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Abstract

Introduction : HIV testing and counseling (HTC), long recognizeda critical component of a
comprehensive HIV program, is the entry point focessing needed HIV prevention, treatment
and care, and support services. Provider-inititdsting and counseling is seen as one of several
potential components in an overall strategy toease uptake of HIV testing and counseling.
Objective: To assess uptake of Provider Initiated HIV tesang Counseling and its associated
factors among OPD clients in Pawie Hospital, Beagjul Gumuz, North West, Ethiopia
Methods: Facility based cross sectional study was conduatedng OPD clients of Pawie
Hospital from January 30 to February 25, 2012. Widimple size of 424 .Using systematic
random sampling method every other client of OPR ierview was conducted. Data was
collected using pre-tested structured questionmairéOPD clients & to supplement, in-depth
interview was conducted on service providers. Thestjonnaire addresses the patients’
willingness, acceptability of PITC, socio-demogriaplknowledge on HIV/AIDS&PITC and
perceived risk on HIV/AIDS. To describe the chaeaistics of the study population, percentage
was calculated. Bi-variate and multivariate logistegression was applied to examine the
relationship. A p-value of less than 5% was usededare association between factors and the
dependent variable. For the qualitative part, thenamalysis was used.

Result: Among the total participants, 16.8% had poor kmamlge about means of HIV
transmission, and only 13 (4.5%) were knowledgeableut all of the ABCs of HIV prevention
methods. There was also low (39.7%) self risk getror for HIV infection. However, the
overall uptake of PITC is 80.7%. On a multivari&igistic regression analysis, those who can
read /write were two point five times more liketyriot accept PITC than those illiterates [AOR
(95% CI) =2.47(1.08,7.09)].Those who had not paingirisk of acquiring HIV were 2.16 times
more likely to not accept PITC than those who hastcg@ving risk [AOR (95% ClI)
=2.16(1.28,5.44)]. And individual who had nevereesHIV before were 8.2 times more likely
to not accept PITC than those who had ever beésdt@8OR (95% CI) 8.19(4.55, 14.61)
Conclusion In this study the client’'s knowledge on HIV tramssion and prevention methods is
low. Larger segment of clienlacks self perceived risk of HIV infectiorHowever there was
relatively high up take for PITC by clients. Thenef, to improve knowledge on HIV means of
transmission, prevention and scale up PITC upti&®&/BCC to the public is recommended
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CHAPTER ONE: INTRODUCTION

1.1. Background
After 1983 the first clinical cases of acquired iomodeficiency syndrome (HIV) were reported,
AIDS has become the most devastating disease oahkind has ever faced. Infection with the

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

The biggest epidemics in sub-Saharan Africa: Efhiddigeria, South Africa, Zambia, and
Zimbabwe has either stabilized or is showing sighslecline. However, several regions and
countries do not fit the overall trend. These desti@te that positive behaviour change can alter
the course of the epidemic. While stigma and disicration, lack of access to services and bad

laws can make epidemics woi2¢.

The first evidence of HIV/AIDS epidemic in Ethiopieas detected in 1984. Since then, AIDS
has claimed the lives of millions and has left behiundreds of thousands of orphans [3].

HIV testing and counseling (HTC) is long recognized a critical component of a
comprehensive HIV program as the entry point fareasing needed HIV prevention, treatment

and care, and support services [1,6]

As a strategy to increase HIV testing uptake, Wétddlth Organization (WHO) and the United
Nations Joint Programme on HIV/AIDS (UNAIDS) havecommended provider-initiated
testing and counseling (PITC). “With this approaah, HIV test is” recommended”; 1) for all
patients, irrespective of epidemic setting, whodmiocal presentation might result from
underlying HIV infection; 2) as a standard partnoédical care for all patients attending health
facilities in generalized HIV epidemics; and 3) maelectively in concentrated and low-level

epidemics” [4].



UNAIDS, WHO and CDC recommend HIV testing in cliaicsettings where HIV is prevalent
and where HIV care, treatment and support senatesavailable [4]. This mandate calls for
PITC for all clients seeking care in any clinicattég, including out-client settings such as out-

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

Voluntary HIV counseling and testing for the largeammunity started in Ethiopia after the
National HIV/AIDS policy was launched in August 28nd VCT guidelines were developed in
2000.Provider initiated counseling and testingifieésbnt outpatient departments was introduced
in TB clinics at the end of 2005. In late 2006, Midennium AIDS Campaign for Ethiopia was
launched.
In Ethiopiathere are three types of HIV testing [7]:

1. Client initiated, or voluntary counseling and tegti

2. Provider initiated testing and counseling (PITC)

3. Mandatory HIV screening.
Ethiopia joined the UN General Assembly in issuihg Political Declaration on HIV/AIDS in
2006. The declaration necessitates commitment @pdint of governments to move towards the
goal of universal access to HIV prevention, treatimeare and support by 2010. Health facilities
represent a key point of contact with people wh® @otentially infected with HIV. Provider-
initiated testing and counseling in health fa@stishould be seen as one of several potential
components in an overall strategy to increase eptak HIV testing and counseling and

knowledge of HIV status [5].



1.2. Statement of the Problem
Dedicated efforts to promote and support HIV préenare producing clear and impressive
results. But while parts of the world experiencéghidficant and encouraging decreases in HIV

incidence , during the same period the incidencesased in some countrigy.

In the year 2008, there are around 33 million pedpling with HIV globally. Of these, 30.8
million are adults, including 15.4 million womenda@.5 million children. In same year, there were
2.7 million new infections. Additionally, there veea total of 2 million deaths from HIV/AIDS,
including 1.7 million adults and 0.33 million chiteh [1].

Every day, over 6800 persons become infected with &hd over 5700 persons die from AIDS,
mostly because of inadequate access to HIV preveaind treatment services. The HIV pandemic

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

In sub-Saharan Africa there were 22 million adaltsl children living with the virus in the year
2008, with an adult prevalence of 5%. There werenillion adults and children newly infected in
2008. And there were a total of 1.5 million death®oth adults and children within the same year
(). The estimated 1.3 million people who died of HRlated illnesses in sub-Saharan Africa in
2009 comprised 72% of the global total of 1.8 roillideaths attributable to the epidemic and where
the majority of new HIV infections continue to occ@an estimated 1.8 million people became
infected in 2009 in sub-Saharan Afri&j.

Ethiopia has one of the largest populations of kifécted people in the world with an estimated
1.1 million people living with HIV [8].The 2005 Dewmgraphic Health Survey estimated the
national adult HIV prevalence in Ethiopia to be%,4with infection levels highest in the Gambella
(6%) and Addis Ababa (4.7%) regions. And in Benmghw Gumuz it was 3.3% [9].

According to the single-point estimate, the premeéeof adult infection in Ethiopia for the year
2010 is 2.4%: male 1.9%; female 2.9%; urban 7.1#&l10.9% and in 1.8% in Benishangul Gumuz
Region. In same year, the estimated number of pdophg with HIV in Ethiopia was 1,216,908
including 79,871 children [8].



In an attempt to overcome the propagation of thdegpic, various preventive strategies have been
employed as there is no cure presently and to @¢atitkt devastating untoward effects of the
disease.HTC has been introduced in many low-resosgttings as it helps to create awareness of
an individual's HIV status and offers the opportyrfor counseling on risk behavior modification
being a cornerstone in the prevention of HIV/AIOS 6]

Limited knowledge of HIV status in many countriegans that large numbers of people fail to
receive HIV treatment, care and support in a timaignner, and do not take steps to prevent

transmission to others because they do not knowdhreinfected [5].

