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Abstract   

Introduction : HIV testing and counseling (HTC), long recognized as a critical component of a 

comprehensive HIV program, is the entry point for accessing needed HIV prevention, treatment 

and care, and support services. Provider-initiated testing and counseling is seen as one of several 

potential components in an overall strategy to increase uptake of HIV testing and counseling. 

Objective: To assess uptake of Provider Initiated HIV testing and Counseling and its associated 

factors among OPD clients in Pawie Hospital, Benishangul Gumuz, North West, Ethiopia 

Methods: Facility based cross sectional study was conducted among OPD clients of Pawie 

Hospital from January 30 to February 25, 2012. With sample size of 424 .Using systematic 

random sampling method every other client of OPD exit interview was conducted. Data was 

collected using pre-tested structured questionnaire on OPD clients & to supplement, in-depth 

interview was conducted on service providers. The questionnaire addresses the patients’ 

willingness, acceptability of PITC, socio-demographic, knowledge on HIV/AIDS&PITC and 

perceived risk on HIV/AIDS. To describe the characteristics of the study population, percentage 

was calculated. Bi-variate and multivariate logistic regression was applied to examine the 

relationship. A p-value of less than 5% was used to declare association between factors and the 

dependent variable. For the qualitative part, thematic analysis was used. 

Result: Among the total participants, 16.8% had poor knowledge about means of HIV 

transmission, and only 13 (4.5%) were knowledgeable about all of the ABCs of HIV prevention 

methods. There was also low (39.7%) self risk perception for HIV infection. However, the 

overall uptake of PITC is 80.7%. On a multivariate logistic regression analysis, those who can 

read /write were two point five times more likely to not accept PITC than those illiterates [AOR 

(95% CI) =2.47(1.08,7.09)].Those who had not perceiving risk of acquiring HIV were 2.16 times 

more likely to not accept PITC than those who had perceiving risk [AOR (95% CI) 

=2.16(1.28,5.44)]. And individual who had never tested HIV before were 8.2 times more likely 

to not accept PITC than those who had ever been tested [AOR (95% CI) =8.19(4.55, 14.61)]. 

Conclusion: In this study the client’s knowledge on HIV transmission and prevention methods is 

low. Larger segment of clients lacks self perceived risk of HIV infection. However there was 

relatively high up take for PITC by clients. Therefore, to improve knowledge on HIV means of 

transmission, prevention and scale up PITC uptake, IEC/BCC to the public is recommended.          

 Key Words: PITC, Uptake, HIV, OPD, Pawie. 
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CHAPTER ONE: INTRODUCTION  

1.1. Background 

After 1983 the first clinical cases of acquired immunodeficiency syndrome (HIV) were reported, 

AIDS has become the most devastating disease of humankind has ever faced.  Infection with the 

human immunodeficiency virus (HIV) is a global pandemic [1].  

The biggest epidemics in sub-Saharan Africa: Ethiopia, Nigeria, South Africa, Zambia, and 

Zimbabwe has either stabilized or is showing signs of decline. However, several regions and 

countries do not fit the overall trend. These demonstrate that positive behaviour change can alter 

the course of the epidemic. While stigma and discrimination, lack of access to services and bad 

laws can make epidemics worse [2]. 

The first evidence of HIV/AIDS epidemic in Ethiopia was detected in 1984. Since then, AIDS 

has claimed the lives of millions and has left behind hundreds of thousands of orphans [3]. 

HIV testing and counseling (HTC) is long recognized as a critical component of a 

comprehensive HIV program as the entry point for accessing needed HIV prevention, treatment 

and care, and support services [1,6]. 

As a strategy to increase HIV testing uptake, World Health Organization (WHO) and the United 

Nations Joint Programme on HIV/AIDS (UNAIDS) have recommended provider-initiated 

testing and counseling (PITC). “With this approach, an HIV test is” recommended”; 1) for all 

patients, irrespective of epidemic setting, whose clinical presentation might result from 

underlying HIV infection; 2) as a standard part of medical care for all patients attending health 

facilities in generalized HIV epidemics; and 3) more selectively in concentrated and low-level 

epidemics” [4]. 
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UNAIDS, WHO and CDC recommend HIV testing in clinical settings where HIV is prevalent 

and where HIV care, treatment and support services are available [4].  This mandate calls for 

PITC for all clients seeking care in any clinical setting, including out-client settings such as out-

patient departments and primary care clinics, and in-patient wards [5]. 

Voluntary HIV counseling and testing for the larger community started in Ethiopia after the 

National HIV/AIDS policy was launched in August 1998 and VCT guidelines were developed in 

2000.Provider initiated counseling and testing at different outpatient departments was introduced 

in TB clinics at the end of 2005. In late 2006, the Millennium AIDS Campaign for Ethiopia was 

launched.  

 In Ethiopia there are three types of HIV testing [7]: 

1. Client initiated, or voluntary counseling and testing 

2. Provider initiated testing and counseling (PITC) 

3. Mandatory HIV screening. 

Ethiopia joined the UN General Assembly in issuing the Political Declaration on HIV/AIDS in 

2006. The declaration necessitates commitment on the part of governments to move towards the 

goal of universal access to HIV prevention, treatment, care and support by 2010. Health facilities 

represent a key point of contact with people who are potentially infected with HIV. Provider-

initiated testing and counseling in health facilities should be seen as one of several potential 

components in an overall strategy to increase uptake of HIV testing and counseling and 

knowledge of HIV status [5]. 
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1.2. Statement of the Problem 

Dedicated efforts to promote and support HIV prevention are producing clear and impressive 

results. But while parts of the world experienced significant and encouraging decreases in HIV 

incidence , during the same period the incidence increased in some countries [2].  

In the year 2008, there are around 33 million people living with HIV globally. Of these, 30.8 

million are adults, including 15.4 million women and 2.5 million children. In same year, there were 

2.7 million new infections. Additionally,  there were a total of 2 million deaths from HIV/AIDS, 

including 1.7 million adults and 0.33 million children [1]. 

Every day, over 6800 persons become infected with HIV and over 5700 persons die from AIDS, 

mostly because of inadequate access to HIV prevention and treatment services. The HIV pandemic 

remains the most serious of infectious disease challenges to public health [1]. 

In sub-Saharan Africa there were 22 million adults and children living with the virus in the year 

2008, with an adult prevalence of 5%. There were 1.7 million adults and children newly infected in 

2008. And there were a total of 1.5 million deaths of both adults and children within the same year 

(1). The estimated 1.3 million people who died of HIV related illnesses in sub-Saharan Africa in 

2009 comprised 72% of the global total of 1.8 million deaths attributable to the epidemic and where 

the majority of new HIV infections continue to occur, an estimated 1.8 million people became 

infected in 2009 in sub-Saharan Africa [2]. 

Ethiopia has one of the largest populations of HIV infected people in the world with an estimated 

1.1 million people living with HIV [8].The 2005 Demographic Health Survey estimated the 

national adult HIV prevalence in Ethiopia to be 1.4%, with infection levels highest in the Gambella 

(6%) and Addis Ababa (4.7%) regions. And in Benishangul Gumuz it was 3.3% [9].  

According to the single-point estimate, the prevalence of adult infection in Ethiopia for the year 

2010 is 2.4%: male 1.9%; female 2.9%; urban 7.7%; rural 0.9% and in 1.8% in Benishangul Gumuz 

Region. In same year, the estimated number of people living with HIV in Ethiopia was 1,216,908 

including 79,871children [8]. 
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In an attempt to overcome the propagation of the epidemic, various preventive strategies have been 

employed as there is no cure presently and to tackle the devastating untoward effects of the 

disease.HTC has been introduced in many low-resource settings as it helps to create awareness of 

an individual’s HIV status and offers the opportunity for counseling on risk behavior modification 

being a cornerstone in the prevention of HIV/AIDS [1, 6]. 

Limited knowledge of HIV status in many countries means that large numbers of people fail to 

receive HIV treatment, care and support in a timely manner, and do not take steps to prevent 

transmission to others because they do not know they are infected [5]. 

In recent years, access to HTC has been greatly expanded through establishing new testing sites, 

using rapid testing methods, and applying innovative approaches, such as mobile testing, 

community-based and home-based HTC, and community mobilization for HTC “events.” However, 

uptake of HTC remains low. A 2008 report from the World Health Organization (WHO) noted that 

among those low- and middle-income countries that conducted population-based surveys between 

2005 and 2007, only 10.9 percent of women and 10.3 percent of men had ever had an HIV test and 

received their test results, and a median of 20 percent of people living with HIV (PLWH) knew 

their HIV status [1].  

 Thus, Ethiopia being one of the world’s most HIV/AIDS prevalent countries has been made/ 

making tremendous efforts towards tackling of the epidemic. With regard to VCT services, it was 

launched in 1998 along with the national HIV/AIDS policy and these efforts have been reflected by 

the consistent increase in the number of counseling and testing facilities as well as the parallel 

increase in the number of people being tested for HIV [10]. But according to Ethiopia DHS 2005 

report, among the adult population of age 15-49 years, only 4% of women and 6% of men have 

been tested for HIV [9]. 
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 It is widely recognized   that the low uptake of HIV testing and counseling is a major challenge in 

the response to the epidemic that needs to be urgently addressed. It has also been observed that 

many people who present symptoms of HIV infection and those who might otherwise benefit from 

knowing their HIV status through contact with health facilities are often not offered an HIV test. 

Based on these concerns, WHO and UNAIDS has developed draft guidance on “Provider- Initiated 

Testing and Counseling in Health Facilities” in order to improve HIV related diagnosis, treatment 

and care and to expand the availability and uptake of HIV testing and counseling in clinical settings 

[4]. 

In Ethiopia, there are many important reasons for providing provider-initiated HIV testing and 

counseling, including: Many people in Ethiopia do not know their status, routine HIV testing can 

increase access to HIV testing and therefore increase the number of individuals who know their 

status and to identify   those who need ARV treatment, care and support [11].  

 In Ethiopia some studies were undertaken on willingness and acceptability of PITC especially for 

those clients with tuberculosis and sexually transmitted infection, however the diagnostic approach 

is not only meant for those with tuberculosis and sexually transmitted infection, but also for all 

clients with other cases. 

 On the other hand, there was no research done on any aspects of PITC in the study area. Therefore, 

the aim of this study was to assess uptake of provider initiated HIV testing and counseling and its 

associated factors among OPD clients, in Pawie Hospital, Benishangul Gumuz, North West 

Ethiopia. 
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CHAPTER TWO: LITERATURE REVIEW  

2.1. HIV Counseling and Testing (HCT) 

HIV counseling is a voluntary dialogue between a counselor and client, a couple or a group of 

clients. It is a process of enabling clients to understand and make informed decisions on whether to 

be tested for HIV, to understand the results and facilitate future planning. The common components 

are pretest, post test and ongoing counseling [7]. 

Greater knowledge of HIV status is critical to expanding access to HIV treatment, care and support 

in a timely manner, and offers people living with HIV an opportunity to receive information and 

tools to prevent HIV transmission to others. Increased access to HIV testing and counseling is 

essential in working towards universal access to HIV prevention, treatment, care and support, as 

endorsed by G8 leaders in 2005 and the United Nation General Assembly of 2006 [12]. 

HIV testing and counseling (HTC), long recognized as a critical component of a comprehensive 

HIV program, is the entry point for accessing needed HIV prevention, treatment and care, and 

support services. In recent years, access to HCT has been greatly expanded through establishing 

new testing sites, using rapid testing methods, and applying innovative approaches, such as mobile 

testing, community-based and home-based HCT, and community mobilization for HTC “events” 

[1]. 

