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Abstract 

T hi s stu'dy~exa nl_in es self-disclosure probl e lns a lnong-sexua--:J p a l't n e l's li v in g w ith 
H I V I ALBS;;c~110 iu -e hospital clients in City GovernITlent- 0j;Addis Aba b a . I n t hi s 
s tudy tlle e xpe 6 e nce s of HIV positive status, the' -nafure-DT self di s closUl-e, the 
Fe aS0 n ,s ·:".ror selF -d -i s c I'0Stto["~aH-d·~=rloff·~se I f disc I os uI:~~~ili~en e;fjts~.an~-----lll-oha ble 
I-is k s o f-=se l£.-disc.l osure , types and levels of sero-p.ositiye~-status s e lf-discl osure 
"e la t e d di s cu ss ion s a nd their associati o n with the clients' socio-d e nlog r a phic 
v;:lI-ia bl es vve l' e s tudi e d . 

T h e s tudy a pplied qua ntita tive research d e sign s . Littl e qualita tive rll e thod s vve r e 
a lso inj ect e d t o s up p lernent the d a ta , A Self-Re pol't Questionna il-e w as pl-e p a l'ed 
a nd a dnlini s t e l-e d f o r 300 participants who w e l' e clients o f Blac k Lion a nd 
Zewditu M e nl o ,-i a l Hospitals, proportion a lly, f OI' the quantita tive inte rpl-e t a tion 
o r th e data, T he qu a litative data was a lso coll e cted through Intervi e w g uide s, 
n a tu,'a l obse l' v a ti o n s, visits and doculne nt ana ly s es , The d a t a w e l-e an a lyzed 
thl'oug h th e a ppl icat ion of both descriptive (pe rcentage, lnea n , a nd sta nd a rd 
d e vi a ti o n) a n d infel-e ntial ( C hi-squa re (X2) statistics , 

T h e I-e s e al-che l' found that froln all the participa nts lnore tha n half of th e n. had 
known their se l'o-pos itive status between 1 to 5 y e ars period, 64 ,3 p e rcent were 
s t a l't e d using ART while 27 ,3 percent did not start ART for diffe r e nt I'easons 
( 5 6 , 1 p e rcent did n o t I'ecommended by doctors and the rest 4 3 ,9 p e r cent o f t hem 
n e ed s on.e nl o ,'e c ounseling, tinle for deci s ion and acces s to e nou g h a nd 
nutriti o u s f ood s ) , 72.7 percent knew theil' I-IIV positive status thl'ou g h nl e dical 
,'e la t e d testing, 64 p e l'cent of the total participants (N= 192) w e re se lf-di sc losed 
theil' se l'o-pos itive s tatus to their sexua l partnel-(s) (43 ,7 5 pel'ce nt of th e n. 
di s cl osed th e sa nl e d a y since diagnosed, fOl' exa nlple) v.,rhile 3 6 pel'cent o f th e n. 
( N = 10 8 ) did n o t yet to do so, Among the participants who di s close d theil' se l'o 
p os itive s tatu s th e o ppol-tunity to utilize the bene fits a nd refra ins fl'o nl th e risks 
o t- se lf disclos ul-e vv ere found to be plentiful. Moreover, o nly a qual-te r of 
p a ni c ipa nts I'e v e al e d higher level of sero-positive status self disclos ul'e I'e la ted 
discuss ions with th e il- sexua l partners, while about half of th e ln have lesser le v e l 
o f di sc u s sion a nd th e I-est 24,7 percent of then. h a ve no discuss ion o n th e iss u e . 
In ge n e l'al, a ll th e p a nicipants wel-e found to b e less f requ e ntly di sc u ssa nt o f 

' th e il' se l-o-pos irive s tatus to their sexual pal'tn e l' ( s ), In line with these , nl a ,' ital 
s ta tu s h as s ig nif'ic a nt gl-oup diff'erence in th e le vel s o f self di s cl os u,-e ,-e la t e d 
di s cuss io n s, w hil e e thnicity has significa nt gl-o up difTe l-e nce in th e t y p es of se l f 
d is cl os u,'e ,'e la t e d di s cuss ions, Whel-eas, a vel'a ge Inonthly fa n. i Iy in C0 l11 e. se lf 
di s cl os ll,-e a nd tinl e pel'iod for self disclosul'e have s hown s ig nifi ca nt g r o llp 
ddlc ,-e nc es b o th in th e types and levels of self di sc lo s ure relate d di sc u ss io n s. O n 
ave ,'age , a b o ut 7 0 p e l'cent and 60 pel'cent of th e pal,ti c ipa nts agl-eed o n ,-ea s o n s 
fo r se lf-disc los lIl-c a nd self-non di s closul'e, r es p e ctive ly , Thu s, th e ,-easo n s fOI­
sc lr-di sc los u,'e ;lnd se lf-non disclos ure u sed in thi s s p ec ific s tudy co ule! se ,'ve as 
"e a so n s hoth ,n it CI11 S 01' g roup le vel s that ca n b e u sed in s tud y in g s inl il a ,­
n:-se~ l, 'c h es . 

Thu s. r;l C i I itat i ng se lf d is closul-e relate d di sc u ss ion s a nl o n g se x u ; ll p ;lI ' tn e ,- s 
I i v in g , v ith I II V I A lOS s hall have ,'eson a n ce effec t a n d ' .... /a s t hc p"i o ,­
,"Cco'llnlcllci;ttioll . It s h o uld be pI'ornote d a nd sca le d up thl'ou g h p ,-o fess io nal p os t 
tes t co un s elin g sc rvic es , pl-ope l- infonl.ation disse nlinati o n p,-og ,-anl s a nd 
~ 1",/ a'"C n ess a nd ~ld vocacy pl'ogran. s thl-ou g h n. e di a. Thi s will ease se l-f di sc lo s u,'e 
I ( ),- th c b e tt c ,' pn~ve lltion of the s pread o f HIV infe cti o n a nl o n g scx u a l p a nn e ,' s 
livin g w ith HIV / AI DS. 
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1. INTRODUCTION 

1.1 Background of the Stuay 

---=-"'-"'-~ 

-UIV/AIDS is a young disease~thatcomes to our attention only in the early 1980':s buLfound to be 

among the highly shredded ones. This epidemic is rapidly spread to the extent that c\cryh()ch i 11 

most parts of the world could sense it easily. Thus, it became highl y poss ible to (lbsLT\ e thl' 

scourge of HIV/AIDS in every small district as it has had a devastating effect on incli\iciudls. 

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 (SOD). The epidemic of SOD is a continuing challenge in 

the cun'ent world (Piot, 2000) and is central for global AIDS challenge as the disease itself 

(Mann, 1987). 

HIV kills so many adults in the pnme of their working and parenting li ves. It dcstr()\ s I,) 

workforce; breaks and impoverishes families; orphans millions of childrcn . and shred s thl' 

framework of communities. However, it is common for people who subject thcmseh es in h Ig ' " 

risk situations or behaviors to deny that they are at risk of HIV infection. They orten dVOtJ 

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 se ro-pos itive status and discussing the issue with profess ional s and family 

members, including their sex ual partner(s). Non- di sclosure of one ' s se ro-pos iti ve stat us beG1U SC 

of the associated SDD and probable ri sks of se lf-di sc losure by it self re strict I'L'( lpk il!l!11 ~!'l' 

tremendous benefits of scro-positivc statu s sclfdi sclosure to one's scx ual partlll'I'(S) 

HIV/AIDS secmcd to be scx selective. Thc increase in the proportion of \\Olllen being aIIL' (lL'l! 

by the epidemic is still continues. It \Vas estimated that about 6 out of 10 nev,' infccti ons arc in 

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

developing countries. For example. 111 Sub-Saharan Africa. there are 13 \vo men for eYer) 10 

/ 
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infected men (UNAIDS, 2006) . Similarly, the problem ofHIV/AIDS seemed to be higher among 

females than males in Ethiopia. Consequently, younger females who are living with HIV / AIDS 

outn-umoermales, while more males are observed in ofdeTage _groups that are above 30 years 

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 is most worrying in de\cloping 

countries like Ethiopia. The psychosocial, medical/health and economic impClct \-vould hl' 

greatest in these countries where they already have severe problems_ Moreover. the prohlclll pi 

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 Millelmium Development Goals (MDGs) and the national millennium 

agenda of Ethiopia. But, the results could not stop the prevalence of HIV infections and 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 partller( s) 

Such positive acceptance of one's HIV positive status increases the utilization of VUIUnldrV 

Counseling and Testing (VCT) services among the counter sexual partner(s) that can save 

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 f1ll1her 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 hcl\ing a reliahlc support s\sklll 

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

To this end partner-notification programs might help PLWHA \\ho want to lell their partners hut 

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

live (including their sexual-paI1ner/s) because they fear losing their home and family support. In 

2 
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most cases the reaction of a partner or other family members could be violent. At times. it ma: 

also be possible to give alternative explanations for changed behavior (FHAPCO & FMOH. 

2007; 'WHO, 2004; Oll~y &Stei;'.JJOQjt;.1·ru~ley, 2002; UNAIBS, 2001; Hertz, 19-92 ;==~lfCrRQss-
~--~= et aL,~undated) . 
.,~~ - --: --- ----:;::"'---

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 lif~ threatening issue. In doing so, research activities in the 

area of self-disclosure will have tremendous benefits in understanding the nature. the C:-:tel11 anJ 

prevalence rates of the problem at hand; the gender-wise differentiation of the problem ; the ri sks 

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 S!.atus 

disclosure to sexual partners that facilitates the process of self-disclosure among clients. T'hIs----­

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 Rlad I.ill!l 

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



• 
1.2 Objectives of the Study 

"-- _._-=--=-=---= ~ =-=-------- -

~_-Jhe general objective -QJ--!!!:is~1Uciyis -to investigatea~~~~iscuss Self-Disclosur.e:'Rro:b-l~ms among 

-~~'-~~~,:·'--=-=-~xuai cPartners ~Ljv.~ni-~~ri7iAI~S ~g:a-;~~~II~~!s;(twO- differenf'n()~P£~ft~fp;eIy B1acK '---'--:~:'~ 

• 

" 

• 

• 

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 I AIDS; 

2. To investigate the benefits of sero-positive status self-disclosure as experienced by 

Sexual Partners living with HIV I AIDS; 

3. To explore the risks of sero-positive status self-disclosure as experienced by Sexual 

Partners living with HIV/AIDS ; 

4. To analyze the characteristics of sero-positive status self-disclosure related discuss ions 

among Sexual Partners living with HIV I 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 I AIDS . 

4 
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. -:_-1.3 Statements elf the Problem 

-~--_ .--==---~ -- -In the -fight against HIV / AIDS much Tlibre-effoffs~na\!e been-mage. The -traditional cffoJ1s that -

~~~~===-~~- -~~~~;~l~~dtlc~-ti~; spread ofHI:V-::~~~_£o~.c~~€rl~Q=n -p~~QI~_~~~o - a; e ~~; risk for be~~1~1ini 
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• 

• 

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/AIOS was considered as a punishment. 

crime, war, horror and/or otherness. This, in turn, breads the epidemic of SOD that c'\hihilS Lk'llr 

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 thi s 

topic in an unbiased and straightforward manner. Thus. the HIV ~pidcmic can and sIH)l !!li I~l' 

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

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 ac ti ve 

involvement of PL WHA from which much more positive outcomes would expect. The strategic 

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

scourge of HIV/AlDS . 
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• 
It is also encouraging that after becoming aware that they are infected, many people substantially 

. reduc~JheJr risky sexualb'elfay·i"0 O:~fl~-dFug~use. This outcometinder'scores the'-'-importa~c~,,,"-Gf-
-

=-l:f.lVt~~tii1g so that people ca!1l~a~-=ffiej~tatlJ.~. Equ~I}y'jlJ1Po~ant, those in whom HIV j1asJ~~en-~"~~- __ 

-~--=:: :::- '" --- ':~f.1gTI~-eTI=-=must- be successftl11~,-aink.:ecEt'"~ealcal care=-a -~ -:;"'tlpp'0fiive-services. Iil :additien+,sii1:ce - "'::;=-=-.::= 

• 

• 

- ,- '::.--'----"--'-'"--=--::....:" -------~-----=-=-. - ,"", .. ¥-:::~~~--. -,"-

-- living with HIV is challenging and some people continue 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 aI., 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 HI V 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? 

3. 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 Pm1ners living with HIV/AIDS? 

5. Do the socio-demographic factors independent of the types and levels of the participant s' 

sero-positi\L~ status self-disclosure related discussions to their sexual partner( s )') 

6. What are the reasons for sero-positive status self-disclosure and Self-Non Di sc los ure 

among Scxual Partners living with HIV/AIDS? 
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1.4: Significa-nte of the Study 

Sexual _p~I"!.t1eI:s=w~o_ .are li v_~~~ with HIV/AIDS have developed _diffeIent~ttitude towards their 

sero~p-o·SojrJ¥'~ ~~s-edon"ure~iffefeTIf experiences an~eaCh~grtlTey h~ve le:amed ·in"'-the~--"'·7-

course of their life with in the community they live. The awareness and unders tanding of sexual 

partners living with HIV/AIDS, in tum. plays greater role on their attitude that determines the 

necessity and effectiveness of sero-positive status self-disclosure. Thus, the attitud e developed by 

th ese group of people at different time periods for different reasons have had greater effects in 

understa nding the ro les 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 ; 

medi cation ; experience sharing; and open discussion with family members, for example) as it is 

both the cause and effect of their attitudinal formation . 

lf the perception that HIY/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 

hi s/her sex ual partner( s). If it occurs, the problem will never be restricted to those who are infected 

and affec ted by HlY/AIDS; but it will go beyond individuals to public or nationwide scenarios. 

Th us, timely and c lear und erstanding on the roles of individuals' sero-positive statu s disclosure to 

th ei r sex ua l partners mi ght be helpful in understanding the ro les and effectiveness of pre- and post­

testing counseling servi ces, enchanting appropriate measures on the problem the cli ent s faced and 

taking con ect and earl y measures for the future positi ve development of the services rend ered fo r 

the non-tested co unter sexual partners and many others. Thus, the following are among th e most 

important intended soc ia l, medi cal and psychological values of this study: 

a. The tinding w ill hopefully ass ist those in fec ted and affec ted by HIV/AlDS and other 

stakeholders wo rking in the fi ght against HIY/AIDS to understand self-di sc los ure problems 

and th e related harm s among sexual partners li vin g with HIV/A lDS, 

b It w ill provide basic information to counselors, psycho logists, hea lth proCess ional s, 

re sea rchers and other professionals who wo rk directly and/or indirectl y with se ro -positive 

statu s se li"-disc los ure prob lems among indi vid uals li ving wi th HIV/A IDS in gencral and 

sex ua l partners li vi ng with HIV/AIDS in pal1icular, and 

c. Finally, it will initi ate and serve as a bas is for extensive studi es on th ese le ss tou ched but 

highl y import ant issues in the future. 
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1.5. Deliillitatiolls and Limitations-of:the Study 

This study~ tried to investigateself:::eis<71esl!T_e_ problell!.s a.mong sexual partners living with 

:'- ~Mf)~ho -are clients=of AR--T~ lrffCS~n·the -BJa~~e~ahd§-kwditu-"-MemOlial J::lospiJ:als in 

the City Administration of Addis Ababa. The -study was first designed to have more samples 

through inclusion of one hundred fifty (150) additional paliicipants who are clients of ART Clini c 

in Alert Hospital. But, because of the time taking nature of the institutional ethical cleara nces' and 

its very long procedures , even after getting the regional health bureau's approval and written 

ethica l clearances for the study, the research was limited to use only three hundred (300) 

pal1icipants from the above mentioned two hospitals. In addition, the complexity and time-taking 

nature of the ana lysis pali 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 fir st chapter 

discussed the 'what all about' of the research work. It introduces the research topic , th e research 

questions, the general and specific objectives, the delimitations and limitations, a nd the 

significance of the study. As a final point, this chapter concluded by discussing the organi za tion of 

the thes is resea rch and presenting operational definitions for selected te1l11S and terminolog ies used 

in this spec ifi c stud y. 

Chapter two is rocused on the literature revi ew part of the study. This chapter tried to sin out 

previous work s alld findin gs that emphasized on the nature of sero-pos iti ve stat us sc lf­

d isclosun.:/non-disclosllre; hi stori ca l developments and policy iss ues ; and th e ro les or sero-positi\'e 

sta tu s se lr-di sclosure to sex ual partner(s) (especially th e rates, reasons, benefits, and ri sks or se ro­

positive statu s disc losure to one's sex ual partner(s)). 
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:....:.... ... ;:~"":'"~ 
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• 

• 

The methodology pal1 of the study is presented in the third chapter. The chapter discussed about 

th~- re~~;;~lgIkP~hicipaf1t~, instrumen~, procedures, i¥ie"tlfo-CffITfl ata;~atYsis, and the ethical ~---" 
=-:- _. . - -=::-~=-~ -...:... 

is~u~s=-o~he;~~"-under sttWy,:,oThe-aJlaJysis of the data colleG-t~~~th€- rese,!~~h tools is.:' " 

als~6~~~~TI10is~SS~~I- i~foUrtlj;_"~hapfer. FinaI1y,~_th~s~j-Y' cc:cond~~iO;;t0~aner:-~~-~'"--
-

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 : 

• 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. 

• Sexual Partners: either member of a married couple or of an established unmanied 

couple. 

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

VeT and ART centers/clinics of the two selected hospitals under study . 
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2. REVIEW OF RELATED LITERATURE 

-- - _.-

2 .. J-T-~'a~lln~_Qf the ~IgbJem:_~Tlie Scourge of HIV/AtJ)~j!~~L __ . 

. C the-t~m=e'ffKHler=disease~ofRtv / AIDS has had a(revastatlI1-g=eTfecf6'lf1ndi~£d~~is:" farriifies 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 desfrucfi"e than fhor Ii! 

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 (SOD). Many countries, particularly in Africa. are already 

affected by the third wave. The third phase is "as central to the global AIDS challenge a" lh\..' 

disease itself ' (Mawar et al., 2005; Mann cited in Parker and Aggleton. 2002: !-lUDic:. :2()lJ2 ) 

Despite international efforts to tackle HIV/AIOS since then, stigma, discrimination and denial 

(SOD) 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 disease (Mawar et aI. , 2005 ; Piot cited in Parker and Aggleton. 2002). 
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• Moreover, on its severe problem a vicious circle is emerging: poverty and social disruption are 

up_derlying factors in the spread of HIV; the resulting AIDS epidemic is causing further s()c ial 

and economicdist~at -<!II:jev~ls of society. Another vicious circle i~ ~Ro~stsJ}et\;een food 
--- ----

shortages, malnutritlOn cand- AIDS. A~-itIs knoWn that nutritional treaUneTIr -is ~essential for 

~-, -'-"-- -p~rsons livi~g~th1~~~~~Yi~;, tiie;-ri~e~ -e~~u;h a~d more b;lari~e~I~;:r~~:y- d;;':- I {th;y -~~,-~ 
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 a!. , 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 I AIDS is an incurable that 

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

(2005), Hubley (2002), Ross et aI. (undated) and Regamonti (undated) , the responses follO\\ 

series of stages, but some may skip several stages. According to them the stages ()f rC<tcli () I1 S [(I 

HIV positive status can be summarized as follows: 

.. 

Stage I. 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 HlV iAIDS. 

Thus, they will discontinue from their social interaction. 

Stage III. Bargaining: When the time passes people living with HI V/AIf)S \vill start 1~l i kil l !..' 

their HlV infection to some and selected significant others care fully . 

Stage IV . Look for othcr's : Then after. in this stage, people who are li vi ng with HlV/A ID S may 

look for others in the same situation to obtain peer support and discuss problems. 

Stage V. Acceptancc: in some cases seeing themselves as special or different may occur, 

followed by altruistic behavior or acceptance of their infected status. It is an essential 

stage because in order to battl e HIV successfully, people must have some leve l of 

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

care. 

11 
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Professional coun_sel<?rs, social workers, health care workers, mInIsters of religion, trained 

---~~~s:1riend-sand family ;lay crucial rol~s'i~ ·~To~a41~~ix~hoso~ial suppo;t-:-f~r people 

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 nL'\\ 

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

During the silent period and after wards, it may have several terminologies and knovm 

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 I AIDS was first prevalent among patients with Sexually Transmitted Infections. It was 111 

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 antihodiL's tll till.' 

virus in blood, possible. In this endeavor ELISA blood test was the premier. I n I ()k() : ti; 

international committee agreed to rename the virus as Human Immunodefici ency Virus or III \ 

(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 \vas estimated to be 33.2 million 
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(30.6 - 36.1 million). In most cases the change is due to advances in the methodology of 

estimations of HIV epidemics. (Angola, India, M.ozambique, Zimbabwe,~Kenya, and Nigeria, for 

ex;m;l~~iit;r~ut~s for the lion sliar;~f the chang~ (i~~., ~e~~"?70 ot the changes). I~---'-
-.::~.- . -- ~- - --~ 

some _=c'l~es-:cjn-=OotirJ(enya an(fZilnhap~e for example, thera ° lS~ increasing- evideIice that a 
-'=~~-===-~-~~ -- --- :--:= .. :-:::-~~-- -- -'-.- ------~ - ~~~-.- • .;;.:.:....::-:_==--= -- :-:~~~~.-=--- ---.::..-..:.----~:.::--=-~-

proportlOfrof-=tlfe=a<fGlines is -due "to'''a redtiction of the number-oDrew is€ections whicncis ~ in part-=:-

due to a reduction in risky behaviors. Hence, of all HIV infections. Adults account for 30.R 

million (28.2 - 33 .6 million), Women account for 15.4 million (13 .9 - 16.6 million) anJ 

Children under 15 yea~s 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 die !'rom 

AIDS, mostly because of inadequate access to HIV 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 I 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 I AIDS surveillance 

activities in 1989 the HIV epidemic appears to have steadily increased in Fthinpia. The 

HIV/A IDS Prevention & Control Office (HAPCO) \\as establi sheJ in 2002 . under lh~' jlrilll ~' 

Minister 's Office . The aim of HAPCO includes resource mobili zation . ad\ 'ocac\. ~ll1 d lh~' 

coordination of the sectoral responses (MOH, 2006) . 

The 2005 Demographic and Health Survey of Ethiopia estimated national adult HIV pre\'alence 

to be 1.4%, with infection levels highest in the GambeJa (6%) and Addis Ababa (4 .7%) regions 
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(Central Statistical Ag~n9 and ORC Macro, 2006). Ethiopia's epidemic stabilized in urban areas 

. In 1996::2000-,c.after; . hich·HIV infection levels-declined slowly, not<!bly !.rl.bcldis Ababa. In rural 

Ethiopia, where~~~:it~-of the populati~n~Jesides, the epide:nTc ~~~;~TI1~i~:d rel~tively 

==-"..~-- -= ----=:. ---

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 additi on . 

adoption and implementation of policies, strategies and legislation that regulate the ~Ir()rt s 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 I('r joh 

recruitment purpose (pilots - civil aviation and air force , for example) and testing oj' blood 

.donors. It also affirms confidentiality of testing results . Moreover, PL WHA shalL neverthekss. 

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· HIV Counseling and Testing in Ethiopia 

One of the main aims of adopting the 2007 Guideline for HIV Counse ling and 'Il's lin g (Ilel ) in 

our country is to scale up HIV testing . Scaling up of HIV testing is justi lied by the de\ l'l l' ji nl l"lll 

of affordable and effective medical care for people living with I-IIV . The Guide lines enCl)I1lpaSS 

detailed provi sions on the requirements or the 3C principles of consent. co unseling and 
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confidentiality both in Voluntary Counseling and Testing (VCT) and Providers Initiated Te sting 

and Counseling (PITC) (Mizanie, 2007). 
- ~- ~-- - ~----

-~ 

The need_Toflrllorm-ed cO.~D~ all :- c_a..~es, except in marfdatory=resring, is capitalized iD-m 
-~-.-- ---- -- ~~ ~-===--

Paragrapn-dC(=t'-1:uf--the: Guidelines: -Moreever, to ensure genuille_cQllsen~unselorsshould 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 he ofFered to ull clien/s -

In provider-initiated testing and counseling (PITC), the pre-test session consi sts of educatitlll or 

information to individuals, couples or groups, and should be brief and focus on the benefit s or 

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 3\oid mi sLi se 

of result (Mizanie , 2007) . 

There are also circumstances under which confidentiality may be breached such as danger to scI r 
and others, child abuse, etc ... In situation that a PL WHA 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 a lso be considered (APA, 2003). 

Accordingly , the 2007 Guidelines clearly put two form s to breach confidentiality o f te sting 

results. Firstly, in cases where testing is ordered by a co urt o f 1(\\\. result s shoul d bl.: 

communicated directl y to the appropriate authorit y_ Secondly. partner nOli l i l'~ltil ) l l sh .Ii I 1,,-, 

encouraged in cases where one partner receives the results alone, When a c li ent 1~li1s to d lsclos\..' 
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• employment mandatory testing In civil service institutions (see article 13 (1)). While the 

Proclamation provides for production of medical certificate as a pre-condition for candidates 

who quali~fy f~~=a jb~~n~-rii~ocally states tha~~~ m~ctical certtficate~6~~ ·rr61 have~to include · 
__ ~ _____ . _ ~~";:;C:,_--,-;- -_ __ 

--=-=-= -

~: ~ ~~~==~_----.!:!!V test _resu~~ L5e==P~<?W-amation;'atso -' pr~ohibits HIV testing .o f=:c:ivii;:service--emplo),cJ?s.· 

:;-- -:---. - ~'~; Likewise, ;h~;=~~;~EU;~l~~·aii~~ p:;0t1i;j~~~HI~~-esfing~-oI empl~;e;~~~cl~~it.~ ·~co;~~~~ 

• 

• 

• 

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 justilil:d. 

except tissue and blood donors mandatory testing. Moreover, authorizing courts to ordl:r 

mandatory testing in the 2007 HCT guidelines opens a 'Pandora's box' for human rights abuses. 

It should also be noted that EIV 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 I AIDS in Ethiopia 

include the following : 

./ Ethiopian Strategy Plan for Intensifying Multi-Sectoral H IV/A IDS Response 2(JO-l <~()( IS 

(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/A IDS of the Federal Democratic Republic of Ethiopia (1998) . 

./ Strategic Framework for the National Response to HIV I AIDS in Ethiopia 2000~2004 

(2000) . 
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• 2.3 Counseling and Voluntary HIV Testing: A Prerequisite for Action 

. ' 170luntary HIY counseling (!I}d testing- is a prer~uisite or a g<!.tewjlY .f91:_a.DY action related to 
--:-:-_ -:-.=---~ ~ -4.,,~ :....:-_ _ -=--Zz=av'""'~ __ 

HIV infections. ft=-~e:lYpremoted as an imJioJtant first step in behavjQ.t liiQ"dificati0n required 

.~"':~:'~""~: ~ .. ~.::~~: ~E-_=-,for reducing jbeliifcicLeM~o.f .1iIV,~~-=-~-~~_k_ih_-e:-~r:x . least, indiYl~u~~~?~-9_edJJ:oy!de~:t~~~~ 

• 

• 

- information- abou~r-eaucln-g- tl1eir ' ;mcl=tlie ir partner's exposure - toH-I-V~rrrecri on . In addi,ti6ti ~ooo 

knowing ones HIV sero-status before and during delivery minimi zes 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 kno" be fu rl' 

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 interventi ons; 

• Information about the HIV -testing process; 

• Assurance of confidentiality and di scllssion of shared confidentialit y and couple COU lh Cill lt-'_ 

• The implications of a negati ve test result, including informati on on ho\\ to rCI11 ~lin i 11\ ' , 

negative, promotion of breastfeeding and family planning; 

• The implications of a positive test result, including costs and benefits of potenti al 
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 ri sk assessment. 
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Furthermore, it should be noted that a negative result should never be presumed to indicate a lack 

o anxiety _OJ ofa need foriurther counseling. Information and counseling for HIV -negative 
~w -=-_ ___ ~ . -- .- 4ii~- -=-~ :-=- -- -".--
_ @Ple----snould conc_entrate ol! preventing future rnf~ ~ere couples have ~been tested 

_=-- . __ ~~--f~e~~n~ Qot~eS1~tL~jnfQfmation _giveQ-i~I~te~CcQuJ1seli!1 =aJiQYt~If~y"~ntioI! of 
-~ -- - . - - --- - ~ ~= -. -- -- -..--..'-- - -- : -::: ~--=-=-.=--=--

-----,--,::sex-trartr-ansmiss10n=DCHIV -should be reinforcea=an<l--t-fie= partiCDlar 'irhpt;Jl1allce~of avoiding 

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

In general, when a partner is infected, or when his/her sero logica l status is not kno\\n. th..: 

importance of prevention information and counseling is greater (UNAIDS. 200 I). 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 1I1V Status Disclosure to Sexual Partner(s) 

According to WHO (2004) disclosure became an important public health goal for a nUlllher (11 

different reasons. Firstly, it may motivate sexual partners to seek testing, change of bcha\inr 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 wome n may be at hi gh risk of I [[ V inkction 

even soon after child birth . A research in Mala\\ i. for example. revealed the same <\Ild I(llin d :IL:! 

thi s may be because their husbands or partners have sex with other partners during a \\(lll l <ln· .., 

pregnancy or the abstinence that often fo[lows it, becoming infected at that time and pasS ing un 

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 or 
transmitting infection to the infant when the mother carries the high_ viral load associated v. ith 

-~~ . --~.-- .,:-=~~-=- .- --~ -.-~-- ~~-~~~'-

ne\VErY infections (WHO;~2QQ1-k~~ - - ~~~~.~ ___ - -
- .•. . - -.-_. ---- .. ------.--

-= -~ ~~~~- --

• 

• 

• 

- --::--'=-"----==-=-, 

-~-'-'''lif'tne'''fight against HIV1 AIJ~rS~Cfl=moie=-efIorts-n'as=nt~eh made that can be interpreteo-from~tl:re 

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 peopl e 

substantially reduce their risky sexual behavior and drug use. Indeed, changing the beha\ior or 
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 PL WHA has to be given a central place in the fight against the scourge 

of the deadly disease of HI VIA IDS . 

Accordingly, it would seem ethical for PL WHA to notify their sexual partner of their sL'ro-s talu s. 

It is so because it helps in promoting safe sex, reducing the transmission of or re-infecti on with 

HIV. If not, failure to disclose their HIV sero-status can place their sexual partners at ri sk. 

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 di sclosed 

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 . 
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Simbayi et a!. (2006) also showed that the HIV epidemic continues to amplify in southern :'\ friea 

and there is a growing need for HIV prevention intl'rventions among people who have tested I! I V 
~""" - ,--~.- ~. - ~----~---== -::- -- -~--~~ . - - -- .. - .-~- -...,..- .-~-.:..::.: 

positi~e:--if:'C~~cpn~i~d~d:iliat F·nV::related_ s!igl11t1 and discri~~~~ti.~1[ar~~ asso~ated with not 
- -- -- -- ~-===-

disclosing~~l-v~stat~§"_ tc; - sex- t-ari:Kers~=-~ct~· noll-disclosure is -=~I.ose!Y::i~~:§_cihled "Yit~1 UIV 
-~'-- ~-~. --~ - -~. - - - :~. - - --:=~~~~~-~:=-:-- ~ -- =-~-~- -=---.-.' :::=~'~--:-~~---=,:-:~= .- ~'~=.~""",::;:- -.. ~=".:'<:::.~.:;:.~-=~~---

transmTssiJm::-rislc~eha..vj:ors . So;:interventionsare neededin---Suuth::A·fr-iea.~reducethe AIBS-----·=-

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 Puhlic I kallh . 

2006; The Foundation for AIDS Research, 2005 ; Kebede et a!. , 2005 ; UNAIDS. 20() I : 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 impo11ant 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 al so 

noted that often counseling clients about disclosure isjust an instruction or suggestion to di sl'l(l sl..' 

and clients are not engaged in practical strategies of how to do thi s (i.e. problem-solving PI lu k· 

playing, for example) that may be a mitigating factor in the lower effecti\-eness ot' cOLill se lin g 

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 famil y/friends vary considerabl y. but in l11 al1\ 
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• studies (particularly from developing countries) people have found it easier to discuss their HIV 

~5~st'!tus =-witlLa close friend 9.r family mer~.:ber!~~?~,:ith t~e:ir pa_rtner-EUNAIDS,2DD1). -
-~-~-h',;.c 

-- ~--- . 

. --~-~~~;'c __ = ~It~h~yl~ t~~~~b~r~~Ube rates __ of~(ii;~~urJ~llj~%~.!~cl~~~inh~~~v~I~Ring wor'-Qu~_,.=~~!~: 

• 

.. 

• 

~=Wi~'-~ere::hotab1-FIGwer tH-ari-' rates reported -from-~fie=ae-vetDpea worra~:c-ln "the --'"e-Ieven researches 

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 rewaling 

their HIV status to relatives other than household members and 67% revealed their statu s to 

household members. Only 36% revealed their status to spouses or regular sexual partners. Ihi s 

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 a1. 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 a1. 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 al so. 22 

families with 1 or more adult members with HIV were interviewed about their responses t() III \ ' 

and stigma (McGrath et al. cited in WHO, 2004). Approximately half of tlk' PI. \\ 11 .\ 

interviewed said that they had not informed any of their famil y. They said that they fcared tlh: ir 

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/so As far as the researcher ' s effort to collect such research works, there are onl y 
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• two research activities in the area. The one is a published article that focuses on disclosure to 

. sexuaLQartners in South Western part of Ethiopia (Kebede et aI. , 2005). The other is unpublished 

thesisr;s~arch that foc~sed~o1i~lgdisck>:ure in Addis Ababa~(Hiwot, 2006). Bolh~researches 
- =-~-:.:=....:::--

~'" ._o~~~~~rient~d and focu.s.e<toi1l1.gncwomen. Tlre=later research revealed that rate-of 4isc1osute 
- -=~ ~. - - - . - _~ - --- ....;. ::-:~~"'~~-i'- ""';:___ . 

--- "CO,-=: toCramiry members is higheni1an~o=extended famiiy~embers~Arr;6-ng the family~~;eriit;q~O~;;101~e -

• 

• 

sero positive status disclosure was seen for husbands (68%) and sisters (59%). Howc\cr. about (\ 

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 reveal ed that 

people were more likely to share their test result when they had symptomat ic I-I I V d i SC~ISl' III 

needed treatment and that disclosure enabled people to obtain additional support (Millcr ct ai . 

cited in UNAIDS, 200 I) . 

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: 

- Disc losure rates to sexual partners increase over time; 

- There are cultural factors that influence the patterns of se lf di sc losure to se:\ual )I(1rtllC h 

and other soc ial nctwork members; 

- Women often disclose to multiple categories of people: 

- There is a core group of people \\'ho choose not to di sc lose H IV test re sult s tu an: UllL' 

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

- There is a disparity between intention to disclose and actual disclosure. 
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In conclusion, it is likely that the barriers that individuals face when deciding to share their 

results ~ith their paI!ner ~!!b;ar .,..£~epiing on the. circumstances __ tElder which they were tested . 

- (WHQ,· 2004). For this ;;~~;id~be no~ed' that the .!~!~of disclosu;~ 'diffe;;lri~Mfeie~t . 

2.4.1.1 Disclosure following VeT 

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 partnerls 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, 200 I). 

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 SC'\ 

practices more difficult. In Rwanda, after testing 75% of sero-positive women said that tilL') did 

not expect a supportive response from their partners when they told them about their sta tu s. 

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, 200 I). 

In Zimbabwe, informing marital partners was found to be a major problem for most people with 

HIV (Meursing et ai. 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 ct al. cited in l :S.,\II)'-). 

2001). Although all men were encouraged to bring their sexual partners for veT. onl: 7" " did 

so. In Burkina-Faso, only 24% or people who were sero-positive and li\ing in (l \ !dhk 
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• relationship were able to tell their partner about their result. The authors acknowledge that it is a 
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2.4.1.2 Disclosure follo,'ving VeT in Antenatal Settings 

There is increasing emphasis on offering VCT to women attending antenatal clinics to cnahlc 

them to take interventions to prevent mother to child transmission (MTCT). Thus. many slUdil:S 

are loohng 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-jllhitl\l' 

women were able to disclose their HIV status to anyone and only a minority of these discLlssL'd i I 

with their partner (Sigxaxhe cited in USAIDS, 2001). In Botswana disclosure to partners is a ls(l 

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 « 1 G e») . 

South Africa (5%), Dar Es Salaam (10%), Blantyre (10%). Lusaka (10%). and BangJ.;,o\-: ( 7:"(),,) 

(UNAIDS , 2001) . 
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~ 000""":::- In Kenya, W-Omen we(!:LaQ.vised to tell theicsexual- .~rtner Jbeir J:IIV status andJo bring their 
._.~~_.- _ --:-.' _. _ -~-~_ .:.::-_ ---,--,-,--- _~:..:. ;::;:a;~. - - ~ ~_ _ _-.C -

-~?~~-:::=iimner=for ryrifiex couI;~eTing and testing, ifdem-e~m-merman~fYt, et aCc-{!~d in UNAIDS. 

-~ ~~~~-~~~ 2-Q(i-1)~~ H.9vY:~fil1~:;.=i24=w-Omen who ~-.~e(~I~~=Jo~~~:_ s~s~ti~~e~~ril¥~~=(2 7.2 %) _ . 

