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ABSTRACT 

Voluntary Counseling and Testing (VCT) is a valuable component oj a 
compreh<='l1sive HIV/ AIDS preve ntion program and an effective method oj 
changing behavior. As there is no cure Jor HIV/ AIDS, VCT remains a key 
s trategy to control the spread oj HIV and to provide support to those w ho 
are pos itive . I-lowever, very little work has been done to improve the 
(wailability and quality oj the service. Moreover, although many people in 
"th iopio do not know they are injected, up to now only a small percentage 
o( those lVith I-l[V/ AIDS have had access to relioble Voluntary Counseling 
alld Tes ting services. This research is done to assess clients' perception oj 
VCT s e rvices, to explore clients' perceptions regarding VCT services 
{/tt.elldall ce, 10 identify clients' expectations oj VCT services, to assess 
I)orriers to VCT service, to assess the structure, resourcefulness and 
{/r/"CfllCi CY oj the inJormation given in VCT services compared 10 clients ' 
needs Clll d 10 s ugges t adequate intervention mechanisms to change the 
pe rcepl ion oj clients. A cross s ectional survey was carried out using a 
qlles tionnaire adopted Jrom UNA [DS. The study was conducted in Arado 
Sub City. Addis Ababa Jrom March to April 2007. All the VCT centers Jound 
in the sub city, both govemmental and private were included in the study. 
There were 19 VCT centers (7 govemmental and 72 private) in the sub city. 
Us ing Purposive RCindom Sampling Technique, 70 Jrom each VCT center 
w td CI IOtal oj 190 clients were selected and participated in the s tud y . The 
Clnalysis Jrom the data revealed that most oj the clients have p ositive 
Clltitucle towarcls the counseling service. [n most VCT centers, there is 
adeqllCil e space Jor privacy, but inadequate waiting area was common Jor 
most 0)' them. Shol1age oj time allotted Jor the counseling sessions, and 
lack 0)' ),ollow up arrangeme nt and inadequate reJerral system were the 
other common problems that clients were Jacing during their VCT service 
atlendclIlce. The s tudy has suggested ways oj improving the services: 
Th e re s hould be oclequate woiting area; A reJerral system, data base and 
lI e tworking sys tem must be urgently estoblished; Counseling sessions 
need to be monitored that they are oj adequate enough; EJJorts must be 
( 10 11 (' /() el1 S lIre aJJordoble o('ces s to VCT services in publi(' (ll1ei j)riVClte 
;.;('ttill(} s : As w e ll as making people aware oj the importance o( vcr is 
ill /portclIll in increasing the number 0)' people seeking VCT and in tum is 
(Til C /CI t(or controlling the spread of I-lIII/ AfDS. 
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CHAPTER ONE 

INTRODUCTION 

1.1. Background of the Problem 

HIV / AIDS became a major public h ealth problem in nowadays . UNAIDS 

and WHO h ave estimated that more th a n 40 million people in the world 

were li ving with HIV / AIDS a t the end of 2003 (WH O. 2004) . Sub-Saharan 

Africa is the region with the highest burden, constitu ting almost 70% of 

people living with HIV / AIDS worldwide (UNAIDS, 2003). 

Ethiopia is one of the countries most affected in the regIOn with 

HIV / AIDS . H; / was first dete:;[ed in Ethiopia ill SLo reli sera collecL.d iii 

1984 a nd the first two AIDS cases were reported in 1986. A National 

HIV / AIDS taskforce was es tablished in 1985 a nd the National AIDS 

Con tro l Program (NACP) was establish ed at a Department level at the 

MO H in 1987. HIV / AIDS s u rve illance ac tivities began in 1989 (Gonder 

University , 200 l.) 

Although the prevalen ce of HIV was very low in Ethiopia in the early 

1980s, in recent years the number of people infected with the virus has 

bee n inc reasing rapidly (Gonder Unive rsity, 200 l.) 

The overall HIV inc idence estimate for Ethiopia in 2005 was estimated at 

0.26% a nd is proj ected to rem a in sta ble until 20 10. In 2005, it was 

estimated that a total of 1,320 ,000 peop le were living with HIV / AIDS. Of 

the tota l, 634,000 were living in rural areas a nd 686,000 in urban areas. 

In th e age group 15-29 years, there were m ore women living with 

HIV / AIDS than m e n; in the 30+ years age group , there were more men 

living with HIV / AIDS than wom en (CSA. 2000 and 2005 Reports.) 



HlV / AIDS has had a detrimental socio-econom ic impact on Ethiopia. 

Findings from the ANC-based s urveillance a nd studies condu c ted at 

sc hools , workplaces , and amon g orphans a ll indicate similar results. 

Som e of the key impact a na lysis from the 2005 ANC-based surveillance 

a re: impact on the annual numbers of TB cases, tota l population size, 

young adult (1 5-49 years) death s, life expectancy, potentia l impacts of 

a rt on HIV prevale nce, on a ids deaths, on a ids orphans etc. (PRB, 2000.) 

Moreover , HIV I AIDS is a devastating illness for both the individual and 

their fami lies. Ultimately the con sequences of the disease extend beyond 

the family and local community. There is a direct, negative impact on the 

health a nd economic status of the whole country as well as on the costs 

of providing healthcare to infected individuals. For a country still 

develo ping a nd in greater need of a healthy worklo rce to generatl: th e 

economy, th e impac t of HIV I AIDS is overwhelming (Gonder University, 

200 1. ) 

Approximately 91 % of reported AIDS clients a re between 15 a nd 49 years 

of age . Their deaths from AIDS h ave a significant adverse impact on the 

economic productivity of the nation and on the development of their 

children who are o rphaned (Gonder Univers ity, 200 1) . 

In Ethiopia, the overall health sector response to HIV I AIDS has been 

limited, both geographically and by programme . vcr facilities h ave been 

operationalized by NGOs in partnership with local hea lth services, 

a lthough not a ll provide a ntiretrovira l therapy. The availabili ty of 

anti retroviral th erapy is still limited to a few pilot si tes (WHO, 2004, 

Remane N, Zilhao 1.) 

To reduce the growth a nd size of Hl V / AIDS epidemics at population level, 

prevention effor ts must be effective . As stated by the WHO report (WHO, 
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2004), an effective Voluntary Counseling and Testing Services (VCT) 

program should begin with raising a community awareness on the 

benefits of the testing and counseling, both in preventing the spread of 

the infection and meeting the need for care and support in that 

community. Recent studies indicate that overall coverage of testing and 

counseling is extremely poor in countries with highest HIV / AIDS burden. 

Worldwide, only 5% of people with HIV / AIDS are es timated to be aware 

of their status (WHO, 2004.) 

Therefore, access to testing and counseling is the key for successfully 

implementing antiretroviral therapy and avoiding re-infection and 

transmission by behavioral changes. However, HIV VCT is not available 

in most regions in Africa. There are few studies describing barriers to HIV 

testing in sub-Saharan Africa (WHO, 2004) which are particularly related 

to disclosure of HIV / AIDS status to sexual partners, fears of VCT 

attendance due to stigma and discrimination. 

In Ethiopia, the concept and tradition of "modern" counseling service is 

fairly young, and the offering of counseling service in Ethiopia is limited 

mainly to the following settings: higher institutes, secondary schools, 

youth centers, family guidance associations of Ethiopia, counseling 

centers of HIV / AIDS and other settings, such as rehabilitation centers 

and orphanage (Yusuf, 1996.) 

Concerning the access of VCT servIce in Ethiopia, Yusuf (2004) further 

stated that though HIV counseling is a basic instrument in behavioral 

change, prevention and control of the spread of HIV / AIDS, it is the most 

neglected and least developed in Ethiopia. And yet there is a great need 

for counseling service in Ethiopia. 
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1.2. Statement of the Problem 

HIV vo luntary counseling and testing (VeT) is now an integral part of HIV 

care and con trol programs. However, very little work has been done to 

assess the quality of veT services. Few studies have been systematically 

conducted on VeT issues in Ethiopia . Most of the reported studies are 

based on evaluation of program interventions, which concentrated on 

youth in the main city of Addis Ababa . 

Studies may be extended to actual a nd potential users of veT services. 

Monitoring the qua lity of counseling may not only report the attendance, 

coverage and return rates of clients. Although good quality of service is 

reflected by clients' attendance, it is also important to ensure that 

e ffective counseling strategies have been provided. Perception of personal 

susceptibility to HIV / AIDS infection is the m a in fac tor motivating clients 

to overcome barriers for seeki ng veT. 

Though the HIV pandemic IS devastating, it is possible to manage the 

HIV epidemic . One form of management is through the use of 

counselling. Sweat M., et a l. (2000) states that voluntary counselling and 

test in g (VeT) can elicit sustained behav iour change, prevent mother to 

c hild tra nsmission of HIV, and act as a powerful prevention, support, 

and care mechanism. As such, it wou ld be important to examine the 

factors that may have impacts on the counselling process and outcome. 

In order to gain an understanding of these factors, it would be essential 

to know the experiences and perceptions of clients. 

Based on the above rationale, the present study was undertaken to 

assess clients ' perception of the counseling services offered in VeT 

centers in the selected area. 
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BASIC Research Questions: 

More spec ifically, the study a ims a t answerIng the following research 

questions: 

1. Do clients' perception affect VCT service attend ance? 

2. What a re the possible expectations of clients regarding VCT services? 

3 . What are the major barriers a ffecting VCT services attendance? 

4. To what extent is the VCT center structured, resourceful and 

informative (give adequ ate information)? 

1.3 Objectives of the Study 

General ObJective: 

The general objective of the research is to assess clients' perception 

towards voluntary counseling and testing service-th e case of Arada Sub 

City, Addis Ababa. 

Specific Objectives: 

1. to explore the clients' perception and attitude regarding VCT services 

attendance 

2 . to identify clien ts' expectations of VCT services 

3. to assess barriers to VCT service 

4. to assess the structure, resourcefulness and adequacy of the 

information given in VCT services compared to clients ' n eeds 

5. to suggest adequate intervention mechanisms to change the 

perception of cl ien ts 
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1.4 Significance of the Study 

The researcher hopes that this study is important for the followin g 

reasons: 

• It addresses clients ' perceptions of Vel' to improve [heir satisfaction and 

health outcom es, and help a continued a nd sustained use of services. 

• Dissemination of the results will inform for programs and policy 

development on STD, HI V / AIDS and sexuality, to support decision­

m a king to improve th e coverage and quality of vel' se rvices . 

• The outcomes will contribute to the development of relevant messages on 

HIV / AIDS prevention. 

• It gives a hint or provides information for counselors on how to treat 

clients seeking veT and to enhance their interest on the area. 

• There a re only few or no research papers done on the relationship 

between clients' perception a nd Vel' serv ice attendance in the context of 

our country (Ethiopia ); therefore, the study may bridge this gap. 

1.5 Delimitation of the Study 

The study is delimited to be done m Addis Ababa due to time and 

financial constraints . The choice is based on the assumption that most 

Vel' centers are found in Add is Ababa. 

1.6 Operational Definition 

Voluntary Counseling and Testing (VCT): for the purpose of this study 

is defined as the process by wh ich an individua l undergoes 

confidential counseling to learn abou t his/ her HIV status and to 

exercise informed choices in testing for HIV followed by further 

appropria te action (MOH, 2002) . 
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Pre-test Counseling: In VCT, pre-tes t counseling is a pre-requisite to a ll 

clients intending to know their status. This can be done as an 

individual, couple or group session. Pre-test counseling provides an 

opportunity for clients to explore their risk of HIV, to learn about 

strategies for prevention of HIV , and helps clients decide whether or 

not to ta ke the HIV test (NACO /MO H and FWG of India. 2004). 

Post-test Counseling: As the name indicates post-test counseling is 

offered after HIV test result is available and it should be always 

offered whether the result is positive or negative UNAIDS (2000b) and 

FDRE MOH (2002) suggest that the main goal of post test counseling 

session is to help client understand their test results and initiate 

adaptation to their serostatus. 

Client: in this research client refers to a person seeking health care 

services including VCT. 

Confidentiality: refers to the prevention of a ny reference to, or 

discussion about client or a tes t result.According to FDRE MOH 

(2003 ) trust is one of the most important factor in the relationship 

between counselor and clients. 

Perception- in this research refers to how clients view VCT. Or, it is the 

process of interpreting sensory information from the receptor organs 

to produce an organized image of the env ironment (Morgan, 1986). 
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CHAPTER TWO 

REVIEW OF RELATED LITERATURES 

2.1 The Concept of Counseling 

By definition, "cou nseling" assumes a h elping relationship in which a 

client, havin g iden tified a problem or concern, seeks the help of a mental 

health professional (Ndyanabangi, et a l. 2004.) 

Different sch olars have described the word counselin g. According to 

McLead (1993) counseling denotes a professional relationship between a 

trained counselor and clients. The re lationsh ip is usually person-to­

person, although it may sometimes involve more than two people. 

Generally the relationship is designed to help clients to understand and 

clarify their view, and learn to reach their self-determined goal throu gh 

mea ningfu l, well informed choice and through resolution of problems of 

an emotional or in te rpersonal nature. 

While Edwin defined coun seling by explaining what it means and what it 

in cludes, Patterson defined it by exclusion c·r designating what 

counseling is not. Hence , Edwin, as cited in Shertzer and Stone (1980) 

defined counseling as "a process by which a client is h elped to feel and 

behave in a more personally satisfying manner through interaction with 

the coun selor, who provides information a nd reaction which stimulate 

the c lient to develop behavior which enable the client to deal more 

effectively with him/her self and his/her environment" (Shertzer and 

Stone, 1980). 

On the other hand, according to Patterson as c ited in S hertzer a nd 

Stone, 1980 counse ling is not: -

a. Giving information, though information may be given in counseling 

b. Giving advice, suggestion or recommendation 
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c . Influencing attitudes, beliefs, or behavior by means of persuading, 

lead in g, or convincing, no matter how indirectly, subtly, or 

painlessly. 

d. Influen cing, behavior by ad m on ishing, warn ing, threatening or 

compelling without the use of physical force or coercion. 

e . Selection and assignment of individua ls for various jobs or activities. 

f. Interviewing, whi le in terviewing is involved. 

