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ABSTRACT

HIV/AIDS has become a widespread epidemic in Sub-Saharan Africa including Ethiopia. It
has challenged the African societies in many ways today above and beyond toiling the life of

millions of adults.

Different measures were taken by governmental and non-governmetgtal agencies to cope up
with the problem. A major effort has been that of establishing voluntary counseling and
testing (VCT) centers. Counselors were employed and trained to shoulder the major
responsibilities of VCTs. It is believed that the training given to them and/or the knowledge
and skills of the counselors is expected to address the developmental profile of the adult

counselees.

The purpose of this research is to attempt to assess the HIV counselors’ understanding of the

developmental needs, concerns, and problems of their adult clients.

The participants were 40 HIV counselors working in various VCT centers in Addis Ababa,

drawn based on stratified sampling techniques. Data were gathered through an open-ended

i

questionnaires being designed by the researcher.
The study found out the following limitations in the counseling services:

e The counselors understanding of the developmental needs, concerns and
problems of their adult clients was not found adequate.

e The general role provisions of HIV counselors seemed to be that of the role of
a facilitator to the adherence of HIV drugs (ART) while it was supposed to
provide independent HIV counseling.

e Except for the adherence of ART drugs, there was no well designed follow up
and family counseling to address the worries and problems of HIV positive
adult clients related including to income, family responsibilities, social
relationship child rearing and work loads.

Recommendations were forwarded based on the findings above.



I. INTRODUCTION

1.1. Background

In the past decade, no single sexually transmitted disease (STD) has had greater impact on
sexual behavior or created public fear than HIV/AIDS. More than 15 million people in Sub-
Saharan African countries have died from AIDS since the onset of the epidemic (UNAIDS,
20006).

Ethiopia is one of the countries in the Sub-Saharan region hard hit by this epidemic.
According to the recent statistics from Ministry of Health (MOH, 2006), the overall
prevalence of HIV in the population is 3.5% (3% among males and 4% among females). The
estimated prevalence rate in urban areas was 10% (9.1% among males and 11.9% among
females) and 1.9% in rural areas (1.7% among males and 2.2% among females). Incidence
in the urban areas appears to have stabilized in the period between1996 and 2000; showing a
slow and gradual decline since 2001; while it has stabilized nationwide, with the number of
people newly infected and dying being almost equal. As a result, the estimated HIV
incidence in Ethiopia for the year 2005 stood at 0.26% with the possibility of remaining
stable until 2010.

Close to 1,320,000 people were estimated in 2005 to have been living with HIV/AIDS, of
whom 634,000 were in rural and 686,000 in urban areas. More women were living with
HIV/AIDS than men in the age group of 15-29 years; while in the age group of 30+ years, it
was the men who exceeded in number. It was estimated that 137,500 new AIDS cases,
128,900 new HIV infections including 30,300 HIV positive births, and 134,500 AIDS deaths
(including 20,900 in children (<15 years) occurred over the year 2005 (MOH, 2006).

Many efforts were made to fight and control HIV/AIDS since the onset of the pandemic.
One of such efforts was the establishment of HIV Voluntary Counseling and Testing (VCT)

centers in different parts of the country.

The word counseling is used to denote a wide range of procedures including advice giving,

encouragement, information giving, test interpretation, and psychoan‘alysis.



In a wide range, H.B. and A.C. English (1958) define counseling as a relationship in which
one person endeavors to help another to understand and to solve his adjustment problems. In

this definition, they pointed out three important points:

il

1. The area of adjustment — e.g., educational counseling, vocational counseling,

personal counseling, HIV counseling, etc.

1l. It is usually to help “normal counselees” but creeps imperceptibly into the field of
psychotherapy
iil. It is preferably restricted to professionally trained persons.

Regarding the goal concerning counseling, it is dependent upon the purpose of the
counseling. Roger (1951) points out the outcome of counseling is to effect changes in
behavior which will enable the counselee to live a more productive, satisfying life, as he
defines it within society’s limitations. ‘

Some have identified the preservation or attainment of positive mental health as the goal of

counseling. If it is reached, the individual achieves integration, adjustment, and positive

identification with others (Thorne, 1950).

It is sometimes thought to be the resolution of whatever problem were brought to the
counseling relationship (Krumboltz, 1965). The purpose of HIV counseling is designed to

reduce and to eliminate unnecessary risk (CDC, 2003).

Seble (2005) stated that VCT services are provided with the following importance:

prevention of HIV transmission
- prevention of HIV acquisition
- early access to services

- legal support: normalization of HIV, challenging stigma, promoting awareness,

supporting human rights



- counseling for adherence to Anti-Retro Viral (ART) and preventive therapies, coping
with adverse effects of drugs, counseling about adherence in mother-to-child

transmission

There are in general 155 VCT centers in Addis Ababa of which 39 are governmental, 26
NGO and the rest 90 are private.

1

According to the annual report of the Ethiopian Ministry of Health (July 1, 1997 — June 30
1998 E.C), these centers provided services to a total of 564,351 people — of whom13.7%
were HIV positive (15.7% females and 11.6 males). The report also indicated that a total of
52 pregnant women were tested for HIV, of which 4,172 (8%) tested positive (MOH, 2006).

The present research attempts, therefore, to assess how far of the counselors in the 155 VCT
centers engage in a counseling relationship that caters the developmental needs, concerns and

problems of their adult clients.

1.2. Objectives

Al

The objective of this study is to assess the provision of VCT in terms of meeting the
developmental needs of the clients and its possible impact on the clients. Stated rather more

clearly, it attempts to:

2. Identify the HIV counselors’ understanding the developmental needs, concerns and

problems of their HIV positive adult clients

3. Assess how far the counseling services which HIV counselors provide are structured
to addressing the needs, concerns and problems of their HIV positive adult clients,

and finally,

4. Compare and contrast the counseling services and the acquired behavioral changes
against the ideal HIV counseling services that may help to understand the real

developmental needs, concerns and problems of HIV positive adult clients.



1.3. Research Questions

e Do HIV Counselors understand the special developmental concerns, needs and

problems of their adult clients including the following?

- Physical vulnerability of adults and their need for physical exercise

practices

- dieting habits of their adult clients !

- addictions

- workload

- worries due to the clients’ household financial and social responsibilities

- help seeking strategies of their adult clients

e How do counselors address these needs and problems or what measures do they

take during counseling? )

e How effective are these measures or What changes do counselors observe as a

result of the interventions they make to helping their clients, and

e What recommendations do counselors put forward to improving counseling

services to their clients?
1.4. Operational Definitions

VCT: Voluntary Counseling and Testing

Adult: in this study refers to those who visited the selected VCT centers of Addis Ababa and
were provided with HIV counseling services from the centers. More specifically, it refers to
those clients who have families, earn their own income and shoulder different personal and

social responsibilities.



HIV Counselors: counselors who provide HIV counseling services to those who are coming

to VCT centers to be tested for HIV.

Developmental needs, concerns and problems: Developmental tasks of an individual
which arise at or about a certain period in the life of the individual, successful achievement
of which leads to his happiness and success in later tasks, while failure leads to unhappiness

in the individual, disapproval by the society and difficulty with later tasks.
1.5. Limitations

Following are among the various limitations faced in the course of the present research.

5. The very nature of the topic by itself was a great limitation as there were few relevant
studies that could be referred to while structuring the conceptual frame of the subject
as well as the framing of research tools- all because of the novelty of nature of the

topic.

6. The fact that the study attempts to look into only the counselors’ understanding of
developmental needs, concerns and problems of their HIV positive adult clients, to

the exclusion of the views of the latter was quite a limitation.

7. Lack of confidence and reluctance to cooperate on the part of the counselors in the
course of data collection was another limitation. Great efforts had to be exerted of to

persuade many of the counselors to agree to fill out the designed questionnaire.

8. Nature of the data collecting process, which required much time and labor, also had a
great contribution as a limitation. The allocated budget for the study could not even
cover a quarter of the total cost and more than 1/3 of the budget was covered by the

researcher.



II. REVIEW OF THE RELATED LITERATURE

This review work begins with a description of the meaning of an adult. Second, we try to
examine the physical, cognitive and psychosocial descriptions of ‘changes that commonly
occur in the period of adulthood. These descriptions of changes may reveal the major
developmental needs, concerns and problems of adults. Third, we shall describe the roles,
functions, and techniques of counseling employed to help adults with problem behaviors.
This would help us look in to the implications of HIV positive adults’ developmental changes
in HIV counseling process. Finally, we shall briefly discuss the status of HIV/AIDS in
Ethiopia so as to understand the possible challenges in Ethiopia of providing quality VCT.

