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Abstract

Background: Young people between the ages of 15 and 24 years are both the most threatened
globally, accounting for half of all new cases and the greatest hope for curving the epidemic of
HIV/AIDS. Young populations, especially never-married sexually active females have the
greatest risk of HIV infection. They may not be aware of their vulnerability to it or of how best
to prevent it. There is a great gap between knowledge and practice which needs detailed research

that address determinants.

Objective: To assess female college student’s knowledge, sexual behavior, risk perception and
determinants of protective behavior of STIs/HIV/AIDS in Debre Markos town.

Methods: A descriptive cross-sectional institution based survey was conducted from February to
April, 2010 and was complimented by qualitative study.

Result: 340 students interviewed and four focus group discussions were conducted. Students’
comprehensive knowledge was (15.5%). Only 7.4% perceived risky sexual behavior that can
exposed them for HIV. Among the study subjects 25% were sexually active. Sixty percent of the
respondents had used condoms consistently during their last sexual exercise. Ten percent of
never married respondents had experienced sexual intercourse. 75.4% did not used condoms
during their last sexual contact. Of all participants 61% of the study group had ever tested for
HIV in the last 12-months. Among those respondents who had sexual intercourse in the last one
year 6.8% had symptom of STI as foul smelling genital discharge and/or genital ulcer. Thirteen
percent of respondents had ever forced by their sexual partners and 5% of sexually active
students had more than one sexual partner.

Conclusion: Though awareness of HIV/AIDS/STIs among female college students was
relatively high, they had low comprehensive knowledge that capable of them to prevent
infections of STIs and HIV. Regarding risky sexual behavior and self risk perception, most of the
study subjects had involved in risky sexual behaviors but the great majority of them considered
themselves having low or no risk for HIV infection. Protective behavior such as utilization of
condom use was found to be inadequate but self recognition of HIV status in the last 12 months
was relatively higher.

Recommendation: Continuous IEC/BCC intervention programs paying attention on the
misconceptions and protective behaviors against HIV/STIs; creating a positive youth friendly
environment to address sensitive gender-related issues and access protective means like condom

provision within the institution and the community; Emphasis should be given to ensure access

Vil



for young people to sex education, HIV/STIs, including information about contraceptives.
Students have to be further promoted to HIV counseling and testing services.

Key words: Sexual behavior; Risk perceptions; protective behavior; HIV, AIDS and STIs.
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1. Introduction

World Health Organization defines “adolescents” as individuals in the 10-19 years age group and
“youth” as the 15-24 year age group. These two overlapping age groups are combined in the
group “young people” covering the age range 10-24 years which account for 45% of all new HIV
infections in adults. College students are also found mostly within this age group. Nearly half of

the world’s population is under 25years (1).

Women are increasingly affected by acquired immuno deficiency syndrome (AIDS) epidemic and
ill reproductive health. Globally in 2008/2009, the prevalence of HIV/AIDS in young women was
0.6. In Sub Saharan Africa as a whole, women account for approximately 60% of HIV
infection(1,28). Ethiopia has a generalized HIV epidemic and an estimated 1.04 million people
are living with HIV/AIDS. The point prevalence is estimated at 2.1(2.6 in women & 1.7 in men).
Awareness of HIV is high but only 30% of men and 16% of women have comprehensive
knowledge on the transmission of HIV,2005 (4, 5).

The millennium development goal (MDG) aims to halt the spread of HIV/AIDS by 2015 (2).In
generalized epidemics, particularly in sub-Saharan Africa assessment of risk behaviors in the
wider community, should consider different population groups than core groups that usually
considered at high risk(3).

1.1. Statements of the problem

The diversity of the HIV epidemic seems to be related to sexual behavior patterns. In many
countries, significant proportion of young people starts sexual activity before the age of 15 years.
Young populations, especially never-married sexually active females have the greatest risk of
HIV infection.

Risk is defined as one or more behaviors that might lead to a negative health outcome and the
probability or likelihood that a person may become infected with HIV. Individual perceived
ability to carry out a behavior is believed to be necessary to prevent infection like HIV/STIs.
There are controversies on HIV/AIDS prevention methods like “ABC” approach. The role of
correct and consistent condom use in controlling HIV/STIs has been questioned by proponents
because they gives priority to “A” (abstinence) and “B” (being faithful) over “C” (Condoms) (6).



STIs and HIV are common among young females. Economic and living conditions of females
will make them susceptible to HIV/STIs. This can be true due to different reasons like they may
become sexually active earlier with young adults, inability to convince males to use condoms,
forced sexual relation, poverty, displacement, biological vulnerability, harmful traditional
practices and so on(17) How do concerned they are about the prevention of the pandemic and
what factors do affect the desire and/or the ability to reduce their risk behaviors for HIV/STIs and
other reproductive ill health concerns? What prevention programs must be implemented in order
to ensure the spread is contained at current level and to avert new infections? (7).

With an ever expansion and the opportunity of institution-based interaction among young people,
it may be highly likely that the aforementioned question become worth of systematic

investigation.

1.2. Rationale and significance of the proposed research

The emergence of the global pandemic of AIDS has necessitated increased understanding of
sexual behavior of human population. Young people have insufficient information and
understanding about HIVV/AIDS. They may not be aware of their vulnerability to it or of how best

to prevent it. They also often lack access to the means to protect themselves (6).

The young people are at the risk of counteracting HIV/STIs despite the presence of high
awareness on the transmission of HIV and STIs. Because, once they become sexually active, they
often have several, short-term sexual relationships and do not constantly use condom. There is
also a great gap between knowledge and practice which needs detailed research that address
determinants. There is a need for looking separately between individual and contextual factors
that increase young people’s likelihood of engaging in high-risk behavior (2). Knowing factors
and how they operate, will not only help to target those who are at risk for negative health

outcomes, but will also help to design more effective programs (15, 16).

Certain behaviors do create, increase, and responsible for some risks like unprotected sex with a
partner whose HIV status is unknown, multiple sexual partnerships involving unprotected sex and
injecting drug use (1, 15, 16).

Females are less informed about HIV and prevention methods. Women Vulnerability to HIV in
sub Saharan Africa stems not only from there greater physiological susceptibility to heterosexual
transmission, but also, gender-based societal pressure, economical dependency, and other

vulnerability constrains of prevention action such as condom use they often confront. Females
2



become sexually active earlier with young adults, inability to convince males to use condoms,
forced sexual relation, poverty, displacement, biological vulnerability, harmful traditional
practices (8).The risk of becoming infected with HIV continuing to disproportionate impact on
women and girls(28).

Female young college students come from different urban and rural areas. They are living away
from their families, outside the college campus in rented houses in group or individually.

The aim of this study was to assess the socio demographic, current sexual risk behavior,
knowledge, and beliefs about preventive and protective mechanisms and to examine the
relationships among these findings. Thus, in order to generate further information on perceived
risks and barriers of protective factors against HIV/STIs, this cross-sectional study was conducted
among female college students. It is envisaged that the findings of this study will complement and
thus guide evidence-based programming, research and service strategies on HIV/AIDS and STls

control and prevention among higher learning youth within the Ethiopian context in particular.



2. Literature Review

2.1.  The general situation of STIs/ HIV/AIDS in Young people

Ethiopia has an estimated population of 79.2 million. It is expected that 955,792 are PLWHA:s,
and 573,476 are females. The adult HIV incidence rate is estimated to be 0.27% and abovel25,
000 cases are expected to be newly infected by the virus and females comprise more than 50%.
The annual outpatient cases report compiled at national level from the IDSR showed that 10,004
females had genital ulcer, whereas it was 6018 cases in males (1, 5, 9).

Even though there is little information on the incidence and prevalence of STIs in Ethiopia, the
problem of STIs is generally believed to be similar to that of other developing countries.
Promoting healthy practices during adolescence and efforts that better protect this age group from

risks will ensure longer, more productive lives(10, 11).

The early age of onset and high frequency of sexual activity among young people suggest that
they engage in a high level of unprotected sexual activity. The current epidemiology of STI and
HIV suggest that they are diseases of young people (12,26).Condom use at last higher-risk sex
among men varied from a low of 24% in Mozambique to a high of 71.2% in Zimbabwe, while
among women, it varied from 19.7% in Rwanda to 80% in Botswana. In general, women were
less likely to use condoms during higher-risk sex than men. Globally, there are 340 million new
cases of curable STIs annually (1, 13).

2.2.  Knowledge and belief towards HIV/STI and AIDS

In Ethiopia, level of knowledge on prevention methods in women and men, was found to be
higher in urban and rural areas 96% and 97% respectively. However, there is less awareness in
reduction of the transmission by limiting sex to one uninfected partner who has no other partners
in both sex (63 and 79%, in women and men respectively). 3 % of women and 9% of men have
had higher-risk sexual intercourse, only one in four women (24%) and half the men (52%)
reported condom use the last time they had sexual intercourse (EDHS) (11). Knowledge alone is
often insufficient to produce long-lasting behavioral change, an accurate understanding of the

risks of HIV and how to prevent exposure is a prerequisite to risk reduction.

Survey data from 64 countries indicate that 40% of males and 38% of females aged 15—-24years

had accurate and comprehensive knowledge about HIV/AIDS. To avert the transmission, ensuring
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comprehensive knowledge on HIV/AIDS in 95% of young people is required. It is still well
below the Declaration of Commitment’s goal ensuring by 2010. The great concern, moreover, is
the discrepancy between the high level of knowledge about HIV/AIDS and the low level of

condom use among young people (1).

A behavioral surveillance survey (BSS I1) conducted in Ethiopia among in-school youth (ISY),
nearly all the ISY interviewed (99.8%) had heard about HIV or the disease AIDS. A substantial
majority (95%) had heard of STIs and the proportion was similar among males (95.3%) and
females (94.8%). Nationally comprehensive knowledge on HIV/AIDS in ISY was 22.6%
(27.3and17.8%) in male & female respectively (14).

2.3. Risk perception HIV/STI:

A study conducted in Nekemte, showed that about 21.5% of adolescents had had premarital
sexual intercourse. A considerable amount of school adolescents had started pre marital sexual
activity that might predispose them to different sexual and reproductive health problems (18). The
study done in Addis Ababa universities showed that there was low level (43.5%) of knowledge
and practice of emergency contraceptives among female university students. Only 4.9 % had used
emergency contraceptive methods. This showed that students may use other methods or had not
developed protective behaviors against HIV/STIs and unwanted pregnancies (19).

Vulnerability results from a range of factors outside the control of the individual. These factors
may include: lack of knowledge and skills required to protect oneself and others; factors
pertaining to the quality and coverage of services (e.g. inaccessibility of service due to distance,
cost or other factors); and societal factors such as human rights violations, or social and cultural
norms (1).

According to BSS I, ISY that had ever had sex were asked whether they had genital discharge,
ulcers or sores during the previous 12 months. Genital discharge was reported by 4.6% of ISY.
Females (10.6%) were more affected by genital discharge than males (2.5%). Genital ulcers or
sores were reported by 2.1% of ISY (1.9%) of females). Genital ulcers or sores were the most
frequently mentioned STI symptoms (42.2% in women and 50% in men) followed by burning
pain during urination (29.9% in women and 39% in men). Adolescents typically engage in short-
lived relationships that make them more likely than adults to have sex with multiple partners,

thereby placing them at greater risk for contracting HIVV/STDs. Most young people participate in



transactional sex; exchange for money, food, gifts, alcohol anything else for sex, including getting
a job or to keep from getting fired (14, 20, 21).

In Kenya ,young women between 15 and 19 years are three times more likely to be infected than
their male counterpart while 20-24 years-old women are 5.5 times more likely living with HIV
than men in the their age cohort. In Tanzania female in age group 15-24 are four times more
likely than men to be living with HIV and in South Africa it is three times women are infected
than men (28).

2.4.  Protective behavior and prevention of HIV/AIDS/STIs

“Protective” behavior may be defined appropriate if they discourage one or more behaviors that
might lead to negative health outcomes (e.g., having sex with many partners) or encourage
behaviors that might prevent a negative health outcome (e.g., abstinence, using condoms and
contraception) (15). Correct and consistent use of condoms can greatly reduce the risk of STIs
and is considered to be an important indicator of HIVV/AIDS-related behaviors. A large majority
of youth 98.7%; (99.5% of males and 97.9% of females) had heard about male condoms (14).
According to BSS II, youth that had ever had sex, 43.1% (45.2% of males and 37.3% of females)
had used a condom. Amongst those who had ever had sex, more males than females (44.5% vs.
30%) were sexually active at or before the age of 15 years (14).

