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OPERATIONAL DEFINITION 

The foll owin g operati on definiti on is used in thi s study: 

oHIV cOllllselillg:- is a confidenti al dialogue between the cli ent and the coun se lor aimed at enabling the 

person to cope with stress and to make personal decisions relafed to I-IIV/AIDS 

(WI-IO/GPA,1994) . 

o Vollllllllry COl/llselillg ami Testillg (VCT) :- is the process by which an individual undergoes counseling 

enabling him or her to make an informed choice about bein g tested for I-IIV (UNAIDS, 

Ve T Technical update, May 2000). 

o Illtentioll of havillg VCT: - The ind ividuals plan to practice vo luntary HIV counseling and 

testing in the near future ( next two month) . 

o Illtelltioll of askillg partller to get VCT: - An indi vidual 's plan to ask a partner to seek for Voluntary 

HIV counseling and testing in the near future (next two month ). 

o Attitl/de: - An individual ' s predispos ition to respond in a favorable or un favorable manner toward a 

target. (i.e. of having Ve T for him/her se lf or for hi s/her partner/s). 

o Subjective I/orm :- The indi vidua l' s perception that significant others think him to do the behavior 

under study (VeT) as normative action. 

o Saliellt belief - The individual 's most important beli ef about the benefits of ha ving Ve T for him / her 

self or for hi s/her partner(s). 

o Evaillatioll of cOllJeqllellces : - The individuals subjective eva luation of the consequences of having 

Ve T for him/her self or for hi s/her partner/so 

o Perceptioll of r~ferellts sllpport: -The individuals perception of social support from specific reference 

others for performance of having Ve T or asking paltner/s to get Ve T. 

o Motivatioll to comply: - The individuals motivati on to comply with the specifi c referents' wi shes about 

performing HIV/ AJDS preventive behav ior. 
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ABSTRACT 

A cross-sectional study was carried out fro m Ma rch 2000 to Apr il 2000 among the age group of 15-49 year 

populmi on of Harar town. to determine the factors related with intention of Vo luntary HIV co unse ling and 

testing (VCT). A multi-stage sampling method was used to select 720 study subj ects fl'O m residents of 

Harar town. Both quantitative and quali tati ve data co ll ection methods were utili zed. 

More than three-fourth (85,4%) of the study subjects claimed to have intention of hav ing VCT; and about 

three-fou rth (73.9%) had intention of asking partner(s) to seek for VCT. On mu lti-va riate analysis condom 

use (OR=2J), not initiating sexual practice (OR=2,4), positive attitude (OR= 104) and sa lient belief 

(OR=1.2) towards VCT were positi ve predi ctors of intention of having VCT. Be ing never married 

(OR= 1.9), pos itive attitude (OR= 1.2), subjective norm (OR= I J) and sa l ient belief (OR= 13) towards VCT 

were positive predictors of intention of aski ng partner(s) to get VCT. On gender based multi-vari ate 

analys is being never married (OR=23) was sign ificant pred ictor on ly among male subj ects and not 

initiat ing sexual practice (OR=4. 7) was sign ifi cant predictor only among female subjects. Confidentia l HI V-

testing and face-to-face counseling by phys icians, trained persons and religious leaders were fo und to be the 

most preferred method of service delivery. Majority of su bjects could afford to pay less than 10 birr for the 

VCT service. The major reasons identifi ed for not having intention of VCT were fear of posit ive resu lt and 

stigma attached to AIDS. 

As cultural norms an d attitude towards VCT have sign ificant impact on acceptance of VCT, program 

implementers shou ld address the issue by involvi ng commu nity leaders and using community and cultural 

gatherings to advocate benefi ts of VCT, to reduce fear of pos itive resu lt and stigma attached to AIDS. To 

expand the service to the community at large cost issue should be well addressed. 
? 
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INTRODUCTION 

Since the pandemic of HIV/AlDS began a total of 50 million people have contracted HIV. By 

the end of 1999 nearly 34 million people in the Wor ld were li ving with HI V/AlDS (113 in the 

agesI0-24years) and 16 million adults and ch il dren had already lost their lives. 1 More than 95% 

of all HIV-infected people now li ve in the developing world, wh ich has exper ienced 95% of all 

deaths to date from AIDS.1 The Sub-Saharan Africa (SSA), that is home to only 10% of the 

world's population, contributes to 70% (23.3mi ll ion) of global total of HI V-positive people. 

UNAlDS estimated that by the end of 1999 a cumu lative total of around 23.4 million women 

had been infected with HIV worldwide, and out of those, nearly 7.7 million women had died of 

AlDS2 Since the beginning of HIV/AlDS epidem ic, globa lly, 3.6 million chi ld ren have died 

and 1.2 million children are li ving with If IV . About 5.6 million people (570,000 children aged 

14 and younger) became in fected with HIV and 2.6 million died due to AlDS during the year 

1999 1. Despite these alarm ing figures, A1DS is still blighting the lives of another 16,000 people 

worldwide every day, mainly targeting women, babies, and young people.3
. 4 

The UN AIDS report of 1999, revealed that the average adu lt prevalence of HIV for all the SSA 

was found to be 8%. According to the World Bank report of 1997, among the SSA countries, 

with the first and second rank were Zimbabwe (25 .8%) and Botswana (25%). Ethiopia was 

fo und at a 16th rank with 9.3% adu lt prevalence rateS 

1-!lV probably staJted to spread in Ethiopia in the early 1980's. The first ev idence of H1V 

infection was found in 1984, whi Ie the first two AIDS cases were reported in 1986 from the 

capital Add is-Ababa. 1
.4 Accordi ng to the Ministry of Health report, prevalence of HIV in ad ult 

popu lat ion, during 1984, was estimated to be 0.0% increased to 1.0% in 1989, to 3.2% in 1993, 



and to 7.4% in 1997: be ing 3% to 7% in rural and 15% to 19% in urban areas." These fi gu res 

showed that, in Ethiopia, preva lence of HIV in adult population is much higher in urban than in 

rural areas . By December 1999, the MOH Estimated that 3.2 million Ethiopians were li ving 

with HI V.' There are roughly an equal num ber of male and fema le cases. According to a study 

do ne by ENARP, in Addis-Ababa during 1996, the prevalence of HIV was highest in the age 

group of 25 - 29 year's.8 In our stud y area, Harar Town, the rate of H IV infection in 1997, was 

7.4% among the blood donors, which rose to 7.6% during 1998 9 

In developing countries HIV/AIDS wil l have an impact on hea lth, agriculture and industrial 

sectors. Thi s is by consuming considerab le proportion of hea lth budget and reducing the 

number of health care workers; by eroding the product ive force of the agriculture sector thus 

jeopardizing the food security of the surviv ing members; by increas ing absenteeism it lower 

productivity and higher health-care cost in industry and business sectors 2 Epidemic of HIV 

infection has also considerable impact on education sector: it is erod ing the supply of teachers 

and thus increasing class sizes; death of parents or long-term illness reduce availab le money for 

school fees resulting high drop-out of school.2 There fore the develop ing world, speciall y SSA, 

promising econom ic potential will be undermined by the trag ic loss of generation. II 

HfV can be transmitted through contaminated blood and blood products; from a mother to her 

offspring (d uri ng pregnancy, child-birth, breast-feeding) ; or through sexual contact. !O In the 

Sub-Saharan Africa, it is important to note that the main mode of transmiss ion in the ad ult 

popu lation is heterosexual contacts while over 90% of infect ions in children resulted from 

mother to child transmiss ion. Women contribute for 55% of all HI V-positive ad ul ts.! 
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Until now there is no vacc ine or curative drug for I-IIV/AIDS,6 therefore, strategies for 

prevention of sexual transmiss ion should include reducing the number of sexual paltners, 

assuring that partners who are chosen are of the lowest ri sk poss ibl e, and reducing the efficacy 

of sexual transm ission th rough use of condom and control of STDs.II 

Early in the epidem ic, people be lieved that they could not become infected from healthy 

looking sexual partners. Even after many people got the knowledge that healthy person could be 

a carrier, choos ing non-ri sky partner is difficult without I-IIV-testing6
.

11 On the other hand in 

most African countri es the barrier method, the male condom, that has practical usefulness to 

protect aga inst HIV and other STDs has its own limitation such as, religioll s disapproval, 

perceived reduce sexual sati sfaction, distribution and storage problems.6 

Therefore, mutual monogamy with a known sero-negative partner is the most eFrective way to 

avo id risk of sexual I-IIV transmiss ion. Th us Vol untary I-IIV Counseling and Test ing (VCT) 

should be available for those groups unwilling 10 use condoms so that the soc ielalnorm should 

be changed towards this practice. I I DifFerent intervention programs implemented in develop ing 

countries includ ing few AFrican countries revealed that ongo ing I-1IV-counse ling and testing 

was positively assoc iated with risk-reduction behaviors, both in inrected and non-infected 

individuals. 12.13,14 Intervention programs implemented to reduce Mother to Child Transmiss ion 

or I-1I V; VCT co uld be an entry point to make anti viral therapy ava il able For I-1IV-positive 

pregnant women and also helps to avoid unintended pregnancy. 1315.16 Voluntary I-1IV 

counse ling and testing cou ld also be an important step towards normalizing the attitude and 

remove the stigma to HIV/AIDS. 13 
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Despite the hi gh concentration of HIV-I in the SSA, few people current ly have access to VCT 

service, which have been shown to reduce HIV transmission. 17 In Eth iopia, vc r fo r HIV is 

inc luded as one of the strateg ies of l-llV/AIDS prevention, in the recently approved HIV/AIDS 

Poli cy.IS Until recent ly, a total of 75 HIV testi ng centers and 1907 counselors were registered, 

nearly 70% with in government hea lth inst itu tions. I-IIV-Voluntary Counse ling and testing was 

vi rtua lly non-ex isten t in the country but just starting in government hospita ls and private clinics 

in Addis Ababa. 19 
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LITERA TURE REVIEW 

Review of VeT related research 

Since the test of ant ibody to human immuno-deficiency virus (HIV) was first made wide ly 

ava ilable in 1985, public health authorities have faced an evolving dilemma of how to use thi s 

toll to prevent the spread of HIV and ultimately slow down the epidem ic of acq uired immune­

deficiency syndrome (AIDS). Initially there was a concern about accuracy of the test and the 

potential for fa lse positive results. But as the epidemic evolved, testing quality was improved 

due to emergence of highly sens itive and specific testing reagents use of different testing 

algorisms. Counse ling procedures was also improved with emphas ize of confidential ity of the 

test result. 19 Later on a broad consensus emerged that, expect in a few well-defined 

ci rcumstances, peop le should be tested only with their informed vo luntary and specific 

consent. 20 Subsequently, during the late 1980's, counse ling and testing for HIV had become a 

corner stone for comprehensive prevention programs and also helped treatment efforts in most 

industrialized countries,I9 

Later on, different interventions showed that HIV-counsel ing and testing based on knowledge 

of thei r antibody status; enables individuals to make in formed choices; helps them to change 

behaviors that may put themselves or others at risk fo r HIV infection, take act ion to prevent 

peri-natal transmiss ion once persons learn they are in fected, and also to seek earl y medical care 

if they are HIV_pos itive.' 9
.
2

1.22.23 VCT may also enable people to cope with anx iety, because 

early detection of HIV-infection may lead to an effect ive psychological support. 24 Susan All en, 

in her stud y among 1456 childbearing women in Kigali , Rwanda, reported that a confidential 

H IV -VCT Program was associated with increased use of condoms and red uced rates of 

Gonorrhea and I-IIV in urban Rwandan women.25 From another study done in Kigali, Rwanda, 

5 



Voluntary H IV -Counse ling and Testing of couples has also been reported to be more acceptab le 

and resulted in beneficial long-term eftects on condom use and 1-1 IV-related communication.26 

Different stud ies showed that acceptance rate of HIV-counseling and testing service varies in a 

wide range. In the developed world, acceptance rate of 79% was reported from a study done on 

STD clin ic patients, in South Carol ina in 198927 From study done in New York among 

pregnant women, out of 17,731 pre-test counse led women, 6768 (38%) agreed to test of which 

6104 (90%) actually tested]} According to the results of a multi centre study done in London 

during I 995/96,uptake of antenatal HIV-testing ranges from 3.4%- 51.2%.28 In the develop ing 

countries, study done among pregnant women in 13 urban centers (Burkina Faso, Cote d' ivoire, 

Kenya. Tanzan ia, Malawi , Zambia, Zimbabwe, South Africa and Thai land), showed that 

acceptabi lity of VCT varied between 33 - 95%.17 In Tanzan ia, 54% acceptance rate was 

repOited from a study done among rural commun ity. 29 From a study done in 1991 among 

pregnant women of Nairobi, it was found that 54% of pregnant women requested for I-IIV­

testing30 A 37% willingness to accept HIV-testing, out of which 9.3% practi ce of HI V-testing, 

was reported from study done among urban and rural community of Zamb ia 31 

Accord in g to a decade rev iew of HIV-test ing and counseling practices in USA, factors that 

influence acceptance or refusal of VCT could be characterized as soc io-demographic, cognitive 

and behaviora l, and orga ni zation of the VCT service de l ivary.19 

Socio-delllograplt ic variables 

From three different studies done on prenatal population of developed world, acceptance of 

rout ine I-IIV-VCT has been assoc iated with being less than 25 years age32
,33.34 In the Abidjan 

study among pregnant women, refusal of testing was associated with older age greater than 35 
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years3S In Uganda, majority (53%) of VCT users were in the age group of 20 to 29 years.36 

Lowest acceptance rate of VCT was reported in adolescent age group of 15 to 19 yea rs from a 