2.1. Whois an Adult?

Slicing life-span development in to stages or periods is a very arduous task because it varies
across historical times and cultural set up (Papalia et al., 1996). Accordingly, there is no
consensus in defining “who an adult is”. This problem is due in part to the application of
different criteria in conceptualizing adulthood. Some of these include physical and

physiological, legal, social, and psychological criteria.

Physiologically, for example, adulthood is an achievement of the ability to reproduce.
Legally, it is the age of voting, driving, consent and the like; socially, it is playing adult roles
assuming such social titles as Mr., Mrs. Etc. Psychologically, it is having a sense or a

concept of oneself as being an adult; not just a child or an adolescent (Knowles, 1980).

No matter how varied the definitions are, most developmental psychologists concur to the
idea that an adult is a person who performs socially productive roles, feels emotionally and
economically independent and, hence, assumes responsibilities for his or her life and that of
others (Darkenward &Merriam, 1982). In many cultures, early adulthood is the time people
usually enter into serious personal commitments-marry, start families, and take their place in
the world of work. During this period, people define their relationship to society through
love, work and play (Gormly & Brodzinsky, 1993).

In the discussion that follows, we shall elaborate on these issues taking the major dimensions

of adult development one at a time.



2.2. Major Developmental Changes of Adulthood

The major domains of adult development can be, for our present purpose, classified in to

physical, cognitive, and psychosocial changes.
2.2.1. Physical Changes

During early adulthood — the twenties and thirties - the individuals are at the peak of life,
biologically and physiologically. However, not all physical systems reach their respective
peaks simultaneously, nor do all systems peak during this period of life. Each system has its
own unique pattern and rate of development. According to Gormly and Brodzinsky (1993),

early adulthood is characterized both by biological maturation and decline.

Perhaps, because people are at their fittest during this period, they are less likely to practice
preventive health habits. According to Santrock (1999), in young adulthood many people
develop a pattern of skipping breakfasts, not eating regular meals, smoking and drinking
moderately or excessively, failing to exercise and getting by with only a few hours of sleep at
night (p. 389). For example, the American Cancer Society (1994) estimated that worldwide
about 3 million people die each year because of smoking and that alcohol is the most
frequently used (and abused) drug in many countries). Moreover, it is also found out that
because of sexual practices, AIDS has become a leading cause of death among persons 15-49
years of age in most African countries resulting the death of more than 15 million Africans

since the onset of the epidemic HIV/AIDS (UNAIDS, 2006).

In general, such a poor personal lifestyle of abusing the body is also associated with poor
health, though the negative effects may not show up in the first part of early adulthood
(Csikszentimialyi & Ruthunde, 1998). According to Csikszentimialyi and Ruthunde (1998),
the negative impacts will probably surface later in early adulthood or in middle adulthood.
On the other hand, whenever people stop smoking alcohol, and start dieting properly, and
begin to practice healthy lifestyle, their health is likely to' improve immediately
(Katchadourian,1987).



2.2.2. Cognitive Changes

Piaget believed that an adolescent and an adult thinking is the same (Santrock, 1999). But

some developmentalists differentiate the way of thinking of an adult from adolescent.

William Perry (1970) believes adults often view the world in terms of polarities —
right/wrong, we/they or good/bad, for example. As youth mature and move in to adulthood
years, they gradually become aware of the diversity of opinion and multiple perspectives that

others hold, which shakes their dualistic perceptions.

Other researchers pointed out that advances in cognitive development occur during the adult
years as a consequence of facing the multiple realities of work and intimate relationships.
Young adults begin to develop a logic that says that the “truth” is partly an interpersonal,
subjective creation that one’s own perspective is only one of a number of potentially valid

perspectives on reality, and that knowledge is not absolute or fixed (Sinnot, 1989).

Some other researchers believe that Piaget’s cognitive stages describe increasing efficiency
in acquisition of new information. It is doubtful that adults go beyond the powerful methods
of scientific thinking characteristic of formal operational thought in their quest for knowledge
(Schaie, 1977). According to Schaie, adults do progress beyond adolescents in their use of
intellect. For example, in early adulthood, people typically switch from acquiring knowledge
to applying knowledge. '

There are still some other researchers who believe that adults tend to have a dialectical
thought (Riegel, 1975); that is, there is in adulthood a recognition and acceptance of, even a
desire for, conflict or contradiction. According to this view, youth and young adults, like
young children, engage the world through a dialectical process of thought at a much higher
level. The contradictions confronted are more often on the level of abstract ideas. Mature
adults face conflicts in their lives in such areas as morality, ethics, politics, religion and
meaning of life. Yet they do not necessarily need to solve the contradictions they confront.
In maturity, the individual accepts these contradictions as a basic property of thought and

creativity (Kramer, 1986).

1

In general, Kramer (1986) has summarized the major characteristics of adult thought to have

three forms. First, adult thinking is relativistic. Unlike adolescents, who tend to think of the



world in absolutistic ways, adults are more likely to accept the existence of mutually
incompatible systems of knowledge. This results, in part, from the adult’s expanding social

world, which includes many differing, and potentially incompatible, viewpoints and roles.

The second feature of adult thought is the realization that contradiction is an inherent aspect
of reality. No longer is there a need for necessarily resolving cognitive conflicts or

conditions.

The final characteristic of adult thought, according to Kramer, is the tendency to integrate, or
synthesize, contradictory knowledge in to an overriding and more inclusive whole. Contrary
to the post formal thought of Kramer, recent thinkers on adulthood state that knowledge is
always a synthesis or integration of different points of view. Each experience, looked at
from a different angle or from a different perspective, yields to new information and new

insights.
2.2.3. Psychosocial Development

i. Developmental Tasks of Adults

According to Gould (1978), adults question their roles in life, marriage and career goals. By
the mid-thirties, yet another transformation occurs — the awareness that time is running out

and the need to realign life goals.

Another view of adult developmental task is presented by Levinson (!980). Levinson
suggests that at selected point in life each adult creates a life structure made up of a
combination of interrelated social and occupational roles that are ad‘apted to the individual’s
personality and skills. A life structure reflects a person’s priorities and a pattern of life

design. It is the answer to the question “What is my life like now?”

According to Levinson, the period of early adulthood is embraced by a series of
developmental periods leading to the mid-life transition. The first three periods of early
adulthood, from roughly 17 to 33, Levinson refers to as a novice phase because they provide
an opportunity to build a life structure which, though it may not be suitable throughout life,
will move people out of adolescence. The early adult transition is the bridge between pre-
adulthood and adulthood. The Entry Life structure for adulthood is the time when people

establish their initial way of living (example, they get married or remain single, choose a

]

9



career, a geographical location). During the age 30 Transition people get chance to
reappraise their earlier life span and modify it (example, switch jobs, opportunity to get
married, have children, buy a house). The last early adulthood period in Levinson’s scheme
is called culminating life structure for early adulthood. At this point, adults seek to realize

the goals and dreams they established in their early twenties.

ii. Life Events and Adjustment

At the most general level, life event is any experience that is deemed note worthy or
significant by the individual and by the culture. More specifically, however, it is an event
“whose advent is either indicative of or requires a significant change in the ongoing life

pattern of the individual” (Holmes & Masuda, 1974).

Within this perspective, all life events are viewed as potentially stressful, and hence, require
some adaptation on the part of the individual. Certainly, these makes sense when one is
referring to such experiences as death of a spouse, divorce, los§ of a job, and so on.
However, life event theory suggests that even experiences generally regarded as positive, for
example, marriage, birth of a child, and job promotion can be stress inducing, and thereby
require some psychosocial adaptation. Nevertheless, the more personally catastrophic the

event, the greater the stress and need for readjustment by the individual.

In young adulthood, the individual is confronted with a number of important life events and
developmental transitions. The more commons ones include the development of intimate
relationships, leaving the nuclear family, marriage, pregnancy, birth of a child, divorce,
entrance in to the job market, change in financial status, change in social activities, and so on

(Gormly & Brodzinsky, 1993).
2.2.4. Counseling and the Process of Helping Adults

However many techniques and schools of thought have been proposed by developmental
psychologists to facilitate the natural process of adult development, I found the four models

of Gould’s frame of references to be revealing of the counseling aspects of adults.

Gould (1990) proposed four models based on four overlapping but distinct frame of reference

that constitutes the critical reality space of therapeutic activity.

