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Summary

Background: HIV/AIDS has become the most devastating global epidemic the world has
ever faced. Early knowledge of HIV infection is now recognized as a critical component
in controlling the spread of HIV infection and, for people with HIV infection, as an entry

point for treatment, care and support.

Objective: To identify the determinants of HIV-VCT acceptance in Gondar town,
Northwest Ethiopia

Methods: The study design was case-control, where the cases are those who accepted
VCT and the controls are those who did not accept VCT. A total of 115 cases and 230
controls from Gondar town were included in the study. The data was summarized and
organized using tables and texts. Associations between different exploratory variables
and outcome variable (VCT acceptance) was made using odds ratio with confidence
intervals. Multiple logistic regressions were used to show the impact of different
determinants for VCT acceptance by controlling different confounders at the same time.

P-value less than 5% was considered significant.

Results: VCT acceptance was about seven times (OR = 6.91, 95% CI 1.21, 39.52) more
likely to occur among unmarried than those who were divorced, separated and/or
windowed. VCT acceptance was less likely (OR = 0.03, 95% CI 0.01, 0.15) to occur
among students than those who were employed.

VCT acceptance was about 4.75 times (OR = 4.75, 95% CI 1.05, 21.45) more likely to
occur among those ever had sex than their counterparts. Those who had self-perceived
risk and had knowledge of HIV/AIDS prevention methods were about 6 times (OR =
6.08, 95% CI 1.89, 19.54) and 21.12 times (OR = 21.12, 95% CI 6.38, 69.95) more likely
to accept VCT than their counterparts respectively. VCT acceptance were less likely (OR
= 0.03, 95% CI 0.01, 0.14) and (OR = 0.03, 95% CI 0.00, 0.42) to occur among those
know that a healthy-looking person can have the virus and those had knowledge of STls
respectively than their counterparts.



As to the problems related with VCT, those didn't know friends response was about 19
times (OR = 19.08, 95% ClI 4.73, 77.00) more likely to occur among VCT acceptors than
their counterparts, while didn't trust confidentiality of VCT services was less likely (OR
= 0.19, 95% CI 0.06, 0.62) to occur among VCT acceptors than non-acceptors. VCT
acceptance was less likely (OR = 0.06, 95% CI 0.02, 0.25) to occur among those said no
changeinrelation to HIV positive partner than those said gradually separated.

Conclusions and recommendations. Those unmarried, had initiated sex, self-perceived
risk, knowledge of HIV/AIDS prevention methods and don't know friend's response are
more likely to accept VCT. Being a student, those know that a healthy-looking person
can have the virus and those had knowledge of STIs are less likely to accept VCT. Those
had problems of don't trust confidentiality of VCT service and those have intention of no
change in relationship to HIV positive partner are less likely to accept VCT. Efforts to
promote VCT require education about the benefits of testing to students and women in
particular and all groups of individuals in general and organizing VCT service to make

more acceptable to different groups of people is recommended.

Key words: VCT-acceptance, Determinants of VCT, Gondar Town, Northwest Ethiopia.
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1. Introduction

An estimated 38.6 million (33.4 million - 46.0 million) people worldwide were living
with HIV at the end of 2005. An estimated 4.1 million (3.4 million - 6.2 million) became
newly infected with HIV and an estimated 2.8 million (2.4 million - 3.3 million) lost their
lives to AIDS. Overdl, the HIV incidence rate is believed to have peaked in the late
1990s and to have stabilized subsequently, notwithstanding increasing incidence in

several countries (1).

The estimated national HIV prevalence in 2005 was 3.5% (3% among maes and 4%
among females). The estimated prevalence in urban areas was 10.5% and in rura areas
1.9%. In 2005, it was estimated that a total of 1, 320, 000 people were living with
HIV/AIDS. Of the total, 634, 000 were living in rural areas and 686, 000 in urban areas.
It was estimated that in 2005, a total of 137, 500 new AIDS cases. 128, 900 new HIV
infections (353 a day) including 30, 300 HIV positive births, and 134, 500 (368 a day)
AIDS deaths including 20,900 in children (<15 years) occurred. It was estimated that
there were a total of 744, 100 AIDS orphans ages 0 - 17. HIV/AIDS accounted for 32%
of the estimated 141, 000 TB cases. The estimated total number of persons requiring
ART in 2005 was 277, 800 (including 43, 100 children). AIDS accounted for an
estimated 34% of all young adult death 15 - 49 in Ethiopia and 66.3% of all young adult
deaths 15 - 49 in urban Ethiopia (2).

Voluntary HIV counseling and testing is the process whereby an individual or couple
undergoes counseling to enable him/her/them to make an informed choice about being
tested for HIV. This decision must be entirely the choice of the individua/s and
he/she/they must be assured that the process will be confidential (3).

HIV testing and counseling have been recognized as necessarily linked since the first
HIV-linked immunosorbent assay (ELISA) tests become available for the identification
of HIV infection in the mid-1980s. Pre-test and post-test counseling were seen as crucial
for the testing process because of the seriousness of the news of HIV infection for people

receiving a positive result. Additionally, the process of pre-test counseling was designed

1



to ensure that those tested were sufficiently informed about the testing process and the
potential consequences. counseling made informed consent possible and ensured that
people were not tested on a coercive manner. People with HIV needed the support of
post-test counseling in order to manage disclosure and cope with living with HIV. This
counseling included the provision of information on preventing the infection of partners

and families in the future and on decision-making about pregnancy (4).

HIV voluntary counseling and testing provides people with an opportunity to learn and
accept their HIV serostatus in a confidential environment with counseling and referral for
ongoing emotional support and medical care. It has been shown to have a role in both
HIV prevention and, for people with HIV infection, as an entry point to care. People who
have been tested seropositive can benefit from earlier appropriate medical care and
interventions to treat and/or prevent HIV-associated illness. Pregnant women who are
aware of thelr seropositive status can prevent transmission to their infants. Knowledge of
HIV serostatus can also help people to make decisions to protect themselves and their

sexual partners from infection (5).

People have a right to know their HIV status, and testing and counseling should be
widely accessible through innovative, ethical and practical models of delivery. High
priority should be given to scaling-up HIV testing and counseling to maximize the
opportunities to reach those with HIV infection or at high risk (6).

Offering HIV testing and counseling should become standard practice wherever they are
likely to enhance the health and well-being of the individual. The objective is to enable
the greatest possible number of people to benefit from the ever-improving treatment, care
and prevention options and realize their right to the highest attainable standard of health
care. Mandatory HIV testing is neither effective for public health purposes nor ethical,
because it denies individuals choice, and violates principles such as the right to health,
including the right to privacy and the ethica duties to obtain informed consent and

maintain confidentiality (7).



As access to antiretroviral treatment is scaled up in low and middie income countries,
there is a critical opportunity to simultaneously expand access to HIV prevention, which
continuous to be the mainstay of the response to the HIV epidemic. Without effective
HIV prevention, there will be an ever increasing number of people who will require HIV
treatment. Among the interventions which play a pivota role both in treatment and in
prevention, HIV testing and counseling stands out as paramount. The current reach of
HIV testing services remains poor: in low and middle income countries only 10 per cent
of those who need voluntary counseling and testing, because they may have been exposed
to HIV infection, have access to it. Even in settings in which VCT is routinely offered,
such as programs for PMTCT, the number of people who avail themselves of these
services remains low in many countries. The redlity is that stigma and discrimination
continue to stop people from having an HIV test (8).

A number of counseling and testing (VCT) service delivery models are being used to
expand entry points to HIV testing and to promote testing as a more routine practice.
Expanding a number of models will help more people learn their HIV status and benefit
from prevention, care and treatment services. The models are designed to reach different
target groups and achieve goals. One testing model may provide an entry point to clinical
care for those living with HIV/AIDS, while another may help PMTCT, and yet another
may serve as HIV prevention tool for the genera population. Counseling and testing
models include stand-alone, integrated, quasi-integrated, private sector, mobile and
home-based. Each has strengths and weaknesses and should be implemented
appropriately to suit the targeted populations and regions. In most cases, a combination of
models is appropriate to maximize coverage and improve the accessibility and

acceptability of counseling and testing services (9).

In Ethiopia, HIV counseling service began in the late 1980’s with service expanding
throughout the 1990’s (10). Currently there are 488 Voluntary, Counseling and testing
(VCT) centersin Ethiopia (11).



2. Literaturereview

Studiesin Africareport that VCT is associated with reduced risk behaviors and lower rate
of sero-conversion among sero-discordant hetro-sexual couples (12). Although still in its
early stage, the VCT program, especialy in conjunction with ART and if used by both
partners and married couples, promises to become a major tool in breaking the silence
about HIV/AIDS and reducing both multi-partner sex and vertical transmission by
strengthening trust in the health service (13 - 15).

Cohort studies have also demonstrated that many infected persons decrease behaviors
that transmit infection to sex or needle sharing partners once they are aware of ther
positive status (16 - 18). And HIV infected persons who are unaware of their infection

don’t reduce risks behaviors (19).

In 1991 a study conducted in Kinshasa (Congo) demonstrated a marked increase in
condom use among couples from less than 5% to 70% following the HIV-VCT
intervention (20). Another study in Rwanda reported an increase in ever condom use
before VCT intervention from only 7% to 16% in HIV sero-negative women and 35% in
HIV sero-positive women (21). In Uganda analysis of data from 3000 clients receiving
HIV-VCT at the AIDS Information Centre (AIC) revealed a substantial reduction in risk

behaviors at 3 and 6 months following the intervention (22).

