mazhani et al. cited in UNAIDS, 2001). Information from 13 study
sites offering VCT and MTCT interventions — from west (Abidjan, Bobo-Dioulasso), east (Addis
Ababa, Nairobi, Mombassa, Dar Es Salaam) and southern Africa (Blantyre, Lusaka, Harare.
Soweto, Durban) and 1 from Thailand — showed low numbers of men agreeing to testing in most

settings (Cartoux et al. cited in USAIDS, 2001). In numerical terms, the percentage of men,

<] %)

whose partner/s are sero-positive, who agreed for testing are in all West African sites (
South Africa (5%), Dar Es Salaam (10%), Blantyre (10%). Lusaka (10%). and Bangkok (73"
(UNAIDS, 2001).




__In Kenya, Women were advised to tell their sexual partner their HIV status and to bring their

—— partner for further counseling and testing, if desirégzemmerman M, et al. cited in UNAIDS.

~— communicated their test result to their partner and only 21 partners subsequently tested (5, or

_2001). However, of the 324 women who were found to be sero-positive only 66 (27.2%)

23.8%, were sero-negative). Because of the adverse outcomes of partner disclosure that occurred
during the study, the policy of partner notification was changed and women were counseled to
make their own choices about whether or not to involve their partner. Subsequently, only 109 out
of 311 (35%) of women with a sero-positive result ever returned for their test result and only 9
= (3%) partners came for VCT. In Rwanda, of the 1,223 women screened for HIV at an antenatal
clinic 70% of the women who had post-test counseling said that they wished their partners to be
tested for HIV. However, despite the encouragement of the counseling staff and the available
infrastructure only 8% of the partners were tested (Ladner et al. cited in USAIDS. 2001).
Similarly, , although all women had disclosed their HIV status to their partners following
antenatal VCT in the United States, only 56% of sero-positive and 44% of sero-negative women

knew their partner’s HIV status (Lester P et al. cited in USAIDS, 2001).

2.4.1.3 Couple counseling

Couple counseling and testing is aimed at enabling the couple to negotiate appropriate changes in
sexual behavior together. It helps them plan together for their future and that of their dependants,
with the support from their counselor at both pre- and post-test. Couple counseling overcomes
ch6 problems of disclosure to partners and has been a successful intervention where it has been
promoted, although in some countries there are barriers to attending. However. high rates ot

sero-discordancy among married couples have been noted in many studies (USAIDS. 2001).

According to USAIDS (2001), in developing countries many studies have shown that a
significant proportion of couples in steady relationships have sero-discordant HIV test results. In
Zambia there were 52 discordantly infected couples from the sample of 245 (21%) (Hira et al..
1990), in the multi-centre study (N=589) 17% were sero-discordant (Coates et al., 2000), at AIC
in Kampala, Uganda, of 1,853 couples that attended together 7% were sero-discordant
(Baryarama et al., 1998), in rural Uganda 7% of couples were sero-discordant (Carpenter et al..

1999). The risk of sero-conversion, in the later study, was found to be 105.5 per 1.000 person-
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years for sero-negative women married to sero-positive men and 51.7 for sero-negative men
married to sero-positive women. It can be said that the results of the mentioned studies highlights
that married adults, particularly women Vgithﬁsero-positive partners, are at very high risk of HIV

infection. . =

The majority of studies of couple counseling among sero-discordant couples also report
successful outcomes in terms of changing behavior to prevent HIV transmission to negative
partners (USAIDS, 2001). In Rwanda a far higher proportion of couples wanted to receive HIV
counseling and testing together (Allen, 1993). Furthermore, in another study, the use of VCT
services by cohabiting couples is effective in reducing HIV transmission within HIV discordant
couples and diminishing the acquisition of new HIV infections in sero-negative couples (Allen et
al., 1992; Allen et al., 1993). In Kinshasa also couple counseling was shown to be effective in
changing sexual behavior in sero-discordant couples (Kamenga et al., 1991). Thus. intensive
counseling followed testing and this led to a low rate of HIV sero-conversion — 3.1% per 100
person y ears of observation in Congolese married couples with discordant HIV status who

attended VCT.

It is very shocking to hear about the high probability of sero-positive individuals having sex with
others. At AIC in Uganda, the probability of a sero-positive man having sex with a new partner
who was sero-negative was 0.81, and among sero-positive women 0.84. Thus, there is a high
probability that people who are sero-positive will develop sexual relationships with sero-negative
partners and, unknowingly, transmit HIV if VCT is not available (UNAIDS, 2001). However, the
use of couple counseling that can facilitate sero-status disclosure showed popularity. In Uganda.
for example, although couple counseling was not popular when the services was set up i 1992
less than 9% of attendees were couples — this services has become more popular. with 264 ol

couple attendees in 1996 (UNAIDS, 1999).

Better results have been seen in industrialized countries. In a study from the United States. for
example, couple counseling was shown to be highly effective in preventing HIV transmission.

No sero-conversions were observed after 193 couple-years of follow-up among discordant

couples following VCT (Padian et al. cited in USAIDS, 2001).




2.4.1.4 Premarital VCT

Pre-marital testing.is

and parents ofj@ung people. There are no data on the long-term iouﬁtgpmcs of this strategy. In

Nigeria, Catholic-community organizations are promoting pre-marital VCT (Ubane et al. cited in
USAIbS,QOOl)."At”AIC in Uganda, increasing numbers of pé:opi;é c%rhiﬁg*for VCTindicated
that marriage plans was the reason they wish to be tested. In 1992, 6% of those attending VC'T
did so because of pre-marital testing and this figure rose to 35% in 1998 (Turyagyen Da cited in

UNAIDS, 2001).

2.4.2. Reasons for HIV Status Self-Disclosure or Nondisclosure

According to the UNAIDS (2001) document the reasons for HIV status disclosure or non-
disclosure in many developing countries do not show significant differences. In Lusaka many
people who had not told their partner said that this was because they were ashamed of being
sero-positive or having gone for a test. Those who were sero-negative said that even going for a
test would make their partner suspicious. Some said that they feared blame, abandonment or
abuse if their partner found out they were sero-positive. Although both women and men

expressed these worries, women more commonly expressed them.

In Zimbabwe also the main reasons for non-disclosure were relatively good health and emotional
status, denial of diagnosis, fear of rejection, limited knowledge of and belief in strategies to “live
_positively with HIV”, unacceptability of condoms and safer sex, and women’s economic
dependency and lack of power in sexual situations. Moreover, twelve focus-group discussions
(FGDs) were conducted and several reasons were given for this (UNAIDS, 2001).

* They experienced difficulties with introducing the subject of VCT because of the
uncommunicative nature of their relationships.

* They feared that sero-discordant results would lead to divorce.

* They feared that results would reveal their partners’ or their own past. present or future
infidelities.

* They thought that VCT was not a high priority compared with other issues in their lives,

* Their wives were unable to attend the urban VCT site because they lived in rural arcas.

* The men reported that the wives would assume they were negative if their husband was

negative.
* The men reported a lack of interactive communication between their counselors and
themselves during pre-test counseling and they did not feel able to confide in them.

_by religious organizations



- WHO (2004) document also revealed that the most common barriers to sero positive status
dlsclosure include fear of abandonment fear of rejectron/dlscrrmmatron fear of violence, and

fear of upsemng famlly members. It also further drscussedThat length of time since dragn051s and

seventy of 111ness were posrtrvely association w1th drsclosure Furthermore factors that

~——motivated people “to drsclose to partners famlly and friends mclude a-sense: of ethical
responsibility, failing health, social support, minimizing stress associated with non-disclosure,
and disclosure as a way to facilitation HIV preventive behavior. However, among the motivators
for disclosure ethical responsibility and concern for partner’s health was the major reason cited
for disclosing to sexual partners. A couple of research results also reported on the role that

d counseling may play in facilitating disclosure (WHO, 2004).

2.4.3. Benefits of HIV Status Disclosure to Sexual Partner(s)

Unless women and their partners fully understand the benefits of a HIV test, they are unlikely to
choose to have one. Women should be told that, in the absence of any intervention, less than half
the babies born to HIV-positive women will contract the virus from their mother. Intervention
can reduce that amount to less than 10%. However, it should be clear to a woman that the most

effective interventions cannot be made available to women whose HIV status is not known

(WHO, 2004).

It is believed that disclosure of one’s sero-positive status can have many benefits. Some of such
benefits include: acceptance of ones status and reduce the stress of coping on their own: access to
medical services, care and support that they need; protect themselves and others; better equipped
to influence other to avoid infection; reduce stigma, discrimination, and denial; stop rumors and
suspicion and reduce the stress caused by “keeping a secret”; and promotes responsibility and

can plan for the future (SAT, 2000).

In terms of intimate relationships, disclosure reflects the uncertainty about how a partner will
react to news about diagnosis. There may be concern about whether the intimate partners will
remain in the relationship, which makes HIV disclosure a way to test or verify each other's
commitment (Derlega et al. cited in Norman et al., 2005). Similarly. disclosure has public health
benefits that include expanded awareness of risk that may lead to decreased sexual risk-taking

and ultimately decreased transmission of HIV. Moreover, there are also potential benefits to the
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individual who chooses to share results with his/her sexual partners (WHO. 2004). Thus.

dlsclosure of HIV status to sexual partners may Iead to:

o Increased opportunities for instrumental and expresswe socral support,

. Improved access to necessary medical treafment and care

——— Increased opportunities to discuss and 1mplement Hﬁ?’ rrsk reductlon wrth partners and

¢ Increased opportunities to plan for the future carefully and thoughtfully.

Moreover, sero positive status disclosure enhances behavioral change in different people. A
study by ljumba et al. (2004) in South Africa showed that knowing someone with HIV was
associated with condom use at last sexual contact and negatively associated with multiple and
casual sex partners. Takai et al. (1998) also found in Thailand that those with histories of contact
with people living with HIV/AIDS have more tolerant attitudes toward the disease as well as to
those infected. This supports recent suggestions that the greater personal exposure to the fear-
evoking consequences of the epidemic was a key in Uganda’s success in halting the spread of the

virus (Stoneburner and Low-Beer cited in Norman et al., 2005).

Finally, it is widely accepted that holding back one’s feelings results in stress, which negatively
impacts on physical health (Paxton, 2002), and that negative emotional reactions, including
depression and HIV related worries are inversely related to disclosure (Derlega et al. cited in
Norman et al., 2005). This is to mean that because the knowledge of a positive status is
encumbering to an individual, the experience of disclosure often represents a release of this
‘weight.” Many people utilized the word *freedom” when describing how they felt once they had
disclosed. It is psychological release- liberation from the burden of secrecy and shame. lFor
others, not only did the events of disclosure to family members unburden them, but by disclosing
to other HIV positive people they were able to join a community where this process is shared
with people who are going through similarly difficult experiences (Norman et al., 2005; SAT,

2003).

2.4.4. Risks of HIV Status Disclosure to Sexual Partners
Clients must be given clear information about the potential downside of HIV testing. Where

breastfeeding is universal, privacy is limited and breast-milk substitutes are expensive. it may be

impossible for a HIV positive woman to choose alternatives to breastfeeding without advertising




her HIV status to her family or community. However, the risks of disclosure of HIV status to the
broader welfare of both mother and infant far outweigh the likely benefits of HIV testing. Thus.

+he individual benefits that women may receive fr(jm sharing HIV test results with their partners

';,',{nce'd io ‘be balanced agamst the potential risks that an mdlwdual woman may face if she

~discloses. For this reason, counselors should discuss with-a woman the likelihood that she will be

ostracized, divorced or otherwise discriminated against if her HIV status is revealed (WHO,

2004).

According to WHO (2004) the potential risks of HIV status disclosure to sexual partners include
Loss of economic support; Blame; Abandonment; Physical and emotional abuse; Discrimination;
and Disruption of family relationships. Another potential risk of disclosure is the possibility that
children may face violence or abandonment as a result of their parent's disclosure of their

positive status whether or not the children are also HIV-positive.

Similarly, HIV infection as relevant to gender based violence (GBV) is primarily acquired
through sexual relations. GBV, in turn, interfere with the ability to negotiate safer sex or refuse
unwanted sex. It also interfere with women ability to access treatment and care, maintain
adherence to ARV treatment, or carry out her infant feeding choices. Thus, a vicious cycle of
increasing vulnerabilities to both GBV and HIV can be established. Moreover, the linkages
between violence against women and HIV/AIDS can be explained in the form of direct and
indirect mechanisms. The direct one is coercive sex while the indirect risks include unable to
ﬁegotiate condom use; childhood sexual abuse; partnership with older/riskier men: and deter
from seeking HIV testing, prevent disclosure of their status. and delay their access to AIDS
treatment and other services (Harvard School of Public Health, 2006: The IFoundation for AIDS

Research, 2005; WHO, 2004; and Maman et al.. 2001)

2.4.5. The process of HIV status disclosure
There is increasing recognition that disclosing one’s HIV status is an essential part of behavior
modification required to reduce the incidence of HIV. Voluntary counseling and testing for HIV

i1s widely promoted as an important first step in behavior modification. However, without

disclosure, few of the benefits can be realized (Norman et al., 2005; WHO, 2004).
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Disclosure is to be encouraged, but it is important that people take time to think through the

issues carefully (SAT 2000) It is so because disclosure can be an extremely stressful process

strategies 1nd1v1duals use to- negotlate and counter the fear of re]ecnon andqsviauon has bun

relatively under-reported. The way each person experiences and copes with the illness is
reflected in the choice of whether, how and to whomfo disclose. This decision is embedded
within individual perceptions and the local context of HIV/AIDS. Describing and analyzing the
internal dialogue pre disclosure, and the event itself is an essential step in designing effective

interventions that will facilitate disclosure (Norman et al., 2005).

Disclosure is also fundamental in managing HIV, especially in terms of adhering to complex
treatment regimens. For example, HIV-positive people have reported that they sometimes
skipped doses because they could not take a prescribed medication without being observed doing
so (Chesney and Smith cited in Norman et al., 2005). Moreover, access to other forms of carc
such as home based care and specific social grants are also dependent upon the disclosure of HIV
status. From a health policy perspective, effective response across all levels centers on the
creation of an enabling environment for disclosure of HIV status. Hence, disclosure of HIV
status has become an entry criterion for many treatment programs in resource constrained

settings.

For all people, however, disclosure was not a one-time event, but was experienced as a process.
In the space between full, open or public disclosure, and non disclosure, a temporal stage is
occupied whereby a positive person manages their HIV disclosure. For some this entails
disclosure to some family members, while not for others: i.e.. the knowledge of his/her HIV
status 1s mixed within the members of the household. For others. HIV management man
necessitate disclosure only to those who work in the health care system or those thev feel will

offer some support (SAT, 2000).

Other studies have shown that HIV positive people expend considerable energy trying to manage
information and manipulate their environments appropriately so as to maintain the appearance of

un-infection (Clark et al., 2003). Similarly, in a research nearly all respondents, experienced a
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. period of struggle before disclosure and had taken a period of time (taking up to a few years) to

dlsclose to those closest to them During this time, some individuals descrlbed the gu1lt of this

e ,everttually disclosed to- ét'leastme member of thexr farmly, a partner ora fnend (Norman et al;

2005).

According to WHO (2004) most studies that have examined HIV status disclosure describe the
outcome rather than the process of disclosure. Kimberly has developed a useful framework to
® describe the decision-making process for disclosure. The framework outlines a six-step process
that includes dilemmas, barriers and decisions at each step.
o Step I. Adjustment to the diagnosis. At this stage in the disclosure process, individuals
may need help adjusting to their diagnosis and reaching a level of personal acceptance.
e Step II. Evaluation of personal disclosure skills. Individuals need to evaluate whether
they possess the skills necessary for telling others.
e Step IIl. Evaluating the appropriateness of disclosing to a potential recipient. This

process involves taking inventory of one's social network and deciding on an individual

¢ basis who should be told, taking into account certain criteria such as role and physical
distance from that recipient.

e Step IV. Evaluating the circumstances for disclosure. There may be certain
circumstances that prohibit disclosure to certain individuals.

e Step V. Anticipating the reactions of the potential recipients. Individuals need to weigh
these anticipated reactions against the anticipated benefits of disclosure to each
individual.

e Step VI Identify their motivation for disclosure to each recipient.

L J

The document further explained that by expanding our definition of disclosure from the outcome
to the process. we can acknowledge and appreciate the numerous factors that influence the
decision to disclose, including individual psychological state, personal communication skills and
communication patterns, anticipated reactions and individual motivations for disclosure. We can
also think of multiple levels of interventions to help support individuals through the process

(WHO, 2004).
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The nature of sero-positive status self- disclosure and self-non disclosure, experiences of HIV

positive status, the reasons for self disclosure/non-disclosure, and the benefits and risks of HIV
positive status self disclosure among sexual partners living with HIV/AIDS have got proper
emphasis in this specific research. The effects of the independent variables that include Sex,
Age, Educational Background, Religion, Marital Status, Ethnic Group, Employment Status,
Working organization’s type, and Monthly family income were also examined based on the

research questions depicted in this specific study.

3.1 Design

The present survey was designed based on quantitative methods of research. To supplement the
quantitative data and triangulation purposes the researcher tried to inject little qualitative data. A
detailed structured interview guide in the form of questionnaire was used for the quantitative part
of the study, while the qualitative description part of the data was gathered through natural
observations, visit reports, interviews, document analysis, and focus group discussions made as

relevant to this specific study.

3.2 Participants

Sexual partners living with HIV/AIDS in Addis Ababa City Government were the target
population of the study. According to the MOH — HAPCO Monthly HIV Care and ART Update
report updated during the data collection period, i.e. as of end of Miyazya 2000 (May 10, 2008)
clients ever enrolled on ART only in the public sector were 60,911 and both in the public and
private sectors were 68,665 while clients currently on ART only in the public sector were 26,643
and both in the public and private sectors were 30,313 (ARC, 2008). The emphasis was given for

sexual partners hiving with HIV/AIDS because they are the potential sources of HIV infections,

especially on their counter partners, that need self-disclosure of ones sero positive-status.




The study was encompassing sexual partners living with HIV/AIDS who were clients of ART

Clinics in Black Lion and Zewuditu Memorial Hospitals, from 12 to 30 of May 2008. as major

sources of data. Moreover, selected counselors and significant others (officers, experts and

The sampling technique used in this specific study was random sampling technique, taking place in
the two different ART Clinics (in the Black Lion and Zewditu Memorial hospitals). Samples of
one hundred fifty (150) participants were randomly selected from each hospital that made the total
participants of the study 300 individuals who are clients of the two hospitals mentioned above. It
was also tried to make sure that the gender wise (male and female) distribution be comparatively

proportional in the two hospitals, eventually of the whole study.