10



i. Existential Frame of Reference

This frame of reference attempts to understand patients’ lifestyle. The counselor should make
some decisions that will affect their clients’ future in unknown ways. Appling this frame of
reference in HIV-counseling assist to consider the great impact of individuals’ life style in
the counseling process. It’s labeling the counselor to understand and answer whether his
client live in urban or rural, educated or non educated, obedient or disobedient for societal

1

rules and regulations.

ii. Contextual / Developmental Frame of Reference

The focus of this frame of reference is patients’ experiences and conflict with facts of their
immediate life situations. The conflict is usually driven by complex factors that call for new
behavior. Considering this frame of reference in HIV counseling assist to Understand clients’
responsibility and worries that come from I will not able to accomplish may responsibility

because I'm HIV positive.

iii. Psychodynamic Frame of Reference

This frame of reference attempts to understand the influence of the d‘riven new behavior in to
the assumptions and conclusions of clients about themselves and others. This frame of
reference gives a direction for HIV-counselors to see their clients’ abnormal behaviors that
come form being HIV-positive. And it able them to identify the appropriate counseling

technique and provisional system to assist their clients.

iv. Vocational Conflict

This helps to identify where past behavior and present perception end - to determine what
action will occur. This fame of reference help HIV-counselors to evaluate their follow up
counseling guiding techniques that they made to understand their clients the required HIV

care and way to life style.

This also implies that the capacity of counselors is highly relevant to their effectiveness.
Shertzer & Stone (1968) stated three dimensions to distinguish effective from ineffective

counselors.

11



1. Experience
More experienced counselors offered more congruence, empathy and unconditional positive

regard than less experienced counselors.

2. Type of counseling relationship
Effective counseling is related to the type of relationship a counselor establishes with his
client. Effective counselors communicate with and understand their clients, maintain an
appropriate emotional distance and divest themselves of status concerns in regard to their

clients.

3. Non intellective factors

Effective counselors can be distinguished from less effective counselors in regard to:

e Self-concept, motivation, values, feelings about others, and perceptual

organization and
® Performance on certain standardized personality and interest inventories.

Further, counselor’s effectiveness is associated with tolerance for ambiguity, understanding
of the client, maturity, ability to maintain an appropriate emotional distance from the client,

and ability to establish good social relationships with non-clients.
2.2.5. Voluntary Counseling and Testing for HIV / AIDS

The original design of VCT services stressed the making of a personal plan with a provider
as a way of motivating both people who are HIV positive or negative to change their
behavior in ways that would prevent their passing the virus to someone else (McCauley,

2004).

However, the plan and strategies of VCT services were designed to implement in
industrialized countries (De Zoysa, 1995); many developing countries have been advocating

the expansion of services for the potential reduction of the transmission of HIV.

Seble (2005) stated four important points for the important contribution of HIV counseling

and testing:

12



iv.

V1.

Vil.

An ethical mandate to provide VCT for those who would like to know their status.

To enable people to be relieved from anxieties associated with uncertainty about

HIV sero-status.

To provide early education of HIV and to allow a referral to clinical and

psychological care

It may strengthen motivation for behavioral change

The provision of VCT aimed at engaging the client in four specific areas (CDC, 2003).

11.

iii.

1v.

To enhance the client’s perception of personal risk through an interactive
discussion of the client’s own risk situations and circumstances, focusing on the

|l

urgency for HIV risk reduction

To support the client in any previous HIV prevention efforts and to acknowledge
the client’s strengths, skills and motivations, no matter how limited, as evidence

of the client’s capacity to reduce risk

To seek to encourage the client to immediately begin work on a personal risk

reduction step

To ensure referral to medical, counseling and other support services

These points are summarized in figure 1.
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VCT as the Foundation for HIV Prevention and Care Services

Healthy Living with
Positive and Negative
Status

e Nutrition

e Clean Water

e Reduced Stress

e Well Being

RISK REDUCTION
e Behavior Change

e Disclosure of HIV Status
e Partner Referral to VCT
e Condom Access
e Needle Exchange

PLANNING FOR
FUTURE

e Family Planning

e Orphan Care

¢ Financial Planning

Accepting and
Coping with HIV
Negative and
Positive Status

/

— =

SUPPORT

e Family
e AIDS Support Organizations
e Social-Fellowship
e Peer

e PWA Associations
e Post Test Club

1l

MEDICAL CARE

Voluntary

Testing
(VCT)

Counseling and

e STI-TB Treatment

e TB Prophylaxis

e OI Prophylaxis

e Antiretroviral Treatment

Prevention of
Mother-to-Child
Transmission

Figure 1 VCT as an entrv noint for brevention and care and support.

Source: CDC (2003)
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COMMUNITY
INTERVENTIONS
e Sensitization
e Mobilization
e De-stigmatization




III. METHODS AND PROCEDURES

3.1. Population

There are a total of 155 VCT centers at the moment of which 39 are governmental, 26 are
non governmental, and the rest 90 are administered by private health centers. Table 1
provides their distribution by sub-city. Each center has its own counselors implying that there

were a total of 155 possible counselors to sample from.

Table 1 The distribution of VCT centers in 10 sub cities of Addis Ababa

Sub city GO NGO Private Total

1 Addis Ketema 2 2 11 15
2 Akaki- Kality 2 1 9 12
3 Arada 7 1 11 19
4 Gulele 3 6 3 12
5 Bole 3 1 7 11
6 Kirkos 8 4 17 29
7 Nifas Silk- Lafto 4 1 10 15
8 Kolfe Keraniyo 2 3 4 9

9 Lideta 4 4 6 14
10 | Yeka 4 3 12 ' 19

Total 39 26 90 155

Source: Data from Addis Ababa Health Bureau
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3.2. Participants

The participants of this study were forty 40 HIV-counselors (16 males and 24 females) who

are currently providing counseling services in VCT centers in Addis Ababa.
3.3. Sampling technique

Participants were drawn based on the stratified sampling technique in the sense that the VCT
centers were first classified in to three groups or strata by ownership type (i.e. GO, NGO, or
Private) and then representative sample was drawn from each stratum and sub-city
proportionally (see details on Table 2). More specifically, one participant was randomly
taken from a cell (connecting sub-city against type of ownership) with five or less VCT
centers. For cells with more than five VCT centers, two to three participants were taken as

representative.

Table 2 The number of VCT centers chosen from each of the 10 Sub cities of Addis Ababa

Sub city VCT centers
Go NGO Private Total
1 Addis Ketema 1 1 3 5
2 Akaki Kality 1 1 2 4
3 Arada 2 1 3 g 6
4 Gulele 1 2 1 4
5 Bole 1 1 2 4
6 Kirkos 2 1 3 6
7 Nifas Sild Lafto 1 1 2 4
8 Kolfe Keraniyo 1 1 1 3
9 Lideta 1 1 2 4
10 | Yeka 1 1 3 5
Total 42 11 22 45
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3.4. Demographic characteristics of participants

1

All the sampled respondents are health professionals. Ninety two (92%) of them are nurses.

They were given a minimum of 14 days and a maximum of 180 days training on counseling.

Sixty eight per cent (68%) of the respondents work in other medical institutions in addition to

the counseling services.

On average, each counselor currently provides counseling services to about 12 clients per

day, and has given counseling to about 2000 individuals since she/he started the service.

About 55 % of these respondents wish to quit their counseling job with in 2 years or less on

average.

1

The following figures and table (Table 2) summarize the personal information of the

respondents.

‘OFemale
OMale

Figure 2 Distribution of Counselors by Sex
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Table 3 Summary of Respondents

Age | Training (in days) | No of Clients per Day | Total No of Clients,
since they started
‘ counseling
Min 20 14 4 250
Max 48 180 50 8000
Average | 32 51 12 2219

3.5. Tools

Self-constructed questionnaire' (open-ended items) was used to secure data regarding the
HIV counselors’ understanding of the developmental needs, concerns and problems of their

HIV positive clients (See Appendix).

Prepared on the bases of the review of the recent findings of adult development, the
questionnaire items centered on how the counselors understand the physical, cognitive, and
psychological changes of their adult clients, measures they took to address these needs, the
impact they observed to have ensued upon taking these measures, and recommended courses

of actions for the future.

The questionnaire was divided in to two major sections. The first section, which contained
15 items, focused on gathering personal information of the counselors. The second section
contained 60 questions, which were grouped underlO categories to help understand the
various developmental needs, concerns and problems of HIV positive adult clients. These 10

categories attempted to assess the counselor’s understanding of:

. Furthermore, in-depth interview was Head of the Department for Disease Prevention and Control, the Addis
Ababa Health Bureau, to get information on the administrative process involved in understanding the needs,
concerns and problems of HIV positive adults by the Bureau. The responses were mainly used to interpret
findings rather than to answer the research questions.
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1. special features of the physical development of their adult clients

2. dieting habits of their adult clients

3. physical exercise practices

4. addictions

5. work load

6. additional counseling services

7. worries due to the clients’ household incomes

8. help seeking strategies of the clients

9. worries and anxieties that are involved by the clients’ incompletion of tasks

10. worries of the adult clients that are related with family responsibility and rearing their

children

1

Each of these 10 categories were followed by the following 6 sub items to understand the

counselors’:
1. observations about their HIV positive clients
2. 1implications drawn from their observations during the counseling process
3. provisions they avail to the clients
4. changes observed after the provisions
5. reasons for the failure, if changes were not observed after the provisions

6. recommendations for future improvements of the counseling process

To maintain the clarity of the items, the questionnaire is prepared in the working language of

the counselors — Amharic.
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3.6. Pilot Test

To ensure the clarity of the questionnaire items, a pilot survey was made with 10 randomly

selected counselors; each representing one VCT center.