The refore based on th e above points one can realize that no on e h as the 

right to tel l clien ts what is best for them. So the client has to decide what 

is good for him/her. Generally from the above disC"'_lssion it is clear that 

what is counseling is not. On the oth er hand one should briefly 

understand the nature of counseling or what counseling is . 

Pa tterson further elaborated the nature of counseling as follows: 

1 . Counseling is concerned with influencing volun tary change of behavior 

on th e part of clien t. 

2. The purpose is to provide (individual right to make choice) conditions 

that facilitate voluntary behavior change. 

3 . As in a ll relationship limits are imposed on counselee. 

4. Conditions facilitating behavioral change a re provided through 

interview. 

5 . Listening is present in counseling but not a ll cou nseling is listening. 

6. The counselor understands clien ts qualitatively. 

7. Counseling is conducted in privacy and discussion is confidential. 

From the a bove discussion of different scholars, it IS clear that 

counsel ing IS a n interaction and a process between a client and a 

counse lor that take p lace in p rivate, through confidentia l dialogue, 

through which counse lees (clients) a re helped to de fine goals, m a ke 

9 



decisions, a nd solve problems related to personal, social, psychological, 

educationa l. . . co nce rns. 

2.2 Voluntary Counseling and Testing 

Volun tary Counseling a nd Testing (VCT) is th e process by which an 

individua l undergoes confidentia l counseling to learn about his / her HIV 

statu s a nd to exercise informed c hoices in testing for HIV followed by 

furth e r a ppropriate action. A key underlying principle of the VCT 

inte rvention is the voluntary participation. HIV counseling and testing 

a re initiated by the client's free wi ll (MOH, 2002). 

Vo lun tary Counseling and Testing is con s idered as a gateway to 

prevention and treatment, an essentia l too l in th(; con trol of HIV /AIDS 

epide mic (WHO . 2004). 

On the other h and , HIV testing and counse ling is defined as a a direct, 

persona li zed a nd person-centered intervention, tailored to preven t 

transmission and obtai n refe rra l to additional medica l care, preventive, 

psychosocial a nd other needed services in order to remain healthy (CDC. 

199 4 .) 

Counse ling in the case of HIV testing was designed to help persons 

interpre t the 'TIeaning of nega tive or positive antibody results, to initiate 

a nd sustain behavioral changes that reduce risk of becoming infected 

and to assist HIV positive individua ls in avoiding infecting others (WHO . 

2004 , CDC. 1994.) VCT is a lso a critical component of preventive 

stra tegies to redu ce tran smission of HIV / AIDS from mother to child. 
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2.2.1 The Role of VeT 

Volun tary counse ling and testing (VCT) servIce are important a nd 

effective in HlV / AIDS preve ntion . It is a s ignificant entry point to care 

a nd support. Th ey enable uninfected people to remain so a nd enable 

those infected with HlV to plan fo r the future and prevent HIV 

transmission to others. Those who a re infected can also benefit from 

available care (WHO, 200 l.) 

VCT is now acknowledged within the internationa l a rena as an effective 

a nd pivotal stra tegy for both HIV / AIDS prevention and care. Resea rch 

cond ucted 111 Kenya, Tanzania a nd Trinida d by Fa mily Health 

Internationa l (PHI) in collaboration with UNAIDS a nd WHO has provided 

s trong eviden ce to support th e theory tha t VCT is both effective and cost 

effective as a strategy for facilitating behavior ch ange (pHI, 2003.) 

According to MOH (2002), Voluntary Counseling a nd Testing h as the 

following m ajor fun ctions: 

1. to provid e information on the mode of tran s mission a nd methods 

of prevention. 

2. to he lp th ose who wis h to cons ider HIV tes ting, make a decision 

about whethe r or n ot to be tested and to provide support followin g 

the testing. 

3. to provide information on the increased risk of HlV tra nsmission 

assoc iated with sexually transm itted infec tion s (STls) a nd give 

referra ls for STl exa minat ion a nd treatment. 

4 . to provide information on the inc reased risk of opportunistic 

infections including TB associated with HlV infec tion. 

S. to provide fa mily planning information and referrals for wom en of 

c hild bearing age who a re infected or at high risk of HlV infection. 

I I 
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6. to provide referrals to HIV positive and high risk HIV negative 

persons for necessary medical , preventive and psych -social 

services and home based care in the community. 

Moreover, Voluntary Coun seling and Testing (VCT) provides for all 

segments of the population, an opportunity to access complete and 

accurate information on HIV j AIDS. This is a critical entry point to 

prevention, care, support a nd treatment for a ll people, and particularly 

for those a lready infected and a ffected. It enables a person to 

confidentia lly explore and understand his or her risk of HIV infection, 

provides an opportunity to fully comprehend the implication s of one's 

sero status and to learn about precautions for protection and for 

preventing th e further spread of HIV infection. VCT fac ilitates personal, 

and more informed decisions about HIV testing (NACOjMOH and FWG of 

India, 2004). 

In the event of a positive HIV test result, counseling strengthens 

strategies for coping with the immediate stress, possible stigm a, 

psychological and social impacts. It provides referrals to appropriate 

facili ties for care, support and treatment and promotes more informed 

choices for the future (NACO/MOH and FWG of India, 2004). 

VCT is known to be an effective interven tion in combatin g the spread of 

HIV / AIDS. However, monitoring the quality of counseling rem a ins a 

challe nge for most VCT program; good quality of services is not only 

reflected by c lient attendance, but it is a lso important to ensure effective 

strategies that facilitate changes adoption (AMREF. AMREF report 2001.) 

According to UNAIDS (2000b) VCT has been shown to have a role in both 

HIV prevention and for people with HIV infection , as a n entry point to 

care. VCT provides people with an opportunity to learn and accept their 
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HIV serostatus in a confidential environment with counse ling a nd 

refe rra l for on going emotional support a nd medical care . People wh o 

have been tested seropositive can benefit from earlier a ppropriate 

medical care a nd interventions to treat andlor prevent HIV associa ted 

illnesses. Pregnant women who are aware of their seropositive status can 

help peo ple to m a ke decis ion s to protect themselves and other from 

infection. 

Measure Evaluation (2003) described that people who have got VeT 

service shows some behavior c hange th at should contribute to lower 

rates of HIV spread , and a lso VeT help in reducing stigma and 

e ncouraglI1g community su ppor t and care for those a ffected . 

Furthermore, Measure Evaluation (2003) suggested tha t VeT services a re 

an essential early entry point to social support services and m edica l a nd 

assoc iated care. S imilarly according WHO (2004) VeT service is the key 

entry point to prevention service in population at risk and to care and 

s upport for people living with HIV I AIDS. It a lso strengthens prevention 

efforts, encourages infected people to avoid on-going transmission to 

others, and motivates those who are uninfected to remain so through 

risk redu ction strategies. Furthermore WHO (2004) indicate that VeT 

and lead to reduction in the number of sexual partn er or increased 

condom u se and fewer sexually transmitted infections. 

FORE, MOH (2003) suggests that through VeT individuals gain 

knowledge on their HIV status. Most who a re not infec ted with HIV 

become a mbassadors for HIV prevention through redu cing their risk a nd 

encouraging partners, family mem bers and friends to access VeT. 

However, FORE MOH (2003) describe that the benefits of veT depends 

on the availa bility of care and support to the person. 
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2.2.2 What Makes HIV Counseling Unique 

HIV counseling is a confidentia l dialogue between a person and a 

counselor a imed at en abling the person to cope with stress a nd make 

personal dec ision s related to HIV j AI OS (UNAIDS 2000b). Similarly FORE 

MOH (2002) defined HIV counseling as a confidential dialogue between 

the client a nd counselor aimed at creating a n enabling environment for 

person to cope with stress and to make personal decisions related to 

HIV j AIDS. 

VCT differs fund amen ta lly from other counseling relationships 111 two 

respects (Creswell, J. W. 1997. ) First, VCT counselors in the United 

States are provided minima l form a l training and generally a re not mental 

h ea lth professiona ls. Give n the clinica l co n text in which VCT often 

occurs, test counselors are mostly nurses, m edical assistants, a nd 

paraprofessionals such as outreach workers and volunteers with little 

more than a few days of formal t ra ining in HIV prevention counseling 

(Richards, K. A. 2000). Second, the "counseling" re lationship in VCT is 

n ot reques ted by the client but imposed unil a terally by state laws 

regula ting the provision of HIV tes ting. Counseling is thus a condition for 

rece iving th e test. Because clients a re primarily seeking the test result, 

not a coun se ling session, a ny discu ssion a bout ri s k with the counselor is 

experienced ail an unpleasant but necessary require ment for ge tting the 

test. 

HIV cou n seling is not a lec ture. An importa nt a spec t of HIV counseling is 

th e counselor 's abil ity to li s ten to the clien t in order to provide assistance 

and to d etermine s pecific prevention n eeds . Although HIV counseling 

should ad h ere to minima l standards in terms of providing basic 

in fol-mation, it s hould not become so routine tha t it is inflexible or 

un res pon s Ive to particular client need s . Counselors should avoid 
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providing informa tion that is irrelevant to their clien ts and should avoid 

s tructurin g coun seling session s on the bas is of a data-collection 

instrument or form (Moyo, S., et ai, 200 2, July). 

As it is expla ined in a manual prepared by FHI , HIV counseling requires 

some of the basic counseling skill s as other type s of coun seling. But HIV 

cou n se lin g d iffers from other types of counseling because of (FHI , 1999):-

>- The na ture of HIV / AIDS 

>- Counse lors a re often particu larly concerned a bout their a bility to 

provide HI V test results to clients, or ma nage the reaction of 

cl ients, partners a nd fa milies to positive te st resu lts. 

r Counselors often fear that they do not possess the necessary skills 

for HIV counseling or that they will be una b le to control th eir own 

em o tional reaction to the work. 

»- HIV counseling requires th at th e counselor con s ider the reactions 

and needs of partn ers and other family members as those of 

clients. 

Similarly FDRE MOH (200 3) s u ggests that HIV / AIDS counseling IS 

different or unique because of:-

»- The nature of infec tion and the diseases reqUires some umque 

procedures a nd s kills. It focuses on th e prevention, copmg 

behaviors , caring and suppor t aspects. 

> Th e a b ility to provide HIV tes t results to cl ients a nd ma n agm g 

thei r reaction, and a lso ma nagin g the reaction of partners a nd 

fa mily member a re the conce rn of HIV / AIDS counse ling. 

~ It requires explicit discussion of sexual prac tice a nd death . 
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2.3 HIV Counseling in Ethiopia 

HIV / AIDS coun seling is a recent phenomenon. According to FORE MOH 

(2002) , H IV counseling in Ethiopia began in the late 1980's. AIDS 

pandemic, becau se of its total outcom e, create fe eling of fear and 

resentment. Moral breakdown accompanied by ideas of guilt and 

punishment is initia l res ponse to the disease. Stigmatization, Ostracism, 

rejection a nd discrimination will exacerbate the already heavy stress the 

vic tim h as deve loped (FORE MOH , 1996). Many of these problems may 

be minimized or solved through cou nseling the infec ted and affected 

individuals. 

Con cerning the development of HIV Counseling in Ethiopia, Yusuf 

pointed out that though HIV counseling is a basic instrument in behavior 

change, prevention a nd control of the s pread of HIV / AIDS, it is the most 

n eglected and leas t developed in Ethiopia . And yet there is a great need 

for counseling service in Ethiopia (Yu s uf, 2004) . 

2.4 Operational Aspects of VCT Service 

2.4.1 Categories of VCT Centers 

VCT se rvice del ive ry has been implemented in dive rse models, each with 

benefi ts a nd challenges . These are: 

A. 'Free-Standing' VCT sites 

Som etimes, VCT services are set up in a sta nd alone location, organized 

through NGOs in remote rural a reas, in community centers and at youth 

clubs a nd colleges. These increase access for specific groups, but can 

a lso promote s tigm a a nd discrimination for th ose who access these 

services. For this reason, there is an overa ll preference for VCT services 

to be integrated within functioning ongoing health facilities (NACO / MOH 

a nd FWG of India . 2004 .) 
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B. Mobile / Outreach veT services 

VCT services are provided through mobile vans, within the community. 

This mode l is u sed for very specific target groups that may otherwise not 

access h ea lth se rvices , example tribal popul a tion s in remote hilly areas 

(NACO / MOH and FWG of India. 2004.) 

2.4.2 Site of VCT Centers 

According to NACO / MOl-! and FWG of India (2004), severa l variations on 

integration exist such as: 

i. integrated within primary health care services, hospitals, and clinics; 

ii. run by n on-government entities, across the private sector by private 

physicians and the corporate sector for their employees / their 

dependents, or by NGOs either as stand alon e facilities or integrated 

within a la rger health facility; 

iii. VCTs as part of a franc hi scd nelwork , u s u a lly oUlside of government, 

where se rvice delivery could use techniques of socia l marketing; 

iv. VCT s ites attac hed to research projects. 

2.4.2 . 1 Proxemics 

Haase and Dimattia as cited in Shertzer and Stone (1980), defined 

proxemics as the manner in which man regulates th e s patia l features of 

his environment and conversely the impact of tha t environment on his 

subsequ ent behavior. This m eans the effect of physical distance between 

coun selo r a nd client, seating a rrangem ent, furniture, a nd so on within 

the cou n seling office. 

Accoording to Yusuf (1998), a number of alternatives employed for the 

phys ical setting or a rrangem ent within the office axe suggested but the 

most e ffective seating a rra ngem ent is across th e table. 
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In respect to d istance between counselor and client, Shertzer and Stone 

(1980), suggest that people h ave a personal space with in which they are 

comfortable in their interactions with another person . The same authors 

further describe that the comfortable space or dista nce between two 

persons h as been ascribed to cultural background, the relationship 

between the two parties, the sex of the participants, and their relative 

status. 