To be specific, the participants that were included in the study include:

» Three Hundred (300) randomly selected sexual partners living with HIV/AIDS who were
clients of the two purposively selected Hospitals from 12 to 30 May 2008. The participants
have participated in the in-depth interview conducted by data collectors, assistant
researchers and the researcher himself;

> Purposively selected Four (4) HIV counselors, two from each of the hospitals under study
have participated in the information dissemination and interview sessions of the study;

» Ten (10) antiretroviral drug adherents who are members of PLWHA associations have
filled out the open ended questionnaire prepared at the initial stage of the study for item
collection; and

> Forty Five (45) antiretroviral drug adherents who are members of PI.WHA associations
and some clients of Addis Ababa Social and Civil Affairs Bureau's Social Problems
Prevention, Rehabilitation and Institutionalized Services Coordination Department have
participated in the pilot study and filled out the first draft of the deep-interview guide

prepared in the form of questionnaire.

3.3 Instruments
The main instrument used in gathering data for this specific study was a structured interview guide

prepared in the form of questionnaire. Guiding questions for further interview and focus group

discussion were also prepared. The techniques of natural observation. visit reports. interviews. and
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document analysis-were also applied to understand the problem in depth and supplement the data

collected ThrOugﬁ?iheéSi?gucmred interview guide/questionnaire. -

3.3.1 Structured Tn-depth Interview

e was designed and pilot tested by the researcher himself. Some parts of the

The questionnair
questionnaire were also adapted and revised by the researcher. After reviewing previous works
and collecting possible items through the open-ended questionnaire, the researcher designed the

instrument that was used in this specific study.

For these reasons the final draft of the structured interview guide/ questionnaire that was used in

the field study includes the following sections:

I. Demographic and Socio-Economic Information that include different variables such as
Sex, Age, Educational Background, Religion, Marital Status, Ethnic Group, Employment
Status, Working organization’s type, and Monthly family income. The relevant
demographic and socioeconomic related questions were also supplemented the different
scales in all the sections of the in-depth structured interview guides/questionnaire.
However, all the demographic and socio-economic variables might have an effect in the
nature, rates, reasons, benefits and risks of sero-positive status self-disclosure among

sexual partners living with HIV/AIDS.

II. Experiences of HIV Positive Status among Sexual Partners living with HIV/AIDS that
include the time of diagnosis, current CD-4 status, the use of Antiretroviral drugs, the
condition of HIV positive status self-disclosure and self-non disclosure, the HIV status of
the other partner and the occurrence of unsafe sexual experience after knowing ones' sero-

positive status but before disclosing the issue to the other sexual partner(s).

III. The Benefits and Risks of Sero-Positive Status Self-Disclosure Scale was a five point
Likert scale with eleven items on which four items reflects the positive statements or the
benefits of sero-positive status self-disclosure while the rest seven items shows the risks of
self-disclosure in the form of negative statements. The items were collected trom the
compilation of series of research works by WHO (2004). The scale measures the extent of

feelings on cach item based on one's own evaluation.
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IV A Scale/ Items on the Types and Levels of HIV Status Dlsclosure Related D1scuss1onsr 7

means that all the part1c1pants were cafééonzed as individuals who are highly, less or non-

discussant of his/her sero-positive status to his/her sexual partner(s).

V. Reasons for HIV-Positive Status Disclosure/ Non-Disclosure to Sexual Partner(s): this
five point Likert scale was adopted from a research work entitled “Reasons for HIV
Disclosure or Nondisclosure to Casual Sexual Partners” (Serovich and Mosack, 2003). It
has thirty-one (31) possible items with appropriate options. The total items were divided in
to two broad dimensions: Reasons for Sero-Positive Status Self-Disclosure vs. Reasons for
Sero-Positive Status Self Non-Disclosure. The former further divided in to four different
sub-scales. The sub-scales include: Responsibility, Instruction, Relationship Consequences.
and Emotional Release. Whereas, the reasons for sero-positive status non-disclosure was a

scale that had no sub-scale.

3.3.2 Interview and Focus Group Discussion Guides

In addition to the deep structured interview conducted by the researcher there were interview
sessions and focus group discussions with some selected HIV counselors and other participants in
‘the main study. To this effect, Semi-Structured Interview and Focus Group Discussion guides were
prepared for gathering supplementary information from the different groups of participants in this
specific study. The information gathered through these instruments was helpful to understand the

problem in depth.

3.4 Procedures

An open-ended questionnaire was distributed at the beginning of the study for ART adherents who
were members of PLWHA associations. This group of participants was selected from the officials
of Tesfa Goh Ethiopia (Down of Hope) PLWHA Association. This was done to collect the
possible items concerning self-disclosure problems among sexual partners living with HIV/AIDS.

This group of ART adherents who are members of PLWHA associations was purposively selected
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for their better experience in self-disclosure; psychological adjustment; and understanding,

awareness, and knowledgerconcemmg HIV/AIDS

ata- cgliected for ihe . 7

the instrument-was checkefl and rechecﬂkedé)y 'the researcher based enrthe
pilot survey. Because, the final research tool or the questionnaire was expected to measure self-
disclosure problems among sexual partners living with HIV/AIDS: the rates and possible
responses of sero-positive status self-disclosure/non-disclosure; the nature of sero-positive status
self-disclosure related discussions and the reasons for sero-positive status self-disclosure and

self-non disclosure among sexual partners living with HIV/AIDS.

In the pilot study, the draft of the initially organized Structured Interview Guide/Questionnaire was
administered for forty five individuals who are living with HIV/AIDS (n=45) from Tesfa Goh
Ethiopia (Down of Hope) PLWHA Association and some clients of Addis Ababa Social and Civil
Affairs Bureau's Social Problems Prevention, Rehabilitation and Institutionalized Services

Coordination Department.

Moreover, in checking the face validity of the instrument, during the construction of all the scales
the comments of two professionals in the area as well as the appraisal of two language experts.
both Amharic and English languages, were accepted. The major comments and suggestions got

major emphasis and incorporated in the prepared instrument.

Based on the collected data the Alpha method of reliability of the instruments were tested and

depicted below.

* The Benefits and Risks of Sero-Positive Status Self-Disclosure Scale:
The scoring procedure followed five point Likert scale technique. In the pilot survey the
instrument was tested and found to be valid and reliable enough to measure the benefits and rishs

of self-disclosure among sexual partners living with HIV/AIDS. The scale was reliable in Alpha

methods of reliability both in the pilot study (Alpha = 0.9890) and in the main research (Alpha-
0.9777).




Reasons for HIV Positive Status Self-Disclosure/Non-Disclosure Scale:

Scale/ltems on the Types and Levels of HIV Positive Status Self-Disclosure Related
Discussions:

According to the weight for each option given the minimum and the maximum scores any
participant could get are 4 and 20, respectively. The sum of the omitted score values for all the
items (if it occurs) was 12. Therefore, participants who have scored 4 to 12 can be categorized as
Non-discussant or persons who did not have discussion about their sero-positive status with their
sexual partner(s). Those who scored 13 to 15 and 16 to 20 could also be considered as
individuals who have discussion about their sero-positive status to their sexual partner(s) in Less-

discussant and Highly-discussant manner, in that order.

However, it should be noted that having higher score on the scale is not the only and sufficient
condition to have open discussions/self-disclosure, positive growth and mutual developments
among sexual partners living with HIV/AIDS. In addition, most of the individuals who scored
higher and considered as highly discussant participants did not respond on the fourth item and

most others wrote, “/'ll never stop our discussion”.

The Types and Level of HIV positive status Self-Disclosure Related Discussions Scale was
reliable in Alpha methods of reliability both in the pilot study (Alpha= 0.7421) and in the main
research (Alpha= 0.7604). Moreover, the instrument could discriminate the participants as it is

clearly depicted the results of the pilot study in table 3.1.

Types of Sero-positive Number of
Status Disclosure Scale Value participants Percentage
Non-Discussant 4-12 23 51.1 i
Less/Minimal Discussant 13-15 10 222
Highly Discussant 16-20 22 1 267
Total 45 s 100

Table 3.1 Levels of HIV Positive Status Self-Disclosure Related Discussions




Although most of the participants have indispensable experience in self-disclosure of their sero-

posmve status to thelr sexual partners, 1 it was supposed to get lower rate of highly dlscussanl

group of partlmpants fer the attached SDD or probable risks ofself dlsclosure The results of the

pilot study'w e also Vrevealed the sam 'Therefore this 1nstrumenrwas found to-be. vahd and-

reliable to be-used i this spemﬁcstudy :

Before conducting this specific study approval and permission was sought from the department’s
thesis research committee. After getting the approval and permission of the designed research by
the department and the assigned thesis research advisor, Regional Ethics Review Committee
(i.e., Ethical Review Committee of the Addis Ababa City Government Health Bureau) was
requested to review and evaluate the thesis research proposal and the related research tools (the
consent letter and the Structured Interview Guide/Questionnaire in both Ambharic and Linglish
Versions). The committee approved the thesis research in written only after the comments given

by the committee were incorporated in the research documents (see Appendix C).

Moreover, due care was taken to ensure that all those who accept to participate in the study do so
voluntarily and give their informed consent. After research participants who are above 18 years
of age were selected, the principal investigator and data collectors of this specific study
explained to them the aims and objectives of the study. In addition, those who agree to
participate in the study were given a chance to ask for any clarification about points on which
they are not clear. They were informed that any information collected during the course of the
study would be kept confidential and that no personal name would appear on rescarch
documents, instead code was used. Furthermore, written consent was sought for participating on

the structured interview.

3.5 Method of Data Analysis

The data was tabulated, analyzed and interpreted in line with the research questions raised by this
specific study by using quantitative with little qualitative analyses. Moreover, both descriptive
(percentage, mean and standard deviation) and inferential statistics (Chi-Square) were employed in

the analysis of the study. The association of types and level of self-disclosure related discussions to

the background variables was also tested by Chi-square (X?) statistical tests.




of the pammpants thelr expenences in 11v1ng with HIV/AIDS the reasons for self-

disclosure/non-disclosure, the benefits and risks of self-disclosure, and their types and levels of
self-disclosure related discussions to their sexual partner(s), The results of all the information

gathered for this specific study was discussed as follows:

.
4.1. Biographic and Socioeconomic Information of the Participants
A total of three hundred (300) individuals who are living with HIV/AIDS were randomly
selected from the two hospitals namely, Black Lion and Zewditu Memorial Hospitals,
proportionally. The biographic and socioeconomic information of all the participants that
includes the sub cities covered, sex, age, educational background, religion, marital status, ethnic
group, employment status, organizational type and monthly family average income were
gathered and discussed as described below.
L ]
Table 1 presents the respondents' distribution by sub city and sex in the study.
Table 1: Sub city and Sex wise Distribution
Respondents
Sub City and Sex N Yo
Sub City: Addis Ketema S 1.7
Akaki-Kaliti 35 Y 4
Arada 41 13.7
Bole 15 5.0
Gullele 20 6.7
. Kirkos S 25.0
Kolfe-Keranyo 24 8.0
Lideta 44 14.7
Nifassilk-Lafto 14 4.7
Yeka 27 9.0
Total 300 100.0
Sex: Male 136 453
Female 164 54.7
Total 300 100.0




It is also seen from Table 1 that 54.7 percent (N=164) of the participants were female while the
rest 45.3 percent (N=136) were male.

Table 2 Portrays the age and education wise distributions of the participants' in this study.

Table 2: Age and Education

Respondents

Age and Education N %

Age in Years: 18-24 31 10.3
25-34 150 50.0

35-44 85 28.3

45-54 28 9.3

Above 55 6 2.0
Total 300 100.0

Education: Illiterate 23 1.7
Elementary 75 2540

Secondary 122 40.7

Certificate 34 11.3

Diploma 36 12.0

First Degree 8 2.7

Post graduate degree 2 0.7
Total 300 100.0

As observed from Table 2, half of the participants (N=150) were at the age range of 25 10 34
years olds. Participants who were above 55 years old during the study period were only two

percent (N=6) of the participants.

Table 2 further showed that 40.7 percent (N=122) of the participants were in their secondary
education while only 3.4 percent (N=10) of them were degree holders. In general, 84.7 percent
(N=220) of the participants were under secondary education and the rest 15.3 percent (N=80)

were certificate, diploma and degree holders.
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 Table 3: Religio

“Religion, Marital Status—
and Ethnicity

Religion: Orthodox 198 66.0
Protestant 60 20.0

Catholic 6 2.0

Muslim 34 11.3

Others 2 0.7

o Total 300 100.0
Marital Status: Married 127 423
Divorced 29 9.7

Widowed 39 13.0

Dating/ Cohabiting 105 35.0

Total 300 100.0

Ethnicity: Ambhara 114 38.0
Gurage 16 3.3

Oromo 58 19.3

Silte 3 1.0

Tigre 22 $ud

- Others 9 3.0
Missing Items 78 26.0

Total 300 100.0

As seen in Table 3, 66 percent (N=198) of the participants were followers of Orthodox
Christianity while 11.3 percent (N=34) of them were Muslims. The table further showed that
42.3 percent (N=127) of the participants were married couples. 22.7 percent (N=68) of the
participants were also divorced and widowed. Moreover, 57.3 percent (N=172) of the

participants were from the Amhara and Oromo ethnic groups while participants form the other

ethnic groups were 42.7 percent (N=128).




Table 4 discloses the employment status, organizational types and average monthly family

mcome of the partxclpants in thxs study

e —,:Employment Status, Oroamzatmna w:’Lfggqpes;and .»___.Respondents ———
“Average Monthly Family Income N En:/;lz;:gfcﬂr‘;up
Employment Status: Employed 171 57.0
Unemployed 117 39.0
Retired 12 4.0
Total 300 100.0
Organizational Types: Governmental Org. 59 19.7 34.5
. Non-Governmental Org. 31 10.3 18.1 |
Private Organizations 30 10.0 17.5 |
Self-Employed 31 17,0 29.8
Skipped Items 129 43.0
Total 300 100.0 100.0
Av. Monthly Family Income: Below 200 birr 98 32.7
201-500 birr 103 34.3
501-1000 birr 38 12.7
1001-1500 birr 28 9.3
1501-2000 birr 14 4.7
Above 2000 birr 19 6.3
' Total 300 100.0

[t can be seen from Table 4 that 57 percent (N=171) of the participants were employed while the
rest 43 percent (N=129) of them were under employed (unemployed and retired). From the
. employed group of participants 70.2 percent (N=120) were employees in GOs. NGOs and
private organizations while the rest 29.8 percent (N=51) of them were self-employed. The table
further discloses that 79.7 percent (N=239) of the participants got an average monthly family
income of less than Eth. Birr 1,000.00. 20.3 percent (N=61) of the remaining participants also

got an average monthly family income of more than Eth. Birr 1,000.00.




4.2 Experiences of HIV Positive Status among Sexual Partners Living with HIV/AIDS

-specially time since diagnosed and ways

Table 5: Time Since Diagnosed-and- Ways to-Know-—
Sero Positive Status i

Time Since Diagnosed and Ways to Know Respondents
Sero Positive Status N %
Time Since Diagnosed: Only before three months 27 9.0
3-12 months 42 14.0
1-3 years 80 26.7
3-5 years 76 25.3
5-10 years 56 18.7
Above 10 years 19 6.3
Total 300 100.0
Ways to Know Sero Positive Status Through 5
; " 193 64.3
medical related testing
Through non-medical related testing 107 35.7
Total 300 100.0

As it is clearly shown in Table 5, most of the respondents reported that they knew their HIV
positive status with in 1 to 5 years period (52%, N=156). About a quarter of them (N=69) were
also reported that they knew their sero-positive status with in a year period. The table further
revealed that 64.3 percent (N=193) of the participants knew their sero positive status through
medical related testing while the rest 35.7 percent (N=107) of them knew through non-medical

related testing, especially for passport and marriage processes.




* Table 6 discusses the participants' CD-4 status, use of ART and the reasons for non use of ART

drugs (1f any

~ Reason for non use of ART drugs —————— [ N * =% Tl
CD -4 Status: Only less than 100 20 6.7
101-150 36 12.0
151-200 48 16.0
201-250 49 16.3
251-300 59 19.7
- Above 300 88 29.3
Total 300 100.0
Use of ART: Yes 218 127
No 82 27.3
Total 300 100.0
Reason for non use of ART: My doctor did not recommend it B -
. . 46 15.3 56.1
since my CD-4 status is ok.
Although my doctor recommended it, I still need 10 33 179
some more counseling. ' T
Although my doctor recommended it, I still need "
: " 11 3.7 13.4
some more time for decision.
Although my doctor recommended it, [ do not have .
. , o 15 5.0 18.3
enough access to enough and nutritious foods.
Skipped Items (ART users) 218 129
Total 300 100.0 100.0
It is clearly depicted in Table 6 that about 34.7 percent (N=104) of the participants had a CD-4
count of less than 200 while the rest 65.3 percent (N=196) of them had a CD-4 count of greater
than 200. Table 6 further described that from all the participants the majority (27.3 percent.
N=82) had started using the antiretroviral drugs while 27.3 percent (N=82) of them did not yet
started using antiretroviral drugs, irrespective of the reasons for non-use of the drugs.
[ ]

Moreover, 56.1 percent (N=46) of those who had not yet started ART have reported that they did
not yet started ART because they had better CD-4 count and their doctor did not yet recommend
their use of antiretroviral drugs. The rest 43.9 percent (N=36) of those who did not yet started
ART also reported that they did not yet started ART because they ‘did not have enough access

for adequate and nutritious food’, ‘needs some more time to decide’, and ‘needs some more

counseling on sero-positivity’.




e 4.3 HIV Positive Status Disclosure/Non-Disclosure of the Participants
Table 7 dlscusses the rate of self dlsclosure among sexual partners hvmg with HIV/AIDS and

Table%’*%{aieﬁé_elﬂmsdesumnd Time for Self-Dlsclosure - j :

Rate of Self-Disclosure and Respondents |
Time for Self-Disclosure N % "f:l;’,;‘“l‘?ié’:l'

Rate of Self-Disclosure: Yes (Self-Disclosed) 192 64.0
No (Self- Non Disclosed) 108 36.0
Total 300 100.0

Time for Self-Disclosure: The same day. 84 28.0 43.75

% Within a week. 2 7.3 11.5

Within a month. 28 9.3 14.6
Within three months. 41 BN 21.4
Others 17 3.7 8.8
Skipped Items
(Non-disclosed) U8 sl B
Total 300 100.0 100.0

Table 7 shows that about 64.0 percent (N=192) of the participants responded the question "did
you disclose your HIV status to your sexual partner(s)?’ positively while 36.0 percent (N=108)
of them responded the question negatively. This means that 64.0 percent of the participants have
disclosed their sero-positive status to their sexual partner(s) while 36.0 percent of them did not

yet disclosed their sero-positive status to their sexual partner(s).

Moreover, those who have disclosed their sero-positive status at the same day when they have
diagnosed were 43.75 percent (N=84) of the self-disclosed participants while the rest 56.25
percent (N=108) of them took a week or more time period for their sero-positive status

disclosure since their HIV diagnosis.




4.4 Benefits and Risks of Self-disclosure among Sexual Partners living with HIV/AIDS

—self-disclosure to one’s sexual-pa ght-have different kindsof’ Eos

risks. These benefits and Hrisks' can-be—easily ;s?cn from the

4.4.1. General Findings
Table 8 describes the general findings concerning the benefits and risks of self disclosure
experienced by sexual partners living with HIV/AIDS.