A university education does not necessarily eliminate a person’s risk of HIV. Students who are in
a steady romantic relationship are less likely to use condoms and are less responsive to HIV/STI
behavioral interventions than are other students (21). Study done in Jimma University showed
that romantic love levels may be higher for those university students who habitually watch love
films, read love related materials or attend love related radio programs. Their low level of
knowledge and belief on HIV/STI may lead to wrong direction and end up with risky sexual
activities(22).

In generalized epidemics, where infection extends beyond discrete populations, greater
investment is required in broader, population-based interventions, such as mass media, school-
based education, community mobilization, workplace interventions, and strategies to alter social
norms. Studies done in the United States indicate that youth-oriented prevention programs that
exclusively promote abstinence do not reduce the risk of HIV infection. Promoting correct and
consistent use of condoms ; reducing the number of sexual partners; improving the management

of sexually transmitted infections; broaden access to HIV testing and counseling and ensure



effective infection control intervention programs must be implemented efficiently for young
people (1).

Women’s education is considered to be one of the strongest determinants of health, since
educated women are more likely to break cultural norms and taboos. This often means that
programs must address sensitive topics that some may find uncomfortable. Such topics include
gender norms like sexuality. In Burkina Faso, Ghana, Malawi, and Uganda, nearly one in five
adolescent females reported that their first sexual experience involved force or coercion.
According to recent surveys in Uganda, three out of four unmarried, sexually experienced
adolescent girls reported having received gifts or money in exchange for sex, usually from an
older man (1, 7).



Figure-2 Conceptual frame work on HIV/STIs and AIDS risk perceptions and their protective

behavior among female college students based on HBM.
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The ‘Health Belief Model’ (HBM) identifies perception of HIV/STIs risks, recognition of its seriousness, and

knowledge about prevention as predictors of safer sexual activity this study examines the impact of risk

perception, considering the first step in HIV/STIs prevention within a set of factors. Risk perception is

considered a first and essential step when the individual personalize and perceive risks; then protective

behaviors which lead towards risk reduction(16).




3. Objective

3.1.  General Objective

To assess female college student’s knowledge, sexual behavior, risk perception and determinants
of protective behavior towards STls including HIV/AIDS in Debre-Markos town, Amhara NRS,
Ethiopia, 2010.

3.2. Specific Objectives

e To describe Knowledge, Attitude and Practice of college study subjects on STIs/ HIV;
e To evaluate the risk perception of students related to HIV/STIs;

e To identify factors that influence practice of consistent condom use among sexually active

female college students.



4. Methods and Materials

4.1. Study area and period
This study was conduct in Debre Markos town which is located at a distance of 300 Km

Northwest of Addis Ababa, Amhara regional State, Ethiopia. The study was conducted in seven
(2 public & 5 private) colleges found in Debre-Markos town. Participants for this study were
recruited from all colleges, namely Abay Health, Washera Broad View, Tropical College of
Medicine, Kea-Med, New Man, Debre-Markos TTC and Debre-Markos Technique Colleges. In
2008/09, a total of 5202 students were enrolled in all programs and the number of female students
were 2653 and accounts for 50.9%. All regular and extension students live out of the college
campus. The entire study work had taken nearly one-year from September 2009 to June 2010 and

data was collected in February 2010.

4.1. Study Design
A descriptive cross-sectional institutional based study supplemented by qualitative method.

4.2. Study Population
Comprises all female college students in the regular session currently enrolled in all colleges

found in Debre Markos town.

4.3. Inclusion criteria

All female regular students in the age group 15-24 years, who actively enrolled during the study
period and currently follow their study in the colleges, and who had stayed at least one semester
study program.

4.4. Exclusion criteria

Female regular students who were out of youth age group and who were severely ill, who were
refused to participate in the study and those who had a stay less than a semester in the college

were excluded from the study.

4.5. Sample size determination
The sample size required for this study was calculated based on the assumption of consistent use

of condoms among a non commercial sexual partner of ISY in BSS Il 2005; which was 42% and
it was 30.4% for females(23). By comparing the different findings on the previous studies and by

using Epi-Info statistical sample size & power calculation for population survey, the figure that
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can yield relatively larger sample size at relatively reasonable cost was taken to be 42%.
Therefore, consistent use of condoms of 1'YS of both sex i.e., 42% were taken applicable for the
young people with maximum discrepancy of 5% between the sample and the underlying
population at 95% certainty level.
The formula used to calculate the sample size is
n = [Za/2]* p (1-p)/

d?,
Since N less than 10,000 an adjustment formula (FPC)
nf = n/1+n/N, used
Where, N = Source population- all female regular students registered in the academic year
2008/09 in all Colleges.

nf = Required Sample Size, n=calculated sample size by Epi Info.

Za/2 = Value of the standard normal distribution corresponding to a significant level of alpha (o)
0.05, which is 1.96

p = Prevalence of consistent condom use by 1'YS, which was assumed to be (0.42)42%

d = Margin of Error, considered to be 0.05 or 5%

Hence the sample size was calculated at total of source population N=2653 and n=328 and nf=291
considering non response rate of 15%, the total sample size will be 340.

11



Figure -1 Schematic Representation of sampling procedure
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4.6. Sampling procedure
Enumerated list of all female regular students prior to the study period was secured from the

registrar offices of the respected colleges. Number of students in each college was calculated
using the Proportionate to size (PS) allocation technique used, size being the total number of
female students from the seven colleges and using Epi Info 3.5.1. Sections were selected by
simple random sampling from each department. Simple random sampling method was used to get

individual students from respected college.

4.7. Data collection procedure

4.7.1. Quantitative Data

For the quantitative part of the survey, self-administered anonymous questionnaires were
developed in English and then, the English version was translated in to Amharic back to English.
(Annex Il & I1l) The questionnaire was adapted from BSS and FHI guideline on behavioral
survey (14, 23).

The questionnaire had comprised closed-ended questions that queries participants’ basic socio
demographic characteristics, such as age, religion, marital status, job and funds etc., whereas
sensitive questions to risk and the barriers of protective behavior related HIV/STIs were included
in the last part of the questionnaire in order to reduce some offensive reactions and for the
minimization of non-response rates. Selected study subjects were gathered and appropriate
orientation and further explanation on some of the definitions of common terms, as well as on the
purpose and usefulness of the study was explained. After getting verbal consent from the
participants the anonymous questionnaires were provided to be completed in arranged seats to
assure privacy. After being filled, the questionnaires were confidentially returned by study
subjects to specially arranged collection box at exit near to their department.

4.7.2. Qualitative Data

The qualitative data collection method was applied using focus group discussions (FGDs) in order
to supplement the result of the quantitative data that could not be quantified. In the qualitative part
of the study, female students who could express and were able to share their ideas freely had
participated in the FGDs. Participants in the FGDs were not involved in filling of self
administered questionnaire. Discussion was made with four focus groups and each group
consisted of 6-8 participants who were selected using non-probability sampling method. A semi-
structured discussion guide was prepared portraying probing questions or opinions towards the

13



beliefs and attitudes of risk of HIV/STI/AIDS and the barriers of protective behaviors. (Annex
IV) The qualitative study was conducted with a moderator assisted by a note-taker and tape-
recording was implemented only when the group members had consented even though some of

the participants refused at the middle of the recording.

4.8. Data quality management

To ensure the internal validity (accuracy and precision), maximum effort was applied to minimize
bias and errors during the study design, sampling, questionnaire development, data collection and
data processing. The principal investigator also had been supervising the process to ensure that
standard procedures were followed.

After extensive revision, the final version of the English questionnaire was developed. At the end,
the final English version was translated to Amharic and back to English by an individual who has
a very good command of both English and Amharic languages, and to ensure its validity and
consistency. Quality assurance measures were taken pre-testing the questionnaire and supervision
during data collection. Pre-test was done one week prior to the start of data collection in 5% (20
subjects) who were not included in the main study and cross-checking and appropriate
modifications were added before the final administration. Participants were clearly orientated
about the purpose and usefulness of the survey and thereby creating friendly atmosphere to reduce
their stress as the study touches sensitive issues. The collected data were reviewed and checked

for completeness and relevance by Principal Investigator each day.

4.9. Data processing and analysis

For the quantitative data entry, checking, and processing the Epi-Info 3.5.1 soft ware package was
used. Data was double entered by the principal investigator and experienced data clerk. The data
was exported and analyzed using SPSS 15.0 Statistical packages. Analyses included descriptive
statistics; such as frequency tables was done for each independent variable against the dependent
variables. For testing the strengths of the associations and their statistical significance, Odds Ratio
(OR) and 95% CI were calculated for each independent variable against the dependent variables
using binary logistics.

Finally, multivariate analysis was employed using multiple regression models for categorical
variables step by step (containing all those variables having significant association in the crude

odds ratio and those variables considered as important factors) in order to account potential
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confounding factors and to observe the relative direct effect of independent variables against the
dependent variables. Variables having P-values less than 5% were considered as significant

covariates or factors.

Variables

Independent variable
e Socio-demographic characteristics — such as age, religion, marital status, other income
source etc;
e Sexual History: sexual activity, age at first sex, number of partners experienced, etc;
e Knowledge ,attitude, practice and behavior towards STI/HIV
e Behavioral attributes such as drinking alcohols, chewing khat etc.
Dependent Variable
e Correct and consistent condom use; other variables like Risk perception, Comprehensive

Knowledge also considered.
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Ethical consideration

Ethical clearance and approval was obtained from Institutional Review Board (IRB) AAU,
Faculty of Medicine.

A formal letter from the School of Public Health, Addis Ababa University was submitted to each
college, to all relevant offices and concerned bodies to obtain their co-operation.

All participants’ right to self-determination and autonomy were respected. All study participants
were informed about the purpose of the study and any additional information was given as they
need, verbally and in written form. Participation was voluntary and participants might withdraw
from the study at any stage/time without explanation and without penalty or loss of benefit. The
autonomy and privacy of each participant was assured unless they needed assistance in filling out
the questionnaire. Efforts were done to overcome ethical concerns of the participants due to the
sensitivity of the issue under study by careful designing and structuring the questionnaire; clear
explanation about the purpose and usefulness of the study and by excluding names and other
identifying numbers. In such cases, confidentiality was assured and no personal details were

recorded or produced on any documentation related to the study. (Annex I)

Dissemination of research finding

After the final thesis work approved; it will be presented. Results will be communicated to all
colleges in Debre Markos town, with East Gojjam Zone Health, Education and HAPCO Offices.
After the completion of the study proper, all effort will be made to publish the thesis in scientific
journals.
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Operational Definitions

Accepting attitude towards PLWHA: willing to buy food from infected shopkeeper, to
take care of infected family member, to attend class with infected classmate and willing to
disclose infected family member .Accepting all of the following four indicators considered
to be having good accepting attitude.

Correct and consistent condom use: is correct use of condoms in every act of penetrative
sexual intercourse (UNAIDS,BSS)(14)

Comprehensive knowledge about HIV/AIDS: if they are both knowledgeable of the three
HIV/AIDS prevention methods (abstinence, being faithful to one uninfected partner and
correct and consistent condom use) and have no misconception of the three HIV
transmission (“eating raw meat prepared by an HIV infected person transmit the virus” ,
“Mosquito bite can transmits HIV infection”, and “a healthy looking person does not have
HIV infection” (UNAIDS ,BSS) (14).

Knowledge about HIV prevention: if they correctly identify the three main ways to
prevent HIV transmission: abstinence, being faithful to one uninfected partner and correct
and consistent condom use (11, 14).

Protective behavior: defined if young people discourage one or more behaviors that might
lead to negative health outcomes (e.g., having sex with many partners, having sex without
using condoms) or encourage behaviors that might prevent a negative health outcome
(e.q., abstinence, condoms use and tested for HCT)(WHO) (15).

Perceived risk (Susceptibility) related to HIV/STIs: refers to beliefs about the likelihood
of getting HIV/STIs (WHO) (15).

Perceived Barriers (determinants): Factors in the environment or community that a
person believes may prevent her from carrying out a behavior, accessing health care, or
attending a program (WHO) (15).