2.4.2.2 Waiting Area 

UNAIDS (2000a) suggest that in VCT centers a well-ventilated waiting 

area is important. During their stay in the VCT centers, clients must feel 

as comfortable and relaxed as possible . It is best if there is a waiting 

room or area, so that clients have somewhere to sit, out of the public 

gaze. 

2.4.2.3 Counseling Room 

The counseling office should be easy to access and yet not in a busy 

place of any center where every passer-by knows that this is the 

counseling and testing for HIV. 

According to CDC (1994) , counseling rooms must be private to ensure 

confidentiali ty of th e counseling session. S imilarly, UNAIDS (2000a ) 

suggest that VCT to be carried out correctly and effectively, privacy must 

be ensured. Discussion risk factors and sexual relations is part of 

VCT for HIV infection and key information essential to the process 

will not be 'e licited' unless people can d iscuss th ese issues in 

private. 

Similarly, according to Shertzer and Stone (1980), the counseling room 

should be comfortable a nd attractive. Coun seling facilities should be 
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designed for comfort and relaxation. Therefore, from the above 

discussion it is indicated that for effective counseling process private is 

required. In addition to this to facilitate the counseling relationship th e 

counseling room should be comfortable and attractive. 

2.4.3 Confidentiality 

veT services to be acceptable, confidentiality must be guaranteed. In 

view of this UNAIDS (2000a ) stated that ma ny people are afra id to seek 

HIV services because they fear stigma and discrimination from their 

families and community. H1V services should therefore, always preserve 

individual's need for confidentiality. 

According to FORE MOH (2003) trust is one of the most important factor 

in the relationship between counselor and clients. It enhan ces their 

relationships and improves the chances that the client will act decisively 

on the information. Similarly UNAIDS (2000b) suggest that trust between 

the counselor a nd client enhances ad herence to care, and discussion of 

HIV prevention. Furthermore UNAIDS (2000b) stated that 111 

circumstances where people who test seropositive may face 

discrimination, violence and abuse. Hence, it is important that 

confidentiality be guaranteed . 

According to UNAIDS (2000a) if it is not known that confidentiality will 

be respected, the up -take of veT wi ll be low. Therefore, there must be a 

system to guarantee confidentiality. Baggaley, et al (1998) describe that 

in some settings it has been s hown that people feel more comfortable 

about VeT services if they can give a pseudonym. Also FORE MOH 

(2002) suggests that in veT settings, HIV testing and counseling could 

be either anonymous or con fid e n tial. 

19 



The above discussion generally implies the fact that confidentiality 

should be strictly assured because it enhances th e counseling 

relationsh ip and improves the chances that client(s) wi ll act decisively on 

the information provided. 

2.4.4 Linkages or Referral 

In the context of HIV preve ntion cou n se li ng a nd testing, referral is the 

process by which im mediate client needs for care and supportive services 

are assessed and priori tized and clients are provided with assistance in 

accessing services (CDS, 2001) . 

According to UNAIDS (2000a) VCT has been sh own to be m ore effective 

when it is developed in conj unction with support services; such as 

medical , psychological, social and the like. Simila rly, FO RE MOH (2002) 

describe that referral is a key component of comprehensive HIV 

prevention services because not all facil ities can address the variety of 

medical, psych osoc ia l, environmental and structural Issues that 

incliviclua l's ability to initi ate and s u sta in behaviora l c ha nge. 

In regard, to th is FORE MOr-r (2002) suggests that the client a nd 

counselor together shou ld assess and prioritize the clients' referral 

needs. Clients often requIre referral for m edica l and on-gomg 

psychosocia l support. Hen ce a referral system should be developed in 

consu ltation with different government and non-government 

organiza tions. From the above discussion it is indicated tha t the re 

should be a linkage be tween VCT centers a nd various organizations. 

Therefore a process for routine referral should be establis h ed , which 

results in the enh ancement of VCT services. 
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2.5 Elements of VeT 

Accord in g to FORE MOH (2002) VCT is a process by which an individual 

voluntarily undergoes HlV / AIDS counseling a nd HlV Testing. Similarly 

FH l (2003) describe that the gold standa rd for VCT follows a regiment of 

pre-test counseling, testing (voluntarily) and post-test counse ling. In 

short a look at the a bove points helps in understa nding VCT as a process 

involving HIV counseling a nd testing. 

2.5.1 The Counseling Process and Contents 

UNAIDS (2000b) suggests that counseling as part of VCT ideally involves 

at leas t two sessions - pre-test an d post-test counseling. Furthermore , 

UNAIDS (2000b) point out that more session can be offered before or 

after the test or during the time the client that more sessions can be 

offered before or a fter the tes t or during th e time the client waiting for 

test resu lts . Also according to FORE MOH (2003) the counseling process 

of VCT services co nsists two sessions, pre test and post-test counseling. 

The above s tatem ents indicate that the counselin g process in VCT involve 

at leas t pre-test and post-test counseling. 

2.5.1.1 Pre-test Counseling 

In VCT, pre-test counseling is a pre-requisite to a ll clients intending to 

know their statu s. This ca n be done as an individual , couple or group 

session. Pre-test counseling provides an opportunity for clients to explore 

thei r risk of HIV, to learn a bout strategies for prevention of HIV, and 

he lps clients decide whether or not to take the HIV test. Counseling must 

be offered to any client who is con s idering taking a n HIV test 

(NACO / MOH and FWG of Ind ia. 2004). 

According to MOH a nd FWG of Ind ia (2004), Pre-test counseling a ims:­

• To e n sure th at any decision to take the test is fully inform ed and 
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voluntary 

• To prepare the client for any type of result, whether negative or 

positive or indeterminate 

• To provide client risk reduction information and strategies irrespective 

of whether testing proceeds 

• To provide options for PPTCT 

• To provide an entry point to treatment and care 

FHI (2003) suggests that pre-test counseling include providing reading 

materials before clients enter a group or private discussions with a 

counselor, and at this session the client may be asked why they want to 

be tested and about their behavior that they think that may put them at 

risk for HIV infection. Further more FH I (2003) point out that if testing is 

warranted the counselor should:-

;;. describe the test and how it is done 

,., explain HIV / AIDS and the way HIV is spread 

,., discuss ways to prevent the spread of HIV 

> discuss the meaning of possible test results 

> ask what impact the result will have on you 

,., address the matter of whom to tell about your test result 

> discuss the importance of telling your sexual partner (s) if you and 

HIV positive. 

Similarly according to FORE MOH (2002) Pretest counseling should be 

offered before an HIV-test and at this session(s) ideally the counselor 

should assist the client to identify her/his risk of acquiring HIV and 

prepare the client for taking the test. Furthermore the counselor should 

ascertain the clients understanding of HIV transmission and the 

meaning of the test result by uoing the following: 

>- Discuss the client understanding of the r isk for risk 

;;. Discuss what the viru s is and how it is transmitted 
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';> Ensure that the client understands the risks and benefits of 

knowing his/her HIV infection status . 

~ Emphasis should be given to religion and culture 

';> Discuss what the test result mean 

2.5.1.2 Post-test Counseling 

As the na m e indicates post-test counseling is offered after HIV test 

result is available and it should be a lways offered whether the resul t is 

positive or negative UNAIDS (2000b) and FORE MOH (2002) suggest that 

the m a in goal of post test counselin g session is to help client understand 

th eir test resu lts a nd initiate a da ptation to their serostatus. 

MOH and FWG of India (2004), states that Post- test counseling a ims:-

• To help client understand and cope with the HIV test results 

• To provide the client with any further information required 

• To help clients make an immediate and short-term and long-term 

future plans 

• To help clients decide what to do about disclosing their test result to 

partners a nd others. 

• To help clients reduce their risk of HIV / AIDS and take action to 

preven t infection to others 

• To help clients access the medical and social care and support 

they need 

• To establish link with PLHA groups, if needed 

S imilarly FORE MOH (2003) indicates that the aim of post test 

counseling is to: 

• Provide emotional support 

• Prevention of further transmission of HIV / AIDS 
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According of FORE MOH (2002) 111 post-test counseling the counselor 

should: 

• Assure the test result and any other information the client provide 

remain confiden tial 

• Provide HIV test results 

• In te rpret the HIV test results 

• Ensure the client understand what the result mean 

• Address immediate emotional concerns 

• Reinforce the plan for reducing risk considering the clients HIV 

statu s 

• Discuss with the c lien t for additiona l medical and/or social 

services as appropriate 

• UNAIDS (2000b) suggest that in post-test counseling when the 

blood test result is positive the counselor should 

• Tell the result clearly and se n s itively to th e client 

• Provide emotional support and discussed how to cope 

• Ensure the client has immediate emotional support from a partner 

re lative or friend. 

• Offer information on referral services that may help clients accept 

their HIV and adopt a positive out look 

• Ensure sharing a test result with a partner or some one trusted is 

often beneficial 

Furthermore, UNAIDS (2000b) point out that when the test result IS 

negative the counselor need to: 

• Discuss change in behavior that can help the client to stay 

HIV-negative, motivate the client to adopt and sustain new; 

safer sex practices encouragement for these behavior change 

• Refer the c lient to ongoing counseling support groups or 

specialized care services, if necessary. 
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2.5.2 HIV Testing 

According to PORE MOH (2003) HIV testing can be classified as being 

done with voluntary or without informed consent. In VCT centers as the 

namc indicate thc testing s hould be voluntary with informed consent of 

th e clients. 

A review on the nature and quality of HIV testing (Beardsell S, Coyle A. 

Soc Sci Med. 1996 MaL) states that the process of HIV testing is as 

follow: making the decision to be tested, accessing testing service, test 

counse ling a nd waiting for th e test results. Of these, most consideration 

is accorded to the HIV test counseling process. The conclusion of the 

review is that research is needed to examine both clients' and coun selor's 

expectations, experiences and satisfaction with HIV test counseling 

(Beardsell S, Coyle A .. Soc Sci Med. 1996 MaL) 

]<'DRE MOH (2002) stated that all testing for HIV should be voluntary 

with informed consent; there should be no mandatory testing. UNAIDS 

(2000b) describe that HIV testing may have a fa r reaching implications 

and consequences for the person being tested. Although there a re 

importa nt benefits to know one's HIV status, HIV IS 111 many 

communities a stigmatizing condition following testing. Stigma may 

ac tively preven t people access1l1g care, gaining support and preventing 

on-ward transmission . Hence testing should be voluntary a nd VCT 

should take place in collaboration with stigma reducing activities. 

At the present time there a re different facilities for HIV testing. According 

to UNAIDS (2000B) a wide range of different HIV antibody tests are 

available currently, including ELISA tests and many newer s imple and 

rapid HIV TEST. 



2 .6 The Concept of Perception 

According to Morgan (1986), perception is defined as the process of 

interpreting sensory information from the receptor organ s to produce an 

organized image of the environment. 

Morgan further expla ined that fortunately human perceptual systems 

normally give people a highly veridical image of the environment, so 

serious mistakes a re rare. Infac t , one of the great miseries of the mind is 

how our perception of the world can be as accurate and reliable as they 

are. 

On th e other hand , Lahey (2004), defined perception as the process of 

organ izing a nd interpreting information received from the outside world. 

Many of the ways in which we organized and interprete sensations a re 

inborn a nd com mon to a ll h umans. Th e Gesta lt pri nciples of perceptua l 

organ ization , perceptual constancies, depth perception a nd visual 

illus ions provide examples of the active, creative n ature of perception. 

Other factors that enter into the process of perception are unique to the 

individuals, such as motivation a l states a n d cultural learning 

expenences. 

These factors ensu re that we will perceive the world in a way that is 

largely un iversal among humans, but with a great deal of individuality 

due to differences in motivation, emotion , learning and other factors 

(La h ey.2004 .) 

VCT is a n important step in the development of a comprehensive package 

of HIV I AIDS services; it is an effective strategy in reducing risk behaviors 

a mong individua ls at risk for HIV I AIDS. VCT is the se ttin g of informa tion 
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exchanges between a provider a nd a c lient, it helps the individual to 

reach a n a ppropriate decision and ac t on it. The counseling is supposed 

to include a discussion of m edical and lifestyle issues grounded on 

individual's concerns, fears and values related to reproductive and 

sexu al health. Individual perceptions toward s VCT are shaped by 

cultul"al valu es, opinions about the role of health system a nd the nature 

of interac tion s with providers. Addressing clients' perceptions of VCT is 

c ruc ial to improve their satisfaction a nd hea lth outcomes (CDC. 1994), 

h elping a continued and sustained use of services (Creel, Sass, Yinger 

2002). 

Therefore, in light of this review of related literature, perception of the 

c lients in the selected VCT Centers were assessed and evaluated as it is 

found in the following consecutive chapters : 
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CHAPTER THREE 

METHODOLOGY 

3.1. Sampling of Sites and Target Population 

3.1.1. Area / Site Sampling 

This research was conducted in Arada Sub City, Addis Ababa, an urban 

a rea which contains an estimated popu lation of more than 3,000,000 

(CSA, 2005) . The choice is based on the assumption that most VCT 

centers are found in Addis Ababa. [n addition to this, Addis Ababa was 

selected since the estimated rate of infection for adults is much higher, a 

staggering 16.8 percent, according to the latest figures (FORE, MOH, 

2003). 

The researcher, using S im ple Random Sampling technique, select Arada 

Sub City among the ten sub cities found in the city . And, a ll the 19 VCT 

centers (A.A H[V / A[OS Secretariat Bureau, 2006), governmental a nd 

private, found in Arada Sub city will be included in the s tudy. 

The universe of the study includes all VCT Centers in Arada Sub City, 

Addis Ababa. From the list received 7 from government and 12 from 

private or a total of 19 VCT Centers were selected (see Table 3.1) . 