Zambian community based study." Significant association of acceptance of VCT was found 

with marital status, being single and level of education below grade-12 among pregnant women 

of Atlanta in 1989.32 

Knowledge, attitude al/{I beilavior variables 

Various studies have shown that acceptance of vcr is influenced by attributes such as good 

know ledge of HTV-transmiss ion and prevention, pos itive att itude towards HIV-testing and 

high-risk sexua l practice . Significant association of acceptance of HIV-testing and counseling 

with good Knowledge of HIV transmiss ion and prevention was reported from study done 

among male factory workers in Ethiopia and pregnant women in Abidjan and Bubo.35.37 Other 

researches have demonstrated that having high awareness of the benefit of HTV -test ing among 

pregnant women in Edinburgh ,'4 positive attitude towards HIV-testing among pregnant women 

in Atlanta and STD Patients in South Caro lina,27.32 perception of being at high-risk from the 

Zambi an Comm uni ty based study and among Ethiopian male factory workers,32.37 and 

perception of partner being at high-risk among pregnant women in Atlanta32 were reported to 

be significant correlates of testing behavior. Acceptance of testing was significantly associated 

with higher number of sex partner in the past in Zambian community based stud/ i with past 

hi story of ri sky sex among obstetri c clients in the Californian study.33 Significant association of 

test refusal with having HTV -positive result was also reported among pregnant women of 

Abidjan3S and STD clinic patients of South Carolina27 
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Orgallizillg VCT service delively 

Ronald O. Valdi serri reported that the organization of a testing system described as the process 

one goes through to acquire testing services, the type of diagnostic test used, the process 

required to recei ve test results as we ll as the place where the test is offered can influence HlV 

test-seeking behavior and test-receiving outcomes.19 

According to Ronald O. Valdiserri ' s reView, in the USA, the importance of keeping HlV 

counseling and test ing both voluntary and confidential have been of paramount public health 

impOltance since the antibody test first became availab le.19 From a population-based survey in 

urban and rural Zambia in 1995, concerns about confidentia li ty and length of time waiting for 

test result contributed to the low utilization rate ofHIV-testing.3J 

Modalit ies such as rapid testing, which can increase serv ice utilization by eliminating the need 

for a subsequent vis it for test result, have been successfull y implemented both in developed and 

developing world settings .19
,38 A Ve T interventional study on rap id HIV testing method done 

among married couples in Lusaka, Zambia, revea led that there was significantl y increased 

number of persons who learned their test results and was assoc iated with less fear; as it was 

compared with study done in married couples who recei ved HIV-test result in a subsequent 

post-test counsel ing visit 38 From study done during 1993 in Texas among anonymous H IV­

testing and STD clinic service clients, it was repOlted that rapid testing resul ted in an increase 

in the number of persons learning their sero-status (4% and 16% increases for uninfected and 

infected cli ents respectively) and a cost saving of US $ 11 ( 10%) per test and US $280 (74%) 

per person rece iving resu lts and counseling .39 
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Redu c in g the pri ce of VCT for those who cannot pay could increase utilization of HI V-testin g 

and counse ling.'o In Uganda, where c li ents pay fees for Hiv test ing, " free day" program 

resulted in in creased utilization ofV CT service by young people, wo men, and co uples. 41 On the 

same line, demand fo r testing co ul d be in creased by offerin g testin g services in access ible 

locati on. To make HI V counseling and testin g service user-fri endly, it shoul d be pac kaged to 

meet the need of spec ifi c c lient groups. In Uganda, HIV testing service for low-income women 

was integrated with read il y available chil d-care service 4I Y. M. Kim from hi s research on 

qua lity of counseling of young clients in Z imbabwe mentioned that young people mi ght avo id 

or fear to seek advice at hea lth facilities because of legitimate concern s about pri vacy and 

prov iders attitudes.'2 From a rev iew of different studies don e during the prev ious decade in the 

SSA countries: Zambia, Ugand~, Malaw i, Mozambique, South Afri ca and Centra l Afri can 

Republ ic; in vo lving trad iti ona l healers and reli gious leaders in Hiv Counse ling after giving 

enough training showed signifi cant result to expand v CT servi ce in a given cOlllmunity43 
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Conceptual framewoJ'k 

Afier HIY antibody testing and coun seling became ava ilable in 1985, Initia ll y the major 

co ncern was about accuracy of test and the potentia l for fa lse positive results. But as the 

ep idemic evo lved, co unse ling and testing qualities and procedures were im proved, the 

acceptance o f testin g was increased and th e service was widespread 2J
,44 However, findings of 

different studies showed that for various reasons the acceptance rate of VCT among se lected 

population groups varied in a wide range. 

The limitation of prior studies to expl ai n a great deal of the variation in HIV ·testing behav ior 

has been the lack of appropr iates theories and models of utili zation." T herefore, conceptua l 

models a re needed that incorporate the range of factors related to HIY·testing behavior, 

includ ing psycholog ical, the soc io·demograph ic and the ro le of po li cy incentives ." Other 

researchers also menti oned that psychologi sts have been seeki ng to understand AIDS-risk and 

AIDS-preventive behav ior s ince th e beg inning of the ArDS epidem ic, but psycho logica l 

research on these top ics has ofien relied on informal and ad-hoc conceptualization. Thus a 

systematic application offonnal psychological theory in thi s area is essential.45 

Most theories underl ying the mode ls and frameworks used in !-IlV / A IDS prevention were 

deri ved from socia l psychology and concepts of communication 4 6
.47 For thi s particu lar study, 

which ma in ly a ims to assess intention towards a specific behavior, the cognitive model s were 

found to be more appropriate. Cogn itive theorists emphasize the role of subjective hypotheses 

or expectations held by the subj ect. Behavior, in thi s perspecti ve, is a function of the subjective 

va lue of an outcome and of the subj ective probabil ity or expectation that a palt icular action will 
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achieve th at outcome.'s Thus exp lanatio n fo r behav iora l change a ll focus on things that go on 

ins ide peop le's heads: their knowledge, beli efs, attitud es and perceptions of others.46 

Wh ile there are many varieties of suc h theor ies of cognit ive models, the fo ul' theories of health 

protecti ve behav ior, whi ch emphas ize on beli efs about hea lth hazards and hea lth protecti ve 

behav iors are probab ly used more freq uently than any other type of models in research on 

hea lth behavior49 These are the Health Be lief Model, the Theory of Reasoned Action, 

Subjecti ve Expected Utili ty Theory and Soc ial Lea rning Theory49 

The Hea lth Be lief Mode l (HB M) is a comm only utilized socio-cogni t ive model of behav ior. 

Accord ing to thi s model, prevent ive hea lth behav ior is a fu nction of perce ived severi ty of 

illness, perce ived benefits fo r tak in g and barri ers fo r engag in g in a hea lth action49
•
so 

Comparison of Social Learning Theory (SLT) with the HBM shows that th e two theories have 

mu ch in common except that SLT incorporate the self-effi cacy concept into the model4 s 

T he Theory of Reasoned Action (TRA) differs from the HBM and Social Learnin g Theory by 

cons idering a much wider range of conseq uences of continuing the current behav ior and by 

co nsideri ng a wider range of consequences of the alternative behav ior under considerat ion49 

On th e same line, other researchers a lso po inted out that the "Theory of Reasoned Action is a 

hi gh ly developed theory. It not onl y ident ified and de fines key variables that affect a person's 

intentions to act but a lso identi fi es the seq uence of var iab les and the ir interrelationshi ps that 

predict the behav ioral intentions"S I The T heory of Reasoned Action (by Ajzen & Fishbein) is 

utilized by the current research to guide in vestigat ion of the psychologica l determinants of 

ind ivid ua l's HI V/AIDS preventive behaviors and behav ioral intentions. (See fi gure-I ) 
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Atti tude .... 1--- perceived consequence. 
(Salient belief / Eva/JIG/ion Q( consequences) 

Behavior <41- Tntention""l ... t--____ -Socio-demographic 

(orpraclicillg VeT) \ -Knowledge of HrV 
-Previous sexual Practice 

SoCial norllls +-- Perception of others 
(Considering VCT as a l1orm ) (Salielll referellls wish J Motivation 10 comply) 

Figure I . Conceptual Model used in the study 

According to this theory, first behav ior is a functi on of individual's behavioral intention to 

perform a particular preventive act. Second, behaviora l intentions in turn al'e ass umed to be a 

function of the individual 's attitude and perceived social norms toward performance of a 

parti cular action. Accord ing to the theo ry, an indiv idual s attitude towards performance of a 

particular AIDS preventive behavior, Voluntary Counseling and Testing for HIV in this 

particular study, is a function of the individua l's beliefs about the consequences of performing 

the behavior, multiplied by hi s or her evaluations of these consequences. In parall el fa shion, the 

model holds that an individual's subjective norm is a fu nct ion of his/her perception of social 

support from specific reference others for performance of a preventive behavior, multiplied by 

hi s a her motivati on to compl y with these referent wishes.45 Recentl y UNA IDS reported that 

HIV/AIDS preventi ve behavior not only depends on cognitive variables but also on contextual 

factors li ke government policy, culture, socio-economic status, gender issues and spirituali ty47 

Hence in add ition to the theor ized cognitive variable, the conceptual model of the study 

incorporates as contextual facto rs: soc io-demographic, knowledge about I-IIV and sexual 

practice variables to look for relat ionsh ip with the outcome variable. 
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From the study done by Fi sher and his co ll eagues intentions did predict the behavior of 

personally gett ing an I-IIV blood testing in every case in which this rel ationship was stud ied. 45 

The findings Fisher and hi s co ll eagues strongly confi rmed the theoret ical relat ionship of 

behavior and intention, that is, AIDS preventive behaviors where predicted by behavioral 

intentions in vast majority of the prospective tests of thi s relati onships. Ana lys is of att itude and 

subject ive norm on intention ind icated that intention to engage in nearly every AIDS-preventive 

behav ior under study were a function of both attitude towards the act and subjective norms and 

attitude and norms accounted for a considerab le proportion of the variance in intenti ons across 

the behaviors and popu lation under study.45 

In Ethiop ia, VCT service is not available to the community at large and it beginning in the 

capita l Addis Ababa in some public hospitals and private clinics. Yet, very little is known about 

factors that influence uti lization of VCT service. This study is carri ed out mainly to estimate the 

intenti on and to provide an insight to those factors assoc iated with Voluntary I-IIV-co unseling 

and testing, among the age group of 15-49 years urban comm unity of Eth iop ia 
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OBJECTIVES OF THE STUDY 

General 

The objectives of this study are to assess the intention of having VeT and requesting a partner 

to get VeT, and factors associated with, among the age group of 15-49 years population of 

Harar Tow n. 

Specific 

• To estim ate the propOltion of study populati on who has intention for voluntary HIV­

counseling and testing. 

• To describe the knowledge about HIV/AIDS transmission and prevention and assess 

previous sexual pract ice of the study population in relation to intention of having VeT and 

asking partner to seek for v e T. 

• To assess the attitude towards VeT and the level of perception of veT as a social norm by 

the study population and factors related with att itude and perception. 

• To identify soc io-demographic and cognitive factors related to intention of practicing VeT 

and asking pmtner to seek for VeT. 

• To identify the vo luntary HIV counseling and testing delivery schemes preferred by the 

study population. 
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METHODS AND SUBJECTS 

Study design 

This is a cross-sect ional study carried out to assess intention of having VCT and aski ng paltner 

to seek for VCT and factors related with these intentions, among the 15-49 years age group 

population of Harar town, from March to April 2000. 

Study area 

Background injorlllation 

Harar is one of the oldest and historical cities of Ethiopia located 525 km. East of Addis-Ababa. 

It is the cap ital of Harari Region with an area of 17.2 sq. km and altitude of about 1800 meters 

above sea level. Harari Region is situated in the eastern highland of Ethi opia.9 According to 

1994 census, the population of the Region as of July 1999 is esti mated to be 154,974 of which 

93 , 11 3(60.2%) is urban (the town of Harar) and 61 ,681 (39.8%) is rural. Out of the total 

residents of Harar Town 54, 940 (59%) are those in the age group of 15-49 years. The major 

ethnic groups based on population size of the town are Amhara, I-Iarari, Oromo, Guraga, Somali 

and Tigrea. During 1994 census 80% of above 5 year population were claimed to be I iterate. 52 .53 

Currently, the town is divided into 19 kebeles (lowest adm ini strat ive area). (Annex-I). There 

are 5 hospitals, 8 health stations{ 3 are factory c lini cs) and 5 NGO clini cs 9 

Study population 

The so urce pop ul ation consisted of all residents of Harar Town and the study population was 

res idents of the town aged 15-49 years. The in clu sion criteria used for enro lment of eligible 

respondent were, being in the age group between 15-49 years and those who resided in Harar 
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lawn fo r 6 months prior to the study date 0 1' intended to live for more than 6 months beg inning 

the date of interv iew. 

Sample size 

The sample size was estimated considering, an estimate of 50% demand rate for VeT among 

the age group of 15-49 years, giving any particul ar outcome to be with in a 4% margina l erro l', 

and with a 95% confidence of certa inty (a lpha =0.05). Based on these, the actual sample size 

was calculated using the fo rmula for cross-sectional studies, that is: -

where, 

N = (ZU/2)2 P ( I-P) 

d2 

P = the preva lence of intention of testing (0.50 ) 

d = marginal errol' between the sample and the population (0.04 ) 

Zuh = critica l va lue at 95% cel1ainty ( 1.96) 

The ca lcul ated sample size was 600, adding a 20% contingency; the overall requi red sample 

size was 720. 

