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Abstract

Background:- It has been well established that mother to chidddmission (MTCT) accounts
for the majority of HIV infections in children belothe age of 15 years in developing countries.
HIV counseling and testing (HCT) is an importantrgrmpoint for HIV prevention and for early
access to treatment, care and supMiitlingness for accepting HCIB the key component and a
starting point of overall HIV prevention efforts carrepresents a critical opportunity for
stemming the tide of the HIV epidemic.

Objective:- The main objective of this study was to assesswitiengness of antenatal care
clients for HIV counseling and testing in Asellavgonmental health institutions.

Methods:- Institutional based cross sectional study was coeduon 321 pregnant women
attended antenatal care during the study periodgusiterviewer administered, pre-tested,
structured questionnaire from March to April, 20h2Asella governmental health institutions.
Data was collected by convenient sampling technajfter ethical clearance was obtained from
the concerned authorities and then entered intEpiand analyzed using SPSS software.
Result:- A total of 321 pregnant women (response rate 108%nded antenatal care in Asella
hospital and Asella health center were includedthia study. Among the studied women
291(90.7%) were willing for HCT, and 30 (9.3%) weret willing for HCT. The strongest
association with willingness for HCT rested withripg number of ANC visits and perceived
risk of HIV. Primipara women were about 12 timesrenbkely willing for HCT than nullipara
mothers (AOR=12.33, 95% CIl=1.25,121.57), and dsse¢ who had 2 and above ANC visits
were 9.6 times more likely willing for HCT than g®who had only 1 ANC visit (AOR=9.64,
95% Cl1=1.93,48.28). Women who were perceived therasenot at risk of acquiring HIV were
more likely willing for HCT than those women whorpeived themselves at risk (AOR=0.08,
95% CI=0.01,0.41).

Conclusion and RecommendationThis study revealed high-level of awareness abibuf

HCT, MTCT and PMTCT of HIV among pregnant womereatted ANC in the study areas.
Relatively increased proportion of willingness KET was seen when compared to other studies
and it has to be encouraged more, since it is@ecstone for PMTCT of HIV. Health education
targeted on pregnant women on HCT, MTCT and PMTCHIV using different resources and
male partner participation would have paramountartgnce and would be important factor to

scale up HCT acceptance more at all levels.

vi
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1. Introduction

1.1 Background

The human immunodeficiency virus (HIV) has creaaadenormous challenge worldwide. Since
its recognition, HIV has infected close to 70 rmtlipeople, and more than 30 million have died

due to acquired immunodeficiency syndrome (AIDS) (1

According to the recently released joint World HleaOrganization (WHO), Joint United
Nations Programme on HIV/AIDS (UNAIDS) and Unitedtidns Children’s Fund (UNICEF)
Universal Access report 2009, 33.4 million peoptravestimated to be living with HIV

Worldwide (2); 15.7 million of these were women dhdhillion were children younger than 15
years of age. Globally, HIV prevalence varies sam$lly, ranging from less than 0.1% in

places such as Bosnia and Herzegovina and the ReptiKorea to 26.1% in Swaziland (3).

In 2009, around 400,000 children aged under 15rhecafected with HIV (4). Almost all of

these infections occurred in low and middle-incoooeintries, and more than 90% were the
result of mother-to-child transmission (MTCT) dwirpregnancy, labour and delivery, or
breastfeeding. Without interventions, there is a43% chance that a baby born to an HIV-

infected mother will become infected (3).

The epidemics and the impact of HIV/AIDS vary caesably from country to country across
Africa, depending on the size and duration of tbeak (4, 5). Most countries, including
Ethiopia, have generalized epidemics. Accordingtite Joint United Nations Program on
HIV/AIDS (UNAIDS), adult prevalence estimates ramgifrom 0.1% in Madagascém more
than 20% in some of the countries in the southemecincluding Botswané4.8%), Lesotho
(23.6%), and Swazilan@6.1%).

It has been well established that mother to cmdddmission (MTCT) accounts for the majority

of HIV infections in children below the age of 1Bays in developing countries (1). The rate of
transmission from an untreated HIV positive pregn&oman to her newborn is high. Around

300,000 children in sub-Saharan Africa became tatewith HIV in 2009 (4).
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The vast majority of these children (more than 9(8&ye been infected with HIV during

pregnancy, childbirth or breastfeeding, as a resilieir mother being infected with the virus.

Ethiopia is the second most populous and one o$é¢hieusly affected countries in sub-Saharan
Africa (1). With an estimated 1.1 million peopleitig with HIV, Ethiopia has one of the largest

populations of HIV infected people in the world.(6lowever, HIV prevalence among the adult
population is lower than many sub-Saharan Africaumntries.

In 2007, the estimated adult HIV/AIDS prevalencé&thiopia was 2.1%. Although the epidemic
is currently stable, HIV/AIDS remains a major deghent challenge for Ethiopia. Poverty,
food shortages, and other socio-economic factorplibmhe impact of the epidemic. HIV
prevalence was increased slightly to 2.3% by 2009.

A report from USAIDS 2010 indicates that, Ethiopiepresents a low-level, generalized
epidemic driven by most-at-risk populations (MARIP8). Heterosexual contact is the primary
mode of HIV transmission, and young women are atiquéarly high risk. According to this
report, HIV/AIDS prevalence is higher among womgr6¢o) than men (1.8%) in Ethiopia, and
in urban areas, women are 1.5 times as likely tmfeeted as men (9.2% and 6.2% prevalence,
respectively). Physical abuse of women also is comthroughout the country; between 40%
and 60% of women experience sexual and/or physicate by their partners, increasing their
vulnerability to HIV (7).

According to PEPFAR Ethiopia COP REPORT 2010, dmased 93% of deliveries occur in
rural areas (8). Based on this report, with therpgatake of prevention of mother to child
transmission (PMTCT) due largely to low antenatateccoverage (28%) and institutional
delivery (6%), especially in rural areas, pediakti?//AIDS may be a more significant problem
in rural areas than previously thought. The countay be facing a growing pediatric HIV/AIDS
epidemic. The report also states that, in 2008.2fmillion pregnancies, an estimated 79,183
were HIV-positive mother-exposed infant pairs watipossible estimated transmission to 14,468
infants.
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1.2. Statement of the problem
The prevention and control of HIV infection depersthe prevention of new infections and the
effective treatment of currently infected individgaig9). Approximately 2.2 million women with

HIV infection worldwide give birth each year (10).

An estimated 1.5 million of the 115 million anntmaiths in low and middle-income countries

are born to HIV-infected mothers (3). It is estiaththat 1,000 children under 15 years become
infected with HIV every day; 90% of them through ther-to-child HIV transmission and of
that, 2 million children (6% of the 33.4 million @ge living with HIV) are living with HIV (2).
The majority of these children (90%) live in sulh8ean Africa, the most impacted and

underserved region.

In 2009, in Ethiopia, an estimated 72,945 childunader age 15 were living with HIV, according
to the 2010 UNGASS report (7).

A report from Federal HIV/AIDS Prevention and CahtiOffice 2007 indicates that, the
availability of HCT services in Ethiopia has beareven, and even when available, uptake has
been relatively low (11).

To date, only few researches are available in thenity regarding the status of willingness of
pregnant women towards HIV counseling and testit®).(Since there is a desire to expand
PMTCT of HIV down to the grass root level, it is portant to assess the magnitude of

willingness for HIV counseling and testing of preghwomen attending ANC.

Though HCT service has been given in Asella govemtal health institutions like other health
institutions do throughout the country, no reseasciiet done by this topic which indicates to
what degree the service is being accepted by pregmamen attending ANC in the areas, and
how much they are willing to undergo HCT. This stusl primarily aimed to assess willingness
of pregnant women attending ANC towards counsedind testing for HIV in Asella hospital

and Asella health center. The study will also idgnthe factors which could hamper the

willingness of the women to accept HCT services.
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1.3. Significance of the study

This study is designed to assess the magnitudeiltthgmess of pregnant women for HCT
services in Asella hospital and Asella health cerfderefore, it will help local and regional
health program managers, planners and stakehaddrmoreover, health professionals who are
working in these health institutions to make appiadp interventions to scale up HCT program
and to enable mothers to make all the necessamstefh the reduction of MTCT of HIV. All the
responsible bodies on the area may use the studygasde to revise, modify or change their
policies based on the findings. In addition theitesan also be used as a reference for those who
are interested to perform further researches orsdinge topic in the same area and throughout
the country.
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2. Literature Review

2.1. HIV Counseling and Testing as an Entry Pointa PMTCT

Several approaches have been proposed and testattitess the variety of barriers to HIV
testing uptake. Knowing one’s status is the obtigafirst step to receiving HIV care services.
Strategies such as universal single-dose nevirgmioghylaxis for all pregnant women in the
absence of HIV counseling or testing (once consildsy some to enhance the delivery of
effective PMTCT interventions in the short termhiat serve as an entry point for further HIV
care, as women who do not know their HIV statusnoaraccess long-term treatment (13).
However, proven methods do exist to increase upt@lRMTCT services, including clinic-based

health education interventiongroup pretest counselingnd education via alternative PMTCT
information sources, such as radio and televisidme opt-out testing strategy in the context of
antenatal care, in which women are tested for Hitérabeing notified that the test will be

performed and the patient may elect to declineeberdtesting, has been promoted for several

years with significant increases in testing uptakearious resource-limited settings.

2.2. Prevention of Mother To Child Transmission oHIV (PMTCT)

PMTCT is a key component of overall HIV preventiefforts and represents a critical
opportunity for stemming the tide of the HIV epidenmWith current interventions, the risk of
MTCT can be reduced to less than 5% (3). Therefbamsmission of HIV from a pregnant

woman to her infant is preventable.

To successfully reduce mother-to-child transmissibHIV, population-level efforts to prevent
HIV infection among women of childbearing age mustrealized. For the individual woman, a
comprehensive, coordinated continuum of servicest i@ provided beginning with increased
access to counseling, testing, and primary preoprservices, as well as reproductive health
choices enabling either the prevention of uninteénalegnancies or appropriate planning for
intended future pregnancies for women living wittivH3). For HIV-positive women who
become pregnant, access to and follow through fectefe interventions to prevent transmission
to the infant and to provide treatment for the wanh&rself and her child if infected must be

provided to maximize maternal health and infant Hii&e survival (3).
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Accessibility of ANC and PMTCT services in sub-SamaAfrica varies greatly across and
within countries (e.g. urban versus rural areaspedding on economic, geographic, cultural,
and social characteristics. A 2003 evaluation of-s¢ligported pilot PMTCT projects in 9
countries (Botswana, Burundi, Cote d’'lvoire, Kenffaayanda, Tanzania, Uganda, Zambia, and
Zimbabwe) found that among women who came to heattiers for antenatal care, uptake of
HIV counseling and testing ranged from 25% to mibi@n 90% (13). However, only 64% to

83% of women who accepted an HIV test returnedtiect their results.

In six of the ten countries estimated to have #ngdst numbers of pregnant women living with
HIV (Kenya, Malawi, Mozambique, South Africa, Tanza and Zambia), rates of counseling

and testing for pregnant women have risen to 60—&)%

2.3. HCT in Ethiopia

HIV counseling and testing (HCT) is an importantrgmpoint for HIV prevention and for early
access to treatment, care and support; and is btige cessential components of the national
multi-sectoral response against HIV/AIDS, and prtedcand broadly available, and easy to get

to all individuals and communities (6).

There are three types of HIV testing in Ethiopidie@-initiated or voluntary counseling and
testing (VCT), Provider-initiated counseling andtieg (PICT) and Mandatory HIV screening
(11). Compared with other approaches, routine pevinitiated HIV counseling and testing
using the opt-out approach for all pregnant womesiresulted in greater acceptability, increased
opportunity to prevent MTCT, and minimized stigmd ).

According to Federal Democratic Republic of Eth@opFederal HIV/AIDS Prevention and
Control Office March 2010 Report on progress towardplementation of the UN Declaration
of Commitment on HIV/AIDS 2010, a total of 1,0234lté facilities were providing HCT and
PMTCT services at the end of 2009. More than 61H @&gnant women made at least one

antenatal clinic visits during the last fiscal yemnd 417,841 underwent HIV testing (6).
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This report also indicated that, from July to Debem2009 alone, 343,476 pregnant women
visited antenatal clinic of which 253,459 (73.7%parwent HIV testing.

According to the 2008 Health Impact Evaluation mgpamong all women aged 15-49 that gave
birth within the two years preceding the survey 328 received HIV counseling during antenatal
care and only 9.2% received test results (6). Té@®rt also indicated that, women from rural
areas, uneducated, and from the lowest wealth icdéegory were less likely to be counseled
and receive test result.