Acceptance of HIV testing is reportedly lower when clients have not been tested
previously and are fearful of their ability to cope with their test results. A pilot study done
in rural village of Tanzania, among the 245 village residents who were offered VCT, 137
(55.9%) volunteered to participate and received both pre-test counselling and HIV testing
(23). Studies conducted in west, east, and South Africa and Thailand in antenatal clinics
revealed the median overall acceptability of VCT was 69% (Range 33%-95%) (24).

A study on HIV testing attitudes, AIDS stigma, and voluntary HIV counseling and testing
in a black township in Cape Town, South Africa was conducted in 2003. Comparisons on
attitudes toward VCT, controlling for demographics and survey venue, showed that

individuals who had not been tested for HIVV and those tested but who did not know their
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results held significantly more negative testing attitudes than individual s who were tested,
particularly people who knew their test results. Compared to people who had been tested,
individuals who were not tested for HIV demonstrated significantly greater AIDS related
stigmas; ascribing greater shame, guilt, and associated disapproval to people living with
HIV. Knowing test results among those tested was not related to stigmatized beliefs (25).

A study done in 2003 among Tanzanian primary school teachers, teachers who: were
aged between 21 to 30 years, had easy access to HIV testing services, had a partner with
tertiary education, and perceived their health status positively were significantly more
likely to have tested for HIV. Teachers who had tested for HIV were significantly less
likely: to perceive that it is not necessary to test for HIV in absence of vaccine or cure for
HIV/AIDS; to support that only people who suspect that they are HIV infected should
test for HIV; and to believe that HIV infected people are likely to die quicker if they are
tested for HIV and be informed about their positive results (26).

A study done in 2000 in Harar, Ethiopia revealed more than three-fourth (85.4%) of the
study subjects within the age group 15 — 49 years claimed to have an intention of having
VCT. Condom use, not initiating sexual practice, and positive attitude towards VCT were
positive predictors for intention of having VCT (27). Another study done in 2003 among
newly married couples in Addis Ababa showed that 55% of study subjects reported
having had pre-marital HIV testing. The main reason given for not having HIV testing
was that the interviewees didn't feel at risk of acquiring HIV/AIDS. Individuals of both
sexes who had frank discussion as a couple about HIV were found to be more likely to
have pre-marital HIV testing (adjusted ORs 10.96, 95% CI 3.7 to 33.3 for men and 7.78,
95% CI 2.86 to 20.0 for women) (28).

A study was conducted in North and South Gondar administrative zones in 2004 to assess
factors that affect VCT acceptance. In this study the age range from 15 - 19 years was
found to be positively associated with VCT acceptance (p<0.01). Results of the
behavioral variables showed the effect of others (friends, families, religious leaders, and
couples) were found to have statistically very significant effect towards VCT acceptance

(p<0.001). The absence of community support was found to be negatively associated with
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VCT acceptance (p<0.01). The availability of ART was found to have positive
association with acceptance of VCT (p<0.001) (29). In 2005 a study done among
pregnant women attending antenatal care at Armed Force Hospitals in Addis Ababa
indicated that VCT acceptance was higher among better educated, married, higher

income women and women whose husbands live at home (30).



3. Rationale of the study

The fight against HIV/AIDS has been one of the most challenging public health activities
worldwide during the last two decades; developing countries such as Ethiopia were
heavily challenged due to limited capacities to cope with such a devastating epidemic
(32).

VCT, voluntary counselling and testing refers to the process of giving people
professional counselling before and after the HIV-test. The process helps people prepare
for and understand their test results. Those who test negative can learn ways to avoid
becoming infected, and those who are positive can learn how to live longer, heathier
lives and prevent transmission to others. In thisway, VCT offers an important entry point

to early prevention, care and support (32).

In many parts of the world most severely affected by HIV/AIDS, fewer than one in ten
people with HIV know that they are infected. This widespread ignorance of HIV statusis
the direct result of poor access to HIV testing, or serious problems with its delivery and
uptake. In such settings, the lost opportunities for providing care and for strengthening

prevention efforts are enormous (7).

The demography and health survey of Ethiopiain 2005 (DHS) revea ed that, anong adult
population age 15 - 49, only 4 percent of women and 6 percent of men have been tested
for HIV at some time (33). The ongoing extension of the network of VCT centers and
HIV laboratories (that include the involvement of the private sector health facilities in
VCT activities) and improvements in the general health services can increase coverage of
the wider population at risk of HIV infection once more counselors can be upgraded,
employed and supported with test kitsin the regions and rural areas (13).

According to the 2002 HIV/AIDS Behaviora Surveillance Survey of Ethiopiathere were
very few of the study participants reported ever having taken an HIV test. With the
exception of uniformed services, amongst whom 20% had been tested, in other groups
less than 11% had ever been tested for HIV. Qualitative data revealed that the majority of



people had not taken HIV tests because of high costs, fear of stigma and lack of VCT

services (34).

However in comparison to other countries there is lack of information regarding the most
important determinant factors for the acceptance of HIV-VCT services that is believed to
be one of the best strategies for prevention and control of HIV/AIDS and care and
support of already infected people. Gondar is one of the big towns in region 3, where
urban adult prevalence of HIV is 15.5% in 2004/5 (35). The result of this study will help
to plan and implement targeted educational interventions and to design appropriate HIV-
VCT services.



4. Objective
General objective

e To identify the determinants of HIV-VCT acceptance in Gondar Town,
Northwest Ethiopia.

Specific objectives

e To determine the association of sociodemographic characteristics with VCT
acceptance.

e To determine the association of high risk sexua behaviors and self-perceived
risk, with VCT acceptance.

e To determine the association of knowledge and attitudes towards HIV/AIDS
transmission and prevention and STIs, with VCT acceptance.

e To determine the association of knowledge and attitude towards VCT and ART,
and stigma, with VCT acceptance



5. Methods

5.1. Study design

The study design was unmatched case-control.
5.2. Study area

The study was conducted in University of Gondar hospital and Gondar Health center.
Both the hospital and the health center have HIV-VCT services and they have about 30
and 10 clients per day respectively. In 2002 the prevalence of HIV in Gondar town was
15.1% (36). In the town there are five VCT Centers. University of Gondar Hospital,
Gondar Health Centre, Family Guidance Association of Ethiopia, Gondar Army Hospital
and Berhan Tesfa Higher Clinic.

5.3. Study population
5.3.1. Definition of cases and controls

Cases were any apparently healthy individuals within the age group 15 — 49 years, who
come to VCT services by themselves to undergo Voluntary Counseling and Testing in
June 2006 for any reason other than marriage and visa application, and residence of

Gondar town for at least six months.

Controls were any apparently healthy individuals within the age group 15 — 49 years,
who did not ever accept VCT service and didn't have an intention to accept VCT in the

next one month and residence of Gondar town for at least six months.

10



5.3.2. Samplesize
The sample size was calculated using the formula bel ow:

n = [Zo/2\ (1+1/1)p (1-p) + Zs/ rVp1 (1-py) + P2 (1-p2)] 2

(p1— p2)°

pr +rp

1+

Where n; = the sample size of cases

P = Pooled estimate of p; and p,

P1 = estimated exposure among cases

P, = estimated exposure among controls

r =ratio of ny ton,

The following considerations and assumptions were taken. The proportion of condom use
among cases and controls were 38.7 and 23.2 respectively from previous study. In a study
to assess factors related to VCT among 15 - 49 years urban community in Ethiopia there
was significant association between VCT acceptance and condom use (27). The
minimum detectable OR of 2.1, a 95% level of confidence, and a power of 80% were
assumed. An alocation ratio of cases and controls (n 1. n ) 1.2 were taken. These

assumptions gave a sample size of 115 for cases and 230 for controls.
5.3.3. Sampling procedure

For the cases dligible clients from University of Gondar hospita and Gondar health
center VCT centers were included. From University of Gondar hospital and Gondar
health center 71 and 44 cases were selected respectively according to the proportion of
clients served in the institutions. Every eligible client was included consecutively until
the sample size satisfies. The clients in both VCT centers were different groups of
people: those motivated themselves to know their HIV status and those want to know

11



their HIV status for marriage and visa application to go abroad. There were aso clients
referred from physicians for diagnosis and treatment. Therefore it was difficult to apply

probability sampling procedure to select cases.

For the controls both outpatient and inpatient visitors and attendants in the University of
Gondar Hospital were included. Every €ligible patient attendant and/or visitor was
included in the study consecutively until the sample size satisfies. Controls were selected
from Hospital patient attendants and/or visitors in order to make the cases and controls
comparable. Since large numbers of subjects were found in the Hospital the controls were
selected by non-probability sampling method.

5.3.4. Data collection procedure

A pre-tested and structured questionnaire was used for data collection for both cases and
controls. The questionnaire was prepared in English and transated to Amharic and then
back to English to check for its consistency.

Two nurses working as counselors and two nurses working in the ward were involved in
data collection. It was not feasible to collect data from controls by counselor nurses from
VCT centers since they were busy. Those nurses working in the ward have experience of
counselling for testing HIV for patients in the ward. In addition extensive training was
given for both data collectors together to get similar skill of data collection from cases
and controls. Pre-test was done in FGAE VCT center for cases and in Gondar health
center attendants for controls. After pre-test, an amendment on of the questionnaire was
done and the questionnaire was duplicated for the actual study. The principal investigator

supervised the data collection.

The cases were interviewed by two counselor nurses working in the respective VCT
centers and the controls by the nurses working in the hospita. The cases were
interviewed during the waiting time before taking the pre-test counselling service on
working days and working hours.
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The controls were interviewed during weekends and in the evenings of working days.
Because it was only in this period visitors were allowed to visit patients in the Hospital.
Data collection for both the cases and controls were taking place during the same period,
in June 2006.