Risky sexual behaviors: if either encourage or are associated with one or more sexual
behaviors that might lead to a negative health outcome (WHO) (15).
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5. Result

5.1. Socio-Demographic Characteristics

A total of 340 female college students had participated with a response rate of 100%. This study
had included respondents of the age group of 15-24years.Majority of them 209 (61.2%) were
within the age range of 15 to 19 years and 132(38.8%) were between 20-24 years of age. The
median age of students was 19 + 1.23 SD (mean 19.23 + 1.23) years with a range of 16 to 24.
Regarding respondents year of study 190(55.9%), 78(22.9%), and 72 (21.2%) of them were 1%,

2" and 3rd year female college students respectively.

Of all students, 98.8% were of Amhara ethnic background and 95.6% were Orthodox Christians.
During the study period 147 (43.2%) of the respondents were living alone while, 103(30.3%)
were living with their family/ relatives, 66(19.4%) and 24(7.1%) were living with other college
female students and with their sexual partners respectively.

Fifty nine (17.4%) of respondents were ever married and regarding their current marital status
19(32.2%) were married and living with their husband, 28 (47.5%) married but living alone, three
(5.1%) divorced but cohabiting with their sexual partners, one (1.7%) divorced and alone and

8(16.7%) did not give a response.

Majority of the respondents, 329 (96.8%) were unemployed and their monthly pocket money was
between the range of 201 - 599 Birr for the (54.1%) whilst (39.1%) of the respondents were below
200birr and the rest 23(6.8%) found to be in the range of 600-100Birr (Table 1).
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Table 1. Socio-demographic characteristics of Female College Students in Debre

Markos Town, Ethiopia, 2010

Characteristics

All Respondents

Sexually active respondents

Age in years

15-19 208(61.2%) 20(32.8%)
20-24 132(38.8%) 41(67.2%)
Mean 19.23(+ 1.23) 19.9(+1.29)
Median 19.0 20.0
Study Year

1% year 190(55.9%) 30(49.2%)
2" year 78(22.9%) 9(14.8%)
3" year 72(21.2%) 22(36.1%)
Ethnicity

Amhara 336(98.8%) 60(98.4%)
None Amhara 4(1.2%) 1(1.6%)
Religion

Orthodox 325(95.6%) 58(95.1%)
None Orthodox 15(4.4%) 3(4.9%)
Current Living Arrangement

Alone 147(43.2%) 29(47.5%)
Family/Relatives 103(30.3%) 10(16.4%)
Other college students 66(19.4%) 6(9.8%)
Boy friend/Fiancé 24(7.1%) 16(26.2%)
Employment

Employed 11(3.2%) 0
Unemployed 329(96.8%) 61(100%)
Pocket money

<200 133(39.1%) 16(26.2%)
201-599 184(54.1%) 39(63.9%)
600-1000 23(6.8%) 6(9.8%)

5.2. Knowledge, Attitude, Belief, towards STI/HIV and AIDS

Universally the participants had heard of AIDS but 319 (93.8%) of them had ever heard of STIs.
Regarding preventive knowledge respondents were answered individual preventive methods like
abstinence 177(52.1%), 238(70.0%) said be faithful to one uninfected partner and 164(48.2%)
correct and consistent condoms use. For questions to common local misconceptions like “healthy
looking person can transmit the virus,” 305(89.7%) did agree, 82 (24.1%) of them did agree that
eating raw minced meat prepared by an HIV infected person can transmit HIV, and 79(23.2%)

believed that mosquito bite can transmit HIV. One hundred eighty three (54%) had no
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misconception while 157(46%) had at least one misconception. Eighty four (24.7%) of the

respondents answered that all the three preventive methods correctly.

The comprehensive knowledge on HIV (knew the three major preventive methods & had no
incorrect belief about its transmission) were 52(15.3%). Comprehensive knowledge was higher in

the age group 20-24, which was 19.7% where as 12.2% among 15-19 age groups (Table 2).

As study year increases comprehensive knowledge also showed improvement; 1% year (11.6%),
2" year (12.8%) and 3" year (27.8%). Knowledge of respondents on mother to child HIV

transmission was 289(85.0%).

20



Table 2: Knowledge and belief of Female College Students towards HIV/AIDS/STIs in
Debre Markos Town, Ethiopia, 2010

Frequency (%) Frequency (%)

Characteristics

N=340 N=85(sexually actives)
Ever heard AIDS
Yes 340(100%) 85(100%)
Ever Heard STls
Yes 319(93.8%) 83(97.6%)
No 21(6.2%) 2(2.4%)
Healthy looking person can transmit HIV
Yes 305(89.75%) 75(88.2)
No 12(3.5%) 2(2.4%)
Don’t know 23(6.8%) 8(9.4%)
Eating raw meat can transmit HIV
Yes 82(24.1%) 19(22.4%)
No 186(54.7%) 48(56.5%)
Don’t know 72(21.2%) 18(21.2%)
Mosquito bite can transmit HIV
Yes 79(23.2%) 16.18.8%)
No 194(57.1%) 46(54.1%)
Don’t know 67(19.7%) 23(27.1%)
Knowledge on the three prevention of HIV
Good knowledge 85(24.7%) 25(29.4%)
Poor knowledge 256(75.3) 60(70.6%)
Comprehensive knowledge
Good knowledge 52(15.3%) 16(18.8%)
Poor knowledge 288(84.7%) 69(81.2%)
Knowledge on Mother To Child Transmission
Yes 289(85%) 73(85.9%)
No 51(15%) 12(14.1%)
Knew Close friend/relative death of AIDS.
Yes 106(31.2%) 35(41.2%)
No 234(68.8%) 50(58.8%)
Ever seen male condom
Yes 287(84.4%) 78(91.8%)
No 53(15.6%) 7(8.2%)
Ever heard of female condom
Yes 175(51.5%) 46(54.1%)
No 165(48.5%) 39(45.9%)
Accepting attitude towards PLHAS
Accepting 124(36.5%) 26(30.6%)
Not accepting 216(63.5%) 59(69.4%)
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As shown in Table 3 , comprehensive knowledge were compared with socio demographic

characteristics of study subjects and the odds of comprehensive knowledge of those who were

living with other peer groups were found to be
(COR=0.33;95%Cl;0.12,0.90),after adjusting to other variables the association did not persist.

Table 3: Association

of comprehensive

knowledge with other

lower than those

among female college students in Debre-Markos town, Ethiopia, 2010.

living alone

selected variables

Characteristics

Comprehensive Knowledge

OR (95% ClI)

Yes No Crude Adjusted
Age in years
15-19 26(12.5%) 182(87.5%) 1.00 1.00
20-24 26(19.7%) 106(80.3%) 0.58(0.32,1.05) 0.74(0.17,3.17)
Academic Year
Year | 22(11.6%) 168(88.4%) 1.00 1.00
Year Il & above 30(20%) 120(80%) 0.52(0.28,0.95) 0.49(0.12,1.99)
Current living arrangement
Alone 29(19.7%) 118(80.3%) 1.00 1.00
with family/relatives 15(14.6%) 88(85.4%) 0.69(0.35,1.37) 5.77(0.88,37.9)
with peer groups 5(7.6%) 61(92.4%) 0.33(0.12,0.90)*  2.81(0.31,25.8)
with boy friend 3(12.5%) 21(87.5%) 0.58(0.16,2.08) 0.00
Knew close friend/relative AIDS death
Yes 16(15.1%) 90(84.9%) 0.97(0.51,1.85) 0.26(0.62,1.08)
No 36(15.4%) 198(84.7%) 1.00 1.00
Accepting Attitude towards HIV
Had accepting attitude 33(15.3%) 183(84.7%) 1.(0.54,1.85) 0.78(0.19,3.03)
Had not accepting attitude 19(15.3%) 105(84.7%) 1.00 1.00
Self Risk Perception
Yes 49(15.6%) 266(84.4%) 0.74(0.21,2.57) 0.18(0.015,2.15)
No 3(12%) 22(88%) 1.00 1.00
Sexual intercourse in the last 12
months
Yes 13(22.0%) 46(77.9%) 0.46(0.12,1.78) 2.94(0.62,13.8)
No 3(11.5%) 23(88.5%) 1.00 1.00

*P-value <0.05

Regarding the attitude of respondents towards HIV/AIDS, 103(30.3%) believed that condom

encourages promiscuity, 39(11.5%) believed that PLWHAs should be condemned for the

expansion of the disease,270(79.1%) had agreed that premarital sex expand the transmission of
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HIV, 320 (94.1%) willing to give home care for an infected family member, 217(63.8%) willing
to disclose infected family member(s) and 320(94.1%) were willing to attend to a class together
with an infected classmate and (182) 53.5% were willing to buy food from someone who is
infected. Accepting attitude towards HIV positive individuals on the later four indicators of HIV
among respondents was 124(36.5%).Knowledge of AIDS death of close relative or friend who
died of AIDS were 106(36.2%) and 187(63.28%) respond that they knew someone who died of
AIDS death (Table 4).
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Table 4: Female College Students attitude towards HIV/AIDS and STIs, in Debre Markos
Town, Ethiopia, 2010.

Variables Frequency Percent
Condom encourage promiscuity

Agree 103 30.3
Disagree 138 40.6
DK 99 29.1
Premarital sex expand HIV infection

Agree 270 79.4
Disagree 66 19.4
DK 4 1.2
Blame PLWHSs being reason for expansion

Agree 39 115
Disagree 266 78.2
DK 35 10.3
Willingness to give home care for family member

Yes 320 94.1
No 12 35
DK 8 2.4
Willingness to attend class with infected classmate

Yes 182 53.5
No 108 31.8
DK 50 14.7

Willingness to disclose family member

Yes 217 63.8
No 107 31.5
DK 16 4.7
Willingness to buy food from HIV infected person

Yes 182 54.0
No 108 32.0
DK 50 15.0

Among those who had the knowledge of STIs, 146(45.5%) could identify HIV and other STIs,
142(44.2%) only identified STIs other than HIV. Few respondents, 33 (10.3%) mix STI with
other communicable diseases like TB and Malaria. Of those who have had knowledge of STls
255(79.4%) could identify at least one STI symptoms.

Majority of the respondents (84.4%) ever had seen male condoms and 176(51.8%) of the

respondents ever had heard of female condoms. Of those who ever seen male condoms, almost all
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(99.7%) of the study subjects knew the sources from which they could obtain male condoms. The
most frequently mentioned sources of male condoms were government health facilities (82.4%),
others said private health facilities (60%), any shop (54%) and pharmacies (45.2%).

5.3. Sexual Behavior, Practice and Condom Use

Out of the total participants, 60 (17.6%) ever had married and the mean age at first marriage was
15.6 + SD 4.57. Twenty one (35%) of the respondents first marriage was below or at 15 years and
26(43.3%) was below 18 years. Minimum age for the first marriage reported by the participants

was 5 year.