Sampling procedure 

Select ion of study subjects was done using a multi-stage sampling procedw:e from the study 

population (see fi gure-3). To accommodate th e major ethnic group in the town, the town was 

di vided in to th ree strata using the previous government high admin istration unit ca ll ed 

·'Keffitegna". Three kebeles from each stratum (total ly 9 kebeles) were identi fi ed using simple 

lottery method. The sam pling fraction fro m each selected kebele was determ ined proportional 

to the total populati on of each kebe le. 54 Second, systematic sampling method was employed to 

se lect the household from each kebele, where the sampling interval was the total number of 
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house-holds in each kebele (H) divided by the corresponding number of house-holds to be 

interviewed in each kebele (h) (Annex-2). The first household to be interviewed was identified 

from kebe le house-number using simple rand om numbers. The next househo ld was identifi ed 

systematically [ (H/h)'h household 1 by go ing c lock-wise direction. If more than one eli g ible 

respondent are identifi ed in the selected household , only one subject was chosen by s imple 

random se lection process using lottery method. In case no eli gible subj ect was identified in the 

selected household , the interviewer went to the next household in c lockwise direction , until 

helshe will get a gender matched eligible person. 

All Kebeles in Harar Town 

Simple random method 

Nine Kebeles (Three from each stratum) 

Systematic random sampling method 

h number of households from each kebele 

Simple random method 

One Respondent from each household 

Figure 3. Sampling procedure of study subjects. 
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Variables 

The ro ll ow ing vari ables were used to fulfill the object ives of th e study:­

Dependent vlIriables:-

- Intent ion of hav in g YCT 

- Intenti on of ask in g partn er/s to get yeT 

Independent Variables: -

These are Socia demographics: age, marital status, ethni c grou p, re li gion, educati onal level, and 

em ployment status; Cognitive variables: the ind ividual's knowledge about HIY/AlDS, attitudes 

toward s YCT, the individual's perception of YCT as norm at ive action, sali ent belief and 

evalu ati on of consequences YCT, perceiving YCT as sa li ent referent ' s wish and motivation to 

comply with those w ishes. Initi at ion of sex ual contact, number of pminers during the past one 

year and use of Condom during the past one year were practi ce variables. System Related 

variables: methods of test entry, by whom to be counseled, method of result delivery, level of 

payment abi lity were used to assess preference of serv ice de l ivery systems. 

Qualitative data 

Focus Croup Discussion (FG D): - As a qualitative survey, a total of 10 FGDs were carried out. 

Selection of FGD p3lticipants was made usi ng a non-probability or convenient method. One 

group of hea lth workers li'om 5 hosp ita ls and one group of re i igious leader were formed from 

different reli gious group in the town . The rest eight FGDs were carri ed out am ong 15-49 year age 

se lected fi'om those kebeles not used for quantitative data collection (QDC). Grouping was 

made based on age ( 15-24 and 25-49 year) and gender, two groups formed for each category. 

Previously experienced moderator and note-keeper conducted all FGDs using topic guide (see 

Annex-3). The purposes of the FODs were to obtain an in-depth in fo rmation on the knowledge, 
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att itude and perception about yeT, to have an insight on preference methods of service de livery, 

reasons for accepting or refusing yeT service and to identi fy cultural and re li g ious practices in 

the study population that cou ld be utilized towards yeT service expans ion. (Description of the 

Focus Group Discussion and keynotes presented on ann ex-4) 

Data collection instrument 

Quantitative data was co llected us ing standardized structured questionnaire (see annex-5). The 

questionnaire was first prepared in English and then translated to Amharic and retrans lated to 

English by different indi vi duals to check for conceptual equ iva lence. 

The Amharic version questionnaire pre-tested on respondents in the same age group to the 

study subjects, among Kebeles not included in the study. The questionnaire was tested for 

clarity, acceptabi lity, flow, repetition and time required interviewing one respondent. Based on 

the pre-testing result minor modification of wordings and phrases was made on the questions 

pertaining previous sexual practice and intention of having and asking partner for yeT (see 

annex-G). 

Management of data collection 

Eighteen interviewers (9 male and 9 female) whom were 12th grade complete and had previous 

experience or data collection were recruited from the study area. Al l interv iewers were trained 

for 4 days by the principal investigator on the administration of the questionnaire and field 

supervision was made by three supervisor recru ited from the Harari RHB. The entire 

Questionnaires were edited after data co ll ect ion by the supervisors, correct ones were submitted 

to the principal investigator for final checking. The incomplete ones were returned back to the 
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specific interviewers to be co rrected by rev is iting the respondent. Three repeated vis its were 

made in cases of unavailabi lity of the selected person. 

Data entry a nd Analys is 

Data was entered into a computer using SPSS Version Gand 10 software program . After 

clean ing the data set, frequency distribution was obta ined fo r each variab le. Mean and med ian 

scores were calcul ated for knowledge about HlV/AIDS, attitude, perception and beliefvariables 

and distr ibution of normality was tested using computer program. For each knowledge question 

one point given for correct and ze ro point fo r incorrect response. For the rest of the behavioral 

variables, Likert-sca led statements that required respondents to indicate if they strongly 

d isagreed , di sagreed, undecided, agreed, or strong ly agreed were given I to 5 points 

respect ive ly. A sum of score was obtained for those vari ables assessed by more than one 

statement. PropOltion of preference of service delivery systems was descri bed. Odds ratio were 

used to look for statistically s ign ificant associati on between categorica l exp lanatory vari able 

and out-come vari ab les. Since the distributions of the cogniti ve variable scores were skewed, a 

non-parametric Mann Whi tney-Willcoxen test was performed to compare med ian score of 

cognitive vari ables and Spearman 's rank correlation test was carri ed out on continuous 

variables. Mu lti-variate analyses using logistic regress ion model were carried out on the two 

dependent va riables. The analys is of the relationship of a ll vari ab les with the outcome va ri ab le 

had been performed for male, female and tota l study subj ects.55 

Ethical consideration 

Ethical issues were seen durin g the research proposal and approved by the eth ica l clearance 

committee of the Addis Ababa Univers ity Med ical Faculty. The Regi onal Health Bureau has 

perm itted th e conduct of the study ancl wrote fo rmal letter to a ll se lected kebe les. All 
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• 
interviewers were trained how to obta in informed consent 1"0111 each respondent. Prior to each 

interview took place; a written consent form was read to each respondent to obta in hi s/her 

agreement (a nn ex-4). All interviews took place privately at place and time chosen by the 

respondent. Respondents were not requi red to tell their name and giving a fal se promise to the 

respond ents was stri ctly forbidden. To keep max imum co nfi dentia lity of th e information 

obta ined, all co llected data was kept in locked and secured cab inet. 

Benefit to tlte study poplI/atioll 

After completing the data collect ion community sens iti zation program was lau nched by the 

study team with the co llaborat ion of the Regiona l Health Bureau. The In fo rm ation g iven was 

about Hiv/ AIDS transm ission, preventi on, benefits of veT and community based Hlv­

prevention intervent ion program s. T he Regional Hea lth Bureau and other involved groups 

benefited by getting the result of the study and by being involved in the research activity. 
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RESULTS 

A tota l of"720 study subjects (equal number of males and females) were identified from a ll 15 

to 49 yea rs age residents of I-Iarar Town, using a multi -stage sampling procedure . 

/ 

Socio-demographic characteristics 

T he socio-demographic characterist ic of the sample population is summari zed in Tab le- I. The 

majority of the study subj ects 364 (70.2%) were between 15-29 years of age. The mean age 

( I SO) was 26 (8 .2) years and the median was 24 years. Majority of the study subjects 

462(64.2%) were from Orthodox religion and Amhara ethnic group 443 (6 1.5%). Most of the 

stud y subjects 453 (63%) had attended high school education, and 280 (38.9%) of the 

respondents were employed. 

Knowledge about HIV/AIDS 

/I total of ten true-false questions were included assessing the knowledge status of the study 

population about HIV/ALDS transmiss ion, prevention and misperception . Proportion of the 

study popu lat ion that responded correctly to each Knowledge questions compared by 

ed ucationa l status is presented on Table-2. There was a significant difference with regard to 

knowledge statu s about transmission of HIV via breast milk, unsteri le su rgical in strument and 

sharing of razors or toothbrush . T here was also a s ignificant difference on the know ledge status 

o f being an I-UV carrier without being AIDS patient and the misperception that mosquito cou ld 

transmit HIV. Out of the total 720 study subj ects, 334 (46.4%) gave correct answer to all and 

303 (42. 1%) to two out of three questions perta ining about HIV prevention; 528 (73.3%) gave 

correct answer to all and 171 (23.8%) to three out o f four questions pertaining to routes of HIV 
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transm iss ion. 358(49.7%) of the respondent s gave correct answer to all 282(39.2%) to two out 

of th ree HI V misperception questions. T he mean score ( I SO) fo r the tota l ten knowledge 

questi ons about HIV/AlDS was found to be 8.40 ( 1.34), with a median score of 9.0 within the 

range of 0 to 10. The median tota l knowledge score for male subjects is 9 and for fema les 8, 

with stati stica ll y significant difference (P <0.00 1) (tab le 4). 
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Table I. ----­Socia-demographi c characteri sti cs of total study subj ects and by sex. 

Harat' town , Ma rch 2000. 
" 

Tota l (n- nO) Male (n-3 60) Female (n- 360) 

Characteristics Freq. (%) Freq. (%) Freq. (%) 

Age (years) 
15-19 180 (25.0) 93 (25 .8) 87 (24.2) 
20-24 184 (25.6) 100 (27.8) 84 (233) 
25-29 148 (20.6) 68 (18 .9) 80 (22.2) 

30-34 n (10.0) 30 (8.3) 42 (1 1.7) 
35-39 63 (8.8) 30 (8.3) 33 (9 .2) 
40-44 43 (6.0) 20 (5.6) 23 (6.4) 
45-49 30 (4 .2) 19 (5.3) II (3 .0) 

Mari ta l status 
Never marr ied 352 (48.9) 210 (58.4) 142 (39.4) 
Current ly married 326 (45 .3) 137 (38 .0) 189 (52.5) 
Divorced Iwidowed 2 (5.8) 13 (3 .6) 29 (8 . 1) 

/Separated/ 
Ethnici ty 
Amhara 443 (61 .5) 217 (60.3 ) 226 (62.8) 

Oromo 114 ( 15.8) 60 (16.7) 54 ( 15.0) 

Harari 87 ( 12.1 ) 48 ( 13.3) 39 ( 10.8) 

Guragea 41 (5.7) 18 (5 .0) 23 (6A) 

Others 35 (4.8) 17 (4.7) 18 (5.0) 

Religion 
Orthodox 462 (64.2) 240 (66.7) 222 (61.7) 
Muslim 187 (26.0) 94 (26 .1 ) 93 (25.8) 

Others 71 (9 .8) 26 (7.2) 45 ( 12.5) 

v 

Educational s tatus 
II I iterate/write/read 68 (9.4) 5 (1.4) 63 ( 17.5) 

Grade 1-4 19 (2.6) 9 (2 .5) 10 (2.8) 

Grade 5-8 151 (210) 63 (17.5) 88 (24.4) 

Grade 9-1 2 453 (63.0) 256 (71.1 ) 197 (54.7) 

Above 12 grade 29 (4 .0) 27 (7.5) 2 (0.6) 

E mployment status 
Emp loyed 280 (38.9) 193 (53.6) 87 (24.2) 

Unemployed 440 (61 I ) 167 (46.4) 273 (75 .8) 

• NS - P-Va lue ~ 0.05 
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Table-2 Result of knowledge about HIV/AIDS by ed ucation status amo ng study subjects in 

Harar Town, March 2000. 

Number and percent of study subj ects responded correct answer 

Knowledge item Tota l G rade 0-8 Grade 9+ 
n=720 n=238 n=360 p-

n (%) n (%) n (%) Value 
I.I-II V could be transmitted by 

Pregnant- women to unborn baby 
690 (95.8) 226 (95.0) 464 (96.3) NS 

2 . HIV cou ld be transmitted by 

breast- milk to infant. 
522 (72.5) 134 (56.3) 388 (80 .5) 0.000 

3. HIV could be transmitted by 

Unsteri le-surgica l instrument 
425 (59.0) 106 (44.5) 3 19 (66.2) 0.000 

4.HIV could be transmitted by 

Sharing of razors or tooth-brush 
578 (80 .3) 180 (75.6) 398 (82.6) 0.035 

5.Abstinence prevent 

sexua l- transmission of HIV 
509 (70.7) 157 (66.0) 352 (73.6) NS 

6.Condom cou ld prevent 

sexual transmission of HIV 
555 (77. 1 ) 186 (78.2) 369 (76.6) NS 

7. A person could be a carrier of 

HIV without ha ving AIDS. 
330 (91.7) 211 (88.7) 467 (96 .9) 0.000 

8. Mosquitoes could transmit 

the HIV 
355 (98.6) 230 (96.6) 479 (99.4) 0.012 

9.H1V could be transmitted by 

hand-shake 
355 (98.6) 233 (97 .9) 475 (98.5) NS 

10. Shari ng of household utensils 
332 (92.2) 219 (92.0) 455 (94.4) 

have no risk of HI V transmission. 
NS 
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Sexual practice 

Out of 720 study respondents, 5 12(7 1 %) repOlted previous history o f sexual contact (255 ma les 

and 257 females). Among th ese 5 12 respond ents, wh o had previous sexual intercourse, 

260(50.8%) c la imed to have the first sexual contact between the ages 15- 18 years. The mean 

age ( I SO) of sex ual initi ation was 18 .73 (3.2) years (median: 18 years and the range: 9- 37 

years). Females had significantly lower mean age ( 18.2 1 years) compared to that of males 

(19.26 years) . Among those with hi story of previous sex ual contact 43 1 subj ects (2 14 male & 

2 17 fe male) had sexual contact during prev ious one year. Among these 43 1 subjects, 79 

( 18.3%) claimed to use cond om a lways, 77 (17.9%) used condom sometimes and the rest 275 

(63.8%) never used condom. Further more 60 ( 13. 7%) subjects (52 male & 8 fe male) reported 

that they had more than one sexual partner and 37 1 (86.3%) reported that th ey were limited to 

one sex partner. The difference in the rate o f condom use and number of pa.tners by sex was 

stat ist ically s ignificant. (Table-3). 