2.4. Willingness of pregnant women for HCT and PMTQ Services and perceived barriers
The potential of PMTCT to serve as the entry pdantfamily-based HIV care can only be
realized if there is wide utilization of antenatalre (ANC) services, availability of PMTCT
services, and widespread uptake of HCT during @egy In some settings, low uptake of some
or all of these services remains a major limitatiorscaling up care linkages. For instance, a
2007 report from the World Health Organization (WK Qoint United Nations Program on
HIV/AIDS (UNAIDS), and the United Nations ChildrenFund (UNICEF) stated that coverage
for HIV counseling and testing remains very lowniost countries affected by the epidemic: in
more than 70 low and middle-income countries suzdethat reported data for 2005, only 10%
of pregnant women received an HIV test (less tHa iIn Nigeria, India, Democratic Republic
of the Congo; between 40% and 50% in Africa, L&merica, and the Caribbean; and 75% in

Eastern Europe and Central Asia) (15).

Willingnessis the starting point for the success and imp&eing health intervention. A number
of studies have used both quantitative and quiakitahethods to assess the acceptability of VCT
in sub-Saharan Africa. In Uganda, in a qualitatttedy found that, although almost all the
women in their study were willing to take an HI\steand to reveal their HIV status to the
maternity staff, they were anxious about the canftdality of the results of their test (16). They
also feared that once the maternity staff knew tbeiostatus, they might refuse to take care of

them.
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Factors associated with willingness of HIV counsgliand testing among pregnant women
attending antenatal clinics include: education liekeowledge of MTCT and HIV testing, and
partner participatioror perception that the clinic offers privacy andttisocial support from

relatives and peers is available (13).

High uptake of testing can be achieved with routmevider-initiated HIV counseling and
testing (PICT) combined with use of rapid testseonffy same day results in antenatal and
delivery settings. Studies have demonstrated thpidrpoint-of-care HIV tests have high

diagnostic performance (3).

In the industrialized world, a number of Europeanntries have introduced PICT in the context
of prenatal care. PICT appears to have result@edmsiderable increases in testing uptake in the
United States, United Kingdom, Hong Kong, Singapdierway, and Canada, where the

majority of clients (4/50r more in most studiesjesg or were willing to be tested (17).

In Botswana, a shift from patient-initiated testitogprovider-initiated routine testing increased
the proportion of antenatal clients who accepte® kdsting from 76% to 95%. In urban
Zimbabwe HIV testing rates increased from 65% t869®&hen an opt-out provider-initiated
testing program was implemented (3). The Elizab&tlaser Pediatric AIDS Foundation
(EGPAF) has provided PMTCT services using opt-esting to more than 2.6 million women in
resource-limited settings. Overall, 92.9% of wornndro received antenatal care or were seen in

labor have been counseled, and 82.8% were foutichgib accept the taste (3).

Knowledge of HIV/AIDS and the ways of its transnmgs and preventive strategies are
important informations for the mother in increasingtake of PMTCT, and lack of this

knowledge can influence for willing to accept HCh. a study investigated knowledge and
awareness of HIV/AIDS among pregnant women in Maslatra state, India; about 81% of the
study subjects heard about the sickness calledAID8 (18). When asked about ways of spread
54% reported they didn’t know, 39% reported thatusé contact, 18% mentioned through
injection, and 8% through blood, 4% commercial sexkers and only one person said from

mother to child.



Version No 2, 20/06/12

On the other hand a study conducted at Cama arldsalihospital, Mumbai, revealed decline in
seroprevalence from 5.5% in 1998-99 to 2.2% in 2003mong the antenatal care attendees
indicating that greater awareness enhanced antetetection and measures taken to prevent

mother-to-child transmission (19).

The assessment of knowledge of HIV transmissionngnpregnant women attending antenatal
care at different time in Hong Kong, China; indexhtthat, they have good knowledge of
HIV/AIDS (91.6%) with mean score of 4.8 of the pibs six, and 62% to 89% knew that using
condom reduce the chance of getting the infecti@).( However, women were less

knowledgeable on MTCT during pregnancy (57%) witeam score of 3.6 of the possible six.

Their knowledge was significantly associated witait educational level (21).

A study done on a total of 728 pregnant women ditgnmaternity centers in four primary
health facilities in llesa East and West local goweent areas of Osun State Nigeria on HIV
Voluntary counseling and Testing of Pregnant worséowed that, 587 (80.6%) pregnant

women underwent the test after pre-test counséiy

A cross sectional study done on 270 randomly sede&NC attendees on Acceptability of
Routine Offer of HIV Testing (Opt-Out Approach) angp Pregnant Women in the Wa
Municipality Ghana showed that, about 60% of thepomdents were found willing to accept

HCT in the current pregnancy (23).

A health facility based cross sectional survey cateld among 452 pregnant women following
antenatal care on Utilization of HCT services ampregnant women in western Amhara region
between April and June 2006 showed that, 304 (6).824he respondents were willing to
undergo VCT for HIV (24). Of all the socio-demoghéc variables, education was positively
associated with acceptance VCT for HIV (AOR (95% f6r formal schooling versus no formal
schooling = 3.67 (1.56, 8.61) while being a rurahven and being a farmer were associated with
less likelihood of undergoing HIV counseling andtiieg [AOR (95% CI) = 0.22 (0.14, 0.35)
and 0.44 (0.22, 0.98)] respectively. The main leasrior utilization of HCT services identified

were incorrect perceptions regarding HIV/AIDS atigma by husband, family and community.
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Another cross sectional study done on 422 pregwanten in Nekemte hospital and Nekemte
health center from May 25, to June 7, 2009 on Atdglity of PICT among pregnant mothers
attending ANC showed that, the overall willingneates of the respondents were 370 (87.7%).
Almost all the respondents 412 (97.6%) were knogéadble to the three cardinal ways of
prevention of HIV/AIDS (i.e. Abstinence, avoidinguitiple sexual partners and sharing sharps).
And 151 (35.8%) of the respondents were knowledgetb PMTCT during pregnancy, child
birth and breast feeding. 310 (73.9%) of the redpats perceived themselves not at risk of
contracting HIV/AIDS. 334 (79.1%) of the mothergdhaformation regarding PICT, and health

workers were common source of information for 260.6%) of motherg25).

Stigma is a potential barrier to service uptake astdeving high coverage of HCT as well as
other HIV services (3). Fear of stigma and disaniation (enacted stigma) can affect health care
seeking behaviors and disclosure of one’s HIV statuack of knowledge about HIV
transmission, prevention and available interverstifuels stigma. In Ethiopia, Kenya, India, and
Nigeria, studies have found that fear of their lamsbs negative reaction, fear of the stigma and
discrimination resulting from a positive test résad concern about confidentiality are related

to not wanting to get tested by pregnant women (3).

Although the greater involvement of male partness long been advocated, there are limited
data demonstrating the impact of this involvemenHECT uptake (13). One example of where
this has been effective is Cambodia, where a stamglucted in the context of the country’s
national PMTCT program showed a strong link betwekY testing acceptance rates among
women and attendance at a pretest counseling sesgloa male partner. However, approaches
that actively involve male partners have yet todmee common practice in many developing
countries. For example, in a PMTCT program condludie Abidjan, Co6te d’lvoire, the
proportion of male partners tested for HIV was 088:1% among partners of HIV-positive
women and 14.8% among partners of HIV-negative wonme a cohort of 799 HIV-positive
pregnant women in Bangkok, Thailand, 22.6% stilll m@t disclosed their HIV status to their
partners by four months after the initial HIV té%8).
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A cross sectional study done on 400 pregnant woomethe influence of partners on pregnant
women’s use of HIV voluntary counseling and testsegvice in Jijiga zone, Ethiopia indicated
that, more than half 249 (62.2%) of the respondezqified that it was important to consult their
partner before being tested for HIV. 126 (50.6%dhe pregnant women stated that their partner
would approve of their HIV testing. Half of the paipant women 202 (51%) were willing to be
HIV tested on the same day they were counseled.r@imaining women 198 (49%) refused to
undergo HIV testing, 78 (39%) reported their urametly about their male partner’s response to
the HIV testing. Other responses for refusal inetlifear of rejection by the community (28%)
and their inability to deal with the stress of liesero-positive (13%). 10% did not know why

they do not want to be tested. There was also eecorabout confidentiality in 4% (26).

An institutional based cross sectional study cotetbon 261 pregnant women, on factors
affecting uptake of VCT of HIV among pregnant womettending ANC in Adama hospital,
Ethiopia from December 1, 2007 to January 15, 20@8ved that, from the total of 261 pregnant
women attended ANC, 211 (80.8%) were showed théimgness for HCT, and 50 (19.2%)
rejected to accept the test. Level of educatiomwhaedge of VCT and MTCT of HIV,
knowledge of benefits of PMTCT services, maritaltss, prior HIV testing, numbers of ANC
visits, risk perception, access of information todgaHIV, all were associated factors identified
during the study which had an effect on the uptKdCT (27).

Another cross-sectional institutional based studyed on Willingness of pregnant women
attending ANC towards VCT on 421 pregnant womearia district hospital, two health centers
and three health stations in Wukro and Kleteawla®lmredas of Tigray Regional State, north
Ethiopia showed that, 74.1% of participants werentbwilling to accept VCT. On examination
of multiple factors to detect whether there is aggmn with willingness to VCT or not: being
multigravida (AOR=7.1, 95% CI=1.05,48.3), intentida discuss HIV positive result with
partner (AOR=7.01, 95% CI=1.74,28.15), believingrtpar has a greater role for VCT
(AOR=3.84, 95% CI=1.12,13.23) were found to haveassociation. The level of awareness on
VCT and PMTCT was 80.3% and 88.5% respectively.(12)

11
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Unmatched case-control study doimea total of 246 pregnant womem Factors determining
acceptance of voluntary HIV testing among pregmesnen attending antenatal clinic at armed
force hospitals in Addis Ababa, Ethiopia showedt,ttlanong the studied women 88 were
voluntary acceptors of HIV counseling and testicgses), and 176 were non-acceptors of
voluntary HIV testing (controls). The strongestasation with acceptance of VCT rested with
husbands residence, knowing MTCT as route of Hl&hgmission and prior HIV testing
experience. Women who were living with their hustmmwere about 5 times more likely to be
tested than those whose husband were living awa86 (€1=2.15,11.46 ), and also those who
knew MTCT as route of HIV transmission were 7 tinmere likely to be tested (95% CI =
3.44,15.67). Being tested for HIV in the past agpeared as an independent factor positively
influencing acceptances of HIV testing, women wihd prior HIV testing were about 2.5 times
more likely to be tested than those who had na pily testing (28).

In summary, low level of willingness among pregnaoimen remains a major rate-limiting step
in the uptake of HCT. This, in turn, limits opparities for referral to other HIV care and
treatment in many settings, as highlighted in mnéceport by the Global Fund, which states:
PMTCT programs continue to face major implementatiballenges, as evidenced by both poor
performance and the very modest absolute targétsysgrants. These problems are linked to
important gender issues in HIV. Women often do agree to be tested during pregnancy, they
tend to be “lost” in the clinical and referral syist and they lose access to treatment for

themselves and to prevent transmission to theidien (13).
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3. Conceptual Framework: showing willingness for HG and other variables

This conceptual framework was developed based envémiables identified in the literature
review.

(Socio-demoqraphic Characteris@' (

J)

Knowledge
Age, marital status, religion, Knowledge of HIV, HCT, MTCT and
ethnicity, educational status, PMTCT.
occupation, family size, income
level, residence, parity, number of Awarer_les_s on mode of H_IV )
ANC visits. transmission, common misconceptior

-
fServices

Approach of HCT

\

N

Willingness
for HCT

%

Risk Perception

Perceived risks,
degree of risks and
reasons for have
been at risk of HIV

Attitude and Practice

Confidentiality and
privacy

Social Factors 4

Y2
)\

Stigma and discrimination Attitudes and practice towards HCT
and PMTCT

Male partners reaction for HIV

positive result. Perceived benefits of HCT and
PMTCT

= 7 =

\
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4. Objectives of the study

4.1. General Objective

To assess antenatal care clients’ willingness tdsvapunseling and testing for HIV in Asella
hospital and Asella health center.