Table 8: Results of the General Findings

)
Many Missed Some- Not at all
S/N Benefits and Risks of Self- Always times Items times (Never)
o o () (1) 0,
Disclosure N s | & % [N W PN A i
1.l Blame. 18 | 938 | 28 | 1458 | 1 | 052 |51 | 26.56 | 94 | 48.96
2.| Increased opportunities for instrumental | 88 | 4583 | 31 | 16.15| 2 | 1.04 | 38 | 19.79 | 33 | /7.19
and expressive social support.
3.| Disruption of family relationship. 22 [ 1146 | 24 [ 1250 1 | 052 |36 [ 18.75 | 109 | 56.77
4| Discrimination. 17 | 885 | 24 [ 1250 | 2 | 1.04 | 50 | 26.04 | 99 | 57/.56
5. In]proved access to necessary 107 | 55.73 | 45 | 2344 | 1 052 [ 16| 833 23 11.98
medical treatment and care.
6. Viglence or abandonmsent on 12 | 625 | 23 [ 1198 | 8 [41.67 | 31 | 16.15 | 118 | 61.46
children.
& 7.| Increased opportunities to discuss and 97 | 5052 | 42 [ 2186 | 2 | 1.04 |38 19.79 | 13 | 677
implement HIV risk reduction with
partners.
8. Physical and emotional abuse. 14 | 729 | 27 [ 1406 | 5 | 260 |38 19.79 | 108 | 56.25
9.1 Increased Oppor[unities to plan for 97 50.52 44 2292 | 3 1.56 32 16.67 16 8.33
the future carefully and
thoughtfully.
1} Loss of economic support. 13 6.77 16 8.33 2 1.04 | 41 | 21.35 120 | 62.50
T8 T ——" 16 | 833 | 13 | 677 | 4 | 208 |41 | 2135 | 118 | 6146
The general findings of the study showed that most of the participants were strongly agree with
the positive statements that reflect the benefits of self disclosure while most of them showed
strong disagreement with the negative statements that illustrate the risks of self disclosure. As it
° is shown in Table 8, about 48.96 percent (N=94), 56.77 percent (N=109), 51.56 percent (N=99),

01.46 percent (N=118), 56.25 percent (N=108), 62.50 percent (N=120), and 61.46 percent
(N=118) reflects their strong disagreement on the risks of self disclosure that includes Blame,
Disruption of family relationship, Discrimination, Violence or abandonment on children,

Physical and emotional abuse, Loss of economic support, and Abandonment, in that respective

order.




On the other hand, Increased opportunities for instrumental and expressive social support.

Improved access to necessary medlcal treatment and care, Increased opportunmes to dlSCUSS and

Table 9 clarifies the mean and standard deviation of both the benefits and risks of self-disclosure

among sexual partners living with HIV/AIDS.

. Table 9: Benefits and Risks of Sero-positive Status Disclosure
Std.
Benefits and Risks N Mean | Deviation
RISKS 192 | 28.51 6.747
BENEFITS 192 | 15.36 4.105
Valid N (list wise) 192

In addition, the mean scores, see Table 9, of both benefits of sero-positive status disclosure
(mean of 15.36 with s.d. = 4.105) and risks of sero-positive status disclosure (mean of 28.51 with
> s.d.= 6.747) found to be highest that reflects the opportunity to utilize the benefits and refrains
from the risks of sero-positive status disclosure among sexual partners living with HIV/AIDS is

abundant among the participants in this specific study.




4.4.2 The Positive Outcomes/Benefits of Self-disclosure among Sexual Partners living with HIV/AIDS
il=partner(s) might b

- The-positi es=of sero-positive status-disclosure to-one’s

many andd 2

sified-But, it can be categorized in four broad areas as follows—

iation of the four items on the benefits of self-

Ta'liailﬁér 10;e;eaTsjmeTnean aﬁ&'ét’aﬁﬁﬁdf&é{/

disclosure.
Table 10: Positive Outcomes (Benefits) of Self-disclosure

Positive Outcomes N | Mean | Std. Dev.
Increased opportunities for instrumental and 192 3.54 1.614
expressive social support.
Improved access to necessary medical treatment 192 4.03 1.408
and care.
Increased opportunities to discuss and implement 192 3.90 1.384
HIV risk reduction with partners.
Increased opportunities to plan for the future 192 3.91 1.392
carefully and thoughtfully.
Valid N (list wise) 192 | 15.36 4.105

The mean values that represent the four general benefits of HIV sero-positive status to one’s
sexual partner(s) have been calculated and found to be highest in this specific study. According
to the calculated mean values improved access to the necessary medical treatment and care got
the priority with a mean score of 4.03 (with s.d.=1.408). Other kinds of benefits that include
improved opportunities to plan for the future carefully and thoughtfully; increased opportunities
to discuss and mmplement HIV risk reduction with partners; and increased opportunities for
instrumental and expressive social support showed a mean statistic values of 3.91 (with

5.d.=1.392), 3.90 (with s.d.1.384), and 3.54 (with s.d.=1.614) in that respective order.

4.4.3 The Negative Effects (Risks) of Self-disclosure experienced by Sexual Partners living with
HIV/AIDS

There might be different risks associated with one’s sero-positive status disclosure to his‘'her
sexual partner(s). Seven well searched items on the risks of sero-positive status disclosure were
given for all participants in the deep-interview questionnaire. All the participants have responded
for each item based on their knowledge and experience related to sero-positive status. The mean
and standard deviation statistics of each item as well as the total items is depicted below in Table

1.
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Table 11: The Negat

ivé Effectg

The Negative Effects N Mean | Std. Deviation
Blame. 192 3.91 1.387
Disruption of family relationship. 192 3.97 1.454
Discrimination. 192 3.99 1.354
Violence or abandonment on children. 192 4.15 1.298
Physical and emotional abuse. 192 4.04 1.347
Loss of economic support. 192 4.24 1.235
Abandonment. 192 421 1.273
Valid N (list wise) 192 | 28.51 6.747

The calculated mean values for the risks of sero-positive status self-disclosure to one’s sexual
partner(s) showed that Loss of economic support, Abandonment, Violence or abandonment on
children, Physical and emotional abuse, Discrimination, Disruption of family relationship, and
Blame have got a mean value of 4.24 (with s.d.=1.235), 4.21 (with s.d.=1.273), 4.15 (with
5.d.=1.298), 4.04 (with s.d.=1.347), 3.99 (with s.d.=1.354), 3.97 (with s.d.=1.454), and 3.91

(with s.d.=1.387), respectively.

4.5 Types and Levels of Self- disclosure Related Discussions

The participant of this specific study can be categorized in to two broad areas (Discussant vs.
Non-discussant) based on their type of sero-positive status self disclosure related discussion to
their sexual partners. Moreover, based on their level of self-disclosure related discussions the
discussant group of participants can be categorized in to two groups; i.e., highly discussant vs.
less discussant group of participants. The discussion for both the types and levels of self-

disclosure related discussions discussed as follows.
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4.5.1 Types-of Self- disclosure Related Discussions

Table 12: Types of Self- disclosure

Types of Self-
Disclosure Related Standard
Discussions Frequency Percent | Mean | Deviation
Non-Discussant 74 24.7 6.41 1.304
* Discussant 226 75.4 13.76 3.353
Total 300 100.0 11.94 4.358
From all the participants, about 75 percent (N=226) responded that they have self-disclosure
related discussions with their sexual partners while the rest 25 percent (N=74) showed that they
did not have self-disclosure related discussion with their sexual partners.
Moreover, the calculated mean and standard deviation statistics also revealed a clear difference
. in the types of self disclosure related discussions among sexual partners living with HIV/AIDS.
Based on the results, those who did not have self-disclosure related discussions got a mean value
of 6.41 (with s.d.=1.364) while those who have self-disclosure related discussion with their
sexual partners living with HIV/AIDS showed a mean score of 13.76 (with s.d.=3.353). In
general, the total participants found to have self-disclosure related discussion that could be
understood from the mean score values, i.e., a mean score values of 11.94 (with s.d.=4.358).
4.5.2 Levels of Self- disclosure Related Discussions
Table 13 describes the levels of self-disclosure related discussions among sexual partners living
& with HIV/AIDS.
Table 13: Levels of Self- disclosure Related Discussions
Levels of Self-Disclosure Freq- Standard
Related Discussions uency | Percent | Sum | Mean | Deviation
Non-Discussant 74 24.7 474 6.41 1.304
Less-Discussant 146 48.7 1698 | 11.63 1.990
Highly-Discussant 80 26.7 1411 | 17.64 1.070
Total 300 100.0 3383 | 11.94 4.358
52
[




—————— = - Vdiscrusrsed theﬁj éé'ro'—ffjosmvé 's'féial;forthlciirseﬁr(ﬁé’l parTner(s) in less an’d' hfg evels écc'o"unts for
48.7 percent (N=146) and 26.7 percent (N=80), respectively. The calculated mean scores (see
Table 13) revealed the same. Thoée who did not have disclosure related discussions and those
who have both less and higher levels of self-disclosure related discussions revealed a mean

scores of 6.41 (with s.d.=1.364), a mean scores of 11.63 (with s.d.=1.990) and a mean scores of

L}
17.64 (with s.d.=1.070) in that respective order. But, average mean for all the participants of this
specific study showed that all the participants were found to be less frequently discussant of their
sero-positive status to their sexual partner(s). They scored a mean value of 11.94 (with s.d. =
4.358).
4.5.3 Associations of Types and Levels of Self- disclosure Related Discussions with the
Participants’ Background Information
L]
Table 14 discusses the association of types and levels of self-disclosure related discussion with
the hospitals used by the participants.
Table 14. Hospitals Used
Highly Discussant Less Discussant Discussant Non-Discussant
Hospitals Used : - - - - - 3 ’
N Vi Mean S.d. N Yo Mean S.d. N Yo Mean S.d. N Y Mean S.d:
Black Lion Hospital 40 S0 17.65 1.051 74 50.7 1115 1.78 114 504 13.43 3.484 36 48.0 6.19 1.348
Zewditu Memorial 40 30 17.63 1.102 72 49.3 12.13 2.082 112 49.6 14.09 3.195 38 R 0.0l 1.366
Hospral
Total X0 100 17.04 1.07 146 100 11.63 1.99 226 100 13.76 3:353 74 100) 6.4] 1.364
Chi-Square (x7) Value x’= 0.010, df=1 x}== 0.072. df=1
%’ (1,0.05) = 3.841 2 (1,0.05) = 3.841
®

The participation rate of clients in the two studied hospitals were distributed equally early at the
beginning of the data collection process purposively. The participants were expected to differ
both in the types and levels of self-disclosure related discussions based on the hospitals they
used. However, the participants’ type and level of self-disclosure related discussions found to be
proportional. Most of the participants who were clients in both hospitals (50.7 percent of Black

LLion and 49.3 percent of Zewditu Memorial Hospital clients) found to be less discussant of their
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sero-positive status to their sexual partner(s). Those who were found to be non-discussant

1-and Zewditu Memorial Hospitals accounts for48:6 percent

: f ‘the calculated mpén égéﬂ%éi‘elated

In addition, the non-parametric chi-square calculation was computed to clearly observe the
relationship between the types and levels of self-disclosure related discussions based on the
hospitals they prefer to use. The null hypothesis of ‘is hospitals used independent of the

participants’ tvpes and levels of self-disclosure related discussions, both in extent and frequency’

]
was statistically tested.
Examination of the obtained Chi-square statistic also revealed insignificant difference both in the
v . 2 . .
type (Discussant vs. Non-Discussant: ¥~ (1, 0.05) =0.072) and levels (Highly Discussant vs. Less
3 2 = . . . .
Discussant: y~ (1, 0.05) = 0.010) of self-disclosure related discussions. This means that the
hospitals used was found to be independent and showed no significant group differences in the
clients’ types and levels of self- disclosure related discussion to one’s sexual partner(s).
L
Table 15 discusses the association of types and levels of self-disclosure related discussion with
the sub city covered by the study.
Table 15. Sub Cities Covered
Highly Discussant Less Discussant Discussant Non-Discussant
SUb Clt)' N Yar Mean S.d. N Yo Mean S.d. N Yo Mean S.d. N Ya Mean Sidi
Addis Ketema I 1.3 18.00 - 4 2.7 11.75 1.708 S 22 13.00 3.162
Akaki-Kalit 9 1.3 17:33 0.707 16 11.0 119 1.601 25 Ll 13.40 3.291 10 13.35 9.90 0994
Arada I 13.8 17.45 0.934 22 15.1 177 2.159 33 14.6 13.67 3.276 3 10.8 .25 1.48%
Bole 5 0.3 18.20 1.789 7 4.8 12.14 2.41 12 5.3 14.67 3.750 3 4.1 7.33 1153
Gullele s 6.3 17.00 1.000 12 8.2 12.00 1.859 17 7.5 13.47 2853 3 4.1 PR 0377
Kirkos 24 30.0 17.87 1.116 33 226 11.33 2.146 57 25.2 14.09 3.709 18 243 678 1166
Kolfe-Keranyo s 6.3 | 1840 | 1.140 10 68 | 11.70 | 2.497 15 6.6 | 1393 | 3.8%2 9 122 6,7% | 0972
[ 1data [N INY 17.47 0.990 17 LL.6 11.47 1.586 32 14.2 14.28 3314 12 16.2 5.67 1.497
* Nifassilk-1afto ! 1.3 18.00 - 7 4.8 11.00 2.236 8 3:5 11.88 3.227 O bl T00 1093
Yeka 4 50 17.00 0816 18 12.3 1:2.28 1.904 22 9.7 13.14 2.550 5 0.8 5.00 1.000
Total R0 100 | 17.04 | 1.070 | 146 100 | 1163 | 1990 | 226 100 | 13.76 | 3.353 | 74 100 04l | 1.364
Chi-Square () Value 1 =8.735, df=9 x*=9.040.d1=9
%’ (9,0.05) = 16.919 %’ (9,0.05) = 16.919

The sub city wise distribution of participants showed a clear difference in the rate of
participation. The rate of participation ranges from lowest 1.7 percent (N=5) in Addis Ketema

Sub city to the highest of 25 percent (N=75) in Kirkos Sub city. Like wise, the rates of both the
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types and levels of self-disclosure related discussions follow similar patterns although the

distribution varies a lot.

Eroﬁr the total participants only 26 - @ent*(N=80) C—

re’ffotxriifc} to be highly discussa;_n; =

concerning their sero-positive status with their sexual p’aéjép(—é); In this respect, Kirkos; Lideta,
Arada and Akaki-Kaliti sub cities found to be better than others, with a participation rate of 30
percent (N=24), 16.6 percent (N=15), 13.6 percent (N=11) and 11.3 percent (N=9) in that
respective order. About a quarter (N=74) of all the participants were found to be none or very
less discussant of their HIV positive status with their sexual partner(s). In line with this, highest
= percentages were found in Kirkos (N=16 or 24.3%), Lideta (N=12 or 16.2%), Akaki-Kaliti
(N=10 or 13.5%), Kole-Keranyo (N=9 or 12.2%), and Arada (N=8 or 10.6%) sub cities than
others. However, the majority of all the participants (N=146 or 48.7%) were found to be less
discussant of their sero-positive status to their sexual partner(s). Moreover. the calculated mean

and standard deviation statistics also showed similar results.

In testing the null hypothesis of ‘Is participants’ Sub city independent of the types and levels of

self-disclosure related discussions of ones sero-positive status’ the calculated Chi-square statistic

* showed a significant group difference. Thus, there is no significant group differences both in the
types (Discussant vs. Non-Discussant: %> (1, 0.05) = 9.040) and levels (Highly Discussant vs.
Less Discussant: y* (1, 0.05) = 8.735) of self-disclosure related discussions among participants
based on their sub city.
Table 16 discusses the association of types and levels of self-disclosure related discussion with
the participants' Sex.
Table 16. Sex
» Highly Discussant Less Discussant Discussant Non Discussant
Sex N % Mean S.d. N % Mean | S.d. N %o Mean S.d. N % Mean S.d.
Male 40 | 50| 1755 1061 | 63| 432 | 1179 | 2009 | 103 | 456 | 1403 | 3291 | 33 | 346 | 639 | 1321
Female 40 | 50| 1773 | 1086 | 83 | 568 | 1151 | 1978 | 123 | 544 | 1353 | 3400 | 41| 534 641 | 1414
Total 80 | 100 [ 1764 | 1070 | 146 | 100.0 | 1163 | 1990 | 226 | 100 | 13.76 | 3353 | 74 | 100 | 641 | 1364
Chi-Square x}=0.977, df=1 2= 0.022.df=1
(%) Value o (1.0.05) = 3.841 X} (1,0.05) = 3.841

n
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From the total highly disclosed participants the sex wise disparity is null; the participation rate of

both sexes found to be 50 percent (N 40) But both in the less dxscussant and non- dlscussant

A null hypothesis that could be written as ‘Is the participants’ sex-wise difference independent of

their types and levels of sero-positive status disclosure to one’s sexual partner(s) related
discussions’. The calculated Chi-square statistic revealed that there was no significant group
v difference in the participants sero-positive status disclosure related discussions to their sexual
partner(s) based on their sex wise differences, both in the types (Discussant vs. Non-Discussant:

xz (9, 0.05) = 0.022) and levels (Highly Discussant vs. Less Discussant: xz (9, 0.05)=0.977).

Table 17 discusses the association of types and levels of self-disclosure related discussion with
the participants' age.
Table 17. Age

Highly Discussant Less Discussant Discussant Non Discussant
L] Age N % Mea S.d. N % Mean S.d. N % Mean | S.d. N % Mean S.d.
n

8-24 Years 5 6.25 18 1.581 18 123 11.17 | 2383 23 10.2 12.65 3.626 8 10.8 6.38 1.685
Olds
25-34 Years 47 58.75 | 17.85 1.142 63 43.2 11.30 1.820 110 48.7 14.10 3.609 40 54.1 6.53 1.261
Olds
35-44 Years 23 28.75 | 17.30 0.635 42 28.8 12,12 1.978 65 28.8 13.95 2.981 20 27.0 6.15 1.563
Olds
45-54 Years 5 6.25 | 16.80 0.837 19 13.0 11.79 1.960 24 10.6 12.83 2.729 L S.4 6.75 1.258
Olds
Above 55 - - - 4 2.7 13.00 2.160 4 1.8 13.00 2.160 2 2.7 6.00 000 !
Years Olds !
Total 80 100 | 17.64 1.070 146 100 11.63 1.990 226 100 13.76 3.353 74 100 Gal N R
g § =888, 81= 2= 9.040. -4 o
() Value 2} (4,0.05) = 9.488 * (4.0.05) - 9.488

From the total participants those who were found to be highly. less and non-discussant 2rouj: o
participants accounts for 26.67 percent (N=80). 48.67 percent (N=146), and 24.67 pcreent
(N=74), respectively.  58.75 percent (N=47) and 28.75 percent (N=23) of all the highly
discussant group of participants were found to be at the age range of (25-34 years olds) and (35-

44 years olds), respectively. Whereas, no one who was at the age range of (above 55 years olds)

found to be highly discussant about his/her HIV-infections to his/her sexual partner(s).