Intentions of Voluntary Counseling and Testing 

Out of lhe Iota I 720 study subj ects, 6 15 (85 .4%) had intention of having Ve T; which was about 

86%of the ma le and 84.4 % of the female study subj ects. Out of the tota l study subjects, 530 

(73.6%) had intenti on of askin g partner/s to get Ve T; which was 73.3% and 73.9% of the male 

and female subj ects respecti ve ly. There is no s ign ifi can t difference in the proporti on of both 

intend ers of hav ing Ve T and intenders of ask in g partner to get VeT between th e two sexes. 

But the median score of majority o f cogniti ve variables of the two sexes have stati st icall y 

s ignifi cance di ffe rence (Tab le -4). 
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Table-3 Previous one-year sexual practice of sexually active study population among the 

tota l and by sex. Harar Town, March 2000. 

Total 

Characteristics n=43 I 

Number (%) 

• Condom use 

-Never 275 (63.8) 

-Sometimes 77 ( 17.9) 

-Always 79 ( 18 .3) 

.Partners without condom 
-None 

-One 

-Two or more 

-No response 

. Number of paltners 

-Had one partners 

-Had ? 2 sexual partners 

87 (20.2) 

326 (75 .6) 

9 (2 .1 ) 

9 (2. 1 ) 

37 1 (86 .3) 

60( 13.7) 

Male Female 

n=2 14 n=217 Crude Odds Ratio 

Number (%) Number (%) (95% CI) 

100 (46.7) 175 (80.7) 1.00 

52 (24.3) 25( 11 .5) 3.34 (2.07-6.50) 

62 (29 .0) 17 (7 .8) 6.38 (3.44- 2.25) 

58 (27.1) 29( 13.4) 1.00 

143 (66.8) 183 (84.3) 0.39 (0.23-0.66) 

7 (3.3) 2 (0.9) I. 75 (0.30-8.2 1) 

6 (2.8) 3 ( 1.4) 

162 (75.7) 209 (96.3) 1.00 

52 (24.3) 8 (3.7) 8.39 (3.8-20.9) 
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Table-4 Median score of cogn itive character istics among tota l study subjects and by sex. 
Harar Town, March 2000. 

Range 
Cogni tive Characterist ics of Total Male Female W-test" 

score (N=720) (n=360) (n=360) P- value 

Tota/ Know/edge about HIV 0 - 10 9 9 8 0.000 

-Transm iss ion 0 - 4 4 4 4 0.002 

-Prevention 0 -3 2 3 2 0.000 

-Misperception 0 -3 2 3 2 0.000 

Tawards having o/VCT' 

Attitude 3 - 15 14 14 14 0.768 

Subjecti ve norm 1 - 5 2 2 2 0.000 

Sa li ent Belief 5 - 25 2 1 21 2 1 0.010 

Eva luati on of consequence 5 - 25 24 24 24 0.179 

Sal ient referents wish 4 - 20 9 9 9 0. 181 

Towards asking partner VCT' 

Att itude 3 - 15 13 13 14 0.0 1 

Subjective norm 1-5 2 2 2 0.399 

Sa l ien! Bel ief 3 - 15 15 15 15 0.065 

Eva luation of consequence 3 - 15 15 15 15 0.009 

Salient referents wish 4 - 20 9 9 10 0.439 

Motivation to comply towards 6 -3 0 28 29 27 0.000 

. Safer sex C 

·W·test for the comparison of median score of cognitive variables of male and female subjects 
b Scores for each questions under each variable range from +1(Vary bad/ untrue or strongly disagree) 

to +5(Vary true/good or strongly agree). The number of questions under each variable ranges 1 to 6. 
C Safer sex is sex after marriage and after HIV·test result of partner or sex with condom. 
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Preferences of the study subjects to different types and methods of VeT 

service delivery systems. 

Among 720 study respondents. 443 (61. 1 %) preferred confidentia l-li nked, 250 (31.6%) 

anonymous and 13 (1.8%) suggested to get the VCT service openl y or non-confidentiall y. With 

regard to by whom to be counse led, out of 1093 responses, 567 (5 1.9%) choose phys ician, 3 18 

(29. 1%) any tra ined counselor, 115 (10.5%) rel igious leader and 86 (7.9%) choose nurse 

co unselor. 

Out of 804 responses to the questi on of "whi ch method of hearing test resu lt yo u prefer", 

majori ty 555 (69 .0%) preferred face to face method, 176 (2 1.9%) conl1dential letter. 37 (4.6%) 

wanted to hear the test resul t through te lephone, 30 (3.7%) through friend or re lat ive and 6 

(0.8%) wanted to hear the test result openl y or on public area. 

Out of the total 720 study subjects, maj ority 505 (70. 1 %) (259 males and 246 females) were 

wi ll ing to pay fo r VCT service. Out of the above 505 respondents, 309 (6 1.2%) were wi lling to 

pay 1- 10 birr, 9 1 ( 18.0%) II-50 birr, 8 1 ( 16.0%) 5 1 - 100 birr and 24 (4.8%) c laimed to be 

wil ling to pay 101 to 250 birr. (Figure-3) 
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Figure 3. Preference of the study population towards different methods of veT 
service delivery system. Harar Town, March 2000. 
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Intentions of VeT in "elation to socio-demographic and sexual practice 

variables. 

Among tota l study subjects, the likelihood of bein g in the religion group other than Orth odox 

and Musli m, [OR (95%CI) ; 0.48(0.26, 0.95) ] and use of condom [ O R (95%C I); 2.09 ( 1.12, 

4.07) ] was about two times more among intenders of havi ng VCT. The odds of bei ng o lder 

than 25 years was 0.6 times less [OR (95%CI); 0.56(0.39, 0.80)], being never married was 2.6 

times hi gher [OR (95%CI); 2.58(1.78, 3.75)], and not hav ing prev ious sex ual contact was 2.45 

times more [OR (95%C I); 2.45( 1.59, 3. 87)] among intend ers of askin g partnerls to get VCT 

compared to non· intenders (Tab le-5). 

Among male study subjects, intention of hav in g VCT had signifi cant pos itive assoc iation with 

use of condom [OR (95%C I) ; 2.74( 1.10, 7.22)] compared to none users.; while among the 

fe male study subjects, intenti on of hav ing VCT had signifi cant pos iti ve assoc iati on with not 

having previous sexual contact [OR (95%CI); 2.73 ( 1.2 1, 6.92)] compared to those who had 

prev ious sex ual contact. In both sexes, no signifi cant assoc iati on between intention of having 

VCT and other soc io - demographic vari ables was observed. 

Among male study subjects, intention o f askin g partnerls to get VCT had significant pos itive 

assoc iati on w ith not having prev ious sex ual contact [OR (95%CI); 1.80 ( 1.0 I, 3.33)] compared 

to those who had previous sexual contact and with being never marri ed [OR (95%Cl); 

2.30(1.37,3. 85)] compared to currently marri ed. Among th e fe male study subjects in tenti on of 

asking partner to get VCT had significant pos iti ve associati on with not having prev ious sex ual 

contact [OR (95%C I); 3.5 5 (1.80, 7.5 1)] compared to those wh o gave hi story of prev ious sexual 

contact; being never married [OR (95%CI); 3.1 6( I. 78, 5.78)] (OR=3.1 6) and being in other 
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ca tegori es [O R (95%Cl); 2.11 ( \.05 , 4 .5 1)] compared to currently married; and had signifi cant 

negative assoc iation with age greater than 25 years [OR (95%CI); 0.47(0.46, 0.79)] compared 

to age 25 years or you nger. 

Intentions ofVCT in relation to cognitive variables 

As can be seen on table-6 not only att itude towards VCT and perceiving VCT as a norm was 

associated s ignificantly with intention of tasting but also the mean score of sa lient be li ef, 

evaluation of consequences, and perception of referents support to VCT of intenders and non­

intenders of having VCT and asking partnerls to seek for VCT differ significantl y among the 

tota l, male and female study subj ects (P<0.05). But in male subjects there was no significant 

di ffe rence in the median score of motivation to comply for re ferents of intenders and non­

intenders ' of asking partner for to get VeT. Knowledge about HIV/AIDS showed signifi cant 

assoc iati on with intention of ask ing partner(s) to get VCT onl y in male sub-group (P<0.05). 
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Table - 5. Socio-demograph ic and practice vari ables in relation to intention fo r having VeT 
and aski ng partner to get Ve T in study subjects of !-Iarar Town, March 2000. 

Having VeT Asking partner for VeT 
Va riable I Inten:l Nonin(' inlena Noni nt ll 

Category (n~6 1 5) (n~ 1 05) OR 195%CI)' (n~530) (n~ 190) OR ( 95%Cl)b 

Sex Male 3 11 49 264 96 

Female 304 56 0.86 (0.55, 1.32) 266 94 1.03 (0.73. 1.45) 

Age S; 25 years 3 11 53 288 76 

> 25 years 304 52 1.00 (0.64 , 1.54 ) 242 11 4 0.56 (0.39, 0 .80) 

Marital Status 

-Curl'. Married 273 53 1.00 210 116 1.00 

-Never married 306 46 1.29 (0 .82. 2.03) 290 62 2.58 (\.78.3.75) 

-Others 36 6 1.1 6 (0.45, 3.55) 30 12 1.38 (0.66,3 .08) 

Religion 

-Orthodox 40 1 6 1 1.00 349 11 3 1.00 

-Musl im 160 27 0.90 (0.54, 1.53) 134 53 0.82 (0.55, 1.23 ) 

-Others 54 17 0,48 (0.26, 0 .95) 47 24 0.63 (0.36, 1.1 4) 

Ethnicity 

-Amhara 379 64 1.00 330 11 3 1.00 

-Oromo 96 18 0.9 1 (0.51 , 1.72) 78 36 0.74 (0.46, 1.20) 

-Harat°j 75 12 1.06 (0.53 , 2.26) 62 25 0 .85 (0.50, 1.48) 

-Others 65 11 1.00 (0.49, 2 .2 1) 60 16 1.28 (0. 70.2.49) 

Education 

-Grade 0-8 200 38 168 70 

-Grade 9+ 4 15 67 1.18 (0. 74. 1.85) 362 120 1.26 (0.87, 1.80) 

Employment 

-Employed 242 38 20 1 79 

-Unemployed 373 67 0.88 (0.55, 1.38) 329 III 1.1 8 (0.82, 1.67) 

Previolls sex ual 

contact -Yes 432 80 354 158 

-No 183 25 1.36 (0.82, 2.29) 176 32 2.45 ( 1.59,3.87) 

Sexualll:ll'tnersC 

-One 3 11 60 253 11 8 

-Two & above 5 1 9 1.09 (0.50, 2.66) 47 \3 1.69 (0.86, 3.53) 

condom usec 

No 222 53 1.00 184 9 1 1.00 

Yes 140 16 2.09 ( 1.1 2. 4.07) 11 6 40 1.43 (0.91,2.29) 
, 

J ntcndcrs I Noni ntcnde rs 6 95% Confidence interval 
0 During the previous one year, Intenders n=362 and Nonin tenders n= 69 
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Table-6. Median score of cognitive vari ables with intention of having VCT and asking 
partner to get VCT among total, male and female study subjects. Harar town, March 
2000. 

Intention of having VCT 
Tota l Male Female 

Intensll Nonintsa p- Intens Nonints p- IntcnsfNonints p-
Variab le (11~6 1 5)(11~ 1 05) vatucb (n~31 1 )( n~49) valucb ( 1l~304) t l1~56) valueb 

Attitude 14.5 11.5 0.000 15 II 0.000 14 12 0.002 

Perceiving as a norm 2 2 0.003 2 2 0.045 2 2 0.030 

Salient belief 21 20 0.000 21 20 0.000 21 19.5 0.023 

Eva luati on of Conseq uences 24 22 0.000 24 21 0.000 24 23 0.036 

Perception of referent support 9 8 0.025 9 8 0.010 9 8 0.001 

Motivation to comply referent 28 26.5 0.004 29 28 0.020 27 25 0.047 

Knowledge of HI VIA IDS 9 9 0.455 9 9 0.26 1 8 8 0.892 

Intention of asking partner to get VCT 
Total Male Female 

Inlens NOntn lS p- Intens Nonints P-valu lnlens Nonints p-
t l1~530) ( 11~ 190) value (IF264)( I1~96) ( 11~266) (11~94) va lue 

Variab le 
Attitude 13.5 10.3 0.000 13 9 0.000 14 I 1.'i 0.000 

Perceiving as a norm 2 2 0.000 2 2 0.002 2 2 0.000 

Salient be li ef 15 13.5 0.000 IS 13 0.000 IS 14 0.000 

Evaluation of Consequences IS 15 0.000 15 15 0.002 IS 15 0.000 

Percept ion of referent support 9.5 8.5 0.000 9 8 0.000 10 9 0.012 

Motivation to comply referent 28 26.5 0.025 29 28 0.080 27 25 0.022 

Knowledge of HI VIAl OS 9 9 0.246 9 8.5 0.021 8 8 0.534 

, Intenders and non-intenders 
b P-va lue of W-test 
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Factors related with attitude and nonnative perception of VeT 

As can be seen fi·om table-7, both in male and female study subjects, att itude toward hav ing 

Ve T and asking partner/s fo r Ve T had s ignifi cant pos iti ve corre lat ion with beliefs about the 

conseq uences and eval uat ion o f the consequences practic ing VeT (P<O.OO I). Subjecti ve-norm 

conce rnin g the behav ior under st udy a lso had s ignificant pos iti ve corre lation with perception of 

sa lient referents wish (P<O.02) . However motivation to comply with these referent wishes had 

shown s ignificant posit ive correlati on with perce iving hav in g VeT as a subjective norm only in 

femal e study subjects (table-8). Male subj ects, attitude towards ask ing partners for Ve T had 

s ignificant inverse correlation with age (P=O.003) and perception toward s aski ng of partner/s 

for VST as subj ective norm had s ignificant inverse correlation with age (P=O.039). Among 

fema le subjects, att itude towa rds having VeT had s ignificant posi ti ve correlation with 

Know ledge status about HIV (P=O.O 12); but perception towards having VeT as subjecti ve 

norm had s ignificant in verse correlation with Knowledge status about HIV (P=O.035). 