~~~~co~·m~m-c··linicat~=t[e]rTest~iesu1t to their partnerand-=0HlY " 21.:.'partne~~suOsequently tested (5 , or 

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 

• 

II 

• 

(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 u\ ailuhk 

infrastructure only 8% of the partners were tested (Ladner et ai. cited in USA IDS. 20(J I ) 

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 

the 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 ratl's (II 

sero-discordancy among married couples have been noted in many studies (USA IDS. 200 I ). 

According to USA IDS (2001) , in developing countries many studies have shown that a 

significant proportion of couples in steady relationships have sera-discordant HIV test results . In 

Zambia there \""ere 52 discordantly infected couples from the sample of 245 (21 %) (Hira et aI.. 

1990), in the multi-centre study (N=589) 17% were sero-discordant (Coates et aI. , 2000) , at AIC 

in Kampala, Uganda, of 1,853 couples that attended together 7% were sero-discordant 

(Baryarama et aI., 1998), in rural Uganda 7% of couples were sero-discordant (Carpenter et aI.. 

1999). The risk of sero-conversion, in the later study. was found to be 105.5 per 1.000 r erS()I1-
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years for sero-negative women malTied to sero-positive men and 51.7 for sero-negative men 

malTied to seIo~positive women. It can~sai9 th31t the r~sults of the mentiop~d studies highlights 
~ ~ ___ .r~ _. - - - ~-- < 