In recent years, access to HTC has been greatignebgal through establishing new testing sites,
using rapid testing methods, and applying innoeatapproaches, such as mobile testing,
community-based and home-based HTC, and commumbjlization for HTC “events.” However,
uptake of HTC remains low. A 2008 report from thel Health Organization (WHO) noted that
among those low- and middle-income countries tlbadacted population-based surveys between
2005 and 2007, only 10.9 percent of women and fét8ent of men had ever had an HIV test and
received their test results, and a median of 2@guerof people living with HIV (PLWH) knew
their HIV status [1].

Thus, Ethiopia being one of the world’s most HIVDS prevalent countries has been made/
making tremendous efforts towards tackling of thelemic. With regard to VCT services, it was
launched in 1998 along with the national HIV/AIDSIipy and these efforts have been reflected by
the consistent increase in the number of counselimd) testing facilities as well as the parallel
increase in the number of people being tested fof [HI0]. But according to Ethiopia DHS 2005
report, among the adult population of age 15-49sjeanly 4% of women and 6% of men have
been tested for HIV [9].



It is widely recognized that the low uptake diVHesting and counseling is a major challenge in
the response to the epidemic that needs to be tlygaiidressed. It has also been observed that
many people who present symptoms of HIV infectiod ¢hose who might otherwise benefit from
knowing their HIV status through contact with heaflacilities are often not offered an HIV test.
Based on these concerns, WHO and UNAIDS has deseldmft guidance on “Provider- Initiated
Testing and Counseling in Health Facilities” in @rdo improve HIV related diagnosis, treatment

and care and to expand the availability and uptdke!V testing and counseling in clinical settings

[4].

In Ethiopia, there are many important reasons fawviding provider-initiated HIV testing and
counseling, including: Many people in Ethiopia dmt Rnow their status, routine HIV testing can
increase access to HIV testing and therefore iseréhe number of individuals who know their

status and to identify those who need ARV treatimeare and support [11].

In Ethiopia some studies were undertaken on witless and acceptability of PITC especially for
those clients with tuberculosis and sexually trattech infection,however the diagnostic approach
is not only meant for those with tuberculosis aerduslly transmitted infection, but also for all
clients with other cases.

On the other hand, there was no research donayaspects of PITC in the study ar&aerefore,
the aim of this study was to assess uptake of gepvnitiated HIV testing and counseling and its
associated factors among OPD clients, in Pawie itbds@Benishangul Gumuz, North West

Ethiopia.



CHAPTER TWO: LITERATURE REVIEW

2.1. HIV Counseling and Testing (HCT)

HIV counseling is a voluntary dialogue between anselor and client, a couple or a group of
clients. It is a process of enabling clients toensthnd and make informed decisions on whether to
be tested for HIV, to understand the results anditiate future planning. The common components

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

Greater knowledge of HIV status is critical to em@g access to HIV treatment, care and support
in a timely manner, and offers people living withvHan opportunity to receive information and
tools to prevent HIV transmission to others. Insesh access to HIV testing and counseling is
essential in working towards universal access td pilevention, treatment, care and support, as
endorsed by G8 leaders in 2005 and the United N&eneral Assembly of 2006 [12].

HIV testing and counseling (HTC), long recognizedaacritical component of a comprehensive
HIV program, is the entry point for accessing nek#dV prevention, treatment and care, and
support services. In recent years, access to HGTbkan greatly expanded through establishing
new testing sites, using rapid testing methods,applying innovative approaches, such as mobile
testing, community-based and home-based HCT, anmdntmity mobilization for HTC “events”
[1].

The Ethiopia Federal Ministry of Health and the HWADS Prevention and Control Office
(MOH/HAPCO) developed an HIV/AIDS policy, differeguidelines (PMTCT, ART, VCT etc)
and strategic documents to create an environmentumive for the implementation of HIV
prevention, care, and treatment and support pragré&md the policy states that Counseling and
testing, as a crucial intervention component ofHit/AIDS prevention, care and support program
shall be promoted and made widely available, a#bkel and accessible to all individuals and

communities [7].

In Ethiopia the number of HCT service offering sithat were 1,230 in March 2008, demonstrates
that among the health facilities studied (157) &at®&%% are providing HCT service. Similarly, the
number of ART sites in 2008 reached to 131,360 ayM2008 [13].



Evidence from both industrialized and resource-taimsed settings suggests that many
opportunities to diagnose and counsel individualfhealth facilities are being missed and that
provider-initiated HIV testing and counseling f#teiles diagnosis and access to HIV-related
services [4].

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

HIV, provider-initiated testing and counseling iadfth facilities should be seen as one of several
potential components in an overall strategy togase 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 counselumgch is initiated by health care providers for
persons attending health care facilities. The majmpose of such testing is to make specific
clinical decisions and/or offer specific medicahsees that could not be done without knowledge
of the person’s HIV status. It is emphasized thadviger-initiated testing and counseling is
voluntary and that the “Three C’s” — informed camsecounseling and confidentiality must be

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

Provider-initiated HIV testing and counseling alwms to identify unrecognized or unsuspected
HIV infection in persons attending health faciltieHealth care providers may therefore
recommend HIV testing and counseling to patientsome settings even if they do not have
obvious HIV-related symptoms or sigi&uch patients may nevertheless have HIV and magfiben
from knowing their HIV-positive status in order teceive specific preventive and/or therapeutic
services. In such circumstances, HIV testing anghseling is recommended by the health care
provider as part of a package of services provigeall patients during all clinical interactions in
the health facility [4, 5].

WHO sets two discrete categories for PITC namedguiostic and routine offer: Diagnostic testing
is part of a clinical process of determining thagtiosis of a sick person and it refers to situation
where a medical condition or medical symptoms iai#ica significant possibility of underlying

HIV disease. And routine offer of testing and calimgy means, offering an HIV test to all sexually
active patients, who present for medical care iigas of their initial reason for seeking medical

attention [5].



2.3. PITC Acceptance and its associated factors

A Study in South India on Perceptions of Tuberagl®atients on Provider- Initiated HIV Testing
and Counseling shows, of the 568 interviewed ThBepé, 73 (13%) reported that they had already
been previously tested for HIV before TB diagnosisiong which 43 were HIV-infected. Of the
495 patients without known HIV status, 455 (92%)arted being referred for HIV testing by the
time of interviews. While local guidelines askedigselors to inform patients that they should self-
disclose their HIV results to their treatment po®r, 247(56%) of patients reported being informed
by the counselor to do so. 333 (75%) of patierpened voluntary disclosure of HIV results [14].

Another study conducted on Feasibility of Provitietiated HIV Testing and Counseling of
Tuberculosis Patients in two districts of Soutdignshows that in total, HIV status was ascertained
for 3,705 (70%) of the 5,299 registered TB patieftsere was no difference in the ascertainment of
HIV status between male or female TB patients (Al9669%),0r between patients in Mysore
district [15].

Study conducted in Cameroon, on assessing the sioitiés of HIV care packages among
tuberculosis patients shows that, a total of 22B0Opatients were registered and offered pre-HIV
test counseling; 2150 (94.7%) accepted the offertekt [16].

Study in Durban, South Africa on Routine, voluntbiy/ testing Shows that, nearly half of patients

accepted HIV testing; In this study, married pecgggem both more willing to be tested and more
likely to be HIV negative. It also found that amifgcantly lower proportion of men had a perfect

HIV knowledge score compared with women (8.9% %0%). Unmarried men may be least likely

to accept testing [17].

Study result on Knowledge, Attitude, and Practi€&/oluntary Counseling and Testing for HIV
among University Students, Tigray, Northern Ethéophows that, nearly 85% of the respondents
were willing to accept VCT for HIV. 241 (58.4%) tife respondents believed that a person would
not necessarily accept VCT, unless he/she is plgnmarriage or to go abroad, in addition
102(24.2%) of the respondents said that HIV/AIDS traatment, this is mainly related to lack of
knowledge that may be thinking the HAART (highlytige anti-retroviral therapy) completely



treats HIV/AIDS cases. And female respondents @nad to have more knowledge as compared
with the male respondents [18].