With regard to socio-demographic facto rs other than age, as can be seen from tabl e 9; Attitude 

towards havi ng VeT only ethnicity (P<O.02) while perception of having veT as normative 

act ion had s ignificant association with eth nicity and gender (P<O.005) . Attitude towards ask ing 

partner for VeT had sign ificant association with gender (P<O.02), marital status (P<O.05), 

employment statu s (P<O.05 ), and previous sex ual practi ce (P<O.OO I) whil e perception ask in g 

partner(s) for Ve T as normati ve acti on had s ign i ficant assoc iation with marital status (P<O.OO I) 

and gender (P<O.02). 
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Table-7 . Correlat ion of age and cognitive factors in relation to attitude towa rd havi ng VCT 
and ask in g partnerls to get yeT, among tota l, male and fe male study subjects of 
Harm Town, March 2000. 

Attitude towards havin g YCT 

Characteristics Total Ma le Female 

r* P-va lue r* P-va lue r* P-value 

I.Age -0.04 0.3 19 -0.09 0.077 -0.06 0.248 

2.Knowledge about HI V 0.1 1 0.003 009 0.090 0.13 0.0 12 

3. Sali ent belief 0. 18 0.000 0.1 7 0.001 0. 19 0.000 

4.Eva luation of consequence 0.25 0.000 0.33 0.000 0. 17 0.00 1 

5. Perceived consequence .- 0.21 0.000 0.26 0.000 0. 17 0.009 

Attitude towards asking partnerls to get YCT 

l.Age -0.1 0 0.006 -0. 16 0.003 -0.05 0.327 

2.Knowledge about HI V -0.06 0. 125 -0.07 0. 179 -0.0 1 0.905 

3. Sal ient bel ief 0.32 0.000 0.37 0.000 0.27 0.000 

4.Eva lual ion of consequ ence 0.20 0.000 0.23 0.000 0.1 4 0.009 

5.Percieved consequence" 0.33 0.000 0.38 0.000 0.28 0.000 

* r is Spearm an 's correlation coefficient. .* The sum of sa lient be liefm ull ipli ed by evaluation of the consequence for that specific be lief. 
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Table-S. Corre lation of age and cogniti ve variables in relat ion to subjective norm s toward 
hav ing VCT and asking partn er/s to get VeT among tota l. male and fema le study 
subjects of Harar Town, March 2000. 

Pcrccption towards having VCT as subjective norm 

Characteristics Total Male Female 

r P-value r P-va lu e r P-va lue 

I .Age -0 .02 0.560 -0 .07 0. 165 0.04 0.455 

2.Knowledge about HIV -0.0 1 0.S32 0.03 0.526 -0.11 0.035 

3. Sal ient Referent wish O.3S 0.000 0.46 0.000 0.3 1 0.000 

4. Motivati on to comply 0.10 0.009 -0 .02 0.695 0. 13 0.0 14 

5. Perception of others •• 0.32 0.000 0.39 0.000 0.22 0.000 

perception towards asking of partner/s to get VCT as sub jective norm 

I .Age -O .OS 0.023 -0.11 0.039 -0 .05 0.302 

2.Knowledge about HlV -0.05 0.2 1S -0.03 0.537 -0.07 0. 178 

3 . Sa l ient Referent wish 0.43 0.000 0.52 0.000 0.35 0.000 

4. Motivation to compl y 0.05 0.206 0.00 0.931 0.07 0.1 78 

5. Perception of others •• 0.32 0.000 0.42 0.000 0.2 1 0.000 

• r is Spea rman 's correlation coeffic ient. 

• * The sum of salient referent wish multip lied by motivation to compl y for that spec ifi c wish. 
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Table-9. Comparison of Median score o f attitude and subjective-norm by soc io-demographic 

variables among the study subjects of Harar Town, Mach 2000. 

Total Male Female 
Characteris tics 

, 
p-yal ue X' p-yalue 

, 
P-yalue X- X: 

Attitude towards havi ng VeT 

I . Sex 3.9 NS ---------- ---------------

2. Marital status 2.9 NS 4.1 NS 0.64 NS 

3. Ethnicity 10.5 <0.02 4.1 NS 5.8 NS 

4. Emp loyment staiu s 0.1 7 NS 0.64 NS 0.04 NS 

5.Sexual practice 0.86 NS 4.8 NS 2.5 NS 

Attitud e towards asking partner/s for VeT 

I. Sex 8.1 <0.02 ------------ --------------

2. Mar ita l statu s 6.05 <0.05 4.22 NS 0.64 NS 

3. Ethnicity 0.86 NS 2.66 NS 5.8 NS 

4 . Employment status 5.2 <0.03 1.2 NS 0.04 NS 

5.Sexual practice 13.8 <0.001 10.9 <0.005 3.37 NS 

Perception towards having VeT as subjective 110rm 

I . Sex 11.7 <0.005 -----------

2. Marital statu s 3.4 NS 1.9 NS 4.5 NS 

3. Eth ni c ity 13.1 <0.005 0.4 NS 4.7 NS 

4. Employment status 2.5 NS 1.25 NS 0.04 NS 

5.Sexual practice 4.6 NS 3.03 NS 1.99 N S 

Perception towards asking partner/s to get VeT 

1. Sex 8.2 <0.02 ------------ ---------------

2. Marital statu s 30.0 <0.001 16.4 <0.00 I 14.6 <0.001 

3. Ethnicity 2.2 NS 1. 7 NS 2.1 NS 

4. Employment statu s 0.73 NS 0.06 NS 2.3 NS 

5.Sexual pract ice 3.44 NS 1.69 NS 3.09 NS 

-NS Non-significant P-value (P~O . 05) 

-Ed ucational status and religion showed non-significant association with both att itude and 
subjective norms in all conditions. 
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Results of Logistic RegJ'cssion 

As it was presented on Tab le II , among the total study subjects, use of condom [ O R (95%C I); 

2.32 ( 1.1 2, 4.78) J and not hav in g sex ual practi ce r OR (95%CI); 2.39 ( 1.17, 4.88) ] were 

s ign ifi cant predictors of intent ion of hav in g YCT. With regard to cognitive variables, those 

with hav in g a positive atti tude [ OR (95%Cl) ; 1.25 ( 1.15, 1.36) J and positi ve sa lient belief [OR 

(95%CI); 1.17 (1.07, 1.27) ] towards having HIY-testing were significantly associated with 

intenti on of havi ng HIY-testing among total study subj ects and a lso among the male and female 

subgroups. Not initiating sex ual practice was s ignifi cantl y assoc iated [OR (95%CI); 4 .68 ( 1.55 , 

14.1 ) J with intention of having HIV-testing only among the female study su bjects. The chance 

of being in the other group of marital status was by 79% lower [OR (95%CI) ; 0.21 (0.05 , 0.9 1) 

J among fema le intenders compared to that of Non intenders . 

Asking partner/s to get y eT was s ignificantly assoc iated with havin g a positive att itude [OR 

(95%CI); 1.18 (1. 11 , 1.26)J and perceiv ing of asking partner to get YCT as norm at ive action 

[OR (95%C I) ; 1.26 ( 1.04, 1.52)J and also with thei r underpinning factor; positi ve sali ent belief 

towards paltner YCT, [OR (95%CI); 1.3 1 ( 1.04, 1.52)] and mot ivation to comply for referents 

wish's [OR (95%CI); 1.06 ( 1.0 I, 1.11 )]. In the sub-group, at titude and salient be lief in males 

and perceiving of YCT as nonnati ve act ion and sa li ent belief in fe males were signifi cant 

predictors inten tion of partner YCT . The odd of being si ngle was 91 % higher [OR (95%CI) ; 

1.91 ( 1.07, 3.39)] among intenders of asking partner to get YCT compared to nonintenders 

(s ignificant onl y in male subjects[OR (95%CI); 2.32 ( 1.05, 5.12)J). No sign ificant association 

was observed between the other socio-demographic variables and with both out-come vari ab les. 
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Tab le- IO. Logistic regress ion of socio-demographi c and cogn iti ve variab les, on intentio n of 

Vo lunta ry counse ling a nd testing amo ng the study of Harar Town, March 2000. 

Intention of Ha"ing VCT 

C haracteristics Total subjects Male subjects Female subjects 

OR 
Marital status 
-Currently married 1.00 
-Never married 0.84 
-Others 0.66 

Sexual practice b 

1-Y es (without 1.00 
condom) 2.32 
2-Yes (± Condom) 2.39 
3-None 

Cognitive variables ' 1.36 
Attitude 0.96 
Subjective norm 1.21 
Salient belief 1.00 
Motivation to comply 

OR 
Marital sta tus 
-Currently married 1.00 
-Never married 1.91 
-Others 0.9 1 

Sexua l practice b 

I-Yes (without 1.00 
condom) 0.94 

2-Yes (± Condom) 1.03 
3-None 

Cogn itive variables C Ll8 
Attitude 1.26 
Subjective norm 1.31 
Sali ent be lief 1.06 
Motivation to comply 

(n=719) (n=360) (n=359) 
95% CI OR 95 % CI OR 95 % CI 

0.41,1.70 
0.20, 2. 11 

1.1 2,4.78 
1.17, 4.88 

1.16, 1.36 
0.92, 1.41 
1.07, 1.27 
0.96, 1.07 

0.69 
NS' 

2.75 
2. 18 

1.36 
0.96 
1.21 
1.00 

0.25 , 1.90 
0.0, 3. 17oc 

0.88,8.61 
0.71 , 6.68 

1.1 8, 1.53 
0.69, 1.34 
1.05, 1.39 
0.90, 1.12 

0.89 
0.21 

1.55 
4.68 

1.17 
1.36 
1.20 
1.02 

I ntention of asl<ing of partner!s to get VCT 
95% CI OR 95% CI OR 

1.07,3 .39 
0.35, 2.34 

0.52, 1.71 
0.57, 1.88 

1.11, 1.26 
1.04, 1.52 
1.1 7, 1048 

1.0 I , 1.11 

1.00 
2.32 
0.41 

1.00 
0.65 
0.60 

1.28 
0.97 
1.18 
1.06 

1.00 
1.05, 5.12 1.82 
0.08,2 .02 1.29 

1.00 
0.28, 1.53 1.12 
0.24, 1.48 1.23 

1.17, lAO 1.09 

0 .73, 1.29 1.47 

1.02, 1.35 1.56 

0.98, 1.1 5 1.06 

0.30, 2.60 
0.05 , 0.9 1 

0.54,4.44 
1. 55, 14. 1 

1.03, 1.33 
0.99, 1.88 
1.07, 1.36 
0.95, 1.09 

95%CI 

0.67,4.92 
0.32, 5. 14 

0.43,2.91 
0.47,3.20 

0.99,1.21 
1.10, 1.96 
1.28, 1.90 

1.00,1 .2 1 

* Variables included in the equation are: Age, Ethnicity, Religion , and Education status, Employment status, knol'Aedge 
about HIV/AIDS. evaluation of consequences of VCT and perception of VCT as a salient referents wish. 

a Statistically non-significant Big Figure. 
b I = Having sexual practice during the previous one year and never used condom, 2= Hav ing sexual practice 

during the previous one year with li se of condom always or sometimes, 3= Not having sexual practice du ring the 
previous year Dr not initiating sexual practice at all. 

, Cognitive variables are Atlitude towards VCT, Perception 01 VCT as normative action , Salient belief about benefits of VCT 
and Motivation to comply to the referents wish 's. 
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Foclis Grollp Discussion key findings 

Factors related to intention ofYCT 

Know/edge abollt HJV testing llnd counseling: -Most people well informed about the test for 
• 

HIV . They know it is done in hosp itals, by testing blood sample. Young males men tioned that 

the result cou ld be posit ive or negat ive. However, on ly one yo ung-male pointed the test should 

be done after some months (6 months) of exposure, which show knowledge of window period. 

So that tlie it is poss ible to say that the knowledge of the public about immumologica l window 

period after be ing exposed is poor. 

Attitude towards VCT: Most people think that testing for HIV is good and use ful but difficult 

to decide until many people get accustomed to it. Some thought that test ing is dangerous 

because of the consequences of finding out that one is HIV positive. All groups recommended 

the need of proper education about benefits of VeT prior to serv ice expansion. 

Benefits of VCT mentioned by all groups were: premarital check-up of couples, to know sero-

status, to reduce fear of suspect, to prevent infect ion (from infected person), to avo id pregnancy 

if positive, to take care in future life. Some participants pointed that pract icing VeT bring 

change of sexual behavior. Possible harms of positive result, mentioned by some of the groups: 

act of revenge, isolation, Loss of future hope, iso lation and abandonment or marital discord. 