Those participants who are in the middle ages of (25-34 years olds) (N=63 or 43.2%), and (45-54

years olds) (N=42 or 28.8%) have shown less level of sero-positive status dlsclosure related

— discussion with thelr'sexu artnen(s) Slmllarly, those who were in the middle ages of (25-34

mean and standard deviation statistics revealed the same.

To test the null hypotheses ‘is the participants ' age independent of their types and levels of sero-
positive status disclosure related discussions to one’s sexual partner(s)’ was computed. The
% calculated chi-square statistic value revealed that age has no significant relation both in the types

(Discussant vs. Non-Discussant: x* (4, 0.05) = 2.270) and levels (Highly Discussant vs. Less

Discussant: x> (4, 0.05) = 8.780) of self-disclosure related discussion to ones sexual partner(s).

Table 18 discusses the association of types and levels of self-disclosure related discussion with
the participants' educational background.

Table 18. Educational Background

Educational | Highly Discussant Less Discussant Discussant Non Discussant
& Background "N"T"% [ Mean [ S.d. | N | % | Mean | S.d. N [ % [ Mean [Sd. [N [ % Mean | S|
Illiterate 3 3.8 18.0 1.732 12 8.2 12.00 2.374 15 6.6 132 3.321 8 10.8 6.25 1.66Y |
Elementary 15 18.8 17.87 1.302 39 26.7 11.10 1.744 54 23.9 12.98 3.461 21 28.4 6.57 1.363
Secondary 33 41.3 17.67 1.109 57 39.0 11.98 1.95 90 39.8 14.07 3.228 32 43.2 6.41 1411
Certificate 12 15 17.92 0.793 16 11.0 11.88 2.094 28 12.4 14.46 3.459 6 8.1 6.50 1.049
Diploma 14 17.5 17.07 0.73 16 11.0 11.56 222 30 13.3 14.13 3.256 6 8.1 6.00 1.414
First Degree 2 2.5 17.5 0.707 5 34 10.40 1.949 7 3.1 12.43 3.823 1 1.4 6.00 0
Post graduate 1 1.25 17.0 0 1 0.7 11.00 0 2 0.7 14.00 4.243
degree
Total 80 100 17.64 1.07 146 100 11.63 1.99 226 100 13.76 3.353 74 100 6.41 1.364
Chi-Square x* = 5.666, df=6 x*=5.309, df=6
(o) Value X’ (6,0.05) =12.592 x* (6,0.05) = 12.592
Among those who were non-discussant group of their sero-positive status to their sexual
partner(s) secondary and primary education accounts for 43.2 percent (N=32) and 28.4 pereent
L)

(N=21), respectively. No participants were found to be non-discussant in the postgraduate leyvel

From all less-discussant groups of participants about 65 percent or more were tound to be at their
secondary (N=57 or 39.0%) and primary (N=39 or 26.7%) education. Certificate and diploma
holders were also accounts for 11.0 percent (N=16) each from less-discussant groups of
participants. Similarly, 41.3 percent (N=33), 18.8 percent (N=15), 17.5 percent (N=14), and 15

percent (N=12) of all those who were found to be highly discussant group of participants were
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found to be at their secondary education, elementary education, diploma holders and certificate

holders respectlvely Moreover the calculated mean and standard deviation statistics also

status disclosure related discussions to one’s sexual partner revealed that the participants’
educational background has no significant relation both in the types (Discussant vs. Non-

Discussant: y> (6. 0.05) = 5.309) and levels (Highly Discussant vs. Less Discussant: ¥ (6. 0.05)

= 5.666) of self-disclosure related discussion to ones sexual partner(s).

L
Table 19 discusses the association of types and levels of self-disclosure related discussion with
the participants' religious affiliation.
Table 19. Religious Affiliation
Highly Discussant Less Discussant Discussant Non-Discussant
Religious | N | % | Mean | Sdd. [N | % |Me |Sd. [N (% |Me [Sd. |[N|% |Me |S.d
Affiliation an an an
Orthodox | 54 | 6% 1769 | 1.130 | 96 | 65.8 | 11.81 | 2048 | 150 | 664 | 3.34 | 3336 | 48 | 649 | 627 | 1234
5
Protestant | 15 | 16 1731 | 1032 | 29| 199 | 1097 | 1.762 | 42| 186 | 1293 | 3352 | 18 | 243 | 6&72| 1447
25
* FCattolic 3] 37 18.00 [ 0000 | 3 21| 1400 [ 1.000 [ 6 27 | 1600 | 2280 e
5
Muslim 10| 12 1770 | 0949 | 17 1.6 | 1147 ] 1700 | 27 120 | 13.7¢ 33897 7 g3 o |
5
Others - - - - | 0.7 9.00 | 0.000 I 0.4 9.00 0.000 I R T
Total 80 | 100 [764 | 1070 | 146 | 100 | 1163 | 1990 | 226 100 | 1376 | 3253 | # | 100 | oi o Sa
Chi-Square (¥) 7 =1.526, df=4 7= 2.897. df=4 i
Value - 7 (4,0.05) =9.488 2 (4,0.05) = 9.488
From all the participants 66 percent (N=198) were found to be followers of Orthodox
Christianity while Protestants, Catholics and Muslims accounts for 20 percent (N=60), 2 percent
(N=6) and 11.3 percent (N=34), respectively. From the 74 non-discussant group of participants
]

those who were followers of Orthodox Christianity and Protestant Christianity accounts for 64.9

percent (N=48) and 24.3 percent (N=18), respectively.

More than 85 percent of those participants who were less discussant group of participants include
Orthodox Christianity (N=96 or 65.75%) and Protestant Christianity (N=29 or 19.86%) whilc

Muslims accounts for 11.64 percent (N=17). Similar proportion was also seen on the distribution
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of those participants who were highly discussant of their sero-positive status to their sexual

partner(s) From all h1gh1y dlscussant group of part1c1pants followers of Onhodox Chrlsuamt\

and Standard dex&aﬁﬁﬂjtatlstie%?aise

Moreover, the results of the tests of a null hypotheses that could be written as ‘is the
participants’ religious affiliation independent of their types and levels of sero-positive status

disclosure related discussions to one’s sexual partner’ revealed that the participants’ religious

. . . . . . . . R
¢ affiliation has no significant relation both in the types (Discussant vs. Non-Discussant: 3~ (4.
. . . ) - 3 .
0.05) = 2.897) and levels (Highly Discussant vs. Less Discussant: 4. 0.05) = 1.526) of sclt-
¥ $
disclosure related discussion to ones sexual partner(s).
Table 20 discusses the association of types and levels of self-disclosure related discussion with
the participants' marital status.
Table 20. Marital Status
% Marital Highly Discussant Less Discussant Discussant Non-Discussant
Status N | % Mea [ Sd. |N | % [ Mean |[Sd. |N % | Mean | S.d. N | % | Mean | S.d.
n
- 52| 650 | 17.83 | 1.061 | 53 | 36 1208 | 2055 | 105 | 465 | 1492 | 3319 | 22 | 29 639 | 0957
8
Divoreed 4] 50| 1775 | 1708 | 14| 95 1129 | 2.091 18| 796 | 1272 | 3392] 11| 14 Guo | 00
9 D)
Widowed 3| 38| 1700 ] 1000 26| 17. 1135 | 1979 | 29| 128 | 1193 | 2576 ] 10| 13 6
: 81 s
Dating/ 21 | 263 | 1724 0889 | 53 | 36 1142 | 1875 | 74| 328 | 1307 | 31016 31 | 41 I
-~ 30 9
Cohabiting |
Total 80 | 100 | 1764 | 1070 | 146 | 100 1163 | 1990 | 226 | 100 | 13.76 | 3353 | 74 | 100 T T
Chi-Square () 2 =20.083, df=3 = 7785, df=3
Value 7.(3,0.05) =7.815 Z.(3,0.05) = 7.815
X From the highly discussant group of participants those who were married and cohabiting/dating

participants’ accounts for the highest proportion with 65 percent (N=52) and 26.25 percent
(N=21), respectively. While divorced and widowed participants accounts only for 5 percent

(N=4) and 3.75 percent (N=3) in that respective order.

41.9 percent (N=31) of dating/cohabiting and 29.7 percent (N=22) of marricd couples have

found to be non-discussant of their sero-positive status to their sexual partner(s) while 36.3
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percent (N=53 of each) were found to be less-discussant group on the issue. It is simple to

ation statistics computed and

'I;urrhennore, the results of the tésts of a null hypot};ééf; that could be written as ‘is the

participants’ marital status independent of their types and levels of sero-positive status
disclosure related discussions to one’s sexual partner(s)’ revealed that the participants’ marital
status has significant relation in the levels (Highly Discussant vs. Less Discussant: Zz (3,0.05) =

20.083) of self-disclosure related discussion to ones sexual partner(s) while it has no significant

.
. . . . 2 o .
relation in the types (Discussant vs. Non-Discussant: x~ (1, 0.05) = 7.785) of sero-positive status
disclosure related discussions. .
Table 21 discusses the association of types and levels of self-disclosure related discussion with
the participants' ethnicity.
Table 21. Ethnicity
Ethnic | Highly Discussant | Less Discussant Discussant Non-Discussant
Group |N [% [Men [sd [N J% [Mean[sd [N [% [Mean [sd N Mecan | S.d.
. Amhara | 31 | %% | 17.81 | 1.046 | 61 | 41.8 | 12.11 | 2.034 | 92 | 40.7 | 13.03 | 3.226 | 22 | 29.7 | 6.54 | 1.283
Gurage 4 5o 17500577 10| 69 1160 | 1776 | 14 | 62| 1329 | 3.148 2| 27| 600 2826
Oromo 19| 2% [ 1742 | 1.017 | 18 | 123 | 1128 | 1.994 | 37 | 16.4 | 1443 | 3.476 | 21| 284 | 652 1401
Others 3| [ 17.00 | 0000 | 3| 20| 1067 | 1155 | 6| 2.7 | 13.83 | 3.545 3| 41| 633 1528
Silte 2 [ 25 1900 | 1414 | - = E = 2 09 1900 [ 1414 1 1.4 4.00 =
Tiore 5| 63| 1740 [ 0894 | 7| 48[ 1114 | 2116 | 12| 53| 1375 | 3.621 10| 135] 620 1.229
Missing | 16 | 20.0 | 17.63 | 1310 | 47 | 77.2 | 11.28 | 1.942 | 63 | 27.9 | 12.89 | 3312 | 15| 203 | 7.00 | 1.254
ltems
Total 80 | 100 [ 17.64 | 1.070 | 146 | 100 | 11.63 | 1.990 | 226 | 100 | 13.76 | 3353 | 74| 100 | o641 | 1.364
Chi-Square X =11.691, df=6 2 =14.041, df=6
(x) Value X (6,0.05) =12.592 2 (6,0.05) =12.592
FFrom the total highly discussant group of participants’ the Amharas and the Oromos accounts for
38.75 percent (N=31) and 23.75 percent (N=19) in that respective order. While those who missed
]

the item by.saying “we are mixed-up, Ethiopians, etc’ accounts for 20 percent (N=106). Among
the less discussant group of participants, while those who missed the item accounts for 32.19
percent (N=47), the Amharas and the Oromos also accounts for 41.78 percent (N=61) and 12.33

percent (N=18) in that respective order. On the other hand, 29.73 percent (N=22), 28.38 percent

(N=21) and 20.27 percent (N=15) of the non-discussant group of participants were found to be




Amharas, Oromos and those who missed the item, respectively. The calculated mean and

standard deviation statistics also revealed the same

result

T&n?s if@i@gmup:h;&éipehdem u; ' /}Ielf =
types and levels of sero-positive status disclosure related discussions to one’s sexual partner ' is
computed. The calculated chi-square statistic value revealed that ethnic group has significant
relation in the types (Discussant vs. Non-Discussant: xz (6, 0.05) = 14.041) while it has no

significant relation in the levels (Highly Discussant vs. Less Discussant: v* (6,0.05) = 11.691) of

.
self-disclosure related discussion to ones sexual partner(s).
Table 22 discusses the association of types and levels of self-disclosure related discussion with
the participants' employment status and organizational types.
Table 22. Marital Status
Employment Highly Discussant Less Discussant Discussant Non-Discussant
Status N | Mean | S.d. N | Mean | S.d. N | Mean S.d. N | Mean | S.d
- Employed 53 1755 [ 0911 | 83| 11.63 | 1.967 | 136 13.93 | 3327 | 35 6.49 1.292
Unemployed 27 17.81 | 1331 | 56| 1155 [ 2.026 | 83 13.59 | 3.468 | 34 6.35 1.475
Retired - - - 7| 1229 | 2138 7 1229 | 2.138 5 6.20 1.304
Total 80 17.64 | 1.070 | 146 | 11.63 | 1.990 | 226 13.76 | 3353 | 74 6.41 1.364
Chi-Square (%) x’=4.893, df=2 Z7'=4.704, df=2
Value x* (2,0.05) =5.991 2 (2,0.05)=5.991
Organizational Highly Discussant Less Discussant Discussant Non-Discussant
Types N [ Mean | S.d. N | Mean | S.d. | N | Mean Sd. [N Mean | S.d.
Skipped Items 27 1781 | 1331 | 63| 11.63] 2.034 | 90 1349 | 3393 | 39 6.33 1.439
Governmental 21 1743 | 0346 | 29 11.69 [ 2.089 | 50 13.10 | 3.303 9 6.67 1.581
Organizations
Non-Governmental 12 17.42 0.900 12 11.75 2.340 24 14.58 3.374 T 6.43 1.397
Organizations P
Private 6 1783 | 0983 | 14 11.86 | 2107 | 20 13.68 | 3.345 10 6307 1494 |
Organizations S ‘
Self-Employed 14 17.71 1139 | 28 1139 | 1663 | 42 13.50 | 3.366 9 6.36 0.726
. Total 80 17.64 | 1.070 | 146 11.63 | 1.990 | 226 13.76 | 3.353 74 041 1.3064
C/”'_S(l“(l,e (%) /"rw =4.671, df=4 2_;: 7.601, df=4
Value X (4,0.05) =9.488 2 (4,0.05) = 9.488

From the employed group of participants 66.25 percent (N=53), 56.85 percent (N=83). and 47.3

percent (N=35) were of them found to be highly, less and non-discussant group of their sero-

positive status to their sexual partner(s) while 33.75 percent (N:27)738.36 percent (N=56) and




45.95 percent (N=34) of the unemployed group were found to be highly, less and non-discussant

group of their sero-positive status to their sexual partner(s).

were

The 0rganizati§iéi type of thdrsré;;x;;;oyeé{fa;ticipants also dif:fzt;;srrzAmong' rih‘oée who
government employees 26.25 percent (N=21), 19.86 percent (N=29) and 52.70 percent (N 39)
were found to be highly, less and non-discussant groups of participants. 12 percent (N-13) NGO
employees, 7.5 percent (N=6) of employees in private organizations and 17.5 percent (N=14) of
self employed participants were found to be highly discussant groups while 10.62 percent
(N=24) NGO employees, 8.85 percent (N=20) of employees in private organizations and 18.58
percent (N=42) of self employed participants were found to be less discussant groups. On the
other hand, from those who were found to be non-discussant groups of participants government
employees, NGO employees, those who are working in the private sector and self employed
participants accounts for 12.16 percent (N=9), 9.46 percent (N=7), 13.51 percent (N=10) and

12.16 percent (N=9), in that respective order.

In addition, the non-parametric chi-square calculation was computed to clearly obscrve the
relationship between the types and levels of self-disclosure related discussions based on the
participants” employment status and organizational type they were working in. The null
hypothesis of ‘is the participants’ employment status and organizational type independent of the

participants’ types and levels of self-disclosure related discussions, both in extent and

frequency’. The calculated chi-square statistic value revealed that the participants’ employment

status has no significant relation both in the types (Discussant vs. Non-Discussant: %* (2, 0.05) =
4.704) and levels (Highly Discussant vs. Less Discussant: 7_2 (2, 0.05) = 4.893) of self-disclosure
related discussion to ones sexual partner(s). Moreover. the participants’ organizational tyvpe has
also no significant relation both in the types (Discussant vs. Non-Discussant: 7~ (4. (.03)

7.601) and levels (Highly Discussant vs. Less Discussant: xz (4.0.05) = 4.671) of sclt=disclosure

related discussions to ones sexual partner(s).

Table 23 discusses the association of types and levels of self-disclosure related discussion with

the participants' average monthly family income.
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* Table 23. Average Monthly Family Income

Average Less Discussant Discussant Non-Discussant
Monthly | ‘N | % | Mean|Sd [N d. N | % | Mean |Sd
Family Income == = - : 7 g
Below200 |12| 151 1792|1240 | 62| 425 | 11.42 [ 1.904 | 74 324 650 | 1383 ]
| bim T = =l -
1201500 birr [2] ] s | ioie | (18] ©
501-1000 | 15| 188 17.33 | 1234 2137 | 32
birr
1001-1500 8| 100 1750 [ 0535 | 15| 103 | 1173 | 2434 | 23 | 102 | 13.74 | 3427 | 5| 68 6.80 | 1.095
birr
1501-2000 4 50| 1775 [ 0500 | 5| 34| 1280|238 | 9| 40| 1500 |3202| 5| 68 620 | 7483
birr i |
Above 2000 | 9| 113 1811 [ 1269 | 10| 69 | 1170 | 1.889 | 19 | 84 | 1474 | 3.649 | - : : -~
. birr ‘
Total 80 | 100 | 17.64 | 1.070 | 146 | 100 | 11.63 | 1.990 | 226 | 100 | 13.76 | 3.353 | 74 | 100 641 | 1.364
Chi-Square 27 =18.903, df=5 7=13311,df-5
(j) Value 27 (5,0.05) =11.070 7 (50.05) =11.070
From all the participants those participants with a monthly average family income of below 200
birr, 201-500 birr, 501-1000 birr, 1001-1500 birr, 1501-2000 birr and above 2000 birr accounts
for 15 percent (N=12), 40 percent (N=32), 18.75 percent (N=15), 10 percent (N= 8), 5 percent
(N=4) and 11.25 percent (N=9) from the highly discussant groups; 42.47 percent (N=12). 25.34
percent (N=37), 11.64 percent (N=17), 10.27 percent (N=15), 3.42 percent (N=3) and 6.83
2
percent (N=10) from the less discussant groups; and 32.43 percent (N=24). 46.0 percent (N- 34).
8.11 percent (N=6), 6.76 percent (N= 5), 6.76 percent (N=5) and 0.00 percent (N:=0) {rom thc
non-discussant groups in that respective order. The mean and standard deviation statistics also
showed the same.
In testing the null hypothesis of ‘Is participants’ monthly average family income independent of
the types and levels of self-disclosure related discussions of ones sero-positive status’ the
calculated Chi-square statistic showed a significant group difference. Thus, there is a significant
® group differences both in the types (Discussant vs. Non-Discussant: xz (5,0.05) =13.311) and

levels (Highly Discussant vs. Less Discussant: XZ (5. 0.05) = 18.903) of self-disclosure related

discussions among participants based on their average family monthly income.