Study on Missedpportunities for earlier HIV testing and diagnasighe health facilities of Dessie
town, North East Ethiopia shows that, all clienergvasked by interviewer for their willingness for
HIV test at the time of interview and 76.3% (326/%2vere willing to have HIV test. Among 326
clients who showed willingness for HIV test at three of interview, 37.7% were ready to have the
HIV test on the same day. However, HIV test wasiabtt offered at the time of interview for
91.1% clients who accepted the test. The majoA%4reason of clients who were not willing for
HIV test at the time of interview was either thegres not ready or they wanted to discuss with their
partner. Among the clients tested for HIV by datdlecting trained counselors at the time of
interview, 86.6% were HIV negatives while 13.4% /(1) were HIV positives. Of HIV positive
clients, 40.0% (6/15) were not willing to discla$eir results to their partners. Moreover, half of
the clients, 50.0%, who were not willing to telltteeir partners were also refused to disclose their

results to no other person [19].

Regarding PITC on tuberculosis patents, a studylected in Arba Minch, Ethiopia to assess of
acceptability of PITC among patients revealed #&# were willing to be tested and 58% of those
willing accepted the test. The overall acceptabitite was 35%. Fourteen (20.6%) were HIV
positive and women were more likely to be HIV irtbet Unemployment and self perceived high
risk of HIV infection were associated with initialillingness. However, only being unemployed
was associated with accepting the test [20].

Study conducted in Addis Ababa, on uptakéITC among OPD clients with possible sign of HIV
infection and its correlates. Though there was lowwledge about HIV transmission (5.2%);
particularly mother to child transmission (11.4%)daabout HIV prevention (27.6%), the
willingness (70.0%) and acceptability (67%) notidgacthis study was high. There was also low
(38.2%) risk perception for HIV infection in thigusly population and the prevalence of HIV
infection among the participants was 37.6% [21].



A study on assessment of VCT utilization, and wghess to accept provider initiated HIV

counseling and testing among tuberculosis patiandgldis Ababa came up with a result, where by
86.2% of the patients were willing for PITC. Thelyadjusted correlates of willingness for PITC

were being in older age group, and having deman#iiig testing. Key testing barriers include self

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

(13.9%), and stigma and discrimination attachetiBand HIV [22]

Another research on acceptability of PIHCT amongéfraulosis Patients in Addis Ababa revealed
that, among those who were initiated by their tresatt supervisor for HIV testing, 266 (66.2%) had
under gone HIV testing. All of the HIV tested pati® had collected their HIV test result. The
reported barriers for acceptability of PIHCT inactucho risk perception for HIV infection

54(40.3%), tested before 53(39.3%), and fear afnlaeg positive result 40(29.8%) of the study
participants. The remaining reported perceived idar Acceptability of PIHCT was not

significantly associated with other characteristiggnely: sex, ethnicity, marital status, religion,

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

Another study on Patients with Tuberculosis in RoWWest Ethiopia revealed that, the uptake of
HIV testing among these patients was 70.6%. Knogdedn HIV/TB, ever heard of provider
initiated HIV counseling and testing, awarenesthefbenefits of HIV testing and perceived stigma
was strongly associated with uptake of HIV testimglividuals who had formal education were
2.35 times more likely to be tested for HIV thdialates. Individuals with a high awareness about
the benefits of HIV counseling and testing were enldtely to be tested than individuals with low
awareness [24].

In summary the literature indicates that, therelow acceptance of PITC even though high
willingness ; the reasons for not accepting thé we=sre, mainly lack of perceived HIV risk and
stigmatizing attitude about people living with HADS.
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Conceptual framework for PITC uptake

/Socio-demographic\

and economic
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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 emgiamg access to HIV treatment, care and support
in a timely manner, and offers people living withvHan opportunity to receive information and

tools to prevent HIV transmission to others [4].

The information obtained from this study would assi the development of HIV/AIDS prevention,
treatment and support interventions. As well asl@vwte based practices are important to make

counseling and testing processes more effectiveaaoessible.

Therefore, after assessing PITC uptake and itmded factors, the result of the study will hedp t
design measures to increase uptake of HIV testiragegly in the study area as well as it can be
used as evidence based information for plannerssypmakers and other implementers of the
strategy in the country. In addition to this itoslieved that it can be a reference for those who a

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

4.1. General Objective
To assess uptake of provider Initiated HIV Testimg Counseling and its associated factors among

OPD Clients in Pawie Hospital, Benishangul Gumuaithl West Ethiopia, February, 2012

4.2. Specific Objectives
% To assess knowledge about HIV & PITC among OP[er@si of Pawie Hospital
% To assess Perceived risk towards HIV/AIDS among @Hénts of Pawie Hospital
% To determine level of PITC acceptance among OPBEn@iof Pawie Hospital

* To identify factors influencing uptake of PITC ango@PD clients in Pawie Hospital

13



CHAPTER FIVE: METHODS AND MATERIALS

5.1. Study area and period

The study was conducted in Pawie Hospital, Meted@be, Benishangul Gumuz Region from
January 30 to February 25, 2012.

Pawie Hospital is the only Hospital in Metekel Zoreis found in Pawie woreda which was
constructed by Ethiopian government to give serfacesettlers in 1977E.C. Initially it was built by
bamboo wood to give emergency service for 48 vétagGradually in 1981 saline construction
substitute the old building by standardized newldig to expand and provide the service to
Metekel zone and some part of Amhara region. The ieilding contains administrative
department, inpatient and outpatient and emergelepartment as well as kitchen and laundry
service. It's estimated distance from Addis Abab&76 km, and 400km from Asossa which is the
capital city of the region. The major health probgeseen in the hospital are malaria, HIV/AIDS,
diarrheal diseases, pneumonia and TB. The hogpitalides health services for outpatients at
OPDs of medical, pediatrics, surgery, gynecologstetiic, MCH, ANC, HIV service (VCT,
PMTCT, PITC, ART), TB, and Ophthalmology. In patieservice are provided at four wards:
medical, pediatric, gynecology/obstetric, and surgéccording to the hospital last three months
(July, August and September) 2011report, averagma&ted 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 condumtenhg OPD clients in Pawie Hospital.

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

5.4. Study Population
The study population for this study was all cliewtso 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

[Z%‘/P (1—P)T
wE

n=

Where, "n" is the required sample size, "Z" istandard score corresponding to 95% confidence
level “P” is the estimated prevalence of PITC amdhg study population and the degree of
precision is represented by d. With an assumptfat=0.05,0=0.05, andP = 05(since there was
no documented evidence about the magnitude of RIMGng OPD Clients, the aforementioned

value was taken), the total sample size requirethi study was 385.

[Z%‘V P& P)} _ [106/050-05)] _ |196x/025]
d2

005 0.0025

n=
n=38¢

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 appbeselect the required number of cases. In
order to select a representative sample from thdyspopulation, average client’s flow of the
Hospital was taken into account. Seventy six cligmér day were seen at OPD according to the
hospital average three month’s report of July, Aigand September, 2011 [25]. At the beginning
ten data collection days were assumed (76*1G/2R4so sampling interval of 2 was used. Using
lottery method from the sample interval, the ficBent was selected. Following this, every other
client was interviewed. As a result, client exieirview was carried out for 15 working days tileth

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 matwgleto 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

e PITC acceptance

5.8.2. Independent
* Socio-demographic characteristics (age, sex, eduedtevel, occupation, marital status,

ethnicity, religion and income).