5.3.5. Study variables

The outcome variable is VCT acceptance. The explanatory variables are
sociodemographic characteristics, high risk sexual behaviors and self perceived risk,
knowledge and attitude towards HIV/AIDS transmission and prevention methods, STIs,
VCT and ART, and stigma towards PLWHA.

Operational definitions

VCT: is the process by which an individual undergoes counselling enabling him/her to
make an informed choice about being tested for HIV (10).

VCT accepters. are individuals who voluntarily came for VCT services in Gondar town
for any reason other than marriage and visa application during June 2006.

Self-perceived risk: Acknowledging ones own risk of acquiring HIV.

Knowledge on HIV/AIDS transmission: knowing the following transmission routs and
concepts; used utensils, blood transfusion, one of the vertical routs, not transmitted by
eating together and by mosquito bite.

Knowledge on HIV/AIDS prevention: knowing al three prevention methods namely

abstinence, be faithful and consistent and correct condom use

5.3.6. Data processing and analysis

The data was entered and analyzed using SPSS version 10.0. The data was summarized
and organized using tables and texts. Associations between different exploratory
variables and outcome variable (VCT acceptance) was made using odds ratio with
confidence intervals. Multiple logistic regressions were used to show the impact of
different determinants for VCT acceptance by controlling different confounders at the

same time. P-value | ess than 5% was considered significant.
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5.4. Ethical considerations

Ethical clearance was obtained from Addis Ababa University Medical Faculty ethica
committee and University of Gondar Research and Publication Office. During the
interview, each individual was told about the aim and on the possible benefit of the study.
Informed ora consent was obtained from each respondent. The result was confidential
and the secrecy of the respondents was kept because of the anonymity of the data
collection. All respondents were offered health education on the benefits of VCT after the
interview.
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6. Results

A tota of 345 subjects were interviewed in the month of June 2006 in the University of
Gondar hospital and Gondar health center. Among them 115 were VCT acceptors (cases)
and 230 were VCT non-acceptors (controls). Almost half of the study subjects are female
both in cases (53%) and controls (49%). The mean (+ SD) age of the cases was 26.0 +£ 9.2
years, while that of the controls was 24.6 = 7.1 years. More than halve of both cases
(54.4%) and controls (59.1%) are in the age range of 15 to 24 years. Over half of both
cases (55.7%) and controls (61.7%) have never married. Most of the respondents both in
cases and controls are Orthodox Christian (86.1% Vs 74.3% in cases and controls) and
Amhara (93.0% in both). The educational statuses of most of cases (78.3%) and controls
(81.3%) are secondary and tertiary level. Only one-third (30.4%) of cases and controls
are employed. Sociodemographic characteristics of the study subjects are presented in
table 1.
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Table 1: Socio-demographic characteristics of study subjects, Gondar Town, Northwest

Ethiopia, June 2006.
VCT acceptors VCT non-acceptors
Variables no. (%) no. (%)
Sex
Female 61 (53%) 113 (49%)
Male 54 (47%) 117 (51%)
Age
15-24 62 (54.4%) 136 (59.1%)
25-34 38 (33.3%) 68 (29.6%)
35-49 14 (12.3%) 26 (11.3%)
Marita status
Never married 64 (55.7%) 142 (61.7%)
Married or living together 19 (16.5%) 83 (36.1%)
Divorced/separated/windowed 32 (27.8%) 5 (2.2%)
Religion
Orthodox 99 (86.1%) 171 (74.3%)
Muslim 12 (10.4%) 57 (24.8%)
Protestant 4 (3.5%) 2 (0.9%)
Ethnicity
Amhara 107 (93.0%) 214 (93.0%)
Tigrie 8 (7.0%) 16 (7.0%)
Educational Status
No formal education 15 (13.0%) 21 (9.1%)
Primary 10 (8.7%) 22 (9.6%)
Secondary 72 (62.6%) 149 (64.8%)
Tertiary 18 (15.7%) 38 (16.5%)
Occupation
Student 14 (12.2%) 101 (43.9%)
Unemployed 66 (57.4%) 59 (25.7%)
Employed 35 (30.4%) 70 (30.4%)
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About 79.1% of cases and 49.6% of controls had initiated sex, and 52.2% of cases and
44 5% of controls had sex in the last 12 months. About 25%, 11.7%, and 5% of cases

had multiple sexual partners, having sex with commercial sex workers, and having sex

with non-regular partners respectively while only 1% of controls had multiple sexual

partners, having sex with commercia sex workers, and having sex with non-regular

partners. About 30% of cases and 17.8% of controls used condom in their last sex. About
65.2% of cases and 28.7% of controls perceive the risk of infection with HIV (Table 2).

Table 2: Sexua behavior and unsafe sex in last 12 months of study subjects, Gondar

Town, Northwest Ethiopia, June 2006.

VCT acceptors

VCT non-acceptors

Variables no. (%) no. (%)

Had initiated sex

Yes 91 (79.1%) 114 (49.6%)

No 24 (20.9%) 116 (50.4%)
Have sex in last 12 months

Yes 60 (52.2%) 101 (44.5%)

No 55 (47.8%) 126 (55.5%)
Multiple sexual partners

Yes 15 (25.0%) 1 (1.0%)

No 45 (75.0%) 100 (99.0%)
Commercial sexual partner

Yes 7 (11.7%) 1 (1.0%)

No 53 (88.3%) 100 (99.0%)
Non-regular sexual partner

Yes 3 (5.0%) 1 (1.0%)

No 57 (95.0%) 100 (99.0%)
Condom usein last sex

Yes 18 (30.0%) 18 (17.8%)

No 42 (70.0%) 83 (82.2%)
Self-perceived risk

Yes 75 (65.2%) 66 (28.7%)

No 40 (34.8%) 164 71.3%)
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All the cases and controls had knowledge of HIV/AIDS. Most of the cases (87.8%) and
the controls (82.2%) know somebody who is HIV infected or died of HIV/AIDS and
about 58.3% of cases and 61.3% of controls know a friend or a relative who is HIV
infected or died of HIV/AIDS. For the transmission methods of HIV/AIDS about 68.7%
of cases and 70.4% of controls had knowledge of al the non-sexual methods namely
sharing needles, unscreened blood transfusion and vertical transmission from HIV

positive mother to the fetus.

Almost all cases and controls know sharing needle (96.5% for both cases and controls)
and unscreened blood transfusion (98.3% Vs 99.1% cases and controls) will transmit
HIV/AIDS. Asto the vertica transmission of HIV/AIDS from HIV positive mother to the
fetus most had the knowledge of HIV transmission during pregnancy (79.1% Vs 76.5%
for cases and controls), labor and delivery (89.6% Vs 92.2% for cases and controls), and
breast feeding (92.2% Vs 85.7% for cases and controls).

For the prevention methods of HIV/AIDS about 80% of cases and 21.7% of controls had
knowledge of all the three methods of prevention namely correct and consistent condom
use, be faithful and abstinence atogether. With regard to each methods of HIV/AIDS
prevention 82.6% of cases and 56.1% of controls, 97.4% of cases and 37.8% of controls,
and 96.5% Of cases and 57.4% of controls had knowledge of correct and consistent

condom use, be faithful, and abstinence respectively.

Most of the cases and controls had the knowledge that mosquito bit (87.8% Vs 87.0% for
cases and controls) and eating together with HIV positive individual (94.8% Vs 92.6%
for cases and controls) will not transmit HIV. About 13% of cases and 47.4% of controls
know that a healthy-looking person can have the virus. Almost all of the cases and
controls had the knowledge of STIs (93% Vs 98.3% of cases and controls).
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Almost all of the cases and controls had knowledge of VCT (100% V's 97% for cases and
controls), VCT use (94.8% Vs 94.3% for cases and controls) and had positive attitudes
towards VCT (99.1% Vs 98.7% for cases and controls). Most of the cases (86.1%) and
controls (82.6%) knew someone who had undergone VCT. The following problems
associated with VCT were mentioned by the respondents: difficult to cope living as HIV
positive (60% V's 77.8% for cases and controls), fear of stigma (67.8% V's 90% for cases
and controls), don't know partners response (43.5% Vs 9.6% for cases and controls) and
don't trust confidentiality of VCT services (24.3% Vs 54.3% for cases and controls)
(Table 3).
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Table 3: Knowledge about HIV/AIDS transmission and prevention methods, STls, and

VCT of study subjects, Gondar Town, Northwest Ethiopia, June 2006.

VCT acceptors

VCT non-acceptors

Variables no. (%) no. (%)

Know HIV infected/died

Yes 101 (87.8%) 189 (82.2%)

No 14 (12.2%) 41 (17.8%)
Know HIV infected/died
friend/relative

Yes 67 (58.3%) 141 (61.3%)

No 48 (41.7%) 89 (38.7%)
Have knowledge of HIV/AIDS
Transmission

Yes 79 (68.7%) 162 (70.4%)

No 36 (31.3%) 68 (29.6%0)
Knowledge of HIV/AIDS
Prevention

Yes 92 (80.0%) 50 (21.7%)

No 23 (20.0%) 180 (78.3%)
Healthy looking person may be HIV
infected

Yes 15 (13.0%) 109 (47.4%)

No 100 (87.0%) 121 (52.6%)
Knowledge of STls

Yes 107 (93.0%) 226 (98.3%)

No 8 (7.0%) 4 (1.7%)
Knowledge of VCT use

Yes 109 (94.8%) 217 (94.3%)

No 6 (5.2%) 13 (5.7%)
Attitude towards VCT

Positive 114 (99.1%) 227 (98.7%)
Negative 1 (0.9% 3 (1.3%)

Know who had undergone VCT

Yes 99 (86.1%) 190 (82.6%)

No 16 (13.9%) 40 (17.4%)
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About 89.6% of cases and 89.1% of controls replied that they will be closer and/or no
changein relation if their partner turned to be positive for HIV. Almost al the cases and
controls have the knowledge of ART (99.1% Vs 98.7% for cases and controls) and have
positive attitudes towards ART (94.8% Vs 95.7% for cases and controls).