A few problems were observed during the pilot project. Some counselors, thinking the
questionnaire was a work evaluation, were not willing to respond to the questionnaire. This
problem was solved by discussing the purpose of the questionnaire and the study to the

counselors.
3.7. Procedure of data collection

After the preparation of the questionnaire and the interviews, a request, accompanied by a
support letter from the Department of Psychology, was submitted to the Research Committee
of the Addis Ababa Health Bureau to obtain an ethical clearance because the researcher was
asked to produce this clearance during the field work. The researcher was granted the ethical

clearance (see appendix) within four days the application letter was submitted.

Once the ethical clearance was obtained, the researcher gave orientation to the three hired to
facilitate the task of data collection, that is, to distribute and collect the questionnaires to and

from the selected VCT centers.
3.8. Data analysis

The procedure of analysis was such that first and foremost the responses were grouped
thematically against each item and sub-item and then corresponding frequencies were tallied.
These frequencies were used as descriptive measures with no attempt to calculate
percentages or other statistical measures. It was felt that the frequencies in the various cells

were so small that making statistical tests unwarranted.
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IV. DATA PRESENTATION AND ANALYSIS

This section presents a descriptive summary and analysis of the data. The presentation is

thematically organized as in the following way:

e Physical characteristics

e Nutritional needs, problems, and eating habits
e Physical exercise

e Substance abuse

e Workload and stress

¢ Financial worries

e Help seeking patterns

e Future worries

We shall present the data and conduct the analysis considering these themes one at a time.
4.1. Physical characteristics

The counselors were asked at the beginning a question regarding the general physical
differences they might have observed between their adolescent and adult clients, the
implication that this could have for structuring their counseling services, the kind of
counseling services they have provided, major changes observed as a result of this provision,
and recommendations they have for the future. Table 4 presents the summary of their

responses.

1

As indicated on Table 4, some counselors (N=7) indicated that younger ones are stronger
physically than adults and yet more vulnerable to factors spreading the virus (N=2). other
responses seem irrelevant to physical differences but useful in the broader context of
HIV/AIDS counseling. According to these respondents, younger clients tended to be
emotional, unstable, and had difficulties accepting the test results (N=14). The implications
of such differences for some counselors were interpreted to mean that younger clients are

more vulnerable than adults (N=14) needing, therefore, more provisions of one kind or
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another. On the other hand, the provisions which the counselors availed to the clients were by

and large limited to giving advice (N=18).

Asked about the changes they witnessed in the clients as a result of the counseling
provisions, they failed to report any meaningful impact. In the same way, they still failed to
give any explicit recommendation as to how to improve the provision in the future.

Table 4 General physical differences observed between younger and adult clients, implications drawn,
measures taken and ensuing changes (N=40)

Issues Responses Fre
q.
- e Younger clients become emotional and show difficulties accepting the test result | 8
»n 2 e Younger ones are stronger physically than adults 7
§ -g % #| ® Adults are more stable, better aware of HIV/AIDS, and more matured 6
'OQ %’ § e  Younger ones are more vulnerable to factors spreading the virus 2
©  S|e Noresponse 9
e Incomplete 8
e  Counseling younger clients takes much more time than adults to bring 2
behavioral changes
" e It implies how vulnerable younger ones are compared to adults 14
g e  Shows in adequate provision addressing the physical differences of the two
":'% groups 2
= § e [tis of no use for the provision of counseling services 2
g g e No relevant response 4
’ e No Response ! 12
4
e Incomplete
_— e No response 13
ES Advise 18
2 R 2 No provision 4
s} V
S
o S
e  No change 5
e Not relevant response 2
] § e Reduced their vulnerability 1
%O S| e Noresponse 21
& S| e Incomplete 11
© e The non existence of provision addressing the problem 9
2«2 o|e Noresponse 30
S = o 1
2« gle Incomplete
o 5 =
A=
= 1
» e Improving the provision 12
E e  Economic support 1
£ z e No response 21
85 e Not relevant response 6
~ o
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4.2. Nutritional needs, problems, and eating habits

It is expected that the balanced in any of its forms would contribute a lot building the
immunity of persons living with HIV/AIDS. One area in which HIV counseling should focus
is that of addressing nutritional problems, unhealthy eating habits, and alternatives solutions.
Table 5 presents the summary responses of the counselors with respect to theses issues. As it
can be referred to this table, almost all of them tend to report that their adult clients are
nutritional vulnerable (N=38) and believed that this would mean lack of balanced diet
worsening their health status (N=26). In order to address this problem, counselors reported
that they were writing letter of recommendations to concerned authorities (and NGOs) so that
the clients could get the required material support (N=25). And, s‘ome counselors (N=12)
indicated that the clients managed to get material support which has helped them to improve
their health conditions as per the letter of support that they wrote for them. The majority of
the counselors (N=40) recommended, therefore, that there is a need for more material and

financial support for the clients in the future.
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Table 5 Problems HIV positive adults were observed to have regarding food, nutritional needs and eating
habits, implications drawn, measures taken and ensuing changes (N=40)

Issues Responses Freq.

£

kS
2 & e Financial constraints and failure to meet material needs 38
53 2 e No response 2
LS .2
O oo
g e Lack of balanced diet worsening their health status 26
8 € e It implies the non existence of proper provision for the problem 5
= e No response 8
£ e Incomplete 8

e Writing letter of recommendation to concerned authorities so 25
. that the clients the required material support

. e No provision 9

§° e No response 6

g 8 '

-

e No change 11

3 e Incomplete , 14
S § As per the letter of support that we wrote, they managed to get 3
§ B material support and improved in their health conditions 12
© e No response

& e Incomplete 5
g % o No provision 14
§ ; 3 § e No response 21

= s O
T e Improving provision and economic support 32
g e No response ; 8
o
g%

4.3. Physical exercise

Adulthood being a period of physical vulnerability, there is a need to engage in physical
exercise to reduce this vulnerability. However, the data on Table 6 shows that while some of
the counselors even failed to notice the occurrence of this vulnerability in the first place
(N=8), the majority reported at least that this vulnerability was very less (N=23). Obviously,

this implies non-existence of the necessary provision in this regard as the majority of the
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counselors implicated (N=20). Again advice is the only support given as a counseling service

(N=13).

Table 6 Participation in physical exercise, counseling provisions to make this happen, changes observed,
and recommendations (N=40)

Issues Responses Freq.
Qa i
2 e Very less 23
E e Did not notice if it existed 8
5 e No response 4
2 e e Incomplete 2
E 5 e Good 3
oF-
. e Implies the importance of exercise for their health 9
8 e Indicate non existence of related provision 20
S & e No response 9
§ § e Incomplete 2

Advices 13

£ No designed provision 7
228 e No response 10
e 2 ‘
AT
% e No change 20
€ e No response 13
S Q
S g e Incomplete 5

< e Not relevant 2
R: e No provision 27
=) (]
2 E %o No response 13
2532
o e Providing the service 28
2 I don’t know 2
E e Not relevant 10
QO
2 8
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4.4. Substance Abuse

It is possible that some counselors would engage in substance abuse either before or after
learning that they are HIV positive. Hence, counseling services should address these issues to
enable the clients build a healthy life style. As it can be seen on Table 7, the majority of the
counselors (N=32) have reported that they have noticed their counselors having had at least
one or more of such bad habits as drinking alcohol, smoking cigarette, chewing chat, and
related others. As some \counselors said (N=5), such counselors might use substance abuse
as a coping mechanism to the frustrations they have relating to their HIV status. It is
surprising, however, that the psychological support given to such pérsons is only limited to
counseling (N=29). And as expected, very of them reported to have witnessed little
behavioral changes (N=5) and some of them suggested the need for more rehabilitative

services (N=15).
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Table 7 Commonly observed problems of substance abuse, implications, measures taken and changes

observed (N=40)

Issues Responses Freq.
= e Alcohol, cigarette, chat and related drug use 32
ges e Not relevant 8
g52%

82%5%
- e Serious implications for health which is already 20
z vulnerable
© e Not relevant
8 e No implication 5
§ e Idon’t know 9
§ e Incomplete ;_1
v e Advice 29
22 x e No provision ' 2
E % e No response 9
- e No change 14
S e Reduced the negative impact of drug use 5
§ 3 e No response 15
S e Incomplete 6
) e No provision 14
@ % e Because they are stigmatized and discriminated, they
2 & Eo use drug as a coping mechanism 5
&5 < e No response 19
o Incomplete 2
9 e rehabilitation service for drug users, raising community 22
-§ awareness about HIV/AIDS
g No response 15
g e Idon’t know , 3
&

4.5. Workload and stress

Given that adulthood is a period of assuming different responsibilities for one’s life and that
of others both at home and outside, it is possible that the clients could be overloaded with
work and this could induce stress in them . Exploring this situation, counselors should,
therefore, enable the clients to restructure their life patterns. As indicated on Table 8, in fact
counselors reported that their clients have attempted to change their previous work but

surprisingly because they felt a need to reduce stressful experiences of stigma while some of
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them were reported to have given up hope, become increasingly anxious and lost meaning in
life (N=6). Many of the counselors (N=27) reported to have helped the clients by giving them
advice and very little have reported that this advice enabled them to get behavioral change
(N=4).