Eighty five (25%) ever had been sexually active, and the mean age at sexual debut was at 17+
2.22. Thirteen (15%) of those sexually active initiated sex before 15 years while 63(75%) was in
the age range of 15-19 and the rest 8(9.5%) was within 20-24 age group. The minimum age
reported to initiate sex was 10 year. Two hundred twenty (82.6%) respondents were never-
married and 29(10.4%) were sexually active. Among those sexually active respondents,
32(37.6%) had premarital sexual relationships (Table 5).Reasons given for first sexual relation
46(54.1%) was due to marrage, 23 (27.1%) was personal desire, 9 (10.6%) was pear group

pressure,6(7.15%) forced to sex by male partners and 1(1.2%) do not know the reason.
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Table 5: Sexual and risky behavior and practice of condom use among Female college students
towards HIV/AIDS/STIs in Debre Markos Town, Ethiopia, 2010

Variable Frequency Percentage

Ever had sexual intercourse

Yes 85 25.0
No 255 75.0
Had history of premarital sex n=85

Yes 32 37.6
No 53 62.4
Age of first sexual partner

> 10 yrs 3 35
5-10 yrs 14 16.5
1-5yrs 50 58.8
Younger than me 2 2.4
DN 16 18.8
Reason not to use condom at first sex

Condom was not available 4 5.7
Reduce pleasure 2 29
Partner trust 15 21.4
Was not considered as important 12 17.1
Known allergic to condom 1 14
Used other contraceptive method 20 28.6
Don’t know the reason 16 22.9
Male partner reject condom use 0 0.0

Number of life time sexual Partner(s)

One 78 91.8
Two and above 7 8.2
Had under gone forced sex intercourse

Yes 11 12.9
No 74 87.1
Had sexual intercourse last 12mon. n= 85

Yes 59 69.4
No 26 30.6
Number of sexual partners in the last 4wks n=59

One 56 94.9
Two and above 3 5.1
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Condom used at last 12mon. n=59

Yes
No

How frequently did you used condom in the last 12mo

Always

Seldom

Never used

Relationships to last sexual partner
Husband

Boy friend

Stranger

Exchange for money

Had symptom of STI (genital discharge or ulcer)
Had at least one STI symptom

No symptom

Ever had history of preghancy

Yes

No

Have you under alcoholic influence last Sl
Yes

No

15
44

47
10

55

16
68

44

254
74.6

60.0
6.7
33.3

79.7
16.9
1.7
1.7

6.8
93.2

19.0
81.0

4.3
95.7

Compared to respondent’s age, in 50(58.8%) of them the age of their first sexual partners was
greater by 1-5years and for 14(16.5%) by 5-10 years related to their age during sexual debut.
Seventy (82.4%) of respondents had unprotected sexual contact during their first sexual relations
only 15 (17.6%) of the respondents had used condom. Some of the reason mentioned for not
using condom during their first sexual intercourse included, 12(17.1%) did not consider condom
as important during the event, 15 (21.4%) believed that using condom loosen trust between
partners, and 20(28.6%) answered that they used other contraceptives but still 16(22.9%) did not
know the reason. None of the respondents answered that they did not rejected by male partners.
Condom was suggested 4(26.7%) by male partners 10(66.7%) both agreed and 1(6,7%) did not

know.
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Life time sexual partners was asked and 78 (91.8%) of participants responded having only one
partner. Among the respondents 11(12.9%) reported that they had been forced to undergo sexual

intercourse by their sexual counterpart.

Fifty nine (69.4%) of the analysis unit had been sexually active (experienced sexual intercourse)
in the last twelve months and 56(94.9%) of participants had had reported one partner in the last
twelve months. Of all participants who were sexually active, 38(64.4%) had more than four

frequencies of sexual intercourse in the last four weeks.

Only fifteen (25.6%) of them who were sexually active in the last twelve months had used
condom. Correct and consistent condom use during last sex was practiced by only 9(60%) of
participants. Of those who had used condom during the last four weeks, in 10(66.7%) respondents

condom was suggested by both partners while 4(26.7%) by male sexual partners.

Respondents relationship to their sexual partner were mentioned and with their husband in
47(79.7%), cohabiting sexual partner in 10(16.9%), while 1(1.7%) had sexual relation with
stranger and for exchange of money/gift for each respectively. Among those respondents who
had sexual intercourse in the last one year 4(6.8%) had symptom of STI as foul smelling genital
discharge and/or genital ulcer. Among those sexually active participants 16(19 %) had been
pregnant and 4(25%) of them end up with abortion. Two (4.3%) were under the influence of
alcohol during their last sexual intercourse (Table 5).The odds of consistent condom use in those
who had under gone VCT in the last 12 months, were found to be lesser than tested previously
(COR=0.03, 95%CI; 0.002, 0.68), in multivariate analysis this association does not exists.

(Table 6).
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Table 6: Comparison of consistent condom use by selected variables among female college
students in Debre-Markos Town, Ethiopia, 2010

Characteristics

Consistent condom Use

OR (95% CI)

Yes No Crude Adjusted
Age in years
15-19 4(66.7%) 2(33.3%) 0.625(.073,5.35) 0.00
20-24 5(55.6%) 4(44.4%) 1.00
Current living arrangement
Alone 7(70%) 3(30%) 0.214(0.014,3.37)  0.00
with family/relatives 1(100%) 0.00 0.00 0.00
with peer groups 0.00 1(100%) 0.00 0.00
with boy friend 1(33.3%) 2(66.7%) 1.00 0.00
Comprehensive Knowledge
Good knowledge 7(58.3%) 5(41.7%) 0.70(0.049,10.1) 0.00
Poor Knowledge 2(66.7%) 1(33.3%) 1.00 0.00
Knew close friend/relative AIDS death
Yes 5(50%) 5(50%) 0.160(0.013,1.98)  0.00
No 4(80%) 1(20%) 1.00 0.00
Accepting Attitude towards HIV
Had accepting attitude 5(50%) 5(50%) 4.00(0.32,49.6) 0.00
Had not accepting attitude 4(80%) 1(20%) 1.00 0.00
Self Risk Perception
Yes 8(66.7%) 4(33.3%) 0.250(0.017,3.66)  0.00
No 1(33.3%) 2(66.7%) 1.00 0.00
VCT tested Last 12- months
Yes 6(85.7%) 1(14.3%) 0.033(0.002,0.68)  0.00
No 1(16.7%) 5(83.3%) 1.00 0.00
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5.4. Perceived susceptibility towards HIV infection
Respondents were asked about their risk perception associated with HIV. Twenty five (7.4%) of
respondents had considered themselves as being at risk of getting HIV/AIDS infection. By the

type of risk perceived by respondents, 6(24%) of the respondents associated with sex related risks

and 19(76%) were non sex related risk exposures.

Table 7: Self risk perceptions of female college students towards HIV/AIDS/STIs in Debre

Markos Town, Ethiopia, 2010.

Variable Frequency Percentage
Self perceived risk

Yes 25 7.4
No 315 92.6
Degree of exposure

Not at all 4 16.0
Mild 13 52.0
Moderate 3 12.0
Great 5 20.0
Exposure by type of risk

Sex related 6 24.0
Non sex related 19 76.0
Prevention method currently practiced

Abstinence 214 62.9
Be faithful 124 36.5
Condom use 2 0.6
Ever had VCT n=340

Yes 254 4.7
No 86 25.3
Tested & result collected for HIV( VCT) last 12 month

<12 months) 154 60.6
>12months) 100 394
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Participants were asked which of the known HIV preventive methods currently had been
practicing (of the ABC rule) during the last twelve months, 214(62.9%) had chosen abstinence,
124(36.5%) selected be faithfulness and the rest 2(0.6%) preferred condom use; none of the

respondents were answered combined methods,” be faithful and condom use.”

5.5.  Protective behavior and prevention of HIV/AIDS/STIS

Amongst students who were sexually active, 61(71.8%) had sexual intercourse in the last twelve

months, only 15(25.4%) used condom while 44(74.6%) didn’t used condom during their last sex.

Two hundred fifty four (74.7%) ever had under gone VCT and tested and 154(60.6%) had taken
their VCT test in the last twelve months and knew their test result. Respondent were asked if there
was any preventive method for HIV infection and 317(93%) of them believed that HIV was

preventable.

Amongst the preventive methods 239(74.9%) said abstinence, 173(54.1%) answered be faithful,
184 (57.7%) condom use, avoid sharp and blood contamination 83(25.9%),and avoid multiple
sexual partners 164(51.25%).

Risky behavior of the study groups were derived from a score of reporting any two or more of the
following were considered; not using condom during their first and/or last sex, having multiple
sexual partners, having symptoms of STIs, having older sexual partner by age and by type of
relationship, having a history of rape, substance use in life time or in the last 12-months.

Respondents were coded “1” if they reported any two or more of these and ‘0’ if otherwise.

Based on this score, among ever had sexually active respondents, 82 (96.5%) were found to be
risky and only 3(3.5%) did not.

The odds of self risk perception of the study group were computed and findings were observed in
an unadjusted OR, as shown in Table 8, those who had accepting attitude towards PLWAs had
less risk perception (COR=0.31; 95%CI; 0.104, 0.924) and those ever had sexual relation once in
life time had 2.56 time more perceive risk (COR=2.56; 95%Cl; 1.11, 5.87). No more association

while adjusted for other variables.
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Table 8: Comparisons of risk perceptions and other variables of HIV infection by logistic
regression among female college students in Debre-Markos Town, Ethiopia, 2010

Study Year Risk Perception OR (95% ClI)
Yes No Crude Adjusted
Comprehensive
Knowledge
Good knowledge 3(5.77%) 49(94.2%) 0.74(0.21,2.57) 0.00
Poor Knowledge 22(7.6%) 266(92.4%) 1.00
Accepting  Attitude
towards HIV
Had accepting  4(3.2%) 120(96.8%)  0.31(0.104,0.924)* 0.00
attitude
Had not accepting 21(9.7%) 195(90.3%) 1.00
attitude
Ever had sexual
intercourse
Yes 11(12.9%) 74(87.1%) 2.56(1.11,5.87)* 0.00
No 14(5.5%) 241(94.5%) 1.00
Sexual intercourse
during last 12-
months

Yes 7(11.9%) 52(88.1%) 0.74(0.197,2.788) 0.00
No 4(15.4%) 22(84.6%) 1.00
Condom used last sex
Yes 3(20%) 12(80%) 2.50(0.49,12.76) 0.00
No 4(9.1) 40(90.9) 1.00

Frequency of

Condom Use
Always 1(11.1%) 8(88.8%) 1.00 0.00
Some times 2(33.3%) 4(66.6%) 4.00(0.27,58.12) 0.25(0.013,4.73)
Number of sexual
Partner in the last 12
months
1 6(10.7%) 50(89.3%) 1.00
>2 1(11.9%) 2(66.6%) 4.17(0.33,53.2) 0.00
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5.6.

5.6.

Focus Group Discussion

Selection of participants for FGDs was based on identified homogeneous criteria, including
being students within those colleges in the town, age, and sex. Over all four FGDs sessions
were conducted, two from the students’ side and two groups from female college teachers.
Each session was consisting of four (in the teachers group) and eight participants in the
students group. A total of 24 people participated on the FGDs and the age of students were 19
to 21 years. The age of female college teachers was between 21 and 24. The educational
background of students was mixed from the three academic years that did not participate on
quantitative study. All the teachers who participated had their first degree in different

disciplines.

1 Challenges of female students in the colleges

Majority of the discussants had said that most female college students are challenged by
different social, cultural, economical, gender and academic problems. As many young people
affected by the consequence of sexuality related problems female college students are also
prone to sexuality related health problem like HIV, STIs, unintended pregnancy etc...

“... A mixed feeling is observed among us, some of us frightened by loneliness others may take
it as if released from the families’ control. We are starting a new life after being separated
from our families. Challenges arise from different directions. It was difficult to settle with the

new situation. “As a first year discussant said.

On the other hand discussant of female college teachers had discussed on the pertinent
problems of female college students, as™ ...female student’s poor academic performance can
be due to different reasons, gender inequality, cultural taboo and the community wrong
attitude on females. Therefore, we should also work to change the attitude of the community

towards female students.”

As second year participants said”... gender violence begins by our classmates within the
compound of the college. Of course, there is also weakness from our side. Female students
are also accountable for many sexuality related problems. We have to take care when
establishing a relationship with male partners. Student’s friendship begins by proximity of
residence or place of birth. Such relationships grow gradually, but at the beginning it doesn’t

seems dangerous. In the meanwhile the direction of most relationships changed to other
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direction. At this time disagreement will begin and some of us become a victim of poor
academic performance “‘enecharalen”. We females are also involved on creating the

problems but we usually blame male students.”

A teacher discussant said, “....female students should have to limit their relationship with
their male students or always to anticipate problems that could arise on opposite sex
relations.” And a first year teaching student added”.... female students who began sex earlier
encourage others to begin sexual intercourse or facilitate the ways for male students.”

5.6.2. Stays abstain and the right time to begin sexual intercourse

On the issue of virginity and initiation of sexual intercourse, participants were discussed and a
third year pharmacy technician student said that “ ...it can be delayed until marriage or till
the age of 18” Most of the discussants agreed on this point but few opposed this idea and
again a third year nursing student said “.... It is not practical to delay sex until the day of
marriage for most college students; but in my opinion if one can’t stay abstain she/he has to
follow the next best step either to be faithful or use condom, if I got someone who agree with
me, | would decide to live with him. But we are always hiding the reality and that is why most

female students conceive and get abortion.”

Teacher participants had also agreed to delay sexual relationships until marriage but if any
one decides to begin sexual intercourse, one should have to consistently use condom and be
faithful to their partners. A teacher discussant added”...it is difficult even to be faithful for a
student in the college but | would rather advice them to use condoms carefully.”