Knowledge about HIV
Knowledge about PITC

Perceived risk of HIV infection

Stigmatizing attitude towards people living with\HAIDS

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-deapbg: factors, willingness,
acceptability of PITC, knowledge about HIV/AIDS, dwledge about PITC and perceived risk on
HIV/AIDS.
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For qualitative study: qualitative part was added to supplement the tijaéime assessment.  For
this in-depth interview, semi structured interviguide was developed. The session was supported
with tape recorder and taken notes while interviews

In-depth interviews were conducted on eight setectgoviders from various levels of
gualification/profession (three diploma clinicalrees, one diploma midwife nurse, two BSc health
officers and one Medical doctor) who were workimg@PD of Pawie Hospital. This in-depth
interview was made until saturation of informatiohtained from participants. While doing in-
depth interviews, tape recorder was used to reamide from interview participants. The
information obtained from in-depth interviews waantscribed. Results from this qualitative data
were summarized and discussed along with quanttétidings.

5.9.2. Data collection

Four Diploma nurses who took PITC counseling tragntconducted the interviews using pre-tested
structured questionnaire with close supervisiomftbe principal investigator and one supervisor.
The data collectors were recruited outside of Payaspital health workers.

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

was used to record voice of respondent using teqpader.

5.10. Data quality control

Two days training was given to data collectors arglipervisor on the objective of the study, on

how to interview the questionnaire, and the walygep the privacy and confidentiality.

Before actual data collection, the questionnaire wae-tested in a health center of Pawie woreda
(Felegselam health center )on 5%(21) of the saipgigcipants by trained data collectors to check
for clarity of questions, their sensitiveness amliigand amendments like (arrangement of the
guestions order, options for the questions andogkippattern) was made accordingly.

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

Amharic then back into English

The principal investigator and the supervisor warpervised the data collection procedure closely;
also checked all the data for completeness, clanty inconsistency immediately after the data
collection. Before analysis the data was cleanedotighly to check for errors during entry. The

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

The quantitative data was entered and cleaned uSIR§S for analysis. To describe the
characteristics of the study population, meangjueacies and percentages were calculated. Bi-
variate and multivariable logistic regression areyere done to examine the relationship between
the independent variables and dependent varialtleecdtudy. A p-value of less than 5% was used
to declare association between variables. Dataysisdior qualitative data was followed thematic
analysis. The records from notes and recorded sdroen interview of the participants were made
throughout to illustrate the study findings.

5.12. Ethical Considerations

Data collection was started after the ethical eleee was obtained from health research and
postgraduate coordinating office of College of Rubiiealth and Medical Sciences of Jimma
University. From Pawie Hospital Officials permissiovas obtained. The necessary explanation
about the purpose of the study and its procedure gireen and informed verbal consent was
obtained from each respondent before interviewittte confidentiality of the interview was kept
using coded registrations rather than recordinghieename on the questionnaire. Finally, a specific

safe place was arranged to put the questionndierscampletion of the interviews.

5.13. Dissemination plan

The findings of the research will be submitted &partment of Epidemiology, College of public

health and Medical sciences, as partial fulfillmenthe MPH and to Pawie hospital, Metekel zone
health office, to regional Health Bureau and toeotlboncerned bodies. The findings will be
presented in different seminars, meetings and vhops 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 igeninitiation.
« Pre-test counseling acceptability ratelProportion of clients counseled and tested out of
total willing among OPD clients.
+« Post-test counseling acceptability rateProportion of clients who received the results from
those who were counseled and tested.
+« Uptake: The total number of patients who received the tesulit 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 irtkst for
HIV/AIDS.
s Willing: An individual who agreed to accept the PITC recomaation among OPD
clients.
% Knowledgeable about HIV transmission:Based on the six knowledge assessing questions
for HIV transmission Good-Knows all the 6 means
Faiknows 3-5 means

PoeKnows 0-2 means

DS

» Misconception Study participants were considered to have miseptions about HIV/
AIDS transmission and prevention if, they agreedoirectly to any of the four
misconception questions.

X3

*

Knowledge about HIV prevention: respondents were considered knowledgeable about
HIV prevention if they correctly identified the #e main ways to prevent HIV
transmission.

3

*

Accepting attitudes toward those living with HIV/AIDS: Study participants were
considered had overall accepting attitudes towaake living with HIV/AIDS if they
correctly identified all five questions ddccepting 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(88.5%) of the total 424 sampled clients.

6.1.1. Socio-Demographic and Economy characteristic

From the total 388 respondents, more than half,(22%0) of the study participants were male. The
mean age of respondents was 30 years with $1D7). Age between 15-24 years old of the study
participant’s account 137(35.3%) followed by 25y382ars account for 131 (33.8%) of the study
participants (Table 1).

Most, 311 (80.2%), of those interviewed OPD Cliemtsre Orthodox Christians by religion
followed by Muslim 62 (16.0%), the rest were Prtdas and Catholic (Table 1).

Concerning ethnic group, most 306 (78.9%) of thalstparticipants were Amhara followed by

Agew 38 (9.8%), and the remaining were Kumbat, 8kka, Gumuz, and few others(Table 1).

Regarding the marital status of the participan@3(38.1%) were married, 19.8% were single and

rest 2.1% were divorced. Forty nine percent ofgheticipants were illiterate.

In line with occupational status, forty five poiome percent of the respondents were farmers, and
20.9% were housewives. Majority 234(60.3%) of tagpondents monthly income was greater than
five hundred forty eight Ethiopian Birr (above paydine) (Table 1).
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Table 1:-Socio demographic characteristics of OPD clients dfawie Hospital, Benishangul

Gumuz, February, 2012 (n=388)

Variable Number Percent
Age group 15-24 137 35.3
25-34 131 33.8
35-44 77 19.8
45-54 22 57
55-64 21 5.4
Sex Male 198 51.0
Female 190 49.0
Residenci urban 94 24.2
Rural 294 75.8
Religion Orthodox 311 80.2
Muslim 62 16.0
Protadt 14 35
Catlooli 1 0.3
Ethnic group Amhara 306 78.9
Gumuze 5 1.3
Sherash 12 3.1
Kumbat 17 4.3
Agew 38 9.8
Others* 5 2.6
Marital status Married 303 78.1
Single 77 19.8
Divorte 8 2.1
Educational status llliterate 190 49.0
Readl awrite 88 22.7
Primaghool 45 11.6
Seconydschool 44 11.3
Teryidevel 21 54
Occupation status Merchant 16 4.1
Farmer 175 45.1
Houseev 81 20.9
Student 56 14.4
Govinployee 27 7.0
NGO doyee 9 2.3
Un emyxd 21 54
Other 3 0.8
** Income _ 847 Eth Birr 154 39.7
_ 548 Eth Birr 234 60.3

Note;*Tigre (3), Oromo (2),** Poverty line- Incontess than one dollar per day & the exchange
with regard to the purchasing power in Ethiopiarrency 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 (%) had heard of HIV/AIDS. Two hundred thirty
one (80.5%)of them believed that HIV is not a curable diseaRegarding means of HIV
transmission; about 276(96.2%) ,273(95.1%)and 1BZ206) participants know that Sexual
intercourse, Blood contact afidansfusion of infected bloodkespectively are the most common
ways of HIV transmission (Table 2). But feuarticipants were able to identify mother to child
transmissionand Sharing of Sharps materialsmagdes of HIV transmission. In general based on
Knowledge score, most of the participants 239(83.2%d fair knowledge about means of HIV
transmission and the rest 48(16.8%) had poor krdyel€©On the hand, no one had good knowledge
about means of HIV transmission. However, almdsbfahe participants had no misconception on
transmission of HIV/AIDS (Table2).