Table 8 Workload and stress among the adult clients, counseling provisions, cbanges observed, and
recommendations (N=40)

Issues Responses Freq.
e Attempt to shift the previous job 24
£ e Give up hope, become increasingly anxious and loss 6
é: meaningless in life 1
- e No response 3
B3 e Incomplete 4
g % e No observation 2
Qe e Not relevant
B i e Its impact on their health status 26
5 3 e No response 13
E 2 e Incomplete 1
2 2 e Advice 27
2 5 = No provision g 3
§ é e No response 10
. e No change 13
s 2 Developing their self confidence 4
§ % e No response 23
2 o e No provision 5
2 g9 e No response 27
© 55 S e Idon’t know 3
e Incomplete 3
® e Providing the service & economic support 19
g 5 e No response 21
Q
2 2

4.6. Financial Worries

As it can be seen on Table 9, many counselors (N=27) reported that their clients have poverty
related problems which may imply a link between HIV/AIDS and poverty. Referring the
clients to NGO support (N=13) and advice (N=10) are the services which the counselors

reported to provide to the clients.
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Table 9 Clients’ financial and related worries, counseling provisions, measures taken, and changes

observed (N=40)

Issues Responses Freq.
e Poverty related problems 27
5 e Anxiety, giving up hope and loss of meaning in life 1
—g é E e Societal misunderstanding about HIV/ AIDS 2
25 E e No response 8
O 55 e Incomplete 2
e Economic problems put much effect in the counseling 15
process and function 14
5 e No response 1
5 e Special focus on reducing anxiety and counseling on
2 how to live with HIV 6
§ e The non existence of provision 2
5. e The problem can never be solved by counselors 2
E e Incomplete
o e Referring clients to supporting NGOs 13
- e No provision 6
5 S e Advice 10
L e No response 11
. e No change 10
% - e Helped them get support from NGOS 2
§ 2 e Incomplete 3
B e No response 21
° e No response 4
e e The non existence of the provision 4
2 5 e Poverty 4
2 & zo e No response 31
© 5 < e NGOs being fewer in number and inability to meet 1
existing demand
g e Reducing poverty 10
= e Improving the provisions 9
§ e Raising societal awareness 8
3 ; e No response 12
R O e Raise the number of NGOs 1

4.7. Help seeking patterns

Adulthood is a period of independence in many ways. But, for various reasons persons living
with HIV may require help from others. This desire would, however, create a feeling of
uneasiness, a feeling of being dependent, a sense of worthlessness. Hence, clients need
counseling services to equip them with the proper understanding of the essence of help

seeking and necessary skills. As indicated on Table 10, this problem was observed, among
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others, by such problems of the clients as the unwillingness to reveal their problems to others
(N=6). As regards the counseling services rendered to them, the counselors hardly appear to
provide any psychosocial empowerment except that of advice or rather encouraging them to

go for help seeking from NGOs (N=23).

Table 10 Adult clients’ observed help seeking patterns, counseling provisions, and changes observed
(N=40)

Issues Responses Freqg.
S e Poverty related problems 16
£ e Unwillingness of clients to reveal their problems to 6
' others
§ e Not observed 6
2 ‘:2) e No response 9
2% e Incomplete 3
oF-

2 e Impact of poverty
= e No response 28
= g e The non existence of provision 7
ES5
29 e Referring them to NGOs 23
2% e Building clients self- confidence 5
§ 3 e No response 12
A
- e No change 2

g 2 e Improving clients self confidence 2

§ 3 e Incomplete 4

o ° e No response 32
2 2 e The non existence of provision 4
2 £ e No response 36
$5if
° e Improving the provision 14
g g e No response 26
Eg :

3%
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4.8. Future worries

Because adulthood is a period of responsibility, adults with HIV positive may worry with the
accomplishment these responsibilities particularly on learning that they have the virus.
These worries may include, for example, incompleted tasks, the retiring parents, the
wellbeing and education of one’s kids ..... As indicated on Table 11, some of these problems

include:
e Anxiety, depression and loss of meaning in life

e Fear of death and leaving family with out someone holding responsibility for

them

e Poverty related problems

It is, therefore, one major goal of the counseling service to do justice to these problems by
way of helping parents develop appropriate coping skills and preparations to dealing with
these problems. Saddening is, however, that these problems were not attended properly in the
sense that the clients were either given advice (N=18) or referred to NGOs (N=2) or not
attended altogether (N=20). Rather interesting is the response of some counselors, of course

few of them (N=2), indicating that the issue is not the counselor’s responsibility.

31



Table 11 Clients’ worries about uncompleted tasks, counseling provisions, and changes observed (N=40)

Issues Responses Freq.
o ®  Anxiety, depression and loss of meaning in life 10
f ® Fear of death and leaving family with out someone holding )
- ° responsibility for them g
z .g " e Poverty related problems 13
2 k| 8 e No response
©Coo ®
9
2 e Impact of poverty i
S e The non existence of provision
8 % e No response 23
g5 e Incomplete 1
e Advice ' 18
2R ® No provision g
:5 S w e Referring them to NGOs for support 1
8 3 e Incomplete 13
& N e No response
9
.3 e No chat}ge . N 4
§O g e Improving the previous conditions 1
= § ® No response 6
O e Incomplete
2 2 ® The non existence of provision ;g
% é_g gﬁ e No response )
© 38 &5 e Incomplete
g ® Providing the service 152
g = e Economic support 1
S -% e No response : D)
RS e  This is not the counselors’ responsibility

Table 12 also presents a similar scenario; that the future of one’s children and parents is the

source of worry for the adult clients while there are little counseling provisions to these

problems.
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Table 12 Worries related to rearing up one’s children and supporting the retiring parents (N=40)

Issues Responses Freq.
. ® Poverty related problems 13
> g - ® Fear for families’ future destiny g
2Ss 8 ®  No response
©28%%
o = ® The impact of poverty 9
s 3 ®  The demand of provision 274
S ®  No response
g w
— =
® Advice 15
29 ® Referring them to supporting NGOs g
2 S w ®  No provision 15
§ 3 ®  No response 4
~ 9 ® Incomplete
- ® No change 2
§O }’ ® Reduced their Anxiety 19
§ § ® No response 11
O © ®  Incomplete
0 o) The non existence of provision 8
5 Lo 29
2 5 ® No response 3
& S & % e Incomplete
5 ®  Providing the service 9
o . 4
g ® Reducing poverty 3
g ® Itis not counselors responsibility 19
§ o ® No response 5
&2 ® Incomplete
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V. FINDINGS AND DISCUSSION

The counselors did not mention the physical differences between their adolescent and adult
clients clearly. The implication of these differences and the kind of counseling services

provided in this regard are also unprofessional and limited to giving advices only.

In addition to this, the counseling service does not focus on addressing the clients’ nutritional
problems and their unhealthy eating habits, and in providing alternative solutions. In this
regard, the major provisions of the counselors were limited to writing letters of

recommendations to concerned authorities and NGOs.

In the need to engage clients in physical exercises and healthy lifestyles to reduce their
vulnerability to the effects of the virus, some of the counselors even failed to notice the
vulnerability in the first place, and also in this regard, giving advice was the only support

given as a counseling service.