The main reasons given for why people refuse HIV- testing were: Fear of posit ive result, lack of 

knowledge or information about HIV testing and counseling, fear of iso lation or di scrimination 

from public. Some people mentioned lack of perception of the risk, cu ltural barrier (being not 
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open to seek help), terrorizing methods of AIDS ed ucation and lack organizati on that could 

he lp those fo un d to be Hi v pos itives a ft er being tested. 

With regard to ideas wholll people comply to practice VCT: All people are willing to comply 

for reli gious leaders, health workers. Maj ority agreed to comp ly for friend s and , parents or 

famil y. Some agreed to compl y for AIDS patien ts, teachers (yo un g male and fema les) and 

known persons like actors, musician (Young male). 

Possible use of cultural settings to promote VCT: All groups mentioned the fo llowing. Use of 

churches and mosques cul tural gather ings like "eddir", funera l, and weddin g ceremoni es to 

advocate v CT toward s making it tradition or societal norm and to red uce fear and 

disc rimination. Some of young females pointed mak ing fo rmal request of test result be fore 

givin g marriage certificate. 

/lIIelltioll of havillg VCT: Majority of participants claimed to have the intention of pract ic in g 

vCT in the near furure, some sa id with full confidence but majority with fear. All re li gious 

group and majority of hea lth workers group agreed for testing. Non-intenders menti oned 

possib ili ty of pos itive result due to previous exposure and fear o f discrim inat ion 

Inlelllioll of asking parlner to gel VCT: Almost all partic ipants of female groups maj ority of 

males c la imed to have intention o f as king partner. However of male group parti cipants worried 

about marital d iscord, lack of confidence on test ing instrument 
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Preference of service delivery systems 

Wi,II regard 10 wllere 'lie service sllollid be given: All groups menti oned hos pitals and 

kebeles. In addition to th ese, yo ung males and females preferred schoo ls, c lini c, spec ifi c cen ter, 

youth center; o lder males and females preferred work place and Eddir gathering. 

MaSI people preferred 10 be collnseled by doctors, religi ous leaders, HTV affected individuals 

and trained persons. Peer group & good teachers mentioned by religi ous Leaders 

How sllollid tile VeT be delivered? People agreed with method of linked co nfidential testing if 

only the co un se lor knows the result. Those, who didn ' t agree, said that they don 't trust on 

confidentiality so preferred unlinked method. 

Peopl e preferred face-to-face method of hearing the test result. However they emphasized that 

VCT should always be accompanied by good counseling. Some mentioned letter could be given 

if a person requested and giving report through telephone may result in dangers like su icide . 

Wilh regard 10 wilen 10 gel test reslIll, all preferred to get the test result on the same-day that 

the sample blood given. By saying; " it reduce my prolonged fear" (Young Female) 

" r want to know my sero-status immediate ly, as soon as possible "(Young Male) 

With regard to the cost ofVCT service, majority sa id that if the cost is too high it is difficult to 

get testing for majority of the public. There should be a way to address those who cou ld not 

afford to pay such service. 

43 



DISCUSSION 
This study prov ided important in fo rm ati on regarding intention, attitude and perception about 

Voluntary HIV testing and counse li ng among the 15-49 year age group populati on o f Harar 

Town . The study also assessed the status of the study population with regard to knowledge 

about H IV I AIDS, prev ious sexual practi ce, and preference of type and methods of HIV - testing 

and counsel ing se rvice. 

The study mainly anal yzed factors related to intention of HIV testing and counseling. The 

finding showed that hi gh proporti on (85 .4%) of the study subjects cla imed to have intention of 

havi ng VCT and (73.6%) intention of asking partner to get VCT. The FG D result also showed 

that majority of the participants agreed for VCT. From other studies, 54% request rate for VCT 

was rep0l1ed among antenatal care attendants of Nairobi , 30 37% initial willing and 9.3% actual 

acceptance of VCT was reported Irom Zambian communi ty based study 31 and 38% agreement 

for testing with 90% actual testing was repOlt ed among antenatal care attendants of New 

York33 Even though the actual acceptance rate of VCT might not be as high as the intention 

rate, a prospective study by Fisher et ai, showed that intention did predi ct performing spec ific 

I-IN -preventi ve behavior under study45 Therefore the findin g of the study could be considered 

as an indication of the need for promotion and expansion of VCT service to the public at large. 

In thi s study it was found that majority of study subjects on the average have considerably a 

high knowledge score of HIV/AIDS. Similar score of knowledge of prevention of HIV/AIDS 

was report by Mehret et al from the study done in four big towns of Ethiopia in 1993.56 Lower 

score rate was report from Demographic and Hea lth Survey in Ethiopian of May 2000, 

representing both urban and rural community57 Therefore, it is possi ble to say that the study 

population had suffi cient knowledge of I-UV transmiss ion and prevention. methods. It is al so 
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found that knowledge of mode of transmi ssion was signifi cantl y higher among the study group 

educated nine and above compared to those grade eight and below. This may indicate that those 

population groups at low educational status need more health education programs to acquire the 

necessary knowledge of HIV mode of transmiss ion and al so prevention methods. 

The find ing of the study showed that about 60 (14%) (52 male subjects) of those study subjects 

who gave hi story sexual practice during the previous one year claimed to have sexual contact 

with more than one partners. Mengistu .M. et al repOlted a 10.5% preva lence of mul ti-paltner 

sexual re lationshi p from study done among same age group in fo ur big towns of Ethiopia 

during 1993.57 Even though the findin g this study was higher compared to the prev iously 

mentioned study, only small number of our study subjects (onl y 9 cases) claimed not to use 

condom with two or more partners. Th is may show that majority of study subjects who practice 

multi-partnership developed safer sexual behav ior by using condoms. 

From the stud y finding it was shown that considerable number, more than one-third of the study 

subjects claimed to use condom, either always or sometimes, during the previous year sexual 

contacts. The proportion is higher compared to other study done by Teklu A. among male 

urban community of Ethiopia during the earl y 90 ' S58 The <Ii fference might indicate that the rate 

of condom use in the community is on the increase, even though the purpose of using condoms 

were not pinpointed. The finding of this study showed that preventi ve behaviors, condom-use 

and not hav ing prev ious sexual contact were independent predictor of in tention of hav ing v c r. 

Knut et al reported signifi cant association of willingness for v e T and use of condom .)1 It is 

poss ible to assume that practicing one preventi ve behav ior could predict the intention to 

practice of other behav ior. From the FGD, having ri sky practi ce was mentioned as one of the 

reasons for HI V-test refusa l. Various studies reported signifi cant association of test refusal with 
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those who are at risk. 27. 35 Thi s ind icates that those who had un safe sex ua l practice may 

perceive that th ey are at ri sk of gett in g HlV and refuse testing. The study result revea led that a 

person's previous sex ua l practice did not predict intention of asking partner to get VeT, which 

might indicate the need for further stud y with regard to partner(s) ri sk perception. 

From the study result, attitude towards VeT had s ign ifi ca nt assoc iation with the two 

underpinn ing cognit ive factors (sal ient be lief and eva luat ion of conseq uences of VCT); but 

perception of VCT as a norm had no cons istent assoc iat ion with all conditions. Motivation to 

comply was correlated onl y with normative perception of having VeT in female subjects. 

Fisher reported s im ilar finding in university male and fema le students of Connecticut.45 

Know ledge about HIV/AIDS and socio-demographic factors: age, ethnicity, employment and 

marital status had s ignificant association only with some of the conditi ons either in ma le or 

female subj ects. T his finding suggest that interventions directed at modifying attitude and 

norm ati ve perception about having and ask ing partner for veT in a popu lati on under study may 

benefit by cons id ering such facto rs like: gender, ethnic ity, marital status and age. Thus 

identification of such predictor may help to identi fy popul ati on groups that need to be targeted 

for more extens ive HIV ed ucation and VCT promotion. 

With regard to soc io-demographi c facto rs, s ingle marital status, found to be predictor of 

intention ask ing partner to get VCT both in bi-variate and multi-variate ana lysis. This 

difference was mainly seen in ma le study subjects. It is poss ible to postulate that currently 

married males might think that th e ir partner is not at ri sk of being in fected with HIV or never 

married perso ns might have the cou rage to ask the ir paliner to get for VCT as precondition for 

marriage or to stan sexual contact with Ollt condom. Marri ed FGD parti c ipants pointed Ollt that 

fea r of mari ta l di scord is the reason for not intending ask in g partner to get VCT. Michel K. et al 
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reported sign i fi cant assoc iation 0 f acceptance 0 f H I V testing and co unsel i ng with s i nglc marita I 

status fro m study done among pregnant women in Atlanta during 1989. 32 

The find ings of mul ti- variant analys is using logistic regress ion model, showed that atti tude 

towards VCT and posit ive sa lient be[i eftowards VCTwas signifi cant predicto rs of intention of 

having VCT in both male and fe male study subjects. Sign ifi cant associat ion of positive attitude 

towards VCT with acceptance of testing were reported by Michael K. et al from study done 

among pregnant wo men in At[anta and by Jeffrey L. et a[ from study done among STD patients 

in South Carolina. 27,32 Wendy M. Et a[ reported assoc iation of test acce ptance with awareness 

of the benefi ts of HIV-testing among pregnant women in Ed inburgh]' Therefore it could be 

possible to say that intention of hav ing VCT is main ly governed by the attitude of the person 

towards the action and h is/her perception that performing the speci fi c H [V / A [DS preventive 

behavior, vo luntary I-IIV counseling and testi ng, in thi s particular cond ition has good benefits. 

Lack of significant association of subjective norm and the underp inning factors with intention 

of having VeT could be explained by the wide spread sti gma towards the I-IIV/AIDS so that the 

behavior is not accepted as normative action. 

Concern ing intention of asking par1ner to get VCT not onl y att itude and the underpinning facto r 

sa lient be lief of asking partner to get VeT but also perception of VCT as normative action were 

found to be predictors of ask ing partner to get VeT. However the finding was not consistent in 

both sexes, where by, attitude was pred ictor in marc and subjecti ve norm was pred ictor in 

fe male study subjects, Lack of assoc iati on between subject ive norms and intention of practic ing 

I-IIV preventive behav iors, particul arly asking par1ner(s) to get VCT, in ma le subjects was also 

reported by Jeffrey Fisher from study done on male and female uni vers ity students's Thus 
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~ender difference of cogniti ve and soc io-demographic pred ictors of intention of VCT may help 

VeT program implementers with di fferent promotional approach for the two sexes. 

With regard to VCT service delivery system, majority of the study subjects preferred 

con fid ent ial and named delivery method, whi ch was also supported by majority of the FGD 

participants. Confidenti al method has been reported as a good entry point towards attaining 

behav ioral changes.2
; This may indicate that confident iality could be considered as a key 

element for implementation of effective and sustainable VCT service. 

Majority of study subjects preferred to be counseled by physician or by any trained counselor, 

and considerable number of subjects by religious leaders or nurses. Study done in Uganda and 

Tanzania, in vo lving traditional healers and religious leaders in HIV counseling showed 

sign ificant result to expand the VCT serv ice.'] The finding of the study indi cate that not onl y 

health personnel but also others cou ld be in vo lved in co unse ling serv ice which might give a 

wider opportun it)' to in vol ve commun i ty mem bers in the activi ty of H IV -counse l i ng. 

Even though the majority of the study subjects showed will ingness to pay, significant 

proporti on clai med that they could affo rd very minimuill . Majority of FGD participants also 

stressed that vcr service cost cou ld be a hindrance for testing if it is beyond the paying 

capac ity of the public at large . Therefore specia l program should be thought to address youth , 

pregnant women those who demand for VCT but could not afford to pay for the service. The 

Ugandan VCT se rvice at AIDS Information Center, revea led that, "free-day" VCT servi ce 

program were used to attract young people, women and couples at large sca le.' I 
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Fear of pos iti ve result, stigma attached to AIDS in the public and lack of know ledge about 

Hl v-testing are the major reasons mention by the FGD participants. Similar find ing in many 

deve loping countri es was reported by UNA IDS; emphas izi ng that a properly carri ed out VeT 

program could help to break the vicious circ le of fear, stigma and denia l2 
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Strength and limitations 

Strength 

There is no s imilar community based study in Ethiopia, hence it gives good information 

co ncerning level of demand and determinants of Voluntary HIV counse ling and testing in the 

urban popul ation. Utiliz ing both qualitati ve and quantitati ve method of data collection to get 

suffi cient information can be sited as strength. The sample size, sampling procedure and using 

of both bi-variate and multi-variate analys is method could also be considered as the strength of 

the study. 

Limitations 

The major drawbacks with thi s cross-secti onal study design is that it couldn 't show us real 

practice or acceptance of VeT and also lack of the model to address th e effect of different 

servi ce del ivery methods on thc Icvc l of acceptance. Measurement of sexual practice based on 

se lf- reported behavior has limited validity.58 The pauci ty of similar study could also be 

considered as the limitation of this study. 
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CONCLUSIONS AND RECOMMENDATIONS 

Conclusions 

I. There was high intenti on rate of vCT (having and asking partner) among the 15-49 year 

age group population of Harar Town. 

2. A substanti al proporti on of the study su bjects have sufficient knowledge abo ut 

Hlv/A IDS transmiss ion and preventi on. 

3. Not having prev ious sex ual practice is predictor of intention of having VCT in female 

subjects and being never married is pred ictor of intention of asking partner to get VCT in 

male subjects. 

4. Intention of having and asking v CT mainly predicted by the variab les: attitude towards 

v CT, Salient belief about benefits of having vCT and previo us use of condom while 

subjective norm predict intention of only asking partner to get VCT mainly in fema le 

subj ects. 