The Ethiopia Federal Ministry of Health and the HIV/AIDS Prevention and Control Office 

(MOH/HAPCO) developed an HIV/AIDS policy, different guidelines (PMTCT, ART, VCT etc) 

and strategic documents to create an environment conducive for the implementation of HIV 

prevention, care, and treatment and support programs. And the policy states that Counseling and 

testing, as a crucial intervention component of the HIV/AIDS prevention, care and support program 

shall be promoted and made widely available, affordable and accessible to all individuals and 

communities [7]. 

In Ethiopia the number of HCT service offering sites that were 1,230 in March 2008, demonstrates 

that among the health facilities studied (157) about 85% are providing HCT service. Similarly, the 

number of ART sites in 2008 reached to 131,360 in May, 2008 [13].  
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Evidence from both industrialized and resource-constrained settings suggests that many 

opportunities to diagnose and counsel individuals at health facilities are being missed and that 

provider-initiated HIV testing and counseling facilitates diagnosis and access to HIV-related 

services [4]. 

Since health facilities represent a key point of contact with people who are potentially infected with 

HIV, provider-initiated testing and counseling in health facilities should be seen as one of several 

potential components in an overall strategy to increase uptake of HIV testing and counseling and 

knowledge of HIV status [5]. 

2.2. Provider-initiated testing and counseling 

This approach refers to HIV testing and counseling which is initiated by health care providers for 

persons attending health care facilities. The major purpose of such testing is to make specific 

clinical decisions and/or offer specific medical services that could not be done without knowledge 

of the person’s HIV status. It is emphasized that provider-initiated testing and counseling is 

voluntary and that the “Three C’s” – informed consent, counseling and confidentiality must be 

observed for both these forms of provider-initiated testing and counseling [4, 5]. 

Provider-initiated HIV testing and counseling also aims to identify unrecognized or unsuspected 

HIV infection in persons attending health facilities. Health care providers may therefore 

recommend HIV testing and counseling to patients in some settings even if they do not have 

obvious HIV-related symptoms or signs. Such patients may nevertheless have HIV and may benefit 

from knowing their HIV-positive status in order to receive specific preventive and/or therapeutic 

services. In such circumstances, HIV testing and counseling is recommended by the health care 

provider as part of a package of services provided to all patients during all clinical interactions in 

the health facility [4, 5]. 

WHO sets two discrete categories for PITC namely diagnostic and routine offer: Diagnostic testing 

is part of a clinical process of determining the diagnosis of a sick person and it refers to situations 

where a medical condition or medical symptoms indicate a significant possibility of underlying 

HIV disease. And routine offer of testing and counseling means, offering an HIV test to all sexually 

active patients, who present for medical care regardless of their initial reason for seeking medical 

attention [5].. 
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RPRRAMMEMANA 

2.3. PITC Acceptance and its associated factors 
A Study in South India on Perceptions of Tuberculosis Patients on Provider- Initiated HIV Testing 

and Counseling shows, of the 568 interviewed TB patients, 73 (13%) reported that they had already 

been previously tested for HIV before TB diagnosis, among which 43 were HIV-infected. Of the 

495 patients without known HIV status, 455 (92%) reported being referred for HIV testing by the 

time of interviews. While local guidelines asked counselors to inform patients that they should self-

disclose their HIV results to their treatment provider, 247(56%) of patients reported being informed 

by the counselor to do so. 333 (75%) of patients reported voluntary disclosure of HIV results [14]. 

Another  study conducted on Feasibility of Provider-Initiated HIV Testing and Counseling of 

Tuberculosis Patients  in two districts of South India shows that in total, HIV status was ascertained 

for 3,705 (70%) of the 5,299 registered TB patients. There was no difference in the ascertainment of 

HIV status between male or female TB patients (71% vs. 69%),or between patients in Mysore 

district [15]. 

Study conducted in Cameroon, on assessing the accessibility of HIV care packages among 

tuberculosis patients shows that, a total of 2270 TB patients were registered and offered pre-HIV 

test counseling; 2150 (94.7%) accepted the offer of a test [16]. 

Study in Durban, South Africa on Routine, voluntary HIV testing Shows that, nearly half of patients 

accepted HIV testing; In this study, married people seem both more willing to be tested and more 

likely to be HIV negative. It also found that a significantly lower proportion of men had a perfect 

HIV knowledge score compared with women (8.9% vs. 15.0%). Unmarried men may be least likely 

to accept testing [17]. 

Study result on Knowledge, Attitude, and Practice of Voluntary Counseling and Testing for HIV 

among University Students, Tigray, Northern Ethiopia shows that, nearly 85% of the respondents 

were willing to accept VCT for HIV. 241 (58.4%) of the respondents believed that a person would 

not necessarily accept VCT, unless he/she is planning marriage or to go abroad, in addition 

102(24.2%) of the respondents said that HIV/AIDS has treatment, this is mainly related to lack of 

knowledge that may be thinking the HAART (highly active anti-retroviral therapy) completely 
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treats HIV/AIDS cases. And female respondents were found to have more knowledge as compared 

with the male respondents [18]. 

Study on Missed opportunities for earlier HIV testing and diagnosis at the health facilities of Dessie 

town, North East Ethiopia shows that, all clients were asked by interviewer for their willingness for 

HIV test at the time of interview and 76.3% (326/427) were willing to have HIV test. Among 326 

clients who showed willingness for HIV test at the time of interview, 37.7% were ready to have the 

HIV test on the same day. However, HIV test was actually offered at the time of interview for 

91.1% clients who accepted the test. The major, 54.4%, reason of clients who were not willing for 

HIV test at the time of interview was either they were not ready or they wanted to discuss with their 

partner. Among the clients tested for HIV by data collecting trained counselors at the time of 

interview, 86.6% were HIV negatives while 13.4% (15/112) were HIV positives. Of HIV positive 

clients, 40.0% (6/15) were not willing to disclose their results to their partners. Moreover, half of 

the clients, 50.0%, who were not willing to tell to their partners were also refused to disclose their 

results to no other person [19]. 

Regarding PITC on tuberculosis patents, a study conducted in Arba Minch, Ethiopia to assess of 

acceptability of PITC among patients revealed that 73% were willing to be tested and 58% of those 

willing accepted the test. The overall acceptability rate was 35%. Fourteen (20.6%) were HIV 

positive and women were more likely to be HIV infected. Unemployment and self perceived high 

risk of HIV infection were associated with initial willingness. However, only being unemployed 

was associated with accepting the test [20]. 

Study conducted in Addis Ababa, on uptake of PITC among OPD clients with possible sign of HIV 

infection and its correlates. Though there was low knowledge about HIV transmission (5.2%); 

particularly mother to child transmission (11.4%) and about HIV prevention (27.6%), the 

willingness (70.0%) and acceptability (67%) noticed in this study was high. There was also low 

(38.2%) risk perception for HIV infection in this study population and the prevalence of HIV 

infection among the participants was 37.6% [21]. 
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A study on assessment of VCT utilization, and willingness to accept provider initiated HIV 

counseling and testing among tuberculosis patients in Addis Ababa came up with a result, where by 

86.2% of the patients were willing for PITC. The only adjusted correlates of willingness for PITC 

were being in older age group, and having demand for HIV testing. Key testing barriers include self 

trust (41.1%), lack of risk perception for HIV infection (24.4%), fear of learning positive result 

(13.9%), and stigma and discrimination attached to TB and HIV [22]. 

Another research on acceptability of PIHCT among Tuberculosis Patients in Addis Ababa revealed 

that, among those who were initiated by their treatment supervisor for HIV testing, 266 (66.2%) had 

under gone HIV testing. All of the HIV tested patients had collected their HIV test result. The 

reported barriers for acceptability of PIHCT include no risk perception for HIV infection 

54(40.3%), tested before 53(39.3%), and fear of learning positive result 40(29.8%) of the study 

participants. The remaining reported perceived barriers. Acceptability of PIHCT was not 

significantly associated with other characteristics namely: sex, ethnicity, marital status, religion, 

occupational status, average household income among socio-demographics variables [23]. 

Another study on Patients with Tuberculosis in North West Ethiopia revealed that, the uptake of 

HIV testing among these patients was 70.6%. Knowledge on HIV/TB, ever heard of provider 

initiated HIV counseling and testing, awareness of the benefits of HIV testing and perceived stigma 

was strongly associated with uptake of HIV testing. Individuals who had formal education were 

2.35 times more likely to be tested for HIV than illiterates. Individuals with a high awareness about 

the benefits of HIV counseling and testing were more likely to be tested than individuals with low 

awareness [24]. 

In summary the literature indicates that, there is low acceptance of PITC even though high 

willingness ; the reasons for not accepting the test were, mainly lack of perceived HIV risk and 

stigmatizing attitude about people living with HIV/AIDS.  
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Conceptual framework for PITC uptake 
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Figure .1 Conceptual framework for Predictors of uptake of PITC 
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CHAPTER THREE: Rational of the Study 

Greater knowledge of HIV status is critical to expanding access to HIV treatment, care and support 

in a timely manner, and offers people living with HIV an opportunity to receive information and 

tools to prevent HIV transmission to others [4]. 

The information obtained from this study would assist in the development of HIV/AIDS prevention, 

treatment and support interventions. As well as evidence based practices are important to make 

counseling and testing processes more effective and accessible. 

Therefore, after assessing PITC uptake and its associated factors, the result of the study will help to, 

design measures to increase uptake of HIV testing strategy in the study area as well as it can be 

used as evidence based information for planners, policy makers and other implementers of the 

strategy in the country. In addition to this it is believed that it can be a reference for those who are 

interested to perform further research on the same topic. 
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CHAPTER FOUR: OBJECTIVES OF THE STUDY 

 

       4.1. General Objective 

To assess uptake of provider Initiated HIV Testing and Counseling and its associated factors among 

OPD Clients in Pawie Hospital, Benishangul Gumuz, North West Ethiopia, February, 2012 

 

        4.2. Specific Objectives 

� To assess  knowledge about HIV & PITC among OPD Clients of Pawie Hospital 

� To assess Perceived risk towards HIV/AIDS among OPD Clients of Pawie Hospital 

� To determine level of PITC acceptance among OPD Clients of Pawie Hospital 

� To identify factors influencing uptake of PITC among OPD clients in Pawie Hospital 
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CHAPTER FIVE: METHODS AND MATERIALS 

5.1. Study area and period 

The study was conducted in Pawie Hospital, Metekel Zone, Benishangul Gumuz Region from 

January 30 to February 25, 2012.  

Pawie Hospital is the only Hospital in Metekel Zone. It is found in Pawie woreda which was 

constructed by Ethiopian government to give service for settlers in 1977E.C. Initially it was built by 

bamboo wood to give emergency service for 48 villages. Gradually in 1981 saline construction 

substitute the old building by standardized new building to expand and provide the service to 

Metekel zone and some part of Amhara region. The new building contains administrative 

department, inpatient and outpatient and emergency department as well as kitchen and laundry 

service. It’s estimated distance from Addis Ababa is 576 km, and 400km from Asossa which is the 

capital city of the region. The major health problems seen in the hospital are malaria, HIV/AIDS, 

diarrheal diseases, pneumonia and TB. The hospital provides health services for outpatients at 

OPDs of medical, pediatrics, surgery, gynecology/obstetric, MCH, ANC, HIV service (VCT, 

PMTCT, PITC, ART), TB, and Ophthalmology. In patient service are provided at four wards: 

medical, pediatric, gynecology/obstetric, and surgery. According to the hospital last three months 

(July, August and September) 2011report, average estimated number of patients (clients) visiting 

the OPD of the Hospital per day was 76 clients [25]. 

5.2. Study design 
Facility based cross sectional study was conducted among OPD clients in Pawie Hospital. 

5.3. Source population 
The source population for this study was all OPD clients in Pawie Hospital. 

5.4. Study Population 
The study population for this study was all clients who were visited OPD of Pawie Hospital during 

the study period.  
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5.5. Sample size determination 

Sample size was calculated using a single proportion formula  

2

2
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Where, ''n" is the required sample size, ''Z" is a standard score corresponding to 95% confidence 

level “P” is the estimated prevalence of PITC among the study population and the degree of 

precision is represented by d. With an assumption of d=0.05, α=0.05, and 5.0=P (since there was 

no documented evidence about the magnitude of PITC among OPD Clients, the aforementioned 

value was taken), the total sample size required for the study was 385. 
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By considering a 10% allowance for non-responses, the required sample size calculated was      

      424.                                  