Concerning clients’ workload, financial worries and stresses, many of the counselors
reported to have helped the clients by giving advice and referring the clients to the support of
NGOs. '

Future worries of clients with regard to problems related to income, parental responsibilities,
child rearing, completing tasks interrupted because of the advert of the virus into their lives,
were also not attended properly. The provided services were limited in the sense that clients

were either given advice or referred to NGOs.
This might be due to several reasons:

- Most of nurses and heath professionals in charge of the HIV counseling process
are engaged in offering other health services in addition to HIV counseling. Thus,
this implies that the quality of the counseling services offered to adult clients does

not seem to be standard and professional.
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- This was made apparent in their responses to the questionnaire concerning
developmental needs, concerns and problems of their adult clients, most of them
had to consult third parties, like to other concerned NGOs, rather than attempt to
address the needs, concerns and problems of their adult clients on their own. The
fact also indicates that the major provisions of HIV counseling depend on the

proposed services of NGOs.

- The activity plan of the giant NGOs, like USAIDS, Family Health International
(FHI), Christian Relief and Development Aids (CRDA),etc, who are providing funds
for HIV related activities, has a limitation to attain the interest and the problem of the

majority of HIV positive adult clients’.

- Moreover, the specific devotion of the service to facilitate in the adherence of Anti
Retro viral (ART) drugs is one of the problems in the provision of HIV counseling.
Hence, the purpose of the service seems to be to facilitating and creating awareness
about the importance of HIV drugs than understanding the developmental needs,
concerns and problems of adult clients. Perhaps, the professionals with only two
weeks of training could be fit only for such role of awareness rather than counseling.
This hypothesis is more evident in the fact that the counseling service is limited to

adherence as it is provided to HIV positive individuals after they tested positive.

- The non-existence of other related follow up and family counseling services have
great impact on solving worries and problems of HIV positive adult clients with
regard to problems related incomes, parental responsibility, child rearing, completing

tasks interrupted because of the advert of the virus in to their lives.
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VI. CONCLUSION AND RECOMMENDATION

Generally, the study found out the following important points about HIV counseling process

in the selected centers of Addis Ababa as well as the HIV Counselors’ understanding of

developmental needs, concerns and problems of their HIV positive adult clients.

Since counseling services are provided by nurses and health professionals,
HIV positive adult clients do not get standard and professional HIV
counseling services. The Para-counselors try to solve the major developmental
needs, concerns and problems of their HIV positives adult clients by retiring
to NGOs than attempting to provide appropriate professional counseling

solutions, which they cannot.

The overall provisions of HIV counseling services seems to be playing the
role of facilitators to the adherence of HIV drugs (ART) while it was

supposed to provide independent HIV counseling.

Except for the adherence of ART drugs, there is no well designed follow up
and family counseling to address the worries and problems of HIV positive
adult clients related including to income, family responsibilities, social

relationship child rearing and work loads.

The interest and provisions of western local and international NGOs

determine the nature and goal of major activities of the counseling process.

According to the findings of the study, the following important poihts are recommended to

improve and provide appropriate counseling services in the VCT centers.

il.

The counseling process should be designed in appropriate purpose of HIV
counseling than playing the role of a facilitator to the adherence of HIV drugs
(ART); and its nature, goal and major activities must be free from the interest and

provisions of western local and international NGOs.

Professional psychologists should participate in the training, and in the design of

manuals (the focus areas of the topics) used in the training of HIV counselors.

36



111.

1v.

HIV counselors who are currently engaged in the counseling process should get
additional training on the techniques of counseling, and about the developmental

needs, concerns and problems of their adult clients.
Professional psychologists should involve in the counseling process

The counseling process should include follow up and family counseling to reduce
worries and problems of HIV positive adult clients, with regard to problems
related to financial incomes, parental responsibilities, child rearing, completing

tasks interrupted because of the advent of the virus in to their lives.

37



REFERENCES

American Cancer Society (1994). Cancer facts and figures 1994. Atlanta

Arlin, P. (1984). Adolescent and adult thought: structural interpretation. In Commons, L. &
Richards, A. (Eds.), Beyond formal operations: late adolescent and adult cognitive

development. New York: Praeger, 345.

Bollinger, R., Stoker, M. and Eleni A. (1999). The Economic Impact of AIDS in Ethiopia:
the Policy Project. The Future Group International in collaboration with: Research
Triangle Institute (RTI), The Center for Development and Population Activities
(CEDPA).

CDC. (2003). Global AIDS Program — Voluntary Counseling and Testing, Addis Ababa,
Ethiopia

Csikszentimialyi, M. and Ruthunde, K. (1998). The development of the person: an
experimental perspective on Ontogenesis of Psychological Complexity. In W. Damon

(Ed.), Handbook of Child Psychology (5th ed., Vol. 1). New York: Wiley, 275.

Darkenward, G. and Merriam, S. (1986). Adult Education: Foundations of Practice.

Harper Collins Publisher, Inc, 8

De Zoyas, I. (1995). Role of HIV counseling and testing in changing risk behavior in
developing countries. American Journal of Public Health (Vol. 91). 1602 - 1603

Gormly, A. and Brodzinsky, D. (1993). Lifespan Human Development (5th ed.). Holt,
Rinehart & Winston, Inc, 398 — 400, 413 — 414, 416.

Gould, R. (1978). Transformations: growth and change in adult life. In Gormly, A. &
Brodzinsky, D. (Ed.), Lifespan human development (5th ed.). USA: Holt, Rinehart and
Winston, Inc, 411 — 412.

(1990). Clinical lessons from adult development theory. In New dimensions in

adult development. New York: Basic Book Inc, 346 — 347.

38



H.B. and A.C. English. (1958). A Comprehensive Dictionary of Psychological Terms. New
York: David McKay Co, Inc, 127

Katchadourian, H. (1987). Middle life in perspective. New York: Freeman, 345.

Knowles, S. (1980). The Modern Practice of Adult Education: from Pedagogy to Androgogy.
Revised and Updated Practice. Hall Regents, Englewood Cliffs, NJ, 24.

Kramer, D. (1986). Relativistic and dialectical thought in three adult age groups: human

development, 26.

Krumboltz, D. (1965). Behavioral Counseling: Rationale and Research. Personnel and

Guidance Journal, Vol. 44, December. 383 — 384.

Levinson, D. (1986). Conceptions in the adult life course. In N. Smelser & E. Erikson (Eds.),
Themes of work and love in adulthood. Cambridge, MA: Harvard University Press, 213
-214.

MOH. (2006). AIDS in Ethiopia: 6th Report, September, 2006.

McCauley, A. (2004). Equitable access to HIV counseling and testing for youth in
developing countries: A review of current practice. DC, International Center for

Research on Women.

Papalia, D., Camp, C. and Feldman, R. (1996). Adult Development and Aging. The Mc
Graw — Hill Companies, Inc, 10, 12. '

Perry, W.G. (1970). Forms of intellectual and ethical development in the College years.
New York: Holt, Rinehart & Winston, 173.

Riegel, F. (1975). Adult life crises: a dialectical interpretation of development. In N. Daton
& L. Ginsberg (Eds.), Lifespan developmental psychology: Normative life crises. New

York: Academic Press, 11.

Roger, C. (1951). Client — Centered Therapy. Boston: Houghton Mifflin Company, 195

39



Santrock, J. (1999). Lifespan Development (7th ed.). The Mc Graw Hill Companies, Inc,
3809.

Schaie, K.W. (1977). Toward a stage theory of adult cognitive development - Aging and

Human Development. 8.

Seble Hailu. (2005). Program evaluation of HIV/AIDS Voluntary Counseling and Testing
services in selected organizations in Addis Ababa. Liberty University Distance Learning

Program
Sheehy, G. (1976). Passages: predictable crises of adult life. New York: Dutton Inc, 145.

Shertzer, B. and Stone, S. (1968). Fundamentals of Counseling (2nd ed.). USA: Houghton
Mifflin Company, 114 — 115.

Sinnott, J. (1989). Lifespan relativistic postformal thought: Methodology and data from
everyday problem solving studies. In M.L. Commons, J.D. Sinnott, F.A. Richards, & C.
Armon (Eds.). Adult Development, Vol. 1: Comparisons and applications of
developmental models. New York: Praeger, 253.

Thorne, F. (1950). Principles of Personality Counseling. Brandon, Vt: Journal of Clinical
Psychology, 89.

UNAIDS (2006). AIDS in Africa: Annual Report

40



APPENDIX



& avf

£V aomPP N HIV/AIDS P9°0C A1AAT H-LEP avlB ATI000N P L
e+HOE Ya.::

PTGk PS 9277 NhT AL/ KN PN 4P PLI° I°Cavi-§ 9°nC W1ATN-T
+£9 @0T P7LOG WO INACT hAaT.AL8.0/ ALh IC P71.5¢% 1A%
LNEFF® MALTE 9°n7eT PoLANEVT®7 ANAPE  AOI°C-PST %1 ANSP
A@MF PTLVIHONNTT 00712 AavlB1S M@ 70A77 1.2k PN T LNGEFTFD7
TIVHO@® A7 POIANS L€ ATLTLAMS hHf Ah LI° POLLITTMT
PAININT TICT ATI0P 1.