Table 24 discusses the association of types and levels of self-disclosure related discussion with

time since diagnosed




Table 24.Time since Diagnosed

Time Highly Discussant |  Less Discussant Discussant |  Non-Discussant
D,Smce 4 |N|% fMean |Sd. | N | % |Mean|Sd. N |% |Mean|Sd.|N|% | Mean|S.d.
iagnosed = — : : B £
== —"TOnly = G —tar—fatr U8 IS L BIG T  TiA2 9364 | 19 BAL 1108 713 0991
before = et SE=— ' = |
three
months |
312 14| 175 1757 | 1016 | 20 | 137 1115 | 1.899 | 34 | 15.0 1379 | 3574 | 8| 108 650 | 1.690
months
1-3 years 18| 225 1761 | 1195 | 37 | 253 1127 [ 2143 | 55 | 243 1335 | 3539 | 25 | 339 6.40 | 1.384
3-5 years 24 | 300 17.88 | 0947 | 36 | 247 11.83 | 1.964 | 60 | 26.6 1425 | 3398 | 16 | 21.6 638 | 1.204
5-10 years | 11| 138 1727 | 0.647 | 31 | 212 1200 | 1.770 | 42 | 186 1338 | 2811 | 14| 189 6.00 | 1.519
e | Above 10 7| 88 1843 | 1397 | 9| 62 1211 | 1833 | 16| 7.1 1488 | 3612 | 3| 4.1 6.33 | 1528
years :
Total 80 | 100 17.64 | 1.070 | 146 | 100 11.63 | 1.990 | 226 | 100 13.76 | 3333 | 74 | 100 Al | 1304
Chi- 7 =3.390, df=5 7 =4.281, df=5 E
Square 7 (5,0.05) =11.070 7 (5.0.05) =11.070
( xz) Value

From the highly discussant group of participants those know their sero positive status 3-5 years,
1-3 years and 3-12 months back accounts for 30 percent (N=24), 22.5 percent (N=18) and 17.5
percent (N=14) while each accounts for 24.65 percent (N=36), 25.34 percent (N=37) and 13.4
percent (N=20) from the less discussant group of participants in that respective order. From the
non-discussant group of participants those who know their sero-positive status before 1-3 years,
3-5 years and 5-10 years accounts for 33.78 percent (N=25), 21.62 percent (N=16) and 18.92
percent (N=14), respectively. The results of the mean and standard deviation calculations also

revealed similar results.

Moreover, the results of the tests of a null hypotheses that could be written as ‘is the time since
diagnosed is independent of the participants’ types and levels of sero-positive status disclosure
related discussions to one’s sexual partner(s)’ revealed that the time since diagnosed has no
. significant relation both in the types (Discussant vs. Non-Discussant: %* (5, 0.05) = 4.281) and

levels (Highly Discussant vs. Less Discussant: 7> (5, 0.05) = 3.390) of self-disclosure related

discussion to ones sexual partner(s).




Table 25 discusses the association of types and levels of self-disclosure related discussion with

ways to know sero-positive status

Table 25. Ways t(;);Know Sero-positive Status

Ways to Highly Discussant | — Less-Discussant Discussant ~ |~ Non-Discussant

Know  'NT% [Mean |S.d.|N | % |Mean|S.d.| N |% |Mean]S.d.|N|% | Mean |S.d.

Sero-
Positive
Status

Through 49 | 61.25 17.7 | 1.004 92 63.0 11.5 | 1.980 | 141 62.4 13.7 | 3.401 | 52 70.3 6.4 | 1.399

medical
related
testing

Through 31 | 38.75 17.6 | 1.179 54 37.0 11.8 | 2.013 85 37.6 13.9 | 3.288 | 22 29.8 6.6 | 1.299

non-
medical
related
testing

Total 80 100 17.6 | 1.070 | 146 100 11.63 | 1.990 | 226 100 13.8 | 3.353 | 74 100 6.4 1 364

Chi-Square 7 =0.069, df=1 7= 1.509, df=1
(1) Value ¥ (1,0.05) =3.841 7 (1,0.05) =3.841

Those participants who knew their sero-positive status through medical related testing has better
participation rate both in the types and levels of self-disclosure related discussions. They
accounts for 61.25 percent (N=49) of the highly discussant, 63.01 percent (N=92) of the less
discussant and 70.27 percent (N=52) of the non-discussant group of participants. The mean and

standard deviation statistics also revealed similar results.

Whereas, the calculated chi-square on the null-hypothesis of ‘is ways to know sero-positive
Status independent of the participants’ types and levels of sero-positive status disclosure relared
discussions to one’s sexual partner(s)’ showed that the ways to know sero-positive status has no
significant relation both in the types (Discussant vs. Non-Discussant: y” (1. 0.05) = 1.509) and
levels (Highly Discussant vs. Less Discussant: XE (1, 0.05) = 0.009) of self-disclosure related

discussion to ones sexual partner(s).
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Table 26 discusses the association of types and levels of self-disclosure related discussion with

current CD-4 status

Current | Highly Discussant Less Discussant Discussant Non-Discussant
s>4 IN[% [Mean [S.d.|N [ % [Mean[S.d. [N [% [Mean [S.d. [N|% [Mean [S.d.
Onlyless | 5|63 | 180 0707 | 7|48 | 10.6 2149 | 12 [ 53 | 13.67 | 4163 | 8 | 108 | 65 1.309
than 100
101-150 | 9| 113|174 0726 | 19 | 13.0 | 11.1 1779 | 28 [ 124 | 13.11 3392 | 8| 108 |69 0.991
151-200 | 12 | 150 | 180 1651 | 25 | 17.1 | 11.6 1981 | 37 [ 163 | 13.65 | 3576 | 11 | 149 | 7.0 1.414
. 201250 | 12 | 150 | 17.8 0937 | 26 | 17.8 | 12.2 1877 | 38 [ 168 | 13.97 | 3.115 | 11 | 149 |58 1.328
251-300 | 16 | 20.0 | 17.3 0.931 | 28 [ 1927|119 2054 | 44 [ 195 1386 | 3.107 | 15 | 203 | 63 1.163
Above 300 | 26 | 345 | 17.6 1023 | 41 [ 281 | 116 2.050 | 67 | 29.6 | 13.91 3432 | 21 [ 284 |63 1.586
Total 80 [ 100 | 17.6 1070 | 146 | 100 | 11.6 1.990 | 226 | 100 | 13.76 3353 | 74 | 100 | 6.4 1.364
Chi-Square 7 =1079, df=5 27 =2.904, df=5
() Value 2(5,0.05) =11.070 Z.(5,0.05 =11.070

Those participants who had a current CD-4 count of above 300 (32.5 percent or N=-26) and 251-
300 (20 percent or N=16) showed better proportion from highly discussant groups of
participants. The same is true both in the less and non-discussant groups of participants.
Although the calculated mean and standard deviation showed clear differences both in types and
levels of sero-positive status disclosure, it has no disparity with in the different groups based on

the CD-4 count.

To clearly observe the relationship between the extent and frequency of self-disclosure related
discussions with ones’ sexual partner(s) and the participants’ current CD-4 status Chi-square
calculation was in order. The results of the null-hypothesis ‘is current CD-+4 status independen:
of the participants’ types and levels of self-disclosure related discussions with ones sevial
partner(s)’ revealed that the participants’ current CD-4 status has no significant relation bath in
. the types (Discussant vs. Non-Discussant: Xz (5.0.05) = 2.904) and levels (Highly Discussant vs.
Less Discussant: )(2 (5. 0.05) = 1.079) of self-disclosure related discussion to ones sexual

partner(s).
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Table 27 discusses the assomatlon of types and levels of self disclosure related discussion with

El"f;bie 2F: Usé*—ofAnt&retrmirai Drugs

Use of Highly Discussant Less Discussant Discussant Non-Discussant
l;*r‘:Ts N[% |[Mean|[S.d.[N [% |[Mean[S.d. [N [% [Mean|[S.d.[N|% [ Mecan|S.d.
Yes . 63 | 7188 | 17.7 1.060 | 106 | 72.6 | 11.6 1944 | 169 | 748 | 139 3374 | 49 | 662 | 65 1.386
No 17 | 213 | 175 1125 | 40 | 274 | 11.6 2133 |57 | 252 | 134 3288 | 25 | 338 | 6.2 1332
Total 80 | 100 | 17.6 1.070 | 146 | 100 | 11.6 1990 | 226 | 100 | 13.8 3353 | 74 | 100 | 6.4 1.364
Chi-Square Z =1.030, df=1 27 =2.058, df=1
9 (%) Value 2 (1,0.05) =3.841 7 (1,0.05) =3.841 ‘

Except those participants who were found to be non-discussant group 66.22 percent (N=49),
those who use ART drugs have accounted for over 70 percent from the highly (78.75 percent or
N=63) and less (72.60 percent or N= 49) discussant groups. The mean and standard deviation

statistics also revealed clear difference both in the types and levels of self-disclosure related

discussions.

However, a null-hypothesis that could be phrased as ‘is use of antiretroviral drugs independent

.
of the participants' types and levels of self-disclosure related discussion with ones sexual
partner(s)’ revealed that use of ART drugs has no significant relation both in the types

S - 2 - . .
(Discussant vs. Non-Discussant: y~ (1, 0.05) = 2.058) and levels (Highly Discussant vs. Less
. 2 o . . ;
Discussant: ¥ (1, 0.05) = 1.036) of self-disclosure related discussion to ones sexual partner(s).
Table 28 discusses the association of types and levels of self-disclosure related discussion with
self disclosure.
Table 28. Self Disclosure

L]

Self- Highly Discussed Less Discussed Discussed Non-Discussed
Disclosure | N | % | Mean [ S.d. | N | % | Mean [ S.d. [N | % [ Mean | S.d. | N | % Mcean  S.d.
Yes 79 [ 988 | 17.6 1076 | 78 | 534 | 123 1957 | 157 | 695 | 15.0 3020 |33 [ 473 | 60 L
No 1 [ 1.3 [ 180 - 68 | 46.6 | 109 1785 [ 69 | 30.5 [ 11.0 1967 | 39 | 527 | 6.2 N R J‘
Total 80 | 100 | 17.6 1070 | 146 | 100 | 11.6 1990 | 226 | 100 | 13.8 3353 | 74 | 100 | 6.4 [ 1364
Chi-Square 7 =50.059, df=1 2 =11.894, df=1
(2;) Viltie 7 (1,0.05) =3.841 2 (1,0.05) =3.841




Participants were asked whether or not they have disclosed their HIV positive status to their

,"s’Cus"sé’nt groupé of parti'cip"ants those who answeredﬂ;ﬁ

== = sexual partner(s). From the highly

ﬁefcen

~question positively accounts for 9875

”andistandard deviation statistics also clear]y revealed deerences both in types and levels of selfc-’

disclosure related discussions with ones’ sexual partner(s).

To check whether self-disclosure is independent of the types and levels of self-disclosure related

discussions chi-square calculation was in order. The calculated chi-square statistics revealed that

self-disclosure has significant relation both in the types (Discussant vs. Non-Discussant: o)
o . . . 2 ~ ~
0.05) = 11.894) and levels (Highly Discussant vs. Less Discussant: %~ (1, 0.05) = 50.059) of self-
disclosure related discussion to ones sexual partner(s).
Table 29 discusses the association of types and levels of self-disclosure related discussion with
time period for self disclosure.
Table 29.Time Period for Self-Disclosure
Time Highly Less Non

& i ? . . . .
P_e“"f‘ of Discussant Discussant Discussant Discussant
Disclosure " T T~Niean [ 5. [N | % | Mean [Sd. [N | % | Mean [ Sd. | N [ % | Mean | 5.d
The same | 40 | 50.0 | 175 | 0.906 | 26 | 17.8 | 12.8 | 1.883 | 66 | 29.2 | 15.6 | 2.698 | 18 | 243 | 6.7 | 108
day.
Within a 13163 ] 1750967 | 8| 55 1232252 21| 93| 1553043 | 1| 14 80 | 0.000
week.
Within a g[r00] 188|165 | 14| 96| 1.7 1.899 ] 22| 97| 1433832 6| 81 6.5 | 1.51°
month.
Within I7 § 213 17.5 | 1.281 18 | 12.3 12.2 | 2.065 351 155 14.8 | 3.209 6 8.1 6.8 | 0.983
three
months.
Others 1] 13| 1700000 12| 82| 119 1.881 | 13| 56| 123 | 2287 | 4| 54 58 | 1.258
Skipped 1] 13 001800 68 466 | 109 | 1.785 | 69 | 30.5 | 11.0 | 1.967 | 39 | 527 | 0.2 | 7.525
ltems
Total 80 | 100 [ 17.0 [ 1.070 | 146 [ 100 | 116 [ 1990 [ 226 | 100 | 13.8 [ 3.353 [ 74 | 100 64 | 1.364
Chi-Square X =66.596, df=5 7=15.270, df=5

e () Value 7 (5.0.05)=11.070 7 (5.0.05)=11.070

From those who have found to be highly discussant group of participants about 50 percent
(N=40) were disclosed their sero-positive status to their sexual partner(s) while they accounts

only for 17.81 percent (N=26) and 24.32 percent (N=18) in the less and non discussant groups of

participants, respectively. From the calculated percentage, mean and standard deviation it 1s




partner(s) took up to-three months time period £

understood that most of the participants who disclosed their sero-positive status to their sexual

-self-disclosure, since their-diagnosis.

relationship between the types and levels of self-disclosure related discussions based on the

participants’ time period for self-disclosure. The null hypothesis of ‘s the participams' time
period for self-disclosure independent of the participants’ types and levels of self-disclosure
related discussions, both in extent and frequency’. The calculated chi-square statistic value
revealed that the participants’ time period for self-disclosure has significant relation both in the
types (Discussant vs. Non-Discussant: X2 (5, 0.05) = 15.270) and levels (Highly Discussant vs.

Less Discussant: yf (5, 0.05) = 66.596) of self-disclosure related discussions to ones sexual

partner(s).

4.6 The Reasons for Self-disclosure/Non-disclosure among Sexual Partners living with
HIV/AIDS
The reasons both for self-disclosure and self Non-disclosure are many and diversified. A total of

thirty one (31) items were prepared and given for all participants of this specific study.

The results of the study showed that most of the participants strongly agree with items related to
self-disclosure and on items reflected the possible reason for self Non-disclosure. The calculated
mean for the total items were also found to be 116.94 with a standard deviation of 23.097 that
reflected similar results as discussed above. On average, 60 percent of all the participants found
to agree on statements related to reasons for self Non-disclosure, while above 70 percent of all

the participants agree on statements that reflects reasons for self-disclosure.

4.6.1 The Reasons for Self Non-Disclosure
As 1t 1s mentioned above the reasons for self Non-Disclosure are many and diversified. But. in
this spectfic study fifteen (15) items that related to reasons for self Non-disclosure were given for

cach participant to express their degree of agreement or disagreement on each item. The results

of cach item were computed and depicted below in Table 30.

tion- was computed-to-clearly observe the



Table 30 discusses the reasons for self-non disclosure among sexual partners living with HIV/

AIDS.

B — | stongly | Disagree | Missing | Agree Strongly
N | Reasons for Self-Non Disclosure Disagree. f==lfems—4t———-—=_| hgFee—

— = == = N % N % | NA % N— % N==— -

1 |"We weren’tvery close to one another. 38 | 12.7 | 56 18.7 - - 120 | 40.0 86 28.7 353 1.401

2 Our relationship was pretty casual. 45 | 15.0 | 44 14.7 1 0.3 125 | 41.7 85 28.3 3.54 1.420

3 | couldn’t figure out how to talk about the 50 | 16.7 | 49 16.3 - - 121 | 40.3 80 26.7 3.44 1.454
diagnosis.

4 People have big mouths and may tell 58 | 19.3 | 64 21.3 - - 107 | 35.7 71 23.7 3.23 1.498
others.

5 We didn’t know one another very well. 46 | 153 | 55 18.3 1 03 127 | 423 71 237 3.41 1.417

6 Concerned my sexual partner/s wouldn't 32 | 10.7 | 60 20.0 - - 130 | 433 78 26.0 3.54 1.347
understand

£ 7 | worried person would no longer like me 43 | 14.3 | 68 22.7 - - 110 | 36.7 79 26.3 3.38 1.443

after knowing.

8 My diagnosis is my own private 45 [ 15.0 | 72 24.0 1 0.3 111 | 37.0 71 230 3.30 1.439
information.

9 Concerned how my sexual partner/s 30 | 10.0 | 52 17.3 - - 136 | 45.3 82 27.3 3.63 1.316

would feel about me after knowing.
10 | | don't have to tell anyone if | don’t want 45 | 150 | 75 25.0 1 03 110 | 36.7 69 23.0 3.28 1.438

11 :Oﬁave a right to privacy. 40 | 13.3 | 68 22,7 1 0.3 115 | 38.3 76 253 3.40 1.416
12 | | felt ashamed about being HIV-positive. 33 | 110 | 63 [ 210 | 4 1.3 120 | 40.0 | 80 | 26.7 3.50 1.367
13 | Our relationship wasn't very serious. 18 6.0 46 153 - - 135 | 45.0 | 101 33.7 385 1.213
14 | | had difficulty accepting my HIV status. 25 8.3 45 15.0 - - 150 | 50.0 80 26.7 3.72 1.242
15 | | didn't know how to tell my sexual 26 8.7 41 13.7 - - 151 | 50.3 82 273 3.74 1.240

partner/s about my diagnosis.

Most of the reasons for self Non-disclosure among sexual partners living with HIV/AIDS were
found to be relationship matters. For all the participants being none very close in relationship
(68.7 percent), casual nature of relationship (70 percent), not known each other very well (66

percent) and loss relationship (78.7 percent) were found to be a reason for self Non-disclosure.

Other reasons for self Non-disclosure also related to information transmission. 60.7 percent of
the participants did not figure out how to talk the diagnosis, 59.4 percent of the participants have
fear to tell others in the part of their sexual partner(s), 69.3 percent of the participants have fear
of not understand n part of the other sexual partner and 77.6 percent of the participants did not

know how to talk the diagnosis to their sexual partner(s).