3.1.2 Respondent Sampling / Target Population 

To appreciate fully the reason how clie nts ' perception a ffect VCT service 

attendance, the study focused on identifying the main activities done at 

VCT services. For this reason , only one group of respondents (i.e . clients), 

who were directly involved in such a counseling process both tested and 

untested participated to provide data. Here the intention h as been to 

collect first hand information in veT Services which is the resource of 

data. 
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As expressed earlier there were 19 VCT Services in Arad a Sub-city. The 

researc her, usm g Purposive Sampling Method, took ten clients 

(attempting equal sex propo r tion) from each VCT Center seeking VCT 

se rvices . The ration a l beyond c h oos in g Purposive Sampling Method was 

s in ce it is appropriate for the purpose of th e research (Yalew, 2006) . And 

a total of 190 clients from 19 VCT Services we re included in the s tudy. 

3.2 Subjects and Sampling Procedures 

All clie nts who came to each VCT Centers and get the services (i.e., pre­

test counseling, blood test for HIV and; post test counseling) were asked 

to partic ipa te in the study wh en they come in to and exit from the 

counseling s e rvices. Out of the 228 clients who were given the 

questionnaire, only 190 of th em returned the result. However, 28 clients 

d id not re turn proba bly because o f their emotiona l reaction to their blood 

tes t re s ults. Thus, a total of 190 clients, 10 clients from each VCT Service 

we re in volved in th e s tudy , in a period of 2 month s (March to April 2007). 

In general the number of par ticipants and type of VCT Services included 

in the study a re presented on Ta ble 3 .2. 
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Table 3.2 Number of Participants an d Type of VCT centers in the study 

Type of NQ of Participants 

NQ Name ofVCT Service VCT center M F Total 

1 Yekatit 12 Hospital Gov 5 5 10 

2 Ras Desta Hospital Gov 5 5 10 

3 Addis Ababa Police Commission Clinic Gov 5 5 10 

4 Tibe bu Hospital Gov 5 5 10 

5 Arada Hea lth Center Gov 5 5 10 

6 Gullelle Health Center Gov 5 5 10 

7 Wored a 13 Health Center Gov 5 5 10 

8 Nazrawit Hospital Pri v 5 5 10 

9 I Piassa Poly Clinic Pri v 5 5 10 

10 Teklehaimanot Higher Clinic Priv 5 5 10 

1 1 Arsho Higher Clinic-Piassa Branch Priv 5 5 10 

12 Arsho High er Clinic-Tedros Adebabay Priv 5 5 10 

13 Betezata Diagnostic Labolratory Priv 5 5 10 

14 I Ethiopia Highe r Clinic Priv 5 5 10 

15 I Tesfa Higher Poly Clinic Priv 5 5 10 

16 Hema Integrated diagnostic clinic Priv 5 5 10 

17 Arada Giorgis Medium Clinic Priv 5 5 10 

18 I Ethiopian Road Authority Clinic Priv 5 5 10 

19 Abebech Gobena Priv 5 5 10 

TOTAL 95 95 190 

3.3 Procedures of Data Collection 

The procedure that was used for the study was limite,d to q!;lestionnaire 
. ' . "i. 

method. The research con slsted. of two ot'her e.xpe.Ji;lep;jCed assistant 
: "" ,, ' ~"'I!~W~'~;:'" 

researcher s (one psychologlsi:c and ~1lf{~~Jicia~ who evaluated the 
'~ ~Vu,..... ~ ,-:: .. ,y-...,.~~.... ~ 

reliability and validity of the res'h rch questj;;;~'i-'lf, oPlA ~( 
. __ ~Ef"'1 , Ai!..; 

.~,~.p 
--"! , ';;_~.'j::f.·,"":'ri,,~·~·'I""·.' . 



The research project was a quantitative study regarding clients' 

perceptions of voluntary counseling and testing services. Data had been 

collected through scale/questionn aire from clients seeking VeT serVIce, 

both male a nd female. 

Topic of basic themes that were developed to further elaborate the 

questions at d ifferent situations were as follows: Knowledge of clients 

towards HIV / AIDS, preference of HIV prevention mechanisms, reasons 

for HIV infection, attitude and knowledge of clients to VeT, and facil ity 

and constraints of VeT centers. 

A set of questionnaire, prepared and adapted was used to get information 

from c lients of the target VeT centers (see Appendix A and B for the 

English and Amharic versions of the two questionnaires). The clients' 

questionnaire has got seven parts (36 in number and the items were 

closed-ended and open-ended). The first part was prepared to get 

information about the client's personal data (i.e., sex, age educational 

level, occupation, marital status and religion). 

The second, s ixth . and seventh parts of the questionnaire were prepared 

to obtain information about clients' knowledge of HIV and VeT Services, 

and the facilities and constraints of counseling services in the veT 

cen ters. Particularly the seven th part was designed to collect adequate 

data on constraints that hinder effec tive coun seling services. With this 

perspective, the questionnaire addressed to : the counseling rooms, 

waiting areas, the time given to each counseling session, the number of 

the session s, the counselor professional skill s, confidentiality, a set of 

possible comments and factors that affect the provision of the service. 

The other three parts (i.e. Part 3, 4 and 5) of the questionnaire were 

prepared in the form of a rating scale . The rating scale was designed to 
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measure clients' preference of HIV prevention, reason for HIV infection 

and attitude towards VCT services offered in the VCT Centers. For this 

reason, Likert Scale was employed for two reasons. First it provides 

respondents a variety of specific categories from which they can select. 

Second ly, it a llows subjects to prefer to answer anonymously when they 

are asked to !"ate thei r expressed opinion. The Likert Scale consisted of 

specific categories of expressed opinions represented by numbers 1 ~ 

Strongly Disagree, 2~ Disagree; 3~ Undec.ided: 4~ Agree; and 5~ Strongly 

Agree. Thus each client had a score from 1 to 5 on each item, and a 

client's total score, representative of an overall attitude was si mply the 

sum of the item scores. 

At the beginning a Pilot Study questionnaire were administered for 40 

clients before and after the Pre-test and Post-test counseling Services. 

But because of (1) three clients did not return for their results (post-test 

counseling), (2) five clients, who test HIV positive, were not willing to fill 

a nd return the questionnaire, and (3) two clients, who test HIV negative, 

were ove r-excited and .they were running to tell t h e ir results for families, 

partners, friends, etc. it was difficult to collect · the questionnaire . 

Therefore, due to these reasons, only 30 clients returned the Pilot Study 

questionnaires. 

All the items in the initial questionnaire were pilot tested on 30 clients of 

Teklehaimanot Higher Clin ic and Yekatit 12 Hospital. The respondents 

who took part in the pilot s tudy were taken through Purposive Sampling 

method. The purpose of the te s ting was to collect data that would be 

used for screening the items. It was also to find out, if wording 

instruction and response categories of the instrument as a whole were 

clear a nd comprehen·s ible to respondents. In other words the Pilot Study 

questionnaire was used for further validation of the items and ensures 
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their reliability. Face-to-face contacts with all respondents was possible 

and while providing the questionnaire to them, they were told to note 

down any ambiguous word, phrase , or sentence. As soon as they 

finished, discussion was held with these respondents and many of them 

had expressed their positive feeling about the items and pointed out 

items that were not clea r to them. Based on the feedback received, an 

item analysis was made a nd a final questionnai re was designed. As a 

result of this study modifications were made. 

Computing Coefficient of Alpha using the data collected during the Pi lot 

Survey assessed reliability of the instrument. The computation yielded 

reliabi lity coefficients are presented on Table 3.2. 

Table 3.3 Reliability coefficient of the instruments 

Instrument Reliability coe fficient 

HIV knowledge .81 

HIV prevention .76 

Reason for HIV infection .76 

Attitude for VCT service s .89 

VCT knowledge .76 

Facili ty of VCT centers· .85 

The Content Validity of instruments was claimed on several grounds. The 

formulated instrument was critica lly approved by two senior graduate 

psychology studen ts (Lhe first Measuremen t and Evaluation and the 

other Counseling . . 

Finally it was indicated that high reliability coefficient (see Table 3.2) has 

been achieved , and it was sufficiently validated. 

33 



3.4 Variables 

Variables included in the study a re the followin g: 

• The Dependent Variable is - Clients ' Perception 

• The Independent Variables a re - Demographic factors: ­

-Type of VCT Center (Government versus private), and 

-Sex (Male versus Fema le) 

To get sufficient information for th e study only one data collection tool 

was employed. Thi s is questionnaire. 

3.5 Methods of Data Analysis 

Depending on the n a ture of the collected data, different statistical 

techniques were employed . For the close-ended questionnaire items upon 

which cl ients were required to choose a mong the given alternatives, the 

value was first tallied within the respective category . Then, Quantitative 

Statis ti cal analysis such as s imple frequency counts, percentages, and 

mean were used accordingly. On th e other hand, for th e open-ended 

items, Qualita tive Analysis was u sed . 

Henceforth , based on th e a bove li sted methods of data collec tion and 

data a n a lysis, the results from the response rate of clients are found in 

the following chapter. 
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CHAPTER FOUR 

RESULT OF THE STUDY 

4.1 Demographic Prome 

A total of 190 VCT c lients from 19 VCT (7 governmental , and 12 Private) 

centers were involved in the final study analysis. Of which 70 (36.84%) 

cl ients were from governmental, a nd 120(6 3. 16%)' clients were from 

private VCT centers . 

The demographic characteristics of clients are shown in Table 4.1. The 

mean age of s tudy subjects was 29 years; th e age group 20 years or less 

accoun ts for 26( 13.7%), 98(51.6%) were between the a ges of 21-40 years 

a nd 66(34.7%) were a bove 40 years . There were equal sex proportion 

95(50%) m a le a nd .95(50%) female client respondents. 

With res pect to the ir educationa l leve l 32 (1 6.8%) out of 190 were 

illiterate , 48 (25 .3%)' participants were 111 Primary & Junior level, 

68(35 .8%) we re in Secondary level and 42 (22 .1%) were in College & 

a bove leve l. 

Regarding th eir occupation, Students a ccoun t for 33 (17.4%), Merchant 

18 (9.5%), Civil Servant 42 (22.1 %), Da ily Worker 17 (8 .9%), House Wife 

12 (6. 3%), Bar Lady 16 (8.4%), Military (Police) 6 (3.2%), Unemployed 24 

(12.6%) and Others 22 (11. 6%). 

Regardi ng their m a ri tal sta tus 86 (45.3%) were Unmarried, 60 (31.6%) 

were Married, 22 (11.6%) were separated, 13 (6.8%) Divorced and 9 (4.7%) 

were Widowed. 

And of their re ligion, 85 (44 .7%) of the clients are Orthodox, 62 (32.6%) 

Musl ims, 23 (12.1 %) Protestant, 9 (4.7%) Catho lic and 11 (5.8%) Others . 
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Table 4.1: So.cio De mographic Characteristics of 190 Clients 

Variables Categories NQ % 

<20 26 13.7 
Age 2 1-40 98 51.6 

>40 66 34.7 
Male 95 50.0 

Sex Female 95 50.0 
Illiterate 32 16.8 

Educational level Prima ry 48 25.3 
Secondary 68 35.8 

Tertia ry 42 22.1 
Student 33 17.4 

Mercha nt 18 9.5 
Civil servant 42 22. 1 

Occupation Da ilv Worker 17 8.9 
Hou se wife 12 6.3 
Bar La dy 16 8.4 

Milita rv / Police 6 3.2 
Unemploved 24 12.6 

Others 22 11.6 
Unmarried 86 45.3 

Current Marital Married 60 3 1.6 
status Sepa ra ted 22 11.6 

Divorced 13 6.8 
Widowed 9 4.7 
Orth odox 85 44 .7 
Muslims 61 32.1 

Religion Protesta nt 25 13.2 
Catholic 12 6.3 
Oth ers 7 3.7 
TOTAL 190 100% 

4.2 Clients' Knowledge of HIV / AIDS 

To a s sess clie nts' knowledge of HIV / AIDS , clients were asked to rate the 

degree of transmission of HIV / AIDS through the listed s ix methods in a 

fi ve scale item Six items (see Appendix A pa rt Two). 
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Tahle 4.2 C lienls raling of Iheir Knowled ge of Ih e Wa ys of Transmission of HIV/AIDS: 

Respondents 

Items Category Male Female Total 

Unsafe sexual Yes 95 95 190(100%) 

intercourse TOTAL 95(50%) 95(50%) 190(100%) 

From mothe r to Yes 78 74 152(80%) 

child during I don 't know 17 21 38(20. 0%) 

pregnancy TOTAL 95(50%) 95(50%) 190(100%) 
- --

Yes 89 92 18 1(95.3%) 

Through I don't k now 6 3 9(4 .7%) 

con taminated TOTAL 95(50%) 95(50%) 190(100%) 

blood No 95 95 190(1 00%) 

TOTAL 95(50%) 95(50%) 190(100%) 

Yes 8 1 77 .158(83.2%) 

Insect bite I d on 't know 7 11 18 (9.5%) 

No 7 7 14(7 .4%) 

TOTAL 95(50%) 95(50%) 190(100%) 

Sharing sharp Yes 95 95 190( 100%) 

utensils TOTAL 95(50%) 95(50%) 190(100%) 

All the clients, 190(.1 00%), answer "yes" for the fi r s t item . Whereas, 

]52(80%) of the clients answered "yes" and the rest 38(20%) respondents 

choose "] don't kn ow" for th e second item. For th e third item , except 

9(4 .7%) responden ts wh o ch oose "] don't know", most respondents i.e . 