Comparison of cases and controls with regard to sociodemographic variables is shown in
table 4. There was no significant difference between cases and controls with regard to
sex, age, ethnicity and educational status. Unmarried individuals were less likely to
accept VCT than those divorced, separated and/or windowed (OR = 0.07, 95% CI 0.02,
0.20). Similarly married individuals were less likely to accept VCT than those divorced,
separated and/or windowed (OR = 0.04, 95% CI 0.01, 0.11). Orthodox Christians were
more likely to accept VCT compared to Muslims (OR = 2.75, 95% CI 1.35, 5.70).
Students were less likely to accept VCT (OR = 0.28, 95% CI 0.13, 0.58) and an
unemployed are more likely to accept VCT (OR = 2.24, 95% CI 1.26, 3.97) compared to
those employed (Table 4).

The associations between sexual behavior and sdlf-perceived risk with VCT acceptance
were assessed. In this univariate analysis have sex in the last 12 months had shown no
significant association with VCT acceptance. VCT acceptance were about 3.86 times
(OR = 3.86, 95% CI 2.30, 6.48) and 4.66 times (OR = 4.66, 95% CI 2.89, 7.52) more
likely to occur for those had initiated sex and self-perceived risk respectively than their

counterparts.
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Table 4: Sociodemographic and sexual behavior factors associated with VCT

acceptance, Gondar Town, Northwest Ethiopia, June 2006.

VCT acceptors

VCT non-acceptors

Variables no no OR (95% ClI)
Sex
Female 61 113 1.17 (0.73, 1.88)
Male 54 117 1
Age
15-24 62 136 0.85(0.39, 1.84)
25-34 38 68 1.04 (0.45, 2.38)
35-49 14 26 1
Marital status
Never married 64 142 0.07 (0.02, 0.20)*
Married or living together 19 83 0.04 (0.01, 0.11)*
Divorced/separated/windowed 32 5 1
Religion
Orthodox 99 171 2.75(1.35, 5.70)*
Muslim 12 57 1
Ethnicity
Amhara 107 214 1.00 (0.42, 2.41)
Tigrie 8 16 1
Educational Status
No formal education 15 21 1.57 (0.58, 4.27)
Primary 10 22 1.48 (0.72, 3.04)
Secondary 72 149 1.51 (0.63, 3.58)
Tertiary 18 38 1
Occupation
Student 14 101 0.28 (0.13, 0.58)*
Unemployed 66 59 2.24 (1.26, 3.97)*
Employed 35 70 1
Had initiated sex
Yes 91 114 3.86 (2.30, 6.48)*
No 24 116 1
Self-perceived risk
Yes 75 66 4.66 (2.89, 7.52)*
No 24 110 1

*Significant association
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As shown in table 5, there were no association between VCT acceptances and knowing
someone HIV infected or died of HIV/AIDS, knowledge of HIV/AIDS transmission
methods, and knowledge and positive attitudes towards VCT. VCT acceptance was
significantly lower in those who know that a healthy-looking person can have the virus
(OR = 0.17, 95% CI 0.09, 0.30) and in those who had knowledge of STIs (OR = 0.24,
95% CI 0.07, 0.80) than their counterparts respectively. Those had knowledge of
HIV/AIDS prevention methods were more likely to accept VCT than those had not (OR =
14.40, 95% CI 8.28, 25.06).
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Table 5: Knowledge about HIV/AIDS transmission and prevention methods, STls, and
VCT associated with VCT acceptance, Gondar Town, Northwest Ethiopia, June 2006.

VCT acceptors

VCT non-acceptors

Variables no no OR (95% CI)
Know HIV infected/died
Yes 101 189 157 (0.82, 3.01)
No 14 41 1
Know HIV infected/died
friend/relative
Yes 67 141 0.88 (0.56, 1.39)
No 48 89 1
Have knowledge of
HIV/AIDS Transmission
Yes 79 162 0.92 (0.57, 1.50)
No 36 68 1
Knowledge of HIV/AIDS
Prevention
Yes 92 50 14.40 (8.28, 25.06)*
No 23 180 1
know that a healthy-
looking person can have
the HIV
Yes 15 109 0.17 (0.09, 0.30)*
No 100 121 1
Knowledge of STls
Yes 107 226 0.24 (0.07, 0.80)*
No 8 4 1
Knowledge of VCT use
Yes 109 217 1.09 (0.40, 2.94)
No 6 13 1
Attitude towards VCT
Positive 114 227 1.51 (0.16, 14.65)
Negative 1 3 1
Know who had undergone
VCT
Yes 99 190 1.30 (0.70, 2.44)
No 16 40 1

*Significant association
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The study subjects were asked about the problems associated with VCT use. Difficult to
cope with HIV positive and fear of stigma and discrimination were mentioned | ess among
VCT acceptors (OR = 0.43, 95% CI 0.26, 0.70 and OR = 0.23, 95% CI 0.13, 0.42
respectively). Don't know friend's response is mentioned more among VCT acceptors
(OR = 7.27, 95% CI 4.10, 12.91), while don' trust the confidentiality of VCT services
were less mentioned among VCT acceptors (OR = 0.27, 95% CI 0.16, 0.45). When they
were asked about their response if their partner turned to be positive for HIV, the VCT
acceptors were more likely to practice no change in relationship compared to non-
acceptors (OR = 2.92, 95% CI 1.20, 7.15). Knowledge and attitudes towards ART had no
significant association with VCT acceptance (Table 6).
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Table 6. Association of problematic reasons for not using VCT, stigma and

discrimination, with VCT acceptance, Gondar Town, Northwest Ethiopia, June 2006.

VCT acceptors

VCT non-acceptors

Variables no no OR (95% CI)
Difficult to cope with HIV+
Yes 69 179 0.43 (0.26, 0.70)*
No 46 ol 1
Fear stigma and discrimination
Yes 78 207 0.23 (0.13, 0.42)*
No 37 23 1
Don't know friends response
Yes 50 22 7.27 (4.10, 12.91)*
No 65 208 1
Don't trust confidentiality
Yes 28 125 0.27 (0.16, 0.45)*
No 87 105 1
Responseto HIV + partner
More closer 39 170 0.48 (0.21, 1.11)
No change 49 35 2.92 (1.20, 7.15)*
Gradually separated 12 25 1
Know ART
Yes 114 227 1.51 (0.16, 14. 65)
No 1 3 1
Attitudes towards ART
Positive 109 220 0.83(0.29, 2.33)
Negative 6 10 1

*Significant association
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Finally, the multivariate logistic regression, which allows relating the log odds of the
binary outcome variable to a set of explanatory variables, was applied as shown in table
7. All the explanatory variables that had significant association in the univariate analysis
and some sociodemographic variables like age and education were included in the

multivariate logistic regression model.

As shown in table 7, VCT acceptance was about seven times (OR = 6.91, 95% CI 1.21,
39.52) more likely to occur among unmarried than those who were divorced, separated
and/or windowed. VCT acceptance was less likely (OR = 0.03, 95% CI 0.01, 0.15) to

occur among students than those who were employed.

VCT acceptance was about 4.75 times (OR = 4.75, 95% CI 1.05, 21.45) more likely to
occur among those had initiated sex than their counterparts. Those who had self-
perceived risk and had knowledge of HIV/AIDS prevention methods were about 6 times
(OR = 6.08, 95% CI 1.89, 19.54) and 21.12 times (OR = 21.12, 95% CI 6.38, 69.95)
more likely to accept VCT than their counterparts respectively. VCT acceptance were
less likely (OR = 0.03, 95% CI 0.01, 0.14) and (OR = 0.03, 95% CI 0.00, 0.42) to occur
among those know that a heathy-looking person can have the virus and those had

knowledge of STIs respectively than their counterparts.

As to the problems related with VCT, those didn't know friends response was about 19
times (OR = 19.08, 95% CI 4.73, 77.00) more likely to occur among VCT acceptors than
their counterparts, while didn't trust confidentiality of VCT services was less likely (OR
= 0.19, 95% CI 0.06, 0.62) to occur among VCT acceptors than non-acceptors. VCT
acceptance was less likely (OR = 0.06, 95% CI 0.02, 0.25) to occur among those said no
changeinrelation to HIV positive partner than those said gradually separated.
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Table 7: Multivariate logistic regression analyses of selected variables on VCT

acceptance, Gondar Town, Northwest Ethiopia, June 2006.