5.6. Sampling technique 

A systematic random sampling technique was applied to select the required number of cases. In 

order to select a representative sample from the study population, average client’s flow of the 

Hospital was taken into account. Seventy six clients per day were seen at OPD according to the 

hospital average three month’s report of July, August and September, 2011 [25]. At the beginning 

ten data collection days were assumed (76*10/424≈2), so sampling interval of 2 was used. Using 

lottery method from the sample interval, the first client was selected. Following this, every other 

client was interviewed. As a result, client exit interview was carried out for 15 working days till the 

required sample size was obtained.  
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5.7. Eligibility Criteria 

5.7.1. Inclusion Criteria 

-OPD clients whose age was 15 to 64years were included in the study. 

-Persons 15 years and above are considered mature enough to give informed consent to HIV test for 

themselves [7]. 

5.7.2. Exclusion Criteria 

-OPD clients with severe illness 

- Unable to communicate 

5.8. Study variables 

5.8.1. Dependent 

•  PITC acceptance  

5.8.2. Independent 

• Socio-demographic characteristics (age, sex, educational level, occupation, marital status, 

ethnicity, religion and income). 

•  Knowledge  about HIV 

•  Knowledge about PITC 

•  Perceived risk of HIV infection 

• Stigmatizing attitude towards people living with HIV/AIDS 

5.9. Data collection procedure 

5.9.1. Data collection instrument  

Quantitative and qualitative data was gathered. A structured questionnaire was used to 

collect the quantitative data which was adapted from DHS as well as from different reviewed 

literatures. The questionnaire address the patients’ socio-demographic factors, willingness, 

acceptability of PITC, knowledge about HIV/AIDS, knowledge about PITC and perceived risk on 

HIV/AIDS. 
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For qualitative study: qualitative part was added to supplement the quantitative assessment.     For 

this in-depth interview, semi structured interview guide was developed. The session was supported 

with tape recorder and taken notes while interviews.  

In-depth interviews were conducted on eight selected providers from various levels of 

qualification/profession (three diploma clinical nurses, one diploma midwife nurse, two BSc health 

officers and one Medical doctor) who were working in OPD of Pawie Hospital. This in-depth 

interview was made until saturation of information obtained from participants. While doing in-

depth interviews, tape recorder was used to record voice from interview participants. The 

information obtained from in-depth interviews was transcribed. Results from this qualitative data 

were summarized and discussed along with quantitative findings.   

5.9.2. Data collection 

Four Diploma nurses who took PITC counseling training conducted the interviews using pre-tested 

structured questionnaire with close supervision from the principal investigator and one supervisor. 

The data collectors were recruited outside of Pawie Hospital health workers.  

The key informant interviews were undertaken by principal investigator & one a research assistant 

was used to record voice of respondent using tape recorder.  

5.10. Data quality control 

Two days training was given to data collectors and a supervisor on the objective of the study, on 

how to interview the questionnaire, and the way to keep the privacy and confidentiality.  

Before actual data collection, the questionnaire was pre-tested in a health center of Pawie woreda 

(Felegselam health center )on 5%(21) of the sample participants by trained data collectors to check 

for clarity of questions, their sensitiveness ambiguity and amendments like (arrangement of the 

questions order, options for the questions and skipping pattern) was made accordingly.  

To ensure the consistency of data, the questionnaire prepared in English was translated into 

Amharic then back into English.  

The principal investigator and the supervisor were supervised the data collection procedure closely; 

also checked all the data for completeness, clarity and inconsistency immediately after the data 

collection. Before analysis the data was cleaned thoroughly to check for errors during entry. The 

data was cleaned by computing frequencies and by sorted in to ascending and descending orders. 
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5.11. Data Processing and Analysis 

The quantitative data was entered and cleaned using SPSS for analysis. To describe the 

characteristics of the study population, means, frequencies and percentages were calculated.  Bi-

variate and multivariable logistic regression analysis were done to examine the relationship between 

the independent variables and dependent variable of the study. A p-value of less than 5% was used 

to declare association between variables. Data analysis for qualitative data was followed thematic 

analysis. The records from notes and recorded voices from interview of the participants were made 

throughout to illustrate the study findings. 

5.12. Ethical Considerations 

Data collection was started after the ethical clearance was obtained from health research and 

postgraduate coordinating office of College of Public Health and Medical Sciences of Jimma 

University. From Pawie Hospital Officials permission was obtained. The necessary explanation 

about the purpose of the study and its procedure was given and informed verbal consent was 

obtained from each respondent before interviewing. The confidentiality of the interview was kept 

using coded registrations rather than recording her/his name on the questionnaire. Finally, a specific 

safe place was arranged to put the questionnaires after completion of the interviews. 

5.13. Dissemination plan 

The findings of the research will be submitted to department of Epidemiology, College of public 

health and Medical sciences, as partial fulfillment to the MPH and to Pawie hospital, Metekel zone 

health office, to regional Health Bureau and to other concerned bodies. The findings will be 

presented in different seminars, meetings and workshops and will be published in a scientific 

journal. 
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5.14. Operational definitions 

� Provider-Initiated HIV testing and counseling: is a process in which the individual 

undergoes counseling and HIV testing by health provider initiation. 

� Pre-test counseling acceptability rate: Proportion of clients counseled and tested out of 

total willing among OPD clients. 

� Post-test counseling acceptability rate: Proportion of clients who received the results from 

those who were counseled and tested. 

� Uptake: The total number of patients who received the results out of the total interviewed 

for willingness among OPD clients. 

� Non-acceptors: OPD clients who refused PITC. 

� Risk perception for HIV/AIDS: respondents feeling of vulnerability of being infected for 

HIV/AIDS. 

� Willing: An individual who agreed to accept the PITC recommendation among OPD 

clients. 

� Knowledgeable about HIV transmission: Based on the six knowledge assessing questions       

                          for HIV transmission . Good-Knows all the 6 means   

                                                                           Fair-Knows 3-5 means 

                                                                           Poor-Knows 0-2 means 

� Misconception: Study participants were considered to have misconceptions about HIV/ 

AIDS transmission and prevention if, they agreed incorrectly to any of the four           

misconception questions. 

� Knowledge about HIV prevention: respondents were considered knowledgeable about 

HIV prevention if they correctly identified the three main ways to prevent HIV 

transmission. 

�  Accepting attitudes toward those living with HIV/AIDS: Study participants were 

considered had overall accepting attitudes toward those living with HIV/AIDS if they 

correctly identified all five questions of accepting attitudes toward those living with 

HIV/AIDS. 
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CHAPTER SIX: RESULT 

6.1. Quantitative study result  

The study participants (total response rate) was 388 (91.5%) of the total 424 sampled clients.  

6.1.1. Socio-Demographic and Economy characteristics 

From the total 388 respondents, more than half, 198 (51%) of the study participants were male. The 

mean age of respondents was 30 years with SD + (10.7). Age between 15-24 years old of the study 

participant’s account 137(35.3%) followed by 25-34 years account for 131 (33.8%) of the study 

participants (Table 1). 

Most, 311 (80.2%), of those interviewed OPD Clients were Orthodox Christians by religion 

followed by Muslim 62 (16.0%), the rest were Protestant and Catholic (Table 1). 

Concerning ethnic group, most 306 (78.9%) of the study participants were Amhara followed by 

Agew 38 (9.8%), and the remaining were Kumbat, Shenasha, Gumuz, and few others(Table 1). 

Regarding the marital status of the participants; 303(78.1%) were married, 19.8% were single and 

rest 2.1% were divorced. Forty nine percent of the participants were illiterate. 

 In line with occupational status, forty five point one percent of the respondents were farmers, and 

20.9% were housewives. Majority 234(60.3%) of the respondents monthly income was greater than 

five hundred forty eight Ethiopian Birr (above poverty line) (Table 1). 
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Table 1:-Socio demographic characteristics of OPD clients of Pawie Hospital, Benishangul     

                 Gumuz, February, 2012 (n=388) 

     Variable                                                                              Number                Percent 

Age group                        15-24 
                                           25-34 
                                           35-44 
                                           45-54 
                                           55-64 

       137 
       131 
       77 
       22 
       21 

  35.3 
  33.8 
  19.8 
    5.7 
    5.4 

    Sex                                  Male 
                                            Female 

       198 
       190 

  51.0 
  49.0 

 Residence                         urban 
                                            Rural 

        94 
        294 

  24.2 
  75.8 

Religion                             Orthodox 
                                            Muslim 
                                            Protestant 
                                            Catholic 

        311 
        62 
        14 
        1  

  80.2 
  16.0 
    3.5 
    0.3 

Ethnic group                     Amhara 
                                            Gumuze 
                                            Shenasha 
                                            Kumbat 
                                            Agew 
                                            Others* 

        306 
        5 
        12 
        17 
        38 
        5 

  78.9 
    1.3 
    3.1 
    4.3 
    9.8 
    2.6 

Marital status                    Married 
                                            Single 
                                            Divorced  

        303 
        77 
         8 

  78.1 
  19.8 
    2.1 

Educational status            Illiterate 
                                            Read and write 
                                            Primary school 
                                            Secondary school 
                                            Tertiary level 

        190 
        88 
        45 
        44 
        21 

  49.0 
  22.7 
  11.6 
  11.3 
    5.4 

Occupation status             Merchant 
                                            Farmer 
                                            House wife 
                                            Student 
                                            Gov’t employee 
                                            NGO employee 
                                            Un employed 
                                            Other  

        16 
        175 
        81 
        56 
        27 
        9 
        21 
        3 

    4.1 
  45.1 
  20.9 
  14.4 
    7.0 
    2.3 
    5.4 
    0.8 

** Income                            < 547 Eth Birr 
                                            >548 Eth Birr 

       154 
       234  

  39.7 
  60.3 

Note;*Tigre (3), Oromo (2),** Poverty line- Income less than one dollar per day & the exchange  
with regard to the purchasing power in Ethiopian currency  dollar which is 548 birr monthly. 
(Human development report 2007/8) 
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 6.1.2. Knowledge and personal risk perception about HIV/AIDS 

In this study from all study participants, 287 (74.0%) had heard of HIV/AIDS. Two hundred thirty 

one (80.5%) of them believed that HIV is not a curable disease. Regarding means of HIV 

transmission; about 276(96.2%) ,273(95.1%)and 187(65.2%) participants know that Sexual 

intercourse, Blood contact and Transfusion of infected blood respectively are the most common 

ways of HIV transmission (Table 2). But few participants were able to identify mother to child 

transmission and Sharing of Sharps materials as modes of HIV transmission. In general based on 

Knowledge score, most of the participants 239(83.2%) had fair knowledge about means of HIV 

transmission and the rest 48(16.8%) had poor knowledge. On the hand, no one had good knowledge 

about means of HIV transmission. However, almost all of the participants had no misconception on 

transmission of HIV/AIDS (Table2).  

Regarding HIV prevention ;out of 287 study participants who had heard of HIV /AIDS  

265(92.3% ) and 259(90.2%)of the participants mentioned abstinence and staying with only one 

uninfected partner, respectively, as means of HIV prevention methods. But only 13 (4.5%) were 

knowledgeable about all of the ABCs of HIV prevention methods. Two hundred forty (83.6%) of 

participants know anyone who is infected with HIV and /or who has died of AIDS and 263(91.6%) 

participants believed that a healthy looking person can be positive for HIV (Table 2).  