& PPN TCATL

NMHY oomeP 0T 1A% LINGT TIAT PL-ONTF®7 +C Aaw9°lT T8C
Pao(\lt: AT8U9° POLTHON 3ALTTE LAVTDIG @L AT.AL.N PN 4P L9°
I°Cavd- +£9° aoP+@ (lgvaoCao( NRLN NLPVPT@ av$<F POt LINGFT7
1MD-::

< avavl @
amee NONT PGS PS aea-T ¢+hé.n 10-::

PaoEaol @ NEA ChO-INNEGT 171 AeTIHA PoLLS ovlB (W7 UNTE
@S ONTE® AFA L79° C1ATIA LINGETT AhAPRT WOI°LPST 271 ANSP
AL13P AT M@ 7077 1L.+E AT8T ATLTLNTGIL A%TDP LmPoIi::

ThAAG @7 avl8 Naom@d aow/l-+ OHOINVE Navav-At A2LLLCTAT ¢S
FNNC NL.999, hav(IGAV-::



I. 2AP ovlB
h&oY,
P .
P HIVCT LLE
P+t TI°VC T
hibv +29° +OA2ICT.0T PNl av-f R
Pht.aL.M/heh DO INAC AaolP7 ?(Dﬂﬁ-r‘h ~Ams Nc?
7. hA A9°7 PUA 1LH. AAMY-?
8. NaAU7? (9t haT.hL0./ O ho- wmcw 0Nt+e294 gqh¢+ Ne hn?
9. ha PNL-aL h@YT €100
10. 07 N29°F A9°7 PUA (@, Ch@-T0ATT A1NT0=T ,6(\"1(\ 2
11. PhaL 3037 AIADAT  hEaod. A0V ANWUST  079°F ATCT ,?UA ha.
P INAT? AIANT ATHPA?
12. A@LLE Cht. Al /he0 MO ACTT PHAP 224 NLLTT 2427 SAM-NN-?

SR m N =

13. A7°% N
14. haU~7 IA NhT.88.0/ S0 o '7(’](\(."1'7‘ ﬂ"l?""l‘ AN T GaodT h1ATAAD-
NA®- £19°30? , , , B
15. 0952 , , -




II. ADAP PALTT A@-MT N-+avAht

16. ACO2 H7L Ph@m-AT7 A1ADAT A%I7TF NLoom- ONFTS  IATINT
aohhd N6L£7% AG NOL1TH N3P+t P9%aem- CHPTIHOT@. ANAP ARTHT

an-?
16.1
16.2

16.3

16.4

16.5

an- 0O ga-7° O
hA- 978G Fm-?

ATLY ARYPT AhaL0/h&0 ChoINNTT AININT 90T 98T
MPoL3 LT LTETPA NA@. £19°30-?

ACNL AYHY7? AhAP  ARYTPT 9% ©0T 0970107  A1A974
LINGET PLLITT ®PI® PALLIT PA@TINAT? £ hA? 9°3L7
STFm-?

LVU7 LIO6 N21LL7P @879 AATTILLILP N9°C A0 AL
LaoM@- AD-T AA? 1A I°781®-?



16.6 A®-T hAgom- A7 hdgom-9°?

16.7 A®Lé&tE ADT AI9°MNF 9°7F avfll AT LAN?

17. Ao 217G Phav 21N 2Co9T7 Otavpht hi@Lh IC P7L5¢  TATINT
0993 RNT @ TICTF ht?
171 &ha- 0O PA-9° O
17.2  hae 9IS TFm-?

17.3 AYLV7? hav21N3S Chao 21 T2CT7 ao1HN A”T.AL0N. ALSH
P IAT?  AIADAT  9°F ALY E Mmeord  LFETPA  NAd-

£19° 302 ‘




17.4

175

17.6

17.7

ACOL  GUT Phav DMl TAC 9> @-0T 07N CRIFT @
®PEI° LALLYF D & I6T hN?

CU7 296 N99LL47P mBI° AATILLNP N9°AC W1AN10-1 AL
LaoM@ ADT AN? 1L TTD?

LI6CE AT hagom- A9°7 A7 BINA?

9°77 avRl7 AOT SAN?



18. MLCNL P9aom- hORLA IC PULTE NTALI® PhAAIC 27¢- PoLNO<

TATIOT OQahd NF T ATPOPO (I MO CHP ATPOPN) Poodtq
Vs 9% SaoN1AN?

181 N+AL Pad?°C Oé- ATLOSG INTINT 07°CHP U7 OtaoAht
FPL PULAT Ph@-INAT? A1NTNT IO LavNAN?

18.2 ACO® Lv7 Phhd NF T ATPOP0 NA7M0 LACILLTD TIC 19°T

ONT NP0 CRLIT ORI° PARLIT Ph@ AT &I An?
PIRGF -2

183 QU7 L0 N71XL7P ®@LI° ANTILL1L M@ TOATT  h 16010k
AL LarM@- AD-T AN? I°7L7MD-?



184 £267F A®-T hAoom- A9°7 hAgom-9°?

19. ®LACNL hoLoom-G hN@LO: IC P74 PATIOT 0NHT P73 R0 TF®- hLIT
G OOTG AL 02T hh-:-
19.1 9°72STm-?

19.2  PPATINDE  AKLIE  OOTFG  ALLTHH 06 v IANT®-  N9°AC
nINNE AL POLLa N TF D 00T PT IR GTFD-?



19.3 ACOL U7 ALLIE OOTG AALHN APLT av 2077 79°+ ®-OT
NN LLLTT MPI° PALLAT® & I6T hO?

19.4 ATLV? £I965T N91L2472 ®PLI° 0A2TL: L2 NI°NC AMADNE AL
Laom-T A@®-MT A 9°7L T2

19.5 A@-T hagem- A9°7 Ahaom-9°?

20. DLACNEL AMDINATT?  AMADAT  P9oom- INCINTTT Phé- NHT @e9°
nNet N-taoAh-t:-

201 9840 NL2PT@ @NT 00947 hodk NIA 9°7 ALY AO-MF
SLCIN?



20.2

20.3

20.4

20.5

Na®- 3077 a1020E NOe- NHE @L9° aNL Tt 2C NHLPH 1AT10
LINGET 9°7 Aot A®-T A78.Laom- 1 PCL.mNdm-?

U AMT AT4.avM M@ T0A7T7 A1ANDNE AIATIN LINET 9°7
ALyt o6 1o POLAMM-?

MLACOHL P9%aom- IATIOTT P0é- NHF @P9° Nl Ntavhht
ANNUT LLLTTT METII° PALLIT L I6T hh-?

NA- & 26%E 9°7 a8l A@-MT7 AdhTA-?



20.6 PLLF¥F®- £ 65T A®T hAgom- A7 hAaom-9°?

20.7 L4 TN PIANYIA LINGETT Phé- M ®L9° ANy (tavaht
Al tE AT A999°MF 9°% avf.l hANT SAN-?

21 ®L NOINAT? AINDNT P9aoM ZTL IANCTIA NACLS S PPCN ATR.U-9°
ML 2AOMNT T ao @M AA’LMNPOT Y0NS C0N0E-P T0NS-7 NHaoaht:-
21.1  A1OP P99LLID- av-néd- 9°7 A7L9%.av0A (1AO-A7

21.2 IACIOE

22 A7 @INAC @L 9°NC WAk HERI° OT - Lo he1rE higdhe 2C
AZITC W7 1PACTIA LNEF - PPCN ALT PULLLCID- AA T4 PIPNC

AT hA?



U. an U eage L]
A. 1A A7 A°T7 AT7LPI0T £10A?

A. haa ea-tamnt 9°a701 810%?

oo, hGLA- IC A4 1PAYTA PPCNGS P2l ALT  +en®1d AN
Adaoim T N@-70A 77 1.4t AL 9°F ALyl +AKT LahTAN?

LI AN? nh BINA?



W, ATLV7 06 N99LL7L ®PI° QAL LDL N INATD 1Led AL 9°7 ALYyt
ADMT7 AhhtA? ‘

0. L4 TN LUT ADT AZI9°NT 9° 70T ACI°EPT A.0NS L10A?



4. hngLh IC ald A%1LT4 (TG @71 1APINT aohhi P91LL7 PI°nC
AN PHALY aoP T ADNT?

v. eant9° [ annt
A. NANT PARYPE ALTT E1AAR?