18 I (95.3%) choose "yes". For the fou rth item al l the ] 90 or ] 00% of th e 

respondents choose th e righ t answe r wh ich is "No". While 158(83%) 

responden ts answered "Yes", th e rest 18(9.5%) a nd 14(7.3%) r espondents 

choose "No" and "I don 't know" resp ec tively for th e fifth item. Finally, all 

respondents, 190 (100%) choose "Yes" for th e last item In gen eral s ince 

more than 50% of th e respon den ts for the enti re item s got th e right 

answer, it can be con clu ded that they have the knowledge how HIV can 

be transmitted fro m on e person to the other. 
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4.3 Clients' Preference o f HIV prevention 

Th e responden ts were asked to rate the degree of their preference to 

protect themselves from being infected by HIV / AIDS. Among the three 

common m ethod s of HIV prevention (A- a bstinen ce, B- be faithful and C­

u se of condom) , they were ask ed to indicate the degree of their 

prefe ren ce. The respon se ra te of th e respondents is found in the following 

ta ble (see Appendix A, Pa rt Three): 

Table 4.3 Client s' Response Rate for their Preference of the Methods of HIV Prevention: 

Respondents 
Items Category Male Female Total 

Strongly Agree 37 35 72(37.9%) 

Agree 28 28 56(29 .5%) 
Abstinence Undecided 9 9 18(9 .5%) 

Disagree 18 19 37 (19.5%) 
Strongly Disagree 3 4 7(3.7%) 
TOTAL 95(50% ) 95(50% ) 190(100%) 
Strongly~~ 49 47 96(50.5%) 
Agree 28 29 57(30.5%) 

Be faithful Undecided 9 10 19(10%) 
Disagree 6 6 1216.3%) 
Strongly Disagree 3 3 613.2%) 
TOTAL 95(50%) 95(50%) 190(100% ) 
Strongly Agree 10 9 19(10.0%) 
Agree 12 13 25(13.2%) 

Use of condom Undecided 19 18 37(19.5%) 
Disagree 23 23 46(24.2%) 
Strongly Disagree 31 32 63(33.2%) 
TOTAL 95(50%) 95(50%) 190(100%) 

Amon g th e three common preventive mechani sms, 128(67.4%) of the 

respon dents 65 m a les a nd 64 fem a les prefer Ab s tinen ce , 153(81.0%),77 

ma les a nd 76 females prefe r being fa ithful a nd the rest 44(23 .2%), 22 

ma les a nd 22 females prefer u s ing condom . From clients' response, it 

ca n be in ferred that th e second mech a nis m i.e . Be fa ithful has been 

given prio rity by m ore tha n 50% of the re s pond ents, foll owed by 

Absti n ence a nd Use of Con dom. 
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4.4 Clients' Reason for HIV infection 

When they were asked about their reasons why people ean be infected by 

the HIV virus, they gave the fo llowing responses (See Table 4.4) for the 

summary result of clients' responses : 

Table 4.4 Clients' Responses for Conditions for HIV infection: 

Respondents 
Ite ms Category Male Female Total 

Condom is Strongly Agree 3 4 7 (3.7%) 
n ot Agree 22 22 44(23 .2%) 
accessible in Un decided 25 25 50(26 .3%) 
time of need Disagree 25 25 50(26.3%) 

Strongly Disagree 20 19 39(20.5%) 
TOTAL 95(50%) 95(50%) 190(100%) 
Strongly Agree 6 6 12(6.3%) 
Agree 10 9 19 (10.0%) 

Lack of Undecided 21 22 43(22.6%) 
m on ey Disagree 35 36 7 1(37.4%) 

Strongly Disagree 23 22 45(23.7%) 
TOTAL 95(50%) 95(50%) 190(100%) 
S trongly Agree 49 46 95(50.0%) 
Agree 22 22 44(23 .2%) 

Negligence Undecided 12 14 26 (1 3.7%) 
Disagree 9 10 19(10.0%) 
Strongly Disagree 3 3 6 (3 .2%) 
TOTAL 95(50% ) 95(5 0 %) 190(100%) 
Strongly Agree 32 32 64(33.7%) 
Agree 3 1 3 1 62(32.6%) 

Alcoh ol Undecided 13 13 26 (13.7%) 
Disagree 13 12 25( 13.2%) 
Strongly Disagree 6 7 13(6 .8%) 
TOTAL 95(50% ) 95(5 0 % ) 190( 100% ) 
S trongly Agree 19 18 37 (1 9 .5%) 
Agree · 35 35 70(36.8%) 

"Chat" Undecided 22 22 44(23.2%) 
Disagree 16 16 32(16.8%) 
Strongly Disagree 3 4 7(3 .7%) 
TOTAL 95(50% ) 95(50% ) 190(100% ) 
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According to the responses that were taken from clients, 51(26 .9%) 

respondents give · priority for the first reason when condom is not 

accessible . While lack of money is accepted to be one reason for HIV 

infection for by 31 (16.3%) of the respondents; negligence is for 

139(73 .2%) of the · responde n ts. The rest 126(66.3%) and 114(60.0%) of 

the respondents respectively choose alcohol and "chat" as the two 

reasons for HIV infection. 

4.5 Attitude of Clients towards the Counseling Services 

Clients were asked to rate six items that were intended to measure their 

perception of VCT counseling. The rating scale was constructed in the 

form of Likert scale. As a result clients h ad five alternatives to select, 

ra nging from strongly disagree up to strongly agree (see Appendix A, Part 

Five). Summary of clients' respon ses is found in Table 4.5 below: 
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Table 4.5 Clients' attitude towards counseling service by VCT type: 

Respondents 
Items Category Male Female Total 

Strongly Agree 4 11 15(7 .9%) 
Most VCT Agree 15 16 31 (1 6.3%) 
Centers a re Undecided 23 7 30(15.8%) 
with Disagree 33 33 66(34.7%) 
a ttractive Strongl}:: Di sagree 20 28 48(25.3%) 
environment TOTAL 95(50%) 95(50%) 190(100%) 

Strongly Agree 0 2 2(1.1 %) 
VCT Service Agree 0 4 4(2. 1%) 
providers are Undecided 20 26 46(24.2%) 
tru stful Disagree 44 37 8 1(42.6%) 
(confiden t ia l) Strongly Disagree 31 26 57(30 .0%) 

TOTAL 95(50%) 95(50%) 190(100%) 
VCT Service Strongly Agree 8 4 12(6.3%) 
providers Agree 18 13 3 1 (16.3%) 
treat me with Undecided 0 7 7 (3.7%) 
respect a nd Disagree 38 33 71 (37.4%) 
dignity Strongly Disagree 31 38 69(36 .3%) 

TOTAL 95(50%) 95(50%) 190(100%) 
Generally S tron gly Agree 28 15 43(22 .6%) 
VCT Service Agree 10 30 30(15 .8%) 
delivery does Undecided 14 6 20(10.5%) 
not address Disagree 2 1 21 42(22 . 1%) 
the need of Strongly Disagree 22 33 55(28.9%) 
clien ts TOTAL 95(50%) 95(50%) 190(100%) -

Strongly Agree 26 25 5 1 (26.8%) 
Agree 36 32 68(35.8%) 

Be faithful Undecided 3 9 12(6 .3%) 
Disagree 17 12 29(15.3%) 
Strongly Disagree 13 17 30(15.8%) 
TOTAL 95(50%) 95(50%) 190(100%) 
S trongly Agree 4 12 16(8.4%) 

Privacy is Agree 8 14 22 (11 .6%) 
secured in Undecided 23 14 37(19.5%) 
most VCT Disagree 30 26 56(29.5%) 
Centers Strongly Disagree 30 29 59(31.1 %) 

TOTAL 95(50%) 95(50%) 190(100%) 
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A look a t the distribution of the da ta on Table 4.5 revealed that out of the 

120 res pondents of private VCT centers, respectively 78(65.0%) and 42 

(35.0%) of the clients showed a positive and negative attitude towards 

VCT services. And .out of the 70 government VCT center respondents, 45 

(64.3'Yo ) showed a positive a ttitude, while 25 (35.7%) showed negative 

attitude. In other words 64.3% of the government a nd 65.0% of the 

private VCT clients exhibited positive attitude towards the counseling 

service o f VCT. From this it can be inferred that most of the clients (more 

than 50%), h ave a positive attitude fo r VCT. 

4,6 Clients' Knowledge of VCT 

Clients were asked to rate for their knowledge ofVCT using eleven VCT 

rela ted questions. They were given different alternatives to choose a mong 

t he given options and indicate their previous experience about VCT 

service (see Appendix A, Part six) . Their response rates are found in the 

fo llowing Ta bles 4.6.1 -4.6.2 a s follows: 

Table 4.6.1- Item 1 

Respondents 

Items Category Male Female Total 

Do you know about Yes 95 95 190(100%) 

VCT service? Total 95 95 190(100%) 

As it is indi cated in Ta ble 4.6.1 above, all the 190(100%) of the clients 

know what VCT means. Hen ce , it ca n be in fe rred from this that all 

clients had knowledge of VCT Services. 
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Table 4 .6.2 - Item 2 

Respondents 

Items Category Male Female Total 

F'amily 4 3 7(3.7%) 

What was F'riends 6 7 13(6.8%) 

your first Health Centers 15 16 3 1(16.3%) 

source of School 22 22 44(23.2%) 

informa tion Ma ss Media 23 22 45(23.7%) 

about VCT? Anti HIVjAID S Clubs 19 19 38(20.0%) 

Religious organizations 6 6 12(6.3%) 

Total 95(50% ) 95(50%) 190(100%) 

The first sou rce of information a bout VCT for most clients is mass media 

45(23 .7% ), s chool 44(23.2%) a nd anti-AIDS clubs 3 1(1 6.3%) ranking 

fir s t , second a nd th ird respec tively . Whereas , for the oth er 16 .3%, 6.8%, 

6.3% and 3.7% of the respondents, their primary source of information 

were Heal th Centers, Friends, Religious Organizations and Family 

respectively. 

Table 4.6.3-Item 3 

Respondents 

Items Category Male Female Total 

Hospitals 17 15 32(16.8%) 

Where do Fa mily 18 18 36 (18 .9%) 

VO LI gel VCT Hea lth Centers 25 27 52(27 .4%) 

service? pdvate Clinics 26 25 51(26.8%) 

Red Cross Cli n ics 9 10 19(10.0%) 

Total 95(50%) 95(50%) 190(100%) 
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Private clinics, health centers and fami ly are th e three m8.Jor areas 

respectively where 52(27.4%) , 51 (26.8%) and 36(18.9%) of the clients get 

VCT service. 

Table 4 .6.4-lte m 4 

Respondents 

Ite m s Category Male Fe male Total 

Which Hospital 29 30 59(3 1.1%) 

place is Clinics 28 28 56(29.5%) 

preferab le Health Centers 25 25 50(26 .3%) 

for VCT Fa mily Planning Clinics 13 12 25(1 3.2%) 

service? Total 95(50% ) 95(50%) 190(100%) 

Whereas, clients' preference for attending counseling are Hospitals(l st), 

cl inics(2nd ), health centers(3n l ) and fami ly planning cl inics(4th) 

constitut ing 59(3 1.1 %), 56(29.5%), 50(26.3%) and 25 (13.2%) respectively . 

Table 4.6.5-Item 5 

Respondents 

Items Category Male Female Total 

Is VCT Yes 64 63 127(66.8%) 

servIce No 19 19 38(20 .0%) 

important? I don't· know 12 13 25( 13.2%) 

Total 95(50%) 95(50%) 190 (100%) 

Con cerning th e importance of VCT, 127(66.8%) of the clien ts (64 m ale 

and 63 female) a nswered "Yes" i. e . VCT is important. However 38(2 0.0%), 

(19 male and 19 female) answered "No" or VCT is not impor tant. While 

the rest 25(13.2%), (12 male and 13 female) responden ts did not decide. 
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Table 4.6.6-Item 6 

Respondents 

Items Category Male Female Total 

If it is To kn ow on e' s status 26 27 53(27 .9%) 

importa To care 21 22 4 3 (22.6%) 

n t, why? Oth er 17 14 31(16.5%) 

Total 64(33.7%) 63(33.2%) 127(66.8%) 

For th e ques tion why VCT is im portant , 53(27.9%) of the clients answer 

"to know one's statu s" , while oth er 43 (22.6%) answered "to care". The 

re st 3 1(16 .5%) choose the a lternative "oth ers"; i.e . th ey h ave oth er 

reason s than the given ones why VCT is important. 

Table 4 .6 .7-ltem 7 

Respondents 

Ite m s Ca tegory Male Female Total 
.~-- -

Always 28 32 60 (3 1.6%) 

When do When ill 6 3 9 (4 .7%) 

you think Before m a rriage 16 19 35(1 8 .4%) 

is VCT Wh en going a broad 8 2 10(5. 3%) 

servIce Hesita tion 6 7 13 (6.8%) 

important? Total 64(33.7% ) 63(33.2%) 127(66.8%) 

Concerning th e con ditions wh en VCT is important , 60(3 1.6%) of the 

clients repl ied "Always " and 35(18.3%) "Before Marr iage". Wh ile the rest 

reasons i.e. "Hesitation", "Wh en going abroad" and "When ill" respectively 

constitute 13 (6.8%), 10(5.3%) and 9(4.7%). 
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Table 4.6.8-Ite m 8 

R espondents 

Items Ca tegory Male Female Total 

Prostitute 13 12 25 (1 3 .2%) 

Drive rs 9 10 19 (10. 0%) 

If no charge Stu den ts 12 13 25(1 3.2%) 

for VCT, who Pregnants 3 4 7 (3.7%) 

should be Cou ples 7 6 13 (6 .8%) 

tes ted? Children & Youth 3 4 7 (3.7%) 

All except Ch ildren 15 16 3 1(1 6.3%) 

Others 33 30 63(33.2%) 

Tota l 95(50%) 95(50%) 190(100% ) 

The response rate of the clients for the e ighth item (If no ch arge for VCT, 

wh o s hould be tested?) was as fo llows: Th e fir s t three are "Oth ers"-

6 3(3 3. 2'Yo ), "A ll except ch ildren "-3 \(\ 6 .3'Yo) a nd "Pro s titute"- 25(\ 3.2%) 

a nd "S tudents" -25 (13.2%). The rest chosen groups of the society were 

"Driver s" , "Couples", "Pregn ants" and "Children and Youth" constituting 

respec tively 19(10.0%), 13(6.8% ), 7 (7 .3%) and 7 (7.3%) respectively . 