that malTied~~d-ults, particularly women~~Wi-ser~-positive yartners, afe at very high ;isk ofl-l.IY= -~ 
~~~--:---~ ~ 

iiHec.fion.·~ :: ~=~ .:--~~-

The majority of studies of couple counseling among sero-discordant couples also repon 

successful outcomes in terms of changing behavior to prevent HIV transmission to negative 

partners (USAIDS , 200 1). 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 H IV sero-conversion .. 3.101(, per I ()() 

person years of observation in Congolese malTied couples with discordant IIIV statLi S \\ Illl 

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 ifVCT 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 in Il)l) :2 

less than 9% of attendees were couples - thi s services has become more pop ul ar. \\ it\) ~()"" \11 

couple attendees in 1996 (UNAIDS, 1999). 

Better results have been seen in industriali zed countries. In a study from the United States. 1'0 1' 

example, couple counseling was shown to be hi ghly effective in preventing HIV transmission. 

No sero-conversions were observed after 193 couple-years of follow-up among di sco rdant 

couples following VCT (Pad ian et al. cited in USAIDS, 200 1) . 
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2.4.1.4 Premarital vcr 
Pre~mariJa1- es..ting-:-.is-being promoted,ilLsome countries, _~sp~i$llly -h J eligioJ!s organizations 

.. ___ -v~-~ ---,--.,-- -=:;;:- _ ~ ._ -..:......., -:- __ ~ - ---; ~:.;;ar::;;. . - ------ -~-

and parent~~pe0ple. The~~ a~etiQ_data on the lon-g-te~~iii~s ·~f~his str'!tegy. In 

Nigei:l~~2~1it~~~;i1y .o~ii~ti~~1ll0ting~ pte"rilaii~tz--G&rub~~ e~~a~ii1 -·~:.c:~ ... ,,~. 
USAIDs~L~onlJ~=~rAlc' in (i'f;ncl~, iricreaslngnumbers ·of peDple=colmn~=foF VCr~intltcafed--· 
that marriage plans was the reason they wish to be tested. In 1992, 6% of those attending vc r 
did so because of pre-marital testing and this figure rose to 35% in 1998 (Turyagycn DC! cited in 

UNAIDS, 200 1). 

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 futurc 

infidelities . 

They thought that VCT was not a high priority compared with other issucs in the ir li\ L':-,. 

Their wives were unable to attend the urban VCT site because they li\ ed in rural a reas. 

The men reported that the \\Iives would assume they were negative if their husband \\ as 

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. 
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• WHO (2004) document also revealed that the most common barriers to sero positive status 

disdosure in<;lud~_ fear of abandonment, fear of rejectioiJJdiscrimination, fear of violence, and 

c~-~o=-;~Wi-fur;:e~~ing fimily-membe-rs. I~ also furthetdis~us~at)en@ii of~iine since diagnosis and 
--=-----~ 

- - -
_~:=-___ ,_~Ym ~CDln~s~w~~e: --p(J_~ii!vely association-.~i-fh~tSC1osure:.~ Furrherm.ore; -=:cfactors that 

---'-h;:~~-'-:~;~~~;o~l~~~;disclose~ to --~il1i~ers, fan1ji;_~d~ciend~~in~l~a~a~en~~-~~'f---~thical 
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 

• 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 or 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 aI. , 2005). Similarl y. di sclosure has puhlic hL',t1th 

benefits that include expanded awareness of risk that may lead to decreased sexual ri sk-takin t' 

and ultimately decreased transmission of HIY. Moreover, there are also potential benefits to the 

29 



• 

individual who chooses to share results with his/her sexual partners (WIIO, 20(4) . lhus . 

. " disclosur:e of HIV status to sexual partners may lead to: 
" -c.."~""",;rr.~;~_~;;;§y"'i"~~s; .. ==-~;;crea;a -(rpportUilifi~s f: -instrurn'~t~l a~.:ji;'~si41e i~Qcial support;~~7.'~ 

-,-- --=-~.=--=--- - - - ._-_ .. - -----"-

--~~~;~-ili1~ro~~~tssjo=ne~J~~y medical-:tr~affile~!~ang ·care~ · 
- "~-"-~~~ -" - ~~.~ ~"- ~~~~ 

• 

• 

.~~==~:=: 1ficreas~~ppo-rtunities to discuss ano :impl~ml~H:~2f-fsk red~tiun---with13lll1:ne;s, 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 Ijumba et a1. (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 a1. (1998) also found in Thailand that those with histories of contact 

with people living with HIV/AIOS have more tolerant attitudes toward the disease as \vell as to 

those infected. This supports recent suggestions that the greater personal exposure to the tear­

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 aI., 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 (Oerlega et a1. cited in 

Norman et aI., 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 or thi s 

'weight.' Many people utilized the word 'freedom' when describing how they felt once the) had 

disclosed. It is psychological release- liberation from the burden of secrecy and shame. I' or 

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 aI., 2005; SAT, 

2003). 

2.4.4. Ris\{s of H IV Status DisC\osu."C to Sexual Partners 

Clients must be gi ven clear information about the potential downside of HIV testing. Where 

breastfeeding is universal , privacy is limited and breast-milk substitutes are expensive. it 111(1) he 

impossible for a HIV positive woman to choose alternatives to breastfceding without ~ld\lTtl ,> i ll~ 
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" her !-IIV 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. 
_ .~~~~,.~~ _~;~ . , . _ .. __ .~ __ ~_ - --.:- ~;}~~~~~~~ : "=,~::,~_~ __ v __ ",.·- _. _______ ~ _ •• ___ ~ ~-

.~:;~. ~heindividu~lJ?enefits':t1i?t women may receive .frQfii~sl1~ri~g::J-IJV test results \.\'ith their parll1~rs 

.,._:,,:..- c_~::c ~·:c:~tli:Seloses . F5r~{liis reason, 'counselors shoulO-disc'uss-=witn:ca:-wDmahi lreJilceliff6o'aCCthat she will be 

ostracized, divorced or othelwise 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 

tlu'ough sexual relations. GBV, in turn, interfere with the ability to negotiate safer sex or refuse 

unwanted sex. It also interfere with women abiiity to access treatment and care, maintain 

adherence to AR V 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 

negotiate condom use; childhood sexual abuse; partnership \\lith older/riskier men; and deter 

from seeking HIV testing, prevent disclosure of their status, and del ay their access tll .\ I I)S 

treatment and other services (Harvard School of Public Health , 2006: The Foundation I'm .'\ II) S 

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

2.4.5. The process of lIlY 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 

is widely promoted as an imp0l1ant first step in behavior modification. However, without 

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

strategies =1nQlvilhja1:s~re=rG=lIegottate=mi~d=countet the fear ofn~leGtiG1h'aB(;\~tar1Gn hasccj)l'e1i-~-· 

relatively under-reported. The way each person experiences and copes with the illnt.' ss is 

reflected in the choice of whether, how and to whom to 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 aI., 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 a!., 2005). Moreover, access to other form s of care 

such as home based care and specific social grants are also dependent upon the disclosure or IIIV 

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 entail s 

disclosure to some family members, while not for others: i. e., the knowledge or hi s/her III V 

status is mixed within the members of the household . For others. HIV management Jl1d\ 

necessitate di sclosure only to those who work in the health care system or those they k L'1 \\ ill 

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 a!. , 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 

disclose to those closest to tIiem. During this time, some individuals described-t~e guilt of this_ 

-~~bu;d~n -because~they=~i~~ii~~is"c~ed t~ their · l~v;d=~6~~s.-;:he daii§ - ;~~TI~~~~~in~"~heir . 
_~~-=.c~s~tusa~ecret ~as -~~er,y~it~f~~ -onerous~o~~H~}y~v~r, for ~ea~h~~t·~tIi~resp()n.Q~~F~n~· 

, __ -- :,.~~~ .eyentually discl~sed~~<l::=at~"m~~be~~f~thei~famiiy~~a partner-or-1t~frienrl~~~ et al:~~~~_:::~' 
2005). 

According to WHO (2004) most studies that have examined HlV status disclosure describe til,,' 

outcome rather than the process of disclosure. Kimberly has developed a useful framevvorK t() 

• describe the decision-making process for disclosure. The framework outlines a six-step process 

that includes dilemmas, barriers and decisions at each step. 

• 

• 

• 

• 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. 

• Step II. Evaluation of personal disclosure skills. Individuals need to evaluate whether 

they possess the skills necessary for telling others. 

• Step III. 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 phy ~ ic<ll 

distance from that recipient. 

• Step IV. Evaluating the circumstances for disclosure . There may be certain 

circumstances that prohibit disclosure to certain individuals. 

• 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. 

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

The document further explained that by expanding our definition of disclosure from the OlltCClIlll' 

to the process, we can acknowledge and appreciate the numerous factors that illlhk'llCC [ill' 

decision to disclose, including individual psychological state, personal communication skill s <llld 

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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and Zewuditu Memorial Hospital) in-the Gity Government of Addis Ababa. 

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 fornl 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 paliners 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 publi c and 

private sectors were 68,665 while clients currently on ART only in the public sector were 26 ,643 

and both in the publ ic and private sectors were 30,313 (ARC, 2008) . The emphasis was gi ven for 

sexual partners living 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-statu s. 
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• The study was encompassing sexual partners living with HIV/AIDS who were clients of ART 

Clinics in Black Lion and ZewliCiitu- Memorial Hospit~~~_ fro~:.!2 }o 30 o! ~ay _2~~,~laj ~~r 

~ ~~ :~~-_.~- " ~ou;ce~- ~f d-ata . M~reoig~"S~!~~cf~pLnseI5is c~i:illd-~~~,ignlfi~ant -~others -~{office~~!~PeF~~~ 

• 

~------

~~"""- .. - --- ~=.-~.=---

• 

- - ---"---~- ~ --
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 I AIDS who \\ erc 

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 PL WHA 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 PLWII /\ aSS () C i a I IPII S 

and some clients of Addis Ababa Social and Civil Affairs Bureau 's Social Prohk'lll s 

Prevention, Rehabilitation and Institutionalized Services Coordination Department ha\ c 

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. intcn icv.. s. and 
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document analysis-wer~ also applied to understand the problem in depth-anEi--supplement the data 
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• 

• 
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The q~estionnai!"e wa~s designed'~;nd-p-ilort~st~d by the researcher himself. Some pans 'Of1ne 

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 pa11ners 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 H IV positive status self-disclosure and self-non disclosure, the H IV 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 ti\ 'e point 

Like11 scale with eleven items on which four items reflects the positive statements or the 

benefit s of sero-positive status self-disclosure while the rest seven items shows the ri sks of 

se lf.-disclosure in the fonn of negative statements. The items were collected from the 

compilation of series of research works by WHO (2004) . The scale measures the e ~,tent of 

feeling s on each item based on one's own evaluation. 
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IV. A Scale! Items on the Types and Levels of HIV Status Disclosure Related Discussions 
. ~.~~.,;.;o..,~;C.;C"~"'-.. - --- ,-~~.-~-~-=~"-=~~~..:=.C"~~~ -_ .... ,.-~"- ~~.~. __ ~ ___ -:::~--'-_~o~~;~':::-_---- __ '7-=-;·_ ... ;.::~_·~~_~~~.--:.~i~:~~~~~~ -

to ·Sexual -PartIrercm!t~t,,"in~rli~s foii~j:~levant:ttin1s with quantifiable'::6p.lliin~~~~or{ting 
-.-~--- --------_. ---

.~ 

~=~.- --_. 

means that all the participants were categorized 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 \\ho 

were members of PL WHA associations. This group of participants was selected from the officials 

of Tesfa Goh Ethiopia (Down of Hope) PL WHA 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 PL WHA associations was purposively selected 
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for their better expenence In self-disclosure; psychological adjustment; and understanding, 

_ awareness, and knowledge concerning HIV / AIDS . 
•• - '~_~.~~~. ~" .. , - '--.. -c-~. __ :". --<. ~ :-:-~-p,a:~~~ - -:: ~-~ .~---~~_u 

--=,-.---- .~~-=...:.. .~-"' .. ~~- ".::':., - -'--."-:~ ----.,.--............... -~ .:.:~--.- --~~~ --~-=- -i._ 
-----

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 possihk 

responses of sero-positive status self-disclosure/non-disclosure; the nature of sero-posi ti \e stat us 

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 Testa Goh 

Ethiopia (Down of Hope) PL WHA 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 or 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 pil ot S ll r\e~ the 

instrument was tested and found to be valid and reli able enough to meas ure the heneli ts ~ lI1d rl .'> ~ .'> 

of self-disclosure among sexual partners living with HIV/AIDS . The scale \\ as reliahl c ill '\lpl1'l 

methods of reliability both in the pilot study (Alpha = 0.9890) and in the main research (A lpha '-

0.9777) . 
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Reasons for HIV Positive Status-Self-DisclosurelNon-Disclosure Scale: 

. . ._~. ~ ~~~Ei~e~por~t Likeriscal~~~u-~m;msed ~in:::tKe: scoring-Pl"'Ocesses of tpescale; ~cale;..»,as c;c-,;-_-c;.~ 
_______ '::-h_ ~~ ._-··-·~i_~~;:'~~·~~·~--·~-~ _-~_<.~_.O _ ~_ :---o-"~·~"_3<_··- - ' --~ 7-.-~:.- -:2 ___ ?_:.:_~~~.'>:;'~:'_- '._.~~_ 

'. . ·~~~~~~~L to bereliable i~lPJIa.:!~ -of rella-Film:jJ21~ii1~e pilot study (Alpha~~~-an-:a ---

-- '~~~.~!h~~rP~ll1~resear~~tt~jfj~~~i:_= -~ ~~2~~.:~. ,: __ ~~~~::~~~-~- - .... ::~ 

• 
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Scaielltems 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 categorizcd 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, "1 'll never slap our discussion ". 

The Types and Level of HIV positive status Self-Disclosure Related Discussions Scale \Vas 

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 

I Status Disclosure Scale Value participants Percentage 
Non-Discussant 4-12 23 51.1 I 

---< 
Less/Minimal Discussant 13-15 10 22.2 I 

---- -~------- -.--- .. ' : 
Highly Discussant 16-20 12 26.7 

. . - ------ -- --- - - -_._-- - .. -

Total 45 I 100 
-- --------- ---- - - - -- -

Table 3.1 Levels of HIV Positive Status Self-Disclosure Related Discussions 
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Although most of the participants have indispensable experience in self-disclosure of their scro-
-

positive stat~~ to th~ir: sexual p(irtners, it was supposed to get lo-wei-rate of highly discussant 

-~~6upotp~jcrra~iif~ th-e:att~fi;hed~csp6~o~:~rob~ble ri-sks-·-o£S~~~r_i_ Th~:'r~_s~lts~f~~h~f~ ~ 
. --- '._--_ .. ---- .~.- --.- ~ --- .. -- -". .-

... _------
-Rilot~ stua--=-~~veal~~-sam&::=:r:her~f()re, this~jh~rnflfJ~-rll=wa;s$und to~~~~Itd~a:n~~ _ _ 
~~tiab1-e~to~~~-thi~~s~e~ifi~-d~~-:~~=, :---:'--- ----~ - -~:-::q.-- ~~=-=~-~"-~-.: 

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 Amharic and Lngl ish 

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 resL'clrlh 

documents, instead code was used. Furthermore, written consent was sought for participating 011 

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 (X2) statistical tests . 
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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 infom1ation 

gathered for this specific study was discussed as follows: 

4. t. 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, 

prop0l1ionally. 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 . 

Table I 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 % 

Sub City: Addis Ketema 5 1.7 
Akaki-Kaliti 35 11.7 
Arada 41 13 .7 
Bole 15 5.0 
Gullele 20 6.7 
Kirkos 75 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 45.3 
Female 164 54.7 
Total 300 100.0 
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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 0/0 

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 7.7 
Elementary 75 25.0 
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= IS0) were at the age range oj ' 25 to .1-1 

years olds. Participants who were above 55 years old during the study period \ ,Vl:re on" (\\ (1 

percent (N=6) of the par1icipants. 

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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ni"Ma~ta~~t~"-':' -
and EthnicHY - CC~=~ - % CC 

Catholic 6 2.0 
Muslim 34 11.3 
Others 0.7 
Total 

3 l.0 
Ti 22 7.3 
Others 9 3.0 

Items 

As seen in Table 3, 66 percent (N=198) of the participants were followers of Orthodox 

Christianity while 1l.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) . 
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Table 4 discloses the employment status, organizational types and average monthly famil y 

"----

100.0 

1001-1500 birr 
1501-2000 birr 

2000 birr 

It 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) . l: roll1 thl.' 

employed group of participants 70.2 percent (N= 120) were employees in GOs. NCJOs 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 . 
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• 4.2 Experiences of HIV Positive Status among Sexual Partners Living with HIV / AI OS 
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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 
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 sera positive status through 

medical related testing while the rest 35.7 percent (N=1 07) of them knew through non-medical 

related testing, especially for passport and marriage processes. 
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Table 6 discusses the participants' CD-4 status, use of ART and the reasons for non use of ART 
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- ART Csers 

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 72.7 
No 82 27.3 
Total 300 100.0 

- -

Reason for non use of ART: My doctor did not recommend it 
46 15.3 56. ! 

since my CD-4 status is ok. 
Although my doctor recommended it, I still need 

10 -, ., 
I ~ . ~ 

some more counseling. 
.) . .) 

Although my doctor recommended it, I still need 
11 3.7 13.4 

some more time for decision. 
Although my doctor recommended it, I do not have 

15 5.0 18.3 
enough access to enough and nutritious foods . 
Skipped Items (ART users) 218 72.7 
Total 300 100.0 100.0 

It is clearly depicted in Table 6 that about 34.7 percent (N=104) of the participants bad 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 fram all the participants the majority (27.3 pcrccnt. 

N=82) had started using the antiretroviral drugs while 27 .3 percent (N=82) of them did nut ~ C! 

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 antiretraviral 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 sera-positivity'. 
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• 4.3 HIV Positive Status DisclosurelNon-Disclosure of the Participants 

Table 7 discusses the rate ofseff-disclosure among sexual partners living with HIV7AIDS and 
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Rate or-Setf-Disclosure alld~~- - Respondents~~ 

Time for Self-Disclosure N 0/0 0;'. oul of ,,\ 11 I 
ART ( 'se r s 

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. 22 7.3 11.5 
Within a month. 28 9.3 14.6 
Within three months. 41 13.7 21.4 
Others 17 5.7 8.8 
Skipped Items 

108 36.0 --(Non-disclosed) 
Total 300 100.0 100.0 

Table 7 shows that about 64.0 percent (N= 192) of the participants responded the question 'di d 

you disclose your HIV status to your sexual partner(s)? ' positively while 36.0 percent (N=c I 08 ) 

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-positi\e status 

disclosure since their HIV diagnosis . 
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4.4-Bene--fits-and Risks of Self-disclosure among Sexual FaFtne~s-living with HIV I AIDS 
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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 

SIN Benefits and Risks of Self- Always times Items times (Neller) 

Disclosure N % N % N 0/0 N % N % 

I. Blame. 18 9.38 28 14.58 I 0.52 51 26.56 94 4896 

2. Increased opportunities for instrumental 88 45 .83 31 16.15 2 1.04 38 19.79 33 17.19 

and expressive social support. 
3_ Disruption of family relationship. 22 11.46 24 12.50 I 0.52 36 18_75 109 5677 

4. Discrimination_ 17 8_85 24 12_50 2 1.04 50 26_04 99 51.56 

5. Improved access to necessary 107 55.73 45 23.44 I 0.52 16 8.33 23 11.98 

medical treatment and care. 
6. Violence or abandonment on 12 6.25 23 11.98 8 41.67 31 16.15 11 8 61.46 

children. 
7. Increased opportunities to discuss and 97 50.5 2 42 21.86 2 1.04 38 19.79 13 6. 77 

implement HIV risk reduction with 
partners. 

8. Physical and emotional abuse. 14 7.29 27 14.06 5 2.60 38 19. 79 108 56:!5 

9. Increased opportunities to plan for 97 50.52 44 22.92 3 1.56 32 16.67 16 8.33 

the future carefully and 
thoughtfully. 

I( Loss of economic support . 13 6.77 16 8.33 2 1.04 41 2135 120 62.50 

I A bandOIlI11 f!III . 16 8.33 13 677 4 2.08 41 2/.35 118 6f.J6 

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 di sagreemen t 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), 

61.46 percent (N = 118), 56 .25 percent (N=108), 62.50 percent (N=120), and 61.46 percent 

(N= I 18) re flect s thei r 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 SUpp0I1, and Abandonment, in that respective 

order. 
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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 ofsero-positive status disclosure among sexual partners li ving with HIV/AID S is 

abundant among the participants in this specific study . 
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Table 10: Positive Outcomes (Benefits) of Self-disclosure 

Positive Outcomes N Mean 
Increased oppoliunities for instrumental and 192 3.54 
expressive social supp_ort . 
Improved access to necessary medical treatment 192 4.03 
and care. 
Increased opportunities to discuss and implement 192 3.90 
HIV risk reduction with partners. 
Increased opportunities to plan for the future 192 3.91 
carefully and thoughtfully. 
Valid N (list wise) 192 15.36 

Std. Dev. 
1.614 

1A08 

1.384 

1.392 

4.105 

The mean values that represent the four general benefits of HIV sero-positive status to one's 

sexual pa11ner(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.=lA08). Other kinds of benefits that include 

improved opp0l1unities to plan for the future carefully and thoughtfully; increased opportunities 

to discuss and implement HIV risk 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.I .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 hi s/her 

sexual partner(s). Seven well searched items on the risks of sero-positive status disclosure \\ere 

given for all participants in the deep-interview questionnaire . All the paJ1icipants ha ve responded 

lor each item based on their knowledge and experience related to sero-positive statu s. The mean 

and standard deviation statistics of each item as well as the total items is depicted below in Table 

11. 
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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 4.21 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 

pariner(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 

s.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 paliicipant of thi s 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 

th eir sexual partners. Moreover, based on their level of self-disclosure related di scussions the 

di scLlssant group or participants can be categorized in to two groups; i.e., highl y discussant vs. 

less di scussant group of participants. The discussion for both the types and levels of self­

di sc losure related di scussions discussed as follows . 
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Table 12: Types of Self- disclosure 

Types of Self-
Disclosure Related Standard 

Discussions Frequency Percent Mean Deviation 
Non-Discussant 74 24.7 6.41 1.364 
Discussant 226 75.4 13.76 3.353 
Total 300 100.0 11.94 4.358 

From all the paI1icipants, 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 resu Its, 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 pal1icipants 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- Stalldard 
Related Discussions uency Percent Sum Mean Deviatioll 

Non-Discussant 74 24.7 474 6.41 1.364 
Less-Discussant 146 48.7 1698 11.63 1.990 
Highly-Discussant 80 26.7 1411 17.64 IJJ70 
Towi 300 100.0 3583 11.94 4.358 
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48.7 percent (N=146) and 26.7 percent (N=80), respectively. The calculated mean scores (see 

Table 13) revealed the same. 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 .=l.364), a mean scores of 1l.63 (with s.d.=1.990) and a mean scores of 

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 

sera-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 

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 

" '~, j\ !t-a II S.d. :\ % J\ lean S.d. N % :'Ilean S.d. ." 'V;, .\It::UI S.d. 

Black I .ion Ilo.-;"ital -w )() 17.65 1.051 74 50.7 IllS 1.78 114 50.4 13.43 3484 3(, 48J} () . 19 U4X 

40 5() 17.(>3 1.102 72 49.3 12.13 2082 112 49.6 14.09 3.195 3~ SIA (1.111 1.366 
Ilns)lIal 

r~llJ I X() \{)() 17 .04 1.07 146 100 11 .63 1.99 226 100 13.76 3.353 74 100 (l . ..+J 1 . .104 

X'= 0.010. <if=1 X'== 0_072 . <if=1 

X' (1.0.05) = 3.841 X' (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 paI1icipants were expected to diller 

both in the types ane! 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 

Lion 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 -sex-ua1- partner(s). Those who · were found to be non-di scussant 
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In addition, the non-parametric chi-square calculation was computed to clearly observe the 

relationship between th e types and levels of self-disclosure related discussions based o n th e 

hospitals th ey prefe r to use. The null hypothesis of 'is hospitals used independent of th e 

participants ' types and levels of self-disclosure related discussions. both in extent andji·eqllency· 

was statistically tes ted . 

Examination of th e obtained Chi-square statistic also revealed insignificant difference both in the 

type (Discussant vs. Non-Discussant: X2 (1 , 0.05) =0.072) and levels (Highly Discussant vs. Less 

Discussant: X2 (I , 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 leve ls of self- disclosure related discussion to one's sexual partner(s). 

Table 15 di scusses the association of types and levels of self-disclosure related di scuss ion w ith 

the sub c ity covered by the study. 

Table 15. Sub Cities Covered 

Highl~' Discussant Less Discussant Discussant Non-Disc ussant 

Sub City :-; 'Yo , !\1(:311 S.d. N % !'Iean S.d. N % l\lean S.d. " % .'h';lll Sd. 

Add;, Keloma U IS.OO 2.7 11 .75 1.70S 2.2 13.00 3. 162 

i\bk;-Kal;t; 11 .. 1 17.33 0.707 16 11.0 11. 19 1.601 25 11.1 13,40 3.29 1 10 1.l .5 i) , C}O 0994 

/\ ,-ada II 13.X 17.45 0.93 4 22 15. 1 11.77 2.1 59 33 14 .6 13.67 3.276 lOS ) . ~S lASS 

ilote h .. ' 18 .20 1.789 7 4.8 12. 14 2,4 1 12 5.3 14 .67 .1.750 .l.I - .33 I 1.55 

(;ul kte (1 . .1 1/ .00 1.000 12 8.2 12 .00 I.S59 17 7.5 13,47 2.85.1 41 (, 1I . .5" 

Ki rko:-, c4 _,o .() 17.87 1.11 6 3.1 22 .6 11.33 2.146 57 25.2 14.09 3.709 I x ~~ . 3 II IX l . 16b 

Ko lfc-KLoran Y\1 (I .. ' 18,40 1.140 10 6 .8 11.70 2,497 15 6.6 139.1 JSS2 J ~ ~ /1 "'s t 1972 

l.,d"I" I :' I S.X I i .47 0.990 17 11.6 11 .4 7 1.586 32 14.2 14.28 .1.3 14 12 ](l .~ .:U ) I I 41)-

N ; I,,,,; Ik -I .odin J..1 18.00 4.8 11 .00 2.2 .16 3.5 11.88 3 .227 (, .' . 1 - ()( ) I \195 

Yeb :,\ ,/ ) I i.OO 0.8 16 18 123 1228 1. 904 22 9.7 13. 14 2.550 (I _S 5.fJO I. UOO 

rot,,1 SCI ! (II) 17.64 1.070 146 100 11 .6 .1 1.990 226 100 13.76 3 . .15.1 74 It/I) (1 ..l1 1.'64 

Chi-Sq"",-" (X') \'",,," X' = 8.735, M =9 X' = 9.040.<11'=9 
X' (9,O.OS) = 16.919 X' (9,0.05) = 16.919 

The sub c it y \\ 'Ise di s tribution of pa rtic ipants showed a cl ear difference III th e ra te of 

participati o n. The ra te o r pal1icipation ranges from lowest 1.7 percent (N=S ) in Ad di s Ke tema 

Sub c ity to th e hi g hes t o r 25 percent (N=7S ) in Kirkos Sub city. Like wise, th e rates o r bo th the 
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types and levels of self-disclosure related discussions follow similar patterns although the 

distribution varies a lot. 
~ - .-
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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=II) 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 he k:-.; :-.; 

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: X2 (1, 0.05) = 9.040) and levels (Highly Discussant vs . 

Less Discussant: X2 (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 disClI S:-.; ioll \\ it" 
the participants' Sex. 

Table 16. Sex 

Highly Discussant Less Discussant Discussant Non Discussant 
Sex 

" % Mean S.d. " % 'lean S.d. N % 'lean S.d. N 0
/0 'lean S .d. 

:--.1alc 40 50 17.55 1 06 1 63 :13 .2 11 .79 2009 103 45 .6 1403 3.291 33 44 .6 639 132 1 

fcmalc 40 50 17 .73 IOg6 83 56. 8 1151 1.978 123 54.4 13 .53 3.400 41 55.4 6 . ~ I I . ~ I ~ 

Total 80 100 17.6-1 1.070 146 100. 0 11 .63 1.990 226 100 13.76 3.353 74 100 6.41 I J 6~ 

Chi-Square X' = O.'J77, df= 1 X' = O.022,df= I 
<X') Value X' (I ,O.OS) = 3.8-t I y' (I,O.OS) = 3.8-t1 
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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 discussant and non-discussant 

-_"~;~~f5ro~is- oi,-participaiit~' fe~ales sh~~~£l~-=~~~~T~ p~~1cr~~tio;, -~i(h: 56.'8 'percent- (N~83~~:~ 
--------

• 

• 

• 

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 

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: 

X2 (9, 0.05) = 0.022) and levels (Highly Discussant vs. Less Discussant: X2 (9, 0.05) = 0.977). 

Table 17 discusses the association of types and levels of self-disclosure related discussi(l/1 \\ Il li 

the participants' age . 

Table 17. Age 

Highly Discussant Less Discussant Discllssant Non Disc ussa nt 

Age N % Mea S.d. N 0/0 . Vlean S.d. N % Mean S.d . N 0/0 !\Iean 
n 

8-24 Years 5 6.25 18 1.581 18 12.3 I I. 17 2383 23 10.2 12 .65 3.626 8 10.8 638 
Olds 
25-34 Years 47 58.75 17.85 1.142 63 43.2 1130 1.820 110 48.7 14. 10 3.609 40 54.1 6.53 
Olds 
35-44 Years 23 28.75 1730 0.635 42 28.8 12. 12 1.978 65 28.8 13 .95 2.981 20 27.0 6.15 
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 4 5.'1 6.75 

I Olds 
Above 55 - - 4 2.7 13.00 2.160 4 1.8 13 .00 2. 160 2 2.7 600 I 

; 

-.-

S.d. 

1.685 I 

1.261 

1.565 
I 
I 

1.258 ! 
I 

()(j(Jl 
Years Olds 
Total 80 100 1.070 lOa 

------t--.-
h ! : 1 ~( , - ; 17.6'1 146 11. 63 1 990 226 lOa 13.76 3.3:'3 74 lOll 

Chi-Squal'r X'~" 8.735, dF=-t 
' .. _ L-_:-L--._L .. _ __ . -- - -

y: -~ 'J .O-tO . d I,··-t 
(X') Value X' (4,n.OS) ~ 9.-188 y' (·UI.OS) 'J.-ISX 

.. _ ------_ .. --- -

From the total participants those v,ho were found to be hi ghl y, less and non-di sc l1 ss~lJ1t :~ r(llli ' ~)! 

participants accounts for 26 .67 percent (N=80). 48 .67 percent (N= 146), and 24.67 percent 

(N=74), respectively . 58 .75 percent (N=4 7) and 28.75 percent (N=23) of all the highly 

di scussant group of participants were foulld to be at the age range of (25-34 years olds) and (35-

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

found to be highly di scussant about hi s/her HIV -infections to his/her sexual partner(s). 
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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 disclosure related 

- -- ---

.~.~. - ~-di~ussantof theG"~;s~ro-posi-twe;..stat-ii.S; witfi~+l~iT~~e-x-uaF'partner( s) . MGrei~L;-ih~(;-t1i-a.te:d 

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: X2 (4, 0.05) = 2.270) and levels (Highly Discussant vs. Less 

Discussant: X2 (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 Highl Discussant Less Discussant Discussant Non ()is(,USSll·~~---' 
Background N 'Y., :\1can S.d. N 'Yt. Mean S.d. N % \lean S.d. .- ':t.o ,\Il'all ;_ 

'-l 
~(2.:_~ 

Illiterate 3 3.8 IS.O 1.732 12 8.2 12.00 2.374 15 6.6 13.2 3.32 1 8 10.8 6.2~ 1 . (.(,') j 

Elementary 15 IS.S 17. S7 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.S 14.07 3.22S 32 43.2 6.41 IAII 

Certifi cate 12 15 17.92 0.793 16 11.0 II.S8 2.094 28 12.4 14.46 3.459 6 S.I 6.50 1.049 

Diploma 14 17.5 17.07 0.73 16 11.0 11.56 2.22 30 13.3 14.13 3.256 6 8.1 6.00 1.414 

First Degree 2 2.5 17. 5 0.707 5 3.4 10.40 1.949 7 3. 1 12.43 3.823 I 1.4 6.00 0 