5.6.3. Factor that worsen sexual risk behavior and affect protective measures

“...A well come program were prepared at the beginning of the year and many sensitive issues
on the academic and gender issues were discussed and orientation given to newly joining
students. Students encourage to discuss any problem that hinder their study, but very rarely
they did that, no one would dear to raise a problem associated with sexuality, doing so has a

7

problem according to the colleges’ regulation,” A teacher discussant explained . many
female students may begin sexual intercourse for different reasons; some of them might get
engaged for marriage others may be due to peer pressure or for the satisfaction of personal
desire or some do for exchange of money / gift or for gaining academic support from male

students.” One discussant from the students group said “....I do wonder for our being silent
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even at the stage of pregnancy. | believe that we have to be open and share our problems to

peers or to one of our family members.”

Participants were from both public and private colleges. A student from private college said
that,” In public colleges the student’s college fees is covered by the government cost sharing
policy; while those who are studying in private colleges, they directly pay college fee.
Students in private colleges are from relatively well to do family than students in government
colleges. Some students misuse their money and used it to fascinate themselves and for being
showed well dressed in the eyes of their counterparts, this brought them to the attention of

others which in turn affect themselves.”

A student added that ... There is a rumor that some of the college students who came from
far area of the region have faced shortage of money and they exchange sex for money/gift or

cohabite with other male copartners to share living expenses.”

Regarding substance use, all group of the discussants agreed that substance use is not a major
problem within student’s campus especially among female college students.

A teacher discussant said that ““... living inside or outside the college campus has no
difference, as | do remember my campus life, there was very high consumption of condoms
and contraceptive pills, and | strongly recommend that the college should made certain that

condom and other preventive means has to be accessible for sexually active students.”

A teacher who was working in a position that related with the issue of reproductive health
said that ... everything that | used to advice female students was not evidence based, the fact
is obvious but we hid it , here after we have to be frank and could find a better solution to
these problems. We have to arrange a protection means for those who are sexually active. The
orientation during the well come program should also include all teachers and male students.
The participation and developing awareness of the issue by both sex groups may have brought
a better solution.” During the study time there was no clinic in any of the colleges.
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6. Discussion
Knowledge of HIV/AIDS issues and related sexual behavior among young people is of

particular interest in the prevention and control programs. In this study, there was universally high
level of knowledge on AIDS among the study subjects. Among the HIV prevention methods,
being abstain from sex were reported by (52.1%). This result was lower than the previous studies
done by (EDHS 2005) among 15-24 years women which was (64.2%) and BSS Il, 2005 ISY
(84.5%). Participants in the FGDs also agreed that delaying sexual intercourse until marriage or
age of 18 but they were doubtful by its practicability. Participant’s low response to abstinence

than limited to one uninfected partner agreed also with FGDs discussants.

Majority of the respondents (70%) believed that limited to one uninfected sexual partner was a bit
higher from EDHS (66.1%) but lower than ISY (83.3%) and consistent condom use was (48.2%)
in line with EDHS 2005(47.4%) and lower than BSS 11 (65.6%). Students in this age group might

increasingly become sexually active and they might not support to stay virgin (11, 14).

The comprehensive knowledge of HIV among the study subjects was (15.3%) which is lower
compared to EDHS 2005 (20.5%) and (17.8%) in BSS Il 2005 ISY. Comprehensive knowledge
had showed higher percentage in the age group of 20-24(19.7%), in those who had better monthly
pocket money (21.7%) and among 3™ year students (27.8%).Despite having had high awareness
of HIV/AIDS, female students showed low comprehensive knowledge. This was partly explained
by the persisting misconception that was seen by students. Therefore, improving the
comprehensive knowledge of students is important to prevent HIV/AIDS/STIs and to equip with
life skills programs to adhere to the major programmatic prevention methods like that of delaying
sex until they feel it appropriate, and encourage safe sex when young people do choose to

become sexually active.

Students who had good knowledge of the three HIV prevention methods was 24.7% which is
lower compared to BSS Il (50.1%) and in EDHS 2005 women(15-24) respond both use condoms
and limit sex to one uninfected partner (41.1%)(11, 14).

Knowledge, Believe and attitude about HIV/AIDS affect how people treat those they know to be
living with HIV. On this study those respondents who were willing to buy food from an infected
person’s shop was 182(54%), willing to disclose the HIV status of family members to let others

know was 217(63.8%), willing to take care of relatives who have the AIDS virus in their own
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household was 320(94.1%) and willing an HIV positive student who is not sick should be allowed
to continue attending class was 182(53.5%).The accepting attitude towards PLWHASs based on
the above four indicators was 124(36.5%) which was higher than EDHS 2005(14.5%) and lower
from BSS 2005 ISY(55.7%). Student’s accepting attitude towards PLHASs was higher for their
close relatives (94.1%) and those not willing to attend class with infected classmate, to buy food
and to disclose their family member was 32% for each and this is in line with BSS 11 2005 ISY
(31%) were not willing to buy food from an infected shop keeper; these indicates that there is still

considerable stigma and discrimination among students on people living with HIV/AIDS (11,14).

The majority of study subjects (84.1%) had ever seen male condoms and (51.8%) had heard about
female condoms. Respondents who had seen male condom also knew universally from where
they could obtain male condoms. At this late epidemic period of HIV all the study subjects were
expected to have seen male condoms, however, 15.9% had given socially desirable response to

this particular issue or embarrassed of answering sensitive personal question.

Amongst female college students, a substantial majority 93.8% had heard of STIs and almost
similar to BSS Il (ISY) 2005 which was 94.8%.The most frequently mentioned STI symptoms
were burning pain during urination (62.4% ) followed by genital ulcers or sores (54.4%). The
least mentioned STIs symptom was swelling around the groin area (30.0%).Most study subjects
289(85%) recognize that HIV could be transmitted from an infected mother to her unborn child
which is a bit higher than BSS 11 (80%) (11, 14).

The mean and median age at sexual debut were found to be 17.5(SD + 2.22) and 18 (BSS Il 16
years) respectively which range from 10 to 23 years. Of those who had ever had sex, 13.1% had
had sex at or before the age of 15 and 30.3% before the age of 18.In EDHS (16%) of young
women practiced sex before 15 years and 32.2 % before 18 years which is in line with the finding
of this study. Higher proportions of young women become infected with HIV during their first

few acts of unprotected sexual contacts (16).

In this study 25% of the respondents were sexually active, which was similar to a study done in
Namibia, it was 24.8% (24). A study done in Madagascar University showed that 80% of the
study subjects were sexually active. The indicated age at sexual debut for women was average
20.2 years; although late sexual debut was recorded, consistent condom use was very low; it was

6% (25).In both FGDs groups there were students who are sexually active for different reasons

37



and there were also students encouraging others to debut sex or facilitate the way to do. Shortage
of money or desire of students for sex or sex with stranger were some of the serious reasons
mentioned in the discussion which agreed to the reason given first initiation of sex in the

quantitative data.

In this survey 25.4% used condoms in the last sex and 60% of them used condom consistently
which was 37.3% and 61.5 % in BSS 11 respectively. Those who never married and had never yet
commenced sexual intercourse were 89.6% which is low compared to EDHS 2005 (95.7%).
Abstinence from sex before marriage and delay of sexual debut are among the most important
measures taken to reduce HIV among young people. The qualitative study result also showed that

significant number of students was sexually active but the reality is covered.

Of those sexually active students 69.4% had practiced sex in the last 12-months prior to the
survey. Only 25.4% had used condoms and 60% used condom consistently in the last sexual
intercourse. Among respondents who were not married but had sexual intercourse, 58.6% had
also had sexual relationship in the last 12-months and 35.3% used condoms in their last sex and

83.3% used it consistently.

Correct and consistent use of condoms is one of the most important HIV/AIDS prevention
methods and is considered to be an important indicator of HIVV/AIDS-related behaviors (15). If
everyone used condoms every time they had sex with a non-marital or non-cohabiting partner, a
heterosexually transmitted HIV epidemic would be almost impossible to sustain. The odds of
consistent condom use in those who had tested recently was lower than that of tested previously

for an unadjusted OR.

In this study percentage of risk perceived by participants was very low (7.4%). Self risk
perception of respondents were associated with partly to sexual factors (32%) and (68%) non
sexual factors. Based on the scoring of risky sexual behavior of participant’s was at higher
exposure level (96.5%) but they could not appreciate the severity of risky sexual acts. Perception
of HIV/STIs risks, recognition of its seriousness, and knowledge about prevention are directly
related to HIV protective behaviors which lead towards risk reduction. Students who were
sexually experienced engaged also in other risk behavior than who had never had sexual
intercourse (29). Risk perception among female college students was very low in spite of

continued high risk behavior.
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Students had not given primary attention to HIV infection, as understood from the reasons given
‘Not using condoms during first sex.” Since the immediate outcome of conception take priority
over HIV infection their focus of prevention was pregnancy. FGDs participants also mentioned
pregnancy as one of the serious outcome of their being silent to their many sexuality related
challenges. As the quantitative study quantified discussants also agreed upon the presence
abortion among female college students

Of those who ever experienced sexual intercourse once in life (37.6%) had premarital sexual
contact which is very high compared to BSS 11 (5.3%). A high score of premarital sex reflects a
failure of prevention messages stressing abstinence until marriage. Surprisingly, 76.9% of
respondents who were not worried of the risk of HIV didn’t used condoms during their last sexual

intercourse (14, 15).

Amongst the study subjects, 8.2% reported that had two or more life time sexual partners. Five
percent of the respondents had multiple sexual partners among those who had been sexually
active in the last 12-months, this finding was higher compared to BSS Il which was (2.7%) and
(0.5%) in EDHS 2005. A study done in Namibia showed higher proportion of female students
17.1% had two or more sexual partners (24).

In this study the age of their first sexual partner was at least greater by one year and above in
78.5% of the respondents , but for contrast those who had 1-5 years older was (58.8%) which was
in line with BSS 11 2005(59.2%). In many societies, young women have sexual relationships with
men who are considerably older than they are. This practice can contribute to the wider spread of
HIV and other STIs. Among the respondents 12.9% reported that they had been forced to under
gone sexual intercourse by their sexual counterpart (BSS (15.3%) most commonly reported in the
Ambhara region (14.9%).

In this study, 5.2% had genital discharge and 1.7% had genital ulcer or sore which was a bit
higher compared to the EDHS 2005 which was 2.1% and 0.6% for genital discharge and ulcer
respectively but in line with BSS 11 2005 by ISY 4.6% and 2.1% reported for genital discharge
and genital ulcer respectively(11,14).

It is possible to reduce the risk of HIV infection in premarital sex by increasing protective

measures. Individuals who have abstained, been entirely faithful to their spouse or live-in partner,

or have use a condom in every act of non-spousal sex will escape from the risk. Unprotected

sexual intercourse with high risk sexual partners indicates that there is a failure of prevention
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methods. According to participants on qualitative study, factors that hinder the protective
behavior of those individuals should be identified and any possible best option must be utilized
and made accessible protective means like condoms. Reluctance to provide services to decrease
risk among people who choose to be sexually active before marriage may let people to be exposed

and fuel the transmission of the epidemic.

Different factors may be given to affect the protective behavior of individual at risk. Among the
most common protective measures, condom use was an alternative for those sexually active
individuals. Factors affecting condom use mentioned in (28.6%) was because having used other
contraceptives, (22.9%) did not know the reason, (21.4%) said reduce sexual pleasure, and
(17.1%) didn’t thought condom as important tool for protection for HIV/STIs and none of the
respondents were rejected by their male partner. More risk was perceived for unwanted pregnancy
than getting infected with HIV. Risk of HIV infection has not got primary intention and no
protective means set to protect it. The immediate problem faced by many students on those
sexually active was unintended pregnancy and this was also mentioned as a major problem by
qualitative study participants. Also, the fact that the students were away from their family and free
from parental behavioral prohibitions might have induced them to engage in hazardous sexual

intercourse (25).

This study showed that an increased utilization of VCT uptake (74.7%) was increasing and it was
very high compared to BSS 2005 ISY (9.3%) and (4.9%) in EDHS 2005. A study done in Butajira
students showed that only 7.7% of female students had used VCT service (27).This may be
explained by increased knowledge and practice of students on HIV testing together with expanded

provision of VCT service.
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7. Strength and Limitation

7.1.