Privacy related issues were also found to be reasons for self Non-disclosure. Among such

reasons, 00 percent of the participants have fear of dislike, 72.6 percent of the participants have

fear of future relationship, 59.7 percent of the participants have lack of interest. 60.7 percent of




the participants believed that they have the right to private information, 63.6 percent of the

—Berce ;if:’?ﬁéiopéd :sﬂhap:le, and 76.7 percent of the

‘mean and standard

In general, the calculated mean of 52.48 with a standard deviation of 14.311 revealed that all the

fifteen items were found to be reasons for self Non-disclosure among sexual partners living with

HIV/AIDS.
L] s
4.6.2 The Reasons for Self-Disclosure
There may be several reasons for self-disclosure among sexual partners living with HIV/AIDS.
Among the different reasons sixteen (16) items were given for all participants to show their
degree of agreement or disagreement. The discussion follows.
Table 31 discusses the reasons for self-disclosure among sexual partners living with HIV/AIDS.
Table 31. Reasons for Self-Disclosure-General Findings
Strongly Disagree Missing Agree Strongly Std.
S/ Reasons for Self-Disclosure Disagree Items Agree Mean | Dev.
e N N % N % N % N % N %
1 Wanted to see how my sexual partner/s
would feel about me after disclosing 19 | 6.3 | 20 6.7 1 0.3 89 | 29.7 | 171 | 57.0 | 4.24 1.164
2 My sexual partner/s had a right to know 20 6.7 21 7.0 - = 96 32.0 | 163 | 54.3 4.20 1.178
what was happening to me.
3 | wanted to educate my sexual partner/s 18 6.0 33 11.0 - - 95 8171 154 | 51.3 4.1 1.219
about the disease.
4 Didn't want to carry this around by myself | 12 4.0 33 11.0 2 0.6 112 | 37.3 | 141 | 470 4.12 1.128
o | felt a sense of duty to tell my sexual 12 4.0 36 12.0 1 0.3 97 32.3 | 154 | 513 4.15 11587
partner/s.
6 Wanted to make sure that people know 20 6.7 59 19.7 - - 106 | 853 | 115 | 38.3 3.79 1.318
the seriousness of the disease.
7 | It would be cathartic. 18 | 6.0 | 50 16.7 1 0.3 112 | 87.3 | 119 | 39.7 | 3.88 1.264
8 | wanted my sexual partner/s to know 17 5.7 37 12.3 1 0.3 106 | 353 | 139 | 46.3 4.04 1.214
what he or she was getting into by being
in a relationship with me.
9 My goal was to teach others about the 29 9.7 53 17.7 3 1.0 92 30.7 | 123 | 41.0 3.76 1.394
disease.
10 | Wanted to find out if my sexual partner/s 20 6.7 47 15.7 - = 109 | 36.3 124 | 413 3:90 1.278
. would be with me after disclosing
11 Didn't want to risk any more health 12 4.0 42 14.0 - - 11 37.0 { 135 | 45.0 4.05 1.1
problems for me or my sexual partner/s.
12 | Wanted to see how my sexual partner/s 14 4.7 42 14.0 - - 122 | 40.7 | 122 | 40.7 3.99 1.179
would react when | told him/her
13 | Would be able to get information off my 15 5.0 39 13.0 - - 125 | 41.7 | 121 | 40.3 3.99 1174
chest
14 | Wanted to make sure that people know 20 6.7 59 19.7 - - 106 | 35.3 | 115 | 38.3 .78 1.316
the seriousness of the disease. !
15 | Ifelt obligated to tell my sexual partner/s. 10 3.3 36 12.0 1 0.3 115 | 38.3 | 138 | 46.0 4.12 1471 |
16 | My sexual partner/s had a right to know 15 5.0 43 14.3 gl 0.3 104 | 347 137 || 457 4.02 1.220
what was happening to me




On average, above seventy percent of all the participants show their agreement on each item. The

—eEsS calculated mean statistic also found to be a minimum of 3.76 with a standard deviation of 1.394
S that clearly sho@m_iﬁmﬁxﬁgﬁement on-each items

To understand the reasons for self-disclosure among sexual partners liviﬁg with HIV/AIDS, the
sixteen (16) items were categorized into four specific issues, namely Responsibility, Instruction.

Relationship Consequences and Emotional Release. The discussion for each issue follows.

P Table 32 discusses the reasons for self-disclosure that relates to responsibility issues.

Table 32. Reasons for Self-Disclosure-- Responsibility

Reasons for Self-Disclosure Strongly Disagree Missing Agree Strongly Mean Std.
S/ Disagree Items Agree Dev.
N N % N % N % N % N %
1 My sexual partner/s had a right to know 20 6.7 21 7.0 - - 96 320 | 163 | 54.3 4.20 1.178
what was happening to me.
2 | felt a sense of duty to tell my sexual 12 4.0 36 12.0 1 0.3 97 323 | 154 | 51.3 415 1.157
partner/s.
3 | wanted my sexual partner/s to know 17 ST 37 12.3 1 0.3 106 | 353 | 139 | 46.3 4.04 1.214

what he or she was getting into by being
in a relationship with me.

4 Didn't want to risk any more health 12 4.0 42 14.0 - - 111 37.0 | 135 | 45.0 4.05 1401
problems for me or my sexual partner/s.
5 | felt obligated to tell my sexual partner/s. 10 33 36 1210 1 0.3 115 | 383 | 138 | 46.0 412 1.7

-
From the sixteen (10) items five (5) items were responsibility related reasons for selt-disclosure
among sexual partners living with HIV/AIDS. As it is shown in Table 32 among all the
participants eighty percent or more of them agree on the reasons for self-disclosure that related to
responsibility. The minimum mean statistics of the five items also found to be 4.05 that
strengthen the results discussed above.
Table 33 discusses the reasons for self-disclosure that relates to instruction or educating others.
Table 33. Reasons for Self-Disclosure-- Instruction
¥ Strongly Disagree | Missing Agree Strongly Mean Std.
S/ Reasons for Self-Disclosure Disagree Items Agree Dev.
N
N]T % | N] % |[N] % | N | % N | %
1 Wanted to make sure that 20 6.7 59 19. - - 106 35.3 115 38.3 3.79 1 316
people know the seriousness of 7
the disease.
2 My goal was to teach others 29 9.7 53 17. 3 1.0 92 30.7 | 123 | 41.0 379 1394
about the disease. 4
3 | wanted to educate my sexual 18 6.0 33 11. - - 95 31.7 154 51.3 411 |1 219
partner/s about the disease. 2 |




Three (3) items that clearly reflected instruction related reasons for self-disclosure were

— incorporated in the in—f@gpth interview questionnaire. 73.6 percent, 71.7 percent and 83.0 percent

results.

Table 34 discusses the reasons for self disclosure that relates to relationship consequences.

Table 34. Reasons for Self-Disclosure-- Relationship Consequences

L]
Strongly Disagree Missing Agree Strongly Mean Std.
S/ Reasons for Self-Disclosure Disagree Items Agree Dev.
N
N[ % [ N[ % [N % N % | N %
1 Wanted to see how my sexual partner/s
would feel about me after disclosing 19 6.3 20 | 6.7 1 0.3 89 29.7 1 171 | 57.0 4.24 1.164
2 | wanted my sexual partner/s to know 17 571 | 3¢ | 12 1 0.3 106 | 35.3 | 139 | 46.3 4.04 1.214
what he or she was getting into by being 3
in a relationship with me.
3 Wanted to find out if my sexual partner/s 20 6.7 | 47 15: - - 109 | 36.3 | 124 | 41.3 3.90 1.279
would be with me after disclosing 7
4 Wanted to see how my sexual partner/s 14 4.7 42 14. - - 122 | 40.7 | 122 | 40.7 3.99 1.179
would react when | told him/her 0
Self-disclosure of one’s HIV status to his/her sexual partner(s) might have relationship
*
consequences. Such relationship consequences might be reasons for self-disclosure. From the
relationship consequences four items were included among the reasons for self-disclosure among
sexual partners living with HIV/AIDS. The percentage of participants in their degree of
agreement or disagreement, the mean and standard deviations statistics were computed and
depicted in Table 34,
Most of the participants responded positively on all the four items. In this regard, sexual partners
wanted to see how their counter sexual partners would feel about them after disclosing, wanted
to know their sexual partners’ were getting into by being in relationship with them. wanted to
]

make sure that whether their sexual partners would be with them after disclosing, and wanted to
sce the reactions of their sexual partners after they told them the issue were found to account
86.7 percent, 84.0 percent, 77.6 percent and 81.4 percent, respectively. The mimmimum mean

statistic was found to be 3.90 (with s.d.=1.279) that would reflect similar results as described

above.




Table 35 discusses the reasons for H-positive status self-disclosure that relates to emotional release.

Table 35-Reasons for Self-Disclosure--Emotional Release

Strongly Disagree- ',Mi;;ing’ 1 Agree ';'ﬁvpngly Mean Std.
Disagree o dtems —— — Agree = Dev.
‘N | % N % | | | -N % | s
= — = =12-{—40 | 33 | 110 | === '#37:3:'-'; ,vw ?g? | 1125
-~ [~z {twould be cathartic. =cF 18 1 60 | 50, 16 05 1 112 [ 37345397 {488 | 1264
3 | Would be able to get information off my 15 | 5.0 39 13.0 - - 125 | 41.7 | 121 | 403 3.99 1.174
chest
4 My sexual partner/s had a right to know 15 5.0 43 14.3 1 0.3 104 | 34.7 | 137 | 457 4.02 1.220
what was happening to me.

Emotional release might be a case for self-disclosure of one’s sero-positive status to his/her
' sexual partner(s). Four (4) items, in this regard, were included among the reasons for selt-

disclosure in the questionnaire used in this specific study.

People did not want to carry their being sero-positive status by themselves (84.3 percent), it
would be cathartic (77.0 percent), would be able to get the issue off their chest (82.0 percent),
and believe that their sexual partners had a right to know what was happening to them (80.4
percent) so that they have disclosed their sero-positive status to their sexual partner(s) living with
HIV/AIDS. The minimum mean statistic for the four items was found to be 3.88 with a standard

° deviation of 1.264 that revealed similar results as mentioned above.

Table 36 discusses the general findings of the reasons for sero-positive status self-disclosure and

self-non disclosure among sexual partners living with HIV/AIDS.

Table 36: General Findings

Reasons for Self-Disclosure/ Calculated Statistic
Non-Disclosure Mean Std. Deviation
Responsibility 20.61 4.398
Instructions 11.66 3141
Relationship Consequences 16.22 3.606
Emotional Release 12.00 2.888
® Reasons for Self-Disclosure (Total) 64.46 13.55]
Reasons for Self Non-Disclosure (Total) 52.48 14.311
Reasons for Self-Disclosure & Self-Non- Disclosure (Total) 116.94 23.097

In general. the calculated mean and standard deviation statistics (see Table 37) clearly revealed
that all the thirty one (31) reasons for sero-positive status self-disclosure and self non-disclosure
among sexual partners living with HIV/AIDS could serve as a reason both in item or group

levels.
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4.7 Discussion

Inthls part of the study

rectives of the study.— I results of thé*ﬁ@dmgsi s hasshown ~— —

7rrerlevam similarities with the gylrouci)theﬁsisr.'The aezai'ls}(;r all the findings discussed below. -

4.7.1 Experiences of HI'V Positive Status

According to UNAIDS (2001) report there was a great deal that people need to know betore
deciding whether or not to be tested for HIV reaching a decision, however, not easy. For this
reason, all the participants had known their sero- positive status at different time period. Some of
them (N=27 or 9 %) diagnosed only before three months of this study while others (N=19 or
6.3%) were also tested before 10 or more years. About half of the participants were tested
between | to 5 years period. Thus, the finding resulted in the expected conclusion. In addition,
about 05 percent (N=193) knew their sero-positive status through medical related testing while

the rest 35 percent (N=107) knew their status through non-medical related testing.

Moreover, from all the participants 34.7 percent (N=104) had a CD-4 count of less than or equal

to 200 counts while 65.3 percent (N=196) of them had a CD-4 count of more than or equal to

200 counts.

About 72.7 percent (N=218) of all the participants have stated using antiretroviral drugs while
27.3 percent (N=82) of them did not yet started the same. The reasons for non-use of ART drugs
were found to be many and different. In this specific study, 56.1 percent (N=46) of non-users of
AR drugs did not recommended by their medical doctors as their CD-4 status is ok. The rest
43.9 percent (N=30) of them did not start ART drug use because they need some more
counseling (12.2 % or N=10) and time (13.4% or N=11) for decision making and lack of access

to enough and nutritious foods (18.3% or N=15).

4.7.2 HIV Positive Status Self-Disclosure and Self- non disclosure
Self-Disclosure 1s not a one-time event, but was experienced as a process. It is not only an

outcome. 1t 1s also a process. Kimberly (2004) has developed a Six-Step Disclosure Process

IFramework. In this study, in general, 64.0 percent (N=192) of all the participants revealed that

3




they have disclosed their sero- posmve status to thelr sexual partner(s) whlle the rest 30.0 percent

positive status to their sexual partner(s) the same day of thelr dlagn051s The rest 11.5 percent

14.6 percent and 21.4 percent of the participants have disclosed within a week, a month and three
months period in that respective order. There are also people (N=17 or 8.8%) who disclosed their

sero positive status to their sexual partners after three months period since diagnosed.

In this regard eleven researches were conducted in sub-saharan Africa. In these research works
the average rate of disclosure among current and/or steady partners was 49 percent which is less
than the result of this specific study. The difference may be because of the difference in study
time and area, the experiences of the participants and being an average result of eleven research
works. In the developed world the rate was found to be 79 percent while in Uganda only 36
percent were revealed their status to spouses or regular sexual partners that may differ because of
the standard of living of participants (WHO, 2004). In Addis Ababa, sero-positive women's
disclosure to their husband accounts for 68 percent on a study done by Hiwot (20006) for the
partial fulfillment of her masters program on public disclosure. Here the difference is minimal
but it may be occurred due to the sex oriented or women focused nature of the study done by
Hiwot (2000). It should be also noted that women often disclose to multiple categories ot people.
A research done on gay men also revealed that only 52 percent of the casual sexual partners had
been informed of the participants' HIV status (Serovich and Mosack, 2003). The result may be

different because of the sexual orientation of the participants.

4.7.3 Benefits and Risks of Self-Disclosure

HIV positive status disclosure to one's sexual partner(s) has many benefits and probably risks.
From the results of different researches conducted in different countries of the world. WHO
(2004) have summarized the potential benefits in four items and risks in seven items. that were

used 1n this specific research work.

In this specific rescarch, only those who already have disclosed their sero-positive status to their

sexual partner(s) were asked to show the levels of their agreement or disagreement both in the
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benefits and risks of self-disclosure based on their experiences. The results showed as it was

4.7.4 Types and Levels of Self-Disclosure Related Discussions

According to literatures summarized by WHO (2004), there was a disparity between intention to
disclose and actual disclosure. The same is true in the current research work also. In this specific
research work only 192 (or 64 percent) of all participants were found to disclose their sero-
" positive status to their sexual partner(s). But, 226 (or 75.3 percent) of all the participants were
responded as they had self disclosﬁre related discussions with their sexual partners. Similarly,
108 of the participants were found to be non self disclosed with their sexual partners while only
74 of them responded as they had self-disclosure related discussions with their sexual partners.
Thus, there was a participants' increase of 34 in the discussant group and a decrease of the same

number in the non-discussant groups.

From the studied demographic and socioeconomic variables hospitals used, the sub cities
. covered, sex, age, educational background, religious affiliation, employment status,
organizational type, time since diagnosed, ways to know sero-positive status, current CD-4 status
and use of antiretroviral drugs were found to be independent and showed no significant group
difference in the clients' types and levels of self-disclosure related discussions to one's sexual

partner(s).

On the other hand. marital status has shown significant group difference in the levels of self-
disclosure related discussions while it has no significant group difference in the types of self
disclosure related discussions. Ethnic group has also shown significant group difference in the
» types of self-disclosure related discussions while it has no significant group difference i the

levels of self disclosure related discussions.

Whereas, average monthly family income, self-disclosure and time period for sclf-disclosure
have shown significant group differences both in the types and levels of self-disclosure related

discussions.
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~ In this regard, a study done by Serovich and Mosack (2003) revealed that age, race or income did
dequately eijihiqdi’éc:lqugre to casual sexualpamEIE:T“hls di%ferq;}cé,,may be :d}fﬁ? to the

(rae{/elo;)gdivs. developing countries).

4.7.5 Reasons for Sero-positive Status Self Disclosure and Self-non disclosure

The reasons for HIV positive status self-disclosure and self-non disclosure in many developing
countries do not show significant differences (UNAIDS, 2001). In this specific study thirty-one
possible items with appropriate options that could be divided in to two broad dimensions
(reasons for self disclosure vs. reasons for self non-disclosure) were adopted from the works of

Serovich and Mosack (2003).

In general, most of the participants showed strong agreement with items related to self-disclosure
and on items reflected the possible reasons for self non-disclosure. On average, 60 percent of all
the participants found to agree on statements related to reasons for self non-disclosure, while

above 70 percent of them agree on statements that reflect reasons for self-disclosure.

Most of the reasons for self non-disclosure among sexual partners living with HIV/AIDS were
found to be relationship matters that includes not being very close in relationship (68.7 percent),
casual nature of relationship (70 percent), not known each other very well (66 percent) and loose
relationship (78.7 percent). Information transmission 1s also another common reason that
includes could not figure out how to talk the diagnosis (66.7 percent), fear to tell others in the
part of their sexual partner(s) (59.4 percent), fear of not understand in part of the other sexual
partner(s) (69.3 percent) and did not know how to talk the diagnosis to their sexual partner(s)
(77.6 percent).  The other reason for self non-disclosure were related to privacy that includes
fear of dislike (66.0 percent), fear of future relationship (72.6 percent), lack of interest (59.7
percent). exercising the right to private information (60.7 percent), keeping privacy (03.0

percent). developed feeling of shame (66.7 percent) and denial and non-acceptance of the

diagnosis (70.7 pereent).




In this speciﬁc study the reasons for self-disclosure were categorized in four broad dimensions.

= Ter respon81b111ty 1ssues that includes

'feelmgiot obhganon (84 3 percent) The second major reasons for selfdlsclosure were found to

be relationship consequences that includes wanted to see the reaction of the other sexual
partner(s) after disclosure (86.7 percent), wanted to brief the consequences of their relationship
(81.6 percent), to check continuation of the relationship after disclosure (77.6 percent) and
wanted to see the reaction of the other sexual partner during disclosure (81.4 percent). The next
reason for self disclosure were found to be emotional release issues that related to do not want to
carry the burden (84.3 percent), would be cathartic (77.0 percent), get of information from one's
chest (82.0 percent) and conviction to the other partner's right to know (80.4 percent). Instruction
related issues were found to be the last reason for self disclosure that includes to know public
understanding (73.6 percent), to teach others (71.7 percent) and to educate one's sexual partner

(83.0 percent).

Moreover, the data collected through the qualitative research design that include natural
observations, visits, document analysis, interviews and focus group discussions supplements and
strengthen what was discussed above based on the quantitative method of data collection,
especially through the in-depth interview guide/questionnaire. This is, therefore, the current
research work revealed similar results as it was designed earlier in the beginning of this specific

study.
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UMMARY, CONCLUSIONS AND
—RECOM'* ENDATIONS s —

experiences of HIV posmve status rate of self dlsclosure reasons for Sero- posmve status self

disclosure and self-non disclosure, benefits and risks of self disclosure, types and levels of sero-
positive status related discussions and their association with the clients' background were
touched in depth. Three hundred (N=300) sexual partners living with HIV/AIDS who were
clients of two hospitals (namely Black Lion and Zewditu Memorial Hospitals) in the month of
May 2008 were the major sources of data. Selected HIV counselors and significant others
(officers, experts and researchers) were also contacted and discussed to supplement the data. The
arranged Focus Group Discussions and Selected Case Studies were cancelled due to the burdens
of staff members, financial and time constraints, the huge and complex nature of the study and

other unmanageable reasons that relates to the case under study.