Coefficient | Standard error | Oddsratio | 95% confidence
Variables (BN of (BI) (OR) interval
Age
15-24 0.27 0.79 131 (0.28, 6.19)
25-34 1.06 124 2.89 (0.26, 32.70)
35-49 1
Marita status
Never married 1.93 0.89 6.91 (1.21, 39.52)*
Married or living together -2.11 121 0.12 (0.01, 1.29)
Divorced/separated/windowed 1
Religion 0.56 0.67 1.76 (0.47,6.54)
Educational status
No formal education 2.39 1.49 10.87 (0.59, 202.12)
Primary -0.59 0.97 0.56 (0.08, 3.74)
Secondary -1.07 1.15 0.34 (0.04, 3.25)
Tertiary 1
Occupation
Student -3.52 0.81 0.03 (0.00, 0.15)*
Unemployed -1.64 1.02 0.20 (0.03,1.43)
Employed 1
Ever had sex 1.56 0.77 4.75 (1.05, 21.45)*
Self-perceived risk 1.81 0.60 6.08 (1.89, 19.54)*
Knowledge of HIV/AIDS
prevention methods 3.05 0.61 21.12 (6.38, 69.95)*
know that a healthy-looking
person can have the virus -3.46 0.77 0.03 (0.01, 0.14)*
Knowledge of STIs -3.59 1.39 0.03 (0.00, 0.42)*
Difficult to cope with HIV+ -0.94 0.67 0.39 (0.11, 1.4)
Fear stigma & discrimination -0.50 0.67 0.61 (0.16, 2.27)
Don't know friends response 2.95 0.71 19.08 (4.73, 77.00)*
Don't trust confidentiality -1.69 0.61 0.19 (0.06, 0.62)*
Responseto HIV + partner
More closer -0.19 0.88 0.83 (0.15, 4.67)
No change -2.75 0.68 0.06 (0.02, 0.25)*
Gradually separated 1

*Significant association
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7. Discussion

VCT has a vita role to play within a comprehensive range of measures for HIV/AIDS
prevention and support, and should be encouraged. The potential benefits of testing and
counseling for the individua include improved health status through good nutritional
advice and earlier access to care and treatment/prevention for HIV related illness;
emotional support; better ability to cope with HIV related anxiety; awareness of safer
options for reproduction and infant feeding; and motivation to initiate or maintain safer
sexual and drug related behavior. Other benefits include safer blood donation (37).

In this study there is no significant association between sex and VCT acceptance. The
same finding is obtained in another study done in Gondar (29). This finding is
encouraging in a situation where women are more affected by HIV/AIDS and there is
gender inequality. There is also no significant association between ethnicity and VCT

acceptance.

Although the age group between 15 and 19 is the most affected group by HIV/AIDS in
Ethiopia which has the highest prevalence of HIV infection (38), there is no significant
association between age and VCT acceptance in this study. This finding indicates all age
groups utilized VCT despite risk difference on age. This finding is not supported by the
study conducted in North and South Gondar Administrative zones in 2004 (29) that
revealed the age range from 15 - 19 years was found to be positively associated with
VCT acceptance (p < 0.01).

The result of the present study in univariate analysis showed unmarried individuals were
less likely to accept VCT than those divorced, separated and/or windowed (OR = 0.07,
95% CI 0.02, 0.20). Similarly married individuals were less likely to accept VCT than
those divorced, separated and/or windowed (OR = 0.04, 95% CI 0.01, 0.11). When the
confounders are controlled VCT acceptance was about seven times (OR = 6.91, 95% CI
1.21, 39.52) more likely to occur among unmarried than those who were divorced,
separated and/or windowed. This could be explained by the previous wrong perception
that only single individuals are affected by HIV/AIDS but not the case now. Otherwise it
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is difficult to explain these findings since PMTCT services are not addressed by this
study.

The univariate analysis revealed that VCT acceptance was 2.75 times (OR = 2.75; 95%
Cl 1.35, 5.70) more likely to occur among Orthodox Christians than Muslims. However,
when the confounders are controlled, there is no significant difference of VCT
acceptance between Orthodox Christians and Muslims (OR = 1.76, 95% 0.47, 6.54).

This study demonstrated that educational status didn't show significant association with
VCT acceptance both in univariate and multivariate analysis. This finding is consistent
with study conducted in North and South Gondar Administrative zones in 2004, in which
the association between acceptance of VCT and educational level was not found to be

significant (29).

VCT acceptance was less likely (OR = 0.03, 95% CI 0.01, 0.15) to occur among students
than those who were employed in adjusted logistic regression. This could be explained by
low sexual exposure and low self-risk perception of students since they are young.

The multivariate analysis revealed that VCT acceptance was about 6 times (OR = 6.08,
95% CI 1.89, 19.54) more likely to occur among those who had self-perceived risk for
HIV/AIDS than counterparts. This finding is consistence with a study done in Tanzania
in 2003 that revea ed self-perceived risk was significantly associated with testing for HIV
(26). The same finding is also obtained in Addis Ababa (28). This indicates the
seriousness of the problem in Ethiopia where self-perception of risk is very low in amost
all target groups, even in those practicing risky behavior (34). So we need to educate
people to perceive themselves that everybody is at high risk of HIV infection.

The multivariate analysis revealed that VCT acceptance was about 18 times (OR = 18.26,
95% CI 6.10, 54.68) more likely to occur among those who had knowledge of HIV/AIDS
prevention methods. This could be explained by those practiced al the prevention
methods are confident to be tested and those didn't practice one or more of the prevention
methods want to be tested to know their serostatus.
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VCT acceptance were less likely (OR = 0.03, 95% CI 0.01, 0.14) and (OR = 0.03, 95%
Cl 0.00, 0.42) to occur among those know that a healthy-looking person can have the
virus and those had knowledge of STIs respectively than their counterparts. This
perception of healthy looking person may be HIV infected indicates a good knowledge of
HIV. This perception prevents those apparently healthy individuals to be tested for HIV
due to fear of positive results for HIV. The same is true that if an individual knew STIs,
he/she probability has the knowledge of relationship between HIV and STIs. So they may
have the fear of positive result.

This study showed that there is no significant association between VCT acceptance and
knowledge and attitude of VCT. There is also no significant association between VCT
acceptance and knowledge and attitude towards ART. These indicate that knowledge and

attitude doesn't necessarily bring about practice of the desired behavior.

As to the problems associated with VCT acceptance, the difficulty to cope with HIV
positive is not significantly associated with VCT acceptance (OR = 0.39, 95% CI 0.11,
1.4) in multivariate analyses. This finding is inconsistence with a study done in Tanzania
in 2003. The study revealed the perception of HIV infected people are likely to die
quicker if tested and get informed about their positive results was significantly associated
with testing for HIV (26).

There is no significant association between VCT acceptance and fear of stigma and
discrimination when the confounders are controlled. This is inconsistent with a study in
South Africa. Compared to people who had been tested, individuals who were not tested
for HIV demonstrated significantly greater AIDS related stigma; ascribing greater shame,
guilt, and social disapproval to people living with HIV (25).

As to the problems related with VCT, those didn't know friends response was about 19
times (OR = 19.08, 95% CI 4.73, 77.00) more likely to occur among VCT acceptors than
their counterparts, while didn't trust confidentiality of VCT services was less likely (OR
= 0.19, 95% CI 0.06, 0.62) to occur among VCT acceptors than non-acceptors. This
finding indicated the importance of including partners in VCT services. The distrust of
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VCT services by non-acceptors indicate the need of working hard to get the trust of the
people. The quality of VCT centers should be assured.

VCT acceptance was less likely (OR = 0.06, 95% CI 0.02, 0.25) to occur among those
said no change in relation to HIV positive partner than those said gradually separated.
This indicates the intention of VCT acceptor's stigma attitude towards HIV positive
partners. Although people fear stigma and discrimination, people themselves have stigma
attitudes.

The internal validity of the study was assured. Both the cases and the controls were taken
from the health institutions. The data collectors were nurses who have the experience of
counselling. In addition extensive training was given for data collectors and supervision
was done by the principal investigator. The possibility of under-reporting and recall bias
in this study cannot be ruled out. Sensitive issues like AIDS and information on personal
matters like sexual practices are normally kept secret. In addition the controls couldn't
remember and report some of the exposure variables in the same extent like the cases. It
was not feasible to use probability sampling to select cases and controls. Therefore | am
reservation to generalize the finding to the population where the sample was taken.
However; in anaytical study like case-control the priority is to get valid result that will
be generalized by descriptive study.
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8. Conclusion and recommendation

Conclusion

e Unmarried subjects are more likely to accept VCT than those divorced and/or
separated and/or windowed

e Studentsarelesslikely to accept VCT than those employed

e Those had initiated sex are more likely to accept VCT than their counterparts

e Those had self-perceived risk for HIV/AIDS are more likely to accept VCT than
those didn’t have

e Those had comprehensive knowledge of HIV/AIDS prevention methods are more
likely to accept VCT than those didn’t have

e Those know that a healthy looking person can have HIV are less likely to accept
VCT than those don’t know

e Those have knowledge of STls are less likely to accept VCT than those don’t
have

e Those have problems of don’t know friends response are more likely to accept
VCT than those didn’t have

e Those have problems of don’t trust confidentiality of VCT centers are less likely
to accept VCT than those didn’t have

e Those have intention of no change in relationship if their partner turns to be
HIV+ arelesslikely to accept VCT than those didn’t have

Recommendation

e Efforts to promote VCT require education about the benefits of testing to
students and women in particular and all groups of individualsin general.
e Organizing VCT service to make more acceptable to different groups of people.

e Counsdling should include partners of an individual

33



9. References

UNAIDS. Report on the globa HIV/AIDS epidemic: Executive summary. A
UNAIDS 10th anniversary specia edition. UNAIDS, Geneva, 2006.

Federal Ministry of Health/National HIV/AIDS Prevention and Control Office,
Ethiopia, AIDS in Ethiopia, Sixth report, September 2006.

Voluntary Counseling and Testing (VCT) and Young People. A summary
overview. Family Health International, June 2002.