5. Confidential Hlv-testing and face to face counseling preferably by physicians or tra ined 

persons, with minimum service cost were found to be more acceptab le by majority o f study 

subjects. 

6. Major reasons fo r not hav in g intention of Hlv-testing and coun se ling ident ified from the 

study were fear of pos itive resul t and stigm a attached to AIDS. 
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Recommendations 

I . IEC program to ad vocate benefits of VCT and to red uce fear o f pos iti ve result and 

sti gma attached to AIDS is mand atory prior to implementat ion of VCT programs. 

2 . As cultural norm s have significant impact on acceptance of VCT, mainly in 

females, program implementers should address the issue by invo lving community 

leaders and us in g community and cultural gatherings. 

3. A prospecti ve study of the same age group of urban community by offering 

vo luntary HIV counse ling and tes ting is recommended . 

4 . Program implementers should des ign a VCT program that is: full y confidenti al, 

eas ily access ibl e and by a coun selor acceptable by the community. Free-standing or low 

cost VCT programs should be thought to expand VCT service to the majority of urban 

community who co uld not afford to pay; espec iall y for reproduct ive age group females, 

yo uth and oth er vulnerabl e groups. 
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ANNEX-I: SKETCH MAP OF HARAR TOWN 
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ANNEX-2: SELECTION OF STUDY AREA 

Studyarea:- Harartown with a population of93, 113 at the end of July 1999. 

Study population:- All residents of Harar town aged 15-49 year old. 

Number of kebeles:- 19 

Total Sample size:- 720 

Kebele Te le. No Code number Tota l number of Type of Sample Population 

(Range) househo lds study size 

01 660729 FG' 4 6587 

02 - 001- 088 1091 QDC" 88 6 172 

03 660696 FG 4 3012 

04 660838 FG 4 4038 

05 660686 089 - 168 740 QDC 80 5605 

06 660632 FG 4 2527 

07 660676 169 - 226 492 QDC 58 4017 

08 6607 227 - 3 14 817 QDC 88 6272 

09 660838 FG 4 6468 

10 6608 16 3 14 - 402 1025 QDC 88 6333 

II 660822 FG 4 3092 

12 6603 !O 403 - 492 1478 QDC 90 6053 

13 660243 FG 4 3482 

14 660593 FG 4 4117 

15 661374 493 - 552 452 QDC 60 4019 

16 662236 FG 4 4739 

17 6607 16 553 - 670 1250 QDC 118 8038 

18 661759 FG 4 4597 

19 662 181 671 - 720 750 QDC 50 3550 

' Focus Group diSCUSSion 

b Qual itat ive Data Collection 
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ANNEX-3: FOCUS GROUP DISCUSSION PROTOCOL, 
TOPIC GUIDE and TENTATIVE PROGRAM 

FOCUS GROUP DISCUSSION PROTOCOL 

Good morning I afternoon, and thank you all for coming. 

My name is ~~~_. My colleague near to me is called _ ___ . We came 

from the Regional Health Bureau. 

Read the fo llowing as it is: 

"After we conduct some brief introduction, we will be talking about several 

different issues. We will be asking you questions about your overall experience 

with the HIVIAlDS in your locality and questions pertaining to the issue of 

Volulltmy HIV Counseling alld Testing (VCT). We will conclude the session by 

asking you for your recommendations on how such program might be 

implemented in your community in any way in the future". 

Potential Use of Data 

The gathering of this inform ation is an effort to gain further insight into those aspects of the 

VeT program as we ll as searching for ways to im prove similar ki nds of programs. 

Ground Rules 
Issues of cOllfidentiality 

Please be assured that any information co ll ected here is stri ctly confidential. The staff of 

research, community leaders, or other partic ipants will not directl y share the information in a 

way that wo uld reveal an individual ' s personal identity. 

Consent for participation and tape-recording 

At this po in t it is important that we obtai n your consent for conducting the session. Understand 

that th is is more for you r protection than any thing else. 
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Read consent form out loud to the group: 

"Your remaining in the session indicates that you voluntarily agree to participate 

in this discussion program, You have the right to refi/se to answer any questions 

and to end the discussion if you find it necessa/JI to do so, For the sake of 

accuracy and efficiency, we will also ee tape recording these sessions, unless any 

one has any objections" 

Role of Moderator I Note Taker 

The moderator will be in charge of facilitating the discussion, The moderator will bring the 

discuss ion back to the topic at hand should it go beyond the main issues, The moderator will 

not give any indication (verbal or physical) that would encourage certain types of comments or 

discourage other types of comments, In short, the moderator will guide the di scuss ion when 

necessary, being careful not to lead the di scuss ion, 

It is our role to facilitate, but your role to tell us what you think, The note taker will have the 

so le responsibility of capturing the session as accurately as possible, This will include not only 

participants ' responses, but nonverbal actions, physical environment, atmosphere of the session , 

as well as other vital characteristics of the session, 

Importance of Total Gronp 

In thi s group everybody should feel free to talk, Each and every oplllion is important and 

wanted, It is very important that all the people in the group get a chance to express their 

opinions, 

Agreement to Disagree 

In thi s group there are no right or wrong answers, Everybody should express the opinion or 

attitude pertinent to him or her. When you express your opinions you are encouraged to be 

honest in yoUI' views of the HIV/A IOS preventive and service programs (especially VeT 

program), WE want you to focus your comments on th e program and NOT toward each other or 

members of the staff. 
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FOCUS GROUP DISCUSSION TOPIC GUIDE 

THEME 1 Introduction 

A. At this point, we would like to ask you introduce your self to the rest of the 

group . Let's start with the research team. Name, Age, Education, etc .. 

THEME 2 Warm up questions 

Next we'd like to hear a little about your experiences or knowledge about AIDS 

B-1 Tell us what is HIV/AlDS? 

B-2 We wou ld like you to tell us how people get HIV/A IDS? 

PROBES: I. Would you explain further? 

2. Would you give me an example? 

3. Has anyone else had similar experiences? 

4. Is there any thing else? 
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THEME 3 Voluntary Counseling and Testing Program 

C. Now we would like to ask you about Voluntary HIV-Counseling and 

Testing (VCT) service. 

C-1. What do you know about testing for HIV/AIDS? 

C-2 . What do you think about testing and cou nse ling for HIV/A IDS? 

(Is it good or bad? Pleasant or unpleasant? Easy or difficult? ) 

C-3. What are the benefits and the harms ofVCT? 

C-4. Why do people decline HIV testing & counse ling? 

C-S. To whom do think people compl y to accept HIV testing & co unseling? 

C-6. Is there any cultural and religious practices that could be used to promote VCT? 

C-7. Do you intend to use VCT service in the near future? Why? Why not? 

C-S. Do you have the intention to ask your partner for VCT? Why? Why not? 

THEME 4 Types and Methods of VCT for HIV 

D. Now we would like you to share a little bit about how the service of VCT 

shou ld be delivered to meet the demand of yo ur comm un ity? 

D-I. What organ izations or where do you think appropriate to give such serv ice? 

D-2. Whom (what type of people) do you think be involved in counseling? 

D-3. How should it be done? (Anonymous-unnamed or confidential-named method) WHY? 

D-4. Which way do think more preferable to get the test result? 

Exam ple: Face to face, Telephone, Secret letter ... WHY? 

D-S. A fter giving a sample for testing, when do you think preferable to hear the test result? 

Example: Same-day, next-day, two to three weeks later 

D-6. How much (Ifat all) people wou ld pay for HIV- Counse ling and Testing Service? 
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THEME 5 Recommendations 

Until now we have talked about one of the preventive programs of HIV 

IAIDS , and how it could be set up . We would like to ask you what other 

things could be done to make this a better acceptable program. 

E. Thinking about the issues we have discussed, what recommendations or 

suggestions would you make on a veT program or other related 

programs? 

E-I. What do the rest of you think? 

E-2. Would yo u explain further? 

E-3. Would you give me an example? 

E-4. Is there any thing el se? 

* We would like to thank each of you for your time, and we do appreciate 

all your comments. 

* At this point, is there any thing we forget to ask or any thing you would 

like to mention before wefinish tip this session? 
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FOCUS GROUP DISCUSSION TENTATIVE PROGRAM 

Grouping:- By age and sex 

Method of selection: - Community based, conven ient se lection method 

Discussion site:- Harat'i Regional Health Bureau 

Date Morning Afternoon Remark 

Sex Age(year) Sex Age(year) 

March 24/00 Male 15 - 25 Female 15 - 25 Incl ude students 

March 31/00 

March 25 /00 Male 26 - 49 Female 26 - 49 

Apr il -l 100 

Apr il-4 /00 Hea lth workers 

Apr il -8/00 Religious Leaders 

.., 
V 

Responsible persons: -

Moderators: - Male groups- Dr. Fahmi Mohammed (Principal invest igator) 

Female groups- Sr. Nejaha Abdosh ( From Regional Health Bureau) 

Reporters: - Male groups- Ato Ketema Aye le ( From Regional Hea lth Bureau) 

Female groups- Sr. T imaj Abdosh ( From Regional Population Office) 
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ANNEX-4: FOCUS GROUP DISCUSSION DESCRIPTION 
AND KEY QUOTES TO KEY THEMES 

DESCRIPTION 

Setting, date of performance, number of participants and duration of each 

discussion. 

No. Characteristic of group Number of Date Place Duration 

participant ( minutes) 

I Male age group 15-25 8 24/3/ 00 Regiona l 95 
laboratory 

2 Male age group 15-25 10 14/4/ 00 " 85 

3 Male age group 26-49 9 25/ 3/ 00 " 80 

4 Male age group 26-49 9 15/ 4/ 00 " 85 

5 Female age group 15-25 7 24/ 3/ 00 " 80 

6 Female age group 15-25 8 14/ 8/ 92 " 75 

7 Female age group 26-49 8 25/3/ 00 " 85 

8 Female age group 26-49 10 15/ 4/ 00 " 95 

9 Health Workers group 10 18/ 4/ 00 " 80 

10 Religious Leaders group 10 22/ 4/ 00 " 85 
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KEY QUOTES TO KEY THEMES 

Knowledge of HIV testing and counseling 

"We heard that test ing fo r Hiv is avai labl e fo r purpose of go ing abroad and premarital 

check-up of coupl es", (Females older age) 

" What I know is there is mandatory HI V-testing if yo u go out s ide of Eth io pia" 

(Relig ious Leader) 

" I wou ldn ' t dare to say there is v CT service at present, it is no and o ff' 

(Hea lth Worker.) 

Attitude towards vCT 

"vCT is not difficult if testin g is not accompani ed with educati on and if not strictly 

Con fidential" (Religious Leader. ) 

" I thin k it is difficult, the public shoul d have enough knowledge about v CT" 

(Health Workers), 

" v CT is good to take care and not to in fect other " (Older females) 

"veT is bad, because peop le will iso late you" (Yo ung females) 

" Even though difficult to practice testing is good and better" (Older Males) 

"Good but we need educati on before testing" (Yo ung males) 

Beuefits of vCT 

" Help me to change behavior. Oh ' It needs profess ionals otherwise I woul d rather d ie" ," 

(Older male) 

"If posi tive I will teach other how I was infected, if negati ve it helps me to take care" 

(Young female) 

Possible reasons for test refusal 

"Some peop le refuse due to lack of perception of th e ri sk" (yo un g male group) 
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" it is a new pract ice so needs good promotion" (older ma le group) 

" Due to cultura l barr ier, we are not open to seek he lp" (o lder ma le group) 

" Due to terroriz ing methods of AIDS educati on, there is deep fear, which resul t iso lati on o f 

affected or suspected . . .. " (Re li gious Leaders) 

"There should be organizati on to he lp pos iti ves, otherwise .. . " (Health workers) 

,. We better teach the yo uth the value of being virgi n until marriage ,. (Hea lth workers) 

Intcntion for VeT 

" I want to do, I have a lot offuture pl an of life! " 

" I am willing; but I have a fear ins ide, anyway, I will do it" 

" I want testin g, to know my result and teach publ ic .. . " 

" Yes, s ince we can acquired infecti on in d ifferent ways .. . " 

"Yes, my husband travels different areas" 

female) 

" I will do it. if all my fri ends agreed to do" 

" Yes, I don' t wan I to infect my partn er, I am res ponsible ... " 

"Yes, to get mental rest and remove my fear .. . " 

.. Yes, it is better to test everyone and give certificate" 

" I did before" " I will, to know my status, remove my fear" 
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Reasons of intenders of asking partner for VCT : 

"Yes, it is a matter of life and death, there is no fea r, by any means ... " (You ng female) 

" I wi ll ask and encourage him, even if he test positive, I will give m)' affection" 

" Yes, peop le better test before hav ing sex ual contact" 

" I will. but first I do the test if conl1denti al then . . . " 

" Yes, not only m)' partn er but also my chil dren" 

" I will ask her, to clear my suspicion" 

Cost of service 

(O lde r fe male) 

(Yo ung male) . 

(O lder male). 

(O lder fe male) 

(Hea lth worker.) 

" Unt il people accustomed the service it shoul d be free or low price latter on up to 50 birr" 

(Religious Leaders) 

" If I pay for pos itive result, it is almost doubl e loss" 

" It should be free for students and youth , ifnot poss ible, fair price" 

" It should be free, to save the generation" 

(yo ung female) 

(youn g male) 

(o lder male) 

" It has a val ue, that we cou ld not estimate it here, I would pay what ever it cost, th ink fo r 

Pregnant and poor girls who want to be tested " (older female) 
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ANNEX-S: STRUCTURED QUESTIONNAIRE FOR 
QUANTlT A TIVE STUDY 

lnterviewer's Guideline and informed consent form 

1 . Guideline to interviewers 

When you reach the selected household , introduce yourself after 

greeting the person you meet first . Introduce the person the 

purpose of the study by saying that : 

·'The reason why 1 came here is to ask some questions related to health. The purpose of the 

interview is to do scientific research On HIVIAIDS, towardl' identifYing the II/ajor problems of 

the community and preparing recommendations to the concerned organizations. " 

Then, least down all the household members ' age 15 - 49 years 

of your gender. Give number for each one alphabetically , and 

then select one individual by lottery method . If there is n o 

individual with above criteria go to next household in clock­

wise direction . 