4.2. Specific objectives

1. To measure the proportion of pregnant motheilihgness to accept HCT services.

2. To assess knowledge of pregnant women towards HC

3. To assess attitudes of pregnant women atter#di towards HCT.

4. To assess practices of pregnant women atteddiitgjtowards HCT

5. To identify perceived barriers that affect acaape of HCT among pregnant women
attending ANC

14
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5. Research Methods, Materials and procedures
5.1. Study Area

The study was conducted in Asella hospital and IAde¢alth center found in Oromia region,
Arsi zone, Asella town which is 100 and 70 km avirayn the capital Addis Ababa. The hospital
and the health center serve for dwellers of thent@md for patients coming from different
Woredas and Kebeles surrounding the zone. They haternal and child health care units
which provide antenatal care, delivery service, iamplanning, HIV counseling and testing
service, counseling on infant feeding options aaf@rssex practices and ART for prevention of
MTCT of HIV for pregnant women free of charge. Thespital has teaching institution for

doctors, nurses, midwives and pharmacy technokgistler Adama University.

5.2. Study Design
An institutional based cross-sectional study wasdooted on the pregnant women attended
ANC in Asella Hospital and Asella health center.

5.3. Study Period

The study was conducted from September 2011 — NJ&g.2

5.4. Source Population

All pregnant women attended ANC in Asella hospitadl Asella health center.
5.5. Study Population

Pregnant women who came to Asella hospital andl&selalth center for ANC during the study

period.
5.5.1. Inclusion Criteria

All pregnant women attended ANC in Asella hospatatl Asella health center, who were able to

communicate, free of mental illness and grantedhssion to participate in the study.
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5.5.2. Exclusion Criteria

Those mentally ill, critically sick, mute, deaf amshconscious pregnant mothers who were
unable to communicate and those who were refusqghtticipate in the study and pregnant
women who were not registered as ANC follow uprtBeduring the study period were excluded
from the study.

5.6. Sampling Technique

Convenient sampling technique was used to colleet ibformation from the eligible ANC
attendees who met the inclusion criteria duringgtugly period; until it sufficed the calculated
sample size. Because, since it was an exit intermethod there was no sampling frame to use

other sampling techniques.
5.7. Sample Size

The sample size was determined using the standandufa for single population proportion
based on the following assumptions:-

» The population proportion for prevalence of willmegss for HCT among pregnant
women is 74.1% (Based on the research done inyRegional State on Willingness of
pregnant women attending antenatal care towards)VCT

» Confidence interval 95%

» Margin of error tolerable 5%

n= (Za/2)ZaP (1- P)

n=(1.96% x 0.74(1 - 0.74)
(0.05)
n= 292 + 10% non response rate (contingency) 292 = 321

Where, - Zo/2 = the confidence limits of the survey resultt{cal value at 95% confidence
interval of certainty) = 1.96
- P = the proportion of study popwdativilling to accept HCT = 0.74
- d = margin of error = 0.05

- n = the total sample size
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5.8. Data Collection Methods — tools/instruments

Data was collected using a pre-tested, structurgdrviewer administered questionnaire that
was adopted and modified from different thesis wornich were tested before (12,24,25,27).
The questionnaire was prepared in a structurediw&nglish and then translated into Amharic
and Afaan Oromoo and again back to English by laggurofessionals in each language who

had MSc, to see its consistency.

5.8.1. Pre-test:-It was conducted on 10% of the study populatioo were not included in the

main study; pregnant women attended ANC in Asetispital and Asella health center. During
this time data collection tools were tested anduatad for their appropriateness, reliability and
average time needed to administer the questionn@meections were also made accordingly

before the actual data collection time.

5.8.2. Data Collection:- After preparation of the necessary materials amghitrg of data
collectors for three days — nurses who were workingther units of the hospital, data was
collected over a given period of time. Adequaténtrey was given for data collectors and close
supervision was made on them, and also they wsteutted not to wear professional uniform
during the data collection time to minimize socddsirability response. Each woman was
interviewed privately in one private class of AN@ituafter they finished ANC follow up
examination and was assured on the confidentiafitthe interview. The follow up charts of

interviewed mothers were marked to avoid repetition
5.9. Description of Study Variables
5.9.1. Dependent Variable:Willingness for HCT

5.9.2. Independent Variables:-All the socio-demographic characteristics (age,italastatus,
religion, ethnicity, educational status, occupatifamily size, income level, place of residence,

parity, number of ANC visits)
- Knowledge of HIV, HCT, MTCT and PMTCT.

Awareness on mode of HIV transmissions, commg@@tonceptions.
- Risk perceptions of HIV

Perceived risks, degree and reasons for havedieesk.
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Attitude and practice towards HCT and PMTCT
Perceived benefits of HCT and PMTCT

HCT services

Method or approach of HCT, confidentiality arrd/acy

Male partner’s reaction to HIV positive result

Stigma and discrimination

5.10. Data Quality Assurance:-The following measures were taken to maximize thality of

the data: The research advisor was reviewed theewrtn of the questionnaire, the
appropriateness and clarity of questions and tteniilew schedule before the pilot study was
conducted. The questionnaire was also seen and entathby friends and other professionals.
Data collectors were provided three days trainiggphbincipal investigator. Pre-test of data
collection instrument was conducted on similar papon attended ANC in Asella hospital and
Asella health center for clarity, appropriatenesd ime requirement. Close supervision were
made during the data collection period and, questoes were checked for completeness and
clarity on a daily basis to ensure good qualityad#ncorrectly filled or missed ones were sent
back to data collectors for correction.

5.11. Operational Definitions

Socio-demographic variables refer social and demographic characteristicsliehts that were
measured by an instrument consisting of 11 itenctudiing questions on age, ethnic group,
religion, marital status, educational status, oatiop, residence, parity, family size, number of

ANC visits and family’s average monthly income.

Knowledge:- The fact, information, understanding and awarernbas the respondents have
acquired through experience or education which mveasured by an instrument consisting of 7
items including questions on knowledge of HIV, HOWTCT, and awareness on mode of

transmission and preventive measures, and PMTCGINoOf
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Risk perception:- Respondents feeling of vulnerability for HIV/AID&hich was measured by
an instrument consisting of 3 items including gicest on feeling at risk of HIV, degree of risk

and reasons for have been at risk.

Attitudes and practice:- Predisposition to respond in favour of or agat&f and PMTCT and
then the actions that will be taken by the respatglevhich was measured by using an
instrument consisting of 3 items including percdivenefit of HCT and PMTCT, prior HIV test
and willingness to accept HCT and PMTCT services.

Social factor:- A social impact that the respondents will face frpeople and the community in
relation with their HIV status which was measurgduling an instrument consisting of 4 items
including questions on disclosure of HIV test rgstdar if HIV test result is positive, and

possible reaction of male partner for HIV positresult.

5.12. Data Analysis

The questionnaires were checked for their compésteiand the data was given a code and then
entered into a computer in Epi-info version 3.5n8 analysed using SPSS program version 20.
Frequency distribution and cross tabulation werelenimr the variables. Odds ratio and 95%

confidence interval were also calculated.
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5.13. Ethical Consideration

Ethical clearance was obtained from Department ofsdg and Midwifery Research Ethics
Committee, Addis Ababa University. Official lettef cooperation was acquired from the
university to Asella hospital and Asella health teenwhere the study was conducted. Informed
consent was obtained from each study participaet afear explanation was given concerning
the purpose of the study. All documents were keptape to assure confidentiality of the
information. Respondents were not identified by eam the questionnaire and were also not
asked about their sero-status. All participants tredright to withdraw from the study at any
juncture, if they were not comfortable, and thegoahad the right to refuse to participate in the

study totally.
5.14.Dissemination and utilization of study findings

The results of this study will be submitted to epartment of Nursing and Midwifery, Addis

Ababa University, and will primarily be communicdtt the respected health authorities, who
will utilize the findings, especially Asella hosplitand Asella health center. The abstract of the
study will be distributed to other health related alevelopment sectors by mail if convenient.
The researcher will try to get results publishedacal and international journals after thesis

defense.
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6. Result

A total of 321 pregnant women (response rate 108#@nding antenatal care during data
collection in Asella hospital and Asella health tegrwere included in the study. The mean age
was 26.3 (median 26 years) with a standard dewaifo3.8 years. Among the studied women
291(90.7%) were willing for HCT, and 30 (9.3%) waeret willing for HCT. Majority of the
respondents, willing 229 (78.7%) as well as unngIR2 (73.3%) for HCT, were between 20 and
29 years in age. Oromo ethnic group compriseddhgest proportion of the study subjects 195
(67.0%) and 22 (73.3%) for willing and unwillingrf¢dCT respectively. The majority 161
(55.3%) of willing and 20 (66.7%) unwilling were tBodox Christian followers. Almost all the
study subjects were married 285 (99.3%) willing &7d(90.0%) unwilling for HCT, and the
majority 281 (96.6%) willing and 24 (80.0%) unwilgj for HCT were living with their
husbands. Regarding educational background therityagd willing for HCT 114 (39.2%) have
attended or attending secondary school educati@rendss the majority of unwilling for HCT 18
(60.0%) were at primary school level. Most of tlespondents 227 (78.0%) willing and 28
(93.3%) unwilling were unemployed, and 199 (68.4%%) 18 (60.0%) willing and unwilling for
HCT respectively were urban dwellers. Nullipara ness comprised the largest proportion in
both willing 109 (37.5%) and unwilling 22 (73.3%ijegnant women. 130 (44.7%) willing for
HCT mothers had 2-3 antenatal care visits whef23g36.7%) of unwilling mothers had only 1

antenatal care visit. Tablel. shows the socio-deapdgc characteristics of study participants.
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Table 1. Socio-demographic characteristics of wilig and unwilling for HCT of ANC
attendees in Asella hospital and Asella health cest March — April 2012

Variables Willing (n=291) Unwilling (n=30)
No % No %

Age

19 and below 9 3.1 6 20.0

20-29 years 229 78.7 22 73.3

30-39 years 53 18.2 2 6.7
Ethnic group?

Oromo 195 67.0 22 73.3

Ambhara 77 26.5 8 26.7

Others 19 6.5 0 0.0
Religion

Orthodox 161 55.3 20 66.7

Muslim 100 34.4 10 33.3

Others 30 10.3 0 0.0
Marital status?

Married 285 97.9 27 90.0

Single 6 2.1 3 10.0
Do you live with your husband?

Yes 281 96.6 24 80.0

No 10 3.4 6 20.0
Educational status?

llliterate 36 12.4 6 20.0

Primary 67 23.0 18 60.0

Secondary 114 39.2 4 13.3

Tertiary 74 25.4 2 6.7
Occupation?

Employed 64 22.0 2 6.7

Unemployed 227 78.0 28 93.3
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Your place of residence?

Urban 199 68.4 18 60.0

Rural 92 31.6 12 40.0
Parity?

Primipara 101 34.7 4 13.3

Multipara 81 27.8 4 13.3

Nullipara 109 37.5 22 73.3
Number of ANC visits?

Only 1 85 29.2 23 76.7

2-3 130 44.7 5 16.7

4 and above 76 26.1 2 6.7

The entire respondents knew that, sexual contabeisnajor mode of transmission of HIV. The
study participants responded that, faithfulnessydomn use and abstinence are preventive
measures of HIV, 288 (99.0%) willing and 30 (100&6willing, 255 (77.3%) willing and 19
(63.3%) unwilling, and 217 (74.6%) willing and 180(0%) unwilling for HCT respectively.
About the time when MTCT of HIV could occur, the jordty 287 (98.6%) willing and 29
(96.7%) unwilling pregnant mothers responded tlhtring pregnancy is the time when
transmission of the virus to the child occurs. Afl the respondents reported that, use of

antiretroviral drugs is the major method of prei@mof MICT of HIV. (Table 2)
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Table 2. Knowledge of pregnant women attending AN@ Asella hospital and Asella health
center on HIV, HCT, MTCT and PMTCT, March — April 2 012

Variables Willing (n=291) Unwilling (n=30)
No % No %
Mode of transmission?
Sexual contact Yes 291 100.0 30 100.0
No 0 0.0 0 0.0
Blood & blood product Yes 220 75.6 15 50.0
No 71 24.4 15 50.0
Contaminated sharps Yes 279 95.9 28 93.3
No 12 4.1 2 6.7
What are the preventive measures?
Abstinence Yes 217 74.6 18 60.0
No 74 25.4 12 40.0
Faithfulness Yes 288 99.0 30 100.0
No 3 1.0 0 0.0
Using condom Yes 225 77.3 19 63.3
No 66 22.7 11 36.7
When does MTCT of HIV occurs?
During pregnancy Yes 287 98.6 29 96.7
No 4 1.4 1 3.3
During delivery Yes 177 60.8 11 36.7
No 114 39.2 19 63.3
During breast feeding Yes 114 39.2 2 6.7
No 177 60.8 28 93.3
How MTCT is prevented?
Use of ART Yes 291 100.0 30 100.0
No 0 0.0 0 0.0
Avoiding breast feeding Yes 115 39.5 2 6.7
No 176 60.5 28 93.3

24



Version No 2, 20/06/12

Only 24 (8.2%) willing and most 26 (86.7%) unwitlippregnant mothers perceived that they
were at risk of acquiring HIV/ADIS. Concerning theasons why they had been at risk, both
willing and unwilling pregnant women for HCT 12 146) and 22 (73.3%) respectively
mentioned that, their partners were not faithflalkfle 3).