Post graduate I 1.25 17.0 0 I 0.7 11.00 0 2 0.7 14.00 4.243 
delUee 

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 
(X') 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 sexua l 

partner(s) secondary and primary education accounts for 43.2 percent (N =32) and :2XA p .. 'rcent 

(N=21) , respectively. No participants were found to be non-discussant in the p()st~r(\dLl:ll\.' k\ d 

From all less-discussant groups of participants about 65 percent or mOtT were (ound to hl':lt til .. ·t! 

secondary (N=57 or 39.0%) and primary (N=39 or 26.7%) education. Certificate and diplutl1<l 

holders were also accounts for 11 .0 percent (N=16) each from less-discussant groups of 

participants. Similarly, 4l.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 \vere 
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• found to be at their secondary education, elementary education, diploma holders and certificate 

holders, re~pectiv~~y". ~~~~:,t~~~~a1cu!~te? , mean and standard deviation statistics also 

~~-sJlowed similar results as;,ql¥~fLROIfu". cc=,- ~~'--=:;:~::- -
- --- ---.~- - -- -- -~---~---- -..,.. .. -"-,='---

~"':--~o~-~~;;~'Nfoi'eover,the res\llts~~o .;.~ - e~t chi:.~quar:ers:tI!~i~(~~()H .. the nul1 :hYlr~~~~F=:!~r-~h~ 
-. -~ _.- -- . --- :==~ 

.~ -~-- c:~==-~=::- :pa~tiGipants' educ7£iio-nQJ;-ba(ikg'i.-iJiiIid:::Js -ina~tli!:-izk(Jp;i&ir::iYpes anJ.;levai-4j.Jisfir~;p.fis4tive 

• 

• 

• 

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: X2 (6, 0.05) = 5.309) and levels (Highly Discussant vs . Less Discussant : XC ((). ()()::) 

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

Table 19 discusses the association of types and levels of self-disclosure related discussion with 

the participants' religious affiliation. 

Table 19. Religious Affiliation 
-

Highl Discussant Less Discussant Discussant Non-Discussant 
Religious N 0/0 Mean S.d. N 0/0 Me S.d. N 0/0 Me S.d. N 0/0 Me S.d. 

Affiliation an an an 
Orthodox 54 67. 17 .69 1.130 96 65.8 1 L81 2.048 150 66.4 334 3336 48 64.9 1i.27 u~ 5 

13 16. 1731 1.032 29 19.9 10.97 1.762 42 18.6 12.93 3.352 18 243 (.72 I ;." Protestant 
25 '~' ---~j Catholic 3 3.7 18.00 0000 3 2.1 14 .00 LOOO 6 2.7 16 .00 UXO 

5 I 

Muslim 10 12. 1770 0.949 17 I L6 I L47 1.700 27 12.0 1378 ,; lXY 7 q~",---~';~---.·--~ I - ,- j 

5 

Others - - - I 0.7 9.00 0000 I 0.4 YO() 00011 I ,~-+-----'~~--'---'- , 
-·'~~t-;~'~· - ·~~ ~: 

Total 80 100 17.M 1070 146 100 1163 1990 226 100 13 .76 3 .. )5J i-I [00 (, il \ _ii.; i 
-j 

Chi-Square (r) r = 1.526, df=4 r ~ ].8Y7, df=4 i 
Vallie r (4,0.05) =9.488 r (4,0.05) = 9.488 

From all the participants 66 percent (N=198) were found to be followers of Orthodo:-.: 

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 ofparticipal1ts illCilllk 

Orthodox Christianity (N :~96 or 65 . 75~-o) and Protestant Christianity (N =29 or J9 .86%) \\bik 

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 highly d~~~us_~ant group of e~~icipants foll~wer~ .. ()f ()rtho~ox _~_~ristianity ..... 

Prot~st~'rit;~~~1~er~~~o~~cc~0~~nt~i~'r '67.5' perc~~t' (N~i~~~~If.e~t '&= B) a~4~~c; L~ 
~. ~---

12 . ?_perCenEOO~17fu Wat ri%-sg€:,ctic~-~(5ra(ft~Ihis c~)Uld be~U1laerstood~ro~ecalcu!~t~1?1e@'~-.=-== :~. 
, _ .. ___ . _ . _-:._:~. " ::..,,~ .. .. , ~- - _ . .•.. _~. _ .__ _ __ ;T __ ' _ ;',: " -. __ _ '. ':"~~'~ - ... ,,,.~. 

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 

affiliation has no significant relation both in the types ,Discussant vs. Non-Discussant: X~ (4 . 

0.05) = 2.897) and levels (Highly Discussant vs. Less Discussant: X2 (4. 0.05) = 1.526) or scI roo 

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 S.d. N % Mean S.d. N % Mean S.d. N 0/0 Mean S.d. 

n 

Married 52 65.0 17.83 1061 53 36. 1208 2.055 105 46.5 14 .92 3319 22 29 . 6.59 () 95C; 
8 

Divorced 4 50 17.75 1.708 14 9.5 11.29 2.091 18 7.96 12 .72 3392 
-----j 

II I~ !Jill) I / (, i · I 
I 9 I) 

-~----
Widowed 3 3.8 17.00 1000 26 17. 1135 1.979 29 12 .8 1193 2.57(, 10 I ' , I - . ' 

.' (,." l , I : 

81 , 
Dating/ 21 26.3 17.24 0.889 53 36. 11.42 1.875 74 32.8 1307 3.116 " ~I I ~-- .) 

h 1:: I . :.' : ." 
30 I) I 

Cohabiting i 
Total 80 100 17.64 1.070 146 100 1163 1.990 226 100 13.76 3.353 74 100 6 .·11 

Chi-Square (/) / = 20.083. lif= 3 r = 7. 78S, lif=3 
Value / (3,0. OS) =7.8/S / (3,0. OS) = 7.81.5 

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=2:2) or married coupk:-, h~l\ L' 

found to be non-discussant of their sero-positive status to their sexual partner(s) \\hik16 . ~ 
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percent {N=53 of each) were found to be less-discussant group- on the issue. It is simple to 

~;~rrumt1tri<tJtfe~s;me_ ffoliLthe~calc~late'(r~ean ari1E_-stano~ ::- -=-atIeTI 'tatis-tiCscompufe-d~ai1a 
___ _~_~_ _ __----"-......0 - 0 - --=._ - ,.- . _ - - ._.-"-~_~==,,, . __ . _ _ -.. _~~-=~_="'_ 

-==-~~--=--== '-'"---'-- ~"-~'. --=-~~ - -'- =---~.---

.. ===":":;.==-=-
~~.~-~-~.-

_._- -~- .-~~.--.--~--~.~ ---~~ .. -----~---. 
FiIrrhennore, the results=of- the -tests of a null hyPotheses--~that could be written as 'is-- the 

parricipants' 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: / (3 , 0.05) = 

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

relation in the types (Discussant vs. Non-Discussant: X2 (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 paliicipants' ethn ic ity. 

Table 21. Ethnicity 

Ethnic Highly Discussant Less Discussant Discussant NOll-Discussant 
Group N ~XI .'It.'a ll S.d. N % Mun S.d. N 0;;. Mean S.d. " °It, Mean S.d. 

Amhara 31 -'8.1'1 17.HI 1.046 61 41.8 12.1 I 2.034 92 40.7 13.03 3.226 22 29.7 6.54 1.283 

Gurae:e 4 5.0 17.50 0.577 10 6.9 11.60 1.776 14 6.2 13.29 3.148 2 2.7 6.00 2.828 

Oromo 19 23.1'! 17.42 1.017 18 12.3 11 .28 1.994 37 16.4 14.43 3.476 21 28.4 6.52 IAOI 

Others 3 .' .1'1 17.00 0.000 3 2.1 10.67 1.155 6 2.7 13.83 3.545 3 4.1 6.33 1.528 

Silte 2 2.5 19.00 1.414 - - - - 2 0.9 19.00 1.414 1 U .t.00 -

Tie:re 5 6.3 I7AO 0.894 7 4.8 11.14 2.116 12 5.3 13.75 3.621 10 13.5 6.20 1.229 

Missing 16 lO .O 17.63 1.310 47 77.2 1\.28 1.942 63 27.9 12.89 3.312 15 20.3 7.00 1.254 

Items 
Total HO IOU 17.6.t 1.010 146 100 11.63 1.990 226 100 13.76 3.353 74 100 6A I 1.36./ 

Ch i-Sqll are :i = 11.691, df=6 :i = 14.041. df=6 
(X) " 111111' ;i (6,0.05) =12.592 :i (6.0.05) = 12.592 

From the total highly discussant group of participants' the Amharas and the Oromos accounts for 

38.75 percent (N = ."\ I) and 23.75 percent (N= J9) in that respective order. While those who missed 

the itcm by. saying 'we are mixed-up, Ethiopians, etc' accounts for 20 percent (N = J6) . Among 

the less discussant group of participants, while those who mi ssed the item accounts for 32.19 

percent (N =47), til e Amharas and the Oromos also accounts for 41.78 percent (N =61) and 12 .33 

pcrcellt (N = 18) ill th at respective order. On the other hand, 29.73 percent (N=22) , 28.38 percent 

(N =21) and 20 .27 percent (N=JS) of the non-discussant group of participants were found to be 
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Amharas, Oromos and those who missed the item, respectively. The calculated mean and 

-- - - --- - -

_ _ standard deviation statistics also revealed the same result. 
~--~;;-: -~- "'_~- -. ~- --.--_._.:""", •• ~ --~ - _0" _=------;;;, __ .---
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• 
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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: X2 (6, 0.05) = 14.041) while it has no 

significant relation in the levels (Highly Discussant vs. Less Discussant: l (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 NOI1-Discli HillI t 
Status N Mean S.d. N Mean S.d. N Mean S.d. N Mean S.d. 

Employed 53 17.55 0.911 83 11.63 1.967 136 13.93 3.327 35 6A9 1.192 

Unemployed 27 17.81 1.331 56 11.55 2.026 83 13.59 3.468 34 6.35 1.475 

Retired - - - 7 12.29 2.138 7 12.29 2.138 5 6.20 1.304 

Total 80 17.64 1.070 146 11.63 1.990 226 13.76 3.353 74 6Al 1.364 

Chi-Square (X 2
) X' = 4.893, df=2 X = 4.704, df=2 

Value X' (2,0.05) =5.991 X (2,0.05) =5.991 

Organi7.ational Hiohly Discussant Less Discussant Discussant 
. --

NOIl-DISClISS(lII( 
Types N Mean S.d. N Mean S.d. N Mean S.d. N Mean S.d. 

Skipped Items 27 17.81 1.331 63 11.63 2.034 90 13.49 3.393 39 6.33 1.439 

Governmental 21 17.43 0.346 29 11 .69 2.089 50 13.10 3.303 9 6.67 1.58/ 

Organizat ions 
No n-Governmental 12 17.42 0.900 12 11.75 2.340 2.t 1.t.58 3.37.t 

--1-._--
7 IoA3 I U~ 7 

Organ izations 
Pri vate 6 17.83 0.983 l.t 11 .86 2.107 20 13.61l 3.3.t5 10 

--------- +- ----1 
(.jll i I PJ.! I 

Organizat ions ' I ---:-t- ------ -
Scll~Ell1ployed l.t 17.71 1.139 28 11 .39 1.663 .t2 13.50 3.366 I) (, ~(, Ii ~ -'(, 1 
Tota l 80 17.6.t 1.070 1.t6 11.63 1.990 22(, 13.76 3.353 7~ (,.tl I ifJ-I 

Chi-Square (;I) i = -1.671, IIf=-I :i = 7.60/, df=4 

~ Jla /ue i (4,0.05) =9.488 X (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),38.36 percent (N=56) and 
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45 .95 percent (N=34) of the unemployed group were found to be highly, less and non-discussant 

group of t~~:::!ositive statu:, to thei~ sex~l, p~r!!1er(s). 

-----~~~ 
The organiiaiiorial~-t~ cl tho~f>loyoo=participants also--differs2":~.:m:eng=thosewlf0were-

govenU11ent employees 26.25 percent (N=21), 19.86 percent (N=:29) and 52 .70 percent ('\ 39) 

were found to be highly, less and non-discussant groups of participants. 12 percent (N: · 15) ;\jej() 

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 govenm1ent 

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=IO) and 

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

In addition, the non-parametric chi-square calculation was computed to clearly ohscnc thl' 

relationship between the types and levels of self-disclosure related discussions based 011 the 

participants' employment status and organizational type they were working in . The null 

hypothesis of 'is the parUcipants ' employment status and organizational type independent of the 

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

,Fequency'. The calculated chi-square statistic value revealed that the participants' employment 

status has no significant relation both in the types (Discussant vs. Non-Discussant: X2 (2, 0.05) = 

4.704) and levels (Highly Discussant vs. Less Discussant: X2 (2, 0.05) = 4.893) of self-disclosure 

related discussion to ones sexual partner(s). Moreover. the participants' organizational type 11<l ~ 

also no significant relation both in the types (Discllssant vs. NOll-Discussant -/ (-I . () 0:") 

7.601) and levels (Highly Discussant VS. Less Di scussant: '/ (4. 0.05) : 4.(71) oi'sclr-d i-;l'lll "llll' 

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 

birr 
1001-1500 8 10.0 17.50 0.535 15 10.3 11.73 2.434 23 10.2 13.74 3.427 5 6.8 6.80 

birr 
1501-2000 4 5.0 17.75 0.500 5 3.4 12.80 2.388 9 4.0 15.00 3.202 ::; 6.S 6.20 

birr 
Above 2000 9 11.3 18.11 1.269 10 6.9 11.70 1.889 19 8.4 14.74 3.649 

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=5) and 6.85 

percent (N= 10) from the less discussant groups; and 32.43 percent (N '--= 24). 46.0 percent (1\ ' 3-lJ. 

8.11 percent (N=6) , 6.76 percent (N= 5), 6.76 percent (N =c~ 5) and 0.00 percent (N cO) from lh \.., 

non-discussant groups in that respective order. The mean and standard deviation statistics also 

showed the same. 

In testing the null hypothesis of '/s 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 signiticant 

group differences both in the types (Discussant vs , Non-Discussant: X2 (5, 0.05) = 13 .311) and 

levels (Highly Discussant vs. Less Discussant: £ (5. 0.(5) = 18 .903) of self-disclosure relat ed 

discussions among participants based on their average family monthly income 

Table 24 discusses the association of types and levels of sel f-discl osure related discussion \\ i til 

time since diagnosed 
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Table 24.Ti~.~ si~ce Diagn~~ed=,~~, __ ~ ~~~. ,_ 

Time ,'. Highli :q)js.cus-sant - -, -Less-l)iscussant Non-Discussa'nl 
SinceN. ~ _ ;e:ah, .B.d. =l)t ~/o,_. ___ Mean S.d. N 

Diagnosed , 
~ Mean - S.d. 

Only 
before 

19-.--.-c---"-S;hl.~",=.~~~'Ot:t9: - 8 ~ :~;s"=~--:7:E=r=o:'991 I 
c=::-:::-=~~' ~~""'-= <~"]'-'-"""-:O' - ""'-

I 
three 
months 
3-12 14 17.5 17.57 1.016 20 13.7 6.50 1.690 I 

I 
10.8 1.899 15.0 13.79 3.574 8 11.15 34 

months 
1-3 years 18 22.5 17.61 1.195 37 25.3 11.27 2.143 55 24.3 13.35 3.539 25 33.9 6.40 

3-5 years 24 30.0 17.88 0.947 36 24.7 11.83 1.964 60 26.6 14.25 3.398 16 21.6 6.38 

5-10 years 11 13.8 17.27 0.647 31 21.2 12.00 1.770 42 18.6 13.38 2.811 14 18.9 6.00 

Above 10 7 8.8 18.43 1.397 9 6.2 12.11 1.833 16 7.1 14.88 3.612 3 .t . l 6.33 

years 
Total 80 100 17.64 1.070 146 100 11.63 1.990 226 100 13.76 3.353 7.t 100 

.~ 

(,./ I i 
Chi- r=3.390, df=5 X'=4.28/, d(=5 

Square r (5,0.05) =11.070 

(t) Value 

r (5,0.05) =1 I. (j7() 

From the highly discussant group of participants those know their sero positive status 3-S years, 

1-3 years and 3-12 months back accounts for 30 percent (N=24), 22.S percent (N=18) and 17.S 

percent (N= 14) while each accounts for 24.6S percent (N=36), 2S.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-S years and S-10 years accounts for 33.78 percent (N=2S), 2l.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 rhe time since 

diagnosed is independent of the participants ' types and levels of sero-positive star us 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: X2 (S , 0.05) = 4.281) and 

levels (Highly Discussant vs . Less Discussant: X2 (S , O.OS) = 3.390) of self-disclosure related 

discussion to ones sexual partner(s) . 
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Table 25 discusses the association of types and levels of self-disclosure related discussion with 

ways to know sero-positive stat~s 
~:= .. ----- ~ -=---="~ ~-
~.....,.-- -- --

Tab 

·Ways to 
Know 
Sero- N % Mean S.d. N % N % Mean S.d. N % - Mean S.d. 

Positive 
Status 

Through 
medical 
related 
testi 
Through 
non­
medical 
related 

49 61.25 17.7 1.004 92 63.0 

31 38.75 17.6 J.J 79 54 37.0 

II.S 1.980 141 62.4 13.7 3.401 52 70.3 6A 1.399 

11.8 2.013 8S 37.6 13.9 3.288 22 29.8 6.6 1.299 

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 .0 I percent (N=92) of the less 

discussant and 70.27 percent (N=S2) 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 sera-positive 

status independent of the participants ' types and levels oj"sero-positi1'l:! sta fliS diSc/OSlin' rclu/ C'd 

discussions to one 's sexual partner(s) . showed that the ways to know se ro-positivl' statu s hdS 11(1 

significant relation both in the types (Discussant vs. Non-Discussant: 1.. 2 (1. 0.05) _co J .509) and 

levels (Highly Discussant VS. Less Discussant: X2 (1 , 0.05) = 0.069) of se lf-di sclosure related 

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

;- - . - '_~~~':~~_""~::~_~=' ' _____ ---,.-.",..........,......,~._- '"'".-, .c. _ _..,___ _ 

--current CD-4 status 
---------~-

-- =~-."'-===--==-
~- .,-,~~-.,----~ - ~- ----

----.----~--- _. '- _ .. _. 

Current Highly Discussant Less Discussant Discussant NOIl-Discussallt 

• 

• 

• 

CD-4 N 0/0 Mean S.d. N 0/0 Mean 
Status 

S.d. N 0/0 Mean S.d. N 0/0 Mean 

Only less 5 6.3 18.0 0.707 7 4.8 10.6 2.149 12 5.3 13.67 4.163 8 10.8 6.5 

than 100 
101-150 9 11.3 17.4 0.726 19 13.0 11.1 1.779 28 12.4 13.11 3.392 8 10.8 6.9 

151-200 12 15.0 18.0 1.651 25 17.1 11.6 1.981 37 16.3 13.65 3.576 11 14.9 7.0 

201-250 12 15.0 17.8 0.937 26 17.8 12.2 1.877 38 16.8 13.97 3.115 11 14.9 5.8 

251 -300 16 20.0 17.3 0.931 28 19.2 11.9 2.054 44 19.5 13.86 3.107 15 20.3 6.3 

Above 300 26 34.5 17.6 1.023 41 28.1 11.6 2.050 67 29.6 13.91 3.432 21 28.4 6.3 

Total 80 100 17.6 1.070 146 100 11.6 1.990 226 100 13.76 3.353 74 100 6.4 

Chi-Square r = 1.079, df=5 ;(=2.904. df=5 
(r) Value r (5,0.05) =11.070 ;( (5,0.05) =/ 1.070 

Those participants who had a current CD-4 count of above 300 (32 .5 percent or N'-<26) and ~51-

300 (20 percent or N=16) showed better proportion from highly discussant groups or 
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 sera-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 olles ' sexual partner(s) and the participants' current CD-4 status Chi-square 

calculation was ill order. The results of the null-hypothesis 'is currel7/ (,D--I \/a/II\ inciel)(,IIi/CIl/ 

of the participants' lypes und levels of'seIFdisc!osure related discllssions llili7 (lIlC'., \( ' \' f(U / 

partner(.\) ' revealed that the participants' current CD-4 status has no significant relation hnth III 

the types (Discussant vs. Non-Discussant: X2 (5. 0.05) = 2.904) and le\els (Highly Discussant \s. 

Less Discussant : "/ (5 , 0.05) = 1.079) of self-disclosure related discussion to ones sexual 

partner( s). 
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Table 27 discusses the association of types and levels of self-disclosure related discussion with 
~-.- us:e of-~tiretroviraid~~g~.:·_~~~~-~-~~_ ---_.. ---- --- ~c_~::~_~ 

- - -------

< -.. • --- • 

Use of Highly Discussant Less Discussant Discussant NOI1-Discus.\l/ 11 f 
ART N 0/0 Mean S.d. N 0/0 Mean S.d. N 0/0 Mean S.d. N 0/0 :vIean S.d. 
Drugs 

Yes 63 78.8 17.7 1.060 106 72.6 11.6 1.944 169 74.8 13.9 3.37-1 -19 66.2 (,5 1.38(, 

No 17 21.3 17.5 1.125 40 27.4 11.6 2.133 57 25.2 13.4 3.288 25 33.8 6.2 1.332 

Total 80 100 17.6 1.070 146 100 11.6 1.990 226 100 13.8 3.353 74 100 6.-1 1.364 

Chi-Square i = 1.030, df=1 i=2.058, df=1 
(i) Value i (/,0.05) =3.841 i (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 olantiretroviral drugs im/Cj7llldel7l 

of the participants' types and levels of self-disclosure related discussion with ones sexuLlI 

partner(s) ' revealed that use of ART drugs has no significant relation both in the types 

(Discussant vs. Non-Discussant: X2 (1, 0.05) = 2.058) and levels (Highly Discussant vs. Less 

Discussant: X2 (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 
----- ... - - - -- - -

Self- Highly Discussed Less Discussed Discussed I .'Vo,,-f)il ('11 .1 led 
------~ 

Disclosure N 0/0 Mean S.d. N (~) I Mean S.d. N (~) Mean S.d·l ;\ . ~, \lean S.t! . _.--------
Yes 79 9S.S 17.ii 1.07ii 78 1.')57 157 (,'1.5 15.0 3.121 T J~ r.J h.(1 .' . /.III 

1 
i 53.-11 11.3 

.-- ~ 

No I 1.3 18.0 - 68 -16 .6 1 10.9 1.785 69 J05 11.0 1.%7 I 3'1 :'2.; (l.~ I 1.5_"'5 I 

Total 80 100 17.6 1.070 1-16 100 I 11.6 1.'190 226 100 I H J.353 1 74 100 (1.4 I 1.36./ 

Chi-Square i =5(1.059, df=1 i = 1/.894. df=1 

(::I) Value i (1,0. OS) =3.841 i (1,0.05) =3.841 
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Participants were asked whether or not- they have disclosed their HIV positive status to their 

__us~xuaI15?tr:ner(sf' From t!3e -li-jg-h!a~~~s~nrgro~~ of pa!1ici}J~t~those who ans~~red~!!~ :' 

~ ~~_ ~_~_ _ ~ ~~~~H9ji:--=I1~sitiveIY accounts J~r_f~~~11_~=(N~12t~~~i1~-~1[-¥_ accounts for 53 ·1l~ p~r<2,~~. 
== ~-.. -~7'~~- "'":-~~~-m<R{-rs) and ~ii~af)~~~£5~~li-MHB~~ifl~GUS"S"a-nt gr01rf,-s::r1feitn~~~",-~;:. 

• 

• 

• 

~~-::;iid~-;~-d-a~d deviation stati~i;saIso~~learly revealef(;}fffet';n=-~ec;bothCin types and levels of sil"i~·--­

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

To check whether self-disclosure is independent of the types and levels of self-di sclosure 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: / (J , 

0.05) = 11.894) and levels (Highly Discussant vs. Less Discussant: X2 (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 NOll 
Period of Discussant Discussant Discussant Disclissallt 

Disclosure 

" fY;, 'Ieall S.d. N % Mean S.d. N (Yo Mean S.d. N o/.., Me,," S.d. 

The same 40 50.0 17.5 0.906 26 17.8 12.8 1.883 66 29.2 15.6 2.698 18 24.3 6.7 1.(118 

day. 
Within a 13 16 . .1 17.5 0.967 8 5.5 12.3 2.252 21 9.3 15.5 3.043 I fA lUI 0.000 

week. 

I 

Within a x IO.1i IX.X 1.165 14 9.6 11.7 1.899 22 9.7 14.3 3.832 6 X.I 6.:' 1.51- I 
month. 
Within 17 ! I.J 17.5 1.281 18 12 .3 12 .2 2.065 35 15.5 14.8 3.209 6 X.I (LX 0.983 

three 
months. 

Others I U 17.0 0.000 12 8.2 11.9 1.881 13 5.6 12.3 2.287 4 SA 5.X 1.]58 

Skipped I l.J 0.0 18.00 68 46.6 10.9 1.785 69 30.5 11.0 1.967 39 52.7 6.2 1.525 

Items 
Total xo I II Ii 17.6 1.070 146 100 11.6 1.990 226 100 13.8 3.353 74 100 6.4 1.3M 

Chi-Sqllare .i =66.596, "1=5 .i = 15.2 70, "1=5 

(X) I'allle X' (5,0.05) =11.070 .i (5 ,0.05) =11.0711 

From those who ha\c lound (0 be highly discussant group of pal1icipants about 50 pcrccnl 

(N =40) \\ere di sclosed their sero-positive status to their sexual partner( s) while the y accounts 

only for 17.81 percenl (N=26) and 24.32 percent (N=J8) in the less and non discu ssa nt groups of 

participants , respcctl\ely . From the ca lculated percentage, mean and standard de\iatlon It i~ 
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understood that most of the participants who _Qis~losed their sero-positive status to their sex ual 

._ Q.3rtner(s)-look 1JP-t<tiUl:ee---months time~ri~~~elf=disclosuTe~ since their--BiGigno-sis. 
__ ~~~;::W~-.~.~'" ~ ~_._ ~_ .. _ . ~:~~_-- _ - ~-;-- __ =~~.~:~-~~_~~~!~::.~~ 'C;-~~'- _~_ -"C,' •• _ ~~' _ -

--------

_ _ _ ____ _ _ _-=-",-:z-_=::~..."....... .. ,,::-. '-

~~==.-o -;1'elationRlfqr-=nTIween~tlletypes and:-cIev~els=-0F-seH"-afS"Cfos-ure reI~ted~ discuss-ions based on the 

• 

• 

• 

• 

palticipants ' time period for self-disclosure. The null hypothesis of 'is the participal1[s ' time 

period for se(f~disclosllre independent of the participants ' types and levels of se(f~disclosure 

related discussions. bOlh in extent and ji-equency '. The calculated chi-square statistic va lue 

revealed that the palticipants' time period for self-disclosure has significant relation both in the 

types (Discussant vs. Non-Discussant: X2 (S , O.OS) = IS .270) and levels (Highly Discussant vs . 

Less Discussant: X2 (S, O.OS) = 66.S96) of self-disclosure related discussions to ones sexual 

partner(s) . 

4.6 The Reasons for Self-disclosurelNon-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 res ults of the study showed that most of the palticipants strongly agree with items related to 

se lf-di sc losure and on items reflected the possible reason for self Non-disclosure_ The calculated 

mean for the tota l items were also found to be 116.94 with a standard deviation of 23.097 that 

refl ec ted similar results as discussed above . On average, 60 percent of all the participants f'ound 

to agree o n st atements related to reasons for self Non-disclosure, while above 70 percent of all 

the participants agree 011 statements that retlects reasons for self-disclosure. 

4.6.1 The Reasons for Self Non-Disclosure 

As it is Il1CntiollcJ above th e reasons for se lf Non-Disclosure are many and diversified. But. in 

thi s specilic stud y liticen (15) items that related to reasons for se lf No n-di sc losure \\'ere g i\L~ 1l l'or 

each participant tll e\:press th eir degree of agreement or disagreement on each item The res ult s 

or each it em were computed and depicted below in Table 30. 
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Ta ble 30 di scusses th e reasons for self-non disclosure among sexual partners li ving with HIV I 

AIDS. 
_ ,_ ------...oog:r 

..-.- ~~-

-Tatile.30. Reasons for Self Non~Disclosure 

Disagree - - =Missmg." Agree. . ~· __ ,~'=='tem· _.. - - ,-
Stl08glY:~ _. _. - Std. 
- - e5.ft~i l§jjev~ 

N %~. JJ= _ %=:- -.=JJ_ ,X · -N~I=o%=~ - : . 

38 12.7 56 18.7 . - 120 40.0 86 28.7 3.53 1.401 

2 Our relationship was pretty casua l. 

3 I cou ldn't figure out how to talk about the 
diagnosis. 

4 People have big mouths and may te ll 
others. 

5 We didn't know one anoth er very well . 

6 Concerned my sexual partner/s wouldn't 
understand . 

45 15.0 44 14.7 1 

50 16. 7 49 16.3 

58 19.3 64 21 .3 

46 15.3 55 18.3 

32 10.7 60 20.0 

7 I worried person would no longer like me 43 14.3 68 22.7 -
after knowing 

8 My diagnosis is my own private 45 15.0 72 24.0 1 
information . 

9 Concerned how my sexual partner/s 30 10.0 52 17.3 -
would feel about me after knowinq . 

10 I don' t have to tell anyone if I don't want 45 15.0 75 25.0 1 
to. 

0.3 

0.3 

0.3 

0.3 

11 I have a right to privacy. 40 13.3 68 22 .7 1 0.3 

12 I felt ashamed about being HIV-positive. 33 11 .0 63 21.0 4 1.3 

13 Our relationship wasn't very serious . 18 6.0 46 15.3 

14 I had difficu lty accept ing my HIV status. 25 8.3 45 15.0 

15 I didn't know how to tell my sexual 26 8.7 41 13.7 
partner/s about mv diaqnosis. 

125 41.7 85 28 .3 3.54 1.420 

121 40.3 80 26 .7 3.44 1.454 

107 35.7 71 23.7 3.23 1.498 

127 42.3 71 23.7 3.41 1.417 

130 43.3 78 26.0 3.54 1.347 

11 0 36.7 79 26.3 3.38 1.443 

11 1 37.0 71 23.7 3.30 1.439 

136 45.3 82 27.3 3.63 1.316 

11 0 36.7 69 23.0 3.28 1.438 

115 38.3 76 25.3 3.40 1.416 

120 40.0 80 26.7 3.50 1.367 

135 45.0 101 33 .7 3.85 1.213 

150 50.0 80 26 .7 3.72 1.242 

151 50.3 82 27 .3 3.74 1.240 

Most o f the reason s lor self Non-disclosure among sexual partners living with HIV/AIDS were 

found to be re lationshi p matters. For all the participants being none very close Il1 relati onshi p 

(687 pe rcent ), casua l nature of relationship (70 percent), not known each oth er \e ry we ll (66 

perce nt ) and loss re lati onship (78.7 percent) were found to be a reason fo r se lf No n-d isc losure. 

O th er reaso ll s fo r se l f' Non-di sc losure also related to infollllat ion transmi ssion. 66.7 pe rcent of 

th e pa rti cipants did not figure out how to talk the diagnos is, 59.4 percent of th e participants ha ve 

tear to tell others in the part of their sexua l pa rtner(s), 69.3 percent of the part icipants ha\"C fear 

or Il (}t un dersta nd in part of' the other sexual pa rtner and 77.6 percent of th e part icipant s did not 

kll()\\ 110\\ to t<llk the d iagnosis to th eir sex ual partner(s). 

]>macy related issues we re also fo und to be reasons for se lf No n·d isc losure. Among ::; uch 

reason s, ()6 percell t oj' th e pa l1icipants have fea r of disli ke , 72.6 percent of the pa rti c ip;lI1 ts ha\e 

!'car 0 1' l'lI tlire rel;l ti o Il Slll P, 59.7 percent of th e partic ipants have lack of interest. 60 7 pc rccilt uf 
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the pal1icipants believed -that they have the right-to- private information, 63.6 percent of the 

:- ~~~'-~~~~~,_--~aTticiiiill~~sJu~ti f~3t£ljvacy ':1'5 a re:~~lf-E§§~~~~:elope~sJ~~e'o~E1l2~~~~Ypercent of the ' 

-~~=+:;:~nt::~::~~:t::::.=.~:~ 
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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/A IDS . 

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 di fferent reasons sixteen (16) items were given for an participants to shO\V' 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, 

Reasons for Self-Disclosure Disagree Items Agree Mean Dev, 

N % N % N % N % N % 
Wanted to see how my sexual partner/s 
would feel about me after disclosinq 19 6,3 20 6,7 1 0,3 89 29,7 171 57.0 4.24 1,164 
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, 
I wanted to educate my sexual partner/s 18 6,0 33 11,0 - - 95 31,7 154 51.3 4.11 1.219 
about the disease, 
Didn't want to carry this around by myself 12 4,0 33 11.0 2 0.6 112 37,3 141 47.0 4.12 1,125 

I fe lt a sense of duty to tell my sexual 12 4,0 36 12,0 1 0.3 97 32,3 154 51.3 4,15 1157 
partner/s 

i 
I 
I 

Wanted to make sure that people know 20 6.7 59 19.7 - - 106 35,3 115 38,3 3.79 
I 

1.316 I 
the seriousness of the disease, 
It would be cathartic. 18 6,0 50 16,7 1 0.3 112 37,3 119 39.7 3.88 1.264 

I wanted my sexual partner/s to know 17 5.7 37 12.3 1 0,3 106 35,3 139 46,3 404 1.214 i 
what he or she was getting into by being 

I in a relationship with me. 
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 I 
disease , 
Wanted to find out if my sexual partner/s 20 6.7 47 15.7 - 109 36.3 124 41,3 3.90 1.279 
would be with me after disclosinq 
Didn't want to risk any more health 12 4.0 42 14.0 - 111 37.0 135 45.0 4 .05 1.171 
problems for me or my sexual partner/so 
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 I told him/her 
Would be able to get information off my 15 5.0 39 130 - 125 41.7 121 40.3 3.99 1 174 I 

chest I 
Wanted to make sure that people know 20 6.7 59 19.7 - 106 35,3 115 38.3 3.79 1.316 I 
the seriousness of the disease . I 

I felt obligated to tell my sexual partner/so 10 3.3 36 12.0 1 0.3 115 38,3 138 46.0 4 12 1.11 1 I 

My sexual partner/s had a right to know 15 5.0 43 14.3 1 0,3 104 34,7 137 45.7 402 1.220 I 
what was happening to me. , I i 
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On average, above Se\lenty percent of all the participants show their agreement on each item . The 
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To understand the reasons for self-disclosure among sexual partners living with HIV/AIDS , the­

sixteen (16) items were categorized into four specific issues, namely Responsibility, In struction , 

Re lationsh ip Consequences and Emotional Release. The discussion for each issue follows . 

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. 
Disagree Items Agree Dev. 

N % N % N % N % N % 

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 happeninq to me. 
I felt a sense of duty to tell my sexual 12 4.0 36 12.0 1 0.3 97 32.3 154 51.3 4.15 1.157 
partner/so 
I wanted my sexual partner/s to know 17 5 .7 37 12.3 1 0.3 106 35.3 139 46.3 404 1.214 
what he or she was getting into by being 
in a relationship with me. 
Didn't want to ri sk any more health 12 4.0 42 14.0 - - 111 37.0 135 45.0 405 1.1 71 
problems for me or my sexual partner/so 
I felt obligated to tell my sexual partner/so 10 3.3 36 12.0 1 0.3 115 38.3 138 46.0 4.12 1.1 11 

From the sixteen (16) items five (5) items were responsibility related reasons for se lf-di sclosure 

among sexual partners living with HIV/AIDS . As it is shown in Table 32 amon g a ll the 

participants eigh ty percent or more of them agree on the reasons for self-disclosure that re lat ed to 

respo nsibility. The minimum mean statistics of the five items also found to be 4.05 that 

strengthen th e results discussed above. 

Table 33 di sc usses the reasons for self-disclosure that relates to instruction or ed ucating others. 

Tabte 33. Reasons for Self-Disclosure-- Instruction 

Strongly Disagree Missing Agree Strongly Mean Std. 

SI Reasons for Self-Disclosure Disagree Items Agree Dev. 

N 
N % N % N % N % N % 

1 Wanted to make sure that 20 6.7 59 19. 106 35.3 115 38 .3 3.' G . 316 , -

I 
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 41.0 376 1 394 

about the disease . 7 

3 I wanted to educate my sexual 18 6 .0 33 11 95 31.7 154 51 .3 4 11 1 219 

partner/s about the disease. 0 

72 



Three (3-) items that clearly reflected instruction related -reasons for self-disclosure were 
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respective order. The~cireulated mean and standard deviation statistics also~evealed similar 

results. 

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

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

Strongly Disagree Missing Agree Strongly Mean Std. 

S/ Reasons for Self-Disclosure Disagree Items Agree Dev. 

N 

1 

2 

3 

4 

N % N % N % N % N % 
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 
I wanted my sexual partner/s to know 17 5.7 37 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. 
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 
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 I told him/her 0 

Self-disclosure of one's HIV status to hislher sexual paliner(s) might have relationship 

consequences . Such relationship consequences might be reasons for self-disclosure. From the 

relationship conseq uences four items were included among the reasons for self-disc losure among 

sex ual paltners li ving wi th HIV/AIDS . The percentage of paliicipants in their degree of 

agreement or disagreement, the mean and standard deviations statistics were computed and 

depicted in Tab le :14 . 

Most or the participants responded positi vely on all the four items. In this regard , sexua l partners 

wa nted to see ho\\ th eir co unter sexual partners would feel about them after disclos ing, \\ 'anted 

to know their sexual IXl ltners' were getting into by being in relationship with them. wanted to 

make sure that \\he th er their sexual partners would be w ith them after disclosing, and wanted to 

see the reactions or their sexual partners atte r they told them the issue were round to accoun t 

~Cl.7 percent . S4() percent, 77.6 percent and 8 1.4 percent , respectively. The minimum mean 

sta ti stic was found to be 3.90 (w ith s.d.=I.279) that would ref1ect sim il ar results as described 

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

Table-35~eason-s:for-Self-Di~closure~E~otional Release -:-. 

----=....:.:..-~-:--~ =--=-. ~- ~,,-, .-.-~"",,,,~-~- Strongly 
SF~~~on~.tQrSSJlfDlsCiQ!iur.e~-,::= - Disagree 

.~ ~ R~~:~- ~'~_l0 Carry . ~ . __ . --:;~~:L= ~;.~ 
.z.- u i t would be catnartic. · 18 6.0 50 . 16:7- - T : -u:3 "1'12 37.3 .~ _39.7 . 3.88 1.264 

3 Would be able to get information off my 
chest 

15 5.0 39 13.0 125 41 .7 121 40.3 3.99 1.174 