 On the other hand; of the total study clients, only one hundred fifty four (39.7%) of the participants 

perceived themselves as had risk for HIV infection. The majority 121 (78.6%) of participants rated 

their risk low (Table 2). Of these medium or high risk perceived participants 18(54.4%), 14(42.4%), 

8(24.2%) and 4(12.1%) reasoned out that they had sexual contact with out condom , injected with 

unsterile needle, had multiple sexual partner and had sexual contact with  HIV positive person 

respectively (Table 2).  
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Table 2: Knowledge and personal risk perception about HIV/AIDS among OPD 
                Clients of Pawie Hospital, Benishangul Gumuz, February, 2012 (n=388) 

                Variables                                                                     Number            Percent 

Ever heard of HIV/AIDS                Yes 

                                                           No        

   287 

   101 

  74.0 

  26.0 

Can HIV be cured                           Yes                                                           

                                                           No 

   56 

   231 

  19.5 

  80.5 

Means of HIV transmission(*with multiple response) 

   Sexual intercourse 

   Blood contact 

   Mother to Child during   pregnancy 

   Mother to Child during   Breastfeeding 

   Sharing of Sharps materials 

   Transfusion of infected blood  

   Shaking hands a person living  With HIV/AIDS 

   Wearing clothes of a person living with HIV/AIDS 

   Sharing a meal with a person   living with HIV/AIDS 

   Mosquito bite 

 

   276 

   273 

   3 

   5 

  57 

  187 

   0 

   0 

   0 

   0 

 

  96.2 

  95.1 

  1 

  1.7 

  19.9 

  65.2 

  0 

  0 

  0 

  0 

Knowledge about Means of HIV transmission 

  Knowledgeable  

  Fair Knowledgeable 

  Poor Knowledge  

 

  0 

  238 

  49 

 

  0 

  83.2 

  16.8 

Means of HIV prevention(*with multiple response) 

  Avoiding Sex (abstinence) 

  Using a condom every time during sex 

  Staying with only one uninfected partner faithful 

  I don't know 

 

  265 

  30 

  259 

  7 

 

  92.3 

  10.5 

  90.2 

  2.4 

One knows anyone who is infected with HIV or AIDS 

              Yes 

              No 

 

  240 

  47 

 

  83.6 

  16.4 
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 A healthy looking person be positive for HIV 

           Yes 

            No 

            I do not know  

 

  263 

  21 

  3 

 

  91.6 

  7.4 

  1.0 

 Getting the virus                     Yes 

                                                   No 

 154 

 234 

  39.7 

  60.3 

Reasons for medium/high risk perception(*multiple response) 

   I had sexual contact with  out Condom 

   I had multiple sexual  partner  

   I had injection with un  sterile needle 

   I had   sexual contact with  HIV positive person 

 

 18 

 8 

 14 

 4 

 

  54.5 

  24.2 

  42.4 

  12.1  

Reasons for not getting HIV virus(*multiple response) 

   I trust my sexual partner 

  No injection with un sterile needle 

  I always use condom 

 

233 

  62 

   9 

 

  99.6 

  26.5 

  3.8 
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In this study, of these perceived themselves as having risk for HIV infection majority, 

121(78.6%) rated their risk as low (Figure 2).  

 

Figure 2: Chances of getting infected with HIV virus among OPD clients (n=154) in Pawie Hospital,      

                 February, 2012 
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             6.1.3. Attitude towards people living with HIV/AIDS 

In this study, most of the participants mentioned that they are willing to care for HIV positive 355 

(91.5%), purchase from shop of HIV positive person 304 (78.4%) and would share meal with HIV 

positive person297 (76.5%). And also 364 (93.8%) of the participants said that an HIV positive 

teacher without symptom should be allowed to continue. In contrary to this, 256 (66.0 %) of the 

participants indicated that if somebody is HIV positive in the family they will keep it secret .In 

general most 201(51.8%) participant did not have accepting attitude towards people living with 

HIV/AIDS (Table 3).  

Table3: Accepting attitude toward those living with HIV among OPD clients in Pawie      

              Hospital, Benishangul Gumuz, February, 2012. 

Variable                                                                                           Number           Percent 

Willing to share meal with a person you knew had HIV/AIDS 

            Yes 

            No 

 

  297 

  91 

 

 76.5 

 23.5 

Willing to care for HIV positive person    

           Yes 

           No 

 

  355 

  33 

 

 91.5 

 8.5 

 Purchase from shop of HIV positive Person        

          Yes 

          No    

 

  304 

  84 

 

 78.4 

 21.6 

Keep secret if somebody is HIV positive in the family     

         Yes 

          No 

 

  256 

  132 

 

 66.0 

 34.1 

HIV positive teacher should be allowed to continue  teaching 

       Should be allowed 

       Shouldn’t be allowed 

 

 364 

  24 

 

 93.8 

 6.2 

Over all accepting  attitude towards people living with HIV/AIDS 

       Yes 

       No 

 

  187 

  201 

 

 48.2 

 51.8 
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         6.1.4. Provider- initiated HIV testing and counseling  

As shown in Table 4, 275 (70.9 %) of the participants know about PITC. Their main source of 

information was health workers 257 (93.5%). All participants who know about PITC 275(100%) 

feel that, PITC is important.  The reasons given for feeling PICT is important was that it helps the 

clients get access to ART by 245(89.1%) and followed by 33(12%) makes easier for clients to get 

tested. (Table4). 

Three hundred eighty 380 (97.9%) of the participants agreed that anyone should check his/her HIV 

sero status. Two hundred ninety four (75.8%) of participants had ever been tested for HIV. The type 

of tests were voluntary testing (self interest) 225 (76.3%) and initiation by health worker 70 

(23.7%). Among those who undergo HIV testing, most 254 (86.1%) got the test in Government 

Hospital (Table4).  

By Participants who never had tested indicated reasons were self trust accounts most 69(75.8%), 

followed by fear of the result 9(9.9%), thinking self as not being at risk 4 (4.4%) and partners trust 

3 (3.3%) (Table4).                                   

Table 4: PITC knowledge among OPD clients in Pawie Hospital, Benishangul Gumuz, 

                February, 2012.      

Variables                                                                                       Number           Percent (%) 

Ever heard of PITC 
  Yes 
  No 

 

275 

113 

 

70.9 

29.1 

Source of  information about PITC(* multiple response) 
  Health workers 
  Mass media 
  Friends 

 

257 

32 

6 

 

 93.5 

 11.6 

 2.2 

Feel that PITC is important 
  Yes 
  No 

 
275 
0 

 
100 
   0 

 Reasons for feeling  PITC is important(*multiple response) 
   Helps patients get access  to ART is important 
   Makes easier for clients  to get tested 
   Increase number of tested  people 

 

245 

33 

13 

 

89.1 

12.0 

 4.7 
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 Feeling that PITC has influence 
  Yes 
  No 

 

 9 

266 

 

 3.3 

96.7 

Any one should check his /her HIV sero-status 
    Yes 
    No 

 
380 
8 

 
97.9 
 2.1 

People in need of HIV test(*with multiple response) 

    Female commercial sex workers 

    People with history of unprotected sex 

    TB patients 

    Those with multiple partners 

    Those who are sick 

    Any one at risk 

    Any person 

 

15 

3 

2 

11 

4 

7 

347 

 

 3.9 

 0.8 

 0.6 

 2.8 

 1.0 

 1.8 

 89.4 

 Ever been tested for HIV 

    Yes 

    No 

 

294 

 94   

 

75.8 

24.3 

 Reason of having HIV test 

   Voluntary testing  

   Initiated by health worker 

 

225 

  70 

 

76.3 

23.7 

Site  for your HIV test 

   Government  hospital 

   Government health center 

   Stand alone VCT center 

 

254 

  40 

    1 

 

86.1 

13.6 

  0.3 

Reasons given for not  be tested 

   Unable to cope  positive result 

   I am not risk person for HIV 

   Not sure of the confidentiality 

   Don't want to know the result 

   Partners trust 

   Self trust 

   Other* 

 

  9 

  4 

  1 

  1 

  3 

69 

  4 

 

  9.9 

  4.4 

  1.1 

  1.1 

  3.3 

75.8 

  4.4 

Note: Other*=since I am aged (n=3) , it unnecessary for me(n=1) 
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As shown in figure 3; of 275 participants who support PITC, 150(54.5%) support it very much, 

111(40.4%) extremely and 14(5.1%) somewhat. 

 

Figure3:  Extent of favoring PITC among OPD clients (n=275) in Pawie Hospital, Benishangul      

                Gumuz, February, 2012  
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Concerning the time when a person should be tested for HIV, most participants 321(82.7%) 

recommend a person to be tested at any time followed by 27.3% before marriage and the rest said 

that when one is sick and when one had multiple sexual partners (figure 4). 

 

 

Figure4: Time when one should be tested for HIV among OPD clients of Pawie Hospital,     

                 Benishangul Gumuz, February, 2012 
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Three hundred forty (80.9%) participants were willing to take the HIV test. The major perceived 

facilitators for PITC willingness were TV/radio messages which accounts 295 (82.5%), knew that 

treatment is available 28(7.8%), and because he/she was sick 20(5.6%).In addition to this, pre and 

post test counseling acceptances were 315(80.9%) and 314 (80.7%) respectively by participants 

(Table 5). 

Table5: PITC willingness and acceptance among OPD clients in Pawie Hospital, Benishangul             
              Gumuz, February, 2012 
Variables                                                                               Number              Percent 

Willingness  to take HIV the test 

 Yes, I am willing 

 No, I am not willing 

 

 315 

 73 

 

 80.9 

 19.1 

Reasons to be tested(Facilitators) 

TV/Radio messages 

Knowing that treatment is available 

 Encouraged by someone who was tested 

Worried about the previous sexual contact 

Parents/family/friends advised to have test 

Was sick 

Health worker recommendation 

 

 295 

 28 

 5 

 3 

 4 

 20 

 6   

 

  82.5 

  7.8 

  1.5 

  0.8 

  1.1 

  5.6 

  1.7 

Acceptance of  pretest counseling and testing session 

    Accepted 

    Not accepted 

 

 315 

 73 

 

80.9 

19.1 

 Acceptance of   Post test counseling session 

     Accepted 

     Not accepted 

 

314 

 74  

 

80.7 

19.3 
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On the other hand; the perceived barriers for PITC willingness were being tested before accounts 28 

(36.8 %), did not want to know the result 26 (34.2%), fear of discrimination by health providers 9 

(9.2%), lack risk perception for HIV 6 (7.9%), not sure of the confidentiality 5(6.6%), partners trust 

2(2.6%), and   fear of stigma and discrimination following the positive result 2(2.6%) (Figure5). 

 

 

Figure5: Reasons for not willing to be tested (Barriers) by OPD clients of Pawie Hospital,     

                Benishangul Gumuz, February, 2012.  
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         6.1.5. Factors associated with uptake of PITC 

A logistic regression model was used to examine factors associated with uptake of PITC.  

The bi-variate analysis revealed that , age group of 45-64  years old were 4.15 times more likely to 

not  accept PITC than the age group of 15-24 years with[ OR(95%CI) = 4.15(1.77, 8.65) ]. The odds 

of not to accept PITC was 4 times higher for those who can read/write than illiterates [OR (95% CI) 

=4.1(2.15-7.27)].  

On the other hand acceptance for PITC is not significantly associated with sex, Residence, religion, 

ethnicity, marital status, occupation and income (P>0.05). 

Those who had not perceiving risk of acquiring HIV were 2.43 times more likely to not accept 

PITC than had perceiving risk of getting HIV[OR(95%CI)= 2.43(1.37, 4.33)].  

Knowledge variables about HIV and means of HIV transmission, prevention and knowledge about 

PITC were not significantly associated with PITC acceptance (p>0.05). Also, feeling that PITC is 

important and has an influence, and attitude toward those living with HIV related variable were also 

not significantly associated with PITC acceptance (p>0.05). 