Table 3. Risk perception of pregnant women attendigg ANC in Asella hospital and Asella
health center for HIV, March — April 2012

Variables Willing (n=291) Unwilling (n=30)
No % No %
Feel at risk of HIV?
Yes 24 8.2 26 86.7
No 267 91.8 4 13.3
Reasons of feeling at risk?
Multiple sexual partner Yes 10 3.4 14 46.7
No 281 96.6 16 53.3
Partner is not faithful Yes 12 4.1 22 73.3
No 279 95.9 8 26.7
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Table 4 shows attitudes and practices of pregnamen towards HCT and PMTCT. Most of the
willing respondents 247 (84.9%) reported that, tiey prior HIV test. None of unwilling
pregnant women on the other hand had prior HIVste291 (90.7%) of the study participants
accepted HCT and PMTCT.

Table 4. Attitudes and practices of pregnant womeittending ANC in Asella hospital and
Asella health center towards HCT and PMTCT, March —April, 2012

Variables Willing (n=291) Unwilling (n=30)
No % No %

Have you tested for HIV before?

Yes 247 84.9 0 0.0

No 44 15.1 30 100.0
Willingness for HCT

Yes 291 90.7

No 0 0.0 30 9.3
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In table 5, which shows social factors that infleerwillingness of pregnant women for HCT,
181 (62.2%) of willing women would fear nothingtifeir HIV test result would be positive,
whereas the majority 14 (46.7%) of unwilling womenould fear about their own and baby’s
health if they were HIV positive. 283 (97.3%) wilj as well as majority of unwilling

respondents 24 (80.0%) reported that they wouldlass their HIV test results for their

husbands or partners.

Table 5. Social factors that influence willingnes®f pregnant women attending ANC in
Asella hospital and Asella health center for HCT, Mrch - April, 2012

Variables Willing (n=291) Unwilling (n=30)
No % No %
Fear if HIV test result is positive?
Own & baby’s health Yes 81 27.8 14 46.7
No 210 72.2 16 53.3
Stigma, discrimination Yes 55 18.9 9 30.0
No 236 81.1 21 70.0
| don’t fear Yes 181 62.2 13 43.3
No 110 37.8 17 56.7
Do you tell HIV +ve result to husband?
Yes 283 97.3 24 80.0
No 8 2.7 6 20.0
If you don’t, your reasons?
Breaking of marriage Yes 4 1.4 0 0.0
No 4 14 6 20.0
Psychological harassment. Yes 8 2.7 6 20.0
No 0 0.0 0 0.0
Physical violence Yes 5 1.7 0 0.0
No 3 1.0 6 20.0

27



Version No 2, 20/06/12

Concerning HCT services which influence willingne$gregnant women for HCT, as shown in
Table 6, the majority of the willing respondent21®6.0%) preferred the approach of HCT
services should be routinely provider initiated &by but all of unwilling for HCT respondents

preferred that, the test should be voluntarily, wkiee mother needs to be tested.

Table 6. HCT services that influence willingness opregnant women attending ANC in
Asella hospital and Asella health center for HCT, Mrch - April, 2012

Variables Willing (n=291) Unwilling (n=30)
No % No %
Preferable approach of HCT
VCT 99 34.0 30 100.0
PICT 192 66.0 0 0.0
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Table 7 shows socio-demographic factors associaidwillingness for HCT. Willingness for
HCT was significantly higher in the ages 20 andvabyears, and these age groups were 7 times
(OR=6.94, 95% CI=2.26,21.31) more likely willingrfllCT when compared with younger ages,
19 years and below. Married women were 5 times rikeg/ willing for HCT when compared
with those who were not married (OR=5.28, 95% 51.22.30). Similarly, among married
women those who were living with their husbandsewnsrore likely willing for HCT when
compared with those who were not living with thbusbands or partners (OR=7.03, 95%
Cl=2.35, 21.00).

As shown in the table, the odds of willing for HGnificantly increased with an educational
level. Women with secondary and above educatiore Wletimes more likely willing for HCT
than those who were illiterate and with primary eation (OR=4.75, 95% CI=1.27,17.80).The
odds of willing for HCT were also higher in womeravgave birth before. Primipara women
were 5 times more likely willing for HCT (OR=5.195% CI=1.70,15.30) than those who were
nullipara. Similarly, women who had 2 and above AiElts were 7 times more likely willing
for HCT (OR=7.04, 95% CI=2.60,19.22) than those \Wwhd only 1 ANC visit.
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Table 7. Socio-demographic factors associated withillingness for HCT of ANC attendees

in Asella hospital and Asella health center, March April 2012

Variables

Age

19 and below
20-29 years

30-39 years

Marital status?
Married

Single

Living with your husband?
Yes

No

Educational status?
llliterate

Primary

Secondary

Tertiary

Parity?

Primipara

Multipara

Nullipara

Number of ANC visits?
Only 1

2-3

4 and above

Willing (n=291) Unwilling (h=30) Crude OR 95% CI

No % No %

9 3.1 6 20.0 1

229 78.7 22 73.3 6.94 2.26,21.31
53 182 2 6.7 17.67 3.10,101.60
285 979 27 90.0 5.28 1.25,22.30
6 2.1 3 10.0 1

281 96.6 24 80.0 7.03 2.35,21.00
10 3.4 6 20.0 1

36 124 6 20.0 1

67 23.0 18 60.0 6.20 0.23,1.70
114 39.2 4 13.3 4.75 1.27,17.80
74 25.4 6.7 6.17 1.19,32.10
101 347 4 13.3 5.10 1.70,15.30
81 27.8 13.3 4.10 1.40,12.32
109 375 22 73.3 1

85 29.2 23 76.7 1

130 447 5 16.7 7.04 2.60,19.22
76 26.1 6.7 10.30 2.35,45.10
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Study participants were also assessed about thewlkdge on route of HIV transmission, when
mother to child transmission could occur, and almitributes in the prevention of mother to
child transmission of HIV infection. Both groups miened means of transmission of HIV like
sexual intercourse, blood and blood products, comated sharp instruments and mother to
child transmission (MTCT), and women who indicatddod and blood product as a mode of
transmission were 3 times more likely willing foCH (OR=3.10, 95% CI=1.44,6.70) than those

who didn’t mention it as a mode of HIV transmission

Mothers who said MTCT could occur during delivergrey about 2.7 times more likely willing
for HCT (OR=2.68, 95% CI =1.23,5.84), and those whul during breast feeding were 9 times
more likely willing for HCT (OR=9.02, 95% CI=2.183%8) than those who didn’t mention both
occasions as times of MTCT of HIV. Pregnant womdo \neported avoidance of breast feeding
as a means of intervention to reduce MTCT of HItev® times more likely willing for HCT
than those who didn’t mention it as a means ofwaetion (OR=9.15, 95% CI=2.14,39.14).
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Table 8. Knowledge factors associated with HCT of Ming and unwilling pregnant women
attending ANC in Asella hospital and Asella healtltenter March — April 2012

Variables Willing (n=291) Unwilling (h=30) COR 95%ClI
No % No %
Mode of transmission of HIV?
Sexual contact Yes 291 100.0 30 100.0
No O 0.0 0 0.0
Blood & blood product Yes 220 75.6 15 50.0 3.10 1.44,6.70
No 71 24.4 15 50.0 1
Contaminated sharps Yes279 95.9 28 93.3 1.70  0.35,7.80
No 12 4.1 2 6.7 1
Preventive measures from HIV?
Abstinence Yes 217 74.6 18 60.0 196 0.90,4.25
No 74 25.4 12 40.0 1
Faithfulness Yes 288 99.0 30 100.0
No 3 1.0 0 0.0
Using condom Yes 225 77.3 19 63.3 197 0.89,4.36
No 66 22.7 11 36.7 1
When does MTCT of HIV occurs?
During pregnancy Yes 287 98.6 29 96.7 247 0.27,22.88
No 4 14 1 3.3 1
During delivery Yes 177 60.8 11 36.7 268 1.23,5.84
No 114 39.2 19 63.3 1
During breast feeding Yes 114 39.2 2 6.7 9.02 2.11,38.58
No 177 60.8 28 93.3 1
How MTCT will be prevented?
Use of ART Yes 291 100.0 30 100.0
No O 0.0 0 0.0
Avoiding breast feeding Yes 115 39.5 2 6.7 9.15 2.14,39.14
No 176 60.5 28 93.3 1
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Concerning risk perception of pregnant women attendNC in relation with HIV/ADIS, table

9 shows that, women who didn’t perceive themsehtassk of acquiring HIV were more likely
willing for HCT than those who perceived they wateaisk (OR=72.31, 95% Cl=23.30,224.42).
Similarly, women who hadn’t have multiple sexuattpars were more likely willing for HCT
than those who had (OR=24.59, 95% CI=9.46, 63&), women whose partners were faithful
were also more likely willing for HCT than women eade partners were not faithful (OR=63.94,
95% Cl=23.66,172.82).

Table 9. Risk perception factors associated with HT of willing and unwilling pregnant
women attending ANC in Asella hospital and Asella &alth center, March — April 2012

Variables Willing (n=291) Unwilling (h=30) COR  95%CI
No % No %
Feel at risk of HIV?
Yes 24 8.2 26 86.7 1
No 267 91.8 4 13.3 72.31 23.30,224.42
Reasons of feeling at risk?
Multiple sexual partner Yes 10 3.4 14 46.7 1
No 281 96.6 16 53.3 24.59  9.46,63.90
Partner is not faithful Yes 12 4.1 22 73.3 1
No 279 95.9 8 26.7 63.94 23.66,172.82
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As shown in table 10, women were assessed for Istagtors affecting their willingness for

HCT. Women who would fear nothing if there HIV tessult would be positive were 2 times
more likely willing for HCT than their counterpaif®R=2.15, 95% CI=1.01,4.60). Women who
would not fear stigma and discrimination were In8t more likely willing for HCT than those

who would fear (OR=1.84, 95% CI=0.80,4.24). Alsomem who would not fear concerning
their own and baby’s health if their HIV tests fésuwould be positive were 2 times more likely
willing for HCT than their counterparts.

On the other hand, women who were willing to diseltheir HIV test result for their husbands if
they were positive were 8.8 times more likely widlifor HCT than those who were not will to
disclose (OR=8.84, 95% CI=2.84,27.59).

Table 10. Social factors associated with HCT of wihg and unwilling pregnant women
attending ANC in Asella hospital and Asella healttcenter, March - April, 2012

Variables Willing (n=291) Unwilling (h=30) COR  95%CI
No % No %
Fear if HIV test result is positive?
Own & baby’s health Yes81 27.8 14 46.7 1
No 210 72.2 16 53.3 2.27 1.06,4.86
Stigma, discrimination Yesbh5 18.9 9 30.0 1
No 236 81.1 21 70.0 1.84 0.80,4.24
| don’t fear Yes 181 62.2 13 43.3 2.15 1.01,4.60
No 110 37.8 17 56.7 1
Do you tell +ve result to husband?
Yes 283 97.3 24 80.0 8.84 2.84,27.59
No 8 2.7 6 20.0 1
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Variables like age, marital status, educationalustanumber of birth, ANC visits and perceived
risk of HIV were entered for multivariate analysi$e strongest association with willingness for
HCT rested with parity, number of ANC visits andrgeved risk of HIV. Primipara women
were about 12 times more likely willing for HCT thaullipara mothers (AOR=12.33, 95%
Cl=1.25,121.57), and also those who had 2 and aBd€ visits were 9.6 times more likely
willing for HCT than those who had only 1 ANC vigiAOR=9.64, 95% CI=1.93,48.28).
Women who were perceived themselves not at riskcgtiiring HIV were more likely willing
for HCT than their counterparts (AOR=0.08, 95% C0400.41).