4 My sexua l partner/s had a right to know 
what was happening to me. 

15 5.0 43 14.3 0.3 104 34 .7 137 45.7 4.02 1.220 

Emotional release might be a case for self-disclosure of one 's sero-positive status to hi s/her 

sexual partner( s). Four (4) items, in this regard, were included among the reasons for self­

di sclosure in th e qu estionnaire 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 beli eve that th eir sexual partners had a right to know what was happening to them (80.4 

percent) so that th ey have disclosed their sero-positive status to their sexual partner(s) living with 

HIV/AIDS. T he 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 d iscusses th e general findings of the reasons for sero-positi ve statu s se lf-di sclosure and 

s elf~no n di sc los ure among sexual par1ners living with HIV/AIDS . 

Table 36: General Findings 

Rcasolls for Self-Disc/osure! Calculated Statistic 
NOIl-Disc/omre Mean Std . De\ iation 

R e.\jltlllsibi litr 20.61 4.398 
111 stl"uctiOI1.1 11 .66 3. 1-1 1 

R d at iOIl sh ip COl/self II I'll ces 16.22 3.666 

El1Iotiol/tll Release 12.00 2.8 88 

RetlSoll.\PII· SdrDi.lc/osul"e (Total) 64.46 13.55 1 

Retlso/lspil' Setl NolI-Disclosure (Total) 52.48 14 . .\ I I 

RetlStlll·\PII" SetrDisc/oslIl"e & Self-NolI- Disc/osure (Towl) 11 6.94 2~{)9 7 

In g<: n<:ral. th<: ca lcul a\cd mean and standard dev iation stati sti cs (see Tabl e 37) c learl y 1\: \,<:a k J 

that a ll thc thirt y O Il C (3 1) reasons for se ro-pos iti ve statu s se lf-d isc losure and se lf no n-di sc losure 

alll ong sexua l partn ers li ving with HIV/AIDS could serve as a reaso n both in it em or grou p 

l e \l~ l s . 
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rclevant similaritie; with -the -hypothesis. The de-tails~for alJ::the findings discussed -below. 

4.7.1 Experiences of HIV Positive Status 

According to UNAlDS (2001) report there was a great deal that people need to know befo re 

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 (Yo) diagnosed only before three months of this study while others (N=! 9 or 

6.3(1'0) were also tested before 10 or more years. About half of the participants were tes ted 

between 1 to 5 years period. Thus, the finding resulted in the expected conclusion. In addition, 

about 65 percent (N= 193) knew their sero-positive status through medical related testing while 

the rest 35 percent (N = 1 07) knew their status through non-medical related testing. 

Moreover, from all the pa11icipants 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 eq ual to 

200 counts. 

About 72.7 percent (N =218) of all the pa11icipants 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 o f 

ART dru gs diJ not recommended by their medical doctors as their CD-4 status is ok. The rest 

43.9 percent (N =]()) of them did not start ART drug use because they need so me more 

counseling (12.2 ':'11 or N= IO) and time (1 3,4% or N=II) for decision making and lack oj' access 

to enough and nutritiou s foods (18 .3% orN=15). 

4.7.2 HI\' Positive Status Self-Disclosure and Self- non disclosure 

Self-Di sc losure is not a one-time event , but was experienced as a process. It is not only 3 11 

outcome. it is also a process. Kimberly (2004) has developed a Six-Step Di sc losure ProCeSS 

Framework . 111 th l:' st ud y, ill general , 64.0 percent (N= I92) of all th e pa11icipan b re\e,IIcJ tl13t 
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-
positive status to their sexual partner(s) the same daiottheirdiagnosis. 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 statu s to their sexual partners after three months period since diagnosed . 

In this regard eleven researches were conducted in sub-saharan Africa. In these resea rch 'Norks 

the average rate of di sc losure among current and/or steady partners was 49 percent which is less 

than the result of thi s 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 

th e 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 (2006) 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 stud y do ne by 

Hiwot (2006). It should be also noted that women often disclose to multiple categories of peopl e. 

A research done on gay men also revealed that only 52 percent of the casual sex ual partners had 

been infoll11ed of th e partic ipants' HIV status (Serovich and Mosack, 2003). The res ult ma y be 

difTerent because of the sexual orientation of the paJiicipants. 

4.7.3 Benefits and Risks of Self-Disclosure 

I-IIV positive s tatu ~ disclosure to one's sex ual partner(s) has many benefits and probably ri sks. 

From the results of different resea rches conducted in different countries of the world. WHO 

(2004) have summ<lrJl.ed the potential benefits in four items and ri sks in seven items. lhat \\ere 

used in thi s specifi c research \\·ork. 

In thi s spec ifi c research, onl y those who already have disclosed their sero-pos itive stallis to their 

sexual partncr( s ) \\ ere asked to show the level s 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 ilS it was 
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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 disclosure 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, 

organi za tional type , time since diagnosed, ways to know sero-positive status, cUITent CO-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 sex ual 

partner( s). 

On th e other hand , marital status has shown significant group difference in the leve ls of self· 

disclo sure related dIscussions while it has no significant group difference in the types of self 

di sc losure related discussions. Ethnic group has also shown significant group diffe ren ce ill th e 

types of self·disclosure related discussions while it has no significant group diffe ren ce ill th e 

lc\els ofselfdiselosure related discussions. 

\\ 'herea s, average monthly family income, se lf-disclosure and time period for sel f·di sc losure 

have showll sq;nili ca llt group differences both in the types and levels of se lf·dlsc losure related 

dIscu ss Ions . 
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(developed vs. daeloping 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 paJ1icipants showed strong agreement with items related to self-disclosure 

and on items retlected the possible reasons for self non-disclosure . On average, 60 percent of all 

the pal1icipants found to agree on statements related to reasons for self non-disclosure, while 

above 70 percent of them agree on statements that retlect 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 is also another common reason that 

includes could nor figure out how to talk the diagnosis (66.7 percent) , fear to tell others in the 

part of their sex ual partner(s) (59.4 percent), fear of not understand in pal1 of the other sex ual 

partner( s ) (69.~ 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 

!"ear of dislike (6().0 percent), fear of future relationship (72.6 percent) , lack of interest (597 

percent). exercIsIng the right to private information (60.7 percent), keeping privacy «()~.() 

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

diagnOSIs (7(1. 7 percent) . 
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In t~1is specific study, the reasons for self-disclosure were categorized in four broad dimensions . 

-. --::~~~-~._" _:~ma}Or reasons ' for:: s~el~jsclosure wet:~~fq:utr@ft~:-~i'€sp0nsioil4Y __ ts~s_lIes -tn~t.-tncludes . 
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~eeling of obligat~ol'l (84-.3 percent). The second major reasOns for self dl~closui-ewere 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 

CaITY the burden (84 .3 percent), would be cathartic (77.0 percent), get of infolTnation 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 patiner 

(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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experiences of HTV positive status, rate of self disclosure, reasons fo-r sero-positive status self 

disclosure and sel f-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 

ananged Focus Group Discussions and Selected Case Studies were cancelled due to the burdens 

of staff members, tinancial 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 infol111ation and socioeconomic s tatus 

of the participants, th eir 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 sex ual 

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 follow s: 

5.1 Summary 

The results orthis spec ific study can be summarized as follows : 

Experiences of 1-1 IV Positive Status among Sexual Partners Living with HIV/AI OS 

I. Parti c ipant s had known their se ro-positive status at different time periods. A bout 52 

percellt or the participants reported that they have known their HIV pos iti\c status 

bet\\cell 1 to :) years ago. Moreover, 6.3 percent (or 19 participants) or all the partiL' lpanb 

ha\e kll()\\1l their sera-positive status before 10 years or more time period alld C~lI1 li\e 

Illore thall a decade positively with the virus . 
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2. Most of the pal1icipants knew -their sero-positive status through medical related testing--c 

~ .-:-gji.1y 35,"/ perceijtcQTjne7Ii~~ip"itnfi~poJte~ that th~x have kn9wn their -sgf~~!i'V~~-
.+ ---,,-:==-....=:::::;--- - - -_._. - -- --

_.~_~~_,'C;:--=~~tus through n0I1~ln~t~?tlel~te~~te.SJing~4~3~ctcent of them kne~~~i.!:~=~ __ 
'-~-=---:-:. .. ....,.- .:.:.=.::::.~'-'--. - .. ---- .- ' ''''-.~~--'- --=~-'''"'''-''''''--'''''-' 

~~ _ _ =""""_c:C'._. ~P""u~~,'R1~ status flil·Ottg~~=F~'atgtftestitlF .. "-- ~ 

-=----=--~-.. 3. 
- -------+-.. ------

The majority of particip'ants- ·could maintai~--their- CUfrent CD-4 status more-thin 200 

counts. 65.3 percent of all the participants reported that their CD-4 count was more than 

200 counts whil e 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 stal1ed for different rea sons. 

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 pal1icipants 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 . 

H [V Positive Status Self-Disclosure an d Self-non disclosure of the Participants 

I . Majority of the pal1icipants have disclosed their sero-positive status to their sex ual 

partner(s) by themselves . 64 percent of all the participants have rep0l1ed that th ey 

have self-di sclosed their HIV positive status to their sexual paI1ner(s) \\hil e 36.0 

percent of' them rep0l1ed on the other way. 

2 . Self-disclosure is not a onetime event, but was experienced as a process . Thu s. the 

disclosure process took different time periods among the different paniclpant s. 

irrespective of the reasons . 43 .75 percent of all those who have report ed th a t they 

have disclosed their HIV positive status to their sexual paI1ner(s) made known their 

statu s th e same day after their diagnosis while 8.8 percent of them took more than 

three ll10nths perIod . 
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Benefits and Risks of HIV Positive Status Disclosure 

. cl ::]-~o:p6's11ive statu!Cselfi~$~!irP~to~O(Hi'e'$.~sJ~~;:taLRarth~i{sr·miCght havi~diff5:.f~i~i=~~"--
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- e- Most of the participants were strongly agte~iangeafiom 45.83 to 55.73 percent 

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 . 

e The 0ppOliunity 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 . =6.747) 

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 

e 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 c{[re 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 tllOuglitj'ully; 

increased opportunities to discuss and implement HIV risk reduction with 

par/llers ; and increased opportunities for instrumental and expressive socia l 

sUPf)()rt showed a ' mean statistic values of 3.91 (with s.d.= 1.392), 3.90 (w ith 

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

-1-. 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 (kic losed 

participants in this specific study Loss oj' economic support (mean =-1-.24 . S.d. = 

1.235) , Ahandonlllent (mean=4.21 , s.d.= 1.273), Violence or (Ih([IIc/()/lIi/('/l1 ()II 

cliildrc/I (mean=4.15, s.d. = 1.298), Physical (lnd eillotional {Jhl/\(' (mcan =-1-04. 

s.d.= 1.347), Discrimin(ltion(mean=3.99 , s.d .= 1.354), Disruptio/l oj /i /lillh ' 

reflil/()/Is/Zip (mean=3.97 , s.d. = 1.454) , and Bla/lle (mean=3.91, s.d.= 1.3 87 ) ha\c 

got the prIority in that respecti ve order. 
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. rypes and Levels of Self-Disclosure Related Discussions 
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the -rest 25 percent (N=74 ·participants) showed that they.7i:hcl not have self­

disclosure related discussion with their sexual partners. 

• 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 

• A c lear 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 . 

• About half of the participants showed less level of self-disclosure rel ated 

discuss ions while more than a quarter showed higher levels of disclosure related 

discussions. Only about a qual1er of all the participants revealed theIr non­

discussant level of self-disclosure related discllssions. Those \\·ho did not have 

disclosure related discussions and those who have both less and hi gher le\els of 

sc i r-disc los ure related discllssions revea led a mean scores of 6.41 (\\Ith s.d. = 

1. :1(4) , a mean scores of 11.63 (with s.d .= 1.990) and a mean sco res or 17.64 

(wi th s.d.= 1.070) in that respective order. 

• .A ll th e participants were found to be less frequently discussant o f their sero­

pOSIti ve status to their sex ual partner( s). They sco red a mea n value of I 1.9-l (with 

s d ."" -l~58). 
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employment status, organization.art'ype,' ilID.-e since diagnos-ed, ·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) . 

• Marital status has shown significant group difference in the level s of self-

disclosure related discussions while it has no significant group difference in 

the types of self disclosure related discussions. 

• Ethnic group has shown significant group difference m the types of self­

di sclosure related discussions while it has no significant group difference in 

the levels of self disclosure related discussions. 

• 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 

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

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

lor the total items were also found to be 116.94 (with s.d.= 23.097) that re!lected 

similar results as discussed above . 

• On average, 60 percent of all the pal1icipants found to agree on statements relat ed 

to rea sons for self Non-disclosure , while above 70 percent of all the participants 

agree on statements that retlects reasons for self-disclosure. 
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2. The Reasons fOl~Sero-positive Status SelfNon~Disclosure 

• ':-Qn~i~(l~(}ve:;;76 p:~cce~t . Qt:a1l}~e pmIiclpants=='-agree~~~~~m~nrs that .~ 
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HIV!AIBS were found to=be'relatioriship matters . ·For all the participants being 

non e 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 th eir 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 parti c ipants 

lack of interest, 60.7 percent of the participants believed that they have th e right to 

private infom1ation, 63 .6 percent of the participants justified privacy as a rea so n, 

66.7 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 . 

• T he calculated mean of 52.48 (with s.d.= 14.311) revealed that all th e lirt ee n 

items \\ere found to be reasons for self Non-disclosure among sex ual partners 

li\"ing \\ith HIV/AIDS. 

3. The Reasons for Sero-positive Status Self Disclosure 

• O n average, above seventy percent of all the participants show th e ir agreem ent on 

each item. The calculated mean statistic also found to be a minimum 01" 3. - C) (\\ ith 

s.d == 1 .'-')4) that clearly shown their agreement on each items. 

• Specilically, among a ll the participants eighty percent or more 01" them agree on 

the reasons for se lf-di sclosure that related to responsib ility. The minimum Illean 
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statistics of the five items aisu-found to be 4.05 (with s.d.= 1.214) that strengthen 

~-="~­
," ... :~~""-. 

~-:-:--.-~-

_~ ... __ 
.

. _.-.~-=_, __ -:_--.~--~~---:-----~~~~::~-=~~:~T~ .kllOWtn~~~;~I;;I~-e···--fj--- ~-.-~'pa 
___ _~), m rtne-m~~-!~~ 

---- - -

of the _ di~_~ffs~-=-,-,'::'~ 

• 

• 

• 

• 

were the instruction re1ated reasons fOl''Self'-discIo·sure among sexual partners 

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 I 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 paliners' 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 ri ght to 

know what was happening to them (80.4 percent) so that they have disclosed their 

sero-positive status to their sexual paliner(s) living with HIV/AIDS. The 

minimum mean statistic for the four items was found to be 3.88 (with s.d.= 1. 2()4) 

that revealed similar results as mentioned above. 

• In general . the calculated mean , standard deviation and other statistics clearly rC\'CJled 

that ~dl the thirty one (31) reasons for self-disclosure and Self-non di sc losure alllong 

se .\ual partners living with HIV/AIDS could serve as a reason both in item or group 

Ic\cl s. 
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5.2 Conclusions 
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socioe~;~-o-ri~icbackground a~d ~as0n~-fu~ -~~lf--dr;cl~~;re and Self-non d-jsclosure, were touche~r:c 
in depth . Therefore, based on the results of this specific study the following conclusions were 

made . 

People living with HIV/AIOS 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 CO-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 CO-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 positi ve status se lf-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 is sero-positive status self-disclosure problem among sex ual partners li vi ng w ith 

HIV/AIDS thou gh the rate seemed to be low. Majority of clients in the ART c lini cs hel\e 

di sc losed their scm-pos itive status to their sexual partner(s) by th emse lves. But, at least a third 

dId not yet disclosed their HIV positive status to their sexual partner(s) and 56.25'1., of" those sc I f­

disclo sed participants did not disclosed the same day of their diagnosis. Thus, the rate IS not In\\ 

in practic al terms. because: 

• the parti cipants of thi s study were ART clinic clients \\"ho ex pected to ha\c beller 

access to Inf"ollllation for proper decision making; 

87 



• A single individual who did not accept the result & disclose his/her sero-positive 
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Thus.Nl~ ei5cacy onEe eXistillg':"inforrriation disseminaHon mecnailisms and the poSt~testing--u'--
counseling services should be studied. 

Sero-positive status self-d isclosure to one's sexual partner(s) has different kinds of benefits and 

probably risk s. The 0pp0l1unity 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 c linic 

clients . 

The positive outcomes of sero-positive status self-disclosure to one's sexual pat1ner(s) are many 

and diversitied that can be categorizing in to four broad areas. Improved access to the necessaJ)" 

medical treatmenr (Ind care got the priority followed by improved opportunities to plan for the 

.filture care/ull), and thoughtfully; increased opportunities to discuss and implement HIT ' risk 

reduction with !wrtners and increased opportunities for instrumental and expressive social 

support , in that respective order. 

There are different ri sks associated with one's sero-positive status disclosure to hi s/her sex ual 

partner(s) that can be tested in seven well searched items. Loss 0/ economic support got the 

priority follo'vved by, Abandonment, Violence or abandonment on ch ildren, Physical and 

emotional aiJllse. Discrimination, Disruption a/family relationship, and Blame, respecti ve ly . 

There are man y reaso ns both for HIV positive status self-disclosure and self-non di sc los ure 

among c li ents of A RT c linics who have sexual paJ1ner(s) living with HIV/AIDS . But. most of 

the participants were round to strongly agree with items related to se lf-di sc losure a nd on It ems 

rell ec ted th e poss ible reaso n for se lf Non-disclosure . 

Most of the reasons for self Non-disclosure among sexual partners li ving with 1-1 IV /A I DS \\ere 

found to Ix: rel atiollship matters that include being not very close in relationship, casual n:ltu re of 

the relatI onship, llot known each other very well and lose relationship . 

Problems in informat ion transmission is also the other reason for se lf Non-d isc losure that inc lude 

did not fi gure out how to talk the diagnosis, fear to tell others in the pan or th e ir sex ual 
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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 I 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 I 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 co uld 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 sexua l 

partners li\ 'ing with I-IIV/AIDS were practical for seventy seven or more percent of a ll the 

participants. Relationship consequences related reasons include wanted to see how th eir cou nter 

sexual partners would feel about them after disclosing, wanted to know their sexual partners' 

were gett1l1g into by being in relationship with them, want to make sure that whether their sexua l 

partners would be wi th them after disclosing, and wanted to see the reactions of th eir sexual 

partners alier they told them the issue. Similarly, did not want to carry being sero-positl ve statu s 

by thelllsehcs. it wo uld be cathartic, would be able to get the issue off their chest, and believe 

that their sex ual partners had a right to know what was happening to them were cmotlonal 

release related rcasons for self-disclosure of one's HIV status. 

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

the se riou sness or the disease, the goal to teach others and to educate sex ual parlncr(s) also 

chosen by ~c\cnty or more percent of all the participants. In genera l, the reasons f<')r 1[[\ ' 
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discussions with their sexual partner(s). In further studying the levels of self-disclosure related 

discuss ions those individuals who did not have self disclosure related discussions with their 

sex ual pat1ner(sj were accounts for a quarter while fifty percent of them showed lesser level of 

se lf-disclosure related discussions. Clients' of the ART clinics who have higher level of se lf­

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 signiticant 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 leve ls 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 shO\,vn s ignificant group difference in the types of self-disclosure related discussions while it 

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

On the other hanel , other variables that relates to hospitals used, the sub cities co\'(~red , 

participants' sex and age, educational background, religious affiliation, employment statu s. 

organizational type, time since diagnosed, ways to know sero~positive status, CUtTent CD-4 status 

and use or antirctroviral drugs were found to be independent and showed no significant group 

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

partncr( s). 
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5.3 Recommendations 
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5.3.1 Short Term Recommendations 

1. Persons living with HIV I 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 I AIDS . 

As it was observed that self-disclosure related discussions among sexual partners 

living with HIV/AIDS is low. The problem ofsero-positive status selfnon-disclnsurc. 

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 hislher 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. , PL WHA) than on people who are at risk 

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

2. It is observed that people living \\ith HIV/AIDS, even those who are clients of AR-r 

clinics have low level of discussions on issues related to sero-positi\(: statu:; :;,:I!· 

disclosure for sexual panner(s), Thus , offer appropriate information with t!rcalcl 

emphasis on survival skills, the benefits and probable risks of HIV-positivc status 

self-disclosure and communication skills for proper transmission of self-di sclosure 

related information for sexual partner(s) living with HIV I AIDS in simple and 

understandable language should be in order. It should be further suppol1ed by 

awareness ralSll1g and advocacy programs through mass media in artistic and 

thoughtful manl1Cr. 

3. Offer professional post testing counseling services by trained professional coun selors 

that can facilitate behavioral change in the parl or person s li ving \\ith 111\ ' \11)" 

(PL WHA) should get proper emphasis. The current post tl's ting COUIN.:llllg "L'I\ I V,'" 
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should be encouraged, supported and sustained by trained professional counselors, 

professional ethics and community services, than health related paraprofessionals 
-- .- .-

~§;~J~p~rt >:"f~ and "':~r:gund~:~~al~h - institutions : --:B~au~~~IDjSt'el;ent of trained 
- ---- - -_. --- .... _._-_ ... _. -- -------.- --, --

. .c'-~···i~.~Pt07fss~TIat COl1fi~l.m;.s,,:.will~iicilitate behavi QI.~.tchallggai~-H~m~t-W l+k$..1!r,:~1 H tufTI_ .. 
.....:...~.:.-::-'-:"'---'-=--. -:-. -:.~::=---:--:::-:-- ':-.....::::,;--_.==-'=' -- . - - . --, .... ,;' .......... "'.-. " .... -~-'-'-' .. :. -_ .. - _.. - . ~ ~-~ ... -=----",,:..-~ 

. =Iria¥ .. ~:Vei:tt m.&!;::~ .QWlies~4lersQns': sexuaLJ3arine~--s;,rro;~-c-Omin~~-ite.a~\'\'1t-!1 

HIV virus. 

5.3.2 Long Term Recommendations 

I. 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 Addi-.; 

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 . 

2. 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 . 

3. Practical Implementation on the Policy, Strategic Frameworks. Strategic Pl ans and 

Guidelines. It should be understood that HIV/AIDS is not only a medical agcmb It 

should be fought through the involvement of multi-di sc iplinary profcss iona l:-; I"r\ 11ll 

different disciplines , especia ll y trained professiona l counselors . Without the 

involvement of such professionals the implementation of the existing policy, strat eg ic 

frameworks , strateg ic plans and guidelines could not be fully addressed and ripc what 

is expected in the documents . 

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

professional counse lors' involvement in the post-test counseling programs for the 

better prevention of the spread of HIV virus should be undertaken. 

92 



REFERENCES 

=_ AID.s~~SoQm:o~C_~nterc(-200_8): Monthly..J:II¥;Gare ~4 ARI'JIpdate.l1ttp:f:.!www.etharc.org 
- ~- O~~ _~~- •• ' -~ __ - -.- - -:~--::''':~7''''· ~_~ ~,~..;-.~ . .,~;- - ~--~ .=.~ '-<::';;'.:i.,:~~-, - - .-~---- ~ -'-

Backin, Andrew (2004). A Rough Guide to HIV, 3rd ed., How's That Publishing Limited. 

Federal HIV/AIDS Prevention and Control Office and Federal Ministry of Health (2007). 
Guidelines for HIV Counseling and Testing in Ethiopia, Addis Ababa. 

Federal HIV I AIDS Prevention and Control Office and Federal Ministry of Health (2004). 
Ethiopian Strategic Plan for Intensifying Multi-Sectoral HIV I AIDS Response (2004-
2008), Addis Ababa. 

Federal HIV I AIDS Prevention and Control Office Federal Ministry of Health (2007). 
Millennium AIDS Campaign Ethiopia (MAC-E), Addis Ababa. 

Federal MOH Disease Prevention and Control Department (2006): AIDS in Ethiopia: ill Report. 
MOH, Addis Ababa. 

Foundation for AIDS Research (2005). Women Sexual Violence and HIV . An amfAR 
Symposium, Rio de Janeiro, Brazil. 

Harvard School of Public Health (2006). HIV/AIDS and Gender-Based Violence (GBV): 
Literature Review. Program on International Health and Human Rights, Boston. 

Hiwot Getachew Degu (2006). Women's Self-Disclosure of HIV Infection: Rates, Reasons, and 
Baniers. Implications for HIV/AIDS Prevention (The Case of HIV Outpatient Hospital 
Clients and Members of PL WHA Organizations) , Unpublished Thesis Research, Addis 
Ababa University, Addis Ababa. 

Hubley, John (2002): The AIDS HancIboo~: A Guide to the Understanding of !\IDS and 111\'. ~'d 
ed. fully revised , lv1acmi1lan Publishers Limited. 

Kebede Deribe. et al (2005). Determinants and outcomes of Disclosing I I I V Scro-pllsi t \l' S t~ttLiS 
to Sexual Partners among Women in Mettu and Gore "l'o\\ns. lllubaborc lone. S. \\ . oj" 
Ethiopia. In Ethiopian Journal or Health Development, Addi s Ababa. 

Kemenga, M et al. (199 I) . Evidence of Marked Sexual Behavior Change Associated with Low 
HIV - I Seroconversion in 149 Manied Couples with Discordant I-IIV - I Serostatus: 
Experience at an HIV Counselin2 Center in Zaire . AIDS 5( I): 6 I -67 . 

93 



• Maman, Suzarme; Mbwambo Jeessie; Hogan, Margaret; Kilonzo, Gad; Sweat, Michael; and 
Weiss, Ellen (2001). HI\! and Partner Violence: Implications for HIV Voluntary 

~_ .. _Counseling and Testing..£rogramsin .Dar es Salaam. Tanzania. The Population Council 
Inc., New YorL . -.--: .. "--' . ~-~-

~---~ . -=::~~~=::~\j~tKS~#iat,..B2005}..J3;~U~~~siti~~ti6ff:Reducing HIV T-ransmlssibn ~mong = 
_:~ -' .~~~,;.p~ople Living~-wlth~mlIr.AID.S~assac~e~~t SD_ciety, Massa£.h~sgtts :~~,= .. -

• 

• 

• 

• 

Mawar, Nita: Sahay, Seema; Pandit, Apoorvaa; and Mahajan, Uma (2005 ). The Third Phase of 
HIV Pandemic: Social Consequences of HIV/AlDS Stigma and Discrimination and 
Future Needs. In Indian Journal of Medical Research. 122. pp 471-484. December 2005 . 

Mizanie Abate Tadesse (2007). HIV Testing from an African Human Rights System Perspecti\e : 
An Analysis of the Legal and Policy Framework of Botswana, Ethiopia and Uganda . 

University of Pretoria, Cap town. 

MOH Diseases Prevention and Control Department HIV/AIDS and Other STIs Prevention and 
Control Team (2002): National Guidelines for Voluntary HIV Counseling and Testing in 
Ethiopia, Bole Printing Enterprise, Addis Ababa. 

Norman, Amy; Chopra, Mickey; and Kadiyala, Suncetha (2005) . HIV Disclosure in South 
Africa: Enabling the Gateway to Effective Response. (http://www.ifpri.org/renewall) 

Olley, B.O.: Seedat, S.; and Stein, OJ. (2004). Self-Disclosure of HIV Serostatus in Recently 
Diagnosed Patients with HIV in South Africa. In African Journal of Reproductive Health" 
no . 2. pp. 71-76, August 2004 . 

Piot, Peter (2000). 'Global AIDS Epidemic: Time to Turn the Tide. In Science Ma£a/.inc. Vol. 
288. no. 5474 , pp. 2176 - 2178 , Geneva, Switzerland. 

Rigamonti , Andrea (undated): HIV I AIDS and Psychosocial Interventions. In HIV Curriculum for 

the Health Professionals. 

Ross, et al. (undated) : Psychosocial Aspects of HIV/AIDS: Adults . In HIV Curriculum for the 

Health Professionals. 

Southern African AIDS Trust (SAT) (2000) . Counseling Guidelines on Stress Management 
(series # 8). SAT, Harare. Zimbabwe . 

Southern African A ID S Trust (SAT) (2000). Survival Skills (series # 2l SAT. Il arare. 

Zimbabwe . 

Southern African A ID S Trust (SAT) (2000). Coun se ling Guidelines on Di sc losure ell' III \ . Sl~llll" 
(series # I ) .. SAT. Harare. Z imbabwe . 

United Nations Programme on HIV/AIDS (UNA IDS) and World Health Organization (WHO) 
(2007): 2007 Rep0l1 on the Global AIDS Epidemic (7th Global Report) . Gene\a. 

Switzerland . 

94 



• 
UNAIDS (2001). The impact of Voluntary Counseling and Testing A global reVlew of the 

--, ---~-. -~ ~~-.- -benefit~c:...and~lL~ges, G~nev~-S.:.witg;erlan.d __ -~~-~-__ -=-_ ~_ -"-;;~.;;.'--= _=-_~ 
:.:- -~.:,- -... -=-_~,=--;;~=-_=-__ --':"--::. ~ __ H~~_'-__ '_~~:~- --_. - -~-.-.:;;~-_--=-~-=-__ 

----

:.~=-- ~ _~~~:~_:tJNAIDS (200l)._ Cmiii§ffiITg:~ ·Volurrt~3II~t=::-Thjtihg- for Pregnant Wam~igl!~B:IV_~~":. 
~ - _____ : _ __ _0' ~evalenr;e~(§_~~ents,a~i}~~1ZerlaIli c-=~-~~=~--:- - ~ _ ~_--; __ 
. -'. - - -:--:~--"":"---~":""--=-=-"':""--?'='-'-="-- "' _~:2~--_~-'~:- ,'"--= --..,.",....,.,..--_~ :----=-~ --? _ :~_=:-='~"':"7'_:~..,.,,-,""7 _,,=~~~~~~~~, _..:....=::::...':==. 

• 

• 

• 

WHO (2004). Gender Dimensions of HIV=-Status Disclosure to Sexual Partners: Rates, Barriers .:­
and Outcomes, A Review Paper, WHO Publications, Geneva. 

WHO (2004). Violence Against Women and HIV/AIDS: Critical Intersections. Intimate Partner 
Violence and HIV / AIDS. Information Bulletin series, No.1, WHO Publications, Geneva . 

95 



• 

- ----~-- - ... --, -

- ---: '--~~~::..~--~~~~-
-.::-::='"'"---:--..;-:~----

="'=~- -=_ .. -. 
-

Appendices 

Appendix A: Letter oflnformed Consent and Self-Report Questionnaire 

• Appendix B: Guiding Questions of the Interviews and Focus Group Discussions 

Appendix C: Regional Ethical Clearance from Addis Ababa City Government Health 

Bureau 

• 

• 

• 



Appendix A. Letter of Informed Consent and Self-Report Questionnaire 

- .-