Table 4 .6 .9-Ite m 9 

Respondents 

Items Ca tegory Male Female Total 

Wou ld you test Yes 50 50 100(52.6%) 

for HIV if it is No 36 35 7 1(37.4%) 

charge free? Un d ecided 9 10 19(10.0%) 

Total 95(50% ) 95(50%) 190(100%) 
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When th ey were asked th ey would be tested if VCT were given ch arge 

free , 100(52 .6%) of the clients repl ied "Yes" and 71(37.4%) rep lied "No". 

While the rest 19(10 .0%) did not decided. 

Table 4 .6 . 10-lte m 10 

Res pondents 

Items Category Male Female Total 

If a person is Abs tinence 21 18 39(20. 5%) 

with Positive Stop giving birth 7 6 13 (6.8%) 

HI V status, Prayer 9 10 19(1 0 .0%) 

what should Condom 9 9 18 (9 .5%) 

be the next Health treatment 40 40 80(42. 1%) 

action? No solution 9 12 2 1 (11. 1 %) 

Total 95(50%) 95(50%) . 190(100%) 

The tenth item was about the next action that a person with HIV Positive 

sh ou ld take. Hence their r esponse revealed th e fo llowing resul ts: Health 

treatment~ 80(42.1 % ), Abstinence~39(20.5%), No Solution~2 1(1 1.1 %), 

Prayer~ 19(10.0%), Condom~ 18(9. 5%) a nd S top giving b irth ~ 13(6.8%) 

gettin g the first to the sixth ra.nks respectively. 

Table 4.6. 11 -Item 11 

Respondents 

Ite m s Category Male Female Total 

If you are I will care 45 43 88(46 .3%) 

with Negative Coridom 13 12 25 (13. 2%) 

HIV status, Abstin ence 19 19 38(2 0 .0%) 

what will be l' II have sexua.l pa rtner 15 17 32(1 6.8%) 

your n ext I won't take measure 3 4 7 (3 .7%) 

action ? Total 95(50%) 95(50%) 190(100%) 
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For the last item, which was a bou t the action that clien ts th em selves 

s h ould take if they were with HIV Negative Status, 88(46 .3%), 38(20.0%) 

a nd 32( 16 .8%) of th e c lients chose to take care of themselves , to a b stain 

a nd to have sexual partner respectively. While the ·rest 25(1 3 .2%) and 

7(3.7%) of the clients chose to u se condom and not to take any m easu re 

constituti n g the fourth and fift h choice. 

4.7 Facilities and Constraints 

4.7.1 Privacy 

To assess the availabili ty of separate space or room for counseling 

seSSlOn, an item (see Appendix A Part Seven item number on e) was 

included in the questionnaire and clients were a sked to rate the 

cou nseling space . Table 4.7 sh ows clien ts' resp on se ra te for this 

particu lar item: 

Table 4.7.1 Frequency and pe rcentage distribution of clients ration 

to the availability of private space fo r counseling 

Respondents 

Category Gov VCT Priv. VCT Total 

Yes, there is a dequate space 57 (8 1.4%) 92 (76.7%) 149(78.4%) 

Yes, there is some but not a dequa te 13 (18 .6%) 28 (23.3%) 4 1(2 1.6%) 

Total 70(100% ) 120(100% ) 190(100% ) 

Among a ll , 149 (78.4%) (57 from governmen t and 92 from private VCT 

ce nters) clients agree with the presence of separate room to en su re 

pnvacy. Th e rest 4 1 (2 1.6%) of th e clients reported tha t there was 

separate room but not a dequa te to ensure privacy. 

Clients' respon se rate on th e provision of privacy in VCT centers revealed 

that a ll the VCT centers under study have a separate room; with more 

than 50% of the room s a dequate enough for the counseling process. 
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4 .7 .2 Waiting Area 

To assess if there exists a waiting a rea in the VCT centers and to judge 

their quality, two questions were prepared and included in the 

ques tionna ire (see Appendix A, Pa rt 7, items number 2 and 3). Clients' 

response for these questions is found in the n ext table (Ta ble 4.7) based 

on the type of the VCT'center th a t the clients get the service from : 

Table 4 .7 .2 Distribution of clients rating to the availability of Waiting Area: 

Respondents 

Items Category Gov. VCT Priv. VCT ' Total 

Is there a Yes, there is a dequate 26(37.14%) 63 (52 .5%) 89(45.8%) 

waiting area Yes, but not adequ ate 44(62.86%) 57 (47.5%) 101(54.2%) 

To tal 7 0 (100%) 120(100%) 190 (100%) 

How do you Very Good 22 (31.4%) 66 (55%) 88(46.3%) 

rate the Good 48 (68.6%) 54 (45%) 102(53.7%) 

\\'8iting a rea Total 70 (100% ) 1 2 0(100% ) 190 (100)% 

In Ta ble 4 .7 it is indicated that 89 (4 5 .8%), (26 government and 63 

private) respondents rep orted th a t there was a dequate waiting area, 

while 101 (54.2%) VCT clients reported that th ere wa s some waiting area 

but not adequate . . 

With respect to the quality of the VCT center, out of 190 clients 8 8 

(46.3%), th a t is 22 from government a nd 66 from p rivate VCT cen ters , 

rated th e waiting a rea was very good but 102 (53.7%) or 48 from 

government and 5 4 from private VCT ra ted that the waiting area was 

good, with no significant diffe ren ce between government and private VCT 

cente rs. 
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4.7.3 Counseling Sessions 

Clien ts were asked about the numbe r and adequ acy of the 

coun selin g sessions. The ir r espon se is found in Table4 .7 .4 below: 

Table 4.7.3 Clients' Rating to the Number and Adequacy of Counseling Sessions 

Clients respondents 

Items Category Gov. Private Total 

Do you think that Yes 19 62 81(42 .6%) 

the number of Undecided 23 42 65(34.2%) 

counseling sessions No 28 16 44(23 .2%) 

is adequate? Total 70 (100%) 120(100% ) 190(100%) 

Do you think that Yes 2 1 68 89(46.8%) 

the t ime given for Undecided 25 36 6 1 (32. 1 %) 

each counseling No 24 16 40(21 .1%) 

session is adequate? Total 70 (100% ) 120(100% ) 190(100% ) 

To assess th e number and adequacy of the coun seling sessions, clients 

were asked to rate th e items in the questionnaire (see Appendix A part 

seven item number ' one) , Concerning the number of counseling 

sess ions, 81 (42.6 % ), 19 governme nt and 62 private res pondents 

answer "Yes" . While 44(23.2% ), 28 government and 16 private 

res pondents a n swer "No", the res t 65(34 .2%) of th e respondents, 23 

from government and 4 2 from private VCT cen ters did not d ecide 

wh ether th e numbe r is a d equate or not. 

On the other hand, with respect to th e adequacy of the time given for 

each counseling session, a mong a ll the re s pondents , 89 (46.8%) (2 1 from 

government and 68 from private VCT centers) clients respond tha t the 

given time for each ·counseling session is adequate . While 40 (21.1 %) 
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clients (24 government and 16 private) reported that the given time is not 

adequate. The res t 61 (32.1 % ) respondents (25 government and 36 

private) respondents did not decide. 

4.7.4 Seating Arrangement 

To assess how the seating a rrangement of the VCT services seemed, an 

item was prepared and included in the questionnaire (Part Seen, item 

number six). Among 190 clients, 98 (51.6%) reported that there was a 

lypical office seati n g arrangements, 5 1 (26.8%) responded that the 

seating a rrangement was across the corn er of the counselor table, whi le 

41 (21.6%) reported that the seating arrangement was in front of the 

counselor an d there was no table in between. 

4 .7.5 Confidentiality 

Clients were asked about the way or how confidentiality was en su red 

(Part seen item Number 7). Among 190 client respondents, 7 1(37.4%) 

reported that confidentiality was assured by anonymous testing and 

79(41.6%) clients reported that keeping HlV test results and the issues 

discussed during the counseling sessions as a secret ensured it, while 

the remaining clien ts, 40(21.1 %) reported that di scussion was not made 

about the way how confidentiality is ensu red . 

Finally clien ts were asked to enumerate the problem they face in 

the VeT cente r s a nd during the coun seling process. Among 190 

client respondents, 76(40%) clients reported shortage of time, lack of 

adequate waiting area, and too long waiting time for the HIV test 

result. 

Clients' response for the open ended question which was about "other 

comments for the VCT centers that they have been getting the services ... " 
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revea led that a ll VeT cen tel's have separate room for counseling. But in 2 

government VeT centers windows were left opened and uncovered . Hen ce 

the conversation was heard outside the counseling room. Also in on e 

private VeT center the door was left open as a result conversation was 

heard and visual privacy was not main tained. 

4.7.6 Linkages or Referral 

Accord ing to UNAIOS (2000a) VeT has been shown to be more effective 

when it is developed in conjunction with support services; su ch as 

medical , psychological, social and the like. Similarly, FORE MOH (2002) 

describe th at refer ral is a k ey com pon en t of compreh en sive HIV 

prevention services because not al l faci li t ies can address th e variety of 

medical, psychosocial, environmental and structural Issues that 

individual's abil ity to ini tiate and sustain behavioral change. 

However, a look at th e response rate of clien ts given for the open en ded 

question revealed that in most VeT centers the issue of referra l h as n ot 

been given much emphasis (attention). Moreover, those clients who are 

infected or are at high risk HIV have not been afforded the services to 

facilitate access to any necessa ry medical, nutritional and psych osocial 

support and faith-based services. 

As a resu lt of th e above results, the d iscussion s made are found in the 

next chapter as follows: 
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CHAPTER FIVE 

DISCUSSION OF THE RESULT 

Perception is the interpretation of sensations. It is active processes in 

which perceptions are created that often go beyond the minimal 

information provided by the senses (Morgan , C). From the definition of 

perception it can be deduced that perception is based on knowledge . We 

interpret information that we receive. Hence, in one way or the other, 

clients' perception depends on their knowledge. 

Hence, the response rate of the clients revealed that more than half of 

the clients a re knowledgeable how HIV can be transmitted from one 

person to the other. 

From clients' response, it can be inferred that most of the clients give 

priority for "B" (be faithful) than the rest two mechanisms. While fewer 

than the first group of respondents prefer "A" (abstinence), and the least 

of them prefer "C" (condom). In short, it can be concluded that the 

second mechan ism. i.e. Be faithful has been given priority by more than 

50% of the respondents than the rest two as a preventive mechanism. 

According to th e responses collected and analyzed, clients reasons why 

people can be infected by HIV / AIDS were ranked as follows: The first 

reason why people can be infected by HIV is Negligence; while alcohol is 

the second, "chat"-third , absence of condom in time of need-fourth, and 

lack of money-fifth reasons for HIV infection for most of the respondents. 

The finding of this study indicated that a little more than half of the 

clients tend to show favorable attitude towards 'counseling service . 

However, the frequency distribution of this study indicated than more 

c li ents of priva te VCT cen ters showed favorable attitude toward 
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counseling services than th eir government counterpart. This is mainly 

because , as reported by clients, in most cases clients get better quality 

service in private VeT centers than in governmental centers . 

As it is indicated in the result section, despite the restricted access of the 

services, all of th e clients know what VeT means. And for most clients, 

their primary sou rce of information about VeT is mass media, school 

and An ti-AI DS clubs ranging first , second and third respectively. While 

the rest of the clients, private clinics, hea lth centers and family are the 

th ree areas respectively where they get VeT service from. 

Whereas, clients' preference for attending coun seling services are 

hospitals( 1 81), clinics(2n<1), health centers(3 rd ) and family planning 

clinics(4Ih). 

On the other h a nd, more than h a lf of the clients with almost equal sex 

proportion responded that VeT is important. However for the question 

why VeT is important, clients h ave different reasons; "to know one's 

status", "to care" or "others"; i.e. they have other reasons than the given 

ones why VeT is important. 

Discussion of risk factors and sexual relationship is part of VeT 

cou nseling; however, key information essential to the process will not be 

e licited unless people can discuses these issues in priva te. Hence, for 

e ffective counseling private space is requircd. 

The finding of th is study revealed that all VeT centers under study have 

a separate room for the counseling process. Among all, more than half of 

the respondents iI1dicate that the counseling rooms are adequate enough 

for the counseling purpose; on ly some of them reported that the 

counseling rooms are inadequate to ensure pnvacy. It was found that 
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there was no significan t difference between the levels of privacy by type 

of VCT center. 

The results of this study indicate that al l VCT centers have a waiting area 

despite their inadequacy in mos t VCT centers. Out of 190 clients, only 

some of the respondents agreed that the waiting areas are very good. 

However, more than 50% of the respondents rated the waiting areas as 

poor / not good. 

Concerning the number of counseling sessions, except few of them, most 

respondents indicated that the number is adequate. While, with respect 

to the adequacy of the time allotted for each counseling session, mos t 

clients reported that It'is not adequate to effectively utilize the service. 

Seating ar range m ent is the other factor that affects effective counseling. 

Accord ing to Yusuf (1998) different seating arrangement have their own 

benefit a nd draw' backs. However, the most effective is across the table . 

Similarly Haase and Dimattia as cited in Shertzer and Stone (1980), 

suggest that the best seating position is across the corner of the desk or 

table. 

Th e result of this study indicates that in most VCT centers the seating 

arrangement was across the corner of the counselor table. Most clients 

(>50%) reported that seating arrangements was across the corner of the 

cou nselor table. Hence, this study indicated that effective seating 

arrangement was there in some VCT centers . 

HIV infection is . still a stigmatized condition in many areas. So 

counselors and a ll the staff involved must maintain confidentiality . Lack 

of confidentiality will result in reduction of clien ts who seek the service. 
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The findings of this study indicate that in most VeT centers discussion 

was made about how confidentiality is ensured. And this is u sually done 

III some veT centers by anonymous testing and/or keeping clients 

secret. 

Finally, lack of referral systems IS also another problem that hinders 

effective counseling. 

According to UNAIDS (2000a) VeT has been shown to be more effective 

when it is developed in conjunction with support services; such as 

medical, psychological, social and the like . Similarly, FDRE MOH (2002) 

d escribe that referra l is a key component of comprehensive HIV 

prevention services because not all facilities can address the variety of 

medical, psychosocial, environmental and structural issues tha t 

individual's ability to initiate and su stain behavioral change . 