Table 11. Adjusted determinant factors of willing ad unwilling pregnant women for HCT
attending ANC in Asella hospital and Asella healttcenter, March - April, 2012

Variables Willing (n=291) Unwilling (h=30) AOR  95%ClI
No % No %

Parity?
Primipara 101 34.7 4 13.3 12.33  1.25,121.57
Nullipara 109 37.5 22 73.3 1
Number of ANC visits?
Only 1 85 29.2 23 76.7 1
2-3 130 44.7 5 16.7 9.64 1.93,48.28
Feel at risk of HIV?

Yes 24 8.2 26 86.7 1

No 267 91.8 4 13.3 0.08 0.01,0.41
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7. Discussion

Worldwide, more than 90% of pediatric HIV infectiemacquired from their mother. It has been
well established that mother to child transmisgidTCT) accounts for the majority of HIV
infections in children below the age of 15 yearsl@veloping countries (1). HIV counseling and
testing (HCT) is an important entry point for HIVepention and for early access to treatment,
care and support (1)Villingness for accepting HCIB the key component and a starting point of
overall HIV prevention efforts and represents &cai opportunity for stemming the tide of the
HIV epidemic. Nowadays antiretroviral drugs for prevention of hestto child transmission
(MTCT) of HIV infection become available in develog countries, and for a pregnant mother
to benefit from this intervention, she needs tovkiner serostatus (28).

The purpose of this study was to measure the ptiopoof willingness for HCT, assess
knowledge, attitudes and practices, and identitggiged barriers that affect acceptance of HCT
among pregnant women attending ANC in Asella haspitd Asella health center.

In this study, among the sociodemographic variabégge had significant association with
acceptance of HCT. Willingness for HCT was siguifity higher in the ages 20 and above years
and these age groups were 7 times (OR=6.94, 95%.28:21.31) more likely willing for HCT
when compared with younger ages, 19 years and balod this showed that, willingness
increases as the age increasesd. This study isstamtswith a study done in Rwanda Kigali,
which showed, the older the mother the more likelas that offered HIV testing would be
accepted (AOR=3.1, 95% CI=1.01,9.4) (29). Similad&s done in Addis Ababa and Nekemte
showed that, willingness for HCT was slightly inesed as the age increases but it was not
statistically significant (25, 28). This associatimay be due to the fact that, as the age increases
responsibility to the family and the value for lifeay increases.

The study also showed that, married women werm&stimore likely willing for HCT than their
counterparts (OR=5.28, 95% CI=1.25, 22.30). Thmlifig is consistent with the finding in
Addis Ababa that, married women were more likelllimg to be tested than unmarried women
(OR=5.83, P=<0.01) (28). A study done in Adama algreed with this finding; married women
are 4 times more likely willing to be tested thamimarried (OR=4.00, 95% CI=2.44,6.75) (27).
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On the other hand, this finding is not supportedfingings of other studies. A study from
Tanzania showed that, women cohabitating while uneth were significantly more likely
willing to be tested than married mothers (P=0.28). Another study conducted in Barbados
that assessed association of marital status areptce of testing showed that, single women
were less likely to refuse HIV testing than marriedmen, but the association was not
statistically significant (28). The associationmérriage and acceptance of HIV testing in this
study may be due to the fact that, married womeghtribe more confident that they are at less
risk compared to unmarried because of their corechitharriage.

This study also revealed that, among married wonese who were living with their husbands
were more likely willing for HCT when compared withose who were not living with their
husbands or partners because of various reasons/(GR 95% Cl=2.35, 21.00). This finding is
consistent with other findings. Study conductedAoidis Ababa showed that, partners live at
home were significantly and independently assodiaté¢h VCT acceptance of the women
(AOR=4.97, 95% CIl=2.15,11.46) (28). Similarly, teesdy done in Adama also revealed that,
women who were living with their husbands were gigantly willing to be tested than their
counterparts (OR=3.8, P=0.000) (27). The possibtplamation for association between
husbands living at home and acceptance of prerdtatesting may be due to the reasons that,
women who are living with their husbands might berenconfident about their husbands
condition concerning faithfulness, and also mokelyi prone to discuss the issue of HCT with
their husbands and may also decide better to bedtésr HIV.

The finding of our study showed that, willingness HCT significantly increased with an
educational level. Women with secondary and abaoeaion were 4 times more likely willing
for HCT than those who were illiterate and with npary education (OR=4.75, 95%
Cl=1.27,17.80). The result of this study is coreistwith the findings from other studies. A
study from Hong Kong reported that, level of edimatwas significantly associated with the
acceptance of HIV testing (28). A study done in K&dédbaba showed that, Women with
secondary and above education were 3 times maedy lth accept VCT than those who were

illiterate and with primary education (28).
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Another study done in Adama also showed that, levedducation is significantly associated
with the uptake of HIV counseling and testing (R6@) (27). On the other hand, in one study
done among pregnant women in Dar-es-salaam, Tamzhigher level of education of the
mother was associated with decreased acceptarestinfg (28). The association of acceptance
of testing and education may be explained by tlot flaat, educated mothers are better in
assessing the advantage of testing, and might beeawf the benefits of the test and treatment

options that reduce mother to child transmissioHl Idf infection.

This study revealed a strong association that, wowigo had 2 and more ANC visits were 9.6
times more likely willing for HCT than those whocanly 1 ANC visit (AOR=9.64, 95%
Cl=1.93,48.28). The finding of this study is comeig with other studies. A study conducted in
Addis Ababa showed that, mothers who had 2 or rantenatal care visits were more likely to
be tested than those who had less visits (P=02R)) (

Another similar study done in Adama also revealet, tthere were strong association between
the number of antenatal care visits and uptake Idf tdsting (OR=2.07, 95% CI=1.06,4.03)
(27). The association between number of anten&dland acceptance of prenatal HIV testing
may be explained by the fact that, frequent exposi@irmothers to information regarding HIV,
MTCT and PMTCT during their follow up, may influesmthe mother to accept the test.

In our study, knowledge of MTCT as a route of HIkrsmission during pregnancy, and
avoidance of breast-feeding as a means to reduti®emio-child transmission of the virus were
found significantly associated with the acceptanteHCT. Pregnant women who reported
avoidance of breast feeding as a means of inteoretd reduce MTCT of HIV were 9 times
more likely willing for HCT than those who didn’'t ention it as a means of intervention
(OR=9.15, 95% CI=2.14,39.14). This finding is suped by a study done in Addis Ababa
which showed pregnant women with knowledge of MT&sI rout of HIV transmission and
avoidance of breast feeding as a means to reducgTMT the virus were more likely willing to
accept HCT (OR=7.34, 95% CI=3.44,15.67). Similadiings were also reported by a study from
South Africa (28).
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The association of knowledge of MTCT and acceptaridéCT might be due to the fact that, as
knowledge regarding MTCT of HIV increased acceptgafir HCT may increases to benefit
from intervention measures of PMTCT of HIV.

Our study showed that, risk perception of the motbgarding HIV was strongly associated with
willingness for HCT. Women who were perceived thelvss not at risk of acquiring HIV were
more likely willing for HCT than their counterpar(dOR=0.08, 95% CI=0.01,0.41). Similar
finding were reported from studies conducted ineDdawa among pregnant women (28). A
community based studies conducted in Assossa oeptatulity of voluntary counseling and
testing and in other studies conducted in thress giaAddis Ababa, Arsi, and Debre Berhan) on
perception of risk and vulnerability to HIV/AIDS perted similar findings (28). According to
health believe model, when people perceived that #re at risk of acquiring disease or illness,
they are more prone to seek medical attention. tBatfinding obtained in this study was
different. Most pregnant women who perceived thatytwere at risk of acquiring HIV/ADIS
were less likely willing for HCT, this might be keese of fear of HIV positive result since
HIV/ADIS is not yet curable. On the other hand, vamwho felt that they hadn’t been at risk,

they were confident enough to be tested without fea

This study also revealed that, parity was strorglgociated with willingness for HCT. Primipara
women were about 12 times more likely willing fo€H than nullipara mothers (AOR=12.33,
95% ClI=1.25,121.57). This finding is consistenthaatfinding in Ghana (23). The association of
parity with willingness for HCT might be due to tHact that, as parity increased the

responsibility to the family may also increases.
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8. Strengths and Limitations of the study

8.1. Strengths

- Intensive training and a day to day close supewisif data collectors were performed.

- Data collection was carried out by same sex (Feiatses) who were not counselors in both
the hospital and the health center and who weteworking in the MCH to avoid social
desirability response.

- The HIV status of the mothers was not asked todalmeach of information.

- Data completeness was assessed daily to avoidngrigguestions.

- Questionnaires were translated into different ld@aguages (Amharic and Afann oromoo)

8.2. Limitations

- As in other behavioral surveys, respondents mightreplied openly to sensitive and private
guestions.

- Since the study was institutional based, theifigsl might not represent the knowledge of all
pregnant women found in the community.

- Like any other cross-sectional study, it failstmw causal relationship.
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9. Conclusion and Recommendation

9.1. Conclusion
Our study which was conducted among pregnant emoattended antenatal care in Asella
hospital and Asella health center to assess ANéhtdi willingness for HCT has reached on
the following conclusions.

- Women who aged 20 and above are more likelynglfior HCT than those who are less than
20 (as the age increases willingness for HCT alseases)

- Pregnant mothers who are married and living whikir husbands or partners are more likely
willing for HCT.

- Women who are at secondary and above educatieval are more likely willing for HCT,
than those who are illiterate or with primary ediara

- Pregnant women who had 2 and more ANC visitsrayee likely willing for HCT than women
with only 1 ANC visit.

- Pregnant women who gave birth before are momdyikvilling for HCT than those who are
nullipara.

- Pregnant women who know MTCT as route of HIV smission, and those who mention
avoidance of breast feeding as a means of PMTCmnare likely willing for HCT.

- Pregnant women who know existence of interventiwet reduce MTCT and acknowledge
benefits of HCT are more likely willing for HCT.

- Pregnant women who perceive that they are atafisicquiring HIV are less likely willing for
HCT than those who think they are not at risk.

- Pregnant women who had multiple sexual partnersvito feel that their partners are not
faithful are less likely willing for HCT.

- Pregnant mothers who had prior HIV test are nida&y willing for HCT than those who
hadn’t tested before.
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9.2. Recommendation

- Based on the findings of this study we recommendhe need for intensive and continued
education to both pregnant mothers and their pesrtaigout prenatal HIV transmission, the role
of HIV counseling and testing (HCT) on the preventof mother-to-child transmission of the
virus, and about the existence of intervention theduce the possibility of prenatal
transmission of the virus to scale up HCT accemariche mother.

- Various means of information transmission resesirghould be used about HCT and PMTCT
of HIV to reach all the target population.

- We also strongly recommend that, special attenthust be given on counseling of pregnant
women who are not will for HCT because of fear &/ iositive result.

- Increasing women education to the highest ptsbel.
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11. Annexes

Annex 1:- Definitions of terms used in the study
Willingness for HCT:- is when a woman expresses her verbal agreemasetblCT

Provider-initiated counseling and testing (PICT):-refers to HIV testing and counseling which
is recommended by health care provider to pregmather attending health care facilities as a

standard component of medical care.

Client-initiated HIV counseling and testing (Voluntary counseling and testing) or (VCT):-
involves pregnant mothers actively seeking HIV mlimg and testing at a facility that offers

these services.

Antenatal attendees:-are pregnant mothers who made one or more vesitealth institutions

for early detection and control of any health peoblrelated to pregnancy.

“Opt-in":- is when pregnant mothers affirmatively agree otdst being performed after pretest

information has been received.

“Opt-out™- is when pregnant mothers specifically decline k¥ test after receiving pretest

information if they do not want the test to be peried.

Verbal informed Consent:- is agreement which is confirmed verbally by pregmaothers after

being informed by provider.

HCT uptake:- refers to proportion of pregnant women tested afesting HIV counseling and

testing service.
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Annex 2. Information sheet and consent form (Englis version)

Information sheet

My name is , | amingr&s a data collector for a study

being conducted by MSc candidate Tadesse Fikre ffmidis Ababa University school of
Medicine College of Health Science Department afimg and midwifery entitled “Assessment
of ANC clients’ willingness for HIV counseling an@sting in Asella Governmental Health
Institutions”. The objective of the study is to ess willingness of pregnant women attending
ANC in Asella hospital and Asella health center ¥ counseling and testing. In addition the

study will identify factors influencing acceptanaeHIV counseling and testing.