Regarding HIV prevention ;out of 287 study partaigs who had heard of HIV /AIDS
265(92.30) and 259(90.2%)of the participants mentioned abstie and staying with only one
uninfected partner, respectively, as means of Hi&@ntion methodsBut only 13 (4.5%) were
knowledgeable about all of the ABCs of HIV preventimethods. Two hundred forty (83.6%) of
participants know anyone who is infected with HiMdaor who has died of AIDS and 263(91.6%)
participants believed that a healthy looking persam be positive for HIV (Table 2).

On the other hand; of the total study clientsyanle hundred fifty four (39.7%) of the participsint
perceived themselves as had risk for HIV infectibhe majority 121 (78.6%) of participants rated
their risk low (Table 2). Of these medium or higtkperceived participants 18(54.4%), 14(42.4%),
8(24.2%)and 4(12.1%) reasoned out that they had sexuahcowith out condom , injected with
unsterile needle, had multiple sexual partner aad $exual contact with HIV positive person
respectively (Table 2).
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Table 2: Knowledge and personal risk perception abat HIV/AIDS among OPD
Clients of Pawie Hospital, Benishgnl Gumuz, February, 2012 (n=388)

Variables Number Percent
Ever heard of HIV/AIDS Yes 287 74.0
No 101 26.0
Can HIV be cured Yes 56 19.5
No 231 80.5
Means of HIV transmission(*with multiple response)
Sexual intercourse 276 96.2
Blood contact 273 95.1
Mother to Child during pregnancy 3 1
Mother to Child during Breastfeeding 5 1.7
Sharing of Sharps materials 57 19.9
Transfusion of infected blood 187 65.2
Shaking hands a person living With HIV/AIDS 0 0
Wearing clothes of a person living with HIV/AIDS 0 0
Sharing a meal with a person living with HINDS 0 0
Mosquito bite 0 0
Knowledge about Means of HIV transmission
Knowledgeable 0 0
Fair Knowledgeable 238 83.2
Poor Knowledge 49 16.8
Means of HIV prevention(*with multiple response)
Avoiding Sex (abstinence) 265 92.3
Using a condom every time during sex 30 10.5
Staying with only one uninfected partner faithful 259 90.2
| don't know 7 2.4
One knows anyone who is infected with HIV or AIDS
Yes 240 83.6
No 47 16.4
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A healthy looking person be positive for HIV

Yes 263
No 21
| do not know 3
Getting the virus Yes 154
No 234
Reasons for medium/high risk perception(fnultiple response)
| had sexual contact with out Condom 18
I had multiple sexual partner 8
| had injection with un sterile needle 14
| had sexual contact with HIV positive person 4

Reasons for not getting HIV virus(*multiple response)

| trust my sexual partner 233
No injection with un sterile needle 62
| always use condom 9

91.6
7.4
1.0
39.7
60.3

54.5
24.2
42.4
12.1

99.6
26.5
3.8

24



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

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

N Low
| Medium

= High

Chances of getting infected with HIV

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 mentioneat they are willing to care for HIV positive 355
(91.5%), purchase from shop of HIV positive per86d (78.4%) and would share meal with HIV
positive person297 (76.5%). And also 364 (93.8%jhef participants said that an HIV positive
teacher without symptom should be allowed to camtinin contrary to this, 256 (66.0 %) of the
participants indicated that if somebody is HIV pies in the family they will keep it secret .In
general most 201(51.8%) participant did not haveepting 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 Nber Percent

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

Yes 297 76.5
No 91 23.5
Willing to care for HIV positive person
Yes 355 91.5
No 33 8.5
Purchase from shop of HIV positive Person
Yes 304 78.4
No 84 21.6
Keep secret if somebody is HIV positive in the farty
Yes 256 66.0
No 132 34.1
HIV positive teacher should be allowed to continugteaching
Should be allowed 364 93.8
Shouldn’t be allowed 24 6.2
Over all accepting attitude towards people livingvith HIV/AIDS
Yes 187 48.2
No 201 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 particigaknow about PITC. Their main source of
information was health workers 257 (93.5%). All tmapants who know about PITC 275(100%)
feel that, PITC is important. The reasons givanféeling PICT is important was that it helps the
clients get access to ART by 245(89.1%) and follbwg 33(12%) makes easier for clients to get
tested. (Table4).
Three hundred eighty 380 (97.9%) of the participagreed that anyone should check his/her HIV
sero status. Two hundred ninety four (75.8%) ofipigants had ever been tested for HIV. The type
of tests were voluntary testing (self interest) 22%.3%) and initiation by health worker 70
(23.7%). Among those who undergo HIV testing, m2s4 (86.1%) got the test in Government
Hospital (Table4).
By Participants who never had tested indicatedoreasvere self trust accounts most 69(75.8%),
followed by fear of the result 9(9.9%), thinkindfses not being at risk 4 (4.4%) and partners trust
3 (3.3%) (Table4).

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

February, 2012.

Variables Number Percent (%)
Ever heard of PITC
Yes 275 70.9
No 113 29.1
Source of information about PITC(* multiple response)
Health workers 257 935
Mass media 32 11.6
Friends 6 29
Feel that PITC is important
Yes 275 100
No 0 0
Reasons for feeling PITC is important(*multiple response)
Helps patients get access to ART is important 245 89.1
Makes easier for clients to get tested 33 12.0
Increase number of tested people 13 4.7
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Feeling that PITC has influence

Yes 9
No 266
Any one should check his /her HIV sero-status
Yes 380
No 8

People in need of HIV test(*with multiple response)
Female commercial sex workers 15

People with history of unprotected sex

TB patients 2

Those with multiple partners 11

Those who are sick 4

Any one at risk 7

Any person 347
Ever been tested for HIV

Yes 294

No 94
Reason of having HIV test

Voluntary testing 225

Initiated by health worker 70
Site for your HIV test

Government hospital 254

Government health center 40

Stand alone VCT center 1

Reasons given for not be tested

Unable to cope positive result 9
I am not risk person for HIV 4
Not sure of the confidentiality 1
Don't want to know the result 1
Partners trust 3
Self trust 69
Other* 4

3.3
96.7

97.9
2.1

3.9
0.8
0.6
2.8
1.0
1.8
89.4

75.8
24.3

76.3
23.7

86.1
13.6
0.3

9.9
4.4
11
11
3.3
75.8
4.4

Note: Other*=since | 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.

5.1%

B Extremely intfavor

B Very much

® Some what

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 tefsteddIV, most participants 321(82.7%)
recommend a person to be tested at any time fotldwe27.3% before marriage and the rest said

that when one is sick and when one had multipleaexartners (figure 4).

Atanytime

If only has multiple partners

Before marriage =7 3

3.4

Whenone is sick

0 10 20 30 40 50 a0 70 &0 90
Percentage

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 wglito take the HIV tesfThe major perceived
facilitators for PITC willingness were TV/radio ngages which accounts 295 (82.5%), knew that
treatment is available 28(7.8%), and because ha&fsisesick 20(5.6%).In addition to this, pre and
post test counseling acceptances were 315(80.9%)3a4 (80.7%) respectively by participants
(Table 5).