Some veT c li ents reported that they were looking for an on-going 

support from their counselors. However, their need for a referral system 

was not being assessed by the service providers and the clients 

themselves . 

Hence, the findings of this study indicated that, efforts to provide care 

and support services for the clients attending the counseling services 

was not made in most of the VeT centers. 

In genera l the mismatch between the expectation of clients and practical 

situation in regard to· ava ilability of adequate waiting ·a rea, a dequate time 

of counselin g session s, referral system, and care and support, addressing 

clients' needs, access to VeT, have contributed to the development of 

unfavorable attitude towards the counseling services. 
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CHAPTER SIX 

SUMMARY, CONCLUSION AND 

RECOMMENDATIONS 

6.1 Summary: 

Volu ntary Cou n seling and Testing is now acknowledged within the 

inte rna tional a ren a as a n effective and pivotal strategy, a gateway or an 

essential tool for bQth HIV / AIDS prevention and care (treatment) . It 

en a bles people to learn wh eth er th ey a re infected , understand the 

implication s of t h eir sero status and make more informed ch oices for the 

future. 

Despite its importa n ce, on ly a li ttle effort has been done on th e area. 

Moreover, up to now, only a s m a ll percentage of those with HIV / AIDS 

h ave h ad access to reliable Voluntary Counseling and Testing services. 

However, as there ·is n o cure for HIV / AlDS, VCT remains a key strategy 

to control the spread of HIV a nd to provide support to those who are 

positive. 

Assessing clients ' perception towards voluntary counseling and testing 

service has felt essen t ial (the general objective of the study) to conduct 

thi s study. More s pec ifically, the present s tudy was conducted with the 

following specific purposes: to explore th e cli ents ' pe rceptions regarding 

vcr serv ices a ltendancc, to id entify cli e nts ' expectatio ns of VCT services, 

to assess barrie rs to VCT ser Vice, to assess the structure, 

resourcefulness and adequacy of the information give n in VCT services 

compared to clients' need s and to suggest a dequate intervention 

mech a ni sms to change the perception of clien ts. 
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To conduct the study, .survey meth od was u sed. The instrument used to 

collec t a dequa te inform a tion or data from the respondents was 

questionnaire. 

Arada Sub city was se lected among the ten sub-cities found in Addis 

Ababa using Simple Random Sampling method. And a ll the VCT centers, 

found in the sub-city, 7 governmental and 12 private, were included in 

the study. From each VCT center, 10 clients with equal sex proportion 

were taken using Purposive Sampling Method. Thus, a total of 190 

voluntary clients were taken for the study (i.e. 70 clients from 

government and 120 clients from p rivate VCT centers). The data were 

collected d irectly Trom the source through . administration of 

questionnaire. 

The collected data were tabulated for the purpose of a nalys is . The 

analysis for the collected data included statistical application involving 

Frequency counts, Percentage, Avera ge, Median and Chi-square test. 

More than 50% of the clients have positive attitude towards the 

counselin g services. 

On the other hand, the majority of the clients have reported that there 

were separate rooms for the counseling purpose, waiting area which is 

though it inadequ ate a nd with a typical seating office arrangement and 

a lso confidential ity was ensured. 

The most common problems that clients were facing during their VCT 

service attend a nce were : shortage of time a llotted for the counseling 

sessions, lack of adequate waiting area, lack of follow up a rrangement 

a nd inadequate referral system. 

58 



6.2 Conclusions: 

From the findings bf the study, the following conclusions are drawn : 

1. The exploration m ade based on the results indicates that more than 

50% of the clients included in the s tudy had positive attitude of the 

counselin g services. Or in other words, it ca n bc concluded th at more 

than half of the responden ts perceive VCT as good . 

2. Concernin g the second objective of this research I.e clien ts' 

expectation of VCT Services, the findings of the study revealed that 

the demand for VCT is growing up; However, access to VCT services 

remained limited. 

3. With regard to the barriers to VCT Services: 

a) There were adequate place (Counselin g Rooms) for privacy 

with a typical Seating Arrangement, but inadequ ate Waiting 

Areas reserved for the counseling purpose; 

b) Lack of referral systems is also another problem that hinder 

effective coun seling; and 

c) The time allotted for each counselin g session was not 

adequate enou gh to successfully implement the service. 

4. Confidentiality was maintained in most of the VCT Centers. 

Information a bout the individuals were kept secret by minimizing the 

access to the records. 
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6.3 Recommendations: 

In light of the findings of the present study, the following points are 

reasonably recommended: 

a) Short Term Recommendations: 

1. It is appropriate if there is adequ ate waiting room or area so that 

clients can get somewhere to s it out of the public gaze and read 

relevant m a teri a ls. Hen ce, VCT Center s s hould make it avai lable; 

2 . A referral system , data base and networking system must be urgently 

established. VCT centers in association with different responsible 

bodies s hou ld establish su ch a system. 

3. Counseling sessions need to be monitored that they are of a dequate 

enough to accomplish the service effectively . Th e VCT cen ters should 

give empasis to such a problem a nd give adequate time for each 

counselin g sessions. 

4. Efforts must be done to ensure affordable access to VCT services in 

public and priva te settings. Hence, MOH toge th er with other 

responsible bodies should increase access to VCT. 

b) Long-Term Recommendations: 

1. Since perce ption is based on information or knowledge, making people 

aware of the importance of VCT is crucial for controlling the spread of 

HIV / AIDS. 

2. It is a lso expected from MOH to sensitize policy makers on the 

importa n ce of VCT. 

3 . Culturally a ppropriate HIV / AIDS information must be availa ble to 

clients. 

4. Finally, in order to control the spread of the disease and to eradicate 

the problem from the country in a sustainable way, further researches 

need to be done ori. the area. 
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APPENDIX - A 

ADDIS ABABA UNIVERSITY 

POSTGRADUATE PROGRAM 

DEPARTMENT OF PSYCHOLOGY 

A Questionnaire for Clients (Code a) 

Dear Participants:-

This qucsLionnaire is designcd Lo assess c1ienLs' pereepLion Lo\\'al'ds veT 

sc n ' ICCS. 

AL present HIV / AIDS pandemic brought social, development and public 

hcalth crisis in our society. HIV / AIDS cast a shadow on the future 

ge ncra tiud who are supposed to nurture the next generation to come and 

r.lliure hope fo r their country. 

Your participation in this study is a great input in the process of 

prcventing HIV / AIDS and your cooperation by giving genuine 

informaLion is highly valuable to complete the study. And, bear in mind 

Ih<l1: -

I. Th c information to be obtained through thc qucstionnaire is going Lo 

be used only for the study undertaking. 

2 . All infnrmation you provide will be treated as confidentia l. 

3 . You will not be responsible for the research out come. So you a re 

requested Lo complctc the questionnaire as genuinely as you can. 

Would you please complete the questionnaire by giving care and due 

a tlc n tion , please! 

Thank you 

For your cooperation! 

The Researcher 



PART ONE: Socio-Demograp h ic Profile: 

INSTR UC TION: The fol/olUing questions are designed to assess your 

personal data. Please give y our responses either by writing the right 

information on the blank spaces or by circling the letter of your choice: 

I. Name ofVCT center you are seeking/ lookin g for VCT service 

_ _____ Sub City _ _ __ Woreda _____ Kebele _ _ _ 

2. Age: 

rSex: A. Ma le B. Fe m a le 

4 . Educational s tatus: A. Ill iterate B. Primary level 

C. Secondary Leve l D. Te rtiary leve l 

5 . Occupation: A. Student B. Merchant C. Civil servant 

D. Daily worker E. Housewife P. Bar lady G. Mili tary / Police 

I-I. Unemployed 

6. Marital S tatus: 

A. Unmarried 

D. Divo rced 

7 . 1 ~('li g i()n: II. OrLhodox 

I. Othe rs / spec ify __ . _____ _ 

B. Ma rried 

E. Widowed 

B. Mu s li m 

C. Separated 

C. Pro t esta n t 

D. Catholic E. Others (specify) _ _ _ ~ ___ _ 

PART TWO: Clients' knowle dge, Attitude and Practice ofVCT 

INSTRUCTION: Please indicate your answer by circling the number of 

your choice. (I -Yes 

AIDS transmitted through: 
-

I. Unsafe sexua l inte rcourse 

2-1 don 't know 

2. IO,-om mother to child dUl-ing prcgnancy 

3-No) 

-- ~~-

2 

2 
.-.~---~-~~-~------ ------.-

3. Through contamina ted blood 2 
.- -

2 
----~------------4. (~('lling togethe r 

5 . In sec t bite 2 

6. Sharing s harp utensils 1 2 

2 

3 

3 

3 

J 

3 

3 



PART THREE: Clien ts ' Prefer enc e of HIV Prevention: 

INSTRUCTION: Please indica te the degree of your agreement or 

disagree ment by circling the number of your choice. 

S-Strongly Agree 4-Agree 3- Undecided 2-Disagree 1-Strongly Disagree 

Which mechanism/ option do you use to prevent yourself from being 

infe cte d by HIV? 
-

I. Abstinen ce 5 4 3 2 I 

2 . One -La-o ne 5 4 
- -- -----,-1 
3 2 I 

3. Use condom 5 4 3 

PART FOUR: Clients ' R eason fo r HIV infe ction: 

INSTRUCTION: Please indicate the degree of your agreement or 

disagreement by circling the number of your choice. 

5 -Strongly Agree 

2-Disagree 

4-Agree 3- Undecided 

1-Strongly Disagree 

2 

• What conditions do you think that forced you/ others to do 

uns afe sex? (more than one choice is possible) 

1 . Condom is not accessible in time of need 5 4 3 

2. Lack of money 5 4 3 
-- - --- -

3. Negligen ce 5 4 3 
- -~- - -- - --- -

4. Alcohol 5 4 3 

5. "Cha t" 5 4 3 
--- - . ~----

PART FIVE: Attitude of Clie nts towards the VCT Services: 

INSTRUCTION: Please indicate the degree of your agreement or 

disagreement by circling the number of your choice. 

5-Strongly Agree 4 -Agree 3- Undecided 

2-Disagree 1-Strongly Disagree 

, 
J 

2 

2 

2 
.-

2 

2 

I I 

--I 

1 I 

-
1 

I 



___________ - __ 0. _. _~ __ 

I. MOSl VCT centers are with altractive 

e nviro n menl. 5 4 3 2 
I .. ------ - - -
' 2. VCT service providers are trustfu l (confidential) . 5 4 3 2 
I --
, 3 . VCT service providers treat me wi th respect 

and dignity. 5 4 3 2 
-

14. Generally VCT service delivelY does not add ress 
I 

~ need of clients . 5 4 3 2 

5. r have an easy access to VCT service in time 

I-of need. 5 4 3 2 
, - -
o. Priva cy is sec ured in most VCT centers. 5 4 3 2 

--

PART SIX: Clients' Knowledge of VCT: 

INSTRUCTION: Please indicate you r answer by circling your choice: 

I. Do you know about Voluntary Counseli ng and Tesl ing service') 

A. Yes B . No 

2 . Whal was your first sou rce of in formation about VCT? 

1\. Family B. Friends C . Health Centers D. School 

E. Mass media F. Anti- AIDS club G. Religious Organ izations 

3. Where jo you get voluntary counseling and testing service? 

(more than one choice is possible) 

1\. Hospita l B. Fami ly C. Health Centre 

D. Private C li n ics E. Red Cross cl inic 

'-I. Which place is preferable for VCT service? 

A. Hospital B. Clinic 

C. Health Cente r D. Fam ily Gu idan ce Cli n ic 

5 . Is VCT service impo r tan t? 

A. Yes B. No C. I Don't Know 

o. If il is important, w hy? (more than one choice is possible) 

A To Know One 's Status B. To take care 

c. Olher (specify) ____ _ 

4 

I 

I 

1 

1 



7. When do you th ink that voluntary counseling and testing is 

important? (more than one choice is possible) 

A. Always B. In time of illness C. Pre- marriage 

D. To go abroad E. In - doubt/ Hesitation 

8. I f n o ch arge for VCT; who s hould be tested? 

(more than one choice is possible) 

1\. Commerc ia l sex workers B. Drivers C. Students 

D. Pregn a nt women 

C. 1\11 but ch ildre n 

E. Coup le s 17 C hi ldren a nd Youlh 

H. Other speeifv __ 

9. Would you test fo r HI V if it is charge free? 

A. Yes B. No C. Undecid ed 

10. If a person is with Pos itive HIV- status, wh a t should be the next 

act ion ? (more than one choice is possible) 

A. Abstinence B. Give-up beari ng child C. Prayer 

D. Condom uses E. Medica l following-up 1". No Solution 

I I . If you a re with n egative HIV- status, wh at will be th e next action? 

(more than one choice is possible) 

1\. I will ta ke care of myse lf 

C. Abstinence 

E. I won't take measure 

B. Condom use 

D. I wi ll h ave sex pa rtn er 

F. Others spee iry _ 

PART SEVEN: Facilities and Constraints/Barriers 

INSTRUCTION: Please c ircle you r c h oice, except the qu estions th a t 

require written res pon se . 

I. Is there a separate room or space to ensure counseling session to be 

private? A. Yes, there is adequate space C. No t a t a ll 

B. Yes, there is some but not a dequate 

2 . Is there a wait ing a rea? A. Yes , there is adequate area C. Not at a ll 

B. Yes, the re is some but not adequate 

5 
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3. Ho\V do you rate the waiti ng area? 

A. Very good B. Good C. Poor/Not Good 

4. Do vou think the number of co unse lin g sessions is adequate ') 

A. Yes B. Undecided C. No 

J. Do yo u think the time given [or each counseling session is adequate? 

A. Yes B. Undecided C . No 

6. Describe the seating arrangement in the counseling office? 

7. Desc ribe what you have discussed to ensure confidentiality? 

8. What is your over a ll opinion o[ your interaction with the counselor 

ciuring pre test a nd posllest counseling? 