1.2,

Strength

This study addressed perception of sexual risks in a particular age range of female college
students (15-24) who were living outside the college campus.

The findings of the study on the prevalence of sexual risky behavior and level of
knowledge may give important information to plan interventions programs towards

STIs/HIV and other reproductive health related issues.
The study combined qualitative and quantitative studies.

Limitation

The under-reporting of socially undesirable sexual behavior, like having a high number of
sexual partners, was expected, as well as the overestimation on socially desirable behavior
like using condoms.

This study was based on cross-sectional data, which implies that the direction of causal

relationships cannot always be determined.
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8. Conclusions

Though awareness of HIV/AIDS/STIs among female college students was relatively high,
they had low comprehensive knowledge that capable of them to prevent infections of STls
and HIV.

Regarding risky sexual behavior and self risk perception, most of the study subjects had
involved in risky sexual behaviors but the great majority of them considered themselves

having low or no risk for HIV infection.

Protective behavior such as utilization of condom use was found to be inadequate but self
recognition of HIV status in the last 12 months was relatively higher.
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9. Recommendation
Based on the findings the following recommendations are forwarded:

= Continuous IEC/BCC intervention programs required since low risk perception of HIV
risks, and low comprehensive knowledge on transmission of HIV infection, prevention and
misconceptions are observed.

= Creating a positive youth friendly environment to address sensitive gender-related issues
and access protective means like condom provision within the institution and the
community;

= Emphasis should be given to ensure access for young people to sex education, HIV/STIs,
including information about contraceptives.

= Students have to be further promoted to HIV counseling and testing services

= Further research on sexuality and the prevalence of HIV/STIs focusing students at higher

education level is recommended in curbing the silent course of the pandemic.
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Annexes

Annex I: Information Sheet

Addis Ababa University, Faculty of Medicine, School of public Health. This questioner is
prepared on risky sexual behavior and the barriers of protective behavior among female college
students.

Dear student,

Hello, my name is................ I am working in the research Team of the Addis Ababa University,
Faculty of Medicine, School of Public Health. I would like to ask you a few questions about
perception of risky sexual behavior and the barriers of protective behavior among female college
students.

In ensuring the health of young people, understanding of existing problems and related behaviors
of such group of the population is important. The purpose of this study is to generate information
about college female students' perception on risky sexual behavior and the determinant factors on
protective behaviors of HIV/STIs and you are chosen to participate in this study.

The information obtained from this study may help to design appropriate intervention that helps

to prevent and control the transmission of HIV/STIs in young college students. Here is a self
administered questionnaire for you to complete. Your answers are completely confidential. Your
name will not be written on this form, and will never be used in connection with any of the
information you tell me.

The study will involve various intimate and private life questions. Some of them are very personal
questions that some people find difficult to answer. You do not have to answer any questions that
you do not want to answer, and you may end this interview at any time you want to. If you don't
want to participate you can leave the format on the table (upside down). But, you are requested to
remain in your seats until others finish filling the format. However, your honest answers to these
questions will help us to better understanding of what people think, say and do about certain kinds
of behaviors. There are no risks associated with participation in this study. There is no incentive
to be given being participated in the study. We would greatly appreciate your help in responding
to this survey. The whole process may take about an hour. If the survey report is published, only
information about the total group will appear, without any identification of personal history.
Would you be willing to participate?

Yes, | want to participate in the study. [1  Please go to the next page.

No, I don't want to participate in the study. [0 Thank you very much!

For further information contact

Principal Investigator: DANIEL ALEMU
Cell Phone: 0910220509/0918700248
Addis Ababa University, Faculty of Medicine, Institutional Review Board: Tel. 0115538734
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Consent form

I have read and understood well the condition stated above and I can withdraw from the study at
any time and | understand that there is no risk on being participate and no incentive to be given

when | participate in the study. Therefore, | am willing to participate in the study.

Signature

Date 2002 E.C/2010G.C.
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Annex II: English Questionnaire

001 Questionnaire ldentification No:
002 Site (Code of the college):

003 Date Interview: / /

Checked by Supervisor: signature

Date

I

This questioner will be completed by female college students.

PART ONE: Socio- Demographic Characteristics of the Respondents

NO

Question

Response

Skip
to

Cod

Q101

How old are you?

In Years

Q102

Year of study
(CIRCLE ONE)

1.Year |
2Year ll
3.Year lll

Q103

To which ethnic group do you belong?
(CIRCLE ONE)

1.Amhara
2.Awi
3.0romo
4.Tigry
5.0thers

Q104

What religion are you?
(CIRCLE ONE)

1.0rthodox
2.Muslim
3.Protestant
4.0ther (Specify)

Q105

With who do you are currently living?
(CIRCLE ONE)

1.Alone In Rented
Dormitory

2.With my family
(Relatives)

3.With
Peer/Friends/Students In
Rented Dormitory
4.With My Boy
Friend/fiancé

Q106

How do you support your income?

1. Employed In Public
Organization

2. Employed In Private
Organization

3. Self Employed

4. Not Employed

Q107

How much is your monthly income in
average? (the source can be anywhere)

ETH Birr

PART TWO: Knowledge, Attitude, Behavior And Practice Related To HIV/AIDS & STDs

Q108 \ Have you ever heard of an illness called

| 1.Yes
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AlIDs? 2.No
9.No Response
Q109 | Can people protect themselves from the 1.Yes
virus that causes AIDS by having sex with 2. No
one uninfected, faithful partner? 8. Don’t Know
9.No response
Q110 | Can people protect themselves from the 1.Yes
virus that causes AIDS by using a condom 2. No
correctly every time they have sex? 8. Don’t Know
9.No response
Can people protect themselves from the 1.Yes
Q111 | virus that causes AIDS by abstaining from 2. No
sexual intercourse? 8. Don’t Know
9.No response
Q112 | Do you think that a healthy-looking person | 1. Yes
can be infected with HIV, the virus that 2. No
causes AIDS? 8. Don’t Know
9.No response
Q113 | Do you think that HIV can transmitted by 1.Yes
eating raw meat prepared by HIV infected | 2. No
person? 8. Don’t Know
9.No response
Q114 | Can a person get HIV virus by Mosquito 1. Yes
bites? 2. No
8. Don’t Know
9.No response
Q115 | Can a pregnant woman infected with HIV | 1. Yes
/ AIDS transmit the virus to her unborn 2. No
child? 8. Don’t Know
9.No response
Q116 | Is there anything else a person can do to 1l.Yes
avoid or reduce the chance of getting 2.No~> To Q118
AIDS? Or Is it possible to prevent the 8.Don’t Know=>» To Q118
transmission of the HIV virus? 9.No response
Q117 | If you say “Yes” to Q116, what can a 1.Abestain From Sex
person do? 2.Use Condoms
(More than one answer is possible) 3.Limit Sex To One Partner
4 Be Faithful To One
Partner
5.Avoid Sex With Person
Who Have Many Partners
6.Avoid Blood Transfusion
7.Avoid Sharing
Razors/Blades
8.0thers
(Specify)
Q118 | Do you know anyone who is infected with 1. Yes
HIV or who has died of AIDS? 2. No~> ToQ
8.Don’t know =2 120
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9.No Response ToQ
120
Q119 | Do you have a close relative or 1l.Yes
close friend who is infected with 2.No
HIV or has died of AIDS? 8. Don’t know
9.No Response
Q120 | Do you agree or disagree with the 1.Agree
following statement: 2.Disagree
Use of condom will encourage promiscuity. | 8.Don’t Know Opinion
Q121 | Do you agree or disagree with the 1.Agree
following statement: 2.Disagree
People with the virus should be blamed for | 8.Don’t Know Opinion
bringing the disease into community.
Q122 | Do you approve premarital sexual 1.Agree
intercourse can increase the chance of 2.Disagree
acquiring the virus? 8.Don’t Know Opinion
Q123 | If arelative of yours became ill With 1 .Yes
HIV/AIDS, would you be willing to care for 2.No
him in your household? 8.Don’t Know
Q124 | If a student has HIV but is not sick, should 1.Yes
he or she be allowed to continue 2.No
attending school? 8. Don’t Know
Q125 | If you knew a shopkeeper or food seller 1.Yes
had HIV, would you buy food from them? 2.No
8. Don’t Know
Q126 | If a member of your family became ill with | 1.Yes
HIV/AIDS, would you want it to remain 2.No
Secret? 8. Don’t Know
STls
Q127 | Have you ever heard of diseases that can 1l.Yes
be transmitted through sexual intercourse? | 2.No—> ToQ
8. Don’t Know=>» 130
ToQ
130
Q128 | Circle those diseases transmitted by sexual | 1.Gonorrhea
intercourse. 2.HIV/AIDS
(MORE THAN ONE ANSWER IS POSSIBLE.) 3. Syphilis
4.Chancroid
4. Malaria
5.Tuberclosis
6.0Other
Specify
Q129 | Can you choose any symptom that is 1.Genital Discharge With

related with sexually transmitted diseases
(STDs) in women?

Foul Smelling Discharge
2. Burning Pain On
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(MORE THAN ONE ANSWER IS POSSIBLE.)

Urination

3. Genital Ulcers/Sores

4. Swellings In Groin Area
5. Lower Abdominal Pain
With Genital Discharge
Foul Smelling Discharge

Part Three: Sexual Behavior , Practices And Condom Use
Q130 | Have you ever been married? 1l.Yes
2.No~> To Q133
9.Noresponce
Q131 | How old were you, when you first married? | Age In Years
88.Don’t Know
99. No response
Q132 | What is your marital status currently? 1.Married ;Living With My
Spouse
2. Married ;Living Alone
3. Not Married ;Living With
My Boy Friend
4. Not Married ;Living
Alone
8.Don’t Know
9.No response
Q133 | Have you ever had sexual intercourse? 1l.Yes
For the purposes of this survey, “sexual 2.No > To Q154
intercourse,” is defined as fully penetrative | 9. No response
vaginal sexual intercourse.
Q134 | At what age did you have first sexual Age In Year
intercourse? 88.Don’t Know
99.No response
Q135 | If you are married, had you ever had sexual | 1.Yes
intercourse before your engagement? 2.No
9.No Response
Q136 | What was your reason for starting sexual 1.Marriage
intercourse? 2.Personal
(CIRCLE ONE) Desire(Consensual)
3.Peer Pressure
4.Forced
8.Don’t Know
9.No response
Q137 | How much older or younger was the 1.Morethan 10 yrs older
person with whom you had your first sexual | 2. 5-10yrs older
experience? (compared to your age at first | 3. less than 5yrs older
exposure) 4.Younger Than Me
(CIRCLE ONE) 8. Don’t Know
9.No response
Q138 | Was a condom used during the first time l.Yes 2> To Q139
you had sexual intercourse? 2.No

8.Don’t know
9.No Response
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Q139 | What is the reason not to use condom at 1.Not Available
that time? 2.Decrease Pleasure
(CIRCLE ONE) 3.Affect Partner Trust
4.Didn’t think of it
5.Known Allergic to it
6.Used Other
Contraceptive
7.partener objected
88.Don’t Know
99.No response
Q140 | With how many partners did you had In Numbers
intercourse in your life time? 8.Don’t Know
9.No response
Q141 | Have you had sexual intercourse in the last | 1.Yes
12 months? 2.No
9.No Response
Q142 | During the past 12 months, or before that, 1l.Yes
did any of your sexual partner(s) force you 2.No
to have sex with them even though you did | 9.No Response
not want to have sex?
Q143 | How many times did you have sexual intercourse over | Number of times__
the last 30 days? 8.Don’t know
9. No response
Q144 | In total, with how many different people ___innumber
you have had intercourse with in the last 12 | 8.Don’t know
months? 9.No response
Q145 | Have you used condom when you had 1.Yes
sexual intercourse in the last four weeks? 2.No > To Q148
9.No Response
Q146 | Who suggested condom use that time? 1. Myself
(CIRCLE ONE) 2. My Partner
3. Joint Decision
8. Don’t know
9.No Response
Q147 | With what frequency did you and all of 1. Every Time
your regular partner(s) use a condom 2. Almost Every Time
during the past 12 months? (CIRCLE ONE) 3. Sometimes
4.Never
8.Don’t know
9.No response
Q148 | Why didn’t you and your partner use a 1. Not Available

condom during the last intercourse?
(more than one answer is possible)