You are invited to participate in this researchdgtuand during the interview you will be asked
some short questions about your background, abdMAIBDS and your feeling towards
counseling and testing for HIV etc. Your participatin the study is upon purely voluntary
basis. The result of this study will be used toegate information necessary for the planning,
improving, redesigning and scaling up strategiasceneasing willingness of pregnant women on
acceptance of HCT.

All the information you give will be kept compleyetonfidential, your name will not be asked
and be written on the form and will never be usedannection with any of the information you
will provide. The interview will be conducted iniyate and will take 10-15 minutes. You have a
right to refuse to participate in the study, teemapt the interview at any time and not to answer
any question that you don’t want to answer. Yotusal does not affect the service delivery that
you deserve. However, your honest answers to thesstions will help us to assess the
willingness of pregnant women in Asella hospitatl aksella health center for HCT, and to
identify factors affecting the acceptance. We wolik@ to thank you in advance for your
cooperation. Are you willing to participate in theeidy?
If yes continuéena stop.

Interviewer’'s name Signature

Date of interview

Supervisor's name Date Signature
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Verbal consent form

| have agreed to participate in this study afteéadl been informed about the objectives of the
study, its benefit on measuring the proportion dfingness in accepting HIV counseling and

testing among pregnant women, and after | had giolmt that the study will not cause any
physical or psychological trauma on me. The congentith all my full permission, without

being forced to participate by any person.

Thank ybu!
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Annex 3. Information sheet and consent form (Amhag Version)

Pavl G oL Pt
Y3 eHAAD: “NAGA DT9T Pav ¥t E MG T 0P Lav WAL PG WA

LG PPr AGHT A AT A T. 9°NCS 9°Core. PAF@. §PLTTE 040a PG 171A Co” NASA AN
RLACHE PhN9°G FPUCT (L Pm.G A2 DA R1CNS PAPAR 1COT HIPUCT hed 1974 PP, Ak FLA
GPs ATLNZLM. PANA TG avl8 ANANL A7 PTGRI® AATT NAGA PATHAGT NANA MG T(LE PPLap
OAL: MG 9°Cavs- HFA P91.08CT 190 M ASPT QA AT A 1. 9°hCS 9PCave. AFAY 4.9L87 T
ATIOP 0918271 0404 TG 10z (R TISE TGE NhT AL T PPNCS 9°Cave. ALY AL +80F 1.4
PPNIEFFT AR PAPIOMA

ACOPP® O PGE A0 T4 CHI0OH AT 0PN PMmeEk OP+ A7 A28 hnC i NhOTP H4PT AN bt
AL TG A79.U0-9° O AT A . PPNCG 9°Cave- PAPTT TS AN I° TEEPT L Pivs: +ATEP oo
Nao-te (& FPLATE AL Oavalt (LPY PPGRI myt 190 G AGHPT N T AL 1. 9°NCG 9°Cave- 0Lt
AL PATFW.Y & PLTATE ATINLA 11,900 AAFTE 0PLTG TTAALPT AL, avlEPTFT ATIGAP LMmPTIi =

U-0e9° 090,AMe 9228 av (190t NFPAMLC PILEH ALPZE A9PP AemPO19P: NPE- AL ALIFI® AH.U-I°
NTLAmE 0028 OC 1§6-9° +FEOI T ARTLMIP: PA apmPd FIAE OLI° PNM.L&P (T avih P mPP
A7 DANG Adh Al AP L9 LOASA::

PGk PAPATE T N9 DI0 A% PTIRLPG avavpf PUIRLATFT TR PAdPavAn av(1F AP

A7 AAPATEP (TLeTTF NI AL JP79° AT 00T ARTLMICE 1IC U7 0F9T7 0t AL tavalt
a\AP ATTHTT NETT AQTPOA NATLTLA NPLTLE OATNACP hPaPNTTT N TSR AL ATPATE & PLE
1917?

a® PO

ALLAVI® Adge
PP adMLP he¢1.M. AP 4CT
PO aomPe CFNLLNT P

erEMM M. (I +7 &CM
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PPN OO o
PPGET AATT NEPTIHA: hnPAA@. OATG+E holatd 1GamC ASTTF 9°7 Phie A% Ak T AL 0. °hCS
JoCave. 4. PG NI AGPaPHy PAMT TPIOT RTRUI° (1A AL 9°79° ALTH ANARI® IP1 AhI°CAP 15T
Pa9LRCNA PP 19PL% T TP A 914t ALLCANT (14-0b Pt 4.8 1TGE AL ATPAFG FOATIIOFAU-:

Aav(9GAU-!1!
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Annex 4. Information sheet and consent form (Afaai©romoo Version)

Waragaa odeeffannoo

Ani kanan jedhamu, magaalamasiatihaabata ogummaa fayyaa kan

mootummaa keessatii dubartodigaajila hordofii da’'umsa duraa duukka buaa jinaaee
gorsaafii qorannoo HIV irratti fedhii isaanii ilaal mata duree jedhuun quannoo barataa
Taaddasaa Figiree, Yuunivarsiiti Addis Ababaattamee fayyaa, kutaa narsiitiifii narsii
dessiftuu, sagantaa mastarsii kan taeen adeemsi&tinodeeffannoo kanan sassaabu yoo tau,
galmi gu’annichaas magaalaa asallaatitti, hospitadallaatii fii buufata fayyaa asalaatitti
hoadholiin hordoffii dubartii ulfaa tajaajilaman aee gorsafii qorannoo HIV irratti fedhii isaan
gaban hubachuuf kan adeemsifamu dha. Dabalataguiasnichi waantota gorsaafii gorannoo
HIV irratti dhiibaa gessisan addaan baasuuf nefjda

Isisnis quanno kanarratti kan afferamtan ynmta’'u, gaaffiif deebii keessatti gaaffillee
gaggabbaaboo tokko tokkoofii waee HIV tii fii waag@arsaafii gorannoo HIV ilaalcha gabdanii
fii kan biros ni gaafatamtu. Hirmaannaan keseeggantumaan guutuutti fedhii keessanirratti
kan hundaae yoo ta'u odeeffannoon quannoo kananmgemus dubartoonni ulfaa gorsaafii
gorannoo HIV fudhachuu irratti fedhii isaan gabaaelbta guddisuu danda’an ittiin bocuuf,
foyyessuuf odeeffanno fayyaadan argachuuf ni gaagaa
Odeefannooon kennitan hundi isaatuu iccitiin isaa &egamu yoo tau kanuma mirkanessuufis
magaan keessan hin barbaadamuu, fuula waragaairiatiathin barraa'u, odeeffannoo isin
Quannaa kanarratti hirmaachuu dhiisuu, yoroo l@adbnitti hirmaannaa keessan dhaabuu,
gaffii isinitti toluu dhabeefis deebii kennuu disiis1 mirga kan gabdan yoo ta'u kana gochuun
keesan immoo tajaajila argachuu gabdan irratti imaigd tokko i'yuu hinfiddu, garuu
odeeffannoon isin amanammuummaan nuuf kennitannquakeenyaaf baayyee barbaachisaa
ta'uu isaatiif dursinee isin galateefachaa, quankaoarratti hirmaachuf fedha gabaachuu
keessan isin gaafanna.

Eeyyee itti fuf Lakki dhaabi

Maqgaa gaaffataa mallattoo

Guyyaa gaafiichi itti adeemsifame

Magaa too ataa guyyaa mallattoo
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Unkka Walii Galtee Jechaan (Afoolg
Ani hirmaattuun qu’annoo kanaa, kaayyoo qu’annowmakahubachuudhaan, haadholi hordoffii
dubartii ulfaa tajaajilaman keessaa hammam isaeadi ee gorsaafii gorannoo HIV irratti akka
fedhii gaban beekuun faayidaa inni gabu hubachamarrattis quannoon kuni gaama kootirrattis
ta’ee samuu kootirratti miidhaa kamiyyu akka hidn& hubachuu, eenyuyyuu osoo na hin

dirgisiisisn fedhii kiyyaan qu’annoo kanarrattimmachuuf walii galeen jira.

Galatoomall!
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Annex 5. Questionnaire (English version)

Addis Ababa University School of Medicine CollegefdHealth Science Department of Nursing
and Midwifery.

Instructions to the data collector- Please encircle the participants’ response fthm given
alternatives for each of close ended questionsfiinall the participants’ response on the blank

spaces for open ended questions.

Part I. Socio-demographic characteristics
1. What is your birth date?

A. 19 years and below C. 30y8frs
B. 20-29 years 4D.years and above
2. From which ethnic group do you belong?
A. Amhara . Tgrie
B. Oromo D. Guragie E. Others specify
3. What religion do you follow?
A. Orthodox . Rrotestant
B. Muslim D. Catholic E. Others specify
4. What is your marital status?
A. Married C. Divorced
B. Single D. Widowed E. Others specify
5. If you are married, are you currently living vigour husband?
A. Yes B. No
6. What is your educational background?
A. llliterate C. Primary
B. Read and write D. G=tary E. Tertiary
7. What do you do for a living? (What is your ocatipn?)
A. House wife Covgrnment employee
B. Private employee D. Smifployed E. Others specify

8. Where do you live? (Your place of residence)
A. Urban dweller

B. Rural dweller
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9. How many times do you gave birth?

A. Primipara C. Nullipa
B. Multipara

10. How many family members do you have?
A <3 C. 3-6
B.>6

11. How many ANC visits do you made in the curgagnancy?
A. Only one C. Four and above
B. Two to three
12. How much is it your family’s average monthlgame?
A. < 500 birr C. 500 — 1000 birr
B. > 1000 birr
Part Il. Knowledge of HIV, HCT, MTCT and PMTCT
13. Have you ever heard about a disease calledADS?
A. Yes B. No

14. If your answer for question No. 13 is yes, framo do you heard@More than one answer is

possible)
A. From mass media C. Fromnex
B. From health workers D. Fronefids E. From others specify

15. Do you know how HIV is transmitted?
A. Yes B. No
16. If your answer for question No. 15 is yes, wdna the modes of HIV transmissio(More than
one answer is possible)
A. Sexual contact Contaminated sharps
B. Blood and blood products D. Othgecify
17. Do you think that HIV/AIDS is preventable?
A. Yes B. No

18. If your answer for question No. 17 is yes, n@nthe methods how to prevent it? (More than

one answer is possible)
A. Abstinence C. Use of condoms

B. Be faithful with partner Dthers specify

53



Version No 2, 20/06/12

19. Can HIV/AIDS be cured?

A. Yes C. I don’t know
B. No
20. Have you ever heard about HCT?
A. Yes B. No
21. If your answer for question No. 20 is yes, fratmo do you heard? (More than one answer is
possible)
A. From mass media F@m partner
B. From health workers oA friends  E. From others specify

22. Can a woman living with HIV/AIDS transmit thesdase to her baby?
A. Yes B. No
23. If your answer for question No. 22 is yes, whenyou think that HIV positive woman transmit

the virus to her baby? (More than one answer $sipte)

A. During pregnancy C.ribig breast feeding
B. During delivery Dthers specify

24.1s MTCT of HIV preventable?
A. Yes B. No

25. If your answer for question No. 24 is yes, wthatyou think how it will be prevented? (More
than one answer is possible)
A. Use of antiretroviral drugs Cthérs specify

B. By avoiding breast feeding
Part Ill. Risk perception
26. Do you feel that you are at risk of contractihy?
A. Yes C. I don’t know
B. No
27. If your answer for question No. 26 is yes,what extent do you think that you are at risk of
acquiring HIV infection?
A. Low C. High
B. Moderate D. I don't know
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28. If your answer for question No. 26 is yes, wis&re the reason/s? (More than one answer is

possible)

A. | had multiple sexual partner @ald shared sharp instruments

B. My partner is not faithful Dthers specify
Part IV. Attitudes and practices towards HCT and PMTCT
29. Do you feel that HCT is useful?