Those who had not ever heard about PITC were 1.85 times more likely to not accept PITC than who 

have ever heard. [OR (95%CI) =1.85(1.09, 3.13)].Individual who had not tested HIV before were 

8.3 times more likely to not accept PITC than those who had ever tested [OR (95%CI) = 8.31(4.85, 

14.79]. 

In Bi-variate, variables that were found at (p<0.25) were candidate for analysis of multivariate 

logistic regression analysis. 

After adjusting independent variables; from all variables candidate for multivariate logistic 

regression analysis, educational status, self risk perceptions, and ever been tested for HIV have 

shown to have statistically significant association with acceptance of PITC. 

 Pertaining to the association of the variables, those who can read /write were two point five times more 

likely to not accept PITC than  illiterates [AOR (95% CI)=2.47(1.08, 7.09)]. 

On the other hand , those who had not perceiving risk of acquiring HIV were 2.16 times more likely 

to not accept PITC than those who had perceiving risk [AOR (95% CI) =2.16(1.28, 5.44)]. 

And individual who had never tested HIV before were 8.2 times more likely to not accept PITC 

than those who had ever been tested [AOR (95% CI) =8.19(4.55, 14.61)].  
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Table 6:  Multivariate logistic regression analysis of factors with acceptance for   PITC among      
                 OPD Clients of Pawie Hospital, Benishangul Gumuz, February, 2012 
  

Variables            Not 
accepted                                                                                                

N (%)  

  
Accepted                              

N (%) 

Crude OR (95% CI)  Adjusted OR (95% 
CI)  

Age  

15-24                

25-34    

35-44  

45-64          

 

17(24.3)  

25(33.8)  

15(20.3)  

16(21.7)  

 

119(37.9)      

106(33.8)      

62(19.7)       

27(8.6)       

      

     1.00  

1.64 (0.85-3.15) 

1.60 (0.76- 3.39)  

4.15(1.77-8.65) *  

         

       1.00  

2.67 (0.95 -7.50)   

0.603 (0.17-2.05)   

2.80(0.71-11.00)   

Education status  

Illiterate  

Read and write      

Primary  

Secondary &above  

 

23(32.4)  

32(43.2)  

8(10.8)  

10(13.6)    

 

167(52.9)  

56(17.8)  

37(11.8)  

55(17.5) 

       

        1.00  

4.1(2.15-7.27) * 

1.5 (0.62-3.59)  

1.41 (0.65-3.06)  

       

        1.00  

 2.47(1.08-7.09) *  

0.54 (0.16-1.89)  

 2.95(0.76-11.50)  

Self risk perception   

       Yes  

       No                            

 

17(24.3)  

56(75.7)  

 

137(43.3)  

178(56.7) 

        

        1.00  

2.43(1.37- 4.33) *  

 

       1.00  

2.16(1.28-5.44) *  

Ever been tested for HIV  

       Yes  

       No  

 

28 (38.4)  

45 (61.6) 

 

264 (83.5)  

 51(16.5) 

       

       1.00  

8.3(4.85-14.79)*  

      

         1.00  

8.19 (4.55-14.61) *  

Ever heard about PITC  

     Yes  

     No  

 

44(59.5)  

29 (40.5)  

 

232(73.6)  

83(26.4) 

       

         1.00  

1.85 (1.09-3.13) *  

      

       1.00  

1.67(0.66-4.24)  
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 6.2. Qualitative study result  

           6.2.1. In-depth interview participants  

A total of eight health workers in OPDs of Pawie hospital were involved in this in-depth interview. 

The participants were selected purposively include one medical doctor, two health officers, three 

diploma clinical nurses and two midwives. After in-depth each interview notes and records were 

first transcribed. Then each response were summarized and analyzed in groups of themes. 

Accordingly themes of analysis; 

              6.2.2. Acceptance of PITC recommendation by OPD client 

Questions regarding acceptance of PITC by clients in your hospital; all the interviewed health 

workers in the Hospital responded that, most OPD clients accept PITC recommendation especially 

those from rural part of the community even though there are some individuals who refuse PITC 

like some educated, and urban resident clients. 

6.2.3. Reasons given for not accepting PITC recommendation  

Regarding reasons for refusing the test; In general, all of the in-depth interview participants (health 

workers) reported as they have encountered clients refusing PITC. The key informants tried to 

recall what has been said by the clients refusing the test. To cite some of them:  

A 38 years old male health worker was one of the interviewed key informants. According to him, 

those not trust themselves were saying“…let me think of it and better to make the test another 

time”. 

According to a 25 years old woman key informant; like religious leaders says “…I trust my wife 

and I have no multiple sexual partners”. 

 40 years old men also respond that: According to him, One day one lady said, “…this result is not 

mine, might be changed”. 
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Another 23 old women key informant recalled refusal: according to her, when we ask clients they 

give as different reasons like; “…since today my blood is turbid, I do not want to conduct HIV 

tested”, “… I  do not want to make test here”. And “…I made HIV test before” But most health 

workers agreed that, clients who perceive them self at risk acquiring HIV were refuse the 

recommendation. 

6.2.4. Suggested measures to scale up PITC acceptance  
Most of the interviewed health workers underlined the following points to be done in 

future: 

• Health education at community set up is in need. 

• Sometimes due to kit problem PITC was missed. Therefore, Lack of HIV test kit 

should be resolved  

• At community level awareness creation is required to test their partners  

• Health information dissemination at ANC should be done 

• PITC to be also done for EPI and Family planning users at hospital set up 
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CHAPTER SEVEN: DISCUSSION 

The results of this study demonstrated the uptake of PITC among OPD clients and its associated 

factors. Accordingly over half (51%) of the study subjects were male, 35.3% were between 15-24 

years followed by 25-34 years old. The average age of the participants was 30 with SD + 10.7. 

Seventy eight point one percent of the participants were married, 80.2% were Orthodox Christians 

by religion, 78.9% Amhara, 45.9% were farmers and 49% were illiterates in education. 

From all study participants, 287 (74.0%) reported that they had heard of HIV/AIDS which it is 

comparable with the study conducted in North Gondar Administrative Zone [28].  

Majority (96.2%) of the respondents mentioned sexual intercourse as a means of HIV transmission 

which is comparable with a study conducted in Gurage Zone [29]. Similar to study conducted in 

Addis Ababa and EDHS report, only a few (2.7%) participants mentioned mother to child 

transmission as a means of HIV transmission. But in this study no subjects had misconception about 

HIV transmission which is consistent with studies done in Addis Ababa [21, 22, 23]. 

Majority of the participants mentioned abstinence 92.3% and faithfulness 90.2% as method of 

prevention, which is consistent with a study done Western Amhara Region (30]. But which higher 

than DHS 2011 report [31]. This difference might be due to the fact that, since DHS report is over 

all country report, it could contribute for the observed difference. 

Only 10.5 % participants mentioned condom as method of prevention, which is lesser than a study 

conducted in Addis Ababa 51.7%[21].The difference in this study and study of Addis Ababa might 

be due to the fact that, socio cultural and difference in access for information between urban and 

rural communities. 

In this study, no one was knowledgeable about means of HIV transmission among participants and 

only 13 (4.5%) were knowledgeable about all the ABCs HIV prevention methods. This is lower 

than a study conducted in Addis Ababa with knowledge about HIV transmission 5.2% and about 

HIV prevention 27.6% [21]. For this difference Studies revealed that Knowledge of HIV 

preventions is higher among urban than rural people [31]. This implies that urban people could have 

access for information’s which could help to explain the difference.  
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Only few (10.4%) of the participants reported high risk perception to HIV which is congruent  to 

report of EDHS and study done in Addis Ababa 11% [9,21]. Studies identified personal risk 

perception as one of the predictor for accepting HCT [20], and in this study more than half (60.3%) 

of the study participants lack risk perception for HIV infection. This is also supported by the in-

depth interview, service providers witnessed that some clients who refuse PITC were saying”…I 

trust my wife and I have no multiple sexual partners.” Such behaviour might be challenges in the 

future for scaling up of HCT which may create threat for subsequent treatment and prevention 

services. 

Higher proportions of participants reported that they are willing to care at home for a relative with 

AIDS 355 (91.5%), willing to purchase from shops of HIV positive persons (78.4%) and believed 

that HIV positive teachers without symptom should be allowed to continue teaching (93.8%) which 

are comparable with the findings of Addis Ababa’s studies and EDHS 2011 report [21, 22, 31]. 

Overall, accepting attitudes regarding all situations was 187(48.2%) which is higher than EDHS 

2011 report (27.6%).The difference might be since EDHS report is country wide, differences in the 

source of information, representativeness of the sample, and selection methodology all of which 

could help to explain the differences. 

 In this study self reported prevalence of HIV testing is 75.8%, this is in line with previous studies. A 

study done on Predictors of uptake by tuberculosis patients in South Africa found 73.6%self 

reported HIV  testing [27] and a study done in Addis Ababa found 78.4% of TB patients had been 

tested for HIV [23].  

In this study about 70.9% of the participants have heard about PITC and majority (94.9%) of them 

support it extremely/very much. Majority (89.1%) of study participants feel that PITC is important 

because, it helps the clients to get access for ART. A similar result was also reported from a study 

conducted on Tuberculosis Patients in Addis Ababa, where 94.1% of the study participants were 

extremely or very much in favor of routine HIV test [23]. And it is also supported by all in depth 

interviewed health workers. These results suggest that, PITC is beneficial in improving access to 

testing and thus the number of HIV-infected patients identified and linked to medical care and 

support services. 
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Most of the participants (80.9%) were willing to undergo PITC and this is also supported by all in-

depth interviewed health workers which is comparable with studies in Dessie town, Addis Ababa 

and Zambia [19, 23, 26]. But lower than study conducted in Cameroon on tuberculosis patients with 

94.7% [16].This difference might be due to the fact that socio-cultural difference of the two 

countries.  

All those who were willing to undergo PITC, accepted the pretest information and testing. And also 

almost all study subjects who were accepted the pretest session accepted the post test session, it is 

comparable with a study in Arba Minch [20].  This is also supported with in-depth interview result 

obtained from health workers in OPDs. 

The overall uptake of PITC in this study is 80.7% which is comparable with a study done on 

tuberculosis patients in Addis Ababa [22]. This relative high uptake of PITC among OPD clients 

is window of opportunity for scale up of the approach in other setting which consequently will have 

an impact on prevention and control of HIV transmission.  

The perceived facilitators for acceptance of PITC willing were TV/radio messages, knowing that 

the treatment is available, sickness, and health worker recommendation this is congruent to a study 

done on OPD clients with possible clinical sign of HIV infection in Addis Ababa in [21]. 

On other hand; reasons given as a barrier to accept PITC were being tested before , do not want to 

know the result, bad treatment by health providers, lack of  risk perception  for HIV and not sure of 

the confidentiality of test. These ideas were also supplemented with in-depth interviews results that 

the providers recall what had been said by clients; like”… I do not want to make test here…” ,” let me 

think of it and better to made the test on other time”  and “…since today my blood is turbid, I do not 

want to conduct HIV tested”  were some of the barriers that challenges PITC acceptance. 
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In this study , those  who can read / write were two point five times more likely to not accept PITC 

than those illiterate [AOR (95% CI) =2.47(1.08-7.09)].This also supported with  key informant 

Health works idea, “  …individuals who refuse PITC were like some educated individuals ” . 
Similarly, according to EDHS2011 report more education is associated with higher testing refusal 

rates .But study in Addis Ababa reported that the level of education was significantly associated 

with acceptance of testing [23]. 

Previous studies conducted on Tuberculosis Patient in Arba Minch and North West Ethiopia found 

that risk perception was predictor for HIV testing [20 , 24]. Similarly in this study,  those who had 

not perceiving risk of acquiring HIV were 2.16 times more likely to not accept PITC than those who 

had perceiving risk [AOR (95% CI) =2.16(1.28, 5.44)]. This can be explained as, those individuals 

who had perceiving risk of acquiring HIV might have had better information and awareness about 

HIV/AIDS and PITC, and are more likely to accept PITC.  