- ~~~2~~ Purpose of the Study~' The purpose Jo gate and 
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: I will be asked to complete a brief questionnaire related to HIV status self 
disclosure among sexual partner/so 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/so 

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. Bellefits: I understand there are no known medical benefits to me for participation in 
this study. However, the results of the study may help researchers gain (\ bClll'r 

understanding of the need, benefits and risks of HIV status di sclosure alllong ~c:-;L1al 

partners. 
6. Participant's Right: I may withdraw from participating in the study at any time . 
7. Financial Compensation: Participating in this study will not put me into any expenses. 
8. Confidentiality: I 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 n1ay 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 for Further Questions: If I ~of concerns, I can call ~ 
_ (the principal investigator) at ____ at any time during the day or 
n 

I understand 111)' rights as a re,'p(JI1r/ent/ mbject in the mentioned research. lIlld "Olil/Hi/rth 

consent to participation ill this st[((~)!. fllnderstand wltatthe stud), is about (llld hOIl' (llId wily if i\ 
being done. TIlliS, I do hereby state tltat I Itave read and understood tlte abm'e menfinn ed 

declaration and hereby state that I agree to tlte conditions attaching thereto. 

---------- -----
Subject'S Sigllatut"e Date Place (Name of the Hospital) 

Investigator's S' ature Date Place (Name of the Hospital) 



----- -- --
-- --
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ADDIS ABABA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

DEPARTl\,'lENT OF EDUCATIONAL PSYCHOLOGY 

(COUNSELLING PSYCHOLOGY STREAM) 

A QUESTIONNAIRE REGARDING 

HIV Status Disclosure to Sexual Partners Living with HIVIAIDS 

-:.-.:.-.--- '-:--:- - -'-

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 confidentiai 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 \vritten in any place in the questionnaire . Therefore, be kind crwugh 

to spare some time to answer all the quc stions and items frankl y and honcstly . Your I'rank JJl d h(l/ll:'1 

response ",ill have major contribution in thi s study that will be thankful and highly apprl.·ci (ik·~1 

Thank you \'ery much for your cooperation in advance! 

The' Researcher! 



Appendix A. Continued ... 
~";""""';'.,~~ cC- •• ~estioPRair.e' Qn HIV StatusJ)jselosure tQ Sexual Part!!~rf~ .. - ~ 

. n.:;""~" - - -" ~ -: -'-'C. ' -:.- - - .~,;- --~- ':H·-k....:._~~?-~ ~.- .- ~ 

-----~-

that correspond the right information. 

1. Are you willing to participate in this research work? a . Yes. [ h. No. 

Address : Addis Ababa . Sub City _~~_ Kebele 

2. Name of the Hospital Used: (a) Alert Hospital 0 (b) Black-Lion Hospital 0 

(c) Zewditu Memorial Hospital 0 

3. Sex: (a) Male 0 (b) Female 0 

4. Age: (a) 18 to 24 years old 0 (b) 25 to 34 years old 0 (c) 35 to 44 years old [J 

r--I 0 (d) 45 to 55 years old u (d) above 55 years old 

5. Educational Background: 
r' 

a. Illiterate LJ b. Elementary c. Secondary 

d . Certificate 0 ," e . Diploma U f. First Degree D g. post graduate degree 

h. Others (specify) _ _ . Please specify your specialization area also? 

6. Religion : a . Orthodox 0 b. Protestant 0 c. Catholic 0 

d . Muslim 0 c . Others (specify) _~~~~~ _~~~~_ 

7. Marital Status : a . Single 0 b . Married 0 c . Di\-orccd 0 

,-
d. Widowed ~ j e. Dating./ Cohabiting l- l r Others (spcci i'y) 

8. Ethnic Group : . ______ ___ . 

9. Employment Status: a . Employed ~J b. Unemployed c. Rdircd 

d. Others (specify) _. _________ . ______ ____ _ ~ __ . 
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10. If you are employed, please specify your organization's type? a. Governmental L. 

b. Non-Governmental 0 c. Private 0 d. Self-Emplo)'_ed [J e. Others, Specify __ _ 

Il.Average Monthly income of your family? a. below 200 birr 0 

c. 501-1000 birr 0 d. 1001-1500 birr 0 e. 1501-2000 birr 0 f. above 2000 birr 0 

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

• DIRECTION: Please fill in the foJlowing blank spaces and/or mark (-/) in the spaces pnnidl'd 

• 

• 

that correspond the right information. 