. haANTF CATLNT 9°0720 1 @1AR?

oo, AMILTS AMGWET 1PATIOT 9L PI°NC AWIATDNT hAavAPPT ®PL9°
avA PP NN IOAT? Let AL 9°7 Al TART LUILL-A?



W, A@TATS AMLTT AN LINETL ovhhd PHALY PIPAC AIANINT
Noonim £LLTT ®BI® PALLIT £ I AN?

N. A@-T QAP A9°7 ADT LA RVT® 9°n72+T?

5. MLI°NC AIATDNT P9oom- TAINT NDLLON 9°n701 hé-OToS hNeTo-
N e ANHE @ POLNVTF D TICTS B 7T
v. 9°7% 9°1L ST m-



A, ATLY TACTS BIPrT ooFeTm N19°0C ANk AL 907 Al RO
LI e-N?

av, ATV TOACPT haodiny 0L ®EI° NALLIT £26 9°073e1 9°7 hWerh
AD-MT FR?

w. A@MT W)F¢ N3 Tm- I°7810-?



6. NRLA: IC POULTS TAZIOT NAHF®: PoLhOk PALALS PavlAN TICT::
. 9°7 9IS

A, ATLY TICT 09°NC WINTAT AL 90T Al HOAT PALA?

h. ACOAL MNN-AL ATLVT? PALALS PavlAN TICT Novdls £LL1T DL
PALLY T & I6T PO TTD-?

oo, RAYLVT LI6T NTILLAL ®LI° AATILLIP N9°nC WININE AL 9°7
AL A@-MTF haoM?

w. N9°NC AIATNE A A®-T hagoM 9°n7 0+ 918G Fm-?



. MLALTN ATLVT TICT AovPLES AOT AZI9°AN T 9°9° ool hAVT?

. gL IC A%154% INTI0TF POLNT PhT.hL0l KLh £7°0C AN
/Type of Counseling/?
. PheINTT A8t /Type of Counseling/ 9°7 hR'rl a7 hAdNT?

. hAgLte IC A%LSS IATIOT eLAM® AIATAT 9°7 LU L or@O&
AN +?




h. ACOL hNLLO IC ATLT4E IATTIA POAMm-T 489° P9°AC A1ATAT A9Thg
L1,

oo, POM-T A4 PI°NC WIATNTS LH NA%The?

w. hiche IC ATLEE AATINT  PULAM®. P9 AIATAFTS  (Type of
Counseling) Ll aom7 AL, 91,32 A0S T FICT 915 Tm?

Lo IIAP LUT TIC AovP L& PONSTOD @L9° LAMNGT® ACI°ELT AN-?



0. PONSTFD @LI° LAMNST® ACIEPT NI°nNC WIATIN-E AL 9°F ALTT
A@-MF Ahh+A-?

. eanta-t Aot hahn 9°0201 2000-

¢, MLLTN ALYTE ADT ATII°NT 9°7 ALY P9°NC A1NINT 1.LTS ARIE
109740 POLAT €960 LH 9°7F av9°AAS avlPF AANT?



Translation of the Questionnaire

Questionnaire for HIV counselors who provide counseling
services in VCT centers

1.6. Introduction

The purpose of this questionnaire is to collect information about HIV counseling.

The objective of the study is to assess HIV counselors’ understanding of the developmental
needs, concerns and problems of their adult clients, and to understand their counseling
provision techniques and their major problems during their attempt to provide the services in

the counseling services.

1.7. Terminology

The word ‘adults’ in this study refers to those who visited the selected VCT centers of Addis

Ababa and were provided with HIV counseling services from the centers.

More specifically, it refers to those clients, who have families, earn their own income and

shoulder different personal and social responsibilities.

1.8. Instructions

The questionnaire is divided into two parts.

The first part contains questions used to gather information that would help to understand the
personal information of the respondents. The second part is targeted at assessing the
respondents’ understanding of the physical, cognitive and psychological developmental

changes of adult clients in the counseling process.

I would like to thank you in advance for your cooperation and patience in filling out your

responses for the questions.



o v o

10.

11.

12

14.

I.  Personal Information
Age
Sex
Educational Level
Specialization
Work experience before the HIV counseling service
Have you been given any training to be a counselor?
7. If you were trained, for how long?
Do you have additional job(s) other than the counseling service?
9. If you have, please mention:
What is your rough estimate for the average number of your counseling clients per
day?
Your rough estimate for the total number of individuals you have provided counseling
since you started working as a counselor:
Do you plan to switch jobs if you get the opportunity (quit working as a counselor)?
13. Why?
For how long do you expect to stay in the counseling job?

15. Why? |



Il. About Counseling Services

16. Have you observed any physical differences that occur due to age and development

between your adolescent and adult clients?

16.1

16.2

16.3

16.4

16.5

16.6

16.7

Yes [ No O
If your answer is yes, what were they?

What implications do these differences have on the counseling

process?

1

Have you provided any assistance to your clients taking these

differences in to consideration? Please mention.

Did providing / not providing these assistances bring any change on

the counseling service? What were the changes?
If no changes were acquired, why not?

What is your recommendation to improve the counseling service

regarding this point?

17. Are there any problems of adult clients that are usually observed regarding nutrition

and their eating habits?

Iz T

17.2

17.3

17.4

17.5

Yes 0O No O
If your answer is yes, what were they?
What implications do these problems have on the counseling process?

Have you provided any assistance to your clients taking these

problems in to consideration? Please mention.

Did providing / not providing these assistances bring any change on

the counseling service? What were the changes?



17.7

What is your recommendation to improve ,the counseling service

regarding this point?

18. How do you describe your clients’, especially those who have non-physical (office)

Jjobs, participation in sports and physical exercise?

18.1

18.2

18.3

18.4

Have you provided any assistance to your clients taking this in to

consideration? Please mention.

Did providing / not providing these assistances bring any change on

the counseling service? What were the changes?
If no changes were acquired, why not?

What is your recommendation to improve the counseling service

regarding this point?

19. About substance and drug abuses: If there are commonly observed substances and

drugs used by your clients

19.1

19.2

19.3

19.4

195

19.6

What are they?
Its implication on the counseling service

Have you provided any assistance to your clients taking this in to

consideration? Please mention. !

Did providing / not providing these assistances bring any change on

the counseling service? What were the changes?
If no changes were acquired, why not?

What is your recommendation to improve the counseling service

regarding this point?




20. About the workloads of your adult clients:

201

20.2

20.3

20.4

20.5

20.6

20.7

Did the clients have made attempts to change their workloads after

they found out they were HIV positive?

What kind of change is expected from clients by the counseling

service considering their workloads?

What assistance is provided by the counseling service to bring about

the desired result?

Have you provided any assistance to your clients taking this in to

consideration? Please mention.
What changes did your assistances bring?
If no changes were acquired, why not?

t
What is your recommendation to improve the counseling service

regarding this point?

21. Is there an additional counseling service provision for people close to an counseling

client such as family, relatives, friends, colleagues, etc.?

51 0|

21,2

21.3

214

21.5

Yes 0O No O
If your answer is yes, what were they?
If no, why not?

How did the absence of such a provision affect the counseling

process?

Have you personally given any assistance for people close to your

clients? If you have, please describe.



21.6

217

21.8

What effects did your providing these assistances have on the lives of

your clients?
If your assistances were ineffective, why not?

What is your recommendation to improve the counseling service

regarding this point?

22. About the most common financial income related worries & problems faced by adult

clients

221

22.2

223

22.4

22.5

22.6

What are they?

What assistances are provided by the counseling service in this regard

(in alleviating such worries and problems)?

What personal assistances have you made in this regard?
What change(s) did your personal assistances bring?

If the assistances were ineffective, why not?

§

What is your recommendation to improve the counseling service in the

future in this regard?

23. About techniques (methods) used by adult clients to get help from other people when

they are faced with problems caused by the HIV virus

23.1

23.2

23:3

23.4

What techniques are frequently used by your clients?

Does the counseling service suggest such methods? If it does, what are

they?

If such methods do not exist, how did it affect your counseling

service?

What is your recommendation in this regard?



24. About unaccomplished targets and / or plans, due to the HIV virus, of adult clients

24.1

24.2

24.3

24.4

24.5

How much is this the cause for their worries?

What counseling provisions are there in this regard?
What changes were brought about by these provisions?
If the provisions were ineffective, why not?

What is your recommendation for the future in this regard?

25. About the responsibilities of adult clients related to raising children and family care

25,1

25.2

25.3

254

What problems are your clients commonly faced with in this regard?

What assistance do clients get from the counseling service on as to
how to pass these responsibilities to relatives and / or people close to

them?
If the assistances were ineffective, why not?

What is your recommendation for the future to effectively solve such

responsibility related problems?
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