In addition to this, individual who had never tested HIV before were 8.2 times more likely to not 

accept PITC than those who had ever been tested [AOR (95% CI) =8.19 (4.55, 14.61)].  This can be 

explained as, those who had tested before could have more exposure of information /knowledge 

regarding HIV/AIDS before they came PITC services. This is Consistent with studies done in North 

West Ethiopia and Botswana [24, 26]. Which implies that, tested individual for HIV in any way 

before could result to more likely to uptake of PITC. 
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8. Strengths and Limitations 

              8.1. Strength 

1. The study includes both quantitative and qualitative data. 

2. Data collection was carried out by those trained in PITC counseling. 

             8.2. Limitation 
  

1. As this study is cross sectional, cause-effect could not be determined from findings 

2. Self report might introduce socially desirable response 
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9. Conclusion and Recommendation 

9.1. Conclusion 
This study demonstrated that, the clients Knowledge on HIV transmission and prevention methods 

is low. 

Larger segment of clients lacks self perceived risk of HIV infection. 

Most clients expressed Stigmatizing attitude towards people living with HIV/AIDS.  

A considerable proportion of study subjects have not heard about PITC. However, there was 

relatively high up take for PITC by clients. The key perceived facilitator for PITC willingness was 

TV/radio messages where as barrier was being tested before. 

 Lack of self perceived risk of HIV infection, those who can read/write and being not tested before 

were found to be negatively associated with uptake of PITC. 

9.2. Recommendations  

1. FMOH and Regional Health Bureau should target IEC/BCC to the public, so as to improve 

Knowledge about HIV means of transmission and prevention. 

2. FMOH and Regional Health Bureau should work to raise public Knowledge about PITC. 

3. FMOH and Regional Health Bureau should make sure that all materials like test kits always 

available in health facilities. 

4. FMOH of Ethiopia should make sure that every health facilities are implementing the PITC 

approach and work hard on the scale up, as the identified uptake in the study was promising 

for subsequent service provision in line with care, support, treatment and prevention. 

5. Zonal Health Office and the health facility authorities should work to improve public 

knowledge about HIV means of transmission and prevention as well as to raise knowledge 

about PITC  

6. For research; further studies should be done on client’s aspect and on other aspects of PITC 

uptake. 
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Annexes  

Annex I: Structured English Version Questionnaire 

               Jimma University 

College of Public Health and Medical Sciences 

Questionnaire for assessment of Uptake of the Provider Initiated HIV Testing and Counseling and 

its associated factors among OPD clients, Pawie Hospital, Benishangul Gumuz, North West, 

Ethiopia 

01. Questionnaire identification number --------------- 

1. Information sheet  

    I am a master's student in public health at Jimma University, and I am currently working on a 

thesis concerning assessment of the uptake of PITC and its associated factors among OPD clients 

of Pawie Hospital. You are selected to be one of the participants in the study. The study will be 

conducted through interview and your name is not going to be required (registered) and the 

information you give us will be kept confidential and will be used only for study purpose. A 

code number will identify every participant and no names will be used. If a report of the result 

is published, only summarized information of the total group will appear. The interview as 

well the use of information, which is extracted while providing the service, is voluntary; you 

have the right to participate, or not to participate (refuse to do so) at any time during the 

interview. Your refusal will not have any effect on services that you or any member of your 

family receives. However, your participation is important to fulfill the study and in order to 

help design appropriate HIV testing strategy in health facilities in Pawie Hospital and other 

similar setups.  Ten to fifty minutes of your time is all that it will require. 

Was the information/objective clear? 

1. ( ) Yes  

2. ( ) No 

Are you willing to participate in the study? 

1. ( ) Yes  

2. ( ) No                            Thank you!! 
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2. Consent form  

I have been informed about this study and understand its purpose and objective.  

 I have been informed that the information I give will be used only for the purpose of this study; my 

identity, the information I give will be treated confidentially. I have also been informed that I can 

refuse to participate in the study, not to respond to question I am not interested or stop responding 

to question at any time in the process. Based on the above information I agree to participate in the 

study voluntarily. 

Signature of respondent--------------------------------Date-------------------------------- 

Signature of the interviewer----------------------------Date------------------------------- 

3. Result 

a. Completed 

b. Respondent not available 

c. Refused 

d. Partially completed 

e. Other (please specify) ------------------- 

4. Checked by supervisor 

Name ------------------------signature---------------- date --------------- 

NB: 

1. No need of coercing the patients to be included in the study. 
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Part One: Socio-Demographic Variables 

No Questions classifications Remark 

 

101 How old are you at your last 

Birth day? 

 

Years (Completed 

years))_________________ 

 

 

102 

 

Sex of the client 1.Male 

2.Female 

 

103 Residence  Specific____________________ 

 

 

104 What is your religion? 1.Orthodox 

2.Muslim 

3.Protestant 

4.Catholic 

5. Other (specify)…………. 

………………………………… 

 

105 To which ethnic group do you 

belong? 

1.Amhara 

2.Gumuze 

3.Shenasha  

4.Berta 

5.Tigray 

6. Kumbat 

7.Agew   

8. Others (specify)………… 

…………………………….. 
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106 What is your current marital 

status? 

1.Married 

2.Single 

3.Divorced 

4.Widowed 

5.Living together 

 

 

 

107 What is your educational status? 

 

 1.Illiterate 

2.Read and write 

3.Primary school 

4.Secondary school 

5.Teritary level 

 

108 What is your current 

occupation? 

1. Merchant  

2. Farmer 

3. House wife 

4.  Student 

5. Government 

employee 

6.  NGO employee 

7.  Un employed 

8. Other 

(Specify)……… 

…………………… 

 

 

109 What is your average   

Household income per month? 

1. In cash: ……………..Eth.    

       Birr 

2.No income 

99.No response 
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Part Two: - Knowledge about HIV/AIDS 

No Questions Classifications Skip to 

 

201 Have you ever heard of 

HIV or the disease called 

AIDS? 

 

1.Yes 

2.No------------------------------→ 

99.No response 

 

 

Stop 

here 

 

202 Can HIV be cured? 1.Yes 

2.No 

99.No response 

 

 

203 How is HIV/AIDS 

Transmitted? 

(Multiple response is 

possible, 

Needs probing) 

 

1.Sexual intercourse 

2.Mother to Child during     

     pregnancy 

3.Mother to Child during     

     breastfeeding 

4.Transfusion of infected blood 

5.Sharing of Sharps with  

       someone who is    

      infected(Needles, etc) 

6.shaking hands a person living      

           With HIV/AIDS 

7.wearing clothes of a person    

    living with HIV/AIDS 

8.sharing a meal with a person    

    living with HIV/AIDS 

9.Mosquito bite 

10.Blood contact 

11.Other(Specify)……………………… 

99.No response 
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204 How can people protect 

themselves from getting 

HIV/AIDS? 

(Multiple response is 

possible, 

Needs probing) 

 

1.Avoiding Sex (abstinence) 

2.Using a condom every time 

during sex 

3.Staying with only one 

uninfected partner faithful 

4.Others (specify)……………………... 

88.I don't know 

99.No response 

 

 

205 Do you know anyone 

who is infected with HIV 

or who has died of AIDS? 

 

 

1.Yes 

2.No 

99.No response 

 

 

206 May a healthy looking 

person 

be positive for HIV? 

 

1.Yes 

2.No 

99.No response 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

52 

 

Part three: Personal risk perception 

No Questions Classifications Skip to 

301 Do you think you can 

get the virus? 

1.Yes 

2.No-------------------------→ 

99.No response 

 

 

Q 304 

302 

 

 

 

 

What are your 

chances of getting 

infected with HIV? 

 

1. High 

2.Medium 

3.Low------------------------→ 

99.No response ----------→ 

 

 

Q304 

Q401 

 

303 

If the answer is 

medium or high, 

what are the 

reasons? 

 

 

1.I had multiple sexual     

      partner 

2.I had sexual contact with    

    out Condom 

3.I had injection with un  

     sterile needle 

4.I had sexual contact with    

    HIV positive person 

5.Other (specify)………… 

99.No response 

 

304 If your response is 

no to question 

number 301, what 

are the reasons? 

 

1. I trust my sexual partner. 

2.No injection with un sterile 

needle 

3.I always use condom 

4. Other (specify)………… 

………………… 

5.No response 

99.No response 
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Part four; Stigmatizing Attitude towards people living with HIV/AIDS 

No Questions Classification Skip to 

 

401 Would you be willing to 

share a meal with a person 

you knew had HIV/AIDS? 

 

1. Yes 

2. No 

88. I do not know 

99.No response 

 

402 If a Family 

member/Relative 

of yours became ill with 

HIV, the virus that causes 

AIDS, would you be willing 

to care for him/her in your 

own household? 

 

 

1. Yes 

2. No 

88. I do not know 

99.No response 

 

 

403 If you knew a shopkeeper 

or food seller had HIV, 

would you buy food from 

them? 

1. Yes 

2. No 

88. I do not know 

99.No response 

 

404 If a member of your family 

became ill with HIV, the 

virus that causes AIDS, 

would you want it to 

remain secret. 

1. Yes 

2. No 

88.I do not know 

99.No response 

 

405 If a teacher has the HIV 

virus but is not sick, should 

he/she be allowed to 

continue teaching? 

 

1. Should be allowed 

2. Shouldn’t be allowed 

88.I don't know 

99.No response 
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Part five: provider-initiated HIV counseling and testing. 

s. No Questions Classifications Skip to 

501 Have you ever heard of 

PITC? 

1.Yes 

2.No --------------------→ 

99.No response 

 

 

Q 508 

 

502 If your response to Q501 is 

yes, where did you get the 

information? (Multiple 

response is possible, 

Needs probing) 

 

1.Health workers 

2.Mass media 

3.Family member 

4.friends 

5.Other(specify)…………………….. 

99.No response 

 

503 To what extent are you in 

favor of PITC? 

 

1.Extremely in favor 

2.Very much 

3.Some what 

4.Not at all 

99.No response 

 

504 Did you feel that PITC is 

important? 

 

1.Yes 

2.No--------------------→ 

88.I don't know 

99.No response 

 

Q 506 

505 If your response to Q504 is 

yes, what are the reasons 

for feeling that PITC is 

important? 

 

1. Helps patients get access     

     to ART is important? 

 2.Makes easier for clients    

     to get tested 

3.Results in less discrimination of 

    HIV positive patients 

4.Increase number of tested  people 

5.Other(specify)……………………. 

99.No response 
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506 Did you feel that PITC has 

influence? 

 

1.Yes 

2.No--------------------→ 

3. I don't know 

99.No response 

 

Q508 

 

507 If your response to Q506 is 

yes, what are the reasons 

for feeling that PITC has 

influence? 

 

 

1.Will cause patients to  

    avoid seeing health    

     professionals for fear 

     of being tested 

2.Violet patients human  

     right 

3.Leads to more violence    

   Against women 

4.Other(specify)…………………… 

99.No response 

 

508 Do you agree that any one 

should check his /her HIV 

sero-status? 

1.Yes 

2.No 

99.No response 

 

509 At which time should one 

be tested for HIV? 

(Multiple response is 

possible, Needs probing) 

 

1.When one is sick 

2.Before marriage 

3.If only has multiple partners 

4.At any time 

5.Other (specify)……………………. 

99.No responses 

 

510 Who are people in need of 

HIV test? 

(Multiple response is 

possible, Needs 

probing) 

 

1.Female commercial sex workers 

2.Drivers 

3.People with history of 

unprotected sex 

4.TB patients 

5.Those with multiple partners 
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6. Any one sexually active 

7. Those who are sick. 

8.Any one at risk 

9.Others (specify)………………..   

99.No responses 

511 Have you ever been tested 

for HIV? 