1. When did you know your HIV status? a. Only before three months 0 b. 3-12 months ~! 

c. 1-3 years [J d. 3-5 years 0 e. 5-10 years 0 f. above 10 years 0 

2. How did you know your HIV status? a. through medical related testing 0 

b. through non-medical related testing 0 Please specify, ____ _ 

3. How looks like your current CD-4 status? a. Only less than 100 0 b. 101-150 [] 

C.151-20CJ d. 201-250 [J 
r, 

e. 251-300 ~l 1'. abene 300 

4. Did you start/use Antiretroviral Drugs? :"'1 
a. Yes, LJ b. No. Cl 

5. 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 . 0 

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

c. Although my doctor recommended it, I still need some more time to decide . t:-= 

d. Although my doctor recommended it. I do not have enough access to l1utritiou :, roed . 

e. Others (specify) _. __ ._. ____ ._ .. ____________________________ . ___ . 

6. Did yo u disclose your HIV status to )our sex ual partner/s') a. Yes. b. No. C. Ot Ill' I':' • 
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7. If your answer is ' yes ' for question number 6 above, when did you di sclose since you kncl\\ 

your HIV sero positive status'? 

(a) The same day. 0 (b) Within a week. 0 (dj-Within a mon:h. ~ .. • 

(e) Within three months. 0 (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) . 

AL TERNATIVES 
SIN STATEMENTS Many 

times 
Some- Not at all 

Always times .-i~ever) 

1. Blame. I 
If-----+ --------------------.-----ll-.------+-----+---. - , 

2. Increased opportunities for instrumental and 

expressive social support. J' 
It----_if------ --.--.-------1f----.--- .. --.-.--+-.--.. -.--.... -. -.. 

3. Disruption of family relationship . I : 
--------- - -11------.-+------ .--.-----.. + ,- .. -...... --.-. -. 

4. Discrimination. I 

5. ~prove_d_~_c_e_s_s_t_o_n_e_c_e_s_sa_r_y_l_n_e_d_ic_a_l_h_~_a_h_n_~_t_~~-----_i----·~~--· - -t . ____ _ and car~ . 

6. Violence or abandonment on children. I 

1f----~~------------------------__lf----------1------~-----~------
7. Increased opportunities to discuss and implement I 

HIV risk reduction with partners. I 

8. Physical and emotional abuse. T------
! 

If----~·+-----·--··--··---·-----··-----__I~-·------+----j-·-----.- .. .. --.. - -- -. 
9. Increased opportunities to plan for the future 

I 

:~ . :::~~~0~~;'~:~;~i~_=~~~-= ==j ~=-:= ... ±=t-.. -.-... 
9. What were the maj or reasons for di sclosing !Non-disclosing your HlV positive status to yo ur 

sexual partnerls? __ _ 

10. Have you known your sexual partnerls' HIV status? a. Yes, 0 b. No, C 
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11. If your answer for que. # 10 above is 'yes' what looks like your sexual partnerls' HIV status'? 

a. HIV-Positive [J ~b.-"l+IV-Negative 0 c. other (specify) __ _ _ _ _ '_ - ', .. ,. __ . 

12. If your answer for que. #!() above is 'yes ' when did you know that? 

a. You both know at a time.D b. before knowing your HIV status 0 

c. After knowing your HIV status 0 d. other (specify) ______________ _ 

13. If your answer for que. # 10 above is 'yes' how you know your sexual partnerls 'HIV status? 

a. S/he told you 0 b. somebody told you (specify) ____ _ 

c. Your counselor told that. 0 d. other (specify) _____ . ___ _ 

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

HIV sero positive status? a. Yes. J b. No, [J 

PART THREE: A Scale/ Items on Level of HIV Status Disclosure to Sexual Partncr/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 di scuss ion on my HIV status and still do. 

(b) I had open di scuss ion on my l-lIV Statlls, but no longer want to do. 

(c) I do not have open discussion on my HIV Status with m)' Sexual Partlk'!"s. hUl 

sometimes I encountered with these issues. 

(d) No, Never' 

2. Do you consider yo urse lf as a regul ar discussant of your HIV Status with your sexual 

partner/s? 

(a) Yes. I am totally a regular di scussant. (b) Yes, I am mostl y a regular discussant. 

(c) No, I am not mostly a regular discllssant. Cd) No, I am not totally a regdar di scu ssant. 
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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. (c) Once or twice a month. 

(d) Less-often or lcss than once a month . 

4. If you had open discussion on your HIV Status with your sexual partner/so but no lung,-,! 

you want to do , how long has it been since you stopped open discussion with your sexual 

partnerls? 

(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 [or 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/so Please, properly evaluate the reasons for HIV s:atus 
Disclosure or Non-Disclosure based on the options given below. Feel free in express ing your 
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 experience \\ ith 
HIV status disclosure or non-disclosure and on what you feel , think, act and see the actual rCaSlll1 
for the disclosure or non-disclosure of your HIV status. Use the following scale for your re spon ses 

(1) = It is not at all a factor (Strongly Disagree). 
(2) = It is slightly a factor (Disagree). 
(3) = It is moderately a factor. 
(4) "" It is mostly a factor (Agree) . 

(5) = It is very likely a factor (Strongly Agree). 
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ALTERNATIVES 

SIN - STATEMENTS 
Strongly I Dis- Strongly 
Agree AKree a!?ree DisaKree 

6. -{ wanted to edtleate~mY""Sexua1 partner/s-about the disease. - -
7. Didn't want to carry this around by myself -
8. 

9. 

10 

I felt a sense of duty to tell my sexual part_n_e_ri_s_. -----,------jf----+----+----+-------l! 

Wanted to make sure that people know the seriousness of I 
the disease . f I 

II 

12 

People have big mouths and may tell others. --------- ·---------I------i------~-- - ii 

1f------1If-~-oe-'n'--~~~:~:d ~l~~:~~~a~I~~:~;~:r~~I~:~~\~ '~nde~~~nd -=~~- --=--=-+~==----r~~:~=-"- !i 
-' r-------+------.. - . . ----

13 It would be cathartic. I 
14 I wanted my sexual partneris to know what he or she was 

getting into by being in a relationship with me. 
15 My goal was to teach others about the disease . 
16 Wanted to find out if my sexual paliner/s would be with 

-- --_._----- ---

me after disclosing I 
---.~~-----~~---------~------~~---+_--~--1_---------

17 I wOl~ried person would no longer like me after knowing. 
18 My diagnosis is my own private information. 
19 Concerned how my sexual pariner/s would feel about me 1 

after knowing. j _-+ _____ ~I 
20 Didn't want to risk any more health problems for me or my I 

sexual partner/so I I: 

21 1 Wanted t~-;-~e how nry;~xl~alpartl~;·!s would re-act-~hen-I ------ --··--r----- -- -- -- II 

told him/her i Ii 
Ii-I ----:--:--li- -- -- +- -- - Ii 

22 Would be able to g_et informat~on off_my-zJl-;st---_ :=- ___ --~ ___ -=~=-_II-~~-~---- i: 

~-----n I don't have to~ll anyone if I_.9_on!_want to. - - Ii 

~~ ~~:I~:~l~l~~:~t~:J.~~~C~;lg HIV-positi ve. --------- - ----- --~----~ --------II 
I~---__jr--------------~~---~---------~~---_+--~---+_--------I 

26 I wanted my sexual partneris to know what he or she was I 

__ getting into by being in a relationship with me. I ------- I 
27 I felt obligated to tell. my_se_xua. __ l p_artner/s. 
28 My sexual partner/s had a right to -k-n-o-\\-' -w-'h-a-t--w-a-s---' -r-------l! 

happening to I11e. I 

• __ ~ Ou~rclationsl~2.~~n'~~~rl.?_e.!:.iou s..:...._ _______ --~-----------~--=~=~11 
30 I had difficulty _acce2.ting n2)J .. _UV status. - I - -----.-- --------1: 
31 I didn't know how to tell my sexual panncr/s about my 

diagnos is. ! I 
~_~~=~~=~--".~ -=~_~~~~~~=~~_~~",·~~~~~~~~~~~~~~~_~=,~~~~_~~-,_~b~-".~~~~ "=_'.="_ .'" 
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1. r~c;*_ ctJlJ:- 11'\':Y·. ~l~. Ii. fj~Lll ;JC (7D(tC1 11OtJtt0J1>/~t'lOtJtt0J1> ;JC rH' Y YH O·)·~C 
-=~ ~-~~c{"1·· (WI~q,L ~:T':n (7Dlrhb'\ \'&ih(\.p lOIC'1~ -(TIXtll Xn(r(l:~~ arp."l' OUt]. 7J' (ftlT ;f-lt-;:t· 

arp.""\, ~1'JA'1t'1·+ flOtJ . .f7J· ;-/:; mj>OtJ:9J)~ 'Ig, f,/'J"L7 Cf'Cj.).):: (Self-Disclosure problems among 
Sexual Partners living v.ith HIY/AlDS Ithe case of Hospital Clients in Addis Ababa!) 

2. rrc;·f: 11UlJ:- I'llu 'pci')' {}'IOtJ (l/l~.ll MIJ h'/'OtJ o 0tJ:1 J. (tll')- (fllT;t-(\o)~ (OTJt'I')''F' mlt'lC-)': 
Wf'4:C ~1'}Ott'l OIlm·.v,.,/: ao;f't'\O.f (fllT.;f-t'l .. :r·) (D.;-uCf' '/'7b\,'JY, OlP'" r')-~c ~.I'XT'1·· 
(tJ>l>Lr,:{[":J:) on1lhA ,\,:r· . ~g,. 0.. fj g,/.ll ;JC ouC;'C} hOtJttmq'IM\Otf')mq, ;JC fl'/')' fH 
fl(7D~IM:(-OJ' \'OTJ.hl'l'/: fl? '/'lC':f'} mg,9" :r'1C'T'} OtJCf''l')' 'IOJ-:: 

3. rrc;,/: ;"/'Le':- (1'7·,v,c ~H'. r,:qo'{ (tj~1'/. r,:,{o:f) an!lhA n.:r-. M~" n.. 7j f,/.{) ;JC ooc;'Ci 

hOTJttOJ·N~lt'1UtJttm')' ,:1[: fl'/·.f' fll l'o<I.M'/, fl1 '1'1C':r'i mg.9t1 :Y''1C'T'} 0(1)1 L ,). ~1.I!,: L'~ 

f'/·11;J:l':m·'} oorng,')' f,'}.I!,:'{"'I hml' j,t'lIJ':: O'/'(,U,°'1t9tl f')'~C ~,('.<;:qn:r (1)::,,(.r,:'I"T) hiL.:r- . fl,(J, 

0.. 7I,e./.1) ;JC on';·('··:(-m·'} t'l°'1ttmq,IM'IOTJttm1' 9tl )(iY')' t'I.(f',. \,O'U··t'I· ·I·,'W··{ ' } h{)oll(.\)/ .)'. 

fl(7Dmg,4: 'Ig, \"/"II""/'{JV} /JI'}mLif (L. ' t; '}'1 h{)h,t\) !1t'l1 '/"lohC'(," hOtJoH'(TI' h'iXC: 1,'i.l':'{"1) 
/,'},('.9t1 rnf')' Y/TlIO,ft'lU' :: 

4. ;'lIr ~b U-i;rP:P;- ;'!1oooor-l·:- huh9 t1 r,9" (f~ Il{)~ AW; ;JC '/'f fif'd· .1'<'1:((". \' ;J'{IJ./! 

:)'-"IC':r· (fIlu 'rc;"')' 'Ig, h'j,('.t'lJ,· ~1/.,'J'?6lo1.t\U·:: (f(;'9" an anmg,</!'} Oanan·'I')· 'U.')· (I)'{I'I' 

Onm'/~ ,(!:!19" mg,9" (D'Cf'/.')' t'lYf'on1 llt'lOTJ.Tt\ anrn~"!'} t'lan(7D''I')- Ot '1.tI. h'}J,,"'7,l'Irn1 
~OJ':J>t'I U·:: 

5. r:ruyr:r~:r-:- flIl. u 'rc;"')' 'If, nanl'\'/'~ hutJrc;" ,:JC "',f' flO')' Y'IrOJ' \'0'/.;J'OJ4! Cf'q,OtJ 
Cf'1,'{":r- 7I'}J'. U7<'1 'I "I ~1(D· :/'t'I u·:: tfC;''!U an f1'r,,)· arm.,t: OHC,,< 1'1-/.(\0'/<;. 't-anlrlflJtfD)" n'h~c 
~.I'. r,:c{"1·· W:,,/, r,:C{D:f-) an!1 hA ~h 1'·, ~,J',. (i.. 7j ,el.ll ,?C anctC1 hO'/''l(l}q,/~t'lu'1tto>~> ;JC (l'/'.f' .f'11 
flan11h'lrm· lJO'J,hr'l'/: 0;, ~7C':Y.') mg,,!" lOJC:1:'} 110tJ(J)q. i fl''1<,'} .I'.a:: 'l"}9°'-} rl ' ~'/:'} 

~lll(7DAh-f'· I'll,. J.'t'I 'n~l(l, fI .. ('7 '"'i· 11 ,)- ~,'}.I'.O'l,:ft:, ~'lUc;"t'lu·:: 

6. r,/·t);J-~}l· oo'f/-l':- n°"l'g:OJ'9" 7J~ O.(f'} Otlu Cf'c;",l· 'Ig, oott·,·~,} 0tJ<f'F' h'i.l~9")'·A 

~lro':J>t'I U·:: 
7. rUY'/!J?i h?:./':- flIl.u 'rr,,/' 'Ig, £,fntt'I' &" 9"'}9U l}g,~,). f'/'M ro"T." /,'}~(J)(ll h'i,{'.'T<f.f'Y.cn 

~lar:J>t'I U·:: 
8. f"',/PflL6''l'}')':- (\I\'U '1'(;''1' 1"/'11;Jf:(I)"} ourng,1' h'}J,,'Cl"'I hrnfj't'lIJ':: (,'j.l'. 1,1)/'.1) '/.'/"/: 

onrng,,/:'} £,fn/':C: l'I,nl'lrlII·£,fn(,.O?t i,'},~ .. f"I'IlA"1 t'I.J'./,"J g;r'lt\:: 11";'9" '?'i rl'lillf/"( ff/JI.:I~ 1,'1. 
''I A '/.. ';-,'"v, .. U."J ;,,{)ll(,\!..,/'S'.:II· 'UI. ,~./.{) 9";.urn,(,·'P'I'/: h'},('.0tJ,rnIl1' '/'U:;f!'II)':: \'!f.U 'l"i'( 

m·m.')· (\\)')'0'11''1 ' n.n:)' mg,9" fI,/·n,er. aug: /.11:f <'Ig, t't.</'cn f,'H'. UtJ. :i'A ~\(f). j'l'I " . :: 11" ;'1" "I"i 

h'" \"{°<'lO"/' OU(f1g.:" u"J ll{)!I <'II)'/J'Y . .I':/'{) yn P"(Il('·'1?'I'/: 7,'},{'. lJ'J,(nO:,' 'U .. \~·;rl~U·:: 
9. '/'a1UlJ~ Tf1:P:;::- 11'1"1-/: ;JC 11-I'f,l'1I lJ'J'i';'m'9n '}g:"). 1'5'-1: nS/. '1 m,f',9" '/'{,I.),(I'/(. auLA 

"; .:~ .. 
• .... ' ;~ -. l ~ ....... .' fl .. f'llt.A 71 IN}","'/:'} MH'f]lJt Wlofl,£' .. t\ 'I!'f'C 

flOTJ'}<;:(/}·Y" lit. J'.m·\~, <'I (:''} (,·:rm· t-.·}J'.Y":)'-A '/"J'nln"ft'lU':: 

M;: f/'NI11'lJar rs'-)' 1;: f/Y"t)'/''j:f/-)' m-r'/' f/1'S·'j.· 1)': rfffJ.Su/.~''j 007/')' 'h~,e"c 1J1'S·,/.· 1,e l)ooIU'fj: 
'NIUYY";7~tJ-:: f/'/"tZl. oy~yu roy.', '£f.[JJ- r{t',}· YOl J. If. IfF J, ")J'.,'}·S· t'Y',} J, ,,)f.uZII? !1ooL,lf}' :rf!1lj':: 
lI!1if'lY" 171;: r1'Lf/·')·'j f7lJ'7t1""I.,fF':r lI·lI· ;, 'j'f/fl. (tJJ,ey" 'Nfli):r) J, S· '/-L.e-:far 171.f', f/'I'C:II'';' ;~"/I:r 1;: 
tJ-!1' '/·IIUlJf"'f.: f/1'S·'/.· .1/~ .1~flJt),/,'i: .. .m·t'· f/EfiJ '!1' 'j".".!l'f.;;: f7lJlf7. '} f/'/'!10i1,e ~Ctfljf., ;'£.~~"7/l/(}IJ·:: 

. _._ . ---_. - ------ . _. ---
fJ;f' (riff} T;f'!1' IIY") 

-------------~-~ . ~~----------------~------------------
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Appendix r'\.. Continued ... 

n}{.fl {llVI 
• ~~ 7. (}C rt '1: 

1 
7 Addis Ababa 
University 

;'''lll ;'flfJ f.'!.lfC!L'i: 

r.e-VL fFDL,<P -rfFDUC"~ h9:A 

r-t-fFDVC-r t).efiftoJ{. "l;rC-rUD1'~ 

(rlllo-1l1ft 1~ t),etJ/1o;:' h?:A) 

'.,.,;\ :/.f~~lPni:T~ ·u'o'l ':q ; OT1:Pcf:~ .' nhil.f·01J~~ (J.'I.~ . ~flJ 
• .' ';.." ";'.;; ~;., 'I: .:: .' 4: "1~ ...... ,~_ '.". :." '" .... 

hh.:r'. "~,, _~ ij.eLfl _ ;Jr;. onC:C'-JJ_~!Jm~/r.f\ cnr"lQ?:P 2h..fl1'f l'-'tltt~G ~~.~,'{o:r 

{ro.e 9° _ ~:P L ~ q~ 1l oni-J h t\ rDYi.h 0 1: 'fjC: 'f )_ (1 ~T.CJ 'l ___ 1-'L~? .e ___ q:ollJl:-.rf 

f'tt.U onm.eq> o,fta~ n{b:r·. {I.e. it. (j~,Lfl ;JC on'j'C'i h~t'lOJ1>/"f\£r<Jt'l(O:P ;JC n'j'fJJII 

n1-~C ~.e.~qo:,.. (m.e9" ~:PL<;qo:1-) oDl-Jht\ ~J01J.hA"~ :f'1C".f'} f\a~'f'CJ:I' rl/1A.fl Mlfl 

n"~O~ n~.1'1· Lf'flT;t'f\o:r' (~f1r}_c;n rl/l f\ C+: Wl'cr.c (I lnt'l CJ rlJ1ro·A.1: oo;t'on.y 

(flr[;:h'\Oi') ro'P"l' ,,'}t\'1f1"1' hfllJ.Y17- "~m:P°'1.91i' ft,e onrn~~ ooL:q fllJLP(]LP11 ~Ol':: 

ntLu onm.e;/' "u'7'rI~~'r1~ ro~uJnLP·n hr}~l~ on/.p. on·f\- 1100-11- IIc;nC9°C flt- ilJ 

f'01J.m'{'\ .eLf'CJt\:: r9"'i-LPm- ri' onL:V, n'f"i:pc~ f'oYJ.Yl1 1'LLf'1 ~19° "lIlLPr(l n~'m(O- 00/':'1 

UJOr(l 9"'}9" o,g:I')- It,e.;) (mg,9" '.f"lC) {1.e'l'l'oom·c;n:: 

{Ifl'/-flflt f'"'-/m'cl; :h~:: rilCilfJJ il9U (, r'/-II~, {I,(>:/,.i'j OO'[)mg,·/! 0'Irg~m'9n '/0 ".f', (/ll:{(,: 

(1,eSCO ,'t-?":: illll!.\) 11 q ~I jP ollm '/~~ '1.11, ,eoo ,(>.:0.(," II ilYVn,p,. 'P y.p, i,m, .,."r,~ {.IO/,\ i1 
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Appendix A. Continued ... 
hh.r. Il~. il. ij~lll .?C ooC:C,} hl11Jc'tm:"/"Ill11Jc'tm:" .?C n-t·y YH n:r~c ~y'~qu"f 

u!tD-g.~ ~:"l~qu:r·) ootlhA rOlJ.h ... -t: "f'?c"f'} (ll11J~'11' r'l'/I,JR; UD/~:P 

oo006Y:- hCln9J'} n"' IJlrll':" )ltf::'· fl;J'fD··j"- II.e :"~ltj('I'~m·'i l7n(,\{) g,/"rll' ; f1lf1.1(' ·"I." (fn(,\{j 

t'I ,,'uJfTFfm'9" 'PY'/:9Ji- :'·nnt'l~m·'i l7DA{) nl7D9"L'1' 9"('\n')' (0) YJ'.·C7·:: 

n~1l hrl'OIJ:- _______ <I,n",:- ____ _ 

2. {11A '?Il"')' \~0IJ.Y1·~·n')"} lfllT:J'A ll~ n.1A~·A'}? U. {lIlCr), D 

Il. ~4!C ,,'}nc't D {h. Ilm·~.1: oo;1''''n.Y D 

3. 7.;1':- U. an ,e.' D 

4. o,e..ff'L:- U. h18 i-lllh 24 D n. h25 ~lilh 34 D rho hJ5 ~lilh 45 D 

00. h45 ~dlh 55 D 

5. r1'9"UC1' U·'/.;J':- U. YAr"01JLr):D 

{TlJ. lPCrf'&,h,'i' D lP. ~. O llol11J D 

~l11n,9J'} rilAm'1m·'}/lTD·Ym·'} q~',.~. ~'?Il~A'}? _ _ ____________ _ 

6. Lf~01J(t,i·:- U. I~CI'·fl.ht'l D n. [] C·,/;t'l;1"}r/· D rho },·f.tl.n D 

lTD. a D ·iln.9" 0 (p. n.II cern 'I·/.JJ) _______________ ._ .. _ 

I\. ,r'}IJ( f D rho (l1..:JI),· D 

• 8. ·flrh.C:-

all. n.II (lIn g,rn '/'('1) 

10. 1J.l (,"I'~~ hlf',· il/) b 9J'} \Jatl.I'l<;.n')·'} ~'C:(>:" i' ~ ,e 'r'!. ~ '?n'l,·A '}? 
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Appendix A. Continued ... 
11. hllh91'} ffVU1-fl91'} 11£Tl]i'J~ fmC 7ft ~altl7rb\I? 

U. h-200 -flC 0;r1' 0 

UD. hlOOl-1500 'OC 0 

II. 11201-500 -OC 0 rho h501-1000 -oC 0 

UJ. h1501-20nO -oC 0 L. h2000 -flC (It\~ D 

h~b\ U-II-r:- !J..(L f:_ ;"e._li_!l.eLIL2 C ~'Zt;lJ'L't.~t;_?j:'l'/ _'f....':rL'l'· h~'l1(l!:l(;'1J <rrJr)m1' 

~2t; rijflt_.,r'l"hCJ!!l 

UDUDt,Y:- llCJtl91,) n ' /IJlrn·.j- tll}>"i' (l ;J'91T 'I.e :"hhtl'im·') avt.\() ,e.lJJ m· j 11°'7!. ·6j~' £TU I~() 

tl"'l)JflFfm'9u rrY'I:91:'i~ ') · hht'lr,~m· '} avA() nav9"Lrr 9u Ah'}' (0) ,f'.'t.:C']':: 

1. hIt. :1'- . 11g, . n. ij ,e L () ;J C ~l '} ~. lTllS <- UD:r: /1 aJcl! ? 

u . h(l{)')' mt-')' 06, '1' D II. h3 71{)h 12 mt-:/- 0 rh. h 1 71{)h 3 C}UD 7'1' D 

UD. h3 71{)h 5 C}l7D;J--)' D lP. 115 h{)h 10 C}UD;r1' 0 L. h10 C}l7D;r1' nt')~ D 

2. hlt.1,. 11~. n. ij~L{) ;JC h'},~.£Tl]S'<- 71/$!o')' 11m~? 