A. Yes C. I don’t know
B. No
30. If your answer for question No. 29 is yes, nmntour reason/s? (More than one answer is
possible)
A. To know one’s HIV status C. Others specify

B. To take ART if HIV positive
31. If your answer for question No. 29 is no, memtyour reason/s?

A. Cause stress C. Others specify

B. Increases fright
32. Have you ever been tested for HIV before?
A. Yes B. No
33. If your answer for question No. 32 is yes, hywe received the result?
A. Yes | have received
B. No | haven’t received the result
34. Are you willing to accept HCT service now?
A. Yes B. No
35. If your answer for question No. 34 is yes, nwntour reason/s? (More than one answer is
possible)
A. To deliver HIV free baby if positive  QOthers specify
B. To take ART if positive

36. If your answer for question No. 35 is no, mamtyour reason/s? (More than one answer is
possible)
A. Fear of stress of HIV positive result Nt yet decided
B. Because | feel healthier D. Lack of trust of confidentiality E. Othespecify
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Part V. Social factors that influence willingnessdr HCT

37. Whom do you communicate with or disclose to H&ét result? (More than one answer is

possible)
A. Partner C. Health wer E. Not for anyone
B. Family D. The public F. Other specify

38. What is your fear if HIV test result is posé®(More than one answer is possible)
A. Stress of own and baby’s health Mistreat by health workers
B. Stigma and discrimination E. Rejection by husband
C. Lack of trust of confidentiality F. 1 don't fear
39. Will you disclose HIV positive result to youanpner?
A. Yes B. No
40. If your answer for question No0.39 is yes, wizayour reason/s? (More than one answer is
possible)

A. He accepts it as his own problem . Others specify

B. Shares all the burdens with me
41. If your answer for question No 39 is no, whatybur reason/s? (More than one answer is
possible)
A. Breaking of marriage C. Physizalence
B. Psychological harassment D. He congigsrmy alone problem E. Others specify
42. Which type of approach do you think preferdbteHCT?

A. Voluntarily when the mother needs C. Others specify

B. Routinely provider initiated for all

43. Do you fear that your HIV test result may netdonfidential?

A. Yes C. I don’t know
B. No

44. Do you feel that the room for HCT is private?
A. Yes C. I am not sure
B. No
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Annex 6. Questionnaire (Amharic version)

amned
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5. 210 Pt Av<? NOANAP IC 10, 091,547
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1. QAU+ ACTHS OrF PACTHS 9°Cavs- Tttt ALLT?
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A, hu-at Aah 7227t
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23. A225°@. TP aPANP AP NPhE avF jA. PP FANLD? (NAZE NAL aPA( FAN)
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Annex 7. Questionnaire (Afaan Oromoo version)
Gaaffiilee
Yuunivarsiitic Addis Ababaatitti, Damee fayyaa, kutaa narsii tii fii narsii dessiftuu

sagantaa maastarsii

Qajeelcha odeeffannoo funaanaadhaaf gaafilee filannoo gabaniif deebii kenuuf kanrerrii
ta’aan filadhuutii itti mari. Gaafilee filannoo hopmbneéimmoo deebii kennuudhaf eddo kenname
irratti barreessi.

Kuutaa I. Amala hawaasummaa fi ummataa

1. Umriin kee meega(waggaadhaan)?

A.<19 C. 30-3
B. 20-29 D.> 40
2. Gosti yookaan sanyiin kee isa kami?
A. Amaara . Tgiree
B. Oromoo . Guraagee E. kan biraa(ibsi)
3. Amantii kam hordofta ?
A. Ortodoksii Broteestaantii
B. Islaama D. Katolikii E. kan biraa(ibsi)
4. Haalli gaa’ila keetii maali?
A. Heerumera C. Kan hiike
B. Hin heerumne D. Abban manaa ikraa du'e E. kan biraa(ibsi)

A. Eeyyee B. Lakki
6. Sadarkaan barnootaa kee hammami??

A. Hin baranne C. Sadarkaa tokkoffaa

B. Dubbisuuf barreessuu D.&8kda lammaffaa E. Sadarkaa sadaffadéde
7. Hojiin kee maali?

A. Haadah manaa HGjjattuu mootummaa

B. Hojjattuu dhaaba dhuunfaa D. Hajjatdhuunfaa E. Kan biraa(ibsi)
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8. Eddoon jireenya kee eessa?
A. Magaalaa keessa
B. Ganda baadiyyaa keessa

9. Yoo meeqa deessee ?

A. kun kan jalgaba kooti B. ey C. Hindeegnye
10. Baayyinni maatii keetii meeqa?

A <3 C. 3-6

B.>6
11. Ulfa kanaaf tajaajila dubartii ulfaatiif yerooeeqa deddeebite?

A. Aal tokko gofa C. Afuriif achii ol

B. Lamaa hanga sadihii
12. Galiin matii keetii kan ji'aa meega(qarshiidimga
A. <500 %00 — 1000
B. > 1000
Kuutaa Il. Gaaffilee beekumsa HIV, HIV gorsaafii gorannoo, Haadharrra gara daaimatitti

darbuu HIV tii fi akkaataa haadharra gara daaimaatiiti hin dabarre ittin godhaman

sakatta'an
13. Waa'ee dhibee HIV/AIDS jedhamu dhageessee &&ekt
A. Eeyyee B. Lakki
14. Deebiin kee kan gaaffii 13ffa eeyyeen yoo tasessaa dhageesse?(deebii tokkoo ol kennuun ni
danda’ama)
A. Miidiyaa irraa C. Abbasanaa kootirraa
B. Ogeessa fayyatirra D. Hiriyyadbotirra E. Kan biraa(ibsi)
15. Akkaataa HIV iin itti daddarbuu beektaa?
A. eeyyee B. lakki

16. Deebiin kee kan lakkoofsa 15ffa eeyyen yoo, taaalli daddarbiinsa isaa maal faa’iidi{d@ebii
tokkoo ol kennuu ni dandeessa)
A. Qunnamtii saalaatiin C. Waantota gara gabaniin
B. Dhiigaafi waantota fakkaataniin DarkKbiraa(ibsi)
17. HIVAIDSIin dhibee ofirra ittisu danda amu siftikkaata?
A. Eeyyee B. Lakki
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18. Deebiin kee kan gaaffii 17ffa eeyyeeni dha tge akkamitti ofirra ittisuu akka danda'amu eeri?
(deebii tokko ol kennuu ni dandeessa)
A. Gaa'ila dura wal gunnamtii saalaa dhiisuun  C. Koondomii fayyadamuun
B. Abba mana yokiin hiriyyaa ofiitiif amanamuu  D. Kan biraa(ibsi)
19. HIV/AIDSIin fayyuu danda’aa?

A. Eeyyeen C. Ani hin beeku
B. Lakki
20. Waa'ee gorsaafi qoranno HIV dhageessee beektaa?
A. Eeyyee B. Lakki
21. Deebiin kee kan gaaffi 20ffa eeyyen yoo taessaa dhageesse? (deebii tokkoo ol kennuu ni
dandeessa)
A. Miidiyaa irraa C. Abbaamaa kootirraa
B. Ogeessa fayyatirra D. Hiriyyo&teotirra E. Kan biraa(ibsi)
22. Dubartiin HIV gabdu dhibicha daa’ima isheetitbarsuu dandeessii?
A. Eeyyee B. Lakki

23. Deebiin kee kan gaaffii 22ffa eeyyeen yoo tdaati HIV gabdu takka daa’ima isheetitti
dhibicha yeroo kam dabarsiti jettee yaada? (deekkioo ol kennuu ni dandeessa)
A. Yeroo ulfaa C. Yeroarina hoosiftu
B. Yeroo deessu D. Kan Hiitzs)
24. Dhibeen HIV/AID haaadha irra gara daa'imadiktka hin dabarre ittisuun ni danda’amaa?
A. Eeyyee B. Lakki

25. Deebiin ke kan gaaffi 24ffa eeyyeen yoo tak&amitti ittisuun danda’ama jettee yaada? (deebii

tokkoo ol kennuu ni dandeessa)
A. Qoricha HIV/AIDS fudhachuun CakK biraa(ibsi)
B. Harma hoosisuu dhiisuun

Kuutaa lll. Sodaa saaxilamaa

26. HIV dhaaf saaxila bayeen jira jettee yaada
A. Eeyyee C. Hin beeku
B. Lakki
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27. Deebiin kee kan gaafiii 26ffa eeyyeen yoo th@nmam HIV tiif saaxila bayeen jira jettee

yaadda?
A. Xinno C. Baayyee
B. Giddu galeessa D. Hin beeku

28. Deebiin kee kan gaaffii 26ffa eeyyen yoo taaalif akkaas jette? (deebii tokkoo ol kennuu ni
dandeessa)
A. Walgunnamtii nama baayyee wajiin waanaougd
C. Meeshaa gara gabu nama wajjiin fayyadam@aman beekuuf
B. Hiriyyaan koo/abbaan manaa koo amanam#a mi
D. Kan biraa(ibsi)
Kuutaa IV. llaalchaa fi raawii HCT fi PMTCT
29. Gorsii fi gorannoon HIV barbaachisaaddha jeysseddaa??
A. Eeyyee C. Hin beeku
B. Lakki

30. Deebiin kee kan gaaffii lakkofsa 29ffa eeyygeon ta'e, maaliif?(deebii tokkoo ol kennuu ni

dandeessa)
A. Namni tokko akka HIV gabuuf hin gabne hdru C. Kan biraa(ibsi)
B. HIV yoo gabaatan qoricha dafanii fudhadhuu

31. Deebiin kee kan gaaffii lakkofsa 29ffa lakkioy@ e, maaliif?
A. Nama waan cinquuf C. Kara(ibsi)

B. Soda waan namatti dabaluuf

32. Kanaan dura HIV goratamtee beektaa?

A. Eeyyee B. Lakki
33. Deebiin ke kan gaaffii lakkoofsa 32ffa eyyemya'e, bu aa isaa bartee jirta?
A. Eeyyen B. Lakki

34. Amma gorsaaf gorannoo HIV tiif akkaataa haaghgara mucaa itti hin dabarre irratti tajaajila
argachuuf fedhii gabda?
A. Eeyyee B. Lakki
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35. Deebiinkee kan l;akkoofsa 34ffa eeyyeen yoe,tanaaliiif(deebii tokkoo ol kennuuu ni
dandeessa)
A. Haati HIV yoo gabaaatte daa’ima HIV iriida ta'e dauuf C. Kan biraa(ibsi)
B. HIV yoon gabaadhe qorsa isaa jalqgabuuf

36. Deeebiin kee kan lakkofsa 35ffa lakki yoo tanealiif?(deebii tokkoo ol kennuu ni dandeessa)
A. Firii HIV sodaadhaaf C. Amaamaatii Murttii irra hin geenye
B. Aamma fayyaa waan natty dhagahamuuf Icé&iin najalaa baha jedhee waanan sodaadhuf
E. Kan biraa (ibsi)

Kuutaa V. Dhima hawaasummaa fedhii HCT irratti diib aa fidu
37. Firii qoranno HIV kee eenyutii himatta (dedbikkoo ol kennuu ni dandeessa)
A. Abbaa manaa kootittti C. Ogeessa fayyaa E. Eenyuttuu
B. Maatii kootitti D. Ummataihdatti F. Kan biraa(ibsi)----------—--
38. Firiin gorannoo dhiiga keetii HIV otoo gabaate@al sodaatta? (deebii tokkoo ol kennu ni
dandeessa)
A. Waa ee fayyaa kootiif fayyaa daa'ima kodliiphachuu
B. Loogii fi addaan baasu
C. Odeeffannoonl/iccitiin najalaa akka hin adne
D. Ogeessonni fayya seeraan akka nah in keesssine
E. Abbaan mana koo/hiriyyaan koo akka nalibipine F. Homaa hiinssoodaaduu
39. HIV osoo dhiiga keessaa gqabaachuukee bariggdarkee/abbaa manaa keetitti ni himtaa?
A.Eeyyee B.Lakki
40. Deebiin ke kan gaaffii 39ffa eeyyeen yoo taiagliif)deebii tokkoo ol kennuu ni dandeessa)
A. Balleessaa isaa ta'uu waan beekuuf C. Kan biraa(ibsi)

B. Rakkina koo hunda na wajjiin waan danda uuf
41. Deebiin kee kan gaaffii lakkoofsa 40ffa lakldoyta'e, maaliif?(deebii tokkoo olkennuu ni
dandeessa)
A. Abbaan manaa koo akka na hin hiikneef Midhaa gaama akka narra hin geessisneef
B. Sammuu koo jechaan akka nah in miinees d&kiRa dhuunfaa kootiiti jedhee waanan laaluuf
E. kan biraa(ibsi)
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42. Gorsiifii gorannoon HIV haala akkamiitiin yoename wayya jetteet yaadda?
A. Fedhii haadholitirrati hundaa’ee yoo isgaafatan qofa C. Kan biraa (ibsi)

B. Yeroo hundaa ogeessa fayyaatiin yoo jalcgggam
43. Firiin goranno HIV keetii iccitiin isaa hin eg@mu jettee yyadde beektaa?