'J . Please list the problems that you en countered in VCT ce nter') 

10. What do you think be improved [or "Good Quality" counseling 

services? ___________________________ _ 

I I. What is your general comment about the VeT services? 

6 
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APPENDIX C 
Frequency Table for Socio-Demographic Profile of Clients 

veT type Frequency Percent 
Gov 70 36 .8 
Prw 120 63.2 
Total 190 100.0 

Age Frequency Percent 

<20 26 13.7 
21-40 98 51 .6 
>41 66 34 .7 
TOlal 190 100.0 

Sex Frequency Percent 
male 95 • 50.0 I 
female 95 . 50 .0 . 

TOlal 
, 

190 I 100.0 

Educational Level Frequency Percent 
Illiterate 32 16.8 
Primarr 48 25.3 
Secondary 68 35.8 
Teritiary 42 22.1 
TOlal 190 100.0 

Occupation Frequency Percent 
Student 33 17.4 
merchant 18 9.5 
Civil Serva nt 42 22 .1 
Daily Worker 17 8.9 
House Wife 12 6.3 
Bar lady 16 8.4 
Milita ry/Police 6 3.2 
Unemployed 24 12.6 

others 22 11.6 : 
Total 190 I 100.0 I 

Marita l Status Frequency ! Percent I 
unmarri ed 86 I 45.3 ; 
married 

, 
60 . 31.6 ! 

separaled 22 11 .6 I 
divorced 13 6.8 
widowed 9 4.7 
Tolal 190 100.0 

Religion Frequency Percent 

ortr."dox 85 44 .7 
muslim 61 32. 1 
protestant 25 13.2 
catholic 12 63 
others 7 3.7 
Tolal 190 100.0 



APPENDIX D 

Frequency Table for Clie n ts' Respon s e Rate 

Clients' Knowledge of HIV tra n smis sion 
HI V know ledge 1 Frequency Percent 

Yes 190 ! 100.0 I 

HIV knowledge 2 Freq uency I Percent 

Yes 152 80. 0 
! don', know 38 20.0 
Total 190 100.0 

HI V kn owledge 3 Frequency Percent 

Yes 181 95.3 
I don't know 9 4.7 
Total t90 100.0 

HI V knowl cd~c 4 Frequency Percent 

No 190 100.0 

HIV knowledge 5 Frequency Percent 

Yes 158 83 .2 
I don't know 18 9.5 
No 14 7.4 
Total 190 100.0 

HIV knowledge 6 Frequency Percent I 
Yes 190 , 100.0 I 

Clients' Preference of HIV Prevention 
HIV preventionl Frequency , Percent 

strongly disagree 7 37
1 di sag ree 37 19.5 

undecided 18 9.5 
agree 56 29.5 
strongly agree 72 37.9 
Total 190 100.0 

HIV p : evention2 Frequency Percent 
strongly disagree 6 3.2 
disagree 12 6.3 
undecided 19 10.0 
rlgree 57 30.0 
strongly agree 96 50.5 
Total 190 100.0 

HIV prevention3 Frequency Percent 

strongly disagree 63 33.2 

disagree 46 24.2 
undecided 37 19.5 

agree 25 13.2 
strongly agree 19 10.0 
Total 190 100.0 



Clients' Reason for HIV i n fection 
Reason1 Frequency I Percent 

strongly disagree 39 20.5 : 
disagree 50 26.3 
undecided 50 263 
agree 44 23 .2 
strongly agree 7 3.7 
Tolal 190 100.0 

Rcason2 Frequency Percent 
strongly disagree 45 23 .7 
disagree 71 37.4 
undecided 43 22 .6 
agree 19 10.0 
strongly agree 12 6 .3 
Tolal 190 100.0 

Reason3 Frequency Percent 

strongly disagree 6 3.2 
disagree 19 10.0 
undecided 26 13.7 
agree 44 23.2 
slrongly agree 95 50.0 ' 
Tolal 190 I 100.0 I 

Reason4 Frequency , Percent 
sl rongly disagree 13 6.8 
disagree 25 13.2 
undF'cided 26 13.7 
agree 62 32 6 
strongly agree 64 337 
Tolal 190 100.0 

ReasonS Frequency Percent 
strongly disagree 7 3.7 
disagree 32 16.8 ' 
undecided 44 23.2 
agree 70 36.8 
slrongly agree 37 19.5 
Tolal 190 100.0 

Clients' Attitude towards VCT Services 
veT attitude1 Frequency I Percenl 

stronqly disag ree 

disagree 

undecided 

c-lgree 

strongly agree 

rota l 

15 I 

31 

30 

66 

48 

190 

7.9 I 

16.3 

15.8 

34 7 

25 3 

100.0 



ve T attitude2 Frequency Percent 

strongly disagree 2 ' 1.1 
disagree 4 2.1 
undecided 46 24 .2 
agree 81 42.6 
strongly agree 57 30.0 
Total 190 100.0 

VeT att itude3 Freouency , Percent 

strongly disagree 12 6.3 
disagree 31 16.3 
undecided 7 3.7 , 

agree 71 I 37 .4 
strongly agree 69 36.3 
Total 190 100,0 

Ve T attitude4 Frequency Percent 
strongly disagree 43 22.6 
disaaree 30 158 
undecided 20 105 

agree 42 22 .1 
strongly agree 55 28.9 

Total 190 100.0 

VeT attitudeS Frequency Percent 

strongly disagree 51 26.8 I 
disagree 68 35.8 , 
undecided 12 6.3 I 

, 

agree 29 15.3 , 
strongly agree 30 15.8 ' 
Tolal 190 100.0 

Ve T attitudeS Frequency , Percent , 
strongly disagree 16 8.4 

disagree 22 , 11 ,6 I 
undecided 37 ' 19.5 i 
agrp~ 56 29.5 
strongly agree 59 31.1 

Total 190 100.0 

Clients' Knowledge ofVCT 
vcr knowledgc l Freou ency Percent 

yes 190 100.0 

VeT knowledae 2 Frequency Percent 

family 7 3.7 

friends 13 6.8 

health centers 31 16.3 
school 44 23.2 
mass media 45 23.7 
anti HIV/AIDS clubs 38 20.0 
religious organizations 12 6.3 
Total 190 100,0 I 



veT knowlcdge3 Frequency I Percent 
hospi tals 32 16.8 
family 36 18.9 
health centers 52 27.4 
private clinics 51 26 .8 
red cross clinics 19 10.0 
Tolal 190 100.0 

VeT knowle dQe4 Freeuency Percent 
hosnital 58 30.5 
clinics 56 29.5 
health centers 51 26.8 
family planning clinics 25 13.2 
Total 190 100.0 

VeT knowledae5 Freauency Percent 
yes 127 66 .8 
110 38 20.0 
I don't know 25 13.2 
Total 190 100.0 

VeT knowledae6 FreQuency Percent 

0 63 33.2 
to know one's status 53 27 .9 
to care 43 22 .6 
other 31 16.3 
Tolal 190 100.0 

VeT kroowledge 7 FreQuency Percent 

0 63 33 .2 
always 60 31.6 
when III 9 4 7 
before marriage 35 18.4 
when going abroad 10 5.3 
hesitation 13 6.8 
Tolal 190 100.0 

VeT kn owledge8 Frequency Percent 
prosutestil 25 13.2 
drivers 19 10.0 
students 25 13.2 
pregnants 7 3.7 
couple s 13 6.8 
children & youlh 7 3.7 
All excepl children 31 16.3 , 
Ott1€1 S 63 33.2 
Tolal 190 100.0 

VeT knowledoe9 FreQuencv Percent 

yes 100 52.6 
110 71 37 .4 
I cion" know 19 100 
lotal 190 100.0 



veT knowlcdge10 Frequency Percent 
abstienance 39 205 
stop giving birth 13 6.8 
prrlyer 19 10.0 
condom 18 9.5 
health treatment 80 42 .1 
suicide 21 11 .1 
Total 190 100.0 

VCT knowledqe11 Frequency I Percent 
I'll care 88 46.3 
condom 

, 
25 13.2 

Abstienance 38 20 .0 
I will have sxual pa rtner 32 16.8 
I wan" lake measure 7 3.7 
TOlal 190 100.0 

VCT Facilitv and Constraints 

VCT facility1 Frequency Percent 
yes-adequate 149 78.4 
yes-not adequate 41 21 .6 
Tolal 190 100.0 

VCT faci lity2 Frequency Percent 
yes-adequa te 89 46.8 
yes-not adequate 101 53 .2 
Tolal 190 , 100.0 

VCT fac il itv3 Freauencv 1 Percent 
very good 88 I 46.3 I 
good 102 53 .7 ! 
Total 190 ' 100.0 : 

VCT facility4 Frequency , Percent I 
yes 81 42.6 
undr""ided 65 34 .2 
no 44 23 .2 

Total 190 100.0 

VCT facility5 Frequency Percent 
yes 89 46.8 
undecided 61 32 .1 
no 40 21 .1 
Total 190 100.0 



APPEENDIX F 

R e liability coefficie nt 

Clients' Knowledge of HIV transmission: Item-Total Statistics 

Scale 
Scale Mean if Variance if 
Item Deleted item Deleted 

..HlVknow1 17.76 10.047 
HIVknow2 18. 21 10.806 
HIVknow3 17.80 10.023 
HIVknow4 20 .34 15.959 
HIVknow5 18. 29 10.51 4 
HIVknow6 17.87 10.473 

Re li abi lity Statistics 

CrOJlbact1's 
Alpha 

.805 

Cronbach's 
Alp ha Based 

on 
Standardized 

Items N of Hems 

.775 6 

, 
Corrected Squared Cronbach's 
item-Total Multiple I Alpha if Item 
Correlation Correlation I Deleted 

.778 .698 .722 

.663 .489 .752 

.745 .615 .729 

-.139 .058 .883 

.594 .379 .769 

.728 .616 .737 

Clients' Preference of HIV Prevention: Item-Total Statistics 

-

HIVprev 1 

HIVprev2 

HIVprev3 

Scale 
Sca le Mean if Variance jf 
item Deleted Item Deleted 

6.65 12.822 

6.39 11 .699 

7.81 12.390 

Reliability Statistics 

Cronbach's 
I\lpha Based 

on 
Cron bach's Standa rdized 

Alpha Items N of Items 

76;0 .770 3 

I 
Corrected I Squared I Cronbach's 
Item-Total Multiple Alpha if item 
Correlation Correlation I Deleted 

.654 .447 .624 

.532 .286 766 

.613 .416 .660 

I 



Clients' Reason for HIV infection: Item-Total Statistics 

Reason1 

Reason2 

Reason3 

Reason4 

ReasonS 

Scale 
Scale Mean if Variance if 
Item Deleted Item Deleted 

14 .06 33.208 

14 .29 32 .567 

12.72 34.025 

1329 66.463 

13.49 64.283 

Re liabi lity Statistics 

Cronbach's 
Alpha Based 

on 
Cronbach's Standardized 

Alpha Items N of Items 

758 .665 5 

Corrected Squared Cronbach's 
Item-Total Multiple Alpha if Item 
Correlation Correlation Deleled 

.808 .757 .586 

.825 .746 577 

.827 .730 .579 

- 005 040 828 

131 029 805 

Clients' Attitude towards VCT Services: Item-Total Statistics 

Scale 
Scale Mean if Variance if 
Item Deleled Item Deleled 

VCTall rt ude1 17.67 84625 
VCTa it ilude2 17.3 1 85.252 
VCTai til ude3 17.37 85293 
VCTaiti tude4 17.96 84.427 
VCT attitudeS 18.57 83.241 
VCTailitude6 17.72 124.213 

Re li abi lity Statistics 

Cronbach's 
Alpha Based 

on 
-Cronbach's Standardized 

Aloha Items N of Items 

.892 .869 6 

Corrected Squared Cronbach's 
Item-Tala I Multiple Alpha if Item 

Correlation Correlation Deleted 

830 71 9 853 

.893 814 844 

.819 711 855 

.760 .604 866 

799 .664 858 

.098 .038 .934 



Clients' Knowledge of VCT: Item-Total S tatistic s 

Scale 
Scale Mean if Variance If 
Item Deleted Item Deleted 

vctknow1 28.53 • 226.790 
vctknow2 25.46 238.440 
vctknow3 26.75 ' 223.722 
vctknow4 27.18 

I 
179.400 

vctknowS 27.87 ' 169.497 
vctknow6 28.28 205.874 
~tknow7 28.06 206.959 
vctknow8 24.84 262.127 
vctknow9 28.24 264.785 . 
vctknow10 26.14 260.207 
vctknow11 27 .59 266.815 

Reliability Statistics 

Cronbach's 
Alpha Based 

on 
Cronbach's Standardized 

Alpha Items N of Items 

.758 .719 , 11 L-_----' 

Corrected Squared 
Item-Total Multiple 
Correlation Correlation 

.481 .856 

.422 .464 

.580 .724 I 

.794 .913 

.694 .847 I 

.550 .877 

.505 .860 

-.005 .031 

.136 .139 

.105 .051 

.012 .068 , 

VCT Facility and Constraints: Item-To tal Statist ics 

Scale 
Scale Mea n if Variance if 

- Item Deleted , Item Deleted 
VCTfacility1 7.46 50.260 
VCTfacility2 7. 39 77.436 
VCTfacitily3 7.45 77 .074 
VCTfacility4 6.97 I 42 .951 
VCTfacility5 7.32 ' 105.383 

Reliabil ity Statistics 

Cronbach's 
Alpha Based 

on 
Cronbach's Standardized 

Alpha Items N of Items 

.852 .856 5 

Corrected Squared 
Item-Total 

I 
Multiple 

Correlation Correlation 

.885 .798 

.918 .868 

.928 .873 

.924 .907 

.016 .081 

Cronbach's 
Alpha If Item 

Deleted 

.732 

.741 

.722 

.674 

.692 

.719 

.726 

.788 

.763 

.767 

.770 

Cronbach's 
Alpha if Item 

Deleted 

.759 

.795 

.793 

.765 

.914 
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