1.Yes 

2.No----------------------------→ 

99.No response 

 

Q 514 

 

512 If your response to Q511 is 

yes, what 

was the reason of having 

HIV test? 

 

1.Voluntary testing by your self 

2. Initiated by health worker for 

diagnosis. 

3.Donation of blood 

4.Rotine ANC 

5. Others(specify)………………… 

99.No response 

 

513 If your response to Q 511 is 

yes, where did you do your 

test? 

1.Gov’t hospital 

2. Gov’t health center. 

3. Stand alone VCT center 

4.Private clinic/hospital 

5.Others(Specify)…………………. 

99.No response 

 

514 If your response to Q 511 is 

no, what 

are your reasons for not to 

be tested? 

(Multiple response is 

possible, Needs 

probing) 

 

1.Fear of stigma and 

    discrimination 

2.Fear of partner’s reaction 

3.Unable to cope with the   

     positive result 

4.I am not risk person for HIV 

5.Difficult to pay for VCT   

     service 

6.Belief as Being tested is not useful  
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7. Not sure of the     

  confidentiality 

8.Don't want to know the result 

9.Partners trust 

10.self trust 

11.Other (specify)………………... 

99.No response 

 

515 

 

Are you willing to take HIV 

the test? 

1.Yes, I am willing 

2.No,I am not willing---------→ 

3.I don’t know 

99.No response 

 

Stop 

here 

 

516 Record if the client 

accepted thepretest 

counseling and testing 

session 

1.Accepted 

2.Not accepted 

3.I don’t know 

99.No response 

 

517 Record if the client 

accepted the 

Post test counseling 

session. 

 

1.Accepted 

2.Not accepted---------------→ 

3.I don’t know 

99.No response 

 

 

Q519 
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518 

 

 

If your response to 

Q517 is yes ,what 

were the reasons to be 

tested?(Facilitators) 

(Multiple response is 

possible, Needs 

probing) 

 

1.TV/Radio messages 

2.Knowing that treatment is 

available 

3.Knowing that test results will be 

confidential 

4.Heard that I could take test and 

get result on the same day 

5.Was encouraged by someone 

who was tested 

6.Was worried about the previous 

sexual contact 

7.Parents/family/friends advised 

to have test 

8.Was sick 

9.Because you recommend it 

10.other(specify)………………………….. 

99.No response 

 

519 If your response to 

Q517 is no, what 

were your reasons for 

not being willing to be 

tested?(Barriers) 

(Multiple response is 

possible, Needs 

probing) 

 

1.Fear of stigma and 

discrimination following the 

positive result 

2.Fear of partner’s reaction 

3.Unable to cope with the positive 

result 

4.I am not risk person for HIV 

5.Fear of discrimination (bad 

treatment) by health providers 

6.No access to good quality clinic 

7.Other people advised not to test 

8.Belief that testing is not useful 
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9.Not sure of the confidentiality 

10.Don't want to know the result 

11.Partners trust 

12.Tested before 

13. Other (specify)………………………….. 

99.No response 

 

Do you have any question? That is the end of my interview.  

Thank you very much for taking time to answer these questions. 
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Annex II: In-depth Interview guide  

Instruction: 

My name is………………. and I am working a research on assessment of uptake of provider 

initiated HIV testing and counseling and its associated factors among OPD Clients in Pawie 

Hospital. Your presence is very important. We are going to have group discussion. I will ask you 

very general questions.  

Please take a few minutes to tell me your experiences about uptake of PITC of OPD clients in this 

Hospital. I am interested in all your ideas, comments and suggestions. There are no rights or wrong 

answers. All comments, both positive and negative, are welcome.  

If you don’t mind, I will record (audiotape) the discussion. The purpose is to ensure that I don’t 

miss anything you said. All comments are confidential, used for research purposes only. 

Are you willing to participate in the interview? 

YES   �  →  Thanks for willing. 

NO   �   → Thanks stop interviewing 

 

Points for In-depth Interview for Health Professional 

Part I 

1. Please check the appropriate category 

1.  Male 

2. Female 

2. What is your current age in a complete year? ________________ 

3. What is your profession? _____________ 
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Part II 

1. What do you say about importance of Provider initiated HIV/ADIS counseling and test? 

2. For whom it is offered in your hospital? 

3. How is the acceptability of PITC test in your Hospital? 

4. Is there anyone who refuses or not accept test?  

5. Why do you think that they do not accept the offered test? 

6. Who refuses PICT Service in your hospital? 

7. what trials are/were made in your hospital to increase acceptance of PITC by Clients 

8. What activities to be made in order to improve the services to all clients in your 

Hospital? 
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Annex III : Amharic Questionnaire 
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KFL xNDÝ    Sl¥Hb‰êE h#n@¬ y¸ÃmlKt$ _Ãq&ãC 
t.q$ _Ãq&ãC mLS l!çn# y¸Cl# ZRZéC xStÃyT 

101 XD»ã SNT nW?     _____________›mT¼bÑl# ›mT Ygl}  

102    yt-ÃqEW ò¬              1. wND 
2. s@T  

 

103 m‹RÃã yT nW? _________________  

104 /Y¥ñTã MNDN nW?    1. åRèìKS  
2. ÑSl!M  
3. Pét&S¬NT  
4. µèl!K  
5. l@§ µl Ygl} 
99. mLS ylM                            

 

105 B/@Rã− MNDN nW? 1. x¥‰  
2. gmZ  
3. ]~\   
4. bRq  
5. T·S 
6. kMmq 
7. xgW                      
8. l@§ µl Ygl}  

99. mLS ylM              

 

106 bxh#n# wQT yUBÒ h#n@¬ã XNÁT nW? 1. Ãgb#  
2. Ã§gb#  
3. ytÍt$  
4. ÆL¼¸ST yätÆcW 
5. ÃLtUb# _NìC 

 

107 yTMHRT dr© SNT nW? 1. ÃLt¥r 
2. ¥NbBÂ mÉF y¸CL 
3. xNd¾ dr© Ã-Âqq 
4. h#lt¾ dr© Ã-Âqq  
5. kFt¾ dr© Ã-Âqq 

 

108 bxh#n# wQT Ãl#bT yS‰ xYnT 

MNDN nW 

1. nUÁ  
2. gbS  
3. yb@T Xmb@T  
4. t¥¶  
5. ymNGST s‰t¾  
6. mNGS¬êE ÃLçn 

DRJT\‰t¾ 
7. S‰ yl@lW  
8. l@§ µl Ygl} 

 

 

109 -Q§§ yb@tsB x¥µY ywR gb! SNT 

nW?  

         1. _________ yx!¼BR 

    2. gb! yl@lW  

    99. mLS ylM 
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KFL h#lTÝ    Sl x@C.xY.v! x@DS! ÃlãTN XWqT xStÃyT 
t.q _Ãq&ãC mLS l!çn# y¸Cl# ZRZéC       xStÃyT 

201 x@C xY v!¼x@DS b>¬ sMtW 

ÃW”l?                             

1.  xã sMÒlh#  
2. xLs¥h#M  

    99. mLS ylM  

 

mLSã 

xLs¥h#M 

kçn ”lm- 

Yq$N Xz!H 

§Y Y=Rs# 

202 yx@C xY v! x@DS b>¬ fê> 

    mD`n!T ÃlW YmSLã¬L? 

1. xã  
2. ylWM  

    88. x§WQM                                                                                  

    99. mLS ylM 

 

203 yx@C xY v! x@DS b>¬ bMN 

    mNgD l!t§lF YC§L) 

   kxND b§Y mLS YÒ§LÝÝ 

  x¬NBbW y¸s-#TN mLS 

  xTUU 

 

1. bGBr |U GNß#nT  
2. kXÂT wd }NS bXRGZÂ g!z@ 
3. kXÂT wd LJ b-#T 

bm_ÆT  
4. bx@C xY v! x@DS ytbkl 

dM mqbL  
5. x@C xY v! x@DS kÃzW sW 

UR bU‰ Sl¬M ngéCN 
m-qM 

6. m=Æb_        
7. yx@C xY v! x@DS b>¬¾ 

LBîC mLbS  
8. x@C xY v! x@DS kÃzW sW 

UR xBé mmgB  
9. bwÆ TN"  
10. bdM NKk!  
11. l@§ µl Ygl}                            

    99. mLS ylM  

 

204 xND sW bx@C xY v! x@DS 

   XNÄYÃZ bMN mNgD mk§kL 

   YÒ§L) 

(kxND b§Y mLS YÒ§LÝÝ 

x¬NBbW y¸s-#TN mLS xTUU           

1. kGBr SU GNß#nT bmö-B 
2.  GBr SU GNß#nT bfiÑ 

q$_R 
       ÷NìM m-qM  

3.  kb>¬ nÉ kçn¼C UR xND 
lxND mwsN                        

4. l@§ kl Y-qS                         
    88. x§WQM                        

   99 .mLS ylM 

 

205 kx@C xY v! UR y¸ñR xLÃM 

    bx@DS b>¬ y¬mm wYM 

    bb>¬W yät sWÃW”l#)         

1. xW”lh#  
2. x§WQM  

      99. mLS ylM  

 

 

206 -@n¾ y¸mSl# sãC yx@C xY 

      v! ŠYrS l!ñRÆcW YC§L) 

 

     1.YC§L                                          

                       2. xYCLM  

         99. mLS ylM  

 



 

 

65 

 

 
 
 
KFL ƒSTÝ    Sl x@C xY v! x@DS ymUl_ G§êE Xúb@ 
t.q$           

 

_Ãq&ãC    mLS l!çn# y¸Cl# 

ZRZéC 

xStÃyT 

301 yx@C xY v! ŠYrS l!Yz" 

YC§L BlW ÃSÆl#N) 

1. xã 
2. x§SBM                           
99. mLS ylM  

mLs# x§SBM 

kçn wd q$_R                                                           

304 YHÇ 

           

302 

y‰Sã yx@C xY v!¼x@DS 

 tUl+nT MN ÃHL YmSLã¬L) 

 

1. xnSt¾ tU§+ n"    

2. m8kl¾ tU§+ n"  

    3. bÈM tU§+ n"                              

    99. mLS ylM  

mLs# xnSt¾ 

tU§+ n" kçn 

wd q$_R 401 

YHÇ 

303 y_Ãq& 302 mLS m8kl¾/ bÈM 

tU§+ kçn 

MKn!Ãt$ MNDnW) 

kxND b§Y mLS YÒ§L 

1. Ãl ÷NìM yGBr SU 

GNß#nT SlfiMk# 

2. x@C xY v! ±ztEV kçn 

sW UR yGBr SU GNß#nT 

SlfiMk#  

3. Bz# yws!B Ùd®C Slnb„"  

4. l@§ sW bt-qmbT  

        mRØSlt-qMk 

5.  l@§ 8l Y-qS  

    99. mLS ylM  

 

304 y_Ãq& 301 mLS x§SBM  

kçn MKn!Ãt$ MNDN nW?     