A. Eeyyee C. Hin beeku
B. Lakki
44. Kutaan gorsaafii gorannoo HIV iccitaawadhaeetyaaddaa?
A. Eeyyee C. Guutumaan guututti natti hin fakkaat
B. Lakki
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Annex 8. Curriculum Vitae of the principal investigator and the Advisor

CARICULUM VITEA OF PRINCIPAL INVESTIGATOR

1. PERSONAL DATA
Name Tadesse Fikre Lema
Sex Male
Date of Birth  October 15,1982 Fiche (North Shewa)
Marital States Single
Address Addis Ababa
Mobile 09 11 84 16 01
2. EDUCATIONAL BACK GROUND
2.1. MSc Student ( Maternity Nursing & Reproduethtealth) in Addis Ababa
University
2.2. BSc in Midwifery from Addis Ababa Universi¢2006-2008)
2.3. Diploma in Midwifery from Harer Nursing ScHq@998-2000)

2.4. Certificate of Basic Emergency Obstetrics Alelvborn Care course (Nove. 16-28,

2009) Yekatit 12 Hospital Addis Ababa.
2.5. Certificate of IMNCI (Integrated Managemerit Beonatal & Childhood lliness)
(23 Augu.-03 Sept. 2004) Tikur Anbessa Hospitddlia Ababa.
2.6. Certificate from computer training center (iSeptember 2004) Asella.

2.7. Certificate of teaching methodology coursadA 1-Sept.23 2005) Asella Nursing

school Asella.
3. WORK EXPERIENCE
3.1. Midwife Nurse, Kuyu Health Center, N. Shewe¢ember 10,2000-September
10,2001) Gebire Guracha Tel. 31 00 24

3.2. Midwife Nurse, Chancho Health Center, N. Sh¢8eptember 10,2001-Feburary

9,2004) Chancho Tel. 88 00 07
3.3. Instructor, Adama University Asella Healtheédwe Campus, Arsi (February
9,2004-November 10,2010) Asella Tel. 0223 3112 5
4. LANGUAGE ABILITY
4.1. Amharic
4.2. Afan Oromo
4.3. English
5. REFERENCE
5.1. Zinash Moges (HO) T3.00 24 Kuyu
5.2. Abinet Amiha (HO) T8B 00 07 Chancho
5.3. Ato Dagne Mulu (HO) TeR2B 31 12 57 Asella
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FEKADU AGA
Date of Birth: 24 April 1967 Nationality: Echiopian
Sex: Male Marital Status: Married
Address: F.O. Box 30E3 Telephone: +251 511 033684
Addis Ababa E-mail: figaaduuagaa@vahoo.com OR
Ethiopia fekaduaga@hotmail.com
EDUCATION
2006 MSec in Health Sciences (Preventive Nursing Science), University of Kuopio, Department of
Nursing Science, Finland
1996 BSc in Nursing, Jimrma Institute of Health Sciences, School of Mursing, Ethiopia
1988 Diploma in Nursing, Jimma Institute of Health Sciences, School of Mursing, Ethiopia
1985 Secondary School completed, Nagampte Comprehensive High School, Ethiopia
WORK EXPERIENCE
Since 1539 Addis Ababa University (AAU} Centralized School of Nursing
August 2006 - Fresent Lecturer in the Centralized School of Nursing
# Course Offering:
¥ Community Health Nursing
¥ Wursing Research Methods (Undergraduate)
¥ Wutrition in Health & Illness
2006 - 2Z00B Director of the Centralized School of Nursing
2002 - 2004 Director of the Centralized School of Nursing
2000 - 2002 Assistant Dean of students for the Faculty of Medicine:
4+ Coordinated & managed student services & co-curricular activities
¢  Was member of AAU's #Monitoring & Evaluation Com mittes for the Anti-
HIV/AIDS Moverent
4 Supervised students’ health services
1959 - 2004 Assistant Lecturer in the Centralized School of Wursing:
+ Courses Taught
v Medical-Surgical Nursing
¥ Comrunicable Disease Control
¥ Nutrition & Dietetics in Nursing
+ Instructed & Supervised Nursing Students in Clinical Practice
+  Was memberof the school's Acadermic Committes
+  Was memberof the school's Curriculum Development Committee
1950 - 155%% Ministry of Health, Ethiopia
1996 - 1599 Nurse tutor finstructor in the Centralized School of Nursing:

4+ Courses Taught

¥ Medical-Surgical Nursing

¥ Wursing Ethics

¥ Health Education course
¢ Instructed & Supervised Nursing Stadents in Clinical Fractdce
+  Was member of the school's Curriculum Committes
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1590 - 1923 Staff nurze in Menelik [[ Hospital, Addis Ababa:
+ Worked with patient having infectiousz & non-infectdous disorders in medical
ward,

# Worked with pre & post-operative patients in surgical ward,

1988 - 1990 Staff nurse in Mazzawa Hospital, Ericrea:
% Worked az acircul ating nurse in the Operation Theater
# Provided nursing care to mothers & children including family planning
services
# Provided emergency care to war cagualdes

COMPUTER & LANGUAGE SKILLS

& Computer Skills Competence:
¥ Microzoft Office - M5 Word, Excel, FowerPoint, and Outlook
¥ SPSS
¥ Internet

# Language Skills:
«  Fluentin Afan Oromo & Amhariclanguages.
¥ Good spoken & written English.

BESEARCH INTEREST
= HIV/AIDS Family caregiving
= Self-care behavior

EUBLICATION

1. Bender, Amy; Guruge, Sepali; Aga, Fekadu; Hailerariar, Darmen; Hyman, lleng; Taming, Melesse,
International rezearch collaboration as social reladon: An Edhiopian-Canadian example. Conadian fournal of
Nursing Research, 211; 43£2): 62 - 75

2. Aga, Fekadu, ¥Kylmi, Jari, & Wikonnen, Merja. Sociocultural Factors Influencing HIV /AIDS Caregiving in Addis
Ababia, Ethiopia. Nursing & Health Science. 2009; 11: 244-251.

3. Aga, Fekadu, ¥ylid, Jari, & Wikonnen, Merja. The Conceptions of Care armong Family Caregivers of Persons
Living with HIV/AIDS in Addiz Ababa, Ethiopia. fourna! of Transcultura! Nursing. 2009; 20 {1): 37-50.

4, Aga, Fekadu & Mekonnon, Hussein. Knowledge of Universal Precaution and Fear of Occupatonal Exposure
to HIV /AIDS amon g Student Murses and Midwives in Ethiopia. Afrfcan fournal of Nursing and Midwifery.
2004; 6{1): 56 - 60,

5. Aga, Fekadu Interview. Nursing Ethics: An International fournal of Health Core Professionals, 2004; 11 (1):
BE -Q2,

SUPERVISED MScN STUNDENT RESEARCH THESIS

1. Almaz Tezhowe, Assessment of quality of an tiretroviral therapy service in Felege Hiwot Hospital,
Bahpdar, 2008

2. Gosa Hailu, Factors affecting uptake of VCT of BIV among pregrgnt women attending ontenatal clinic in
Adama Hospital, 2008

3. Wulu Bitew. Assessment of quality of nursing care provided to HIV/4IDS patients admitted to
govertimen t hospitals in Addis Abaka, 2008

4, Yaeneabeba Tadesze, Assessment of nurses roles and responsihilities in enhan dng gadherence to
antiretrovirgl therapy among people living with HIV/AIDS in Addis Ahaba, 2008

5. Zegeyve Wolde Assessment of symptom experiences and self-care practices among cancer patients
attending treatment at Tikur Anbessa Hospital, Addis Ababa, 2009

6. Ali Adem. Assessment ofhealth promotion practice among mothers attending antenatal care in health
institutions of Adama twon, Oromia, 2009

7. Wogene Jembere, Physicign -niurse relationship: A study from nurse perspective in Addis Ahaba public
Hospitals, 2010

B,  Meseret Tzegaye. Assessmerit of the knowledge and practice of women for birth and emergency
preparedress in Hawassa town, 2011
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IN-SERVICE TRAINING, WORKSHOPS, & SEMINARS

Jan 24 - Feb 9, 2011

Aug 23 - Sept 8 2010

June28 - July 3, 2010
Feh. 15 - 17, 2010

11% Nov. 2009

1% May - 24 July 2009

Oct. 23, 2008

29 Sept. - 3 Oct. 2008

17 - 19 March 2002

10 - 11 May 2007

22 - 23 Jan. 2007

10 - 13 May 2004

10 - 12 #March 2004

5 - 1B February 2004

3 - 16 November 2003

30 Sept. - 10 Oct, 2003

15 Aug, - B Sept. 2003

14 - 18 June 2003

Completed theTraining of Trainers {TOT) on the Mational Comprehensive
HIV Care/ART Training Manuals organized by the Federal Ministry of
Health in Collaboration with Addis Ababa University-MARCH Project

Attended the workshop Safe Motherhood for African Wurses and Midwives
organized by the Suzzane Mubarak Regional Centre for Women's Health and
Developrment{Alexandria, Egypt)

Completed Instructional Designing Training organized by JHPIEGO
Completed Cinical Teaching Skills training organized by JHPIEGC

Organized and conducted Interdisciplinary Health Sciences Forum on Violence
Against Wormen in collaboration with a team of Canadian and Ethiopian
researchers

Attended the 8% Annual CHSRF /CIHR Research Internship: "Multiple
Interventions for Community Health Nursing”, organized by the University of
Ottawa {Canada] and the Great Lakes University of Kisumu {Kenya)

Attended Research and Policy Workshop organized by Ethiopian Murses
Agsociation and Canadian Nurses Association

Completed Effective Teaching Skills Training organized by JHPIEGO

Attended Advanced Research Methods Workshop for Demographers and
Anthropologists organized by the Institute of Population Studies, Ad dis Ababa
University and Bristol University, UK

Participated in Consultative Workshop to review the draft Wational Pain

Management Guideline organized by International Training & Education Center on HIV(1-
TECH)} in collaboration with Ministry of Health, HIV/AIDS Prevention and Control Office,
and Drug Administration and Control Authority (DACA)

Participated on Palliative Care Currioulum Review and Development organized
by International Training & Education Center on HIV (J-TECH] in collaboration
with Drup Administration & Control Authority (DACA)

Attended Essential Nutrition Action s Training course organized by the
Ministry of Health & LINKAGES Ethiopia.

Attended Training of Trainers {TOT) Course for Nurses on Antiretroviral
Therapy organized by I-TECH/CDC Ethlopia & Ministry of Health,

Served as a trainer on the Training of Home-Based Care Providers in HIV/AIDE organized
by Save Your Generation Ethiopla

Attended Training on Strategic Flanning and Management, Performance
#Management, and Change Management organized by the Ministry of Capacity
Building & Ethiopian Management Institute,

Served as a trainer on the Training of Home-Based Care Providers & Community

Counseling on HIV/AIDS organized by the Addis Ababa HIV/AIDE Prevention and Control
Office.

Participated in Mid-Level Health Professionals Training Curriculum Development
Taskforce organized by the Ethiopian Ministry of Education & Ministy of Health,

Attended Training Workshop on Management of Sever Malnutrition organized by
UNICEF - Ethiopia Counay Office.



2-105ept. 2002

1Feh. -24 June 2002

7 - B April 2000

5 -9 Aug, 1958

2D Apr. - 12 June 1998
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Attended ¥outh Fomsed Voluntary Testing and Counseling [VCT) Training orpaniz
UMICEF & Addis Ahaba HIV/AIDE Prevention and Control Office,

Completed Basic Computer Training course offered by the African Viroal
University.

Attended Training Wonshop for Instructors of Training Institutes on Harr
Tradidonal Fractdces Affecting the Health of Worien & Children organized
Wational Corntittee for Tradidonal Practices in Ethiopia.

Attended Training Workshop on Treatment of Sever Malaria organized by
Ethiopian Ministry of Health Department of Corumunicable Dizeazes Contr
Frewvention.

Completed Teaching Methodoelogy Courze for Health Science Instrictors
organized by the Fed eral Minizstry of Health Department of Health Service:
Health Personnel Training.

PRIZES

4 Channel Foundation's Native Leadership Scholarship 2004 - 2006
# University of Kuopio International 5tudent Prize 2005
4 University of Kuopio Scholarship for Graduate Students {Dec. 2005 - Feb, 2006]

PROFESSIONAL REGISTRATION
4 Registered ChiefMurse Professional [in Ethiopia

AZSOCIATION MEMBERSHIF

¢ Ethiopian Nurse Azsociadon
# Ethiopian Public Health Association

EEOFESSIONAL & PUBLIC SERVICES

* Council Member of the Ethiopian Public Health Training Initiative {Nov, 2006 - Nov, 2008]
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