2. Too Expensive

3. Partner Objected

4. Break trust

5.Used Other
Contraceptive

6.Allergic to it

7.didn’t conceded it as if
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it was necessary
8.Don’t know

Q149 | What was the relation between your 1.Spouse Or Fiancé
partner/s that had sexual intercourse with 2. Acquaintance Or
you in the last 12 months?(CIRCLE ONE) Friend
3. Stranger
4. Transactional Partner/S
For Exchange Of Money,
Or Gift (E.G. Sugar
Daddy)
Q150 | Have you had a genital discharge during 1.Yes
the past 12 months? 2.No
8.Don’t know
9.No Response
Q151 | Have you had a genital ulcer/sore during the | 1. Yes
past 12 months? 2.No > To Q154
8.Don’t Know=>» To Q154
9.No Response
Q152 | If your answer is “Yes” for Q150 or/and 1. Government
Q151 Where did you Seek Hospital/Health Center?
advice/medicine when you had those 2. College Clinic?
symptom/s/ 3. Private Clinic?
(CIRCLE ONE) 4. Private Pharmacy/Drug
Vender?
5.Shope
6. Traditional Healer?
7. Others
Q153 | Which of the following contraceptive 1.Pill
methods do you ever used? (more than 2.Interautrain Device
one answer is possible) /\UD/
3.Injectables
4. mplants
5.Condom
6.Rhythm Method Or
Periodic 7.Abstinence
8.Withdrawal Method
9.0ther Specify
Q154 | Have you ever seen a male condom? 1l.Yes
2.No
9.No Response
Q155 | Have you ever heard about the presence 1l.Yes
of a female condom? 2.No
9.No Response
Q156 | Do you know where to obtain male 1.Government

condom?
( more than one answer is possible)

Hospital/Health Center
2.Private Clinic
3.Pharmacy/Drug
Venders
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4.Shope
8.Don’t Know
Q157 | Had you ever been pregnant? 1l.Yes
2.No~> To Q160
9.No Response
Q158 | What was the outcome of your 1.Delived alive baby
pregnancy? 2.Misscarage/Abortion
3.5till pregnant
Q159 | Was the pregnancy? 1l.wanted
2.unwanted
Q160 | Where did you terminate if your answer for | 1.At Hospital/Health
Q156 was abortion (CIRCLE ONE) center
2.private clinic
3.Used Traditional
medicine
4,
Other(Specify)
PART FOUR: Substance Use: Alcohol and Drugs/Khat/
Q161 | During the last 4 weeks how often have you | 1.Every day
had alcohol containing drinks? 2.0nce a week
(CIRCLE ONE) 3.Never
Q162 | The last time you had sexual intercourse, 1.Yes
were you under alcoholic influence? 2.No
9.No Response
Q163 | Some people have tried a range of 1.Marijuana
different types of drugs. Which of the 2.Khat
following, if any, have you tried? 3.Cigarett
(More than one answer is possible) 4.Never
PART FIVE :RISK PERCERCEPTION
Q164 | Do you perceive a likelihood of becoming | 1.Yes
HIV infected or contracting STDs based on | 2.No—> To Q166
your previous exposure? (CIRCLE ONE) 8.Don’t know=>» To Q166
9.No Response
Q165 | How do you level the degree of your 1.No Risk
exposure? 2.A Small Risk
3.A Moderate Risk
4.A Great Risk
Q166 | What is/are the reasons for your worry 1.Accidental Cut Or

being at risk?(risk perception) (More than
one answer is possible)

Injection

2. Unprotected Vaginal
Sex(Sex Without
Condom)

3.Condom Breakage
During Sex

4.Had Blood Transfusion
5. Had Many Sexual
Partners

6.Had History Of Or
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Current Symptoms Of
STDs
7.Had History Of Rape

Q167 | At present which of the STDs/HIV/AIDS 1.Abestenance
prevention method do you actually 2.Faithfulness
practice (Prefer)? (Circle one) 3.Condom Use

4 Faithfuleness &
Condom

Q168 | Have you ever under gone the voluntary 1. Yes
HIV test (VCT), or have you ever had an HIV | 2. No
test? 9.No Response

Q169 | When did you have your most recent HIV test? 1.WITHIN THIS YEAR

2. BETWEEN 1-2 YEARS

3. BETWEEN 2-4 YEARS

4. MORE THAN 4 YEARS AGO
8. DON’T KNOW

9. NO RESPONSE

That is the end of our questionnaire. Thank you very much for taking time to
answer these questions. We appreciate your help

Annex lll: Amharic Version ) i
bxApS XxbE TtnpvRsptE yHBrtsB «oA x«£EbQ KFL bxaC xY vp/xaDSA/ yx£A8zR b>-aC zufA

bwspEEE xUSA EHTATA ymk8KA mNgiC 8Y ytzUj m«YQ[
yD XHtl

«oA YS LY S» ——mmmmmmmm - YESL yMshy bxApS xbE tNVRStE nyllbzpH kt¥ b_gRu
+1eoiC yS_ y_uydyN _AT btmlkt YHN m«YQ IXNC xqRELhul _AtU bwEeC zUYA bwspkeE
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XUSA EHYATA ymk8KA mNgiC bxaC xY vp/xeDSA/ yxA8§zR b>-aC 8Y qET _Aq%aCN
XQRBLSIhu

yzpH _AT >8¥ ysoT y<lod t¥4C bwspZEeE AHRATA kxaC xY vp/xaDS/ yxE§zR b>-C AlyN
tUSANTA bmk8KL zUYA A8ScyN GN2bo I¥AQ spgN YHNN _AT I¥uyD b+lad pli saT t¥fac
mukIL m«YQUN ImmIS XNCE tmR«SL k_AtU y_gRy mro soT t¥faCN kxoC XY vp/xoDS/
yx£E8zR b>-aC Imk8KL y_,SCL SLT nDz ImS%T ASCSL YH Dbt¥faC y_ 48 m«YQ spgN
yMTsAy M8&> Ms«pR Y«bYL SM> bm«YqU 8§Y xY&8M wYM kMTsl y mr© UR tAYs bMNM mLK
XYQRBM  m«YqU MS«p%EEA yGL HYATNE y_ mlktU _Ag%aCN YiL _QET _Aé%aC bEM yGL
HYATN SI_mlktU IxNANTOCN ImmlS 1pAScG,, YC&lu

mLS mS«T  y¥TfLgpAcyN _AqgwaC XNDTmL> xTgdJM m«YQUN b¥N%yM gpza LIDRIDD
TCAI> bm«YqU matF pLFIG> m«YqQUN dFt> xSgMiy ngR GN 1alOC &Lty XSkp=Rsu wNbR1
8Y bmoyT 1alOC XNAYrb1u XNDTtEbYY X«YYIhu  bzpH _AT bmGtF> bxNC 8Y y_dRsy MNM
>YNT xdU XNdI=lA yM-gRy ¥br-O(guR3) XYARM YhoN XNop 1_Ag®%aC yMTsAcy QNA
TKKIY% M8&C soT WET t¥TaC y.ASbuTN y_ Ag, TNA y_ AdRgUTN btmlkt AScyN AHRAT ImrAT
AscsL

y AT y«aT bp-tM y_gRby mr© yhuluNM y AtUNU ta-8a8C M&> y_mIkT YGAL XNJ yGIsBN
gUAY XAgRBM YHNN m«YQ ImNST bx«Y8Y 35 dgEY IpwSD YCSL  bzpH _AT IMTsI N M&>A
Xg2 -8Q MSUA XAQREIN

b_AtU ImGtF fYd% n>?

X8 matF XfLUIho O wd,qg_ly gA X198

XY matF xLFLGM O  bEM xmsGAlIhu

1t=¥7 mro©

_AtUN y_Apfdy xé& ANI L >IN

akYL 0910220509 / 0918700248

wYM

XApS XbE TnpvRsptE »ApuL TplptE xpNstEtEy>AL fvpy TRD
SLK 011553873

t¥T4C b _AtU fYd% mcAcyN y¥rUgA zRM

k8Y ytgl{yN hunao- b_gk xNBba trDOIhQ bt=¥1 k_AtU b¥N¥%yM gpza XhsaN ¥GIL
XNAMCLA bzpH _AT bmGt@ bXna 8Y y_dRS xdU XNdI=lA y¥gRy ¥br-O(guR3) XNd¥YAR
trDOlIhu SlzpH b_AtU ImatF NIO £Yd% mcnaN bdR¥y xrUGEIhU

N ————mmm Y —— / 2002 >/M/201
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bxApS xbE TnpvRsptE yHBrtsB «oA x«£bQ GYNS KFL ytzUj

YH &RM y_ &8y bseT t¥faC nyl

001 y Ag¥% wrqtl mlA-—————c——————

002 y+1a® mIA +D----———-——————-

003 mroy ytsbsbbT 1T ----------—- [ [

KFL xXND\ ytu-8aC ¥Hb%EE 1 +fi_AéEA ySn HZB mro©

y_/qU | _Ag¥ X¥%1 [0S wd Aqg¥% | <D
R YIG
101 | XD»> SNT ny? |  ————— >mT
102 | ySNt% >mT t¥Y n>? 1. 1% >mT
2. 2% >mT
3. 3% >mT
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~103 | B¥%@R> MNDny? 1. x¥%
2. &éa
3. xEéE
4. TGE
5. 18 kl Y _gsUu--———————————-
_104 | yMN IY¥AT tkaY n>? 1. &REIKS
(XND BO Mri) 2. NSIpM
3. PEtES-NT
4. o8 kI Y_gsU---—--———————~
~105 | AhOnd wQT K¥N UR ny 1. BOyN
yMTA|y? 2. kbotsyck/kzmick UR
(XND BO Mri) 3. kideck/ klalOC t¥fac UR
4. kwND 0 d%y(Xé%y) UR
~106 | X%S>N yM-StADTbT o% 1. x&\ ymNGST skt¥% nY
x1>? 2. Xa\ yGL m/boT sht¥% nY
(XND BO Mri) 3. Xa\ ykso DRJIT xI1VY
4. Sk yIYM
107 | bx¥uY ywR gbp> MN AHL | ... .. ... ... . ..... BR
YGAL?(MNE kyTM IpcN
YCSL)
KFL halT yxaC xY vp/xaDS/ yxA8zR b>-aC 8Y XyqT GN2ba EHYA xD% TN btmlkt
y /qU | _Ag% X¥hl 00S wd <D
R _Agwyla
108 | xoDS y_AL b>- XNAI sMt> | 1. xa
-yqal>? 2. yIM
3. Xx8yQM
109 | sd4C kxND kSYrsu nE kg¢n 1. xa
sy UR BO yGBr SU GnuYnT | 2. vyiIM
b¥DrG k xaDS SYrsS 3. x8yQm
Ip«bqU YC8IU?
~110 | s&C yGr SU GNRonT 1. xa
b.AdRgubT gpza hulu 2. ylIm
+NiMN bp«gN kxaDS SYrS 3. Xx8yQm
Ip«<bgU YC8IU
_111 | s&C yGBr SU Gnu¥YnT 1. xa
k¥DrG bpd«bu kxaDS SYrS | 2. yiIM
Ip«bqU YC&IU 3. X8yQMm
112 | «an¥% b_mSL sy yxaDS 1. xa
SYrS bdN yS_ IpfARbT 2. xvydIMm
YCSL 3. X8yQM
113 | kSYrsu UR y_fiR sy 1. xa
AzUjyN E 01U mmgB yxeDS | 2. vylIM
SYrSN AStSLIL 3. x8yQm
~114 |0C xY vp/ 1DS bwk TNY 1. xa
NKS Ipt8IF YCSL 2. yIM
3. x8yQM
_115 |0 C xY vp/ 01 DS SYrS bdl |[1. x&a
yS_ ALET nFs «UR XAT 2. yIM
SYrsuN wd INsu L-St§8LF | 3. x8yQM
TCSIC
116 [0C xY vp/ 1DS XNAYt8IF [1. xa
y.ASCL mk8kA mNgD x| 2. yIM > wd 118
BI> -M¥%l>? 3. x8yQM> Wd _118
~117 | 1_Aq% 116 mLS> x& kcn 1. KkGBr SU GNRunT bm-qgB

bMN mNgD IpgN YCSL?