1. bxND sW twSß@ SlMñR 

2.   btbkl mRØ Sl¥L-qM  

3. h#Lg!z@ ÷NdM SlM-qM  

4. l@§¼Y-qS¼                         

    99. mLS ylM  
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KFL x‰T::    kx@C xY v! UR y¸ñ„ sãCN y¥GlL xmlkkT btmlkt 

q$_R    _Ãq&ãC            mLS l!çn# y¸Cl# 

ZRZéC             

xStÃT 

401 yx@C xY v! ŠYrS 

bdÑ WS_ 8l sW UR MGB 

xBé lmmgB f”d¾ ñT)                 

1. xã  

2. xY          

88.x§WqWM 

   99.mLSylM 

 

402 bb@tsB WS_ wYM kzmD           

mhL xND sW bx@C xY v! ŠYrS 

b!ÃZ b‰î b@T WS_      

sWyWN¼s@TyêN lmNkÆkB        

f”d¾ ñT) 

1. xã_________1 
2. xY_________2 

   88. x§WqWM 

   99. mLS ylM  

 

 

403 xND Æls#Q¼MGB š+                

    bŠYrs# XNdtÃz b!ÃWq$ 

:”¼MGB Ygz#¬L)            

1. xã 
2. xY 

       88. x§WqWM              

       99. mLS ylM  

 

404 kb@tsB xÆL WS_ xNÄcW bx@C 

xY v! b!Ãz# ¸S_R çñ  XNÄ!öY 

YfLUl#)                                      

1. xã 
2. xY 
3. x§WqWM 
4. mLS ylM  
 

 

405 xND mMHR bŠYrs# ktÃz# ngR 

GN MNM yHmM MLKT  

 kl@lÆcW ¥St¥R XNÄ!q_l# 

mfqD xlbT)                   

1. xlbT 
2. ylbTM 
88. x§WqWM 

               99. mLS ylM  
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KFL xMSTÝ    b-@Â ÆlÑÃ xnú>nT §Y ytmsrt yx@C xY v! MRm‰Â MKR 
             xgLGlÖT x-”qM 
t.q _Ãq&ãC                mLS l!çn# y¸Cl# ZRZéC     xStÃyT 

501 b-@Â ÆlÑÃ xnú>Nt  x@C xY 

v! x@DS  MKRÂ MRm‰ 

xgLGlÖT  mñ„N sMtW 

ÃW”l#)                     

1. sMÒlh#   
2. xLs¥h#M 

   99. mLS ylM                             

mLs# xLs¥                                                      

h#M kçn 

wdq$_R                                                          

ytm\rt 

yx@C              

508 YHÇ 

502 lq$_R 501 mLs# sMÒlh# kçn 

mr©W kyT nW Ãgß#T) 

(kxND b§Y Mls YÒ§LÝÝ              

 x¬NBbW y¸s-#TN         

 xTUU                              

1. k-@Â ÆlÑÃãC¼tÌ¥T 

2. Bz#hN mgÂ¾  

3. kb@tsB                         

4. kÙd¾                
5. l@§ 8l Y-qS                                   

99.mLS ylM  

 

503 b-@Â ÆlÑÃ xnú>nT               

§Y ytmsrt yx@C                 

 xY x@DS  MKRÂ MRm‰            

xgLGlÖTN MN ÃKL YdGÍl#?           

1. XJG bÈM  

2. bÈM  
3. bm-n#  

4. xLdGFM    

 99. mLS ylM  

 

504 b-@Â ÆlÑÃ xnú>nT §Y 

Ytmsrt yx@C xY v 

MKRÂ MRm‰ xgLGlÖT  

-”¸ nW BlW ÃSÆl#?                

1. xã  

2. xY-QMM  

88. x§WqWM 

     99. mLS ylM     

mLs# XY- 

QMM kçn 

wd 506 YHD 

505 bq$_R 504 mLs# xã 

kçn b-@Â ÆlÑÃ xnú>nT 

 §Y ytmsrt yx@C 

xY v! MKRÂ MRm‰  

lHÑ¥N mjm„ MN _QM xlW 

BlW ÃSÆl#)  

/kxND b§Y mLS YÒ§L/                 

 

1. HÑ¥N yir x@DS                              
mD¦n!T XNÄ!Ãgß#  

       YrÄL 

2. HÑ¥N bq§l# XNÄ!mrm„ 

ÃdRUL 

3. x@C xY v! ±ztEV bçn# HÑ¥N 

§Y y¸drG xDLã YqNúL 

4. ytmR¥¶ q$ R XNÄ!=MR                     
ÃdRUL 

5. l@§ 8l Ygl{                      
99. mLS ylM  
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506 b-@Â ÆlÑÃ xnú>nT            

 §Y ytmsrt yxC xY v    

MKRÂ MRm‰ xgLGlÖT 

t}{Xñ xlW BlW ÃSÆl#    

1. xã  
2. ylWM        

 88. x§WqWM 

 99. mLS ylM          

mLs# ylWM 

kçn wd 

508Y£Ç  

507 bq_$R 506 mLs xã kçn    

b-@Â ÆlÑÃ xnú>nT §Y   

ytmsrt yx@C xY v 

MKRÂ MRm‰ xgLGlÖT  

 mjmR MN t}:ñ YñrêL  

BlW ÃSÆl#)  

(kxND b§Y mLS YÒ§L                         

1. HÑ¥N yx@C xY v! 
MRm‰N bmF‰T wd 
HKMÂ ¥:kL XNÄYÿÇ 
ÃdRUL  

2. yHÑ¥N sBxêE mBT l!_S 
YC§L 

3. bs@èC §Y ò¬êE _”T 

XNÄ!dRS ÃdRUL  

4. l@§ 8l Y-qS                             

     99. mLS ylM  

 

508 ¥N¾WM sW yx@C xY v! 

MRmr ¥DrG xlbT BlW 

YSbl#)                 

1. xã 
2. xLS¥¥M 
99. mLS ylM 

 

509 xND sW yx@C xY v!          

    MRm‰ ¥DrG ÃlbT      

    mc& nW)                    

  (kxND b§Y Mls YÒ§LÝÝ              

 x¬NBbW y¸s-#TN xTUU                    

1. s!¬mM  
2. kUBÒ bðT  
3. kxND b§Y ws!B Ùd¾ s!ñrW 
4. b¥N¾WM g!z@  
5. l@§ 8l Y-qS                                

    99. mLS ylM  

 

510 yx@C xY v! MRm‰           

    y¸ÃSfLgW l¥N            

nW Y§l#)               

 (kxND b§Y Mls YÒ§LÝÝ              

 x¬NBbW y¸s-#TN         

 xTUU                     

                               

 

 

1. ls@t¾ xÄ¶ãC  
2. lëØéC 
3. Ãl ÷NìM yGBr SU GNß#nT 

Ãdrg¼C  
4. ltEb! HÑ¥N  
5. kxND b§Y ws!B                            

Ùd¾ ÃlW  
6. yGBr SU GNß#nT                          

¥DrG yjmr¼C  
7. l¬mÑ sãC  
8. ¥N¾WM �x@C xY v! tU§+ 

�çn sW 
9. l¥N¾WM sW 
10. l@§ 8l Y-qS                        
99. mLS ylM  
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511 y x@C xY v! MRm‰    

    xDRgW ÃW”l#)        

                                     

1. tmRMÊ xW”lh#  

2. tmRMÊ x§WQM   

99.mLS ylM      

mLSã 

tmRMÊ 

x§WQM kçn 

wd  q_$R 514 

Y£Ç 

512 lq_$R 511 mLSã xã    

kçn bMN MKNÃT nbR y x@C 

xY v! MRm‰  Ãdrg#T)              

1. b‰s@ F§¯TÂ _Ãq& 
2. b-@Â ÆlÑÃ T:²Z  
3. ydM Lg� l¥DrG  
4. bXRGZÂ KTTl@ gz@  
5. l@§ 8l Y-qS                             

       99. mLS ylM  

 

513 l511¾W _Ãq& mLs#      

   xã kçn yx@C xY v!      

  MRm‰ Ãdrg#T yT    

  nW)  

                                                       

1. ymNGST çSpE¬L 
2. ymNGST -@Â Èb!Ã 
3. lxC xY v!�MRm‰ 

            xgLGlÖT BÒ y¸s-#                  

            DRJèC 

4. yGL çSpE¬L /Kl!n!K 

5. l@§ 8l Y-qS                    

          99. mLS ylM 

 

514 lq_$R 511 mLSã          

   tmRMÊ x§WQM kçn         

   bMN MKNÃT nW y          

x@C xY v! MRm‰         

   Ã§drg#T)                             

  kxND b§Y mLS YÒ§LÝÝ     

  x¬NBbW y¸s-#TN h#l#  

mLS xKBbW               

 

1. xDLãÂ mglL bmF‰T 
2. yÙd¾ q$È mF‰T  
3. W-@T lmqbL SlMf‰  
4. x@C xY v! YYz¾L Bü 

Sl¥§SB  
5. yx@C xY v! MRm‰ êUmKfL 

Sl¥LCL  
6. mmRmR _QM xlW Bü 

Sl¥§MN                               
7. ¸S-!‰êEnt$N m-bq$N                                          

SlM-‰-R 
8. W-@t$N ¥w Sl¥LfLG 
9. Ùd¾üN Sl¥MnW 
10. ‰s@N Sl¥MnW 
11. l@§ 8l Y-qS                     
99. mLS ylM  

 

515 yx@C xY v!                      

MRm‰Â MKR xgLGlÖT        

lmqbL mjm¶Ã f”d"nTãN 

¥rUg_ XfLUlh#ÝÝ f”d¾ ñT?         

1. xã f”d¾ n" 
2. xY f”d¾ xYdlh#M 

   88. x§WqWM 

   99. mLs# xLts-M                          

mLs#f”d¾                                                                    

xYdlh#M                                                           

kçn wdq_$R                                                           

517 YHÇ 

516 l_Ãq& 515 mLs# xã kçn         

    xgLGlÖt$N lmqbL MN  

xnúúH />)                                      

   (kxND b§Y mLS YÒ§L)                       

1. bÊÄ!×/tEv! y¸ng„ mL:KèC 
2. mD`n!t$ mñ„N ¥wq& 
3. W-@t$ b¸S_R XNd¸ÃZ 

b¥wq                                                                               
4. bxND qN WS_    

tmRMé                           
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 x¬NBbW y¸s-#TN         

 xTUU                     

W-@T ¥wQ Sl¸ÒL  

5. kz!H bðT tmRMé b¸ÃWQ  
sW tgÍFc                                                                        

6. bðT Slnbr" yGBrSU                                  

     GNß#nT bm=nQ 

   7. b@tsïc&Â Ùd®c& Slmk„"                                                                             

   8. Sl¬mMk#                                     

    9. XRî S§zz#"                                         

   10. l@§ 8l Y-qS                                    

   99. mLs# xLts-M 

517 l_Ãq& 515 mLs# xY           

kçn xgLGlÖt$N §lmqbL           

MKNÃèC¼XNQÍèCN Y-

qs#)                     

  (kxND b§Y mLS 

YÒ§L)               

1. xDLãÂ mglL bmF‰T  
2. bÆlÑÃ xDLãÂ mglL 

bmF‰T 
3. yÙd¾ q$È mF‰T  
4. W-@T lmqbL SlMf‰  
5. x@C xY v! YYz¾L                                           

Bü Sl¥§SB  
6. _„ XÂ _‰T ÃlW 

yHKMÂ ¥:kL xQRïT 
Sll@l                            

7. l@lÖC sãC  XNÄLmrmR                                          
SlmkU„ 

8. mmRmR _QMxlW Bü              
Sl¥ §MN 

9. ¸S-!‰êEnt$Nm-bq$N  
SlM-‰-R                           

10. W-@t$N ¥wQ                                   
Sl¥LfLG 

11. Ùd¾üN Sl¥MnW  
12. tmRMÊ Sl¥WQ 
13. l@§ 8l Y-qS                                       

       99. mLS ylM  

 

518 l_Ãq& 515 mLs# xã  kçn           

   yQDm MRm‰Â                  

MKR xgLGlÖt$N mqb§cWN      

   YmZGb#                     

1. b>t¾W  tqBlêL 
2. xLtqbl#M 

   88. x§WqWM   

   99. mLs# xLts-M       

mLs# xY                                                                             

kçn”lm- 

Yq$N Xz!H                                                           

§Y Y=Rs# 

519 b>t¾W yDHr MRm‰          

    MKRÂ xgLGlÖT               

    mqb§cWN YmZgb#           

1. tqBlêL 
2. xLtqbl#M 

      88. x§WqWM                           

      99. mLs# xLts-M 

 

Sl s-#N mLS XÂmsGÂlN!!! 
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