Table5: PITC willingness and acceptance among OPDients in Pawie Hospital, Benishangul
Gumuz, February, 2012

Variables Number Percent

Willingness to take HIV the test

Yes, | am willing 315 80.9
No, | am not willing 73 19.1
Reasons to be tested(Facilitators)

TV/Radio messages 295 82.5
Knowing that treatment is available 28 7.8
Encouraged by someone who was tested 5 1.5
Worried about the previous sexual contact 3 0.8
Parents/family/friends advised to have test 4 1.1
Was sick 20 5.6
Health worker recommendation 6 1.7

Acceptance of pretest counseling and testing sessi

Accepted 315 80.9

Not accepted 73 19.1
Acceptance of Post test counseling session

Accepted 314 80.7

Not accepted 74 19.3
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On the other hand; the perceived barriers for RMIiingness were being tested before accounts 28
(36.8 %), did not want to know the result 26 (34)2%¢ar of discrimination by health providers 9
(9.2%), lack risk perception for HIV 6 (7.9%), tre of the confidentiality 5(6.6%), partners trust
2(2.6%), and fear of stigma and discriminatioltofwing the positive result 2(2.6%) (Figure5).
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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 examin®fa@ssociated with uptake of PITC
The bi-variate analysis revealed that , age grdufbe64 years old weré.15times more likely to
not accept PITC than the age group of 15-24 yedhg OR(95%CI) =4.15(1.77, 8.65). The odds
of not to accept PITC waktimes higher for those who can read/write tigterates[OR (95% CI)
=4.1(2.15-7.27)
On the other hand acceptance for PITC is not saarifly associated with sex, Residence, religion,
ethnicity, marital status, occupation and inconeQ(B5).
Those who had not perceiving risk of acquiring Hidre 2.43 times more likely to not accept
PITC than had perceiving risk of getting HIV[OR(96Y= 2.43(1.37, 4.33)

Knowledge variables about HIV and means of HIV $raission, prevention and knowledge about
PITC were not significantly associated with PIT@eatance (p>0.05). Also, feeling that PITC is
important and has an influence, and attittaeard those living with HI\felated variable were also
not significantly associated with PITC acceptanmed(05).

Those who had not ever heard about PITC we8Btimes more likely to not accept PITC than who
have ever heard. [OR (95%CI) =1.85(1.09, 3.13)Middial who had not tested HIV before were
8.3 times more likely to not accept PITC than thes® had ever tested [OR (95%CIB31(4.85,
14.79.

In Bi-variate, variableghat were found at (p<0.25) were candidate for ymmalof multivariate
logistic regression analysis.

After adjusting independent variablefrom all variables candidate fomultivariate logistic
regression analysis, educational status, self pesiceptions, and ever been tested for HIV have
shown to have statistically significant associatith acceptance of PITC.

Pertaining to the associationthie variablesthose who can read /write were two point five timese
likely to not accept PITC than illiteratpAOR (95% CI)=2.47(1.08, 7.09)

On the other hand , those who had not perceivsigai acquiring HIV were.16 timesnore likely

to not accept PITC than those who had perceivsig AOR (95% CI) 2.16(1.28, 5.44)

And individual who had never tested HIV before w8r2 times more likely to not accept PITC
than those who had ever been te$fgdR (95% CI) 8.19(4.55, 14.6])
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Table 6. Multivariate logistic regression analysis of fators with acceptance for PITC among

OPD Clients of Pawie Hospital, Beshangul Gumuz, February, 2012

Variables Not Crude OR (95% CI) Adjusted OR (95%
accepted Accepted ClI)
N (%) N (%)

Age
15-24 17(24.3) 119(37.9) 1.00 1.00
25-34 25(33.8) 106(33.8) 1.64 (0.85-3.15) 2.67 (0.95 -7.50)
35-44 15(20.3) 62(19.7) 1.60 (0.76- 3.39) 0.603 (0.17-2.05)
45-64 16(21.7) 27(8.6)  4.15(1.77-8.65)*  2.80(0.71-11.00)
Education status
lliterate 23(32.4) 167(52.9) 1.00 1.00
Read and write 32(43.2) 56(17.8) 4.1(2.15-7.27)* 2.47(1.08-7.09) *
Primary 8(10.8) 37(11.8) 1.5(0.62-3.59) 0.54 (0.16-1.89)
Secondary &above 10(13.6) 55(17.5) 1.41 (0.65-3.06) 2.95(0.76-11.50)
Self risk perception

Yes 17(24.3) 137(43.3) 1.00 1.00

No 56(75.7) 178(56.7) 2.43(1.37-4.33) * 2.16(1.28-5.44) *

Ever been testd for HIV

Yes 28 (38.4) 264 (83.5) 1.00 1.00

No 45 (61.6) 51(16.5) 8.3(4.85-14.79)* 8.19 (4.55-14.61) *

Ever heard about PITC

Yes 44(59.5) 232(73.6) 1.00 1.00

No 29 (40.5) 83(26.4) 1.85(1.09-3.13)* 1.67(0.66-4.24)

34



6.2. Qualitative study result

6.2.1. In-depth interview participants
A total of eight health workers in OPDs of Pawiespital were involved in this in-depth interview.
The participants were selected purposively inclode medical doctor, two health officers, three
diploma clinical nurses and two midwives. Afterdapth each interview notes and records were
first transcribed. Then each response were sumetarand analyzed in groups of themes.

Accordingly themes of analysis;

6.2.2. Acceptance of PITC recommendation by OPD elnt
Questions regarding acceptance of PITC by cliemtyaur hospital; all the interviewed health
workers in the Hospital responded that, most ORéntd accept PITC recommendation especially
those from rural part of the community even thotiggre 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 genalabf the in-depth interview participants (h&alt
workers) reported as they have encountered cliezitssing PITC. The key informants tried to
recall what has been said by the clients refusiegést. To cite some of them:
A 38 years old male health worker was one of tlierurewed key informants. According to him,
those not trust themselves were sayinget me think of it and better to make the test heot
time'.
According to a 25 years old woman key informarke lreligious leaders says..l trust my wife
and | have no multiple sexual partnérs
40 years old men also respond thAtcording to him, One day one lady sdid,this result is not

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

give as different reasons liké,..since todaymy blood is turbid, | do not want to conduct HIV

tested, “... | do not want to make test h&rédnd “...| made HIV test before’But most health

workers agreed that, clients who perceive them aelfisk acquiring HIV were refuse the

recommendation.

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

future

Health education at community set up is in need.
Sometimes due to kit problem PITC was missed. Toere Lack of HIV test kit

should be resolved
At community level awareness creation is requicetest their partners
Health information dissemination at ANC should loael

PITC to be also done for EPI and Family planningrsist hospital set up
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CHAPTER SEVEN: DISCUSSION

The results of this study demonstrated the uptdkel®C among OPD clients and its associated
factors. Accordingly over half (51%) of the studybgects were male, 35.3% were between 15-24
years followed by 25-34 years old. The average cigthe participants was 30 with SD 10.7.
Seventy eight point one percent of the participavdse married, 80.2% were Orthodox Christians

by religion, 78.9% Amhara, 45.9% were farmers a®b4vere illiterates in education.

From all study participants, 287 (74.0%) reportbdt tthey had heard of HIV/AIDS which it is
comparable with the study conducted in North Godiministrative Zong2§].

Majority (96.2%) of the respondents mentioned skitarcourse as a means of HIV transmission
which is comparable with a study conducted in Geragne[29]. Similar to study conducted in
Addis Ababa and EDHS report, only a few (2.7%) ipggants mentioned mother to child
transmission as a means of HIV transmission. Btiigistudy no subjects had misconception about
HIV transmission which is consistent with studiesmd in Addis Abab#1, 22, 23

Majority of the participants mentioned abstinen@3% and faithfulness 90.2% as method of
prevention, which is consistent with a study dones#rn Amhara Region (BBut which higher
than DHS 2011 repofB81]. This difference might be due to the fact thatceiDHS report is over
all country report, it could contribute for the ebged difference.

Only 10.5 % participants mentioned condom as metiiquevention, which is lesser than a study
conducted in Addis Ababa 51.T24].The difference in this study and study of AddisaBh might
be due to the fact that, socio cultural and diffiezin access for information between urban and
rural communities.