Rapid HIV Tests: Guidelines for use in HIV Testing and Counseling Services in
Resource-Constrained settings. WHO, 2004.

UNAIDS/WHO, Voluntary Counseling and Testing (VCT). Geneva, UNAIDS
Technical Update, May 2000.

Global Health-Sector Strategy for HIV/AIDS 2003-2007. Providing a Framework
for Partnership and Action. Geneva, WHO, 2003 (unpublished document
HIV/2002. 25).

The Right to Know. New Approaches to HIV Testing and Counseling. WHO,
2003

UNAIDS/WHO Policy Statement on HIV Testing. WHO, June 2004.

9. Service Delivery Models for HIV Counsdling and Testing. Family Health

10.

11.

12.

13.

International, December 2005.

MOH. Strategic framework for the national response to HIV/AIDS in Ethiopia
(2001 — 2005), June 2001, Addis Ababa, Ethiopia.

Voluntary Counselling and Testing (VCT) resources. HIV/AIDS resource centre,
Addis Ababa, Ethiopia. www.etharc.org. (accessed on November 11, 2006).
Painter TM. Voluntary Counseling and Testing for couples; a high leverage
intervention for HIV/AIDS prevention in SSA, Soc. Science medicine, Dec, 2001,
Atlanta; 53 (11): 1397 — 411.

Mulugeta E. Know your-self: Voluntary Counseling and Testing experience at
Bethzatha medical center, Addis Ababa. Ethiop Med Jin press.

34


http://www.etharc.org.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Y eneneh H. Report on situation assessment of MTCT in Ethiopia. Proceedings of
the national workshop on prevention of mother to child transmission of HIV in
Ethiopia. Ministry of heath in coolaboration with UNICEF/UNAIDS Ethiopia,
April 2000: 26 —37.

Ali A, HabteGiorgis A, Abera E, et a. accelerating access to care for persons
living with HIV/AIDS (PLWHA). Proceedings of the 12" Annual Public Health
Conference, Ethiopian Public Health Association, Addis Ababa, 2001: Abstract
11.

Clearly PD, V Devanter N, Rogers TF, et a. behaviour changes after notification
of HIV infection. Am J Pub. Health 1991, 81: 1586 — 90.

Van Griensven GIP, Vroom E, Tidman R, et a. effect of HIV antibody
knowledge on high risk sexua behaviour with steady and non steady sexual
partners among homosexual men. Am J epidemiology 1989; 129: 596 — 603.
Coater T, Morin SF, McKusick L. behavioural consequences of AIDS antibody
testing among gayman, JAMA 1987; 258: 1889 — 90.

Dawson J Fitzpatricik R, Mc Lean J, et a. the HIV test and sexua behaviour in a
sample of homosexually active men. Social science and Med. 1991, 32: 683 — 8.
Kamenga M, Ryder R, Jingu M, et al. evidence of sexua behaviour change
associated with low HIV -1 seroconversion. AIDS 1991, 5: 61 — 67.

Allen S, Tice J, Van de Perre, et a. effect of sero-testing with counseling on
condom use and ser-conversion among HIV sero-discordant couples. BMJ 1992;
304 (6842): 1605 — 09.

Campell CH Jr, Marum EM, Alwano E, et a. the role of VCT in the developing
world. AIDS 1997; 9: 92 — 104.

Irwin KL, Vadiseri R, Holmberg S. the acceptability of voluntary VCT antibody
testing in the US: a decade of lessons learned. AIDS 1996; 10: 1707 — 17.

Jeffrey L, Patricia H, Pamela M, et a. HIV sero-prevalence and reasons for
refusing and accepting HIV testing. Sexually Transmitted Diseases. Dec. 1993;
20: 334 - 37.

35



25. S C Kalichman, and L C Simbayi. HIV testing attitudes, AIDS stigma, and
voluntary HIV counseling and testing in a black township in Cape Town, South
Africa. Sex. Transm. Inf. 2003; 79; 442 - 447. (Downloaded from
sti.bmjjournals.com on 24 August 2006)).

26.D. C. Kakoko, W. L. Lugoe, and G. T. Lie. Voluntary testing for HIV among a
sample of Tanzanian teachers. A search for socio-demographic and socio-
psychological correlates. AIDS Care, August 2006; 18 (6): 554 - 560.

27. Fahmi Mohammed. Factors related to VCT among 15 — 49 years urban
community of Ethiopia. MPH thesis, 2000.

28. Dergle H., Negussie D., and Gail D. Assessment of the utilization of pre-marital
HIV testing services and determinants of VCT in Addis Ababa, Ethiopia. Ethiop.
J. Health Dev. 2006; 20 (1): 18 - 23.

29. Mengesha A. and Yohannis F. Factors affecting acceptance of VCT among
different professional and community groups in North and South Gondar
Administrative zones, north west Ethiopia. Ethiop. J. Health Dev. 2006; 20 (1): 24
- 31

30. Getachew W. Assessment of factors determining acceptance of voluntary HIV
testing, among pregnant women attending antenatal care at Armed Force hospitals
in Addis Ababa, Ethiopia. MPH thesis, 2005.

31. Department of Disease Prevention and Control, Ministry of Health, Ethiopia,
AIDS in Ethiopia, Third Edition, November 2000.

32. Voluntary Counselling and Testing (VCT) resources. HIV/AIDS resource centre,
Addis Ababa, Ethiopia. www.etharc.org. (accessed on September 17, 2005).

33. Central Statistical Authority. Ethiopia Demographic and Heath Survey 2005.
Central Statistical Agency, Addis Ababa, August 2006.

34. Getnet Mitike, Wuleta Lemma, Frehiwot Berhane and et a. HIV/AIDS
Behavioural Surveillance Survey (BSS). Ethiopia 20002.

35. MOH. Hedth and health related indicators. Planning and programming
department, MOH, 2004/5.

36. Department of Disease Prevention and Control, Ministry of Health, Ethiopia,
AIDS in Ethiopia, Fourth Edition, October 2002.

36


http://www.etharc.org.

37. UNAIDS. Policy statement on HIV testing and counseling. Geneva, UNAIDS,
1997.

38. MOH. National Guidelines for Voluntary HIV Counsdling and Testing in
Ethiopia, Addis Ababa, Ethiopia. 2000.

37



10. Annexes

Annex 1. Conceptual framework

Fig 1: Conceptual framework for determinants of VCT acceptance.
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Annex 2: English questionnaire

Addis Ababa University, Faculty of Medicine

Department of Community Health

Questionnaire for Assessment of Deter minants of HIV-VCT Acceptance in Gondar
Town, Northwest Ethiopia, 2006.

001. Questionnaire identificationNo. [/ / /
002. Study participants. 1. VCT acceptors 2. VCT non-acceptors

I ntroduction

"My nameis | am working for AAU, MF, DCH. We are

interviewing people here in Gondar town in order to find out information about
determinants of HIV-VCT acceptance. | am going to ask you some very personal
guestions that some people find difficult to answer. Your answers are completely
confidential. Your name will not be written on this form, and will never be used in
connection with any of the information you tell me. You don't have to answer any
guestions that you don't want to answer, and you may end this interview at any time you
want to. However, your honest answers to these questions will help us better understand
the different factors for accepting and not accepting HIV-VCT acceptance. We would
greatly appreciate your help in responding to this survey. The survey will take about 20 to
30 minutes to ask the questions. Would you be willing to participate?”

(Signature of interviewer certifying that informed consent has been given verbally by

respondent)

003. Interviewer name: Signature:

004. Date of interview: / /

Checked by supervisor: Signature Date / /
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Section 01: Socio-demographic characteristics

No. Questions Coding categories Skip to
101 | Record sex of the| Female-----------m-m-mmmmmmmm oo 1
respondent M@l @--- = 2
102 | How old were you at | Ageincompleted years(...... [eo.... )
your last birth day? DONtNOW. ... 88
NOTESPONSE. ...ttt 99
103 | What religion are you? OrthodoX........ooviiiie e 1
Muslim....ooo 2
Protestant.............c.oooiiiiiiii 3
CatholiC........ccoovviiii 4
Others (SpeCify).....covveeiiiiiiin 5
NOTESPONSE. ... 9
104 | Towhich ethnicgroupdo | Amhara.............oooeiiiiiiiiiiiiiiieea, 1
you belong? TIgrAY e 2
OromMO. ... 3
Others (SpeCify).....covvivriiiiiiiie 4
NOTESPONSE. ... 9
105 | What is the highest level | Don't read and write.....................ccoounei 1
of education you | Readand Write..............cooooiiiiiiiiin, 2
completed? Gradel-6.......ccooviiiiiii 3
Grade 7-12. ... 4
Abovegrade12.............coooiiiiiiiii, 5
NOTESPONSE. ...t 9
106 | What is your current | JODIESS........c.coovviniiiiiii i 1
occupation? Dallylaborer............ccooooiiiiiiii, 2
Government employer...............cooeeennn.n. 3
Merchant...........coooviiiiiee, 4
SOIAIEN ... 5
DIIVEN . e 6
Housewife...........ooooiiiiii,




Others (SPeCify).....cvvviiiiiiie 8

NOTESPONSE. ..., 9
107 | What is your tota | ........... ETB per month
monthly income? NOINCOME. ... ..o, 111
DONTKNOW. ..., 888
NOTESPONSE. ...t 999
108 | How long have you lived | No. of years.......
here in Gondar? Lessthanonyear................ccooeiiiiineenn.n. 11
Dot know.......coovvniviiiiiii 88
NOTESPONSE. ...t 99

Section 02: Marriage and live-in partnership

No. Questions Coding categories Skip to
201 | Have Yyou ever been | YES. ..o 1
married? NO. e 2 | Q203
NO TESPONSE. ... 9 | Q203
202 | How old were you when | Agein completed years(...... [oin.. )
you first married? DONtNOW. ... 88
NOTESPONSE. ..., 99
203 | Areyou currently married | Currently married, living with
or living with a|spouse............. 1
man/woman with whom | Currently married, living with other sexual
you have a sexua |[partner...........ccoooiiiiiiiiiiiii 2
relationship? Currently married, not living with spouse or
other sexual partner...................cooeinnn. 3 | Q301
Not married, living with sexual partner.......... 4
Not married, not living with sexua | Q301
PartNEr ... e 51 Q301
NOTESPONSE. ...t 9
204 | If married: D = 1
Men: Do you have more | NO.........oiiiiiii e, 2




than one wife?
Women:
husband

wives?