U. huh?",'] ;JC (1" ' ,f',f'1I 9"C(TO(r 0 

fl. huh9n l) ;JC CltH'Y f'11 9"C(Tot- D hf))l91'} f'-fl(,.,<·('\'} 

l7D. h201 71{)h 250 D ,p. 11251 7\{)11 300 D L. h300 Ot')~ D 

5. fhf!.:OTJ. U1J (,. II IT'1.S' £TO f: )'1,'/' (Tnm·n.e.· ,e (,\:e:l7D<;. h If'~ 71f) tl91 '} M'O'} ~l V~(,\:e:UD'; . 

g,'fl'A·('\·}? (11'1'L(1 ·."[- l\ml(,·(.I":.)'- h/1'}.e.· nt')g, l7D9nL~ ,e:·f·t')fl·::) 

U. ,.11,'/, n,p" -4 IT\'; · tJ· '/,;J ' I't,e, ~.1G'], 71 {)fllf"/~' (hh, £Tl], 11'H': :e: 9"C t'11't('\ ooI1L :~ D 

'--'--
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Appendix A. Continued ... 
7. fI~ yeg 4!~C 6 uot\fl?J II?J'} h lf~ hil,eLt'l- ;JC h'})'. OlfSt;, i"JaJ4: :e:rC' or'} yut\ 

1Jb w-P'~ I/W_ -rtlW<I!f-? V. rofl-t. oflr)' 0 fl. n/I'}.e; I'\r11- 1Jb W'fl~ 0 

m. O/l'}.e; WC '7.11, (I)·fl~ D uo. O(lfl1' W~1' 1.11, w-fl~ D 

lP. tv' (.e,']fl7\) _____________________ _ 

8. Nl"f<l: 4!'PC 6 ODt\{)fXJ fl91'} hlf~ 1l000tlOJ~'91 ;JC [I·'-.f'.f'I1 9°'} a,f,~,). [11 Inc OJf,9" T'1C 

7mOD91 ·)·? (f7mOD91')"i n'7 'nc o>f,9" :rolC h;t-";f- [I</>L[I··)· '1'.<'</:91:;-' ODAL'/' h·,·'(ntlC:'91·/·C,· 

hfffJ .. fo>·</!} nOD'/tI'I' n&-.(wJ 9U IICJ fl'i7.C .e: ?M,·t\'}::) 
,---r-.---.----------.-------------- ---.. - - - .. -.---.-- .. -.----

il ffCJ ~ b"~ :}: 

l' . <I!. 

1. 
2. 

3. 

hil,~" . 11.e.n •. il.eLfl ;JC uoc;'C'} fI+~C ~)'.<1/~~i - ntTlrT-----~---- ·- -r -- nq;':i:li 
hffCJt'\W1' ;JC 01' J' YII r1moo-- n1 ~']C'-:;'/r'?C:-:;' nM~"'~ nh~'r~ ' J ~\b\ 'lm{7lJ 

~l~ Y.l~ n{7lJm'r L_~9° __ 
OffCJl'\w'l: w,/'I'\: ~4>~, ... ,{',C(lr(1~t\:: I 
IT<Jl'\w'l: h;J1f/I,OL;r1'c; ;/'c']-r J'flw- IT<J101,..if 
0']11 71'}~']~~ Le.'rr·~ t\:: 

4. 

o IT<J1'\ aJtl: ro,rf-t'lClCf '1'}7'~1' uo~Lil 1''?C 
']~qo~t\:: 

I-----,--t---'-- .---.---------------~-.-~---l-------+__.---

o IT<J 1'\ W 'I: II )'.' fI.. .e. C (111 ~ t\ : : 
5. IT<JI'\W<1: Ilflt,tI'], fllf'r- ruhrc; 9ncuo~C; .e;;J~ 

I,o/C(lrf·:f 1,'1II~t\:: I 

6 . OlT<Jl'\w'l: Ot\P::l; tjfJ r).et.\ 'T ;»'i'(; ---T--------r-----I--.. ------- -
7. 

uo','w-/uotT](.\ J'.C(lCl:fcp('\:: Ii ; 
IT<JI'\(I)<1: h·i,~c:},{'.~~-:-a).er 1.e.~:r; w.er--- --.- .. - - f----.. - -"-'---i

l

- I 

~~'L~~. ;JC 7i,(' ... Lt'l- htnl.y.e.CI'\:rw· ']-~f'-:;' i 

__ fl17omO:/' Ofl1.·/· h'}.{':WY.e Le.-rl'·~A:: _ ~----I-------+------ i . . - _______ . __ . . 
8. 0 IT<J 1'\ (I)"~ 1111 tj (l? (; fl D'Tb;J- (f? ·]-~··f·j 'r ;),;/, i 

.e,C(l·O~~A:: I 
I 

9. nt-I.e,Ln· ;JC Id Y. mISt;· tI·/·,~C ;},('. ~ fO ((I).e,9" l.e.7/'1· fD m.e9n (j~:h:'. ~ fOrf fO) 

tI (flIt) fO:/' fO j fl tI {/l/tl m:" 9J (PC; (P(; 9"n'} f'i' 9"J 9"'} 9"'} ',0 <;.? 

U. fIfO'} 0 
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Appendix A. Continued ... 
11. tV"}, f'el: "?'1'C 1 0 ooC\{} flJ II flJ'} h If'', r:,·~c 1J'. ;;0:'-' flJlrlj>h~ <i flJ r/b:r-. 115', . (i. . IJ· ',,;J' 

r'} ~oo{}t'\t\? V. Ib:r. {Ig,. (1.-- Tur.:fiD IL Ib:r-. II~ . 0.-- 'b~,t.fi D 

cI"L~t'\ _ (~e1tl~·) _____________ _ 

12. tl'1'f"1: 1?'1'C 10 oot\{}flJ IIflJ'} hlf'~ oo~ IIro¢? V. nt,'})': t'\5', ~ro· f'ro.cJ':r-u·,)·D 

fl . r~lC{}~'} r/b1:. '15',. n. V·IL;J~ htryro~' ~ o,e:" D 

rh. r~lC{}~'} rib:"". I,f',. ri. 0"l,;J~ tIro"? o1.t'\D 00. (},t'\ (f',1tl'l\) ____ _ 

13. fl'1' f"'~ ¢'1'C 10 oot\{}flJ IIflJ'} hlf~ r')·~c 1~.;;o:r·~'}Irl]::"L<iflJ'} rA.i"· IIf',. n .. 
V,'l,;r ~l'} ~,). IIal<l?? 

V. r+~c 1Y.~~flJ/l]::"L<iflJ '1'?C'~')'/ 'l'?(r~'i' D 

fl. (},t'\ om· ~alC'flJ'l' (ll1'>.~·~·flJ'}/el'CO:'·~'} 5','?fl'A,) 

00. flA (.e,7fl'A') _______ _ 

14. h/b··)"-. I,~. (1. f)f',L{} ,:JC oo(;'CflJ'} i"Jrocf? 01.t'\ fl:"~C 1~.~fD/~1>L<1flJ h°l]t'\(J)1>flJ 

0&,')' '1"}.cJ'~ r't~tlro· r'?-fll. p~ r'J '?T<i"r}~ 6.'A'ooCPt\'}? V. ,,~'} 0 (t rtl1" D 

hlj:A t11Jr:- hh.:r-. hf',. ri. (i~Lil ,:JC ooC;>C') hilooAhf. hT~C :}~~/fi:1>L~ ,?C ftl'} 

'?t\'I\_ro·~f',:'· J'..L~ ooflh.f' '1' f'~~"f:: 

oooo6f' (til'}-:- hflhflJ'} h;J'T r"'Lfl"/"i '1' y,,? flJ:r ~"f'I,{n~:I~(ll·'} fl'1'({,'(; Y'HlflS fl :, ·.v,r: 

1~. <i?J /l]:;h~. ~~ flJ 11,\,"-["-. il)?, . ii. ii ,e,l. {} ;.JC tTO(;' C flJ'} 011iH":" 'jl I\I~ tI'/l) (I d'"/ 

1\{}rFOt\h,!'- YAf!1'/"} Tf';·',.·,· oIJ1Pl.·"!· Wfll~:l.O'I rout.m·:"'} &,.~p' J'h'flfl':: IIY"(.·Y"(: 

(It- 'fl~~ rtry.(ll·t\ nfllf', ~,q ~l flJ'} ()(J}·'d·<i(; '76\'/, 5',0"":: 

(0) I'!P'} IllVi9" (I)·g,g,;J'·Y'j l\'i.~c'·rnn 'un·:: 

(n) '(l"}(l)y,e9" n{FDc"rnC\ "J"i G:I'\'~:" {In:~9n:: 

(rh) ratnm.eg, n.lF'i9" {,·jJng .. flI,;.J('l 011. 7'~~~'} l,c;',t'\fl'}:: 

(au) n 6J:- (.:{jI {,\ (IJ.e g. II (,\ :j"- C\ 9" : : 
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Appendix A. Continued ... 
2. h/bi"'. Il,e. ii. ri.eLfl ;JC IdlLm· f7DC;'C fP'} IlflaDAhf· ~,flfP, ~y)·~C 

~H),~fP/lj:1>L~fP ;JLUD.f'.O~ rl·mf'.e Il,~Clm' ,e4~1'~,n"}? 

Of7D-tl· f7D,\',O~ ""ror~'/~:: 

(tl) IlfP'} ~llb ()-oII~(I)· f7DJ'.0~ ""(I)f'.e ~i:: 
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O'?A~' rlTlJ.OJf'~ hlf'/ 09", f'uA 1.11, .em,f1f'tl-? 
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tllTlJt)m!t{l,--t)_~.1Q~3: _.2~h'} f";'_ ti.lf~~.~~.Ifl~l~'1~t{'} rID.tih..e 'I' .e cp, ~',r-:: 

aoaot.Y /\(,.,).:- II;J·:r f·/'('.(l·')- '}Llj>/' ',tC'··),· il,(''},P,VF(OJ. ''Hltll~ (I),£:',Y" I1U'/"( ~'(7l/.lI(.\ : \'(l1 

?"Ifii \,ti;(m·Y" : : Msvn,p,. (}Llj>/' 'oc /1'i.1'. t\t\u:;-' .T/t\(j(J',j". u·t\· /lCI15P?n \,'I'I''Jf~ y"C r.l'J, id'J­

fP ,'I': : 11 t\ I\. \J M,f 'I'P' '}.'". (} I'. lj >/. ','IC r I1Y U ?'''r'!. flY} m ,eY" r 'I' .1' OJ. 1(1) flY} l7D m 'j O<Tll. '} (.\ )I,. (l.)­

t.lI. ''X f!,(}"":: i,lIil9)'i hf\,'·r. fIg,. ri.. ri,f',LI1 ;JC (l£Tl]SC;· ~"i"p,c ;i.'?~:([\l·.r-!G:;"I.<;:'[Il··"" (.TD},h(.\ 

/1 V~· nn.tim· Ilfj .r.L (1' ;JC 11'j.'? (Il1SC natltl(IJ·/:/t')t\£Tl]t10Jo/: h rJ11,Y·/'CCJTm· Y"))'i f·),·:r f\ 'i xes' 

'ACllfPY" }lnfD.'t. \).,..7I1C '/'([")1(:' f\ '}5I.C M1Y'},P,'}P'· '11'.'1>/. IltC \,/1?"(;U'/''!'9I ' } mg,?" 
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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 w i II 

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. Would you please tell me about the time and reason for your first diagnosis of HIV / AlDS 

and a brief history of your sero-positive status? 

2. Have you disclosure your sero-positive status to your sexual partner/s? When did YOll 

disclose since you diagnosed? , for what reason?, and in what condition? 

3. What do you say about the processes of your Sero-positive status self-disclosure to your 

sexual partner/s? 

4. What are the major benefits you have achieved so far in disclosing your sero-positlve Std lllS 

to your sexual partner/s? 

5. What are the major risks YOll have taken so fa r in disclosing your sero- pos itive s talus 10 

yo ur sex ual partne0s~ 

(J. What are th e major reaso lls for you r se l f'-clisclosurc / ll o ll -di sc losure of Scro-poslli\c ,1;111 1:) 

to your sex ual partner/s') 
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"~i1 "Of] ~{?tifetl-l: 

P.f?'UL rL.!I' -i-rue-i- h'i:A 

p-i-ruc+ £'J.e/1t1-J[ . ~;rc-i'UD 'J-i­

(PI] OJ- 'JIM. ') '7 r'J.e/1/1-K h'i:A) 

.-------.--.----~ 

hOl.-tl::;' . ~.e. 0 .. ~ J:'~~ ~- hI\. ~ h 1-m:Pl7'f.91:r-IJ.'.1(Ff:r- ;JC 

fO<f.J?.L1- :J>I\-onm.e.y.~·- fon~lf T ,Y<f:91:r-

flfflT.;:J'I\- flr:- ___________ _ 

1\:J'I\-uom.e4! tt:"·H-/tt::J>J?.~~~- fl"I)f.1 o<}J:'CIWf..e hCjono'1CjI\1:: OIl.U f:J>l\-onm.e<} 

1.1I,.r:r-'} ht..:"f-. ~~.o. "if .el.fl ;JC on~t--":f-v-'} Il~-P'C ~J?.'1:r-U-/tt:;PL'1:r-U­

h~'l(J)<}/~Il~'lm;P ;JC 01-,Y,Y1I ,Y1'1:r-:Vfm·1 (0) 1~:"f-C; :r-'1C':r- "1J;.u-r fmJ?.~~-

1-fl1-91:r- ~flonA1-1 "1m,Y ,Y1\1:: 

1. ~\fJh911 ll on"f. olJ&.e 1.11. fh.:r-. ~.e.(Y_. rCont-- ,YJ.'.L1-0~-1 1",C; 1\9"'} 

h'} J?.1·onl.on~ "'}J;.u·r hff .el.o- ;JC honljC ;JC 'y'llltPfm-'} ~1C'~'· )-,mC 

h~-C1lD- fJ.'y'Ot--<;./.\ 1? 

2 . OJ,,1- , )-,.e. ;-1.. if.el.fl .'JC "'}J?.°Y.C;-.;_ I\')-P'C ~J?.'19.J/~:'·l.<;=9} )-,l)m·"'CP/'\·}? oo:f;? 

09"'} ~.e ~'l' U'~;J'? 

3. tilL 1'. ~.e. n:. ll.el.fl ;JC "'} J?. <IY.lj';. 1\ ·1· p, C ~ J?. <;= 9) I~:" l. <;= 9' 1\ "'/1)01:" Ii', 1\ tnll) 011' 

9n
'} (~.e H· Y..J.'.·r·~··'} >,1)1\1· (l.,r,()~ . .;./.\ 1? 
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ADDIS ABABA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

DEPARTMENT OF EDUCATIONAL PSYCHOLOGY 

(COUNSELLING PSYCHOLOGY STREAM) 

Guiding Questions for Intel'view with ART Clinic Staffs 

Name of the Hospital: _________________ _ 

Thank you for your interest in this interview session in advance. In this interview session we wi I I 

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/AfOS. 

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 st;Jtus 

among scxual partners living with IIlY/AIDS who are clients of your ART clinic? 

4. What do you say about the benefits of self-disclosure In on-disclosure ofSero-positive sUtus 

among sexual partners living with 1·IIV /A[f)S \'vho are clients of your ART clinic" 

5. What do you say about the benefits of self-disclosure In on-disclosure ofSero-positive SUtus 

among sexual p8rtners living with HIV/AIDS who are clients ofyollr ART clinic') 

• 6. Do you have any experience in relation to the benefits and ri sl--: s of self-disclosure aIll JJl~ 

sexual partners living \\Ith IIIV/AIDS') 

7. What do you say abolll the reasons for sel f-disclosure/non ·d isclosure of Sero-pos] ~ i \l' 

status among scxual pJrlners living \\itiJ HIV/AiDS who are clients of your ART Clillic ') 
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hOL-),,1 .. hf, .n •. olJY:;)'/.'l· hft.',.h t'!u.,,·7f:r· ;JC rDYJ.y.L1- ,PfI-OlJ mf,<f.1· 

r I'm '1 i'j 'f'.e 1: 51' l' 

rINn:;J·fI· (}r:- ______ _____ _ 

fI:"fI-OlJmf,-r. tt:""I'Ntt::J>Y.~'l') t'l"I'tr.'} (l~,t'..a'LY "hC;oot'!,,/C;fI'):: (llllJ r'pfI-mJmf,~ 1.ILy:r·'} tlOL -

>"1'. hY, .n.. un5'.:;)'/.,l; hft.'/.h ;JC r','Y YH·r, rhft.'/.h- ' ,.1t\.;Jr-1· hh.1·. hf, .n. il Y,Lt'l : JC 

un';' u.:fm.'} fI,l·.v,c ~y.;;::far h01JI't(lJ~/hflO1JI't(JJ~ ;JC (l".J' j'1l j'1~rm- (l"l "I':'1'C; 1'''/C1' "h '}-':.II·1" 

r(lJy.6,') " .(} 1.51'1' "f, "h'}(lJYJ't'!'}:: 

1. "hC1h91'} t'lflOL-h.1-. hf,.n •. 005':;)'1.'1' hft. '1.'l1·V- hmC Yfl 1f1~ (l.j' Y.C1-t\.~? 
2. rOI.-h.1·. hf,.n . . l7Dy:;)'/.,l· hft. '1.~1·()·'} 'f'~t\.t:;' llCllC '}"°'l9):r· , cpt:;' cpr, P,u.911·t:;' hAil"} 

(l6.') r'''1'~: m-mA'1'r, (1"1 ,,·quhC 9l1"} ft.j"(Ju.,;.t\. ~ Y,1'" fl· '}? 

3. rOL-)b1·. h.e.n.. olJj';;)'/.,l· hfl. '/.'l1·(}· ,'·m:J''''l.911· hlf'l- hil.eLt'i- ~C r"'l.':'';· r,)·.v,c 

~y';;:qo1./tt:~L;;:qo1- on~ht\. hilf,Lt'i- ;JC "h'}y''''l.':'<;' fI'}P'C ~y.;;::far/tt:.pL;;::r:o)· 

r'"ll't(lJ~/hflO1JI't(lJ.p'} ht'lont\.h,'· r'} r"'l.'l,,/<;'~ 'l1C hfl? 

4 . rOL-h.:r·. hf, .n.. onf.:;)'/.'} hft.'/.~1·(}' ,'·m'p"'l.911· rlf'l- hilf,Lt'i- ;JC r"'l.':'';· r·; · .v,c 

~J:'.;;: qo1·/r,:~L ;;:qo1' hilf,Lt'!, ;JC "h '} Y. "'l.':'<;' fI';'P, C ~J:'. ;;:rar/tt:~ L;;: :r:m' 

(I'"ll't(lJ:J':r:ar/hflO1JI't(lJ:J'rar rh'}j";' (}"n'·,) (l"l 'l1C r'} rlT'I.'l,,/<;'~ 'l1C hfl? 

5. rOL-h.1,. 0f,.n .. onj';;)'/.'} hft.'/.'11·ll' ,'·m:J'°'l.911, rlf'l- hilf,Lt'i- ;JC r"'l.':'<;- f·;·.v,C 

~ J:'.;;: qu1'/r,:~ L;;: qo l ' h il f, Lt'!· ;J C "h '} J:'. "'l.':'';' fI';·.v, C ~ J:'.;;: :fm-/r,: ~ L ;;: :r:0I-

(J'"ll'tm,P:farJ)",flO1JI'tm:J':far rh'}j";' t'lflJ:'.Lt'!C1:fm- l' ,,/C1' '11C r'} r°'l.'1,,/';·~ 'l1C AfI ? 

6. r OL -A. 1'. ~,.e. n°,. UlJ,t'.·;)'/. ,;. hft. 'I, 111'11' 'hn:J' "'l. 91 l' {'If'!- tl iT f,1.t'i- ;JC f°'l.'i'<;- \'-1-.v, c 

;~ J:'.;;: qo:r,/r,:~· L;;: 'l" ',r· tJ i1' f, Lt'!· ;J C "h '} J:'. "'l. 'i'';. fI'}.v, C ~J:'.;;: :fm-/r,: 1> I. ;;: :r: (/I­

fl"'1')m:,':r:m-/Afl 0 'li)OI:J':far rh'}Y')- t'l"1''i, ';' (1"1 '11C OIf,r l' <'1 C:1' r"} '}f,H- ';'9"IiC ,i -

lP{.l.l, ,,"r'tlC' J'(};J'(fJ-i)t\-? "hllh9"} f','}'I-;-~:: 

7 . {'OL-h.1' . hJ'.. n°,. UlJ y";~'1, ,i, hft. 'I, 11'.)'-11' "'m;P°'l.9}:-'-' {'In- tJiY.e.Lt'!· ;JC {''''IS';· \'-1 -J\ C 

; ~ J:'.;;: qo:-",/r,::"L;;: qui, tliY Y,Lt'!- ,:JC "h '} J:'.°'lS';, fI'} P, C ~J:'. 7,: :fOl-/r,:.p I. 7,: :r: (Il-

fI'"ll'tm,P:f(J)-/hflO1JI'tm:J':r:m- ?utny,l' r,':fm- ,(lfl(J)- h"'/,j' ,/>c!l.:fm- OD~IIt\ 'Pc; '£".; 9':r: '} 

(l'1,,/.;.~? 
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To : Whom it may concern 
-Addis Ababa 

~ 

-
-~ --- --==--

fr~ 11==71 tJ / J G/o ILl J~ I 
Date ······· .. ~.... ...... _ 

R f N /,J-f:A .'12 O.J V "e. 0 fr~· ..... .. 0 

The ethical rev iew committee of the Addis Ababa health bureau ha s 

revi ewed the re sea rch proposa l entitled " Self~ Disclosure Problems 

among Sexual Partners Living with HIV/AIDS the case of Hospital clients in 

Addis Ababa". 

Please find atiached here wi th the two pages reviewed result of appro va l 

of th e proposal. 

Health ureau 



--~ 

• 

i 

ADDIS ABABA''CI-r-rADMINISTRA TIONtIEAL TH BUREAU~~­
E¥H:f=@AL REVIEW COMMITTEE 

Tel: 25 1 151 39 11 P.O.Box 30738 Addis Ababa 

CRITERIA/ITEM / RATING 
I .consent form -~::..-Yes 

• Does the consent contain all the ------Requires rev ision 
necessa ry information that the ------No 
subj ect should be aware of? -----Not applicable 

-----N9t attached 
2. Are the objectives of the study clearly -~Yes 
stated? ------No 
3. Are the method s ethically sound ? -/Yes 

• Ju stice ------Not well described 

• Beneficence -----No 

• Respect for a person 

4.Are provisions to overcome risks well ------Yes 
described and accepted? ------No 

• DSMC -~t applicable 

5.Are there prQvi sions to provide standard/ ------Yes 
best proven care? ~~~~ applicable 
6. Are the sa fety procedures in the use of ------Yes 
vaccines, drugs and other biological ---;to 
products acceptab le? -l---N9t applicab le 
7. Are the procedures to keep --~Yes 
con fident ial i ty well descri bed? ------No 

-----Not applicable 
8. Are the proposed researchers competent -'''--:-Yes 
to carry out the study in a scientifically ------No 
sound way? -----Not applicable 

-----Unable to assess 
9. Does it have material transfe r ------Y es 
agreement? ~~~ applicable 

/ 
Recommendation --vA pproved -----Approved on condition 

------Not approved 
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ETHICAL COMMITTEE MEMBERS 

Name ---'----

1- Dr Achalllyeleh Alebachew 

2- Dr Girllla Wolde lllickael 

3- W/r Fantu Tsegaye 

4- Dr Ze lalelll Demeke 

5-' Dr Wengele Teketel 
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Deela ,-a-rion 

This tl1(:~sis is tHy origjnal vvork and ha~ not been presented 

for a degree in any other university. 

----~ 
Abdu Ebrahinl Moharnlued 

Date: .Ju ne 15, 2009. 

~r'his the:-;is has been sublnitted for examination with ro'. 

:"lpp~-oyal as the university .<:ldvisor. 

Dr. Dessa Iegn C:~haJch issa 

Date: .June 15,2009. 
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