The data collected for the study encompasses biographic information and socioeconomic status
of the participants, their experiences in living with HIV/AIDS, the benefits and risks of self-
disclosure and their types and levels of self-disclosure related discussions to their sexual
partner(s), and the reasons for sero-positive status self-disclosure and self- non disclosure, The

summary, conclusions and sound recommendations of the study discussed as follows:
5.1 Summary
The results of this specific study can be summarized as follows:

Experiences of HI'V Positive Status among Sexual Partners Living with HIV/AIDS
I. Participants had known their sero-positive status at different time periods. About 52
percent of the participants reported that they have known their HIV positive status
between 1 1o 5 years ago. Moreover, 6.3 percent (or 19 participants) of all the participants

have known their sero-positive status before 10 years or more time period and can live

more than a decade positively with the virus.




2. Most of the participants knew their sero-positive status through medical related testing.

riicipants repoﬁéd that they have known their sero-positive -

=== ~Only 35.7 percent of the-
' status through non-medical elated testing while 64.3 percent of them knew their HIV—

= positive status through medical related festi

The majority of paixjtricipar'litTcourld 7h17aintaiﬁlei;7¢1171:fent C15-4 statusr more th'anm2r(7)(r;7
counts. 63.3 percent of all the participants reported that their CD-4 count was more than
200 counts while 34.7 percent of them reported that it was less than 200 counts.

4. Since the study was undertaken in clients of ART clinics majority of the participants had
using antiretroviral drugs but also some other did not yet started for different reasons.
About 72.7 percent of all the participants were found to be users of ART drugs while 27.3
percent of them did not start the use of ART drugs for different reasons. 56.1 percent of
all those participants who did not yet started ART drug use reported that their doctor did
not recommended it since their CD-4 status is ok. 12.2 percent of them reported that they
were in need of some more counseling, 13.4 percent of them were also in need of some
more time for decision and 18.3 percent of them complain that they had not enough

access to enough and nutritious foods.

HIV Positive Status Self-Disclosure an d Self-non disclosure of the Participants
1. Majority of the participants have disclosed their sero-positive status to their sexual
partner(s) by themselves. 64 percent of all the participants have reported that they
have self-disclosed their HIV positive status to their sexual partner(s) while 36.0

percent of them reported on the other way.

8]

Self-disclosure 1s not a onetime event, but was experienced as a process. Thus. the
disclosure process took different time periods among the different participants,
irrespective of the reasons. 43.75 percent of all those who have reported that they
have disclosed their HIV positive status to their sexual partner(s) made known their

status the same day after their diagnosis while 8.8 percent of them took more than

three months period.




1. Sero-positive status self-di

~ kinds of benefits and prob

Most of the 'partibipaﬁfé we;érsfrorn;gly agr?g (rémged from 45.83 to 55.73 percent

Benefits and Risks of HIV Positive Status Disclosure

fosure to one's sexual partner(s) might have differeni

of all disclosed participants) with the positive statements that reflect the benefits
of self disclosure while most of them were showed strong disagreement (ranged
from 48.96 to 62.50 percent of all disclosed participants) with the negative
statements that illustrate the risks of self disclosure.

The opportunity to utilize the benefits (mean=15.36 with s.d. =4.105) and refrains
from the risks of sero-positive status disclosure (mean=28.51 with s.d. =0.747)
among sexual partners living with HIV/AIDS is profuse among the self disclosed

participants in this specific study.

3. Positive Outcomes (Benefits) of self-disclosure

The positive outcomes of sero-positive status disclosure to one's sexual partner(s)
are many and diversified. Through categorizing it in to four broad areas, the study
revealed that improved access to the necessary medical treatment and care got the
priority with a mean score of 4.03 (with s.d. =1.408). Other kinds of benefits that
include improved opportunities to plan for the future carefully and thoughtfully,
increased opportunities to discuss and implement HIV visk reduction with
partners; and increased opportunities for instrumental and expressive social
support showed a mean statistic values of 3.91 (with s.d.=1.392), 3.90 (with

s.d.=1.384), and 3.54 (with s.d.=1.014) in that respective order.

4. Negative Effects (Risks) of self-disclosure

There are different risks that associated with one's sero-positive status disclosure
to his/her sexual partner(s). In the seven well searched items given for disclosed
participants in this specific study Loss of economic support (mean=4.24. s.d. =
1.235), Abandonment (mean=4.21, s.d.= 1.273), Violence or abandonment on
children (mean=4.15, s.d.= 1.298), Pihnsical and emotional abuse (mean=4.04.
s.d.= 1.347), Discrimination(mean=3.99, s.d.= 1.354), Disruption of family

relationship (mean=3.97, s.d.= 1.454), and Blame (mean=3.91, s.d.= 1.387) have

got the priority in that respective order.
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Types and Levels of Self-Disclosure Related Discussions

1. Types of Self-Disclosure Related Discussions—

[f-disclosure related d

the rest 25 pércent (N=74 panié}pgﬁtg s;ow;d that tﬁeyi'didA ﬁdt };ave self-
disclosure related discussion with their sexual partners.

o The total participants found to have self-disclosure related discussion (mean=
11.94 with s.d. =4.358). More specifically, those who did not have self-
disclosure related discussions got a mean value of 6.41 (with s.d.= 1.364
while those who have self-disclosure related discussion with their sexual
partners living with HIV/AIDS showed a mean score of 13.76 (with s.d.=
(with s.d.=3.353).

2. Levels of Self-Disclosure Related Discussions

e A clear difference in the levels/frequency of self-disclosure related discussions
among sexual partners living with HIV/AIDS was seen. Those who did not
discuss their sero-positive status to their sexual partner(s) accounts for 24.7
percent (N=74) while those who discussed their sero-positive status to their sexual
partner(s) in less and high levels accounts for 48.7 percent (N=146) and 26.7
percent (N=80), respectively.

e About half of the participants showed less level of self-disclosure related
discussions while more than a quarter showed higher levels of disclosure related
discussions. Only about a quarter of all the participants revealed their non-
discussant level of self-disclosure related discussions. Those who did not have
disclosure related discussions and those who have both less and higher levels of
self-disclosure related discussions revealed a mean scores of 6.41 (with s.d.=
1.304), a mean scores of 11.63 (with s.d.= 1.990) and a mean scores of 17.64
(with s.d.= 1.070) in that respective order.

e All the participants were found to be less frequently discussant of their sero-
positive status to their sexual partner(s). They scored a mean value of 11.94 (with

wid.= 4.338).




- 3 Assoc1at10ns of Types and Levels of Self—Disclosure Related Discussions to the

Backmound Infonnat‘ron” s

hTWitFWCloecon@ﬁi -—va

tus, organizational type, time since dlagnosed Ways to know

employment sta
sero-positive status, current CD-4 status and use of antiretroviral drugs were

found to be independent and showed no significant group difference in the

clients' types and levels of self-disclosure related discussions to one's sexual

partner(s).
o Marital status has shown significant group difference in the levels of self-

disclosure related discussions while it has no significant group difference in

the types of self disclosure related discussions.

e FEthnic group has shown significant group difference in the types of self-

disclosure related discussions while it has no significant group difference in

the levels of self disclosure related discussions.

e Average monthly family income, self-disclosure and time period for self-

disclosure have shown significant group differences both in the types and

levels of self-disclosure related discussions.

Reasons for Sero-positive status Self-Disclosure and Self-non disclosure

1. General Findings

e Most of the participants strongly agree with items related to self-disclosure and on

items reflected the possible reason for self Non-disclosure. The calculated mean

for the total items were also found to be 116.94 (with s.d.= 23.097) that reflected

similar results as discussed above.
On average, 60 percent of all the participants found to agree on statements related
(o reasons for self Non-disclosure, while above 70 percent of all the participants

agrec on statements that reflects reasons for self-disclosure.




2. The Reasons for Sero-positive Status Self Non-Disclosure

e On average, above 70 percent of all the participants agree on statements that

closure.

s reasons for self-dis

asons forsel sclosure among sexual partners Tiving with-

HIV/AIDS were found to be relatiorl:s:hip matters. For all tfiléwﬁ:aﬁ;ﬁ;ipaﬁts being
none very close in relationship (68.7 percent), casual nature of relationship (70
percent), not known each other very well (66 percent) and loose relationship (78.7
percent) were found to be a reason for self Non-disclosure.

Information transmission is also other reason for self Non-disclosure. 66.7 percent
of the participants did not figure out how to talk the diagnosis, 59.4 percent of the
participants have fear to tell others in the part of their sexual partner(s), 69.3
percent of the participants have fear of not understand in part of the other sexual
partner and 77.6 percent of the participants did not know how to talk the diagnosis
to their sexual partner(s).

Privacy related issues were also other reasons for self Non-disclosure. Among
such reasons, 66 percent of the participants have fear of dislike, 72.6 percent of
the participants have fear of future relationship, 59.7 percent of the participants
lack of interest, 60.7 percent of the participants believed that they have the right to
private information, 63.6 percent of the participants justified privacy as a reason,
06.7 percent developed shame, and 76.7 percent of the participants still not
accepted the diagnosis (denial) were found to be reasons for self Non-disclosure.
The calculated mean of 52.48 (with s.d.= 14.311) revealed that all the fifteen
items were found to be reasons for self Non-disclosure among sexual partners

living with HIV/AIDS.

3. The Reasons for Sero-positive Status Self Disclosure

°
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On average, above seventy percent of all the participants show their agreement on
cach item. The calculated mean statistic also found to be a minimum of 3.76 (with
s.d.= 1.394) that clearly shown their agreement on each items.

Specifically, among all the participants eighty percent or more of them agree on

the rcasons for self-disclosure that related to responsibility. The minimum mecan
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statistics of the five items also found to be 4.05 (with s.d.= 1. 214) that strengthen

the results discussed above'fw T

were the mstruct10n related reasons fof self dlsclosure among sexual panners
living with HIV/AIDS. The calculated mean and standard deviation statistics also
revealed similar results.

From the relationship consequences four items were included among the reasons
for self-disclosure among sexual partners living with HIV/AIDS. The reasons
include sexual partners wanted to see how their counter sexual partners would feel
about them after disclosing (86.7%), wanted to know their sexual partners’ were
getting into by being in relationship with them (84.0%), wanted to make sure that
whether their sexual partners would be with them after disclosing (77.6%) and
wanted to see the reactions of their sexual partners after they told them the issue
(81.4%). The minimum mean statistic was found to be 3.90 (with s.d.= 1.279) that
would reflect similar results as described above.

People did not want to carry their being sero-positive status by themselves (84.3
percent), it would be cathartic (77.0 percent), would be able to get the issue off
their chest (82.0 percent), and believe that their sexual partners had a right to
know what was happening to them (80.4 percent) so that they have disclosed their
sero-positive status to their sexual partner(s) living with HIV/AIDS. The
minimum mean statistic for the four items was found to be 3.88 (with s.d.= 1.204)
that revealed similar results as mentioned above.

In general, the calculated mean, standard deviation and other statistics clearly revealed
that all the thirty one (31) reasons for self-disclosure and Self-non disclosure among
sexual partners living with HIV/AIDS could serve as a reason both in item or group

levels.
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5.2 Conclusions

=i studymg se?f-d%sdeas&re problems among sexual partners living

socioeconomic backglound and reasons for self dlsclosure and Self-non dlsclosure were touched

in depth. Therefore, based on the results of this specific study the following conclusions were

made.

People living with HIV/AIDS had known their sero-positive status at different time periods for
different reasons. Most of them knew their HIV positive status through medical related testing
while about one third of them have known through non-medical related testing such as passport
and employment processes. Majority of ART clinics clients have started using antiretroviral
drugs and maintain their CD-4 counts that help them to live with the virus positively. But, some
others (at least a quarter) did not yet start the same for different reasons. The reasons include that
their doctor did not yet recommend it since their CD-4 status is in better condition. In addition,
they were in need of some more counseling, some more time for decision making and had not

got enough access for adequate and nutritious foods.

HIV positive status self-disclosure is not a onetime event, but was experienced as a process. The
disclosure process took different time periods among the different participants, irrespective of
the reasons. About half of disclosed participants have made known their sero-positive status the
same day after their diagnosis while about ten percent of them took more than three months

period.

There 1s sero-positive status self-disclosure problem among sexual partners living with
HIV/AIDS though the rate seemed to be low. Majority of clients in the ART clinics have
disclosed their sero-positive status to their sexual partner(s) by themselves. But, at least a third
did not yet disclosed their HIV positive status to their sexual partner(s) and 56.25% of those selt-
disclosed participants did not disclosed the same day of their diagnosis. Thus, the rate is not low
in practical terms. because:

e the participants of this study were ART clinic clients who expected to have better

access to information for proper decision making;




* A single individual who did not accept the result & disclose his/her sero-positive
-~ slatus could:infect plenty number of his/her sexual partner@);- 7
. ﬁ{i@re@mx, ‘tﬁ_e‘ result revealed that there is a clear dispal'ity%}@méh tﬁe knowledge Qﬁ =
ﬁié—';}:;a;ggh@_.t"_ipggts @%hangéni@vmr = —== ‘

Thus, the efficacy of the existing information dissemination mechanisms and the post-testing

counseling services should be studied.

Sero-positive status self-disclosure to one's sexual partner(s) has different kinds of benefits and
probably risks. The opportunity to utilize the benefits and refrains from the risks of sero-positive
status disclosure among sexual partners living with HIV/AIDS is profuse among ART clinic

chients.

The positive outcomes of sero-positive status self-disclosure to one's sexual partner(s) are many
and diversified that can be categorizing in to four broad areas. Improved access to the necessary
medical treatment and care got the priority followed by improved opportunities to plan for the
Suture carefully and thoughtfully; increased opportunities to discuss and implement HIV" risk
reduction with partners and increased opportunities for instrumental and expressive social

support, in that respective order.

There are different risks associated with one's sero-positive status disclosure to his/her sexual
partner(s) that can be tested in seven well searched items. Loss of economic support got the
priority followed by, Abandonment, Violence or abandonment on children, Physical and

emotional abuse. Discrimination, Disruption of family relationship, and Blame, respectively.

There are many recasons both for HIV positive status self-disclosure and self-non disclosure
among clients of ART clinics who have sexual partner(s) living with HIV/AIDS. But, most of
the participants were found to strongly agree with items related to self-disclosure and on items

reflected the possible reason for self Non-disclosure.

Most of the reasons for self Non-disclosure among sexual partners living with HIV/AIDS were
found to be relationship matters that include being not very close in relationship, casual nature of
the relationship, not known each other very well and lose relationship.

Problems i information transmission is also the other reason for self Non-disclosure that include

did not figure out how to talk the diagnosis, fear to tell others in the part of their sexual
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partner(s), fear of not = 1derstand in part of the other sexual partner and did not know how to talk

g t to pnvate mformatmnjm’v‘acy as a reason,
shame and not accepted the diagnosis (denial). In general, all the fifteen items were found to be

reasons for self Non-disclosure among sexual partners living with HIV/AIDS.

In studying the reasons for HIV self-disclosure among sexual partners living with HIV/AIDS
above seventy percent of all the participants show their agreement on the given sixteen items.
Thus, all the items could be used in studying HIV/AIDS self disclosure among sexual partners

living with HIV/AIDS. It could also serve as a tool in similar studies.

The reasons for HIV self-disclosure could be categorized in to four major areas that could help
us for clear understanding of the issue at hand. In such categorization eighty or more percent of
all the participants agree on the reasons for self-disclosure that related to responsibility. Such
reasons include knowing the knowledge of the people about the seriousness of the disease, the

goal to teach others and to educate sexual partner(s).

Relationship consequence and emotional release as reasons for HIV self-disclosure for sexual
partners living with HIV/AIDS were practical for seventy seven or more percent of all the
participants. Relationship consequences related reasons include wanted to see how their counter
sexual partners would feel about them after disclosing, wanted to know their sexual partners’
were getting to by being in relationship with them, want to make sure that whether their sexual
partners would be with them after disclosing, and wanted to see the reactions of their sexual
partners after they told them the issue. Similarly, did not want to carry being sero-positive status
by themsclves, it would be cathartic, would be able to get the issue off their chest, and believe
that their sexual partners had a right to know what was happening to them were emotional
release related reasons for self-disclosure of one's HIV status.

Instruction related reasons that include the reasons to know the knowledge of the people about

the seriousness of the disease, the goal to teach others and to educate sexual partner(s) also

chosen by seventy or more percent of all the participants. In general, the reasons for HIV




positive status self-disclosure and self-non disclosure can be used in studying similar researches

that could serve as atool. - s z e

steps-and-are very impo
People livi th-HIV/A: I)észfe\!:én those -

uwho afé clients of ART clinics differ both in théir wtypes and levels ;ofwself-disclosure related
discussions with their sexual partner(s). In further studying the levels of self-disclosure related
discussions those individuals who did not have self disclosure related discussions with their
sexual partner(s) were accounts for a quarter while fifty percent of them showed lesser level of
self-disclosure related discussions. Clients' of the ART clinics who have higher level ot self-
disclosure related discussions with their sexual partner (s) were also accounts for a quarter. In
general, all the participants were found to be less frequently discussant of their sero-positive

status to their sexual partner(s).

There is a clear difference between the types and levels of self-disclosure related discussions and
the participants' demographic and socioeconomic backgrounds. Most of such variables have
shown significant group difference with the rates of self disclosure related discussions to one's

sexual partner(s).

The demographic and socioeconomic variables that includes self-disclosure, average monthly
family income, and time period for self-disclosure have significant association both with the
types and levels of self-disclosure related discussions. Moreover, marital status has shown
~significant group difference in the levels of self-disclosure related discussions while it has no
significant group difference in the types of self disclosure related discussions. Ethnic group has
also shown significant group difference in the types of self-disclosure related discussions while it

has no significant group difference in the levels of self disclosure related discussions.

On the other hand, other variables that relates to hospitals used, the sub cities covered,
participants' sex and age, educational background, religious affiliation, employment status.
organizational tyvpe, time since diagnosed, ways to know sero-positive status, current CD-4 status
and usc of antiretroviral drugs were found to be independent and showed no significant group

difference both in the types and levels of self-disclosure related discussions to one's sexual

partner(s).