Does your

have  other

NOTESPONSE. ...

Section 03: Sexua history and condom use

No.

Questions

Coding categories

Skipto

301

Have you ever had sexual

intercourse?

NO FESPONSE. .....eveeeieeeeiee e

Q701
Q701

302

At what age did you first

have sexual intercourse?

Ageinyears(...... [eo.... )

303

Have you had sexua
intercourse in the last 12
months?

304

For women:

Think about the male
sexual partners you have
had the last 12
months?

in

For men:
Think about the female
sexual partners you have
had the last 12
months?

in

How many were:
-Y our spouse(s) or live-in
sexual partners

("Regular" partners)
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-"Commercia” (partners
with whom you had sex
in exchange for money)

-Sexual partners that you
are not married to and
have never lived with and
didn't pay ("Non-regular”
partners) - don't include
current spouse(s) or live-
in sexual partners.

Commercid [..../....]
DONTKNOW.....cviiiiiiiiiiieee 88
NOTESPONSE. ... 99
Non-regular [..../....]
DONTKNOW. ... 88
NOTESPONSE. ... 99

Section 04: Sexual history; regular partners

No. Questions Coding categories Skip to
401 | Had sex with regul Didn't have sex with regular partner during past
partner during past 161 12 months » | Q501
months
402 | Think about your most | No. of times(...... /... )
recent regular sexua | DONtNOW...........ooeiviiiiiiiiiieea e, 88
partner. How many times | NOTeSpONSe. .......oovviriiiiiiiieeeenene 99
dd you have sexud
intercourse  with  this
person over the last 30
days?
403 | Thelasttimeyou had SEX | YES... ..o, 1
with aregular partner; did | NO.........oiiiiiiii e, 2 | Q405
you and your partner use | Don'tremember.................ooiiiiiien 8 | Q501
acondom? NOTESPONSE. ... e 9 | Q501
404 | Who suggested using a| Mysalf. ... 1
condom that time? My Partner........ccooeviiiiiiiie e 2
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(circle one) Joint decision............ccooeiiiiiii 3
NOTESPONSE. ..., 9
405 | Why didn't you and your Yes No
partner use a condom that | Not available 1 2
time? Too expensive 1 2
(circle al answers | Partner objected 1 2
mentioned) Don't like them 1 2
Used other contraceptive 1 2
Don't think it was necessary 1 2
Didn't think of it 1 2
Other.................. 1 2
Don't know 1 2
No response 1 2
406 | In genera, with what | Everytime.............cooooiiiiiiiiiiii, 1
frequency did you and | Almosteverytime................ooeeviiiininnn... 2
your regular partner(s) | SOMEtiMES.........c.covvviiniiiiiiiiiieeeen 3
use a condom during the | NeVer..........coooiiiii i, 4
past 12 months? DONtKNOW. ... 8
NOFESPONSE. ... e 9

Section 05: Sexual history; commercial partners

No. Questions Coding categories Skip to
501 | Had sexua intercourse | Didn't have sexual intercourse with commercia
with commercial partrE partner in last 12 months > Q601
in last 12 months
502 | Think about your most | No. of times(...... [oin.. )

recent commercial sexual
partner. How many times
have sexual
this

did you
intercourse  with

person over the last 30

DONTNOW. ..o, 88

NOTESPONSE. ...oovvieeei e, 99




days?

503 | Thelast timeyou had SeX | YE&S......ooviiiiiiii e 1
with @ commercial | NO.......cooiiiii e, 2 | Q505
partner; did you and your | Don't remember................coooiiiiii, 8 | Q601
partner use a condom? NOTESPONSE. ...t 9 | Q601
504 | Who suggested condom | Myself.........cooiiiii 1
use that time? My partner........cooooiiiii 2
(circle one) Joint deCiSioN........ooovviiiiiiii 3
NOTESPONSE. ... e, 9
505 | Why didn't you and your Yes No
partner use a condom that | Not available 1 2
time? Too expensive 1 2
(circle Al answers | Partner objected 1 2
mentioned) Don't like them 1 2
Used other contraceptive 1 2
Don't think it was necessary 1 2
Didn't think of it 1 2
Other.................. 1 2
Don't know 1 2
No response 1 2
506 | In general, with what | Everytime..................ocoooiiiiiiiiiin 1
frequency did you and | Almosteverytime................cooeveiviininnn.. 2
your commercial | SOMEIMES. .........c.ooviiiiiii i, 3
partner(s) use a condom | NeVEr..... ...t 4
during the past 12| DONtKNOW.........ccooiviiiiiiiiiiiiien, 8
months? NOTESPONSE. ... 9

Section 06: Sexual history; non-regular non-paying partners

No. Questions Coding categories Skip to
601 | Had  non-regular n(in- Didnt have non-regular non-paying sexual
paying sexual part¥er | partner during last 12 months » | Q701
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during last 12 months

602 | Think about your most | No. of times(...... [oin.. )
recent non-regular non- | DONtNOW..........cooiiviiiiiiiiiieeee e, 88
paying sexual partner. How | NOresponse. .........coeeviiviiiiiiiiiiienn, 99
many times did you have
sexua intercourse with this
person over the last 30
days?
603 | The last time you had Sex | YE&S.......coviniiiiiiiii e, 1
with a non-regular NON- | NO.........ooiiiiiii e, 2 | Q605
paying partner; did you and | Don'tremember..................oooiiiiinnn 8 | Q701
your partner use acondom? | NO r€SPONSE. .....ouvvivinieiiieieeieeeeann 9 1 Q701
604 | Who suggested using a| Mysef.........coooiii 1
condom that time? My partner.........ccooeviiiie 2
(circle one) Joint decision...........cocooeiiiiii e, 3
NOTESPONSE. ... e, 9
605 | Why didn't you and your Yes No
partner use a condom that | Not available 1 2
time? Too expensive 1 2
(circle all answers | Partner objected 1 2
mentioned) Don't like them 1 2
Used other contraceptive 1 2
Don't think it was necessary 1 2
Didn't think of it 1 2
Other.................. 1 2
Don't know 1 2
No response 1 2
606 | In genera, with what | Everytime................cooooiiiiiiiiiiinin 1
frequency did you and your | Almost every time..................c.coeiai 2
non-regular NnoN-paying | SOMEMES. ..........ooviiiiiiiiiieieeeea, 3
partner(s) use a condom | NeVEr........c.ooviiiiiiiiiiii e, 4




during the past 12 months?

DONtKNOW. ..., 8

NOTESPONSE. ... 9

Section 07: Knowledge, opinion and attitudes towards HIV/AIDS and STIs

No. Questions Coding categories Skip to

701 | Have you ever heard Of | YE&S.. ..o 1
HIV or the disease called | NO..........cccoiiiiiii e 2
AIDS? NOTESPONSE. ... vt 9

702 | DO you KNOW any ONE | YES....c.iotiuiiriitie et 1
who is infected with HIV | NO.........coooiiii e 2
or who hasdied of AIDS? | DONtKNOW..........ooviiiiiiiiiiiiiiiee 8

NOFESPONSE. ... .ot 9

703 | Do you have a close| Yes acloserdative..................coooeeinnit. 1
relative or close friend | Yes aclosefriend..................cooeiiiiiine, 2
who is infected with HIV | NO..........coooiii e, 3
or hasdied of AIDS? DONTKNOW. ..., 8

NOTESPONSE. ...ceieeee e eeen, 9

704 | Can people  Protect | YES.....oooiirii it 1
themselves from the HIV | NO........oooiii 2
virus by using a condom | DONtKNOW............coeiiiiiiiiii e 8
correctly every time they | NOTeSPONSE.........c.ovviiviiiiiiiieeeeeee, 9
have sex?

705 |Canaperson get the HIV | YES.. ..o 1
virus  from  mosquito | NO..........cooiiiii e 2
bites? DONTKNOW......viviiiiiieeieeeeeee 8

NOFESPONSE. ... .ot 9

706 | Can people  Protect | YES. ..o 1
themselves from the HIV | NO.........oooiiiii e, 2
virus by abstaining from | DONTKNOW...............ooooiiiiiiiii, 8
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sexual intercourse? NOTESPONSE. ..., 9

707 | Can people  Protect | YES. ..ot 1
themselves from the HIV | NO........oooii 2
virus by having one| DONtKNOW..............cooiiiiiiiiiiiia, 8
uninfected faithful sex | NOTresSpoNse...........coooeviiiiiiiiiiiiie e, 9
partner?