In this study, no one was knowledgeable about me&kHV transmission among participants and
only 13 (4.5%) were knowledgeable about all the ABdIV prevention methods. This is lower
than a study conducted in Addis Ababa with knowéedgout HIV transmission 5.2% and about
HIV prevention 27.6%([21]. For this difference Studies revealed that Knogédf HIV
preventions is higher among urban than rural pe@ilg This implies that urban people could have

access for information’s which could help to expldie difference.
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Only few (10.4%) of the participants reported higgk perception to HIV which is congruent to
report of EDHS and study done in Addis Ababa 19@1. Studies identified personal risk
perception as one of the predictor for acceptingl HZD], and in this study more than half (60.3%)
of the study participants lack risk perception N infection. This is also supported by the in-
depth interview, service providers witnessed tluames clients who refuse PITC were saying”...
trust my wife and | have no multiple sexual parsiieBuch behaviour might be challenges in the
future for scaling up of HCT which may create thré& subsequent treatment and prevention

services.

Higher proportions of participants reported thaytlare willing to care at home for a relative with
AIDS 355 (91.5%), willing to purchase from shopsHIV positive persons (78.4%) and believed
that HIV positive teachers without symptom shoutdatiowed to continue teaching (93.8%) which
are comparable with the findings of Addis Ababdisdges and EDHS 2011 repd@1, 22, 31

Overall, accepting attitudes regarding all situagiavas 187(48.2%) which is higher than EDHS
2011 report (27.6%).The difference might be sinB#E report is country wide, differences in the
source of information, representativeness of thmepsa, and selection methodology all of which

could help to explain the differences.

In this study self reported prevalence of HIVitegts 75.8%, this is in line witprevious studies. A
study done orPredictors of uptake by tuberculosis patients iutSoAfrica found 73.6%self
reportedHIV testing[27] and a study done in Addis Ababaund 78.4% of TB patients had been
tested for HIV[23].

In this study about 70.9% of the participants hlagard about PITC and majority (94.9%) of them
support it extremely/very much. Majority (89.1%)sitidy participants feel that PITC is important
because, it helps the clients to get access for.ARJimilar result was also reported from a study
conducted on Tuberculosis Patients in Addis Abaldeere 94.1% of the study participants were
extremely or very much in favor of routine HIV t4&B8]. And it is also supported by all in depth
interviewed health workers. These results sugdedt PITC is beneficial in improving access to
testing and thus the number of HIV-infected paseidkentified and linked to medical care and

support services.
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Most of the participants (80.9%) were willing todengo PITC and this is also supported by all in-
depth interviewed health workers which is comparakith studies in Dessie town, Addis Ababa
and Zambia [19, 23, 26]. But lower than study caneld in Cameroon on tuberculosis patients with
94.7% [16].This difference might be due to the fé#wat socio-cultural difference of the two
countries.

All those who were willing to undergo PITC, acceaptbe pretest information and testing. And also
almost all study subjects who were accepted theegireession accepted the post test session, it is
comparable with a study in Arba Minch [20]. Thssalso supported with in-depth interview result
obtained from health workers in OPDs.

The overall uptake of PITC in this study is 80.7%iat is comparable with a study done on
tuberculosis patients in Addis Ababa [22]. This relative high uptake of BElamong OPD clients
is window of opportunity for scale up of the approan other setting which consequently will have

an impact on prevention and control of HIV transius.

The perceived facilitators for acceptance of PITillimg were TV/radio messages, knowing that
the treatment is available, sickness, and healttk@vadecommendation this is congruent to a study

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

On other hand; reasons given as a barrier to aéd@i were being tested before , do not want to
know the result, bad treatment by health providewsk of risk perception for HIV and not sure of
the confidentiality of test. These ideas were alggplemented with in-depth interviews results that
the providers recall what had been said by clidis’...| do not want to make test heré&,’let me
think of it and better to made the test on othmegtiand”... since todayny blood is turbid, | do not

want to conduct HIV testtdvere some of the barriers that challenges PIT@maace.
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In this study , those who can read / write were paint five times more likely to not accept PITC
than those illiterate [AOR (95% CI) =2.47(1.08-7]0bhis also supported with key informant
Health works idea,” ...individuals who refuse PITC were like some educatetividuals ” .

Similarly, according to EDHS2011 report more edacats associated with higher testing refusal
rates .But study in Addis Ababa reported that #hesll of education was significantly associated

with acceptance of testingg|.

Previous studies conducted on Tuberculosis PatieAtba Minch and North West Ethiopia found
that risk perception was predictor for HIV testii2® , 24]. Similarly in this study, those who had
not perceiving risk of acquiring HIV wee16 timeanore likely to not accept PITC than those who
had perceiving risk [AOR (95% Cl)2:16(1.28, 5.44) This can be explained as, those individuals
who had perceiving risk of acquiring HIV might halwvad better information and awareness about
HIV/AIDS and PITC, and are more likely to accept @l

In addition to this, individual who had never tektélV before were 8.2 times more likely to not
accept PITC than those who had ever been t¢8@& (95% CI) 8.19 (4.55, 14.6]1) This can be
explained as, those who had tested before could haxe exposure of information /knowledge
regarding HIV/AIDS before they came PITC servicHsis is Consistent with studies done in North
West Ethiopia and Botswana [24, 26]. Which implileat, tested individual for HIV in any way

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

8.1. Strength
1. The study includes both quantitative and qualiatata.

2. Data collection was carried out by those traineBIIRC counseling.
8.2. Limitation

1. As this study is cross sectional, cause-effectccaool be determined from findings

2. Self report might introduce socially desirable casge
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9. Conclusionand Recommendation

9.1. Conclusion
This study demonstrated that, the clients KnowlealgédlV transmission and prevention methods

is low.

Larger segment of clientacks self perceived risk of HIV infection

Most clients expressed Stigmatizing attitude towgreople living with HIV/AIDS.

A considerable proportion of study subjects havé meard about PITC. However, there was

relatively high up take for PITC by clients. Theykserceived facilitator for PITC willingness was

TV/radio messages where as barrier was being testede.

Lack of self perceived risk of HIV infectipthosewho canread/write and being not tested before

were found to be negatively associated with uptdke TC.

9.2.
1.

Recommendations
FMOH and Regional Health Bureau should target IEGZBo the public, so as to improve

Knowledge about HIV means of transmission and préee.

2. FMOH and Regional Health Bureau should work toe@sblic Knowledge about PITC.

FMOH and Regional Health Bureau should make swaedath materials like test kits always
available in health facilities.

FMOH of Ethiopia should make sure that every hefdilities are implementing the PITC
approach and work hard on the scale up, as théfiédruptake in the study was promising
for subsequent service provision in line with caxgport, treatment and prevention.

Zonal Health Office andhe health facility authorities should wotk improve public
knowledge about HIV means of transmission and préme as well as to raise knowledge
about PITC

For researchfurther studies should be done on client’s aspedtan 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 Beouhitiated HIV Testing and Counseling and
its associated factors among OPD clients, Pawiepitids Benishangul Gumuz, North West,
Ethiopia
01. Questionnaire identification number ---------------

1. Information sheet

| am a master's student in public health amhBnUniversity, and | am currently working on a
thesis concerning assessment ofitheake 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 thatvill require.

Was the information/objective clear?

1.() Yes

2.()No

Are you willing to participate in the study?
1.() Yes

2.() No Thank you!!

46



2. Consent form
[ have been informed about this study and understand its purpose and objective.
| have been informed that the information | givél e used only for the purpose of this study; my
identity, the information I give will be treatedrdadentially. | have also been informed that | can
refuse to participate in the study, not to respmnguestion | am not interested or stop responding
to question at any time in the process. Based @altiove information | agree to participatelia

study voluntarily.