2. Informed Consent 

For the selected person read the following : 

" To help our stllc0', we would like to ask you some questions which may take about 45 minutes. 

As your participation is very important to the outcome of the study we kindly requests you to 

give us Y01lr sincere and truthful answers. All your words are filily confidential and you need 

no mention your name. " 

Do you agree to participate in the inte r v i ew? 

Yes , I agree I I No I don ' t / I 

If a person doesn't agree , try to fill - up House-number and age 
of the person and return the answering sheet to the supervisor . 
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Addis Ababa University 
Facu lty of Medicine 

Department of Communi ty Health 

ASSESSMENT OF VOLUNTARY I-lIV COUNSEUNG AND TESTING 

INTERVIEW QUESTIONNAlRE 

Code number / / / / ---

Part I 

I. Sex: - I. Male 2. Female 

2. Age: - Years completed 

3. Religion :- I. Catholic 2. Muslim 3. Orthodox 4. Protestant 5. Others, specify __ 

4. Ethn ic group: - I.Amhara 2.G uragea 3.Han·ari 4.0romo 

5.Soma li 6.Tigray 7. Others, specify _ _ _ 

5. Marital status: - I. Sing le 2.currentl y married 3.Separated 4.Divorced 5. Widowed 

6. Ed ucati onal level:- I .111 iterate 2. Read & write 3. Regular educat ion 

6.1 If the answer is "3", Grade completed ____ _ 

7. Occupation (Based on SCA c1ass ifi cation): -

I. Legislators, senior offi c ials & managers 2. Professional s 

3. Technicians & Associate pro fessio nals ' 4. Clerks 

5. Shop & market sa les workers 6.Service workers 

7. Others, spec ify __ 8. I don ' t know 

9. Refu se to answer 10. Skilled agricu ltura l workers 

I I. Student 12. Homemakers 

13.Disabled 14. Pensioners 

15. Unemployed 
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Part 2 

8. I Did you stat1 sexual intercourse? (IF NO, go to Question J /) 

I, Yes 2. No 99. Refuse [0 answer 

~ 8.2 IF YES, at what age you had sex first ? 

When I was _ _____ years old. 

9. I Have you had sex ual intercourse in the past one-year? (IF NO, go to Question J /) 

I.Yes 2.No 99.Refuse to answer 

~ 9.2 IF YES, How often you have used condom when you have had sex ual­

intercourse duri ng the past one-year? 

I.A lways 2. Sometim es 3. Never 

10. I With how many different people have you had sex ual intercourse durin g the past year? 

T he numbe ____ _ 

~ 10.2 With how many of your sex ual partners were condoms used all the lillie? 

The number _____ _ 

Part 3 

Answer as:- I.True 2.FaIse 

II . A pregnant women who has ALDS can pass the disease to her unborn baby. 

12. The A IDS v irus can be transmitted by mosqu itoes. 

13. A person can be infected with the AIDS virus and not have the d isease AIDS . 

14. You can protect your se lf from the A IDS virus by not having sexua l intercou rse. 

15 . Sharin g kitchen utensils or a bathroom with a person with AIDS poses no ri sk . 
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16.. Breast milk can pass the AIDS virus from an infected mother to her infant. 

17. Condoms can red uce the chance of passing the AIDS virus from one sex partner to the 

other partner (s) during sexual intercourse. 

18 .. The AIDS virus can be transmitted by us ing unsterile surgica l instruments or needles. 

19. Sharing toothbrushes and razors ca n transmit the AIDS virus. 

20. It is unsafe to shake hands with so me body who has HIV/AIDS. 

Part 4 

The following questions deal with getting an HIV blood testing & counseling (VCT) 

(VeT is getting HIV testing service voluntarily, with pretest and posltest counseling) 

21. What do you think about getting an H1V blood testing & counseling in the near future? 

21.1 Is il good or bad? I.Very good 2.Somewhat good 3.Neither good nor bad 

4. Somewhat bad S.Very bad 

21 .2 Is il easy or difficult? I. Very easy 2.Some what easy 3.Neither easy nor difficult 

4. Somewhat difficult 5. Very d iffi cult 

21 .3 Is it pleasant or unpleasant? I. Very pleasant 2. Some what pleasant 

3. Neither pleasant nor unpleasant 

4. Somewhat unpleasant 5. Very unpleasant 

22. Do you agree that most people w hom you respect think that "you should get an HIV 

blood testing in the near future"? 

I.Stronglyagree 

4.Disagree 

2.Agree 3.Neither agree nor dis-agreee 

5. Strongly disagree 
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Do yo u agree that getting an H IV blood test in the near future wou ld let you know for 

sure whether or not yo u are infected with HIV? 

I .Strongly agree 2.Agree 3.Neither agree nor dis-agreee 

4.Disagree 5. Strongly disagree 

24. How much good or bad that " knowing for sure whether or not you are infected with 

HIV" would be? 

I. Very good 2. Somewhat good 3.Neither good nor bad 

4.Sollle w hat bad 5.Very bad 

25 How much true is that "getting an HIV blood test in the near future would be 

reassuring if the test result was negative" ? 

I . Very true 2.Somewhat true 3.Neither neither true nor untrue 

4.Solllewhat untrue 5.Very untrue 

26. How mu ch good or bad is that "your being reassured by a negative test resu lt " would 

be ? l.Very good 2. Somewhat good 3.Neither good nor bad 

4.Some what bad 5.Very bad 

27. How much true is that "getting an HIV blood test in the near future would let you start 

selfcare and medi ca l care if the test result was pos itive"? 

I. Very true 2.Somewhat true 3.Neither true nor untrue 

4.Somewhat untrue 5. Very untrue 

28. How much good or bad that "your starting self and medi ca l care if your test result is 

pos itive "would be? 

I.Very good 2. Somewhat good 3.Neither good nor bad 

4.Some what bad 5.Very bad 
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29. Do you agree that "getting an HIV blood test in the near fut ure would provide safety for 

your partner" ? 

I.Stronglyagree 

4. Disagree 

2.Agree 3.Neither agree nor di sagree 

5. Strongly di sagree 

30. How much good or bad that "your prov iding sa fety for yo ur partner" wou ld be? 

I. Very good 

4.Some what bad 

2. Somewhat good 

5. Very bad 

3.Neither good nor bad 

31. How likely is that "getting an HIV blood test in the near future might mean you 

would find out being test positive? 

I. Very likely 2.Somewhat li kely 3.Neither likely nor unlikely 

4. Somewhat unlikely 5.Very unlikely 

32. How much good or bad that "your findi ng out being test pos itive " wou ld be ? 

I.Very good 

4.Some what bad 

2. Somewhat good 

5. Very bad 

3.Neither good nor bad 

(Q33-36) Answer as:- I. Very true 2.Somewhat true 3.Neither true nor untrue 

4. Somewhat untrue 5. Very untrue 

How mnch true or untrue; if we say that:-

33. "Your partner(s) thin k that you should get an HIV blood test in the near future" ? 

34. "Your fr iends th ink you should get an HIV blood test in the near future" ? 

35. "Your famil y thinks you should get an HIV blood test in the near future"? 

36. "Doctors think you shou ld get an H IV blood test in the near future" ? 
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37. How likely is that yo u ill/elld /0 get an HIV blood test in the near future? (in 2 months) 

I. Very likely 2. Somewhat li kely 3.Neither likely nor unli kely 

4. Somewhat unlikely 5. Very unlikely 

The Jollowing questions ( Q-38 to Q50j deal with asking partner(s) to seek Jar Ii1V 

blood testing and counseling. 

38. What do you think about "Asking your partner(s) to get an HIV blood test in the near 

future" would be? 

38 .1 Is it good or bad? I .Very good 2.Somewhat good 3.Neither good nor bad 

4. Somewhat bad 5.Very bad 

38.21s it easy or difficult? I. Very easy 2.Some what easy 3.Neither easy nor diffi cult 

4. Somewhat difficult 5. Very difficult 

38.311- it pleasant or unpleasant ? I. Very pleasant 2. Some what pl easant 

3. Neither pleasant nor unpleasant 

4. Somewhat unpleasant 5. Very unpleasant 

39. Do yo u agree that most people whom you respect think that " yo u should ask your 

paI1ner(s) to get an HfV blood testi ng in the near future"? 

I .Strongly agree 

4. Disagree 

2.Agree 3.Neither agree nor dis-agreee 

5. Strongly disagree 

40. Do yo u agree that "Asking your partner to get an H IV blood test in the near future 

wou ld let you know for sure whether he/she is infected with \-fIV"? 

I.Stronglyagree 

4.Disagree 

2.Agree 3.Neither agree nor dis-agreee 

5. Strongly disagree 
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41. How much good or bad that" knowing for sure whether or not your partner(s) are 

I 
infected with HIV" would be? 

I .Very good 2. Somewhat good 3.Neither good nor bad 

4.Some what bad 5. Very bad 

42. How much true is that "Asking yo ur partner(s) to get an HIV blood test in the near 

future would be reass uring if the test result is going to be negative"? 

I . V cry true 2.Somewhat true 3 .Nei ther true nor untrue 

4.Somewhat untrue S.Very untrue 

43. How much good or bad that" your being reassured by your partner(s)' negative test 

result " would be? I.Very good 2. Somewhat good 3 .Neither good nor bad 

4 .Some what bad 5.Very bad 

44. How much true is that "Asking your partner(s) to get an HIV blood test in the near 

future would mean that you care about the health of your partner(s)"? 

I. Very true 2.Somewhat true 3 .Neither true nor untrue 

4.Somewhat untrue 5. Very untrue 

45. How much good or bad that "Showing that you care about the health of your 

partller(s)" would be? 

l.Very good 2. Somewhat good 3.Neither good nor bad 

4.Some what bad 5.Very bad 

(Q46-49) Answer as:- I. Very true 2.Somewhat true 3 .Neither true nor untrue 

4. Some what untrue 5. Very untrue 
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How much true or untrue; if we say that:-

46. " Your partner(s) think yo u should ask him/her to get an HIV blood test in th e near 

future? 

47. " Your friends think you should ask yo ur partner(s) to get an HIV blood test in the 

near future? 

48. "Your family thinks you should ask your pat1ner(s) to get an HIV blood test in the 

near future? 

49 . " Doctors think you should ask your partner(s) to get an HIV blood test in the near 

future? 

50 How likely is that you ill tend 10 ask your partner(s) to get an HIV blood test in the 

near future? ( with in two months) 

I . Very likely 2.Somewhat likely 3.Neither likely nor unlikely 

4. Somewhat unlikely 5.Very unlikel y 

The following questions (Q51-56) concern your willingness to do regarding safer sex .. Safer 

sex defined as (Sex after test result of self and partller or sex wilh cOl/dom ) 

Answer as:- I. Very true 2.Somewhat true 3.Neither true nor untrue 

4. Somewhat untrue 5. Very untrue 

How much is it true that :- Concerning safer sex, in general: 

51. "You want to do what your friends think yo u should do" . 

52. " You want to do what your family thinks you should do". 

53. "You want to do what doctors thinks you should do" . 

54. "You want to do what yo ur reli gious leaders thinks you should do". 
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55. "You want to do what most peop le thinks you should do". 

56. "Yo u want to do what yo ur partner(s) thinks you should do". 

Part 5 

If Voluntary HIV-Counseling & Testing (VCT) Service is available in your locality, 

57. Which method or testing you prefer ifboth types made avai lable? 

I. Confident ial, linked testing 2. Anonymous testi ng 7.0ther, specify_. 

58. Concerning HIV-counseling, by whom do you prefer to get pre/post-test cou nseling? 

I. By physician 2. By a nurse 3.By any trained counselor 

4. By relig ious leader 5.By trained traditional healer 6. No need of coun seling 

7. Others, specify ___ _ 8. I don ' t know 9. Refuse to answer 

59. Which way do you prefer to obtain the 1-11 V test result? Through:-

I .Face to face (verbally) 2. Telephone 3. Secretive letter 4. Relative or paltner 

7. Others, spec ify ___ _ 8. I don 't know 9. Refuse to answer 

60 .1 Would you be will ing to pay for [-{IV counseling & testing , if the serv ice is made 

availab le? I. Yes 2. No 

60.2 If yes, how much cou ld you afford to pay for testing and counseling service? 

Birr / / / / 
-- -

THANK-YOU FOR YOUR COOPERATION! 
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ANNEX-6: PRE-TEST RESULT OF QUESTIONER 

FOR QUANTIT A TTVE DATA COLLECTION 

Total number o f questions tested = 63 

Totall1umber of respondents =42 

Average time required to complete one questi onnaire = 41. 5 minutes 

Number of Serial Action 
Testing for questions Number Questions measuring taken 

With 
problem 

Clari ty 
4 22, 37, Intention / Modification 

39, 50 
Subjecti ve norm 

2 9, 10 Past sexual practice Modifi cation 

Cultural acceptability 2 11 ,12 Refuse sex without condom Removed 
(previous Sexual negoti ation with 
number) pal1ner 

Sequence of questions None ------- ------------------------- --------

Repetition None 
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ANNEX-7. AMHARIC VERSION OF STRUCTURED 

QUESTIONNAIRE FOR QUANTITATNE STUDY. 
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