708 |Canaperson get the HIV | YES.. ..o 1
virus by sharing a meal | NO............oooiiiiiii 2
with someone who iS|Dontknow.............cooeviiiiiiiiiiiiiiinnen, 8
infected? NOTESPONSE. ..., 9

709 |Canaperson get the HIV | YES.. ..o 1
virus by getting injections | NO............cooiiiiiiiiii e 2
with a needle that was | DON'tKnow.............c.coooiiiiiiiiiinnnn, 8
aready used by someone | NOTreSpONSE. ........ovviviiiniiiiiiiiee e, 9
else?

710 | Canaperson get the HIV | YES...oo oo, 1
virus by having | NO.........oooi 2
unscreened blood | DON'tKNOW.........oevviiiiiiii 8
transfusion? NOTESPONSE. ..., 9

711 | Do you think that a| YeS.....ooiiiiiiiii e, 1
healthy looking person | NO.........cooiiiiiiii e, 2
can be infected with HIV, | DONTKNOW............cooiiiiiiiiiiiiiicn 8
the virus that causes| NOTeSpONSE.......c.coviviiniiiiiiiiiiiiiieieea, 9
AIDS?

712 | Can a pregnant WomaN | YES........ouiuinininiiiai et eieieieieaeiananas 1
infected with HIV/AIDS | NO.......ooiiiiiiii e 2
transmit the virus to her | DONTKNOW...........ovviiiiiiiiiiiieeee 8
unborn child? NOTESPONSE. ..., 9

713 | Can a pregnant Woman | YS.......ovuiiiiitiiie i 1
infected with HIV/AIDS | NO.... ..ot 2
transmit the virus to her | DONTKNOW............cooviiiiiiiiiie 8

48




new born child during | NOTresponse..........cooovviiiiiiiiiiiiiieenea, 9
birth?

714 | Can  a woman WIith | YE&S.. ..o 1
HIV/AIDS transmit the | NO.........cooiiiiii e 2
virus to her newborn child | DON'tKNOw..............ooviiiiiiieeeen 8
through breastfeeding? NOTESPONSE. ...ttt e, 9

715 | Have you ever heard of | YES.. ..o, 1
diseases that can be | NO.......coooiiiiiii e 2
transmitted through sexual | Don't KNOw. ..o, 8
intercourse? NOTEIPONSE. ..., 9

716 | Have you had a genital | YES.....ooiiniiiiii e 1
discharge during the past | NO.........cooiiiiiii e, 2
12 months? DONTKNOW. ..., 8

NOFESPONSE. ... .., 9

717 | Have you had a genital | YES.....ooiiriiiiii e, 1
ulcer/sore during the past | NO..........coooiiiii i, 2
12 months? DONTKNOW. ... 8

NOTESPONSE. ... et 9

Section 08: Personal risk perception for HIV/AIDS

No. Questions Coding categories Skip to
801 | Do you think you Can et | YES....oiiiriie i 1
the virus? NO. . 2 | Q804
DONTKNOW. ... 8 | Q804
NOTESPONSE. ...t e 9 | Q804
802 | What are your chances of | Moderate..............coooiiviiiiiiiiiiiiien, 1
getting infected with | High.................o 2
HIV? DONTKNOW. ..., 8
NOTESPONSE. ... 9
803 | If the answer is moderate | | had multiple sexua partners..................... 1
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or high, what are the || had sexua contact without condom............ 2
reasons? | had injection with unsterile needle............. 3

| had sexual contact with HIV positive

0= 65 o o P 4

Other (SPECITY)...vovviiiiiiii 5

DONTKNOW. ... 8

NOTESPONSE. ..., 9

804 | If your response is NO to | | trust my sexual partner.................o.o.eeeee. 1
Q801, what are the|lawaysusecondom.................ccovveeennne. 2
reasons? No injection with unsterileneedle................ 3
DONTKNOW......veiiiiiiiiiieeeee, 8

NOTESPONSE. ... e 9

Section 09: Knowledge, opinion and attitudes towards VCT and ART

No. Questions Coding categories Skip to
901 | Have you ever heard Of | YES.. ..ot 1
HIV voluntary | NO.......oooiiii e, 2 |1 Q908
counseling and testing? | DON'tKNOW...........coooiiiiiiiiiee 8 | Q908
NOTESPONSE. . ...ttt 9 | Q908
902 | What is the source of | Massmedia.............coovvviiiiiiininiiiiien 1
information if the answer | Health institution.........................coeienes. 2
isyes? Friends........cooiii 3
Neighbors.........coooii 4
Others (SPeCify)....ovvieii i, 5
903 | Haveyou ever told about | YES.......c.oviniiiiii e, 1
the benefit of HIV testing | NO..........coooiiiiii e, 2
NOTESPONSE. ... . 9
904 | Do you think VCT 0S| YES. . .iiiitiiiiiiee e, 1
important? NO. .o, 2
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NOTESPONSE. ...t
905 | DO you KNOW SOMEONE | YES.....iuiiiiiiiiiet it ee e
who had been tested for | NO.........coviiiiii e, 2
HIV virus? NOTESPONSE. ..., 9
906 | Which problems do you Yes No
think  associate  with e Inability to deal with
VCT? Stress of being positive 1 2
e [Fear of rgection by the
Community 1 2
e Uncertainty about
Partners reaction 1 2
e Non respect of
Confidentiality 1 2
e Other.................. 1 2
e Don't know 1 2
e Noresponse 1 2
907 | If your friend turnsout to | | would bemorecloser.................cevene.e.
be positive for HIV, what | | would slowly withdraw.......................... 2
will be your response? Nochange.........cooovviviiiiiiei, 3
DONTKNOW. ... 8
NOFESPONSE. ... . 9
908 | Do you Know the| YeS.....oooooiiiiiiiiiiiiiiiiiiii, 1
existence of ARV drugs? | NO........ooiiiiiiii e, 2
NOFESPONSE. ... . 9
909 | Do you think ARV 0S| YES.. oot 1
important for PLWHA? | NO.......oooiii e, 2
NOFESPONSE. ... . 9
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Annex 3: Amharic questionnaire.

NA%0 ANO RL0CHE hag°s dhivt:
PchNLON MS AmaNP HI°VCT ATA

N77LC hto NP2 AL Ptavhit PhT AL 1. 9°ACS 9°Cavd- hPANA?
AtavAnt TG CTHOE aom@ P

001. form+¢ aoAf £TC / /
002. P14k +AT4LPT

1. N&.2L73T AL Ptao(lt PhT AL 1. 9°NCS 9°Cavd- PPN

2. &L AR Ctav0lt ChT Al 1. 9°ACS 9°Cavd- LN
a0’ £
A9 J~:: (197 LOAA:: A% ALY P9°7Im. ASO ANO

RLNCOE? Nao@hd NTILC hh 04275711 AL Ctaonldt PhT AL .
INCS I°Covd- hPUNAT Atovaht TS+ aolBOTF AN YD AU?
DAP CIP'G AFSIL ALT AgvovAh P9L0N% TLELLTT AMGP L FAU-::

PULOAM-T ovlB TLOATCrE oot Aooh- OEMOE @ oom@d AL PCAPT
N> PTLING TTHE DI hLhT 1IC ALMPNI® ®LI° hALLLHI°F NoomBd:
OP T CTILLNTTT TTIE®I° ALY T TEE ovt@. @RI N°7750I° (T
aMBE7 TI1LLT LTAM:

PSI° 07 ACONE P9UNM7 AdYHE avlB @Le4T NM4.2L1 1 AL Phaohlt
PhaT AL (. 9°ACS 9°Cavé- AaoPNASG AnaoP(IA 1005 Po1L.LLCT U3 PF7
NAT1PP mPo] LIPSA: ALY TST A%LLLCTAT TNNC 9°0.26T7 haN
Pov'igh, 10.:: aoom@Ee h  ANh Led APAL LTAA:  ONAHY NoomPd:
NaoA+q L PG 1717

(PTGET TAF4 oot LPLATE LLOIMD. PTG avl8 ANAN, &HCT)

003 avl% ANan, age &CM
004 aom@4d: P Hn'heNt +7 / /

L£Lo1ma. HEmas &G +7_ / /
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e TeE aONNT £Ag
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ao\() PAFC - 9
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19017 R R 2
AP 3
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LT AV B | A 9
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PO AGO( e 7
AA (LTAB)----mmm e 8
70T V1 [/ 9
107 | P92 PC M2 ONC | ... Ph e NC
0.7 o TN [ W) Yy 7 ———— 1111
V11T 5 —— 8888
0707\ V) [ |/ 9999
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203 | AU?  ATMEPA @QY° | AMNFAU-T haank  IC o
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IC 10, PO 6A? AMFAUT hALEP 9C 1o
A — 7 s01
AMFAUT ANTP 1@, PIPFLD.---3 301
ANINU-I°E DALEY IC 1. ?9“(:’&01,-__3,01
______________________________________________ 4
ANINU-9°T ANFP Y. PPTLD----5_ |
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Annex 4: Consent form

e Title of the study: Assessment of determinants of HIV-VCT acceptance in
Gondar town, Northwest Ethiopia

e Purpose of the study: The objective of the study is to assess the determinants of
HIV-VCT acceptance in Gondar town, Northwest Ethiopia

e Whoisconducting theresearch: Anwar Yibrie Endris

e Confidentiality: The name of the respondents will not be written in the
guestionnaire so that nobody will know who gave that information. The
guestionnaires will be kept locked in a cup board

e Duration of the study: From October 2005 to April 2006

e Participation in the study: Participation in the study is purely on voluntary basis

e Areyou willingto participatein thestudy: 1.Yes 2.No
If your answer is "yes' you can continue responding to the questions. If your

answer is"No" you don't need to respond to the questions.
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