Signature of respondent-------------=----=-o--mnmcomeo Date----------------m-mm e
Signature of the interviewer--------------------------—- Date-----------------omo oo
3. Result

a. Completed

b. Respondent not available

c. Refused

d. Partially completed

e. Other (please specify) -------------------
4. Checked by supervisor

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 Years (Completed
Birth day? years))
102 Sex of the client 1.Male
2.Female
103 Residence Specific
104 What is your religion? 1.0rthodox
2.Muslim
3.Protestant
4.Catholic
5. Other (specify).............
105 To which ethnic group do you 1.Amhara
belong? 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?

1.1lliterate

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

109

What is your average

Household income per month?

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 | 1.Yes
HIV or the disease called | 2.NO------------mmmmmmmcoomoean — Stop
AIDS? 99.No response here
202 Can HIV be cured? 1.Yes
2.No

99.No response

203 How is HIV/AIDS 1.Sexual intercourse
Transmitted? 2.Mother to Child during
(Multiple response is pregnancy
possible, 3.Mother to Child during
Needs probing) 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
11.0ther(Specify)....ccccvvvrnvinennnne.

99.No response
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204 How can people protect | 1.Avoiding Sex (abstinence)
themselves from getting | 2.Using a condom every time
HIV/AIDS? during sex
(Multiple response is 3.Staying with only one
possible, uninfected partner faithful
Needs probing) 4.0thers (Specify)...ccccevveiierrernnnn.
88.I don't know
99.No response
205 Do you know anyone 1.Yes
who is infected with HIV | 2.No
or who has died of AIDS? | 99.No response
206 May a healthy looking 1.Yes
person 2.No

be positive for HIV?

99.No response
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Part three: Personal risk perception

No Questions Classifications Skip to
301 Do you think you can | 1.Yes
get the virus? 2.NO-==-==smmmmmmmeecnneaeeen — Q304
99.No response
302 What are your 1. High
chances of getting 2.Medium
infected with HIV? 3.Low--------mmm oo — Q304
99.No response ---------- — Q401
If the answer is 1.I had multiple sexual
303 medium or high, partner
what are the 2.1 had sexual contact with
reasons? out Condom
3.I had injection with un
sterile needle
4.1 had sexual contact with
HIV positive person
5.0ther (specify)............
99.No response
304 If your response is 1. [ trust my sexual partner.

no to question
number 301, what

are the reasons?

2.No injection with un sterile
needle

3.1 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 SKkip to
401 Would you be willing to 1. Yes
share a meal with a person | 2. No
you knew had HIV/AIDS? 88.1do not know
99.No response
402 If a Family
member/Relative 1. Yes
of yours became ill with 2.No
HIV, the virus that causes 88.1do not know
AIDS, would you be willing | 99.No response
to care for him/her in your
own household?
403 If you knew a shopkeeper 1. Yes
or food seller had HIV, 2.No
would you buy food from 88.1do not know
them? 99.No response
404 If a member of your family | 1. Yes
became ill with HIV, the 2.No
virus that causes AIDS, 88.I do not know
would you want it to 99.No response
remain secret.
405 If a teacher has the HIV 1. Should be allowed

virus but is not sick, should
he/she be allowed to

continue teaching?

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 1.Yes
PITC? 2.NO ------m-mmmmmeee- — Q508
99.No response
502 If your response to Q501 is | 1.Health workers
yes, where did you get the | 2.Mass media
information? (Multiple 3.Family member
response is possible, 4.friends
Needs probing) 5.0ther(specify)....cccccverercerrnnns
99.No response
503 To what extent are you in 1.Extremely in favor
favor of PITC? 2.Very much
3.Some what
4.Not at all
99.No response
504 Did you feel that PITC is 1.Yes
important? 2.NQ----=-=snmemenneans — Q506
88.I don't know
99.No response
505 If your response to Q504 is | 1. Helps patients get access

yes, what are the reasons
for feeling that PITC is

important?

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
5.0ther(specify)....ccccovrrvvirennnen.

99.No response
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506

Did you feel that PITC has

influence?

3.1 don't know

99.No response

Q508

507 If your response to Q506 is
yes, what are the reasons 1.Will cause patients to
for feeling that PITC has avoid seeing health
influence? professionals for fear
of being tested
2.Violet patients human
right
3.Leads to more violence
Against women
4.0ther(specify).....cccevvverriernnnn
99.No response
508 Do you agree that any one | 1.Yes
should check his /her HIV | 2.No
sero-status? 99.No response
509 At which time should one 1.When one is sick
be tested for HIV? 2.Before marriage
(Multiple response is 3.If only has multiple partners
possible, Needs probing) | 4.Atany time
5.0ther (specify)...cccccevreivnreenn
99.No responses
510 Who are people in need of | 1.Female commercial sex workers

HIV test?

(Multiple response is
possible, Needs
probing)

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

9.0thers (specify)......cccevrrvrnn.

99.No responses

511 Have you ever been tested | 1.Yes
for HIV? 2.NO-------mm e — Q514
99.No response
512 If your response to Q511 is | 1.Voluntary testing by your self
yes, what 2. Initiated by health worker for
was the reason of having diagnosis.
HIV test? 3.Donation of blood
4.Rotine ANC
5. Others(specify).....ccccvereennen.
99.No response
513 If your response to Q 511 is | 1.Gov’t hospital
yes, where did you do your | 2. Gov’t health center.
test? 3. Stand alone VCT center
4.Private clinic/hospital
5.0thers(Specify).....cccevevrinnnen.
99.No response
514 If your response to Q 511 is | 1.Fear of stigma and

no, what

are your reasons for not to
be tested?

(Multiple response is
possible, Needs

probing)

discrimination
2.Fear of partner’s reaction
3.Unable to cope with the
positive result
4.1 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

11.0ther (specify)...c.cccevvrrre

99.No response

Are you willing to take HIV

1.Yes, [ am willing

515 the test? 2.No,I am not willing--------- — Stop
3.Idon’t know here
99.No response

516 Record if the client 1.Accepted

accepted thepretest 2.Not accepted
counseling and testing 3.Idon’t know
session 99.No response
517 Record if the client 1.Accepted
accepted the 2.Not accepted--------------- — Q519
Post test counseling 3.Idon’t know
session. 99.No response
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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).....cccevverrverinreernnnn

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

4.1 am not risk person for HIV
5.Fear of discrimination (bad
treatment) by health providers
6.No access to good quality clinic
7.0ther 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)....ccceverrreieerieniennnnns

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 | am working a researchassessment 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 goingdwee group discussion. | will ask you

very general questions.

Please take a few minutes to tell me your experiences about uptake of PI®COPD clients in this
Hospital | am interested in all your ideas, comments amgfjsstions. There are no rights or wrong

answers. All comments, both positive and negatve welcome.

If you don’t mind, | will record (audiotape) thesdussion. The purpose is to ensure that | don't

miss anything you said. All comments are confidentised for research purposes only.
Are you willing to participate in the interview?
YES [1 — Thanks for willing.

NO [1 — Thanksstop interviewing

Points for In-depth Interview for Health Professioral
Part |

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 Il

© N o ok W N

What do you say about importance of Provider initiated HIV/ADIS counseling and test?
For whom it is offered in your hospital?

How is the acceptability of PITC test in your Hospital?

[s there anyone who refuses or not accept test?

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

Who refuses PICT Service in your hospital?

what trials are/were made in your hospital to increase acceptance of PITC by Clients
What activities to be made in order to improve the services to all clients in your

Hospital?
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Annex Il : Amharic Questionnaire
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