5.3 Recommendations

Based on the evidences that have been mentioned in the previous chapters and their many

- dimensional threats and coercion the f()ﬁowing general and specific recommendations both in

~~— short and long-term basis-are in

order, =—

5.3.1 Short Term Recommendations

1. Persons living with HIV/AIDS shall be the first priority for the prevention of the
spread of HIV and for the proper care and support of persons living with HIV/AIDS.
As it was observed that self-disclosure related discussions among sexual partners
living with HIV/AIDS is low. The problem of sero-positive status self non-disclosurc.
in turn, is also viable though the rate seemed to be lower among sexual partners. But.
an individual who is living with HIV/AIDS can be potential sources of infections for
several numbers of people who are his/her sexual partners. For these and many other
reasons the involvement of people living with HIV/AIDS in the prevention of new
HIV infections through behavioral change should be imperative. Thus, focusing on
the potential sources of infections (i.e., PLWHA) than on people who are at risk

should get the priority in the prevention of the spread of HIV virus.

o

It is observed that people living with HIV/AIDS, even those who are clients of ART
clinics have low level of discussions on issues related to sero-positive status scl!-
disclosure for sexual parmer(s). Thus, offer appropriate information with greatcr
emphasis on survival skills, the benefits and probable risks of HIV-positive status
self-disclosure and communication skills for proper transmission of self-disclosure
related information for sexual partner(s) living with HIV/AIDS in simple and
understandable language should be in order. It should be further supported by
awareness raising and advocacy programs through mass media in artistic and

thoughtful manner.

Offer professional post testing counseling services by trained professional counselors

(S

that can facilitate behavioral change in the part of persons living with I\ ATDS

(PLWHA) should get proper emphasis. The current post testing counseling services




should be encouraged, supported and sustained by trained professional counselors,

professmnal ethics and commumty services, than health related paraprofessionals

~ support in and around health institutions. ‘Because; “the mvoIvement of trained

professronai counselors will facilitate behav1ora1 change mmngPLW HA- Lhat in turn...

?-—:——f———may prevent meuay:@ those- persons' sexual partners fromhecomm mi‘e(,ted vs.uh e

HIV virus.

5.3.2 Long Term Recommendations

1.

Redefining Training Programs for Counselors with special emphasis on HIV/AIDS
counseling. Although most of the programs are implemented by Ministry of Health
with trained medical personnel (nurses and/or medical doctors), the involvement of
professionally trained counselors should be a must. Ministry of Education and Addis
Ababa University, Department of Psychology should give training opportunities for
counselors with continued and sustainable trainings (pre-service trainings, in-service
trainings, workshops, seminars, etc ...). The counselors should be equipped with the
necessary counseling theories and current practices.

Revisiting the Pre- and Post-testing counseling Programs. The existing pre- and post-
testing counseling program should be revisited and empowered through the direct
involvement of trained professional counselors to get good results as expected and
planned.

Practical Implementation on the Policy. Strategic Frameworks. Strategic Plans and
Guidelines. It should be understood that HIV/AIDS is not only a medical agenda. It
should be fought through the involvement of multi-disciplinary professionals from
different disciplines, especially trained professional counselors. Without the
involvement of such professionals the implementation of the existing policy, strategic
frameworks, strategic plans and guidelines could not be fully addressed and ripe what
1s expected in the documents.

More intensive researches on the area, especially on the role of self-disclosure and

professional counselors' involvement in the post-test counseling programs for the

better prevention of the spread of HIV virus should be undertaken.
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Appendix A. Letter of Informed Consent and Self-Report Questionnaire

Letter of Informed Consent. . .

2 Purpose of the Study: The purpose of this study is to mvestlgate and dlscuss Self—
Disclosure problems among Sexual Partners living with HIV/AIDS who are clients of
three different hospitals (namely Alert Hospital, Black Lion Hospital, and Zewuditu
Memorial Hospital) in the City Administration of Addis Ababa.

3. Procedures: 1 will be asked to complete a brief questionnaire related to HIV status self
disclosure among sexual partner/s. In addition, in the questionnaire I will be completing

. a rating scale of the reasons for HIV status disclosure or non-disclosure to sexual
partner/s.

4. Risks and Discomforts: There are no known medical or psychological risks or
discomforts associated with this study. Although I may experience stress when
answering these questions, I will be given enough time to answer the questions.

5. Benefits: 1 understand there are no known medical benefits to me for participation in
this study. However, the results of the study may help researchers gain a betier
understanding of the need, benefits and risks of HIV status disclosure among scxual
partners.

6. Participant’s Right: | may withdraw from participating in the study at any time.

Financial Compensation: Participating in this study will not put me into any expenses.

8. Confidentiality: 1 will only complete the questionnaire. The questionnaire will only be

. read by the data collector/researcher (if necessary). I understand that the results of this

study will be kept confidential unless I ask that they be released. The results of this

study may be published in professional journals or presented at professional
conferences, but my questionnaire or identity will not be revealed unless required by
law.

9. Address Sfor Further Questions: 1f 1 have a ﬂuestlon of concerns, I can call -

R (the principal investigator) at at any time during the day or

N

I understand my rights as a respondent/subject in the mentioned research, and voluntarily
consent to participation in this study. I understand what the study is about and how and why 1t (s
being done. Thus, I do hercby state that I have read and understood the above menticned
. declaration and hereby state that I agree to the conditions attaching thereto.

Subject’s Signature Date Place (Name ofﬁtlte Hospital) R

Investigator’s Signature Date Place (Name of the Hospital)




ADDIS ABABA UNIVERSITY
SCHOOL OF GRADUATE STUDIES
DEPARTMENT OF EDUCATIONAL PSYCHOLOGY
= (COUNSELLING PSYCHOLOGY STREAM)

A QUESTIONNAIRE REGARDING

HIV Status Disclosure to Sexual Partners Living with HIV/AIDS

The aim of this questionnaire is to obtain information regarding HIV Status Disclosure to sexual
partners who are clients of Alert, Black-Lion, and Zewditu Memorial Hospitals in Addis Ababa.
Each data collected through this instrument will be absolutely used only for research purposes. The

information provided will be kept confidential and no one will be affected by it.

The researcher assures you that no one will ever know the specific responses given. Your name and
specific addresses should not be written in any place in the questionnaire. Therefore. be kind enouch
to spare some time to answer all the questions and items frankly and honestly. Your frank and honest

response will have major contribution in this study that will be thankful and highly appreciated

Thank you very much for your cooperation in advance!

The Researcher!
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' _Questionnaire on HIV Status Disclosure to Sexual Partner/s

- PART ONE: DEMOGRAPHICAND SOCIQ-ECONOMIC INFORMATION.

DIRECTION: Please fill in the foilow]ngblank spaces and/or mark (»/) in the spaces provided

that correspond the right information.

1. Are you willing to participate in this research work?  a. Yes. i b. No.
Address: Addis Ababa. Sub City Kebele
®
2. Name of the Hospital Used: (a) Alert Hospital ] (b) Black-Lion Hospital N
(c) Zewditu Memorial Hospital [
3. Sex: (a)Male L[] (b) Female [
4. Age: (a) 18 to 24 years old [] (b) 25 to 34 years old ] (c) 35 to 44 years old [
(d) 45 to 55 years old '] (d) above 55 years old []
L
5. Educational Background:  a. Illiterate [] b. Elementary ¢. Secondary
d. Certificate L] e. Diploma L] f. First Degree L] g. post graduate degree
h. Others (specify) . Please specify your specialization area also?
6. Religion: a. Orthodox L b. Protestant [ c. Catholic [
d. Muslim L e. Others (specify)
7. Marital Status:  a. Single [] b. Married [ c. Divorced L
L ]
d. Widowed | | e. Dating/ Cohabiting [] f. Others (specify)

8. Ethnic Group: _

9. Employment Status: a. ELmployed © b. Unemploved ¢. Retired

d. Others (specify)
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10. If you are employed, please specify your organization’s type? a. Governmental |
b. Non-Governmental L] ¢ Private [ d. Self-Employed [] e. Others, Specify
11. Average Monthly income of your family?  a. below 200 birr ] b. 201-500 birr [

. 501-1000 birr []  d.1001-1500 birr [] e. 1501-2000 birr [J f. above 2000 birr ||

PART TWQO: Experiences of HIV Positive Status Disclosure among Sexual Partners.

DIRECTION: Please fill in the following blank spaces and/or mark (/) in the spaces provided

that correspond the right information.

1. When did you know your HIV status?  a. Only before three months (] b.3-12 months .

c. 1-3 years L] d. 3-5 years ] e 5-10 years [] f. above 10 years ]
2. How did you know your HIV status? a. through medical related testing ]
b. through non-medical related testing [] Please specify,
3. How looks like your current CD-4 status? ~ a. Only less than 100 [] b.101-150 LI
C.151-200 | d.201-250 [ e. 251-300 ] . above 300
4. Did you start/use Antiretroviral Drugs? 4. Yes, ] b. No. L

(]

. If you do not use/start Antiretroviral Drugs, why it is so? (You can choose more than one that
applies). a. My doctor did not recommend it since my CD-4 status is ok. L

[

b. Although my doctor recommended it, I still need some more counseling.

. . . . [
c. Although my doctor recommended it, I still need some more time to decide. |

d. Although my doctor recommended it. I do not have enough access to nutritious foed.

e. Others (specify)

6. Did you disclose your HIV status to vour sexual partner/s? a. Yes. . b. No. g. thers
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7. If your answer is ‘yes’ for question number 6 above. when did you disclose since you know

your HIV sero positive status?

(a) The same day. [] (b) Within a week. ] (d)y Within a month.

(¢) Within three months. [ (e) Other, (specify)

8. If your answer is ‘yes’ for question number 6 above, please rate the extent of your feelings on

the items that follows; (Please use the following scale based on your own evaluation).

ALTERNATIVES
S/N STATEMENTS Many | Some- Not at all
" Always times times (Never)
1. | Blame. '

2. | Increased opportunities for instrumental and

expressive social support.

3. | Disruption of family relationship.
|
4. | Discrimination. - T o
5. | Improved access to necessary medical treatment J
t and care.
. 6. | Violence or abandénment on children. o

7. | Increased opportunities to discuss and implement

HIV risk reduction with partners.

8. | Physical and emotional abuse.

9. | Increased opp(;i{unitics to plan for the future

carefully and thoughtfully.

10. | Loss of economic support.

11.] Abandonment.

9. What were the major reasons for disclosing /Non-disclosing your HIV positive status to your

sexual partner/s?

—
|

5 [ [
10. Have you known your sexual partner/s” HIV status? a. Yes, UJ b. No, L
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11. If your answer for que. # 10 above is ‘yes’ what looks like your sexual partner/s’ HIV status?

a. HIV—Positive [ b. HIV—Negative ] €. Othier (specify)- = . e=x

12. If your answer for que. # 10 above is “ves’ when did you know that?

: . ; =
a. You both know at a time.[] b. before knowing your HIV status ||

c. After knowing your HIV status L] d. other (specify)

13. If your answer for que. # 10 above is ‘yes’ how you know your sexual partner/s "HIV status?

a. S/he told you [] b. somebody told you (specify)

c. Your counselor told that. [ d. other (specify)

14. Have you had any unsafe sexual experience with your sexual partner/s before disclosing vour

HIV sero positive status? a. Yes. .| b. No, L

PART THREE: A Scale/ Items on Level of HIV Status Disclosure to Sexual Partner/s

DIRECTION: Please read carefully each of the following items and circle the letter of your
choice on the bases of your level of HIV Infection Self-Disclosure related Discussions with Sexual

Partner(s). Please, be open and honest.

1. Do you have open discussion on your HIV Status with your sexual partner/s?
(a) Yes, I have open discussion on my HIV status and still do.
(b) I had open discussion on my HIV Status, but no longer want to do.
(¢) I do not have open discussion on my HIV Status with my Sexual Partner’s. but
sometimes | encountered with these issues.

" (d) No, Never!

2. Do you consider yourself as a regular discussant of your HIV Status with your sexual
partner/s?

(a) Yes. I am totally a regular discussant. (b) Yes, I am mostly a regular discussant.

(c) No, I am not mostly a regular discussant.  (d) No, I am not totally a regular discussant.




° Appendix A. Continued...
3. If you have open discussion on your HIV Status with your sexual partner/s, how often do

you discuss with him/her?

(a) Daily. (b) Several time a week. (¢) Once or twice a month.

= (d) Less often or less than once a month.

4. If you had open discussion on your HIV Status with your sexual partner/s. but no longel

you want to do, how long has it been since you stopped open discussion with vour sexual

partner/s?
(a) More than a day but less than a week. (b) More than a week but less than a month.
* ; .
(c) More than a month, but less than six months.  (d) More than six months
PART FOUR: Reasons for HIV Status Disclosure/ Non-Disclosure.
DIRECTION: The following items are some of the reasons for HIV infection Self-Disclosure or
Non-Disclosure with your sexual partner/s. Please, properly evaluate the reasons for HIV status
Disclosure or Non-Disclosure based on the options given below. Feel free in expressing vour
degree of agreement or disagreement in each of the statements. Please. put a tick or check mark ()
on your degree of agreement or disagreement to each item on the basis of your expericnee with
- HIV status disclosure or non-disclosure and on what you feel, think, act and see the actual reason
for the disclosure or non-disclosure of your HIV status. Use the following scale for your responses:
(1) = It is not at all a factor (Strongly Disagree). (5) = It is very likely a factor (Strongly Agree).
(2) = It is slightly a factor (Disagree).
(3) = It is moderately a factor.
(4) = It 1s mostly a factor (Agree).
ALTERNATIVES ;
S/N STATEMENTS Strong[y D Sn'ongly “
B Agree | Agree | agree | Disagree
I. | Wanted to see how my sexual partner/s would feel
about me after disclosing . |
& 2. | My sexual partner/s had a IIUhI to know what was i |
happening to me. _ I R R
3 1 We weren't \CI\W&I()\L m one dlmlh‘:___ . **'——i* s
4 | Ourrelationship was pretty casual. v
5. | I eouldn't figure out how to t talk about the diagnosis | - N
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ALTERNATIVES
Strongly Dis- | Strongly
s i — Agree | Agree | agree | Disagree
6.1 I wanted to educate my sexual partner/s about the disease. = S
7.1 Didn't want to carry this around by myself
8. | I felt a sense of duty to tell my sexual partner/s.
9. | Wanted to make sure that people know the seriousness of

the disease.

10§ People have big mouths and may tell others.

11y We didn't know one another very well.

124 Concerned my sexual partner/s wouldn't understand.

~

13] It would be cathartic.

144 T wanted my sexual partner/s to know what he or she was
getting into by being in a relationship with me.

151 My goal was to teach others about the disease.

16§ Wanted to find out if my sexual partner/s would be with
me after disclosing

171 T worried person would no longer like me after knowing.

18] My diagnosis is my own private information.

191 Concerned how my sexual partner/s would feel about me
after knowing.

20J Didn't want to risk any more health problems for me or my
sexual partner/s.

21} Wanted to see how my sexual partner/s would react when I
told him/her

22] Would be able to get information off my chest
23] I don't have to tell anyone if I don't want to.

24] 1 have a right to privacy.

25J 1 felt ashamed about being HIV—positive. |
264 I wanted my sexual partner/s to know what he or she was 1
getting into by being in a relationship with me.

274 1 felt obligated to tell my sexual partner’/s.
284 My sexual partner/s had a right to know what was i
happening to me. i

294 Our relationship wasn't very serious. ‘
304 I had difficulty accepting my HIV status.

31 T didn't know how to tell my sexual partner/s about my
diagnosis.
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ADDIS ABABA UNIVERSITY
SCHOOL OF GRADUATE STUDIES
DEPARTMENT OF EDUCATIONAL PSYCHOLOGY
(COUNSELLING PSYCHOLOGY STREAM)

Guiding Questions for Interview with Clients of ART Clinics

Thank you for your interest in this interview session in advance. In this interview session we will

have some time to discussion issues that related to your experiences in your sero-positive

disclosure to your sexual partner.

Name of the Hospital:
1.

(§S]

0.

Would you please tell me about the time and reason for your first diagnosis of HIV/AIDS
and a brief history of your sero-positive status?

Have you disclosure your sero-positive status to your sexual partner/s? When did you
disclose since you diagnosed?, for what reason?, and in what condition?

What do you say about the processes of your Sero-positive status self-disclosure to your
sexual partner/s?

What are the major benefits you have achieved so far in disclosing your sero-positive status
to your sexual partner/s?

What are the major risks you have taken so far in disclosing your sero-positive status 1o
your sexual partner/s?

What are the major reasons for your sclf-disclosure/non-disclosure of Sero-positive status

to your sexual partner/s?
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ADDIS ABABA UNIVERSITY
SCHOOL OF GRADUATE STUDIES
DEPARTMENT OF EDUCATIONAL PSYCHOLOGY
(COUNSELLING PSYCHOLOGY STREAM)

L J
Guiding Questions for Interview with ART Clinic Staffs
Name of the Hospital:
Thank you for your interest in this interview session in advance. In this interview session we will
have some time to discussion issues related to the ART Clinic and the problems and prospects of
self-disclosure among sexual partners living with HIV/AIDS.
. 1. Would you please tell me the brief history of the ART Clinic?
2. Would you tell me the general and specific objectives, the basic activities and the
achievements so far of the ART clinic, please?
3. What do you say about the rate of self-disclosure/non-disclosure of Sero-positive status
among scxual partners living with HIV/AIDS who are clients of your ART clinic?
4. What do you say about the benefits of self-disclosure/non-disclosure of Sero-positive stutus
among sexual partners living with HIV/AIDS who are clients of vour ART clinic?
5. What do you say about the benefits of self-disclosure/non-disclosure of Sero-positive status
among sexual partners living with HIV/AIDS who are clients of your ART clinic?
® 0. Do you have any experience in relation to the benefits and risks of self-disclosure am ny

sexual partners living with HIV/AIDS?
7. What do you say about the reasons for self-disclosure/non-disclosure of Sero-posiive

status among sexual partners living with HIV/AIDS who are clients of your ART clinic”
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To: Whom it may concern
Addis Ababa
(

The ethical review committee of the Addis Ababa health bureau has
reviewed the research proposal entitled " Self- Disclosure Problems

among Sexual Partners Living with HIV/AIDS the case of Hospital clients in

»
Addis Ababa".
Please find attached here with the two pages reviewed result of approval
of the proposal.
ith Regards
® Alclnﬂcéh Uolde (Dr.)

IHe?
Health
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ETHICAL REVIEW COMMITTEE
ETHICAL REVIEW FORM
Tel: 251 151391 P.O.Box 30738 Addis Ababa
CRITERIA/ITEM , ~ RATING
1.consent form < Nes
5 e _Does the consent contain all the | -—--- Requires revision
necessary information that the | -=—---- No
subject should be aware of? | ----- Not applicable
————— Not attached
2. Are the objectives of the study clearly -+<Yes
stated? | emee No
3. Are the methods ethically sound? LYes
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e DSMC o/‘l(ot applicable
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6. Are the safety procedures in the use of | ------ Yes *‘
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products acceptable? —*—Api applicable ‘
7. Are the procedures to keep ANk
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————— Not applicable
8. Are the proposed researchers competent = Yes
i to carry out the study in a scientifically | ------ No
sound way? |- Not applicable
----- Unable to assess
9. Does it have material transfer | -=-—-- Yes
agreement? |- 0
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