2. +NIM bm«gM
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(kxND D8Y mLS mS«T
YOSL)

3. yGBr SU GNBunTN kxND
bSYrsu pLtAz sy UR bmwsN

4. b_NYQg% ytS«N dM bmysD

5. kxND b8Y ywspB [ d¥% AI1¥AZ
6

o8 kI _go-—--—-—--------——
118 | biC XY vp/ 1DS ytAz wyM | 1. xa
bl DS MKNAT yat sy 2. ylv> wd_120
-yqEl>? 3. X8yQM > wd 120
119 | biC xY vp/ 01DS ytAz wYM | 1. x&
bl DS MKNAT y&t zmD wYM 2. yIM
YORB [ d¥% nbr>? 3. x8yQM
~120 | +NIM m«gM LQ ycn yGBr 1. XS¥¥Ihu
SU GNRUNTN Abr--L/ 2. XLS¥¥M
ASTIL 3. x8yQM /!iboN mGIA Xcghlhl
"121 | KIC xY vpZ IDS UR y.n,, | 1. XS¥¥Ihu
saC b>-yN wd HBrtsbu 2. XLS¥¥M
b¥ME-cy lpwgzu YgAL 3. x8yQM /jubaN mGIA Xcghklhu
~122 | kUBO bA3T y.drG yGBr SU | 1. XS¥¥Ihu
GNBUNT bl C xY vp/ 0DS 2. XLS¥¥M
ymAZN :DL IpA¢ly YCSL 3. X8yQM /!ibaN mGIA Xcgklhl
123 | bba=Chu y_fAR yQRB zmD 1. xa
ycn sy SYrsu XNAIbT 2. ylIv
B-yqE XNKBpbz 1¥DrG 3. X8yQM
fYd¥% n>?
_124 | yKFL 1d%> SYrsu 1. xa
bpARET/bT WYM yIDS b>t% | 2. vyIM
BTcN/bpgN wd +1aJ 3. Xx8yQM
XNDTmE/XNApmE TFQOI>?
_125 | xND kSYrsu UR y_fiR sy 1. xa
yMGB suQ bpiry MGB 2. yIM
gZt> Im«gM FYd¥% n>? 3. X8yQMm
126 | kbotsTC> mukL bxND sy 1. xa
8Y ylC xY vp SYrS 2. yIm
XNAIbT B-yqE guATN 3. x8yQMm
bMS«pR XNApAZ TFfLgpl>?
~127 | bGBr SU GNRUNT y_tS§IF 1. xa
yx£8zR b>- XNAl sMt> 2. ylv > wd_129
-yqEAL>?
~128 | I_126 mLS> xa kgn 1. =B_
k.ktluT yS_ yx£8zR b>- 2. 01C XY vp/ 1DS
ycny ytU ny? 3. gE_Y
(kxND b8Y mLS YOSL) 4. KRKR
5. wk
6. YUME ngRu
7. 18 Kkl Y«qS------———————-
~129 | k_ktIUT yS_ bsoéC 8§Y 1. >- Aly yBLT fa>
k. ksT yx£8zR b>- MLKT 2. >NT b_1n0 gpzo y¥Y«L S»T
mukL mMr_ TCAI>? (kxND 3. yBLT mqUsL
b8Y mLS YOSL) 4. bB>>T xukbp ¥b_ (XAl myET)
5.k:MBRT b-C ycD HmMA >- Aly
y¥p{N fu>
6. X8yqyM
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KFL 0 ST ywspA&E AHRY xD% TA y+NiM x«YgM btmlkt

y Aq¥: | _Aqv X¥6) 000 wd <D
qU R _AgYla
130 | xGBt> -yqkAl>? 1. xa
2. yIM > 133 XlIo
131 I 129 mLS> "x&" kegn | ————————————— >mT
ImjmJA gpze S-gbp :D»> x8yqyM
SNT nbr?
132 bxhunu wQT Aly yUBO 1. EITAR nY/ kElbotY% UR
hino-> MN YmS§L? X% Iha
(XND BO Mri) 2. KEITAR nY GN BOyN ny
yMAry
3. x8gkhuM GN ki d%y UR xBrN
XyfiRN ny
4. x8gkhuM BOyN ny yMfry
5. x8yQM
133 | yGBr SU GNBUNT xDRgT 1. xa
tyqEl> ? (bzpH _AT yGBr |[2. yIM > _149 X118
SU GNBunT ¥IT ywND BLT
bil BLT zL6 ytdrg
GNBunT ¥IT ny)
134 ImjmyA gpze yGBr SU | ————————— - >mT
GnuYnT S-dRgp :D»> SNT x1lyqyM
nbR?
135 | kUBO> baT yGBr SU 1. xa
GNBUNT xDRg> -yqv:l>? 2. yIM
~136 | ImjmYA gpze yGBr SU 1. SI xgkhu(bUBO)
GNBunT I1¥DrG ynbr> 2. ¥DrG SIFIGhu(tS¥McY)
MKNAT MN nbR? (XND BO 3. bidec®% tglFck
Mrl ) 4. tgDE/ tdFE
5. IgNzB /1S6- By
6. bsuS/ bm«_ mNFS tgDE
5. x8ygyM
137 | Ana uNC UR yGBr SU 1. kXna bl10>mT YbLEL
GnUYNT yf{my sy :D» 2. k5-10 >mT YbL«¥%L
kxNC XD» UR spnE{R XNAT | 3. bl- 5 >mT YbL«%L
nbR? (xND BO Mrl ) 4. kXna ANOL
5. x8yqyM
138 ImjmyA gpbze yGBr SU 1. xa =2 140 X190
GNBunT S-dRgu +NiM 2. yIM
t«Q¥ChlU nbR?
“139 [T _137 mLS> "yIM™ kgn 1. +NIM xLnbrNM
MKNAtU MN nbR? 2. :Rp-N SI_gNS
3. mt¥mACNN SI_ASKR
4. XSfggp mg¢nUNN SSLtrAhu
5. “d¥%y SityamY
6. SI¥YS¥¥Y(xIRJIK) SIgNku
8. 108 ywlpD mk8KA Slt«gMku
9. x8ygyM
~ 140 | bHY&AT zmN> kSNT saC UR | bqU R Ygll........
yGBr SU GNRBUNT FIm3L? 88. x8yqyM
_141 | bxIQT 12 whT gpze yS 1. xa
yGBr SU GNRUnT fIm> 2. yIM 2> 154 X106
-y A l>?
142 | bx10T 12 wwT gpze yS 1. xa
kF§ T> yl / tgd> yGBr 2. ylIM
SU GNRunT FIm> -yqAl>? |3  x8yQM
143 [ bxI0T 12 whT yS_ kSNT bgU R YgIl.._ .. ...
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sy UR yGBr SU GNRUNnT 88. x8ygyM
{M>?
~144 | bxIGT 4 GMN=T(30 gAT) bqU R YgIl...._ ...
yS_ MN AHL gpze yGBr SU 88. x8yqyM
GNBunT F{M>?
145 Im=r$ gpzea EdrG>y yGBr 1. xa
SU GNRunT wQT +NiM 2. yIlv > wd _148
t«Q¥Cl L? 3. X8yqyM=> wd_148
146 | =NiM Im«gM habuN Aqrby 1. Xno
¥N nbR? 2. 1d%y
(xND BO Mrl) 3. hUI-CN tS¥MtN
4. x8wgyM
_147 | EIGT 4 GMN-T yGBr SU 1. huL gpze
GNRUNT S-dRgl =NiMN bMN | 2. BzUyN gpze xN«g¥IN
AHL gpzo t«g¥Chu? 3  xNANA XN«g¥IN
4. bl %> t«Q» x8yQM
148 b 144 mLS> "'yIM" kg¢n 1. +NiM xLnbrNM™m
§Im«q¥Chu MKNAtU MN 2. :Ru-N SI_gNS
nbR? 3. mt¥mACNN SI_ASKR
(kxND b8Y mLs YOSL) 4. XSf8&gp mgnuNN SSLtrAhu
5. “d¥%y SityamY
6. SI¥YSY¥Y(xIRJIK) SIgNku
7. 108 ywlpD mk8KA Slt«gMkul
8. Xx8ygyM
149 Im=r$ gpzo xBé> ynbry 1. Elboth%/ XI %y
ywspB [ d%> UR ynb%Chu 2. ytéwQhuT 0 duy
GNRUNT MN nbR? 3. XNGA/ xUE,
(XND BO Mri) 4. 1_QM ytéaQhuT sy
5.x8yqyM
~150 | >- Aly y¥p{N fu> EIGT 1. xa
12 whT tkSéB> AyYL? 2. yIM
3. x8ygyM
_151 | bBLT> 8Y ymqUsL MLKT 1. xa
ENO0T 12 whT tkSeB> 2. yIlMm 2> 153 X106
AyYL? 3. x8yqyM> _153 X18
~152 | b _150 wYM 151 mLS> 1. wd mNGST y«oA tIM
"x&" ken HKMA wYM :RA- | 2. wd GL y«oA DRJIT
1¥GgRaT mjmyA WAT yD>? | 3. wd =la° KlpnpK
(XND BO MrA) 4. wd TR¥sp
5. wd suQ
6. wd AHL HKMA xé&qE
7. 1a8 pl Y«qS--------—-———-
153 | yT%yN ywlpD mk8kA mNgD 1. bxF y_&sD kpnpN
t«Qm> —yqgex>? 2. ¥p{N wS_ Y_gi(l1uP)
(kxND b8Y mLs YOSL) 2. bmR@ y.s_ mk8kA
3. boA yS_ y.gbR
4. =NiM
5. bgN mqU«JA zA
6. W b¥FsS zA
7. 188 pl Y«QS-—-—--—--—————-
_154 | ywND +=NiM xYt> -yqhAI>? | 1. xa
2. yIM
155 | ysoT =NiM mA, N sMt> 1. xa
-y A l>? 2. yIM
~156 | ywND =NIM KyT ¥GRoT 1. k mNGST y«eA T M
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XNd_OL -yq%l>? 2. K GL y«oA DRJT
(kxND b8Y mLs YOSL) 3. k =l=° KIpnpK
4. k IR¥sp
5. k suQ
6. 108 pl Y«qS—-——-—--——————
157 | xRGz> (nFs«uR) c¢n> 1. xa
—yqax1>? 2. ylm > wd_161
3  x8wqyM=> wd _161
158 I 157 mLS> "x&" kgn 1. bHYAT Al HEN wLO©lhu
y:RGZAy y«aT MN nbR? 2. XSWRT¥%L/XSwROIhu
(XND BO MrA) 3. xXhUNM nFs «UR nY
159 | XRGZAyN TfLgpy nbR/ 1. XfLgélhu(nbR)
TfLgpél>? 2. XLfLgyM
160 y _ 158 mLS xS&Ri1%L wYM | 1. ymNGST y«oA 11M
INst tl Rl kgn :RA- 2. yGL y«aA DRJT
IMGRaT wWAT yD>? 3. yEHL mD}npT xéqE
4. 1e8 pl Y«qS--——--——-————-
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Annex 1V: Guideline of FGDs for Qualitative Study.

FGDs quide for female college students

1. Could you have please discussed if female students have particular problems?

2. What do you think about sexuality? How much appropriate to discuss on the topic?

3. Is there any problem if a girl abstains or stays being virgin for a long time? Why for or not?

4. What age do you think appropriate to begin sex? Suggest appropriate time/age to start sexual
intercourse.

5. Do you remember how you decide to start the first sexual intercourse (full penetration)?

6. What kind of protective measures used during your last intercourse?

7. What do you think about the risks of HIV/STIs that can occur following unprotected
exposures? What factors can be blamed to be aggravating the problems in females?

8. What do you suggest all about?

FGDs quide for college staffs (Female Teachers)

1. Could you please discuss on the health situation of female college students?
2. What are the most common problems? Do you think any problem with sexuality?
3. What factors do you think to worsen risk of HIV/STIS or other reproductive issues among
female students?
4. When do you feel to start sexual practice/ before marriage? What is your opinion based on your
practice?
5. Do you think sex education should be included in the curriculum? Did you ever face a
problem in one of the students related to sexuality?
6. Is there any program held in your campus to inform students on risks like HIV/STIs or

other problem?
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7. Have you any plan or special arrangement in your college clinics to answer sex related
problems? Is there condom in the clinic? Do students easily get it?
8. Have you ever observed anything with substance use in female students?

9. What do you suggest all about?
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